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Where there is power, there is resistance 
– Michel Foucault 
 
If you don’t like something, change it. If you can’t change it, change your 
attitude 
– Maya Angelou 
 
The key to change ……is to let go of fear 
– Rosanne Cash 
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Welcome to the Fall 2021 edition of MHAM’s monthly newsletter 
that provides you with public policy updates and other information 
that impacts the behavioral health care of you and those you love.  
 
This edition of MHAM’s “Mental Health Matters” gives public policy 
updates about statewide mental health legislation pending before 
the House and the Senate and we will be talking about health care: 
what it is and how it needs to be better defined. 



 

 
Thank you for joining us for “Mental Health Matters.” Because mental health matters. 
Everyday. 
  
In this edition of “Mental Health Matters”, we will talk about SB 597 and 598 in greater 
detail along with the changes in the substitute bills that were introduced on September 28, 
2021. Since the September 28, 2021, Government Operations Committee hearing, the 
MHAM Board of Director’s has finalized its position on SB 597 and 598. MHAM supports 
the Behavioral Health Ombudsman’s office in concept, but it opposes the Specialty 
Integrated Plans (SIPS). 
  
We will talk about the need for a common definition of integrated care in our state. To 
date, while there have been multiple models discussed, our state has not landed on a 
statewide and state-defined model of integrated care even though our Michigan citizens 
with more serious mental health conditions are dying sooner than the rest of their non-
mentally ill counterparts. 
  
Editor’s Note: It was not your imagination that MHAM did not send out a September 
edition of “Mental Health Matters”. We apologize for any inconvenience. Given the amount 
of mental health legislation that is being introduced in our state, we wanted to wait for 
some additional information to become available before we sent out our e-news. Thank 
you for your patience! 

  
 

 

  

  

 

THURSDAY, OCTOBER 28 
 

Join us as we honor two Michigan mental health and criminal justice champions, Dr. 
Sheryl Kubiak, Dean of and a Professor in the Wayne State University School of Social 
Work and Founding Director of the Center for Behavioral Health and Justice and Sheriff 
Jerry Clayton of Washtenaw County. CLICK HERE for more information. 

 
Reception 5:30pm | Dinner 7pm | Program 7:30pm 

 
Ticket Price: $75 

 
Sheraton Detroit Novi Hotel 

21111 Haggerty Road 
Novi, MI 48375 

5:30 PM - 8:30 PM 
 

 

  



REGISTER HERE 

 

 

 

SPONSORSHIPS AVAILABLE 
 

DOWNLOAD PROSPECTUS 

 

 

 

  

  

 

The Mental Health Association in Michigan would like to thank Senator Shirkey, Senator 
Ananich, Senator Bizon, Senator Chang and Senator Outman and Rep. Mary Whiteford 
for investing time and energy into considering ways to improve and strengthen the mental 
health and well-being of Michigan citizens including persons with mild to moderate to more 
severe mental health conditions and addictions. It is uplifting to see the amount of 
attention that is being paid to the suffering that is experienced by adults, children and 
families who find it necessary to deal with the unwanted visitor called “mental illness”. For 
too many years, mental health has not been valued. In 2021, mental health is vital to 
physical health. The mind-body relationship has been recognized in other cultures and 
countries for hundreds of years. Finally, the United States is “getting it”. 
  
Mental health legislation includes Senate Bill (SB 412), sponsored by Senator Curtis 
Hertel, Jr., that has moved to the House Health Policy Committee. The intention of the 
legislation is to continue to preserve the protected carve out for psychiatric medications for 
individuals with Medicaid in statute. 
  
Senator Rick Outman introduced legislation that will provide funding for jail diversion 
programs in our state by creating a fund in the Michigan Treasury (SB 638). Senator 
Stephanie Chang has sponsored legislation that will create funding for mobile crisis 
response units in local communities (SB 637). MHAM will keep you posted as these bills 
moves forward through the committees. 
  
In the August edition of Mental Health Matters, MHAM provided you with updates 
regarding the two bills that were introduced into the legislature by Senator Majority Leader 
Mike Shirkey. Senate Bills 597 and 598 would create amendments to the Mental Health 
Code and to the Social Welfare Act and would change the way that the money flows from 
the state of Michigan to the community mental health services providers. The bills would 
also change the definition of a community mental health agency so that specialty 
integrated plans (SIPS) will be the equivalent of a community mental health agency. 
  
Senator Shirkey introduced his bills in July and since that time, there have been three (3) 
hearings at the Senate Government Operations Committee regarding SB 597 and 598 
during the month of September. Senator Shirkey is the Chair of the Government 



Operations Committee. At the September 28, 2021, committee hearing, substitute bills for 
SB 597 and 598 were adopted by the committee. 
  
Sen. Shirkey Legislation - SB 597 and 598  
In previous editions of “Mental Health Matters”, MHAM talked about the bills that are 
sponsored by Sen. Shirkey and Sen. John Bizon. As a review, the major points of the 
Shirkey Integration bills: 
  

 Require the department to contract with at least two (2) “Specialty Integrated 
Plans (SIPs),” which would be responsible for providing comprehensive physical 
and behavioral health care benefits to Medicaid beneficiaries. 

 Eliminate the current behavioral health and I/DD “carveout” by “carving in” all the 
Medicaid monies that are administered by the Prepaid Inpatient Health Plans for 
the specialty behavioral health populations and giving those dollars to the SIPS. 

 Creates SIPs that must meet certain requirements which includes being a 
managed care organization or an Alternative Health Care Finance and Delivery 
System. 

 A SIP may be directed to provide substance abuse services for a county or a 
region. 

 SIPS become the equivalent of community mental health services providers 
(CMHSPS) in SB 598. 

 Creates a behavioral health ombudsman’s office that houses the office of recipient 
rights. The ombudsman is a separate, autonomous office that is in the Michigan 
Department of Health and Human Services. 

 Allows the SIPs to assume the statutory obligations of the CMHSPs after the three 
(3) year transition period ends. 

 Creates a behavioral health accountability council as a body that monitors the 
progress of implementation, and the substitute bill increases the number of 
persons served on the board to 5 and includes 3 private providers. It is subject to 
the Open Meetings Act per the statute. This is a positive aspect of the bill that 
promotes the voices of those who are impacted by any system redesign effort. 

  
MHAM’s overarching observations about the bills are described below: 
  
1. Redundant administrative entities (managed care organizations) will create more 
cost and less savings: from 1 (PIHP) to 2 SIPS and a PIHP (during the transition) 
equals more administration. The bill requires a 3 year “phase in” process for certain 
population groups, with adults and children/youth with mental health conditions and 
individuals with substance use disorders transitioned first. As a result, Medicaid funding 
that was traditionally held by one entity in a region (PIHP) will be spread across three 
entities equaling: Three CEOS, CFOS, CIOS and Chief Clinical Officers. Additional 
funding, over and above what is being allocated to each of the managed care 
organizations for services, may be necessary during the transition process. 
  
The PIHPS, who have been accustomed to a certain amount of Medicaid, will manage 
services to individuals with intellectual and developmental disabilities (ID/DD) only. This 
will reduce the PIHPS overall Medicaid revenue by 40-50 % depending on the region and 
may or may not impact the PIHPs infrastructure. The bill also requires the PIHPs to 
continue operations until all populations are transitioned to the SIPS. 
  
2. There are no other managed care organizations competing for the Medicaid that 
has been traditionally set aside for the public mental health system. It is not clear 
“how” moving from one managed care entity (PIHP) to 2-3 managed care entities (3 
during the first 3 years) will impact the current funding model and the number of Medicaid-
covered lives that are needed for a SIP or a PIHP to have sufficient funding for services. 



The phase in process translates into three managed care organizations that will be 
managing services with multiple network providers. 
  
3. Section 109f (6): In the transition phase, the bill is unclear when services 
recipients with co-occurring serious mental illness and SUD would be enrolled in 
the SIP. Additionally, what safeguards are going to be put in place during the transition 
from PIHP to SIP and what safeguards will be in place if the SIPS fail? 
  
4. Section 109f (7): Development of the plan and of the metrics are to be done in 
consultation with “interested parties”, defined as the Behavioral Health Advisory 
Council (109f(11(d)), which includes BCBS, Medicaid Health Plans, Michigan 
Hospital Association, Michigan Primary Care Association (FQHCs) and the 
substitute bills added the Michigan State Medical Society and the Michigan 
Psychiatric Society. This Council also should include experts in behavioral health 
research and in integrated care at the front line, for example, from the University of 
Michigan. 
  
5.  Section 109f(7)(f) states, “leveraging national standards,” which is not sufficient 
and lacks specificity. This section must be concise and specific to establish meaningful 
metrics and standards that must be met by the SIPS and the PIHPS. 
  
6. Need criteria for beneficiary qualification beyond having a serious mental illness, 
serious emotional disturbance, SUD, IDD or being in foster care. This language is like 
that found in 330.1208 of the Michigan Mental Health Code. The Code also adds that 
priority is given to the “most severe forms” or when in “urgent or emergency situations.” 
Most CMHSPs interpret the priority qualification to mean an additional requirement of 
functional decline, thus not allowing for early intervention- the time when the course of the 
illness could be impacted. The beneficiary qualification should be changed to include the 
onset of any serious mental illness or serious emotional disturbance and prior to any 
functional decline. 
  
7. Safeguards are necessary as the plan is being implemented. There must be 
sufficient “guardrails” that describes safeguards and appropriate metrics and measures 
that are developed with the assistance of subject matter experts in behavioral health, 
physical health and those who specialize in integrated care so that the success or failure 
of the proposed changes can be measured in a timely manner. There must be clear 
guideposts indicating whether the plan is working or not working and there must be a plan 
that clearly details what will happen if the proposed model does not meet the needs of 
persons served and their families/supporters. 
  
8. The Behavioral Health Ombudsman’s office is a positive aspect to the bill. 
It creates an entity that is autonomous, separate from the community mental system and 
eliminates the current “fox guarding the hen house” recipient rights system that is currently 
in operation. The Ombudsman can provide a separate entity that is free from a conflict of 
interest and can assist persons served, their families and those who love/support them 
with systems navigation and the resolution of problems that may be occurring with 
providers of services. 
  
There will be more opportunity for stakeholders to provide more feedback about the bills 
and substitute bills are anticipated. MHAM will continue to monitor the progress of these 
bills as they move through the Senate. 
  
Toward a common definition of integrated care  
  
The COVID-19 pandemic has revealed underlying structural problems with our health care 
systems, but it has most certainly highlighted the critical nature of addressing mental 
health and addictions with the same sense of urgency that is applied to physical health 
needs. Historically, mental health treatment and conditions have been viewed with a large 



degree of stigma and therefore, mental health has not been afforded the same deference 
in the overall health care environment. One only needs to look back about 100 years ago 
to a time when we had over a half million individuals with mental health conditions and 
addictions in sprawling, over-crowded state psychiatric asylums that became “snake pits” 
because there were no effective treatments for what we now know are “brain disorders.”   
  
The time has come to remove the differential treatment approaches that exist between 
mental and physical health. We live in a time in which we must call all health care “health 
care”, regardless of whether it is physical or mental. In 2021, we now know that the 
capacity for developing mental illness, particularly the more serious forms, is inherited and 
there is a clear neurobiological basis for mental illnesses. 
  
2006 Study by Dr. Ron Manderscheid, Ph.D., and Craig Colton 
  
In May of 2006, Ron Manderscheid, Ph.D., and Craig Colton published an article in the 
journal, Preventing Chronic Disease, entitled, “Congruencies in Increased Mortality Rates, 
Years of Potential Life Lost, and Causes of Death Among Public Mental Health Clients in 
Eight States”. This article outlines the findings of a study that was conducted across 8 
states regarding the health outcomes of individuals with serious mental illnesses. The 
results are summarized this way: In all 8 states we found that public mental health clients 
had a higher relative risk of death than the general populations in their states. In short, 
individuals with more significant mental health conditions live at least 20-25 years less 
than their cohorts without significant mental health conditions. 
  
The movement toward the integration of mental health and physical health care began 
with Dr. Manderscheid and Dr. Colton’s study which asked more questions than it 
answered. The study concluded that “mental health and physical health are intertwined; 
both types of care should be provided and linked together within health care delivery 
systems.” (Available online HERE) 
  
Since the time that research paper was published, the Affordable Care Act was signed 
into law in March of 2010 and there has been a push at the national and state level to 
move toward the integration of mental health care with physical health care. It is not a 
question of whether to integrate care or not, it is about the “how”. One of the impediments 
to the process of “integrating care” is due to a lack of a common definition for “what” it is. 
And is not. Integration is begging to be defined in our state. 
  
To date, while there have been multiple integration models discussed, our state has not 
landed on one model of integrated care. SBs 597 and 598 appear to be an effort to 
address the fact that our Michigan citizens with more serious mental health conditions are 
dying sooner than the rest of their non-mentally ill counterparts. And they have been 
dying, in part, from the long-term side effects of older anti-psychotic medications that have 
been proven to cause Type II Diabetes and liver and kidney damage as well as heart 
diseases. The older anti-psychotic medications (typical antipsychotics) can cause 
irreversible Parkinsonian-type tremors and involuntary movements called Tardive 
Dyskinesia and Akathisia. Individuals with serious and persistent mental illness (SPMI) die 
from poverty and a lack of access to primary care services. They die from having the 
inability to access and afford healthy food. 
  
Despite efforts to look at various models of integrating health care, little has changed 
across the state. Certainly, some of the 46 community mental health services providers 
are certified community behavioral health clinics (CCBHC) and others are participating in 
patient-centered medical homes, but these are demonstration grants/projects whose 
funding is not permanent. A singular model for Michigan has not been adopted. Absent a 
definition of integration that is defined by the state, the variability of integrated care models 
will remain unchanged and there will be a lack of uniformity in service delivery, which is 
what is currently happening. There also must be permanent funding attached to the 
integrated care model(s) that are/is adopted by the state of Michigan. 



  
Integration to form a unified whole does not refer only to the public mental health system. 
Integration means that communication and collaboration must be the norm across all 
systems and payors. We would not be having this conversation today if this was 
happening. 
 
Health care providers (mental and physical) should be given the tools to work 
collaboratively across all systems and the state should lead the way to find a common 
definition of integration that includes communication and collaboration at every level from 
the payor to the hospital system to the public and private systems of health care to the 
midlevel provider and his/her patient to the case manager/supports coordinator and 
his/her consumer. A unified whole means that everyone is rowing in the same direction. 
  
“Health care is health care is health care.”   
  
When an individual with Medicaid shows up at the hospital for medical care, there is no 
question about whether to serve the person or not. Medical treatment is provided 
regardless of payor. Why isn’t that standard the same for individuals with mental health 
conditions and addictions? When a person with diabetes is experiencing blood sugars 
soaring near 400 – 500, there is often no question about whether the person should be 
hospitalized. When a person is experiencing symptoms of uncontrolled mental illness, 
there are often questions in the public mental health system about whether the person can 
be “diverted” to a less expensive level of care that may not meet the person’s needs. 
There should be no difference between treatment for mental health conditions and 
physical health conditions. 
  
When an individual is discharged from the hospital after having surgery for a broken hip, 
there is often a decision made about the best way to transition the individual from one the 
hospital to the home. In health care, this is transitioning from level of care to another. For 
example, older adults and those with physical disabilities who have had a hip replacement 
are often “stepped down” from acute care to sometimes subacute care or to rehabilitation 
facilities for care after hospitalization. Stepping down from one level of care to another in 
mental health is “unheard of” and individuals with uncontrolled symptoms of mental illness 
are often discharged from the hospital prematurely. There should be continuum of care 
that allows individuals with brain disorders to transition from the inpatient hospital to a 
subacute or rehabilitation facility as opposed to going from hospital to home. The question 
is: If we do this for physical health, why don’t we do it for mental health and addictions? 
  
Final Thoughts 
(from MHAM’s testimony at the Senate Govt. Operations Committee on Sept. 28, 2021) 
  
1. According to the Merriam-Webster Dictionary, integration is defined as “to form, 
coordinate, or blend into a functioning or unified whole.” Any proposal to reform or 
improve mental health services in our state should occur across all systems. This 
means that a private payor, a primary care physician or other provider should be able to 
refer an individual for mental health treatment to the public mental health system without 
having to worry about the individual being denied services because they “don’t qualify”. If 
community mental health is viewed as a subspecialty level of care because of the 
population it serves, then it should accept all comers. 
  
Antidote: Create a universal standard of care across all 46 CMHSPS that includes 
uniformity in service selection guidelines and in utilization management. If I went to 
the hospital for a ruptured appendix, I would hope that I would receive an appendectomy 
regardless of the county where I reside. Create metrics that are incorporated into the 
contracts between the network providers, the managed care organizations, and the state 
and then, enforce the contract provisions. 
  



2. Quality of care must be a primary goal of any system redesign effort. Currently, 
individuals who receive public mental health services do not always receive the same 
quality of care as do those who receive mental health services from private providers. This 
must change. 
  
Antidote: As in number 1, require that those who provide mental health services 
and supports with public dollars be held to a standard of care that includes 
appropriate outcome measures and metrics that must be met. 
  
3. Any systems change must include accountability at every level, from the payor to 
the provider. In the current public mental health system, there is a lack of accountability 
and oversight and no real enforcement of the contracts between the PIHPS and the 
CMHSPS. 
  
Antidote: For problems to be solved at the person-served level, there must be true 
accountability and oversight and authentic consequences for network providers 
including CMHSPS that fail to meet certain standards of care. Michigan citizens 
should be given quality care regardless of payor and that is not currently the case in our 
state. Also, provide the human resources that are needed at the Behavioral Health and 
Developmental Disabilities Administration (BHDDA) to ensure contract oversight and 
enforcement. If the current PIHP contract was enforced with the CMHSPS, many of the 
problems that are showing up at the service delivery level would probably be largely 
ameliorated. 
  
4. Recall the historical context of the Michigan community mental health system 
and the values that have informed it for years. Informed by the disability rights 
movement that gained momentum in the early 1970’s with the passage of the 
Rehabilitation Act of 1973, as amended and the establishment of centers for independent 
living, services such as CLS, supported employment and peer supports are indicative of 
the movement to move individuals with disabilities away from what used to be a life-long 
sentence in a state hospital. These “nonmedical” services are just as critical as are the 
“medical” services. 
  
Antidote: Ensure that the specialty supports that are part of the community mental 
health system are given as much deference as are the traditionally medical 
services. Ensure that the services are built around the needs of the person (person-
centered) and that the voice of the persons receiving services is heard and honored. 
Create opportunities for persons served to be as self-determined as possible. 
  
5. There must be changes to the way things are done now. Albert Einstein said, “We 
cannot solve our problems with the same thinking we used when we created 
them.” The current mental health system contains myriad challenges in its governance 
structures (particularly about the way that the board of directors are configured at the 
PIHPs) and in its service delivery systems which includes problems with uniformity in 
access across the state along with a severe lack of uniformity in the types and availability 
of services. 
  
Antidote: Ensure that the governance structure of any entity that receives public 
dollars is free from conflicts of interest. If the governance problems that exist in the 
system were addressed and if there was oversight and enforcement of the contract, then 
many of the problems that service recipients, and their families experience would be 
ameliorated. Regardless of the model that is chosen, without appropriate metrics and 
oversight, nothing changes.  

 

  

  

 



MENTAL HEALTH AMERICA RELEASES ANNUAL STATE 
OF MENTAL HEALTH IN AMERICA REPORT FOR 2022 

October 19, 2021 
 

The Mental Health Association in Michigan 
is an affiliate of Mental Health America 
(MHA), the national organization that was 
founded in 1909 by Clifford Beers. Every 
year, MHA completes a report on the 
status of mental health in the United 
States.  Given the current discussion 
about mental health in the state of 
Michigan, we believe that you will find the 
results of the 2022 report compelling.   
 
Each state is given an overall ranking and 

then it is given a ranking based upon the way that mental health is addressed within 
specific populations.  An overall ranking 1-13 indicates lower prevalence of mental illness 
and higher rates of access to care. An overall ranking 39-51 indicates higher prevalence 
of mental illness and lower rates of access to care. The combined scores of all 15 
measures make up the overall ranking. The overall ranking includes both adult and youth 
measures as well as prevalence and access to care measures. The 15 measures that 
make up the ranking are on page 9 of the report.  
 
For example, Michigan ranks 18th in the country overall for mental health and adult mental 
health.  
 
Youth Ranking: Michigan ranks 27th in the United States for youth/childrens mental 
health.  
 
Prevalence of Mental Illness: Michigan ranks 21st in the United States for the prevalence 
of mental illness and substance use disorders.  
 
At the end of the press release below, there is a link that gives you access to the full 
report. 
 
If you have questions, please reach out to me at mhuffmham@gmail.com. 
 
Thank you! 
 
Marianne Huff  

 

 

 

 

 

MHA Press Release 
 

MHA Releases Annual State of Mental Health in America Report, 
Massachusetts, New Jersey, and Pennsylvania Top The State Rankings, 

Based on 15 Mental Health Indicators 
 

Arizona, Idaho, and Nevada are the bottom-ranking states 
 

*Report also shows increase in number of people with serious thoughts of suicide and 
increase in percentage of youth depressive episodes 

  
Alexandria, VA (October 19, 2021) – Today, for the eighth year in a row, Mental Health 
America (MHA) released its annual State of Mental Health in America report, which ranks 



all 50 states and the District of Columbia based on 15 mental health access and 
prevalence measures. This year, Massachusetts (#1), New Jersey (#2), and Pennsylvania 
(#3) were the top three ranking states. Arizona (#49), Idaho (#50), and Nevada (#51) were 
the three bottom-ranking states. Notably, Nevada has ranked last for six of the report’s 
eight years. 
  
The state with the largest rise over last year’s overall ranking was South Carolina, jumping 
from #43 in 2021 to #30 this year. The state with the largest fall over last year’s overall 
ranking was Texas, dropping from #27 in 2021 to #44 this year. 
  
Most alarmingly, the data show an increase of 664,000 people from last year’s dataset 
reporting serious thoughts of suicide. The national rate of suicidal ideation among adults 
has increased year-over-year in every report, but this is a larger increase than seen in last 
year’s report and is a concerning trend. 
  
The report also found an increase over last year’s dataset in the percentage of youth that 
experienced a major depressive episode in the past year -- nearly one in five youth ages 
12-17 experienced a major depressive episode. On top of that, the data show that over 
60% of youth with major depression do not receive any mental health treatment. Even in 
states with the greatest access, nearly one in three are going without treatment. In Texas, 
the bottom-ranked state, nearly three-quarters of youth with major depression did not 
receive mental health treatment. Read complete press release HERE. 
 
The full State of Mental Health in America report can be accessed HERE. 

 

  

  

MHAM to Provide Educational Webinars 
 

MHAM is working to provide more public education about 
matters related to behavioral health care. Please watch 
your email for announcements about our virtual events 
including the educational webinars about various aspects 
of mental health care in Michigan. More details to follow! 

 

 

 

 

  

  

MHAM's Statement on Racism & Equality 
 

The Mental Health Association in Michigan considers racism to be 
detrimental to the individual, collective mental health and well-being of 
persons of color. MHAM understands that racism undermines mental 
health. MHAM is committed to anti-racism in all that we do. The time is 

now for those systems that are inhabited by racism and discrimination to be reformed 
and MHAM is committed to working toward that end.   

 

 

 

 

  

  

MiCal-Michigan Crisis & Access Line 
 

Having access to mental health care is critical right now. It is important you continue to 
pay attention to your mental health during the coronavirus crisis. It is normal to feel afraid 
and anxious, especially when faced with a situation that has many “unknowns”.  If you 
find yourself feeling overwhelmed by symptoms of anxiety, depression, or hopelessness, 
please reach out for help. If you are experiencing emotional distress in the context of the 
COVID-19 crisis, get help from: 



 
Michigan Stay Well Counseling via the COVID-19 Hotline 
Call 1-888-535-6136 
Press "8" to talk to a Michigan Stay Well counselor. 
Counselors available 24/7 - confidential and free 
 
OR 
 
National Disaster Distress Helpline 
Call: 1-800-985-5950 
Text the keyword TALKWITHUS to 66746 
Available 24/7 

 

  

  

CHARITABLE BEQUESTS 
 

A bequest to the Mental Health Association in Michigan through your will is a powerful 
expression of your commitment to improving the care and treatment of mental illness, 
promoting positive mental health, and preventing the onset of mental disorders. A bequest 
can be unrestricted or restricted, and the full amount of your gift is tax deductible. If you 
would like more information about making a gift through your will, please contact MHAM 
President & CEO, Marianne Huff at mhuffmham@gmail.com or call 517.898.3907 

 

  

  

Mental Health Matters is published 
monthly by MHAM. If you’ve come across 
this issue through a friend or colleague 
and wish to subscribe (there is no charge), 
kindly let us know. If at any point you wish 
to unsubscribe, simply 
contact mhamiweb@gmail.com or select 
unsubscribe in the bottom of this email. 

 

 

 

 

  

  

Mental Health Association in Michigan 
Marianne Huff, President & CEO | Arlene Gorelick, Board Chair 

1100 West Saginaw, Suite 1-B | Lansing, MI 48915 
P: 517.898.3907 | F: 517.913.5941 
mhamich@aol.com | mha-mi.com 
Membership Information HERE 

 

Join Us On Our Socials! 

      
    

  

 


