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Introduction

This document is a formal commitment to provide quality mental health services to the consumers seeking services at AuSable Valley Community Mental Health(AVCMH).   AVCMH is a non-profit organization providing mental health services to the three counties of Iosco, Ogemaw and Oscoda in North-east Michigan.  These services include; outpatient mental health and substance abuse services, residential programs for persons with developmental disabilities  (DD), support service coordination for persons with DD, case management services for persons with DD and MI , community inclusion programs for persons with DD, utilization management for inpatient, emergency services for after hours care, ACT programs for persons with severe and persistent mental impairment and prevention services for mental illness and substance abuse.

Purpose, Structure and Objectives

Mission Statement:

AuSable Valley Community Mental Health provides quality mental health services in Iosco, Ogemaw and Oscoda Counties, which are aimed at preventing and treating emotional problems and substance abuse; and which promote greater independence and improved quality of life for people in these counties with developmental disabilities, mental illness and substance abuse.

Authority

All Performance and Quality Improvement( PQI) management activities are under the direction and oversight of the AuSable Valley Community Mental Health Board.  This authority has delegated the direction and implementation of the program to the Executive Director of AuSable Valley CMH, who in turn has charged the Director of Quality and Manage Care Services(DQMCS) with the administration of the PQI Program. The PQI Council is charged with overseeing all activities and promoting quality at every level in all area services.  The PQI Council reports quality management activities to the Executive Director and hence the AuSable Valley CMH Board through the Director of Quality and Manage Care Services.  The DQMCS chairs the PQI Council meeting on a monthly basis.

A number of monitoring systems, both qualitative and quantitative exist for providing continuous quality improvement. The quality management activities described in this document touch all departments in all service areas and each staff member of AuSable Valley CMH.  Thus, the PQI Program is comprehensive with ownership shared by all.

Scope/ Overview

The AVCMH PQI Program monitors clinical care and the quality of services provided through a comprehensive review of indicators pertaining to quality, satisfaction, risk and utilization management.  The PQI methodology provides for the entire range of care for all of its’ consumers in a variety of settings including inpatient, outpatient, partial hospitalization and residential homes.

Because PQI is not a single tool, technique, event or department, the expectation is that all departments within the organization will participate in monitoring and implementing quality management strategies to improve upon services.  All staff and consumers are asked to participate in ways such as consumer satisfaction surveys, PQI meetings and sub-committees designed to take action when opportunities for improvement are identified. 

The critical quality management components that will be addressed in this document include:

· Goals and objectives of the PQI Program.

· Committee structure that ensures coordination of quality processes and information flow.

· The PQI Department structure and coordination of activities with other departments or functions

· Key indicators and monitors to ensure high quality patient care and services are provided to our consumers

Goals of the Performance and Quality Improvement Program

1. Continually improve AVCMH performances in the delivery of services to it’s consumers.

2. Assure the quality of services provided to the consumers of AVCMH through other organizations via contract with AVCMH

3. Accurately assess the outcome of services provided in terms of improved functioning levels, improved quality of life, and symptom reduction.

4. Continually improve consumer satisfaction.

5. Improve performance, structure, and consistency of quality improvement council and it’s sub-committee’s

Objectives of Performance and Quality Improvement Program

The primary objective of the PQI program is to improve the quality of care provided to our consumers and to reduce or eliminate the possibility of adverse occurrences.  The indicators  noted below are a combination of  AVCMH  PQIC goals and the Department of Community Health requirements.  This is accomplished through training of our clinical personnel, improving the internal utilization management functions the Informational Systems. 

Specific Objectives that help AuSable Valley CMH achieve its goals include:

1. Access to Care

· Emergency Services will  achieve adisposition of within three, (3) hours of the first contact.

· Urgent Services will be disposed of within 24 hours of first contact  

· 95% of Routine Care Appointments will be given within 14 days of first contact.

· 95% of consumers will be given an appointment within 14 days for ongoing services following an initial intake

2. Quality Management

· 15% or less of consumers admitted to the hospital will be re-admitted within 30 days of discharge.

· AVCMH will attain all performance goals for indicators in the Consumer Satisfaction Surveys

· 95% of consumers discharged from an inpatient hospital will have an  outpatient appointment  established within 7 days of discharge.

· 95% of members discharged from an inpatient hospitalization will attend an outpatient appointment within 7 days.

3. Risk Management/Sentinel Events

The following risk management indicators will be reported on a monthly basis to the PQI Council; 

· Deaths or suicide attempts/completion by active/opened case consumers, 

· Physical abuse allegations

· Sexual abuse allegations that warrant review

· Re-admissions by consumers within 30 days, 

· Destruction of property by a consumer within a contracted, residential/hospital setting. 

· Consumers who leave an inpatient/residential setting against medical advice.

4. Utilization Review

      Five to ten percent of active and non-active charts for all service areas 

will be reviewed annually.  The review process will include the following;

a. chart completeness and legibility

b. medical appropriateness of the care

c. level of care appropriateness

d. services provided effectively and efficiently

e. services performed in the appropriate setting

f. involves Person-Centered-Planning

g. ensure recipient rights and confidentiality

5. Medicaid Verification and Administrative Compliance

a. 5-10% of all charts will be reviewed for compliance to Medicaid Billing Compliance.

b. An overall performance rating of 95% will be targeted for both Service Validation and Administrative Components.

6. Behavioral Management Committee

· PQIC will review meeting minutes and analyze data reports from the BMC and report to the Northern Affiliation quaterly.

PQI Roles and Responsibilities

Governing Board.  

The AuSable Valley CMH Board (AVCMHB)  assumes overall responsibilities for the organizations’ operation including the PQI Program.  Responsibilities of the Board include, but are not limited to:

· Oversight of the PQI Program

· Development of the Long Term Strategic plans including goals and objectives.

· Annual review of the PQI Program Description, work plan, and Annual Evaluation

· Review of quarterly reports presented by the PQI Department

· Final approval for termination of personnel who have completed probationary status.

Executive Director.  

The Executive Director is the liaison to the AVCMHB and the representative of the Board with respect to policy and procedure changes, document approval, etc.  Responsibilities of the Executive Director include, but are not limited to:

· Presents quarterly and annual PQI reports to the Board.

· Presents the annual PQI Program, evaluation and work plan to the Board.

· Reviews and signs off on all policies and procedures.

· Acts as a liaison with the Board as it relates to quality management issues.

Medical Director.  

The Medical Director reports to the Executive Director.  The Medical Director acts as a consultant to the PQI Program and Council.  Matters that involve or require a Physicians response will be forwarded to the Medical Director.  Responsibilities of the Medical Director include, but are not limited to:

· Consultant to the Executive Director for issues related medical matters

· Utilization Management Consultant and or Supervision

· Annual review of the PQI Plan.

· Consultant for Level of Care/Practice Parameters
· Reviews and Consults on Risk Management and Sentinel Events 
Director of Quality and Manage Care Services.  

The Director of Quality and Manage Care Services, (DQMCS) is the liaison to the Executive Director and hence the Board regarding the PQI Program and activities.  The DQMCS also acts as the Utilization Manager for Inpatient Hospitalization Authorizations.  The DQMCS reports directly to the Executive Director. The responsibilities of the DQMCS include but are not limited to:

· Prepares, authors and presents the PQI and Work Plan, Calendar, Quarterly Reports and Annual Evaluations.

· Administers the PQI program on a day to day basis

· Acts as a liaison and consultant to all internal department directors/supervisors.

· Reports findings and recommendations of the PQI Program Activities to the Executive Director and external governing bodies as indicated.

· Chairs the PQI Council.

· Prepares data and information for the PQI Council.

· Conducts and or oversees studies, audits or surveys based on standards and key indicators

· Oversees in the implementation and resolution/follow-up of PQI activities or audits.

· Provide or assists with PQI awareness education of staff in all divisions.

· Oversees the admissions and discharges for Inpatient Hospitalizations.

· Develops and recommends policy and procedures for quality management 

· Prepares monthly/quarterly reports regarding utilization management activities.

· Oversees the Council on Accreditation (COA) certification and compliance with the COA Standards.

· Records minutes for all PQI Council meetings. 

· Corporate Compliance Monitoring

Deputy/Program Directors.  

The role of the Deputy/Program Director is an integral part of the PQI Program.  They report directly to the Executive Director. The Deputy Directors work with the DQMCS to assure the PQI processes.  The responsibilities of the Deputy Directors include, but are not limited to:

· Acts as a liaison to their immediate staff for the PQI activities.

· Active members of the PQI Council.

· Oversight of Risk Management issues.

· Oversight of their respective departments/divisions on a day-to-day basis.

· Work with DQMCS in the development and implementation of Policy and Procedures as they relate to quality management.

Staff

AuSable Valley CMH sees quality improvement as the responsibility for all staff members.  The overall success of the PQI Plan is directly related to involvement of staff on all levels. The responsibilities of staff to the PQI process include but are not limited to:

· Identify opportunities for the improvement using the established systems to identify and recommend solutions and participating in the process.

· Reporting the progress of these efforts, including the identification of barriers and the possible solutions to these barriers.

· Identify and develop skills to assist in the quality improvement process as it relates to their own job performance    

Consumer Advisory Panel

Consumer involvement in the development, implementation, review and use of outcome measures is a critical part of the quality improvement process.

The goal of increasing consumer input and involvement in the management of services has been a part of AVCMH ‘s PQI plan.  
There are  three Consumer Advisory Panels geographically located and programmatically designed to participate  in the PQI Process.  Meetings occur on a quarterly basis with communication of the minutes and processes delivered to the PQIC. All recommendations from the Consumer Panels are given adequate and appropriate attention at the PQIC.  The responsibilities of the Consumer Panels include, but are not limited to;

· Review and make recommendations on all Consumer Satisfaction Surveys and Outcome studies.

· Work in coordination with the PQIC in the designing of activities to support PQI processes.

· Act as a liaison between the Consumers and AVCMH.

· Assist in the proposal, development and implementation of Policy and Procedures governing the PQI process.

· Review and pass recommendations from Consumer Suggestion Process.

Consumer Roles and Responsibility

Through the Northern Affiliation Quality Oversight Committee (QOC), AVCMH conducts Consumer Satisfaction Surveys and Performance Outcome studies on a regular basis.  Most if not all consumers are given a chance to complete this survey either in person, by mail or by telephone.  The primary purpose is to provide the agency with information about the quality of its services.  All studies are segregated by Board and by staff members.  This information is then reviewed by the QOC and the PQIC here at AVCMH. Once it is reviewed with the staff that was surveyed, the surveys/studies are sent to the Consumer Panel, Administration Team, and all staff are advised of the surveys/study presence on the Public Server information system that is available to all staff. Consumers are not limited to the Satisfaction Survey when providing feedback to the agency regarding the quality of services. Consumers are encouraged to provide this feedback at anytime, either formally or informally.

Feedback Loop

When surveys, studies, Risk management or issues of Quality are presented, the PQIC, Northern Affiliation QOC and or the Executive Director do the communication of the process and outcomes according to the need as determined.  The Executive Director is in most case aware and advised on all Quality issues before the item is sent to the PQIC either by the nature and severity of and issue or by his presence at the Northern Affiliation Operations Committee which is presented with all Northern Affiliation studies.  However, the basic process is as follows:  The PQIC will review and analyze a study, survey, or quality issue.  Then the studies/surveys will be delivered for review and recommendations to the Consumer Council for the type of service appropriate to that Consumer Council. All PQI Minutes are presented to the Consumer Councils as well, the Consumer Councils meeting minutes are reviewed by PQIC. The item will also be given to the Division or Service Type Supervisor.  Depending on the issue, either the DQMCS and or the Program Director may go over the item with the treatment team and or division.  Recommendations, remarks and other concerns are then sent back to the PQIC and if necessary these are then communicated to the Northern Affiliation.

Quality Improvement Activities

The specific activities of the PQI Program focus on both clinical and non-clinical services.  The process for identification and selection of the services cited for quality improvement activities can evolve from any one of the following ways:

1. Consumer Satisfaction Surveys and Outcome Studies

2. Consumer complaints, inquiries and grievances 

3. Staff concerns.

4. Request from the Governing Board.

5. Request from the Executive Director.

6. Request/Contract compliance by Michigan Department of Community Health.

7. Request/Contract compliance by Center for Medicare/Medicaid Services.

8. Utilization Review Committees

9. Identified by a sub-committee review of charts, care or services provided.

AuSable Valley CMH (AVCMH) believes that Customer Satisfaction Survey is an effective measure of our success in the clinical as well as non-clinical treatment of our consumers.    The method of gathering this information is multi-faceted. The consumer who has terminated treatment and attends a final treatment session is asked to complete the Survey. When this does not occur, telephone and mailed surveys are enacted.  AVCMH has had an average of over 43% response to these methods for over four years. 

AVCMH participates in performance improvement projects as part of the Northern Affiliation Quality Oversight.

Performance improvement projects will achieve through ongoing measurement and intervention, demonstrable and sustained improvement in significant aspects of clinical and non-clinical services that can be expected to have beneficial effect on the health outcomes and consumer satisfaction. 

Clinical focus areas may include: primary, secondary and or tertiary prevention of acute or chronic conditions, high volume services, high-risk services and continuity/coordination of care.

Non-clinical focus areas may include: availability, accessibility, and cultural competency of services; interpersonal aspects of care; and appeals, grievances and other complaints 
The Consumer Satisfaction Survey and Outcome Studies will be analyzed in a variety of settings including clinical and non-clinical staff, administrative staff, Consumer Councils and the PQI Council (PQIC).  Deputy/Program Directors and the Director of Quality and Manage Care Services will routinely review the studies and surveys and share the data with their respective division staff.  The studies and surveys are reported in both informal and formal methods to the administrative and clinical/non-clinical staff via memo or verbal notice in formal staff meetings.   A written analysis is distributed to the Executive Director, AVCMHB, Consumer  Councils, staff, and the PQIC. 

     AVCMH staff or consumers can make recommendations to PQIC for 

     quality management issues by completing a “Quality Improvement Concern” 

     form.  Upon receipt of this request, the PQI Council will 

     review the information to determine the appropriateness or viability by a 

     majority vote to move forward with a quality improvement activity 

     recommendation to the Executive Director.  Upon approval from the Executive 

     Director, the quality improvement activity will commence and be overseen by 

     the Director of Quality and Manage Care Services.

.

Utilization Reviews are conducted by the three primary departments of AVCMH; Clinical 

Services, Developmental Disabilities and Prevention. 

The Utilization Review process, policies and procedures for each department are defined in each of the Program Manuals for the respective department.

Each department conducts their reviews at least quarterly, or as needed.  The minutes and combined data results are forwarded to the DQMCS for review and processing with the PQI Council.  The PQI Council will review the results and forward any concerns and or recommendations back to the respective UR Committee.  When a clinician/case manager fails to achieve the performance expectation for any given indicator, they and their immediate supervisor will be notified via a corrective action plan, of the chart deficiencies.  The staff in turn will respond with any changes, and the UR Committee minutes will reflect the compliance efforts and or changes. 

The PQI Council as well as the Executive Director makes recommendations for verification of Medicaid and third party reimbursement.  Specific mechanisms through which this is accomplished may include quarterly reviews of  charts previously conducted by the Utilization Review Committees.  Semi-Annual review of the results of Claims Submission Audits and annual review of the results of the Service Activity Audits. The specific methodologies for verification, findings and description of follow-up actions to be taken as a result of findings are described in the AVCMH Compliance Program Description.
The mechanisms for evaluation and revision of the PQI Plan is a written annual evaluation by the Director of Quality and Manage Care Services.  This is forwarded to the PQIC for review and recommended changes/additions.   Upon approval by the PQIC, the Plan is forwarded to the Executive Director.  The Executive Director will either make recommendations for additions/changes or recommend the evaluation for approval to the Governing Board

Utilization Management (UM)

Since AVCMH has entered into a contract with the Northern Michigan Affiliation for Access and UM functions, management of Inpatient, Outpatient as well as long-term services is done through the Northern Affiliation Access Center.  The Director of Quality and Manage Care Services conducts overview of continued stays and discharge planning for Inpatient Hospitalization services.   Each month UM statistics are forwarded to the Executive Director and PQI Council for review.  Inpatient and Specialized Residential Services are reviewed for monthly and year to date data for; number of admissions, Average Length of Stay and estimated costs.    PQI Council members are encouraged to comment and make recommendations regarding this information.  The DQMCS is also a member of the Northern Affiliation Utilization Management Committee.  Meeting minutes and data information from the UM Committee will be reviewed at the PQI council and by the Executive Director. (For more specific details see attached UM Plan) 

PQI Council Structure

PQI Council

The Continuous Quality Improvement Council (PQIC) is the primary structure responsible for the performance of PQI functions and assurance of program improvements occurring at AuSable Valley CMH (AVCMH).  The PQIC is scheduled to meet on a monthly basis or more if needed. A PQI organizational chart (attachment # 1) in the Appendix shows the leadership of the PQI and the relationship of the PQI Council to the sub-committees.  The PQI Council and Sub-Committees assures that all demographic groups, care settings and services types are represented in the quality improvement process.

The primary functions of the PQI Council includes but are not limited to:

· Oversight and review of the PQI program including the description, work plan, reports and evaluations

· Oversight of QI Activities via reports to the PQI Council

· Tracking of indicators, reviewing and analyzing studies/surveys, reports and ensuring follow-up/resolution on opportunities for improvement.

· Analyzing sub-committees data from monthly or quarterly reports identifying trends or variances in the data.

· Reviewing and approval of all policies and procedures.

· Reviewing and approval of the Utilization Management Plan.

· Review of Monthly Utilization Management activities/data.

· Ensures the education/training of staff.

· Review and analyze Consumer Satisfaction Survey results to make recommendations as required.

· Development and or oversight of the Satisfaction Surveys as needed.

PQI Council Composition

· Chairperson:  Director of Quality and Manage Care Services
· Deputy Director of Developmental Disabilities 

· Deputy Director of Clinical Services

· Director of Prevention or designee

· Supervisor of Clinical Services or designee

· Coordinated Supports Supervisor (s)

· Supervisor or designee for Substance Abuse Services

As indicated, there is representation from all departments/divisions.  In addition to the regular members, additional staff, accreditation visitors, the Recipient Rights Officer and or consumers may attend these meetings as invited or requested.

Minutes/Reporting: 

The method of documenting the structures/council activities, findings, follow-up action, including tracking over time is recorded in two documents.  Contemporaneous minutes are recorded in a standard format using a three-column table.  Titles for the columns are, Item/Issue, Discussion/Action Plan and Resolution.  

Likewise, a Quality Improvement Action Item Table consisting of 5 titles, (What, Who (Responsible Person), Due Date, Complete Date and Status) records the follow through activities noted in the Council Meeting Minutes.  A copy of these documents will be forwarded to the Executive Director and hence the CMH Board as needed.

A Quality Improvement Activity Summary will be utilized to focus on performance outcomes.  This summary will sort and analyze the survey/study data and information in a manner that is both concrete and readable to non-professionals.  Upon completion, these studies will be submitted to the respective sub-committees where the study originated.  Barring approval, the study/survey will then be submitted to the PQIC for review and approval.  The study/survey will be sent to the Executive Director and hence CMH Board for final assessment and approval.
                        Systemic Process of Quality

                               Assessment and Improvement

AVCMH uses a model similar to that of the Shewhart Model of quality improvement, “Plan – Do – Check - Act “. This model will form the basis for this organizations quality improvement program and activities.  It is usually implemented by the DQMCS and or a team/sub-committee if necessary.

The active process for this model includes, but is not limited to the following activities:

· Identify area for potential improvement

· Constitute and charge responsible person(s).

· Identify perceived difficulties or problems

· Collect and organize data indicators

· Evaluate data

· Develop and pilot a corrective action plan (solution)

· Collect/organize data of the pilot activities

· Evaluate data to identify improvements made

· Implement changes organizationally, if appropriate

· Provide feedback

AVCMH monitors and evaluates the quality and appropriateness of care/services to its’ consumers by using a variety of assessment and performance enhancement methods.  These instruments are designed to identify opportunities for improvement.  The monitors/indicators include, but not limited 

· Quarterly statistical evaluation completed conjointly by AVCMH and the Department of Health (DCH) known as the “Michigan’s Mission-Based Performance Indicator System” for Persons with Mental Illness, Developmental Disabilities and Emotional Disturbances.  This report identifies all aspects of services as they relate to age groups, disease categories and risk status.

· Quarterly Review of Risk Management/Sentinel Events including; suicides and homicides by consumers, re-admissions within 30 days, destruction of property by consumers within residential or hospital settings, inappropriate sexual activity by consumers within residential/hospital settings, consumers who leave residential or hospital settings against medical advice and abuse (sexual, physical or verbal) of consumers by providers both internally or externally.

· Conducting ongoing internal review of charts through the Utilization Review (UR) Committee using the UR Review Form.

· There are also a variety of sub-committees that do not report directly to the PQIC, however will identify quality issues and submit to the PQIC. 

Corrective Action Plans

Corrective Action Plans,(CAP) are implemented when there is a known quality concern.  The CAP design is a three-column table that is modeled from the Shewart System of Quality Improvement identifying the quality concern, the corrective action taken, the person responsible for the plan of action, date of expected changes and date the CAP is completed.

The DQMCS and or a deputy/program director will monitor the CAP.  A report to the PQIC on the progress of the changes will occur monthly or until resolution is accomplished.  The PQIC will be responsible for the evaluation and approval of the changes.  The Executive Director will be informed of the CAP monthly via the PQIC minutes and Acton Item formats.

Clinical Care Standards of Care

AVCMH currently utilizes the Department of Community Health Medicaid Managed Mental Health Services Level of Care Guidelines for its’ Inpatient and Outpatient services.  

Implementation of remedial action plans are instituted whenever an inappropriate or substandard service is provided as determined by substantiated recipient rights complaints, clinical indicators or clinical care standards or practice guidelines.  As action plans are implemented, the Quality Service Supervisor will monitor and evaluate the efficacy of the plan.  This evaluation report will be submitted to the PQIC for final analysis prior to the submission to the Executive Director.  The documentation of the changes and or the evaluation/analysis for these actions will exist in both the Minutes of the PQIC and as well in the PQI Acton Items format.

       Accountability to the Governing Body
The oversight of the PQI Program eventually rests upon the AuSable Valley Community Mental Health Board.  The AVCMHB approves the PQI Program Description and Plans.  The AVCMHB will be informed of the PQI process via reports by the Executive Director and the Quarterly PQI Reports.

The AVCMHB will receive an annual review of the PQI Plan that includes a summary of all surveys and studies completed within the year, aggregate data on utilization and quality of services rendered to assess the PQI Plan’s continuity,

effectiveness and current acceptability.  To assure that the PQI program is operational, the AVCMHB assigns the Executive Director to amend modifications where and when necessary to accommodate the review findings and issues of concern within the CMHSP.
PQIP Supervision

The implementation of the PQI Program is overseen by the Director of Quality and Manage Care Services (DQMCS).  As indicated on the PQI Flow Chart, the DQMCS reports to the Executive Director.  The Medical Director is involved on a “as needed basis” to lend support on medical issues related to the PQI process.

Provider Qualifications and Selection

AuSable Valley believes that quality is achieved through recruiting the most qualified staff and providing on-going education/training for staff and performing continuous quality monitoring activities.

The policies and procedures for the credentialing of providers within AVCMH

are designed such that the qualifications of providers is screened by the immediate supervisor and the  deputy director overseeing the division.  Such qualifications include but are not limited to the following; educational background, relevant work experience, cultural competence, certification, registration and or licensure as required by law or other governing bodies/associations.  All staff are educated and trained with regard to their responsibilities, program policies and procedures.  The re-credentialing of providers (staff) is done through annual evaluations.  Staff/providers are evaluated for efficacy of care as well as their commitment to quality through training and educational participation.  Para-professionals providing care/support are interviewed by the clinical supervisor and the deputy director to determine their qualifications to perform the prospective job duties using the same qualification interview process.  

The Credentialing Committee will report to the the PQIC oversees the training program for all professional and Para-professionals.  Training manuals are instituted for all of it’s divisions.  In-services, continuing education and staff development activities are encouraged or depending on resources, provided whenever possible.

Enrollee Rights and Responsibilities

All consumers associated with AVCMH are educated and provided with a copy of the “Consumer Rights and Responsibilities” pamphlet. This pamphlet also includes a Recipient Rights Complaint form.  A Recipient Rights officer is contracted and provides oversight of the rights of consumers.  An annual report of the occurrences are submitted to the state as required by Chapter 7 of the Michigan Mental Health Code.
Risk Management/Sentinel Events

The supervisor in the department in which the incident occurred will initially review all adverse incidents.  If the supervisor determines that there is a “potential” for a risk management or sentinel event, the supervisor immediately contacts the Deputy Director of the program.  The Deputy Director and or the DQMCS will review the incident report to determine if the incident is indeed a risk management issue or Sentinel Event.  If the incident is determined as such, and depending on the severity, a corrective action and or a full Root-Cause Analysis is completed as in a response to a Sentinel Event.  The Executive Director and or the Administrative Team, including the Medical Director when appropriate, then review these reports and or action plans.  The DQMCS is actively involved at all levels of the process and hence communicates and engages with the PQIC to either develop corrective action plans or review the process outcomes

Studies and Surveys

AVCMH is a participating member of the Quality Oversight Committee in the Northern Affiliation, the contracting Board to the Department of Community Health of Michigan for AVCMH.   As such, AVCMH participates in all studies and surveys conducted throughout the year. These studies include but are not limited to the following studies/surveys:

· Post Discharge Surveys/Outcomes

· Consumer Satisfaction for Outpatient Services, ACT, Case-Management, 

Family Program Services, and Psychiatrist/Medical Services.

· Outcome Studies for Case Management, Outpatient/Psychiatric Services

Usually, these studies/surveys assess both the individual clinician and the therapeutic team.  It is also aggregated and compared to best practice guidelines at the Affiliation level.  The results and analysis are distributed to the Consumer Council for that service area, the PQIC, the specific service team/persons, all administrative team members for review and feedback.  Feedback is gathered and aggregated to assess the need for further action.  When a quality concern is derived from a study/survey from any one of the above-mentioned groups, the PQIC reviews the concern and determines appropriate action steps to resolve the issue.

Any issues of dissatisfaction or poor measures is identified and investigated between the staff and supervisor to assist the clinician/staff member in developing measures to improve.  

The survey is then formatted into the Quality Improvement Summary by the DQMCS to  obtain both qualitative and quantitative results.   The Summary is reviewed by the PQIC to forward to the Executive Director and hence the AVCMH Board. The Summary is then distributed to appropriate staff, supervisors and administrative personnel.

Annual Review of Quality Improvement

Process and Activities

At the end of each year, the Quality Improvement Council will conduct an evaluation of the QI Process and Activities for the past year.  This evaluation will be based upon the goals and objectives of the program and a review of an annual evaluation in comparison to the actual performances.  The Director of Quality and Manage Care Services will complete the annual evaluation of the Quality Improvement Activities that will also include a review of the performance indicators as mandated by the Michigan Department of Community Health.

The method of evaluation will consist of a survey of the appropriate staff and consumers, a review of the data collected and assessment of the processes.

The results of the evaluation will be submitted to the Executive Director and the Board for review and input.  Upon review, this evaluation will be shared with all staff.  The written plan will the be revised for the coming year and reflect the appropriate input from the year-end evaluation.
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