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Introduction 
Purpose of Evaluation 
The Quality Improvement Program Plan, which outlines the objectives to be achieved over the next year is reviewed, evaluated, and 
revised annually.  The evaluation consists of a comprehensive summary of the accomplishments of QI objectives, QI activities and QI 
performance measures.  The evaluation assesses the effectiveness of providing behavioral health services, including the identification 
of prioritized needs to be included in the subsequent year’s Plan.    
In evaluating QI effectiveness, the following issues may be examined: 

• Do the indicators capture the key dimensions relevant to best practice performance standards? 
• Is information used to design systems well in order to improve performance? 
• Does problem resolution result in long-term improvement? 
• Are reports effective and timely? 
• Has the QI Program supported the increased result of meaningful outcomes to the consumers and stakeholders? 

The annual review may lead to: 
• Identification of education/training needs 
• Establishment and revision of policies and procedures 
• Making recommendations regarding how treatment is provided 
• Altering operations to minimize risks and to improve the delivery of care. 

FY2024 Quality Improvement Objectives 
1) Improve access to services for both new and existing clients through the reduction of wait times between and during outpatient 

appointments. 
2) Enhance the implementation of Evidence-Based Practices (EBPs) through provider training, fidelity monitoring, staff 

supervision, and documentation review.  
3) Address and reduce systemic health disparities relevant to Branch county through the development and implementation of 

Federal, Local, & State initiatives and programs that address said disparities. 
4) Strengthen care coordination through the State’s care coordination programs (e.g. ADTs) and through the implementation of a 

standardized communication protocol among different care providers.  
5) Improve clinical performance on key indicators for health and treatment outcomes through the development and implementation 

of comprehensive data analysis systems and reporting. 
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Key Performance Indicators 
Access Objectives 

Performance Indicator Target Group Quarter 1 Quarter 2 Quarter 3 Quarter 4 FY 24 Total 
Percent of assessments 
completed within 14 
calendar days (10 business 
days) of a client’s 
nonemergency request for 
services. 
No Exceptions or 
Exclusions 
 
 
 
 
MMBPIS (#2) 

FY23 
No Target 

FY24 
62% 
 
 
 
 
 
Timeline Goal:  
14 days 
 
 
 

MI Child 67/72 
93.1% 

56/57 
98.3% 

69/76 
90.1% 

54/55 
98.2% 

246/260 
94.6% 

MI Adult 167/182 
91.8% 

197/211 
93.4% 

195/202 
96.5% 

180/192 
93.8% 

739/787 
93.9% 

DD Child 5/6 
83.3% 

9/9 
100% 

8/8 
100% 

9/9 
100% 

31/32 
96.9% 

DD Adult 5/5 
100% 

4/5 
80% 

14/14 
100% 

9/9 
100% 

32/33 
97.0% 

Avg. Time 0.6 days 0.7 days 0.4 days 0.4 days 0.5 days 

Total 244/265 
92.1% 

267/282 
94.7% 

286/300 
95.3% 

252/265 
95.1% 

1048/1112 
94.2%  

Percent of clients that 
started on-going services 
within 14 calendar days (10 
business days) of 
completing a non-emergent 
assessment. 
No Exceptions or 
Exclusions 
 
 
 
 
MMBPIS (#3) 

FY23 
No Target 

FY24 
73% 
 
 
 
 

Timeline Goal:  
14 days 

MI Child  33/68 
48.5% 

38/55 
69.1% 

39/68 
57.4% 

22/61 
36.1% 

132/252 
52.4% 

MI Adult 75/166 
45.2% 

152/201 
75.6% 

119/185 
64.3% 

143/197 
72.7% 

489/749 
65.3% 

DD Child 4/4 
100% 

6/9 
66.7% 

7/9 
77.8% 

8/11 
72.7% 

25/33 
75.8% 

DD Adult 5/6 
83.3% 

5/6 
83.3% 

14/14 
100% 

9/9 
100% 

33/35 
94.3% 

Avg. Time 11.4 days 7.8 days 10.1 days 10.6 days 10 days 

Total 117/244 
48% 

201/272 
73.9% 

179/276 
64.9% 

182/278 
65.5% 

679/1069 
63.5%  
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Performance Indicator Target Group Quarter 1 Quarter 2 Quarter 3 Quarter 4 FY 24 Total 
Percent of dispositions 
completed within 3 hours 
for individuals receiving a 
pre-admission screening for 
psychiatric inpatient. 

 
 
MMBPIS (#1) 

Children: 95% 

Adults: 95% 

 

 

Children 8/8 
100% 

21/21 
100% 

5/5 
100% 

7/7 
100% 

41/41 
100% 

Adults 55/55 
100% 

49/50 
98% 

65/65 
100% 

76/76 
100% 

245/246 
99.6% 

Total 63/63 
100% 

70/71 
98.6% 

70/70 
100% 

83/83 
100% 

286/287 
99.7%  

Percent of individuals seen 
for follow-up care within 7 
days of being discharged 
from a psychiatric inpatient 
unit. 
 
 
 
 

MMBPIS (#4a) 

Children: 95% 

Adults: 95% 
 
Timeline Goal:  
7 days 

Children 3/3 
100% 

12/12 
100% 

2/2 
100% 

1/1 
100% 

18/18 
100% 

Adults 25/26 
96.2% 

39/39 
100% 

35/35 
100% 

30/30 
100% 

129/130 
99.2%  

Avg. Time C: 5 days 
A: 2.9 days 

C: 1.6 days 
A: 1.5 days 

C: 1 day 
A: 2.4 days 

C: 1 day 
A: 4.35 days 

C: 2.1 days 
A: 2.8 days 

Total 28/29 
96.6% 

51/51 
100% 

37/37 
100% 

31/31 
100% 

147/148 
99.3%  

Individuals who received 
follow up within 24 hours 
of being discharged from 
inpatient care who were 
admitted for suicidal 
ideation/attempt. 
 
 
 
 
CCBHC Emergent Access 

At least 65% 
receive follow 
up within 24 
hours 

Children  2/2 
100% 

6/7 
85.7% 

1/1 
100% 

1/1 
100% 

10/11 
90.9% 

Adults 13/15 
86.7% 

13/15 
86.7% 

14/16 
87.5% 

15/16 
93.8% 

55/62 
88.7% 

Avg. Time C:  21 hours 
A: 12.6 hours 

C: 18.6 hours 
A: 16.7 hours 

C: 1.5 hours 
A: 20.1 hours 

C: 20 hours 
A: 13.4 hours 

C: 15.3 hours 
A: 15.7 hours 

Total 15/17 
88.2% 

19/22 
86.3% 

15/17 
88.2% 

16/17 
94.1% 

65/73 
89% 
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Effectiveness Objectives  

Performance Indicator Target Group Quarter 1 Quarter 2 Quarter 3 Quarter 4 FY 24 Total 
Percent of individuals 
readmitted to an inpatient 
psychiatric unit within 30 
days of discharge. 
(Recidivism) 
 
 
 
 
 
 
MMBPIS (#10) 

Children: <15% 

Adults: <15% 

 
Timeline Goal:  
No readmissions  
≤ 30 days 

Children 0/5 
0% 

1/12 
8.3% 

0/3 
0% 

0/4 
0% 

1/24 
4.2% 

Adults 5/35 
14.3% 

4/46 
8.7% 

11/47 
23.4% 

6/44 
13.6% 

26/172 
15.1% 

Avg. Time  
(to readmission) 6.9 days 12.1 days 6.8 days 10.6 days 9.1 days 

Total 5/40 
12.5% 

5/58 
8.6% 

11/50 
22% 

6/48 
12.5% 

27/196 
13.8% 

Documentation 
compliance to consumer 
chart standards in the 7 
core areas 

95% compliance 
in all areas: 
Intake/Orientation, 
Assessment, 
Treatment Planning, 
Periodic Reviews, 
Progress Notes, 
General Record 
Keeping, &  
Transfer/Discharge 

Total 94.4% 92.4% 92.2% 94.7% 91.7%  

Performance Indicator Target Group 2020 2021 2022 2023 FY 24 Total 
SUD Prevention 
Outcomes are Met. 

At least 85% on 
outcome 
measures Total 89.1% 96.8% 90.2% 94.8% 96.0%  
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Business Function Objectives 

Performance Indicator Target 2021 2022 2023 2024 
Staff Survey: 
Percent of staff that rate 
overall satisfaction as 
Satisfied or Very Satisfied 
on the quarterly/annual 
staff survey 

85% or higher 

85.5%  
n = 26 

60.7% 
n = 57  

61.2% 
n = 49  

67.7% 
n = 34 

Satisfaction Objectives 

Performance Indicator Target 2021 2022 2023 2024 
Consumer Satisfaction 
Rating (MHSIP) 

85% or higher 90.7% 
n = 36 

87.1% 
n = 96  

89.1% 
n = 166 

91.9% 
n = 135 

Youth Satisfaction Rating 
(YSSR) 

85% or higher 87.2% 
n = 25 

75.4%  
n = 70 

74.4% 
n = 47 

71.7% 
n = 40 

Positive perception of SUD 
treatment outcomes based 
on the RSA-r. 

At least 4.25 on 
RSA-r on overall 
mean score 

3.54 
n = 2 

4.33 
n = 10 

4.91 
n = 3 

4.40 
n = 12 
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Access Indicators Over Time

#2: New Persons that received an assessment within 14 days of a non-emergent request
#3: New Persons that received an ongoing service within 14 days following an assessment
#1a: Children, Pre-screen for Pyschiatric In-Patient, Disposition under 3 hours
#1b: Adults, Pre-screen for Psychiatric In-Patient, Disposition under 3 hours
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#10a: Children, recidivism, within 30 calendar days of discharge

#10b: Adults, recidivism, within 30 calendar days of discharge
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CCBHC Demonstration Measures  
Clinic-Reported   State-Reported 

Performance Indicator Target Q1 Q2 Q3 FY24 Total 
The percentage of new consumers with initial 
evaluation provided within 10 business days of 
first contact. 
The mean number of days until initial 
evaluation for new consumers. 

I-Eval 

 
57.8% 

Days to Eval. 
20.8 

164/178 
92.1%  

Days to Eval. 
1.09 

336/357 
94.7% 

Days to Eval. 
1.31 

521/552 
94.4% 

Days to Eval. 
2.08 

680/719 
94.6%  

Days to Eval. 
2.89 

The percentage of consumers aged 18 years 
and older with a BMI documented during the 
current encounter or during the previous six 
months AND with a BMI outside of normal 
parameters, a follow-up plan is documented 
during the encounter or during the previous six 
months of the current encounter.  

BMI & BMI-SF 

32.5% 316/758 
41.7%  

413/974 
43.1% 

482/1136 
42.4% 

538/1321 
40.7%  

The percentage of children ages 3 to 17 who 
had an outpatient visit with a primary care 
practitioner (PCP) or obstetrical/gynecological 
(OB/GYN) practitioner and who had evidence 
of body mass index (BMI) percentile 
documentation during the measurement year. 

WCC-CH 

44.3% 80/81 
98.8% 

86/87 
96.8% 

97/106 
91.5% 

110/123 
89.4%  

Percentage of consumers aged 18 years and 
older who were screened for tobacco use one 
or more times within 24 months AND who 
received cessation counseling intervention if 
identified as a tobacco user.  

TSC 

48.7% 131/366 
35.8% 

344/724 
47.7% 

434/897 
48.4% 

508/1075 
47.3%  
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Performance Indicator Target Q1 Q2 Q3 FY24 Total 
Percentage of consumers aged 18 years and 
older who were screened at least once within 
the last 24 months for unhealthy alcohol use 
using a systematic screening method AND 
who received brief counseling if identified as 
an unhealthy alcohol user.  

ASC 

48.6% 132/373 
35.4% 

252/731 
37.4% 

386/908 
42.5% 

547/1097  
49.9% 

The percentage of consumer visits for those 
consumers aged 6 through 17 years with a 
diagnosis of Major Depressive Disorder 
(MDD) with an assessment for suicide risk. 

SRA-BH-C QBP 

47.9% 
QBP 

23.9% 

143/147 
97.3% 

283/291 
97.4% 

495/509 
96.9% 

657/806 
81.5%  

Percentage of consumers aged 18 years and 
older with a diagnosis of major depressive 
disorder (MDD) with a suicide risk assessment 
completed during the visit in which a new 
diagnosis or recurrent episode was identified. 

SRA-A QBP 

67.7% 
QBP 

12.5% 

88/91 
96.7% 

205/215 
95.2% 

307/322 
95.3% 

396/439 
90.2%  

Percentage of consumers aged 18 years and 
older screened for clinical depression on the 
date of the encounter using an age-appropriate 
standardized depression screening tool, and if 
positive, a follow-up plan is documented on 
the date of the positive screen. 

CDF-AD 

37.2% 133/239 
55.6% 

206/356 
59.9% 

242/394 
61.4% 

284/454  
62.6%  

Percentage of consumers 12 years of age or 
older with Major Depression or Dysthymia 
who reach Remission (PHQ-9 score = <5) 
4 to 8 months after scoring a 9 or higher on the 
PHQ-9.  

DEP-REM-6 

13% 3/86 
3.5% 

4/95 
5.3% 

9/96 
9.4%  

10/99 
10.1%  
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Performance Indicator Target Q1 Q2 Q3 Q4 / Total 
Percentage of emergency department (ED) 
visits for beneficiaries age 6 years and older 
with a primary diagnosis of mental illness, who 
had an outpatient visit, an intensive outpatient 
visit, or a partial hospitalization for mental 
illness within 7 days & 30 days. 
FUM 

30-Day 
77.2% 
7-Day 
62.1% 

TBA 

The percentage of emergency department (ED) 
visits for consumers 13 years of age and older 
with a primary diagnosis of alcohol or other 
drug (AOD) dependence, who had an 
outpatient visit, an intensive outpatient 
encounter or a partial hospitalization for AOD 
within 7 days & 30 days. 
FUA 

30-Day 
63.6% 
7-Day 
21.5% 

30-Day 
29/63 
46% 

30-Day 
33/77 

42.9% 

 
30-Day 
128/276 
46.4% 

 

TBA 

For consumers age 18 and older, the number of 
acute inpatient stays during the measurement 
year that were followed by an unplanned acute 
readmission for any diagnosis within 30 days. 
PCR-AD 

12.1% TBA 

The percentage of consumers 18-64 years of 
age with Schizophrenia or Bipolar Disorder, 
who were dispensed an antipsychotic 
medication and had a diabetes screening test 
during the measurement year. 
SSD-AD 

80.9% 
120/151 
75.6% 

128/155 
82.6% TBA TBA 

Percentage of enrollees ages 19 to 64 with 
schizophrenia who were dispensed and 
remained on an antipsychotic medication for at 
least 80 percent of their treatment period. 
SAA-AD QBP 

56.7% 
QBP 58.5% 

36/52 
69.2% 

33/49 
67.3% 

32/52 
61.5% TBA 

* There is a 6-month delay in reporting of MDHHS data from CC360, results will be updated overtime. 
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Performance Indicator Target Q1 Q2 Q3 Q4 / Total 
Percentage of discharges for consumers age 18 
and older who were hospitalized for treatment 
of selected MI diagnoses and who had an 
outpatient visit, an intensive outpatient 
encounter, or partial hospitalization with a MH 
practitioner within 7 & 30 days. 
FUH-AD QBP 

30-Day 
70.1% 

QBP 58% 
7-Day 
46% 

30-Day 
68/86 
79% 

30-Day 
75/94 

79.8% 

30-Day 
144/148 
76.6% 

TBA 

Percentage of discharges for children and 
adolescents ages 6 to 17 who were hospitalized 
for treatment of selected MI diagnoses and 
who had an outpatient visit, an intensive 
outpatient encounter, or partial hospitalization 
with a MH practitioner within 7 & 30 days 
FUH-CH QBP 

30-Day 
83.5% 

QBP 70% 
7-Day 
70.1% 

30-Day 
16/21 

76.2% 

30-Day 
21/24 

87.5% 

30-Day 
38/44 

86.4% 
TBA 

Percentage of children newly prescribed 
ADHD medication who had at least 3 visits 
within a 10-month period, one within 30 days 
of when the first medication was dispensed. 
ADD-CH 

Initial 
63.4% 
Cont. 

69.7% 

TBA 

Percentage of consumers age 18 and older who 
were treated with antidepressant medication, 
had a diagnosis of MDD, and who remained on 
an antidepressant medication treatment. 
AMM-BH/AMM-AD 

Acute 
49.1% 
Cont. 

29.8% 

TBA 

Percentage of consumers age 13 and older with 
a new episode of alcohol or other drug (AOD) 
dependence who initiated treatment in 14 days 
& had 2+ services within 34 days of initiation. 
 
IET-BH QBP 

14-Day 
43.9% 

QBP 25% 
34-Day 
12.4% 

14-Day 
78/228 

34.2% 
34-Day 
25/228 

11.0% 

14-Day 
76/225 

33.8%  
34-Day 
22/225 
9.8%  

14-Day 
72/202 

35.6% 
34-Day 
20/202 
9.9% 

TBA 

* There is a 6-month delay in reporting of MDHHS data from CC360, results will be updated overtime. 
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Customer Services 
Grievances 

FY24 Amount Category Determination Intervention(s) 
Q1 1 Service Concerns/Availability Resolved Provider Education 
Q2 1 Transportation Resolved Change in Provider 
Q3 0 --- --- --- 
Q4 0 --- --- --- 

Appeals 

FY24 Amount Determination Reason for Decision Time to Res. 

Q1 0 --- --- --- 

Q2 2 1)  Denied 
2)  Substantiated 

1) Medical Necessity; 2nd Opinion 
2) Medical Necessity; 2nd Opinion 

1) 24 Days 
2) 22 Days 

Q3 2 1) Denied 
2) Approved  

1) Medical necessity criteria not met  
2) 1st ADIR/ADOS was over phone  

1) 15 days 
2) 34 days 

Q4 0 --- --- --- 
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Incident Reporting  
FY24 Immediate Reports Sentinel Events Critical Incidents Risk Events Total 

Q1 0 1 2 5 8 
Q2 0 0 2 17 19 
Q3 0 2 2 7 11 
Q4 0 0 7 9 16 

Total 0 3 13 38 54 

Critical Incident/Sentinel Event Breakdown 
FY24 Event Type Event Cause Follow-up Corrective Action 

Q1 1) 2x Non-Suicide Deaths 
2) 1x Suicide 

1) Natural Causes 
2) Hanging 

RCA 
Completed 

No Corrective 
Action Identified 

Q2 1) Non-Suicide Death 
2) Arrest 

1) Natural Causes 
2) Assault N/A N/A 

Q3 1) 2x Non-Suicide Deaths 
2) 2x Natural, Non-Suicide Deaths 

1) 2x Overdoses 
2) Pneumonia; Heart Failure 

RCAs 
Completed 

No Corrective 
Action Identified 

Q4 1) 6x Non-Suicide Deaths 
2) Arrest 

1) Natural Causes 
2) Arson N/A N/A 

Risk Event Breakdown 
FY24 1st Common Type 1st Common Cause 2nd Common Type 2nd Common Cause 

Q1 Health & Safety Emergency Medical --- --- 

Q2 Health & Safety Emergency Medical --- --- 

Q3 Health & Safety Emergency Medical Behavioral/Social Psychiatric 
Hospitalization 

Q4 Health & Safety Emergency Medical --- --- 
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Performance Indicator Overview 

Quarterly Performance Indicators Target FY24 Results 
MMBPIS Metrics 

#1: Pre-admission screenings completed within 3 hours for psychiatric inpatient 95% 99.7% 
#2: Assessments completed within 14 days following a request for services 62% 94.2% 
#3: Clients that started on-going services within 14 days of an intake assessment 73% 63.5% 
#4a: Clients seen for follow-up care within 7 days following an inpatient discharge 95% 99.3% 
#10: Clients readmitted to an inpatient unit within 30 days of discharge. <15% 13.8% 

CCBHC Metrics 
I-EVAL New clients with an initial evaluation within 10 business days 57.8% 94.6% 
BMI & BMI-SF Clients, 18+, with a BMI documented during the reporting period 32.5% 40.7% 
WCC-CH Clients, 3-17, with BMI percentile documented during reporting period 44.3% 89.4% 
TSC Clients, 18+, screened for tobacco use during the reporting period 48.7% 47.3% 
ASC Clients, 18+, screened for unhealthy alcohol use during the reporting period 48.6% 49.9% 
SRA-BH-C Visits for clients, 6-17 with MDD, that include a screen for suicide risk     QBP 23.9% 81.5% 
SRA-A Clients, 18+ with MDD, screened for suicide at diagnosis or new episode         QBP 12.5% 90.2% 
CDF-AD Clients, 18+, screened for clinical depression on the date of service 37.2% 62.6% 
DEP-REM-6 Clients, 12+ with MDD, who reached remission within 4-8 months 13% 10.1% 
FUM Clients, 6+ with MI, seen for follow-up within 30 days after an ED visit 77.2% TBA 
FUA Clients, 13+ with AOD, seen for follow-up within 30 days after an ED visit 63.6% 46.4%Q3 

PCR-AD Clients, 18+, with an unplanned acute inpatient readmission within 30 days <12.1% TBA 
SSD-AD Clients, 18-64 with BD or Schizphr., on medication & screened for diabetes 80.9% 82.6%Q2 

SAA-AD Clients, 19-64 with Schizophr., with med. adherence for 80% of treatment    QBP  58.5% 61.5%Q3 

FUH-AD Clients, 18+, hospitalized for MI & seen for follow-up within 30 days           QBP 58% 76.6%Q3 
FUH-CH Clients, 6-17, hospitalized for MI & seen for follow-up within 30 days          QBP 70% 86.4%Q3 
ADD-CH Clients, 0-18, seen 3 times in 10 mo. following a new ADHD prescription 63.4% TBA 
AMM-BH/AD Clients, 18+ with MDD, who remained on antidepr. after treatment 49.1% TBA 
IET-14 Clients, 13+ w/ new episode of AOD, that initiated treatment within 14 days    QBP  25% 35.6%Q3 
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Other Metrics 
SA/SI Follow-up Clients (SA/SI) seen within 24 hours following inpatient discharge  65% 89% 
SUD Outcomes RSA-r Positive perception of SUD treatment outcomes on the RSA-r. 4.25 4.40 
SUD Prevention Outcomes  85% 96.0% 
Chart Review Consumer charts that meet compliance within the 9 core areas 95% 91.7% 

Adult Client Satisfaction: MHSIP Ratings 85% 91.9% 

Youth Client Satisfaction: YSS Ratings 85% 71.7% 

Staff Survey: Staff that rated overall satisfaction as Satisfied or Very Satisfied  85% 67.7% 

Performance Improvement Plan for FY25 
Indicator Goal FY24 Extenuating / Influencing Factors Action Plan 

Access 
MMBPIS #3: 
New clients that 
started on-going 
services within 14 
days of an intake 
assessment 

73% 63.5%  

- Difficulty with scheduling <14-day 
appointments due to high caseloads for 
OP therapy 

- No Shows, Cancellations, & 
Reschedules leading to non-compliance 
(no exceptions/exclusions) 

- Requests for preferred 
clinicians/gender of clinician 

- Improve and expand upon service 
options for MI children after 
intake, including Family 
Orientation & Youth Peer Support 

- Enhance quarterly monitoring by 
including an analysis of first 
service scheduling practices. 

TSC 
Clients, 18+, 
screened for 
tobacco use during 
the reporting 
period 48.7% 47.3%  

- Incompletion of Vital Signs documents 
at intake & annually for eligible 
populations 

- Lack of alert system for notifying case 
holders of screening needs 

- Clients that do not come into the office 
are unable to complete these screens. 
(Meds only) 

- Inability to make changes to the 
location of the TSC screen in PCE 

- The Vital Signs document, where 
the TSC screen resides, has been 
added to the intake/annual 
workflow to be completed along 
other workflow requirements. 

- An annual alert has been added for 
the Vital Signs document to ensure 
reassessment occurs. 

- Process to be established with case 
holders for referring to nurses for 
Vital Signs 



 
 

18 

Effectiveness 
Chart Reviews 
Percent of 
consumer charts 
that meet 
compliance within 
the 9 core areas 

95% 91.7%  

Areas of Concern: 
- Coordination with PCP 
- Progress Notes signed in 3 days 
- Addressing Needs in IPOS 
- Addressing Supports in IPOS 
- Copy of IPOS provided in 15 days 
- IPOS signed in 7 days 

- Monitor & report performance on 
documentation signing timeliness 
and feedback loop between clinical 
departments and compliance. 

- Individual Clinician Remediation 
- PCE adjustments have been made 

to support compliance on multiple 
items. 

 
DEP-REM-6 
Clients, 12+ with 
MDD, who 
reached remission 
within 4-8 months 

13% 
 

FY25 
25th % 

10.1%  

- Measure changed from 12 to 6 months 
during the measurement year.  

- PHQ-9s not being completed on a bi-
annual basis (marked N/A) 

- PHQ-9 only likely to be completed once 
during 4 month time frame. 

- PCE adjustments have been made 
to increase PHQ-9 completion at 
Periodic Reviews. 

- ~6 month PHQ-9 re-screen follow-
up calls to be implemented in 
FY25 Q2. 

 
Staff Satisfaction 
Overall 
satisfaction rated 
as Satisfied or 
Very Satisfied on 
Staff Survey 

85% 67.7%  

Areas of Concern: 
- Communication between case holders 
- Communication with supervisors 
- Keeping up with changes in the MI 

MH/SUD system 

- Implemented a monthly newsletter 
to assist with overall awareness of 
changes. 

- Implemented additional 
documentation monitoring to 
improve feedback loops 

Satisfaction 
Youth 
Satisfaction 
YSS Ratings 

85% 72.5%  

Areas of Concern: 
- Scheduling availability 
- Access to ABA services 
- Engagement with case holders 
- Treatment Outcomes 

- Improve and expand upon service 
options for MI children after 
intake, including Family 
Orientation & Youth Peer Support. 

- Continue to expand and maintain 
evening and weekend Psychiatrist 
appointments.  
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