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Introduction to Pines Behavioral Health 

Pines’ Vision Statement 
Each customer of services will experience compassionate care that will lead to a more productive and healthier life. 

Pines’ Mission 
We are committed to providing behavioral health services to individuals and families of our community and will strive to assist them 

in reaching their highest quality of life. 

Our Commitment to the Customer 
• Strength based services that are timely, easy to access, and individualized 
• Services and supports that are effective, driven by the consumer’s goals, and respect unique and diverse needs 
• Care that is delivered with dignity, respect, and the utmost level of confidentiality 

Our Commitment to the Community 
• Public behavioral health services that are delivered with an environment of transparency and include an awareness of services, 

advocacy, and community education 
• Services and supports that promote community safety, and are in response to the diverse culture of Branch County 
• Ethical care that is built on evidence-based practices, data driven decisions, and fiscal responsibility 

Our Commitment to Staff and Providers 
• Practices that are efficient, inspire teamwork, and focus on quality 
• Services that are trauma informed, focus on the whole person, and emphasize wellness and prevention 
• An emphasis on learning, creating competencies, and applying research-based interventions 

Services Provided 
Pines provides a varied service array of supports and evidence-based treatments for persons with behavioral health conditions 
including children, adolescents, and adults as both a MDHHS Community Mental Health Service Provider (CMHSP) clinic under 
the State PIHP system and as a federally Certified Community Behavioral Health Clinic (CCBHC). Pines also provides supports to 
those with a co-occurring disorder of both a mental illness and substance abuse disorder. The following services are provided by 
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licensed Pines staff and/or referred to licensed Contracted Providers or Designated Collaborating Organizations. These services are 
flexible both in intensity levels and duration to meet the individual needs of each consumer: 

• Assertive Community Treatment (ACT) 
• Autism Services 
• Clubhouse 
• Community Living Supports 
• Crisis Mental Health Services, including 24-hour 

Mobile Crisis Team, Emergency Crisis Intervention 
Services, and Stabilization 

• Detox 
• Diversion & Prevention Services 
• Family Support Subsidy 
• Friendship Center 
• Home Based Services 
• Housing Assistance 
• Inpatient Psychiatric Services 
• Intensive Outpatient Services (IOP) 
• Intensive, Community-Based Mental Health Services 

for Members of the Armed Forces and Veterans 
• Medication Management 

• Outpatient Mental Health and Substance Use Services  
• Outpatient Primary Care Screening and Monitoring of 

Key Health Indicators and Health Risks 
• Peer Support Counseling Services and Family Support 
• Person-Centered Treatment Planning and Crisis 

Planning 
• Psychiatric Services 
• Recovery Support Services 
• Rehabilitation 
• Respite 
• Screening, Assessment, and Diagnosis, Including Risk 

Assessment 
• Skill Building 
• Specialized Group Homes 
• Supported Employment 
• Supports Coordination (HSW) 
• Targeted Case Management 
• Wraparound Services 

Community Needs Assessment 
According to the 2022 Community Health Needs Assessment (CHNA) for Branch County, the two highest ranked unmet needs were 
SUD and MH, (ProMedica CHNA, 2022). According to a report from Altarum Institute (2019), 87.9% of the Branch County region 
are not served for their SUD needs compared to 69% not served across Michigan, and 30.1% are not served for their MH conditions. 
The county’s lack of resources due to its rural nature is a contributing factor, as is stigma, and the need to improve identification of 
risk factors across the community. For example, there are no SUD rehabilitation facilities in the county available for adults or for 
children, with the only available facility over 50 miles away. Two agencies provide SUD recovery support services in a limited 
capacity. Although Michigan is decreasing the number of drug overdose deaths, Branch County continues to show a rate of 18.3% 
overdose deaths per 100,000 (MDHHS MITracking, 2020) and had a 30% increase in Naloxone use also in 2020 (U of M SOS 
Report, 2021). Since 2013, there have been 597 calls to 911 for drug overdoses. There were 67 deaths in 2020, 60 in 2021, and 65 in 
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2022. During the first 40 days of 2023, there were 11 overdose deaths (Daily Reporter, 2023). The lack of SUD services, are 
resulting in repeated incarcerations. Of 966 incarcerated individuals during 2022 calendar year, 86% of the repeat incarcerations 
involved persons who had a MH condition. Of the 48 individuals currently incarcerated and on medications, 22 are prescribed 
mental health medications including psychotropic, anti-anxiety or anti-depressant medications (BCCMHA data, 2023). 
According to the County Health Rankings (2023), Branch County ranks 58th out of 83 counties in the state for health behaviors. 
Respondents indicated 5.6 mental health days in past 30 days compared to 4.4 nationwide, 5.3 in Michigan. Additionally, Branch 
County ranked 78th of 83 counties in the state for clinical care related to access to primary care physicians and mental health 
providers.  
For its size, Branch County has diversity as a result of the Yemeni population and businesses that have increased its workforce with 
individuals that have recently immigrated to America. Specific to the population served by Pines, a total of 1,434 individuals (805 
SMI, 288 SED, and 206 (SUD / COD). The uninsured encompassed 3% while the underinsured were 12% of adults and 15% of 
youth; 11 were Black/African American, 26 were Arab American, and 53 LGBTQ+. Education on diversity and differing cultures 
continues to be recommended to support inclusiveness, as only twenty-seven percent (27%) of Branch County adults that responded 
to the CHNA strongly agreed that the Branch County area is a place that welcomes and embraces racially and ethnically diverse 
people.  Language can also be a barrier, especially in crisis situations, which through Pines has been mitigated through the use of 
Voices for Health which provides interpretation and translation in multiple languages through telehealth, audio, or face to face. 
Alternative means to break this language barrier should be considered including assisted therapy animals, or other means as 
suggested by consumer advisory/focus groups.        
Branch County has several regions that are designated by the Health Resource and Services Administration (HRSA, 2022) as health, 
mental health, and dental professional shortage areas (HPSAs, MHPSAs, DPSAs). According to the MDHHS Report, 2019, many 
MH, SUD, and COD resources are lacking in Branch County including: Insufficient psychiatric care, especially for children (40% 
higher caseloads than state average); 2) 100% of child psychiatric inpatient is referred out of county, and 3) no intensive withdrawal 
management SUD facilities in the county. Suicide levels in Branch County also trends in the top 20th percentile for the state and 
30% higher than the state average (UWPHI, 2020). Suicide rates in the county are between 12.4 – 15.2 (2022 Michigan Suicide 
Prevention Commission Annual Report). Despite these vast needs, as a rural community, BCCMHA is the only behavioral health 
provider serving Branch County’s most severe MH, SED, SUD, and COD residents, including being the safety net for the uninsured. 
There are only two private behavioral health agencies  in the county to serve those with “mild-to-moderate” symptoms of MH. Only 
one serves the Medicaid population, and neither offer a sliding fee scale, nor offer uncompensated care. Pines serves active military 
and Veterans, however most of those MH/SUD services are provided by a large Veterans Administrative Center 47 miles away. For 
those that cannot be stabilized through 24/7 mobile crisis, are referred to an inpatient psychiatric bed, resulting in a wait. 36% 
presenting in the ED are boarded in the ED until a bed becomes available. The average wait for an adult is 3 days, whereas it is 4 
days for a youth. Additional avenues of support are needed to avoid inpatient referrals, and prevent increasing crisis.   
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Persons requesting behavioral health conditions since the beginning of the pandemic increased at BCCMHA by 54% in 2021, and 
27% in 2022.  This increased need has resulted in not only the need for increased services, but also increased staff hours.  As a 
result, the staffing plan has been updated, as has been the evidence based plan used to provide effective services. It has been noted 
by current staff that additional training for them on clinical processes would be helpful thus the recommendation for a clinical 
trainer, and engagement for populations difficult to engage and retain is best achieved by an increased cadre of peer support staff 
across the population lifespan, and inclusive of diversity.  As staffing levels fluctuate, especially in a rural community, Pines has 
utilized community partners through coordination agreements, contractual provide, and ADAPT, Inc. through a Designated 
Collaborative Agreement to meet the need.  The addition of ADAPT for additional rehabilitation services will not only provide 
additional staffing, but also provide additional choice for individuals. 

General Demographics 
• The Branch county population according to the 2020 census estimate is at 44,682 
• Overall, 58% were between the ages of 18 – 64, 18.8% of residents were over 65 years of age, 23% were under the age of 

18, and 6% were under the age of 5. Approximately, 51.3% are male and 48.63% are female.  
• The majority, 94% of the population were Caucasian, with 5.8% Hispanic or Latino, 2.5% African American, .4% Asian, 

.6% Native American, and 1.9% two or more races.  
• Branch County is home to 5 Amish settlements, 894 first generation immigrations from one of 20 Arab countries, and 

between 1700-2000 total Arab Americans.   
• there are 2,712 active military and veterans residing within Branch County. The nearest veterans center is more than 50 

miles north in Calhoun County, or more than 50 miles East in Ann Arbor.  
• The median household income in Branch County is $48,192, and 12.6% of all Branch County residents had an income 

below the poverty level (Source: www.census.gov/quickfacts, 2018). 
• Approximately 14.4 have a bachelor’s degree or lower.  Approximately 3% of the county population speak a language 

other than English in their home. 

Health Care Access 
• In 2022, 12% of Branch County adults were without health care coverage. The top reasons Branch County adults 

gave for being without health coverage were: they lost jobs or changed employers (31%), cost (29%), and did not 
think they needed it (16%) 

• In 2022, 40% of Branch County adults rated their health status as excellent or very good. Conversely, 13% of 
adults described their health as fair or poor in the past year, increasing to 27% of those with an income less than 
$25,000.  

http://www.census.gov/quickfacts
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Tobacco Use 
• In 2022, 21% of Branch County adults were current smokers and 29% were considered former smokers. 

Twenty- one percent (21%) of current smokers responded that they had stopped smoking for at least one day in 
the past year because they were trying to quit smoking. Twenty-nine percent (29%) of adults did not know if e- 
cigarette vapor was harmful to themselves or others. 

Alcohol and Drug Use 
• Forty-five percent (45%) of Branch County adults had at least one alcoholic drink in the past month and would be 

considered current drinkers. Eighteen percent (18%) of all adults reported they had five or more alcoholic drinks 
(for males) or four or more drinks (for females) on an occasion in the last month and would be considered binge 
drinkers. 

• One-quarter (25%) of Branch County adults used marijuana or cannabis during the past month. Of those who used 
marijuana in the past month, 21% of adults used it for non-medical reasons 

• Three percent (3%) of Branch County adults indicated themselves or a family member had legal problems as a 
result of drug use. Eight percent (8%) of Branch adults had used medication not prescribed for them or took more 
than prescribed to feel good or high and/or more active or alert during the past six months 

Quality of Life 
• 24% of adults had poor physical or mental health that kept them from doing usual activities, such as self-care, work, or 

recreation, vs. 22% in Michigan and 22% in the U.S.; this increased to 44% for those with incomes less than $25,000 

Mental Health 
• In 2022, 5% of Branch County adults considered attempting suicide. Thirty-two percent (32%) of adults reported 

themselves and/or a family member were diagnosed with or treated for depression. 
• 4% of adults considered attempting suicide in the past year (no state or U.S. comparisons were available). 22% of youth 

in grades 9-11 and 25% of youth in 7th grade considered suicide in comparison to 19% state and US comparison. 
• 16% of adults felt sad or hopeless for two weeks or more in a row. 46% of youth in 9-11 grade, and 34% in 7th grade reported 

feeling the same. 

Social Issues 
• In 2022, 28% of Branch County adults were limited in some way because of a physical, mental, or emotional 

problem. The most limiting health problems were back or neck problems (44%); stress, depression, anxiety, or 
emotional problems (34%); and arthritis/rheumatism (28%). 

• In 2022, 5% of Branch County adults were abused (including physical, sexual, emotional, financial, or verbal 
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abuse). Seventeen percent (17%) of Branch County adults had experienced four or more adverse childhood 
experiences (ACEs) in their lifetime. Twelve percent (12%) of Branch County adults had to choose between paying 
bills and buying food in the past year. 

• Five percent (5%) of Branch County adults were abused in the past year. They were abused by the following: a spouse or 
partner (58%), another person from outside their home (25%), and someone else (25%). 

      Of those who were abused, they reported experiencing the following types of abuse: 
 Emotional abuse (82%) 
 Verbal abuse (70%) 
 Financial abuse (46%) 
 Abuse through electronic methods (e.g., texts, social media, etc.) (18%) 
 Physical abuse (9%) 

Transportation Issues 
• Six percent (6%) of adults reported they had more than one transportation issue, while 86% of adults reported they did not 

have any transportation issues. 
• Branch County adults experienced the following transportation issues: 
 Did not have a car (4%) 
 Could not afford gas (4%) 
 Suspended/no driver’s license (2%) 
 Did not have car insurance (2%) 
 Issues with their horse (2%) 
 Were disabled (1%) 
 Limited public transportation available or accessible (1%) 
 Cost of public of private transportation (<1%) 
 No public transportation available or accessible (<1%) 
 Did not feel safe to drive (<1%) 
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The Quality Improvement Program 
2025 Quality Improvement Objectives 

1. Improve access to clinical services for adults & children with mental illness by maintaining available service array and 
enhancing first service scheduling practices. 

2. Improve participation and engagement in treatment of clients with SUD through a comprehensive follow-up and 
engagement monitoring process.  

3. Reduce inpatient recidivism by enhancing service coordination for high acuity clients and ensuring timely access to follow-
up appointments.  

4. Strengthen Pines services and clinical processes by establishing an effective treatment outcomes measurement system. 

5. Optimize internal processes to reduce administrative waste and improve overall business function. 

 
Scope of the QI Program 

The purpose of Pines’ Quality Improvement (QI) Program is to ensure that services provided have the capacity to result in positive 
outcomes for both consumers and providers through a well-designed service delivery program. How well an organization performs 
its primary functions has a large bearing on consumer outcomes, the cost of providing effective and appropriate service, and the 
eventual quality of life of the population served. The idea, then, is that if you carry out important functions well, outcomes generally 
will be positive. These important functions are offered through two differing scopes as Pines is certified as a state CMHSP and as a 
CCBHC Demonstration Site. Differences include funding, services offered, and the reporting of quality metrics related to service 
provision. 

Pines as a Community Mental Health Service Provider (CMHSP) 
The scope of the QI program in relation to the CMHSP is comprehensive and encompasses all service programs that are medically-
necessary, direct and contracted, and includes all populations. The QI Manager is responsible for measuring, assessing, analyzing, 
and recommending improvements for all medically-necessary services and populations offered through Pines Behavioral Health as a 
CMHSP. Medicaid Beneficiaries, the privately insured, those under Waiver programs, those that are dual eligible, and all those 
partaking in Pines services & supports are considered within the scope of the CMHSP and Pines QI Manager. 
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Pines as a Certified Community Behavioral Health Clinic (CCBHC) 

In February 2023, states participating in the Section 223 PAMA Act of 2014, were permitted to expand the opportunity for eligible 
providers to join the CCBHC demonstration program. CCBHC Demonstration Sites are selected by the state in accordance with 
federal requirements, including the attainment of state based CCBHC certification, and available funding. Pines Behavioral Health 
was selected as ones of these Demonstration sites and at the start of FY24 was granted the respective title of “Demonstration 
CCBHC” and is no longer considered to be an Expansion grantee under through SAMHSA.  The CMS CCBHC Demonstration 
requires states and their certified sites to provide a robust set of coordinated, integrated, and comprehensive services to all persons 
with any mental illness or substance use disorder diagnosis. Moreover, the demonstration requires and emphasizes 24/7/365 crisis 
response services (e.g., mobile crisis services). These CCBHCs are designed to provide a comprehensive range of mental health and 
substance use disorder services and serve as a safety net behavioral health service provider. In return, CCBHCs receive an enhanced 
Medicaid reimbursement rate based on their anticipated costs of expanding services to meet the needs of these complex populations. 
CCBHCs are non-profit organizations or units of a local government behavioral health authority. Unlike traditional service 
organizations that operate differently in each state or community, CCBHCs are required to meet established criteria related to care 
coordination, crisis response and service delivery, and be evaluated by a common set of quality measures. Furthermore, CCBHCs 
establish a sustainable payment model that differs from the traditional system funded by time-limited grants that only support 
pockets of innovation for specific populations. 

Behavioral Health Home (BHH) 
In 2024, SWMBH was designated by MDHHS as a lead entity in the Behavioral Health Home (BHH) program, which includes 
Pines as a BHH provider. As a BHH, Pines will provide comprehensive care management and coordination services to Medicaid 
beneficiaries with a serious mental illness or serious emotional disturbance. For enrolled beneficiaries, the BHH will function as the 
central point of contact for directing patient-centered care across the broader health care system. The goals of the program are to 
improve care management of beneficiaries with SMI/SED, improve care coordination between physical and behavioral health care 
services, and improve care transitions between settings of care. In order to accomplish these goals, Pines is required to monitor and 
evaluate the BHH program which includes the reporting of 6 core BHH utilization and quality measures, with three of those 
measures providing” Pay for Performance” incentive opportunities.  

Evaluation of the QI Plan 
The QI plan is developed to outline the methods used to measure, assess, analyze, and improve service quality and relevant agency 
processes. This enables Pines to accomplish goals set forth by the consumers and stakeholders within the community and ensure that 
service quality meets the standards of MDHHS, CARF, SWMBH, & SAMHSA. This plan serves as a method of continuous 
identification of performance improvement opportunities, and to provide insight to potential system changes that will likely improve 
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upon clinical outcomes and agency objectives. Annually, the input and resulting improvement efforts are prioritized based on 
relevance, risk, and relation to consumer/stakeholder satisfaction. The understanding of quality improvement is incorporated into 
each staff person’s orientation and each contracted provider’s contract. 
The Quality Improvement 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 in the form of an annual report. The annual report assesses the effectiveness of providing behavioral health 
services, including the identification of prioritized needs to be included in the subsequent year’s QI Plan.  

Confidentiality 
All consumer information is kept strictly confidential. All written reports, records, or any work product or communication related to 
quality improvement activities are legally considered privileged and confidential information. Therefore, Pines publishes 
performance reports in such a way as to protect confidentiality while ensuring consumer and stakeholder involvement and public 
accountability. Reference to individual providers or consumers is to be minimized through the use of coding systems. Meeting 
minutes related to quality improvement and performance data and analysis, will be open to review per contractual agreement, to 
accrediting bodies and state and federal regulatory agencies, when applicable. 

Key Staff & Contributors 
The general responsibility of improving the overall quality of programs and services provided by Pines Behavioral Health Services 
is based on the input and recommendations of staff, consumers, and key stakeholders and rests with all members of the agency. 
However, specific responsibilities related to the quality improvement program and activities at Pines are outlined below: 

Leadership 
Executive Leadership 

The CEO and Board of Directors set the vision and strategic direction through which the Quality Improvement Program is 
structured. The Board assures that the Chief Executive Officer takes action when appropriate and modifies the QI Program on an on-
going basis to accommodate review findings and issues of concern within Pines.  
The CEO leads Pines in its commitment to quality through active participation in quality improvement activities and promotion of a 
positive work environment conducive to teamwork. The CEO has appointed a QI Manager or designee and is responsible to assure 
that the approved budget to carry out QI initiatives is adequate, that well designed improvements are implemented, and that effective 
corrective action plans are carried out. 
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Management Team 
This team receives direction from the CEO on program improvements and is responsible for the implementation of these as well as 
any necessary corrective action plans within their respective departments and areas of responsibility. The Management Team 
supports the QI Program through its implementation of the QI Plan and the encouragement of staff involvement in QI activities 

Medical Director 
The Medical Director assists with expert clinical opinions and recommendations to improve quality of services. The Medical 
Director takes a lead role in developing policies and procedures related to medical care, receiving input from the other medical staff, 
and consulting with agency staff on clinical issues. The Medical Director also serves as an integral part in the review of root-cause 
analyses related to sentinel events. 

Quality Improvement Team 
Quality Improvement Manager  

The QI Manager is appointed by the CEO and is responsible for the implementation of the QI Program. The QI Manager leads the 
agency in the implementation of performance management and improvement by collecting and analyzing data, and then submitting 
reports of this data to the Pines’ Board of Directors, CEO, the Quality Improvement Committee, South West Michigan Behavioral 
Health (SWMBH), and Michigan Department of Health and Human Services (MDHHS). The QI Manager assists the CEO, 
Management Team, and QI Committee members in analyzing the data, making recommendations for improvement based on data 
trends, and designing improvement processes. Additionally, the QI Manager recommends corrective action plans to the CEO and 
Management Team if needed, and evaluates the effectiveness of these plans as well as all other improvement activities. An 
orientation of the QI Program for new employees is provided to promote understanding and focus on issues of quality. The QI 
Manager also coordinates the customer survey process, outcome studies, and all external auditing activities. 

Quality Improvement Committee  
The Quality Improvement Committee is made up of representatives throughout the organization. Performance information is shared 
with committee members who provide feedback during the analysis process and suggestions for any needed improvement. In 
addition, consumer and stakeholder input are brought to the committee through survey responses and consumer advisory council 
meetings for review and discussion. The QI Manager provides information to the CEO and management team circling back the 
improvement and/or corrective action responses to the Committee.    
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Other Internal Roles 
Internal Staff 

Staff are directly involved in the QI Program with opportunities to provide input to the Management Team & QI Committee, to 
contribute to existent feedback loops related to performance improvement opportunities, to respond to satisfaction and performance 
improvement surveys, and to assist in determining solutions to quality issues that have been identified. The understanding of the QI 
program and plan is incorporated into each staff person’s orientation and annual trainings as well as included in each provider’s 
contract. Staff are also encouraged to participate in process improvement activities and provide input on the next year’s plan. 

Adjunct Committees 
Pines Behavioral Health Services has several standing committees to address specific programmatic and/or agency issues.  These 
committees report progress during staff meetings and performance improvement activities are coordinated within these committees 
to avoid duplication. These committees include: 

Safety Committee:  
Conducts facility reviews and implements emergency preparedness plans. 

Behavior Management Committee:  
Reviews the use and appropriateness of restrictive and/or intrusive treatment interventions and behavior treatment plans. On a 
quarterly basis, the committee tracks and analyzes the use of all physical management, law enforcement use, and use of intrusive 
and restrictive techniques for evaluation. 

Recipient Rights Advisory Committee:  
Evaluates the complaints regarding code-defined / SUD administrative review rights afforded to recipients of the public mental 
health system, and respective appeals and grievances 

Compliance Committee:  
Evaluates issues of risk related to financial and other regulatory areas. 

Sentinel Event Team:  
Contributes to the root cause analysis of any sentinel event, making and/or approving clinical or business recommendations to 
mitigate risk or harm in the future. 
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External Involvement in the QI Program 
Contractual Providers & Designated Collaborating Organizations (DCOs) 

Providers contracted through Pines Behavioral Health are required to have their own internal quality improvement systems in place 
and interface with Pines’ quality improvement activities in accordance with their individual contracts. These activities include, but 
are not limited to, customer satisfaction, participation in outcome studies, coordination of care, data collection & reporting, and 
implementation of quality improvement solutions relevant to Pines’ provider network. Contractual providers are offered the 
opportunity for input into Pines QI Program continuously throughout the year.  
Designated Collaborating Organizations (DCOs) are set to have more stringent guidelines as designated providers of the CCBHC 
Demonstration. Currently, Pines’ DCO is Adapt Inc., who provides clubhouse, respite, skill building, and supported employment 
services for Pines clients participating in the CCBHC program. In addition to the previously described requirements for contractual 
providers, DCOs must also meet SAMHSA cultural competency standards, further data reporting obligations, SAMHSA 
accessibility and billing standards, clinical timeframe requirements, and also collaborate with the CCBHC (Pines) through more 
elaborate care coordination efforts. Additional requirements are described in Pines Contract Management & DCO Policy including 
the need to provide consents to consumers to satisfy the additional services and provisions. Due to the differences of contracts, 
reporting requirements and audit coordination responsibilities vary depending on the categorization of the provider that is contracted 
with Pines. 

Clients 
Clients are the ultimate customers of the QI Program. Our values are reflected in the belief that clients should be empowered within 
their community, that they should have choice and involvement in the recovery process, and that they should be viewed as resources 
in all aspects of the QI Program. As part of this belief, clients participate on committees to the extent possible and are considered the 
ultimate success measure of quality improvement initiatives. This enables them to provide input into policy and procedure 
development, to provide feedback on performance data, to help create and evaluate marketing materials submitted to consumers, and 
to assist in the recommendations for necessary services and supports.   

Consumer Advisory Council 
The Consumer Advisory Council consists of primary consumers that receive long-term services and represent the populations 
served, and facilitated by the Customer Services Representative within Pines. Throughout the year, the council meets and discusses 
services provided, policies and procedures related to services and/or customer services, and performance. Input received is fed back 
to the CEO and QI Manager for consideration and included if possible into overall agency recommendations. Additionally, the topic 
of Trauma-Informed Care is addressed during Council meetings and any feedback or information shared by the Council is then 
reviewed and discussed at the following Quality Improvement Committee meeting. 
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Performance Management & Measurement 
Consumer Rights 

Pines Behavioral Health recognizes and is committed to assuring that consumers are treated in a manner that acknowledges their 
rights, culture, and language preference. Information about consumer rights and performance reports are written in alternative 
formats and languages to meet the needs of all consumers. The consumer is fully informed at the time of intake and at least annually 
thereafter of their rights as a behavioral health recipient.   
The local Recipient Rights Office, which has been certified by the Michigan Department of Health and Human Services (MDHHS) 
to be in compliance with Chapter 7 of the Michigan Mental Health code, assures that these rights are upheld through the recipient 
rights process. In addition, the consumer is provided on-going information about the grievance and appeal processes, which includes 
a local dispute process as well as access to Southwest Michigan Behavioral Health’s (SWMBH) customer services process. An 
aggregate report of complaints received are forwarded to the QI Manager for the review of trends and improvement 
recommendations both at the local level and at a regional level. 

Compliance 
SWMBH and MDHHS, in addition to organizations that accredit or provide grant funds for Pines’ services and programs, complete 
annual audits. These audits are independent of the reported metrics highlighted below and are typically coordinated by the QI 
Manager with performance information being collected through staff interviews, chart reviews, policy & procedure review, and 
client interviews. Audits may also result in Corrective Action Plan (CAP) requests and Performance Improvement Plans (PIPs) if the 
implementation of the concerning requirements/standards within Pines are below target or if a client’s case requires an individual 
remediation following record review. Audit results, along with their corresponding CAPs, are not included in the annual, monthly, 
and quarterly quality reports, but instead are reported to the Board, staff, and relevant individuals upon occurrence.   

Incident Reporting 
Sentinel Events as defined in the Adverse Incident / Sentinel Event policy will be extensively reviewed by the Recipient Rights 
Officer to ensure that the consumer’s rights were not violated.  Following the investigation, the Quality Improvement Manager and 
the Sentinel Event Team, which is comprised of the Medical Director, an RN, and other professionals as appropriate to the situation, 
conduct a root cause analysis and makes recommendations for system and care improvements as necessary. These events include, 
but are not limited to: Unexpected Death, Suicide, Homicide, Suicide Attempt, and Arrest. 
Risk Events and Critical Incidents are reported to SWMBH for oversight monitoring as well as for trend analysis. Internally, high 
risk incident reports are analyzed for trends over time.  
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Outcome Tools 
A number of outcome tools are used by Pines to determine functional improvement and/or level of care placements. The 
MichiCANs was adopted by MDHHS in 2025 and is used to determine service eligibility, a prioritized list of service needs, and as a 
service decision support model for clients ages 0 – 20. Although the CAFAS/PECFAS is no longer required by MDHHS following 
CMS approval of MichiCANS, the DECA is still used for children under 3 years of age. Adult outcomes are currently measured 
using the LOCUS for persons with a severe mental illness, which is assessed at the time of intake screening, prior to a change in the 
level of care, and at the annual assessment. Currently, there is no outcome tool for children and adults who have an intellectual 
developmental disability. The level of care for both children and adults with a substance use disorder is determined by the ASAM. 
The newer version, the ASAM Continuum, is now in use as a more comprehensive and computer-guided assessment tool. 
Additional tools for at-risk screening are utilized by Pines including the Columbus Suicide screening (C-SSRS), the PHQ-9, and the 
Audit Tool for substance use disorders. These tools are used to determine necessary follow up services, severity of symptoms, and as 
an outcome tool to measures service effectiveness.  

Utilization Management Plan 
A formal mechanism to authorize outpatient and inpatient services has been developed to promote effective resource allocation.  
Through the person centered planning process, the results of the person’s level of care results and medical necessity for services is 
reviewed. The level of care provides a guideline of services expected for a person falling within that level of care. Service requests 
that fall outside of the expected parameters are considered “outliers” and are reviewed through utilization review processes.  
Although services are identified and requested during person centered planning, staff are responsible to discuss the authorized 
services that will be provided with their consumer at the time of gaining the consumer’s signature on the plan of service and by 
providing a written fair hearing notice as required by MDHHS. Requested services that result in a denial, suspension, reduction, or 
termination are subject to appeal by both the staff and/or the consumer. A formal appeal mechanism is in place for the consumer as 
well as staff. 
When authorization and claims information becomes available, it is planned that the management team will have the opportunity to 
assess and manage the utilization of resources with data providing information on the appropriateness of services provided, the 
length of stay, cost of care, and clinical effectiveness compared to clinical resources used.  This information and data revolving 
around utilization of resources and appeals is shared with the QI Manager and trends that reflect issues in the current related 
processes are analyzed for performance improvement opportunities and potentially, performance improvement projects. 
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Consumer Satisfaction 
Consumer experiences are measured through surveys designed for all populations served regardless of their length of treatment such 
as the MHSIP, YSSR, and RSA-r. In addition to the continuously available online version, an annual email survey is conducted by a 
contracted research firm to assess the overall experience of receiving services at Pines and results are compared regionally as well as 
nationally. In addition, during intervals post-discharge, consumers/caregivers in all programs are contacted to determine not only the 
effectiveness of treatment, but to determine overall satisfaction and whether services continue to be needed. The results of these 
surveys are statistically analyzed and then reviewed by staff, the management team, and the Quality Improvement Committee. These 
results and recommendations are incorporated into the Needs Assessment where it is then reported to the Board of Directors, staff, 
and made publicly available to all consumers. 

Stakeholder Satisfaction 
The community is provided with an opinion survey to assess their satisfaction with Pines. This survey elicits responses relative to 
access, the availability of services, coordination of care, and the professionalism of relations with Pines. The results of these surveys 
are analyzed and then reviewed by the Quality Improvement Committee for recommendations. The recommendations are 
incorporated into the Needs Assessment and reported to the Board of Directors, staff, and made publicly available to all consumers 
and stakeholders. 

Internal Staff 
Staff Competence 

It is the policy of Pines Behavioral Health Services that all staff involved in consumer care are qualified to perform their service.  
Pines has a policy in place for staff who are either employed directly or by contract, to meet credentialing and competency standards 
in regards to education, relevant work experience, obtainment of necessary registration, licensure and/or certification, and cultural 
competence. Staff competency is evaluated based on clinical performance, which includes quality improvement standards set forth 
in performance review and/or contract stipulations, consumer complaints, violations of policy and/or contractual provisions, and any 
violations that pose a health and/or safety risk to the consumer. Steps are taken to assure that there is an understanding of the 
specific needs of populations served including Limited-English proficiency, reading levels, communication impairments, visual 
impairments or mobility challenges, substance abuse, trauma-informed care, and working with individuals with various cultural 
beliefs and how those beliefs impact mental health care. Primary source verification for credentialing occurs every two years and 
ongoing evaluation for competency substantiates these qualifications.   



 18 

Education/Training Needs Assessment 
Staff are provided several opportunities to provide input into the type and amount of trainings that are necessary to meet the 
qualifications and competencies for their job. During the time of the annual performance review staff are asked what 
training/educations is necessary to assist in their job. Regularly, staff are given the opportunity to suggest specific training needs 
during department or all agency meetings, as well as through surveys. The results of this input, as well as the results of performance 
trends, are used to identify training needs. Staff are further able to request and enroll in elective trainings that are available to them 
via e-learning software, webinars, and in-person formats. These trainings, in addition to the required courses, are documented and 
kept on file in each staff’s employee record. 

Staff Satisfaction 
On an ongoing basis, a staff satisfaction survey is provided to elicit responses to staff in regards to their perception of the quality of 
services provided by Pines and current staffing improvement efforts. The results of these surveys are analyzed and then reviewed by 
the Management Team for recommendations. These results and recommendations are incorporated into the Needs Assessment and 
reported to the Board of Directors and staff.  

Productivity & Capacity 
Productivity is tracked for clinical staff and is reportable through the Electronic Health Record and Clinical Workbench (A browser-
based dashboard for Pines clinical performance data). The measure for productivity is reviewed and revised continuously to increase 
accuracy of the data and provide clear answers to staff performance inquiries. The current productivity report is intended to include a 
measure of productivity that considers indirect time (e.g. paperwork), individual caseloads, and service appointment statuses so that 
evaluation on the individual-staff level is precise, but consistent enough to also compare between departments. 

Certified Community Behavioral Health Clinic (CCBHC) 
The CCBHC develops, implements, and maintains an effective, CCBHC-wide data-driven continuous quality improvement (CQI) 
plan for clinical services and clinical management. The CQI projects are clearly defined, implemented, and evaluated annually. The 
number and scope of distinct CQI projects conducted annually are based on the needs of the CCBHC’s population and reflect the 
scope, complexity, and past performance of the CCBHC’s services and operations. The CCBHC-wide CQI plan addresses priorities 
for improved quality of care and client safety and requires all improvement activities be evaluated for effectiveness. The CQI plan 
focuses on indicators related to improved behavioral and physical health outcomes and takes actions to demonstrate improvement in 
CCBHC performance. The CCBHC documents each CQI project implemented, the reasons for the projects, and the measurable 
progress achieved by the projects. One or more individuals are designated as responsible for operating the CQI program. 
Although the CQI plan is to be developed by the CCBHC and reviewed and approved by the state during certification, specific 
events are expected to be addressed as part of the CQI plan, including: (1) CCBHC consumer suicide deaths or suicide attempts; (2) 
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CCBHC consumer 30-day hospital readmissions for psychiatric or substance use reasons; and (3) such other events the state or 
applicable accreditation bodies may deem appropriate for examination and remediation as part of a CQI plan. The CCBHC has the 
capacity to collect, report, and track encounter, outcome, and quality data, including but not limited to data capturing: (1) consumer 
characteristics; (2) staffing; (3) access to services; (4) use of services; (5) screening, prevention, and treatment; (6) care 
coordination; (7) other processes of care; (8) costs; and (9) consumer outcomes. 

Quality Bonus Payment Performance Indicators 
MDHHS affords a Quality Bonus Payment (QBP) for CCBHCs that meet the CMS-defined quality benchmarks (pertinent to 
Medicaid CCBHC costs and beneficiaries). To receive a QBP, a CCBHC must achieve or exceed the threshold of all QBP-eligible 
measures as specified by CMS. The QBP is based on 5% of the total CCBHC Medicaid Demonstration Year Costs. The QBP-
Eligible measures will be identified within their indicator description within the final section of this plan. 

Health Disparities & Social Determinants of Health (SDOH) 
A Disparity Impact Statement was created by Pines that describes the goals of the agency as a CCBHC in relation to improving 
program outcomes by race, ethnicity, LGBTQ+ status, veteran status, and homelessness status. Quality Improvement processes 
including metric development, QI committee objectives, CQI Plan objectives, etc. will support the efforts and program adjustments 
that focus on reducing disparities for these populations. Starting in 2025, Pines collects screens from clients at intake and annually 
regarding Social Determinants of Health (SDOH). The results of these screens assist in the identification of health-related social 
needs (e.g. hunger, violence, & homelessness) that may negatively impact health and service outcomes. Providers can then use these 
results to inform treatment plans and make referrals to community services. 

Cultural Competency 
The Quality Improvement Program shall increasingly support the agency in maintaining policies and procedures that adhere to the 
Enhanced Culturally and Linguistically Appropriate Service (CLAS) Standards. This support will ensure that services and care are 
responsive to diverse cultural health beliefs and practices, preferred languages, and communication needs including health literacy 
according to the most recent Community Mental Health Needs Assessment (CMHNA) and the needs of the area’s sub-populations. 
Staff and provider cultural competence is at utmost importance and trainings that include this topic shall include examples and 
lessons specific to the sub-populations identified in the CMHNA. 
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Clinical Performance Measurement 
Performance Domain Objectives 

Strategic Goals have been developed for the agency, complimented by specific goals set forth for each departmental area that tie into 
the Strategic Goals. These Strategic Goals are centered on four performance domains and these domains define the categories of 
measurement that our metrics are organized by during reporting and quality improvement analysis. High performance in all or most 
metrics within one domain indicates optimal health of that domain and within the organizational processes that support it.  

A. Access Domain: Persons in need of services will be provided services in a timeframe that will capitalize on outcomes while 
meeting the immediacy of needs. 

B. Effectiveness Domain: Services will aid persons in living satisfying and productive lives in accordance with their expressed 
goals and needs. 

C. Business Function & Efficiency Domain: Operations will effectively support the service delivery and services will be 
provided efficiently in order to assure good stewardship of public health dollars. 

D. Satisfaction Domain: Satisfaction will be reported by the persons served, referral sources, community stakeholders, and staff. 
Data Collection & Analysis 

Data collection for the purpose of quality metric reporting, clinical outcomes analyses, and staff performance monitoring typically 
all occurs within Pines’ electronic health record system (PCE). Clinical documentation, Service Activity Logs (SALS), & calendar 
appointments are the primary sources for data collection and provide performance information throughout a client’s treatment 
episode. Data elements used in quality metrics include collection at the request for services, intake, appropriate intervals throughout 
the treatment timeline, significant events such as hospitalizations, at discharge, and at points in time following services. Measure 
validity is reviewed at times of reporting, changes in clinical documentation or processes, and throughout discussions at the agency 
and regional level as relevant. If the results of a required metric do not sufficiently answer the performance questions being asked, 
additional measures may be developed to provide a more accurate analysis of performance. Metrics developed by Pines are 
continuously refined in order to provide more accurate statements about the performance being measured. Data collection methods 
are designed to be consistent across staff, program, and department. Quality metrics follow strict and comprehensive formulas for 
calculating performance results and typically use only one reliable source of data for this calculation. Data is continuously monitored 
for errors made during data collection and remediation occurs immediately with the relevant documentation and staff. New quality 
metrics begin with baseline information, and all indicators have minimum thresholds and performance targets unless SWMBH, 
MDHHS, or another reporting body indicates otherwise. Data collection at Pines also occurs in the form of survey administration for 
consumers, stakeholders, and staff. Surveys for consumers are typically managed by SWMBH as described in the Consumer 
Satisfaction section in this plan.  
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Performance Metrics 
Metrics have been developed by Pines, MDHHS, SWMBH, & CCBHC and are reported to the relevant organizations as well as 
Pines’ Board of Directors, staff, and public. Metrics developed by Pines include measures on outcomes and satisfaction related to 
SUD services as well as compliance on chart reviews and overall business operations in relation to expenses and resource use. 
Metrics can be recommended by the QI Committee, QI Manager, and other staff and may be implemented if relevant to the 
measurement and improvement of clinical performance. In addition to indicators and metrics established by Pines, various 
indicators, surveys, and dashboards exist that have been established by MDHHS & SWMBH to further monitor and improve upon 
the performance dimensions of services offered by Pines. 

Michigan Mission-Based Performance Management System (MMBPIS) 
MMBPIS indicators are reported monthly to SWMBH for Medicaid consumers. These measures, as established by MDHHS, include 
service access timelines, inpatient recidivism (hospital readmissions), post-inpatient discharge follow-up timelines, and second 
opinions for denied services. Negative outliers or failure to sustain indicators within MDHHS established targets warrants a 
Corrective Action Plan and any remaining remediation. 

Certified Community Behavioral Health Clinic (CCBHC) 
For CCBHC, there are two broad sets of requirements – CCBHC Clinic Reported Measures and State Reported Measures. A state-
lead measure is calculated by the state for each CCBHC, usually relying on administrative data. A CCBHC-lead measure is 
calculated by the CCBHC and submitted to the state at the end of the measurement period. The data will be reported annually by 
MDHHS to CMS within 12 months of the end of the Demonstration Year. CCBHCs must report clinic reported measures to 
MDHHS within 6 months of the end of the Demonstration Year. The Quality Improvement Manager will include the clinic reported 
measures in the Monthly, Quarterly, & Annual Quality Reports as well as the state reported measures, as able. A portion of the 
CCBHC measures qualify for Quality Bonus Payment, contingent on target achievement.  

Behavioral Health Home (BHH) 
As a Behavioral Health Home, Pines is required to monitor and evaluate services through six core measures for utilization and 
service quality, with three of those measures providing” Pay for Performance” incentive opportunities. MDHHS measures these 
through administrative data as much as possible to avoid administrative burden on providers. The data will be reported annually by 
MDHHS to CMS and is otherwise not available to Pines throughout the fiscal year unless provided directly from MDHHS. 

SUD Prevention 
Annually, SWMBH reviews Pines SUD Prevention Program through the Outcomes Measures Instrument (OMI). The OMI provides 
measures in all performance domains and is utilized as the primary performance measurement tool for the SUD prevention program. 
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Performance Improvement 
Analysis & Reporting 

Quality Improvement reports are disseminated monthly and quarterly in addition to the county required annual report. These reports 
include results from all customer surveys, internal staff surveys, community opinion surveys, performance indicators as defined in 
this plan, and trends in incident reporting, grievances and appeals. The results are categorized by performance domain and 
prioritized according to relevance, risk, and relationship to consumer and stakeholder satisfaction. Performance is compared against 
past performance, the performance targets, and other available benchmarks. If performance in any of the areas is below target or 
otherwise unsatisfactory, then extenuating and influencing factors are identified and described in the report. Further analyses are 
completed for insights on performance variables and stratification of client characteristics according to the current QI priorities of 
the agency. The QI program utilizes analysis & visualization tools including a clinical workbench dashboard, Tableau, and Excel. 
The results of these analyses and quality reports are then communicated to the staff, Management Team, QIC, & the Board of 
Directors. Recommendations for improvements are provided in the Quality Improvement Report to the Board quarterly. 
Performance within substandard ranges is immediately discussed for corrective action plans (CAP) with a scheduled follow-up 
evaluation of the CAP’s effectiveness included. 

Corrective & Preventative Action Plans (CAPs) 
Corrective Action Plans (CAPs) or Corrective & Preventative Action Plans (CAPAs) are generally required when a metric’s 
performance is below target for two quarters in a row or if current performance presents an imminent risk to the agency or 
consumers. Southwest Michigan Behavioral Health requires CAPs each quarter in which any MMBPIS indicator is not met at the 
state threshold. CAPs may also be requested by accreditors and auditors in relation to certain grant and accreditation requirements 
that have been found to be inadequately implemented within Pines’ procedures and infrastructure. As CAPs are necessary, the plan 
must minimally include the review of the potential causal factors from all persons involved in the process to determine the most 
likely cause, a plan as to how the process will be improved, and the timeline for implementation of improvements. The corrective 
action plan will be evaluated for effectiveness through subsequent measurements of the concerning performance. 

Performance Improvement Projects (PIPs) 
Pines Behavioral Health is committed to assist each consumer achieve positive outcomes relative to improving their quality of life. 
As such, Pines participates with the Performance Improvement Projects (PIPs) initiated by SWMBH, the PIHP. The projects chosen 
are in accordance with the Federal Quality Improvement Standards for Managed Care (QISMC) under the Balanced Budget Act of 
1997, and monitored by SWMBH’s Quality Management Committee.  
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Additionally, Pines may choose to do PIPs independent of SWMBH, MDHHS, CARF, or SAMHSA. Independent PIPs may occur 
in response to agency staffing/performance needs, process improvement opportunities, organizational development needs, and other 
instances that create awareness of performance needs, in particular, the reporting of quality performance metrics quarterly, monthly, 
& annually.  
Pines quality reports will include a breakdown of performance indicators that were below target for the relevant reporting period. 
For each indicator that is included in this breakdown, a gap analysis and action plan will be formed in order to identify the leading 
factors for the performance gap and the corresponding interventions that aim to close this gap. These performance gaps and action 
plans will be analyzed and identified objectively and will result in attainable SMART goals for the following reporting period(s). 
Creation and implementation of additional measures for performance monitoring and follow-up will occur as needed depending on 
the nature of the concerning performance domain. Quarterly, monthly, and annual quality reports will include evaluation of the 
previous reporting periods, Performance Improvement Projects, and the success of the corresponding action plans. Indicators that 
require additional Performance Improvement Projects due to persistent performance gaps will require reevaluation of the relevant 
action plans and performance goals. The structure of these Performance Improvement Projects may change as the efforts are 
implemented and refined over the fiscal year. 
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Key Performance Indicators for Fiscal & Calendar Year 2025 
Access Metrics 

Performance Indicator Population(s) Target Collection 
Procedures 

Reporting Body & 
Timeframes 

MMBPIS (#2) 
Percent of assessments completed within 
14 calendar days (10 business days) of a 
client’s non-emergency request for 
service. 

MI – Children 

MI – Adults 

IDD – Children 

IDD – Adults 

62% QI Manager will 
collect data from 
EMR reports on a 
monthly basis  

Quarterly to SWMBH 
At least annually to the 
Board, Consumers, and 
Staff 

MMBPIS (#3) 
Percent of clients that started on-going 
services within 14 calendar days (10 
business days) of completing a non-
emergent assessment. 
CARF (Outpatient & Case Management) 

MI – Children 

MI – Adults 

IDD – Children 

IDD – Adults 

73% 
 

QI Manager will 
collect data from 
EMR reports on a 
monthly basis 

Quarterly to SWMBH 
At least annually to the 
Board, Consumers, and 
Staff 

MMBPIS (#1) 
Percent of dispositions completed within 
3 hours for individuals receiving a pre-
admission screening for a psychiatric 
inpatient unit. 

Children 

Adults 

 

Children: 
95% 
Adults: 
95% 

QI Manager will 
collect data from 
EMR reports on a 
monthly basis 

Quarterly to SWMBH 
At least annually to the 
Board, Consumers, and 
Staff 

MMBPIS (#4a) 
Percent of individuals seen for follow-up 
care within 7 days of being discharged 
from a psychiatric inpatient unit.  
CARF (ACT & Home-Based) 

Children 

Adults 
Children: 
95% 
Adults: 
95% 

QI Manager will 
collect data from 
EMR reports on a 
monthly basis  

Quarterly to SWMBH  
At least annually to the 
Board, Consumers, and 
Staff 

CCBHC (Emergent Access) 
Percent of individuals seen for follow-up 
care within 24 hours of being discharged 
from acute care who were admitted for 
suicidal ideation/attempt. 

Consumers w/ SA/SI 
following inpatient 
discharge  

65% QI Manager will 
collect data from 
EMR reports on a 
monthly basis  

At least annually to the 
Board, Consumers and 
Staff. 
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Effectiveness Metrics 

Performance Indicator Population(s) Target Collection Procedures Reporting Body & 
Timeframes 

MMBPIS (#10) 
Percent of individuals readmitted to 
an inpatient psychiatric unit within 
30 days of discharge. (Recidivism) 
CARF (ACT & Home-Based) 

Children 

Adults 
Children: <15% 

Adults: <15% 

QI Manager will collect data 
from EMR reports on a 
monthly basis taken from 
inpatient events. 

Quarterly to SWMBH 
 
At least annually to the 
Board, Consumers, and 
Staff 

Prevention Achievement Rate 
SUD Prevention Outcomes are Met 

SUD 
Consumers 

85%  Conducted by SWMBH and 
reported out to QI  

At least annually to the 
Board, Consumers, and 
Staff 

Treatment Goal Progress 
Percent of treatment goals for 
clients in case management that met 
progress expectations 
CARF (Case Management) 

Children 
Adults 

Developing 
Baseline 

QI Manager to collect data 
from Clinical Workbench on a 
quarterly basis 

At least annually to the 
Board, Consumers, and 
Staff 

Satisfaction Metrics 

Performance Indicator Population(s) Target Collection Procedures Reporting Body & 
Timeframes 

Consumer Satisfaction Rating 
(MHSIP) 
CCBHC (PEC) 
CARF (Adult Programs) 

MH Adult 
Consumers 

85%  Conducted by SWMBH and 
reported out to QI Manager 

At least annually to the 
Board, Consumers, and 
Staff 

Youth Social Satisfaction Rating 
(YSSR) 
CCBHC (Y/FEC) 
CARF (Youth Programs) 

MH Child 
Consumers 

85%  Conducted by SWMBH and 
reported out to QI Manager 

At least annually to the 
Board, Consumers, and 
Staff 

Recovery Self-Assessment RSA-R 
Positive perception of SUD 
treatment outcomes based on the 
RSA-r. 

SUD 
Consumers 
 

85% (4.25 on 
RSA-r)  

Conducted by SWMBH and 
reported out to QI Manager 

At least annually to the 
Board, Consumers, and 
Staff 
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Efficiency/Business Function Metrics 

Performance Indicator Target Collection Procedures Reporting Body & 
Timeframes 

Expense Variance  
The percentage between actual expenses and 
budgeted expenses 

±10% or less Finance Officer will collect 
data and report out to QI 
Manager on a quarterly 
basis  

At least annually to the 
Board, Consumers, and 
Staff 

Documentation Compliance 
Compliance to consumer chart standards in the 7 
core areas 
CARF (OP, CSM, ACT, & Home-Based) 

95% compliance in 
all areas listed 
 
 

Chart reviews will be 
completed quarterly by 
Director of UM and data 
submitted to QI Manager 

At least annually to the 
Board, Consumers, and 
Staff 

Staff Satisfaction Survey 
General Satisfaction (Agree or Strongly Agree) 

85% or higher Survey Monkey will collect 
survey responses and QI 
Manager will report 

At least annually to the 
Board, Consumers, and 
Staff 

CCBHC Daily Visits 
Percent variance of Actual VS. Projected 
CCBHC daily Visits 

Actual ≥ Projected Finance Officer will collect 
data and report out to QI 
Manager on a monthly basis 

At least annually to the 
Board, Consumers, and 
Staff 

Signing Timeliness  
Percent of documents signed within their 
required timeframes  

- Assessments = 7 days 
- IPOS & Addendums = 3 days 
- Progress Notes = 3 days 
- Periodic Reviews = 3 days 
- Crisis Interventions = 3 days 

CARF (Crisis Intervention) 

Developing Baseline 
 
7 days 
Assessments 
3 days 
IPOS & Addendums 
Progress Notes 
Periodic Reviews 

QI Manager will collect 
data from EMR on a 
monthly basis from 
documentation signing 
timeliness reports 

At least annually to the 
Board, Consumers, and 
Staff 
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CCBHC Demonstration Metrics 
Clinic-Reported   State-Reported 

Performance Indicator Population(s) Target Collection 
Procedures 

Reporting Body & 
Timeframes 

I-SERV 1 – Initial Evaluation QBP 
Average Number of Days until Initial Evaluation for New 
Clients  

All clients 
>25th 

Percentile 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

I-SERV 2 – Clinical Services QBP 
Average Number of Days until Initial Clinical Service for 
New Clients 

All clients 
>25th 

Percentile 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

I-SERV 3 – Crisis Services QBP 
Average Number of Hours until Provision of Crisis Services 
following a first Crisis Episode Contact. Includes Mobile, 
Urgent, & Other Crises.  
CARF Access (Crisis Intervention) 

All clients 

>25th 
Percentile 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

CDF-AD 
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 on the date of the positive screen. 

Adults 

TBA 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

CDF-CH 
Percentage of consumers ages 12-17 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 on the date of the positive screen. 

Ages 12 - 17 

TBA 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

DEP-REM-6 QBP 
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.  
CARF Effectiveness (Outpatient) 

12 years or 
older w/ 
MDD or 
Dysthymia 

>25th 
Percentile 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 
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SDOH 
Percentage of clients 18 years or older screened for food 
insecurity, housing instability, transportation needs, utility 
difficulties, and interpersonal safety. 

Adults 

TBA 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

SRA-A QBP 
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. 

Adults 

73% 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

SRA-BH-C QBP 
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. 

Ages 6 - 17 
w/ MDD 57% 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

TSC – Screen & Intervention 
Percentage of consumers aged 18 years and older who were 
screened for tobacco use one or more times within the 
measurement year AND who received cessation counseling 
intervention if identified as a tobacco user. 

Adults 

TBA 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS  

ASC – Screen & Intervention 
Percentage of consumers aged 18 years and older who were 
screened at least once within the last 12 months for unhealthy 
alcohol use AND who received brief counseling if identified 
as an unhealthy alcohol user. 

Adults 

TBA 

QI Manager 
will collect data 
from EMR 
reports monthly 

Quarterly & Annually to the 
Board, Consumers, and Staff. 

Quarterly to SWMBH. 
Annually to MDHHS 

ADD-CH 
Percentage of children with ambulatory prescription for 
ADHD medication who had at least three follow-up care visits 
within a 10-month period one of which was within 30 days of 
when the first ADHD medication was dispensed 

Ages 6 - 12 Initial 
63.4% 
Cont. 

69.7% 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

AMM-BH / AMM-AD 
Percentage of persons served who remained on an 
antidepressant medication for at least 84 days (Acute) & for at 
least 180 days (Contin.) 

All Clients Acute 
49.1% 
Cont. 

29.8% 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 
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FUA-AD 
The percentage of emergency department (ED) visits, for 
consumers 18 years of age and older with a primary diagnosis 
of SUD, with a follow-up within 7 days & 30 days. 

Adults 30-Day  
TBA 

7-Day 
TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

FUA-CH 
The percentage of emergency department (ED) visits, for 
consumers 13-17 years of age with a primary diagnosis of 
SUD, with a follow-up within 7 days & 30 days. 

Ages 13 - 17 30-Day  
TBA 

7-Day 
TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

FUH-AD QBP 
Percentage of discharges for clients age 18 and older who 
were hospitalized for treatment of selected mental illness or 
intentional self-harm diagnoses and who had a follow-up visit 
with a mental health provider within 7 days & 30 days. 

Adults 30-Day  
75% 

7-Day 
48% 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

FUH-CH QBP 
Percentage of discharges for clients age 6-17 who were 
hospitalized for treatment of selected mental illness or 
intentional self-harm diagnoses and who had a follow-up visit 
with a mental health provider within 7 days & 30 days. 

Ages 6 - 17 30-Day  
88% 

7-Day 
60% 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

FUM-AD 
Percentage of emergency department (ED) visits for clients 
age 18 and older who were hospitalized for treatment of 
selected mental illness or intentional self-harm diagnoses and 
who had a follow-up visit with a mental health provider within 
7 days & 30 days of the ED visit. 

Adults 
30-Day  

TBA 
7-Day 
TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

FUM-CH 
Percentage of emergency department (ED) visits for clients 
ages 6 to 17 with a principal diagnosis of mental illness or 
intentional self-harm and who had a follow-up visit for mental 
illness within 7 days & 30 days of the ED visit. 

Ages 6 - 17 30-Day  
TBA 

7-Day 
TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 
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HBD-AD QBP 
Percentage of clients ages 18 to 75 with diabetes (type 1 and 
type 2) whose hemoglobin A1c (HbA1c) was controlled & 
uncontrolled during the year. 

Ages 18 – 75 
w/ Diabetes >25th 

Percentile 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

IET-AD QBP 
The percentage of new SUD episodes that result in treatment 
initiation within 14 days and have evidence of treatment 
engagement within 34 days. 

All clients w/ 
new SUD 
episodes 

14-Day 
 41% 

34-Day  
14% 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

OUD-AD 
Percentage of Medicaid clients ages 18 to 64 with an opioid 
use disorder (OUD) who filled a prescription for or were 
administered or dispensed an FDA-approved medication for 
the disorder during the measurement year. 

Ages 18 – 64 
w/ OUD 

TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

PCR-AD QBP 
For clients ages 18 to 64, the number of acute inpatient and 
observation stays during the measurement year that were 
followed by an unplanned acute readmission for any diagnosis 
within 30 days  

Ages 18 - 64 

10% 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

SAA-AD  
Percentage of clients ages 18 and older during the 
measurement year with schizophrenia or schizoaffective 
disorder who were dispensed and remained on an 
antipsychotic medication for at least 80 percent of their 
treatment period.  

Adults w/ 
schizophrenia 

TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 

WCV-CH 
Percentage of children ages 3 to 21 who had at least one 
comprehensive well-care visit with a primary care practitioner 
(PCP) or an obstetrician/gynecologist (OB/GYN) during the 
measurement year.  

Ages 3 to 21 

TBA 

Conducted by 
SWMBH & 
MDHHS and 
reported out to 
QI Manager 

Annually by MDHHS to 
Pines within 12 months of the 
end of the Demonstration 
Year. 
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Behavioral Health Home Metrics 

Performance Indicator Target Collection Procedures Reporting Body & 
Timeframes 

CBP-HH P4P 
Percentage of health home enrollees ages 18 to 85 who 
had a diagnosis of hypertension and whose blood 
pressure (BP) was adequately controlled (<140/90 mm 
Hg) during the measurement year. 

TBA 
Conducted by MDHHS and 
reported out to QI Manager 

Annually by MDHHS to Pines 
within 12 months of the end of 

Fiscal Year 

AMB-HH P4P 
Rate of emergency department (ED) visits per 1,000 
enrollee months among health home enrollees. 

TBA Conducted by MDHHS and 
reported out to QI Manager 

Annually by MDHHS to Pines 
within 12 months of the end of 

Fiscal Year 
AAP P4P 
The percentage of members 20 years and older who had 
an ambulatory or preventive care visit. 

TBA Conducted by MDHHS and 
reported out to QI Manager 

Annually by MDHHS to Pines 
within 12 months of the end of 

Fiscal Year 
COL-HH 
Percentage of enrollees ages 45 to 75 who had appropriate 
screening for colorectal cancer. 

TBA Conducted by MDHHS and 
reported out to QI Manager 

Annually by MDHHS to Pines 
within 12 months of the end of 

Fiscal Year 
AIF-HH 
The number of admissions to a facility among enrollees age 18 
and older residing in the community for at least one month, 
measured by of short-term, medium-term, and long-term 
admissions 

TBA Conducted by MDHHS and 
reported out to QI Manager 

Annually by MDHHS to Pines 
within 12 months of the end of 

Fiscal Year 

IU-HH 
Rate of acute inpatient care and services (total and mental and 
behavioral disorders) per 1,000 enrollee months among 
enrollees. 

TBA Conducted by MDHHS and 
reported out to QI Manager 

Annually by MDHHS to Pines 
within 12 months of the end of 

Fiscal Year 
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