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I. PURPOSE: To establish policies and procedures regarding the Quality Assessment and Performance Improvement Program.

II. APPLICATION: All mental health services programs of Community Mental Health for Central Michigan (CMHCM) as well as those under contract with CMHCM for the provision of mental health services and supports.

III. REFERENCES:
A. The Medicaid Managed Specialty Supports and Services Concurrent 1915(i)/(c) 1115 Waiver Program(s), the 1115 Healthy Michigan Plan and Substance Use Disorder Community Grant Programs Agreement with Mid-State Health Network
B. Michigan Department of Health and Human Services (MDHHS)/Community Mental Health Service Program (CMHSP) Managed Mental Health Support and Services Contract
C. The Joint Commission Comprehensive Accreditation Manual

IV. DEFINITIONS:
	A. ACCESS
	A combination of activities and criteria designed to timely facilitate and appropriately determine eligibility and matching of supports and services to individual and family needs.

	
	

	B. APPROPRIATENESS
	The degree to which services are relevant to the consumer’s condition(s) or the satisfaction of his or her needs.

	
	

	C. EFFECTIVENESS
	The degree to which services are provided in the correct manner to achieve the desired outcome.

	
	

	D. EFFICACY
	The degree to which services are shown to accomplish the desired or anticipated outcome.

	
	

	E. EFFICIENCY
	The relationship between the outcomes achieved and the resources utilized.

	
	

	F. PERSON-CENTERED PLANNING
	A process for planning and supporting the person receiving services that builds upon the person’s capacity to engage in activities that promote community life and honors the person’s preferences, choices, and abilities. The person-centered planning process involves families, friends, and professionals as the person so desires.

	
	

	G. PROVIDER
	One that provides mental health services and/or supports under contract with CMHCM.

	
	

	H. SAFETY
	The degree to which risk is reduced for consumers and providers.

	

	

	I. SATISFACTION
	The degree to which a consumer is happy with the process or outcome of the service(s) they have received. 

	
	

	J.  TIMELINESS
	The degree to which services are provided at the most beneficial or necessary time.



V. POLICY:
A. CMHCM shall have a Quality Assessment and Performance Improvement Program (QAPIP) that achieves, through ongoing measurement and intervention, improvement in aspects of clinical care, supports, recovery, and non-clinical services that can be expected to positively affect consumer health status, quality of life, and satisfaction.
B. An annual QAPIP plan shall be prepared and forwarded to the Board of Directors for approval.
C. The Board of Directors shall receive periodic (no less frequently than annually) reports describing performance improvement projects undertaken, the actions taken and the results of those actions, as well as the overall operation of the QAPIP.
D. The Chief Operating Officer (COO) shall be responsible for implementation of the QAPIP.
E. There shall be active participation of consumers, providers, and agency staff in the development, implementation, and review of the agency QAPIP.
F. Measurement of performance of the agency using standardized indicators based upon the systematic ongoing collection and analysis of valid and reliable data shall occur.
G. Focus shall be on improving key functions within the agency including both consumer-focused functions and organizational-focused functions.
H. Key functions shall be assessed via data collection, measurement and analysis of dimensions of performance including any of the following: access, efficacy, appropriateness, timeliness, effectiveness, continuity of care, safety, efficiency, satisfaction, and person-centered planning. 
I. Appropriate remedial and/or corrective action shall be taken whenever necessary as determined by substantiated recipient rights complaints, clinical indicators, clinical care standards, or practice guidelines. Follow-up remedial and/or corrective actions shall be documented and reviewed to ensure they have been effective. 
J. The Joint Commission’s performance improvement cycle involving four key processes for improving organizational performance: design, measure, assess, and improve shall be used. 
K. The Performance Improvement Committee (PIC) shall oversee the QAPIP.
L. CMHCM shall:
1. Evaluate clinical service program areas using data analysis and outcome measurements. Program areas may include Access, Assertive Community Treatment (ACT), Autism Benefit Services, Case Management, Clubhouse, Supported Employment, Health Services, Home-based Services, Jail Diversion, Outpatient Therapy, and Personal Emergency Response Services (PERS). Additional programs can be reviewed at the request of the Clinical Oversight Committee (COC) or Management Team. The evaluation will be reviewed by COC and a summary of activities will be included in the QAPIP.
2. Maintain policy on and review and follow-up on Sentinel Events (CMHCM Administrative Manual 5-300-001).
3. Have in place a process to address periodic quantitative and qualitative assessments of consumer experiences with services.
4. Have a process in place for the adoption, development, implementation, and continuous monitoring and evaluation of practice guidelines/clinical standards that are relevant to persons served.
5. Have policy and procedures regarding the credentialing process for agency staff and individuals under contract to provide services (CMHCM Administrative Manual 3-300-001, 4-200-002, and 4-200-003).
6. Have a process in place for identifying training needs and providing training to individuals providing services.
7. Have a Utilization Management program (CMHCM Administrative Manual 2-400-001).
8. Have a Recipient Rights program (CMHCM Administrative Manual 7-100-001).
9. Have a process to verify whether services reimbursed by Medicaid were actually provided to consumers.
10. Have a system to assure compliance with appropriate external standards.

VI. PROCEDURES:
A. The QAPIP Annual Plan shall include:
1. How CMHCM assures that all demographic groups, care-settings and types of services, supports and recovery are included in the scope of the QAPIP.
2. The process for the identification and selection of aspects of clinical care, supports, recovery, and non-clinical services to be monitored and considered for process improvement projects.
3. The methods used to gather, analyze, report, and utilize consumer satisfaction.
4. The structure responsible for performing quality improvement functions and assuring that program improvements are occurring within CMHCM.
5. The Management Team approved practice guidelines/clinical standards in place during the year.
6. The process for the identification of the performance improvement issues for the year.
7. The method of prioritization of performance improvement issues/projects.
8. The method of follow-up for the analysis of data, survey results, studies, complaints and grievances, sentinel events, and general suggestions. 
9. The approved performance improvement projects for the year including projects required by the Michigan Department of Health and Human Services and CMHCM approved projects.
10. External surveys expected during the year.
B. Structure and Design of the QAPIP
1. The Performance Improvement Committee (PIC):
a. Is the oversight committee of the QAPIP.
b. Is responsible to the Executive Director.
c. Prioritizes and coordinates on an ongoing basis all organization-wide quality/performance improvement activities in accordance with the annual plan.
d. Analyzes data relative to the quality of CMHCM’s processes, programs, and services that may include quality indicators, QI study results, population demographics and morbidities, credentialing, consumer complaints and appeals, consumer satisfaction results, utilization management, risk management, infection control and safety, research, provider profiles, and case record review while preserving confidentiality and privilege of information.
e. Supports process improvement or monitoring systems to improve performance.
f. Membership includes consumers, staff, community members, and contract providers representative of the provider network. Membership is not to exceed 18 members.
g. Has as Chairperson, the Chief Operating Officer.
h. Meets with a frequency that is sufficient to demonstrate the committee is following-up on all findings and required actions.
i. Documents activities, findings, recommendations, and actions in minutes that are available to all staff on the agency intranet.
2. Standing Committees:
a. Established by the Management Team, are ongoing in nature, have well defined charges and memberships, and report to either the Management Team or the PIC on established indicators and/or performance improvement activities as scheduled. The Committee/Team Charter form is completed by the chairperson and uploaded to the Super Management Team channel in Microsoft Teams within the Committee and Teams database sub-channel. A list of Standing Committees shall be maintained in the QAPIP annual plan.
b. Key members are identified, appointed and notified by the chairperson based on their knowledge and/or department, program, or service area and have no limit to their term. Feedback from standing committee members will be considered by the chairperson for recommendations for membership.
c. Chairpersons assign staggered terms to members. 
d. The Executive Coordinator will send Chairpersons an annual membership report with expiring terms.
e. Meet regularly and keep minutes that are available to staff on the Intranet.
f. Will encourage participation of consumers where appropriate.
3. Teams:
a. Teams are established and members appointed by the Standing Committee Chairperson The Committee/Team Charter form is completed by the establishing committee or Team Chairperson and uploaded to the Super Management Team channel in Microsoft Teams within the Committee and Teams database sub-channel  
b. Have a clear, written charge.
c. Are time-limited.
d. Membership based on the relationship to and knowledge of or interest in the project or process, or program/service area that is recommended for improvement. 
e. Include staff and consumers from representative counties, programs, or areas wherever appropriate. Staff must have supervisory approval to participate.
f. Have agendas and minutes recorded.
g. Team membership changes should be noted in the minutes.
h. Team leaders will prepare written progress reports at intervals established by the Committee Chairperson or Chief Clinical Officer directing the activity.
i. Will utilize, as needed, quality management staff for training and guidance regarding performance improvement process, philosophy, tools, and techniques.
C. Performance Improvement Education and Training
1. Performance improvement education and training will be conducted by the Quality Management Staff or trained designees.
2. The Board of Directors shall receive training during Board orientation.
3. Staff shall receive training upon hire and have access to resources relating to ongoing training on the agency Intranet.
D. Approach and Methodology
1. There shall be a planned, systematic, organization-wide approach to designing, measuring, assessing, and improving agency performance. This approach involves:
a. Identifying the most important aspects of service within CMHCM and the entire provider network.
b. Using measurable indicators (qualitative and quantitative) to systematically monitor these aspects of service in an ongoing manner.
c. Identifying opportunities to improve the quality of services when an indicator does not meet expected performance.
d. Taking action to improve services or to solve problems.
e. Evaluating the effectiveness of the action taken.
2. New or modified process design:
a. New services are designed and extended, and functions or processes are changed based on the mission, values, guiding principles, and strategies of the organization, following input from consumers, the community, staff, and others. 
b. Processes and services are developed using scientific and professional resources, available guidelines, practice parameters, and external benchmarking.
c. Those involved in delivering services or participating in the processes are involved in the planning and implementation phases.
d. The results of performance improvement activities, when available, are considered.
e. Information about potential risks to clients, when available, is considered.
f. Information about sentinel events, when available and relevant, is considered.
g. As services and processes are designed, mechanisms to evaluate them are planned and implemented. Measures of performance and targets are set and monitored. Consumers, staff, and other stakeholders are involved in the evaluation process.
3. Identification of Measures: Domains and/or aspects of care having qualitative and/or quantitative measures, both for improvement priorities and continuing measurement, will include at least (but not limited to) the following:
a. High risk, high volume, and problem prone processes;
b. Governance, support, managerial, and clinical processes affecting consumer care;
c. Access to and appropriateness of services;
d. Consumer entry, assessment, and treatment processes;
e. Utilization management (appropriateness of admissions and continued treatment);
f. Consumer movement among care and service provider organizations and practitioner offices within the provider network addressing continuity and coordination of services;
g. Efficiency;
h. Outcomes: Clinical treatment; Consumers’ and others’ needs, expectations and satisfaction; Functional status; and Physical and psychological comfort of consumers;
i. Medication use processes;
j. Appropriateness of behavior-management procedures;
k. Processes identified through adverse clinical events;
l. Results of infection-control activities;
m. Safety of the care environment and related processes;
n. Risk management findings;
o. Appeals, grievances and complaints;
p. Preventive services and health-promotion programs; and
q. Staff perception of performance and improvement activities.
4. Ongoing Monitoring and Assessment
a. Monitoring and assessment activities will be conducted by the PIC and Management Team to determine:
1) Meeting of design specifications.
2) Performance and stability of important existing processes.
3) Priorities for improvement.
4) Whether changes in a process resulted in improvement.
b. Monitoring and assessment will be conducted for several purposes. These include:
1) When CMHCM wishes to improve good performance.
2) When processes are identified as in need of improvement.
3) In response to poor performance evaluations conducted internally or by external review entities such as MDHHS or The Joint Commission.
c. The assessment process includes:
1) Using statistical process control techniques, as appropriate.
2) Comparing data about processes and outcomes over time.
3) Comparing performance to relevant scientific, clinical, and management literature.
4) Comparing to relevant practice guidelines/parameters, as appropriate.
d. Intensive assessment is undertaken when undesirable variation in performance occurs.
All sentinel events will be reviewed using a Root Cause Analysis and result in a plan of action implemented to prevent future occurrences per the Sentinel Event and Critical Incident policy (CMHCM Administrative Manual, 5-300-001).
e. When findings of the assessment process are relevant to an individual’s performance, the pertinent information will be provided to:
1) The CMHCM Credentialing Committee responsible for determining their use in Peer Review and/or periodic evaluations of a licensed independent practitioner’s competence.
2) The Chief Clinical Officer responsible for determining the competence of individuals working within CMHCM programs.
5. Improvement Teams will utilize quality improvement principles such as: Continuous Quality Improvement (CQI), Problem Solving Model, Plan-Do-Study-Act (PDSA) Model, and/or Lean Process Improvement. Continuous improvement tools such as brainstorming, process flow diagrams, cause and effect (fishbone) diagrams, and/or run charts will be utilized to increase the effectiveness of the team. The Quality Department will act as a resource for quality improvement efforts and effective tools to be utilized within improvement teams. 
6. Documentation of performance improvement activities shall be made using:
a. QI Suggestion electronic form for staff or the Consumer/Community electronic suggestion form
b. QI Progress Report form 
c. Committee/Team  agenda and minutes following the agency-approved format
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