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Introduction
The purpose of  the Performance Measurement and Management Plan is to create an
environment and a structure to continually improve the quality of  mental health services
provided by the agency, as well as customer relationships.  The purpose of  the
Performance Measurement and Management Plan is to assure quality processes and
ultimately quality services by following a system of  identified standards of  care and
monitoring current best practices and performance against targets. 

In collaboration with Mid-State Health Network’s Quality Assessment and Performance
Improvement Program (QAPIP), NCMH aligns its quality improvement strategies with the
Michigan Department of  Health and Human Services (MDHHS) and Mid-State Health
Network to ensure compliance with contractual requirements while maintaining a strong
focus on client outcomes and ongoing process improvement. Through continuous
monitoring, collaboration, and performance review, NCMH remains committed to delivering
safe, effective, and person-centered services to the community.

2



Mission To improve and promote the wellness and
recovery of persons with, or at risk of,
behavioral healthcare needs, substance use
disorder and/or intellectual/developmental
disabilities, who reside in Newaygo County,
through the provision of integrated,
person/family-centered and trauma informed
services.   

Vision Newaygo County Mental Health Center is committed to
meeting the challenges of the 21st century. As part of this
commitment, the Center will develop the competencies
necessary to provide mental health, developmentally
disabled, and substance abuse services in a managed care
environment. Improving the wellness and recovery of those
identified citizens most in need will continue to be the
center's primary focus, with prevention, wellness, and
recovery programs being the core components in the
person/family-centered integrated services. 
 As a member of the Mid-State Health Network (MSHN), the Center will also work hard to become partners

in the provision of services with other agencies in the county, region, and statewide as a means to create
integrated delivery systems. The Center will collaborate with its community partners, develop a seamless
system of care where Clients can have timely access to needed services. As stakeholders demand
increased accountability and transparency, integrated delivery systems that are able to demonstrate
efficiencies, effectiveness, and quality will be in the forefront of health care reform. 
 
Finally, the center will continue to operate within the philosophy of being an active participant in the
promotion, building, and the sustaining of a Trauma Informed and Recovery Oriented System of Care
(ROSC) within Newaygo County. This will require our organization to continually evaluate and improve
upon its ability to: 
 

Promote a Trauma Informed and Recovery Oriented System of Care in the community; 
Be accountable to the clients and community we serve within the ROSC 
Promote the empowerment of those we serve to be an active participant in their individual journey of
recovery 
Partner with those we serve, monitoring and improving their overall health and recovery 
Advocate on behalf of those we serve for their integration in the community in which they live to the full
extent of their respective choices and abilities. 
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Values
The following values reflect that of the Newaygo County Mental Health Center, relative to services provided
to clients, employees, and other community agencies. 

All aspects of the agency will be trauma informed and person/ family centered. 
Services shall be accessible. 
All people shall be treated with dignity and respect. 
Offer quality products and services in accordance with the MSHN service array. 
Ensure that employees are given the resources to tailor services to the individual and family. 
All persons shall be safe; free from abuse and exploitation. 
All levels of confidentiality shall be respected. 
Services shall emphasize integration and be community-based. 
Services shall be outcome oriented, both qualitatively and quantitatively. 
Services shall be based on person, family, and employee strengths. 
Persons, families, and employees shall be empowered. 
All services shall emphasize collaboration. 
The agency shall promote satisfaction with services and employment. 
Employee training shall promote services based on best practices and outcome-based practices. 
The agency shall be culturally sensitive. 
Services shall be reimbursed fairly and accurately. 
Services shall promote positive parent-child interaction and family coping skills and functions.  
Services shall promote healthy childhood growth and optimal child development. 
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Philisophy
The Quality Improvement philosophy includes monitoring processes for the purpose of continual
improvement.  It consists of creating systems to measure quality services, processes, relationships, and
outcomes. The philosophy recognizes that customers, internal and external are the ultimate judges of
success.

Data is used for decision making throughout NCMH. Clinicians monitor treatment outcomes, and
supervisors ensure the timeliness of processes, optimize efficiency and maximize productivity. Leadership
and governance use key measures to manage risk, ensure safety, and track achievement of organizational
strategies.  NCMH supports MSHN’s overall philosophy governing its local and regional quality
management, and performance improvement can be summarized as follows: 

Performance improvement is dynamic, system-wide and integrated; 
The input of a wide-range of stakeholders – board members, clients, providers, employees, community
agencies and other external entities, such as the Michigan Department of Health and Human Services,
are critical to success; 
An organizational culture where staff are comfortable reporting errors and system failures, and leaders
see information as the means to improvement, is important and encouraged; 
Improvements resulting from performance improvement must be communicated throughout the
organization and sustained; and 
Leadership must establish priorities, be knowledgeable regarding system risk points, and act upon
sound data. 

 
Identifying Clients & Customers 
In Quality Improvement theory, those who provide a service are called suppliers; those who benefit from
the service or process are called customers.In the course of any given day, we are all customers and all
suppliers; and we need to strive to exceed customer expectations.
 
Communication of Process and Outcomes
Clients and stakeholders receive reports on quality improvement initiatives through the board of director
meetings. Information on the effectiveness, and final performance and quality reports are available to the
stakeholders and the general public, as requested. 

Performance Management
Process improvements are achieved by taking action based upon data collected and analyzed through
performance measurement activities. Actions taken are implemented systematically to insure any
improvements achieved are truly associated with the action. Adhering to the following steps promotes
process integrity:

Develop a step-by-step action plan; 
Limit the number of variables impacted; 
Implement the action plan, preferably on a small or pilot scale initially, and 
Collect data to check for expected results. 

When sustained improvement is achieved, measures move into a maintenance modality, with a periodic
reassessment of performance to insure the desired level of quality is being maintained, as appropriate.
Measures mandated by external entities such as the MDHHS or accrediting bodies are exceptions. 5



Prioritizing Measures 
Measures are chosen based upon selection and prioritization of projects, data collection, and analysis of
data, and will be based on the following three factors: 

1. Focus Area: Clinical (prevention or care of acute or chronic conditions; high volume or high risk
services; continuity and coordination of care), or non-clinical (availability, accessibility, and cultural
competency or services; interpersonal aspects of care; appeals, grievances, and other complaints.) 

2. Impact: The effect on a significant portion of clients served with potentially significant effect on quality
of care, services, or satisfaction. 

3. Compliance: Adherence to law, regulatory, or accreditation requirements; relevancy to stakeholders
due to the prevalence of a condition, the need for a service, access to services, complaints,
satisfaction, demographics, health risks or the interests of stakeholders as determined through
qualitative and quantitative assessment. 

Quality Improvement Model
A review of the literature on quality improvement suggests results are generally accomplished by means of
project-by-project methods. Projects are clearly identified, and process improvement teams are focused on
their mission and disband once the project is accomplished. Process Improvement Teams are comprised
of individuals knowledgeable of the process.  
 
The improvement process consists of four general processes: process nomination, process selection,
process evaluation, and problem resolution. 

Process Nomination 
All persons involved in the delivery and/or receipt of services, directly or indirectly, having identified an
opportunity to improve the processes they're involved, in may nominate a process. The premise is that
anyone involved in the delivery and/or receipt of services is presented with opportunities to identify areas
which may be in need of improvement. These nominations are routed to the QI Steering Committee to be
acted upon. A standing item on the QI Steering Committee agenda is reviewing processes nominated for
improvement and assignment to a monitoring and evaluation committee for continued monitoring.  
 
Processes nominated for improvement occur in two ways: 

1.Through routine monitoring of critical processes, it is noted that an indicator drops outside of
acceptable ranges and the process is nominated for improvement. 

2.Any staff member has the option of nominating an agency-wide process if it is believed to be inefficient,
incomplete, redundant, or otherwise has potential for improvement. 

 
Process Selection/Prioritization 
The QI Steering Committee assigns each process nominated for improvement to the appropriate
monitoring and evaluation committee. Quality Improvement Steering Committee supervises the team
composition; the monitoring and evaluation committee facilitates the team through the problem-solving
process. The Quality Improvement Steering Committee prioritize the process improvement team (PIT)
nominations and may need to place some nominations on hold until sufficient staff resources are available
to act upon a specific nomination. The process improvement team will delegate roles within the team:
leader, facilitator, and recorder. 

Process Evaluation
The methodology used to arrive at process improvement is based on the PDCA (Plan-Do-Check-Act)
problem-solving model. The model is explained briefly here. 6



Plan (Development Stage) 
clearly identify problem, and its consequences or impact; 
define population;  
collect baseline data and analyze; 
estimation of time and resources required for best solution; 
secure permission; 

 
Do (Implementation Stage) 

communicate the plan, get understanding, and clarify roles; 
begin to pilot plan as developed; 
anticipate obstacles, consider contingencies; 
recognize team members, recognize accomplishments 

 
Check (Measurement Stage) 

monitor and document results;  
measure at pre-determined intervals, weekly, monthly, etc.; 
check for unexpected consequences, or impact; 
post results for all to see; 
again, provide recognition for accomplishments; 

 
Act (Revision Stage) 

assign ongoing monitoring responsibility and feedback mechanism; 
fully implement, or if in pilot stage; 
fine tune and make minor adjustments as necessary; 
develop final documentation of process (update policy & procedure); 
celebrate success; 
disband team until or unless required again 

 
PIT Reporting by the PIT Leader: 

submit an Initial Report (verbal or written) to the monitoring committee by the second group meeting. 
submit ongoing Progress Reports (verbal or written) to the monitoring committee as needed. 
submit the Final Report (verbal or written) to the monitoring with suggestions. 
complete a follow-up evaluation report to QISC when/if needed. 
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Prioritizing Measures 
Measures are chosen based upon selection and prioritization of projects, data collection, and analysis of
data, and will be based on the following three factors: 

1. Focus Area: Clinical (prevention or care of acute or chronic conditions; high volume or high risk
services; continuity and coordination of care), or non-clinical (availability, accessibility, and cultural
competency or services; interpersonal aspects of care; appeals, grievances, and other complaints.) 

2. Impact: The effect on a significant portion of clients served with potentially significant effect on quality
of care, services, or satisfaction. 

3. Compliance: Adherence to law, regulatory, or accreditation requirements; relevancy to stakeholders
due to the prevalence of a condition, the need for a service, access to services, complaints,
satisfaction, demographics, health risks or the interests of stakeholders as determined through
qualitative and quantitative assessment. 

Data Collection, Analysis & Reporting
Data collection supports monitoring, intervention evaluation, and strategic decision-making. Each measure
includes: Defined baseline(s) and target/benchmark(s) Timeframes for collection and remeasurement
Sampling methods (default 95% confidence, 5% margin of error) Population/sample, source, and
frequency Inter-rater reliability and validity safeguards Assigned Measure Steward Aggregated data is
statistically analyzed over time to detect patterns, compare results to targets or benchmarks, and guide
system-level improvements. When external benchmarks are unavailable, internal baselines inform target
setting. Targets may reflect: Minimum/Acceptable Standard Challenge Goal (aspirational) Incremental
Change (improvement over prior performance) Findings are reviewed by the relevant MSHN council or
committee(s) and undesirable variation prompts additional analysis or targeted interventions until
improvements are achieved.

Performance Indicators 
The purpose of the Michigan Mission Based Performance Indictor System (MMBPIS) is to clearly delineate
the dimensions of quality that must be addressed by the Public Mental Health System as reflected in the
Mission statements from Delivering the Promise and the needs and concerns expressed by clients and the
citizens of Michigan.  The data collected is based on the definition and requirements that have been set
forth within the Michigan Mission Based Performance Indicator System (MMBPIS) Code Book FY26, and
the Reporting Requirements attached to the PIHP contact. These resources are also incorporated into the
local process of data aggregating through the Electronic Medical Record (PCE), by the Data Coordinator.
The MMBPIS incorporates data collection from clients receiving Medicaid funded services including: case
management, crisis intervention, and outpatient therapy. Extenuating and influencing factors that could
impact results include: workforce and capacity constraints, regulatory and contractual factors, and external
environment and socioeconomic factors.

This data is to be reported and reviewed as part of the Quality Assessment and Performance Improvement
Program (QAPIP). MSHN will analyze the data on a quarterly basis to address any trends and/or
opportunities for quality improvements. Additionally, NCMH reviews data for outliers when targets are not
met monthly at Quality Improvement Steering Committee. The Quality Improvement/Corporate Compliance
Director collaborates with Clinical Director(s) to complete necessary/applicable quality improvement plans,
which are also reported to the PIHP. Along with client satisfaction, the performance indicators are utilized
to measure service delivery objectives. Standard percentiles were created based on FY22 time period and
reported on an annual basis.
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The following indicators are measured internally for NCMH: 
1. (Indicator 1) The percent of all adults and children receiving a pre-admission screening for psychiatric

inpatient care for whom the disposition was completed within three hours
2. (Indicator 2a) The percentage of new persons during the quarter receiving a completed

biopsychosocial (intake) assessment within 14 calendar days of a non-emergency request for service.
(MI adults, MI children, DD adults, DD children and Medicaid SA)

3. (Indicator 3a – new indicator) Percentage of new persons during the quarter starting any medically
necessary on-going covered service within 14 days of completing a non-emergent biopsychosocial
(intake) assessment. (MI adults, MI children, DD adults, DD children and Medicaid SA) 

4. (Indicator 4a) The percent of discharges from a psychiatric inpatient unit who are seen for follow-up
care within seven days. (All children and all adults -MI, DD)

5. (Indicator 10) The percent of MI and DD children and adults readmitted to an inpatient psychiatric unit
within 30 days of discharge

NCMH in partnership with MSHN’s Quality Assessment Performance Improvement Program (QAPIP) has
historically monitored performance in the areas of access, efficiency, and outcomes through standardized
performance indicators established by the Michigan Department of Health and Human Services (MDHHS)
through the Michigan Mission Based Performance Indicator System (MMBPIS). Significant changes were
made to the collection and reporting of MMBPIS indicators on October 1st, 2025 by MDHHS: as a result of
this direction, all indicators other than indicator 2 were discontinued for data collection and reporting.
Standardized performance in the area of access is now the only MMBPIS data point being collected for
MDHHS in FY26 from CMHSP providers.  NCMH has decided to continue to collect data on all indicators
for internal monitoring purposes.

Improvement Area Goal
Improvment

Activity
Lead

Frequency
of Review

Strategic
Alignment

MMBPIS

Meet or exceed
the standard
(62.3%) for

MDHHS
indicator 2 in
accordance

with the PIHP
Medicaid
contract.

Monintor barriers,
improvement efforts

and
recommendations.

NCMH QI/CC
Director,

RRA/Data
Coordinator,

& MSHN
Quality

Manager

Quarterly Improved care

In partnership
with MSHN, will

address
findings of  the

External
Quality Review

(EQR)-
Performance

Measure
Validation

Review through
MSHN’s
QAPIP

MSHN will review
submitted files to

esnure accuracy of
the data.

NCMH QI/CC
Director,

RRA/DataCo
ordinator, &

MSHN
Quality

Manager

Annually
Improved Provider

Systems
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Whom/what the indicator is applied:

Position responsible for
collecting the data,

collection timeframe, &
source:

Performance
target:

Indicator 1 - All
  clients insured by Medicaid including case

management (adult, youth &
  adolescents), outpatient therapy (adult, youth &

adolescents), and crisis
  intervention (adult, youth & adolescents).

  

Data Coordinator
PCE
Quarterly

95%

 Indicator 2a - All
  clients insured by Medicaid including case

management (adult, youth &
  adolescents), outpatient therapy (adult, youth &

adolescents), and crisis
  intervention (adult, youth & adolescents).

  

62.3%

 Indicator 3a - All
  clients insured by Medicaid including case

management (adult, youth &
  adolescents), outpatient therapy (adult, youth &

adolescents), and crisis
  intervention (adult, youth & adolescents).

  

75.5%

 Indicator 4a - All
  clients insured by Medicaid including case

management (adult, youth &
  adolescents), outpatient therapy (adult, youth &

adolescents), and crisis
  intervention (adult, youth & adolescents).

  

72.9%

Indivator 10 - All
  clients insured by Medicaid including case

management (adult, youth &
  adolescents), outpatient therapy (adult, youth &

adolescents), and crisis
  intervention (adult, youth & adolescents).

  

95%

MMBPIS performance measurements and established parameters
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The Quality Improvement Steering Committee will be chaired by the QI/Corporate Compliance 
Director, or as directed by the Executive Director.  This individual shall be authorized by the Executive
Director to assume the necessary oversight duties and functions to meet the quality improvement goals
and objectives.  
 
The primary responsibility for implementing the Quality Improvement systems lies with the 
Quality Improvement Steering Committee.  Empowered by the Board and the Executive 
Director, the Committee guides all agency QI activities.  The Committee operates from the QI Plan
document with the understanding that it is responsible for an annual review and submission of an updated
Plan.  This includes also revising goals and objectives within the Plan. The Committee must take a lead
role in preparation toward meeting and maintaining the standards of accreditation.  Consistent with the
roles of other participants in the QI process, the Committee has a responsibility to identify opportunities for
improvement.  Above and beyond this, however, the Committee has the responsibility to prioritize identified
processes for improvement and assign responsibility for actions.   

QI Steering Committee

The Monitoring and evaluation Committees within the QI environment are the primary mechanisms that
monitor and evaluate activities and assess quality. These five monitoring and evaluation committees have
the ultimate responsibility to monitor process and outcome measures. 
 
Risk Management Committee – will monitor Agency compliance against local and state safety regulations.
Additionally, they will establish and monitor Agency practices against safety regulations of CARF, including
but not limited to: 

Fire Drills 
Tornado Drills 
Infection Control training and employee participation 
Monitor Disaster Plan and communication 
Physical plant kept up to standards 
Emergency and first aid procedures and supplies 
Incident Reports and Sentinel Events 

 
Professional Development and Competency – will verify education and credentials, privilege staff as
providers of mental health services, establish and identify competency of staff, and periodically assess staff
needs (staff development) in the area of skill acquisition, including but not limited to: 

Monitoring staff development needs and training 
Establishment of training resources within the agency 
Review of continued privileging 
New privileging requests 
Assure licensure is up to date 
Competency of staff to meet ethnic, cultural, developmental, age, and language needs of the service
population 

Client Care Committee – will monitor many activities and measures related to service utilization, client
outcomes, and including but not limited to: 

Accessibility of services 

QI Monitoring & Evaluation Committees
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Clinical service utilization 
Client/family education 
Outcomes of service 
Relapse and recidivism 
Length of stay monitoring and analysis 

 
Behavior Management Committee – will review, approve, or disapprove any behavior intervention plan with
restrictive or intrusive techniques for individuals who exhibit seriously aggressive, self-injurious or other
behaviors that place the individual or others at risk of harm. 
This includes, but is not limited to: 

Review functional assessments of the behavior intervention plan 
Regular monitoring of behavior intervention plans that have been approved 
Training and consultation (e.g. review positive support plans, provide ideas for treatment plans, etc.) 
Track and analyze the use of physical management and law enforcement for emergencies, at least
quarterly, along with the use of intrusive and restrictive techniques 

Corporate Compliance Committee – will address agency corporate compliance with federal regulations, to
monitor the agency compliance plan to reduce the possibility of criminal conduct and fraud, and to ensure
staff education related to federal rules, regulations and requirements including but not limited to: 

Privacy 
Security 
Corporate Compliance issues 

Quality Improvement requires commitment, support, and participation by everyone in an organization.  For
Quality Improvement to be successful, it is essential that all persons understand their own roles and
responsibilities and participate in the appropriate activities and processes. 
 
Board 
It is essential that the Mental Health Board be committed to the implementation of quality improvement
principles.  The Board sets the course and direction for development of a QI Plan by supporting the
philisophical framework implemented by the employees of the agency.  The Board must support the
Executive Director as the one empowered to orchestrate and implement the day-to-day activities. The plan
lays the groundwork for systematic and planned, incremental activities to evaluate and improve services. 
 
Executive Director 
The primary role of the Executive Director in the Quality Improvement Process is to operationalize the
overall philosophy of Quality Improvement that has been established by the Board of Directors and
formulated by the QI Steering Committee.  The Executive Director is expected to be committed to the
goals, objectives and strategies that lead to positive outcomes and structures set by the QI Steering
Committee.  The Director is responsible for the identification and removal of barriers to the successful
achievement of goals and objectives.  Additionally, the Director facilitates the development and monitoring
of indicators, which substantiate achievement of objectives, and communicates these to staff and Board
members.  The Director is responsible for the creation of an organizational climate that will be supportive
as well as encourage all staff to participate in the implementation of the Quality Improvement Program. 
 

Description of Responsibilities
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Quality Improvement/Corporate Compliance Director 
The Quality Improvement/Corporate Compliance Director assumes the initial leadership role in establishing
Quality Improvement systems and activities.  This may include facilitating process improvement teams, and
working to develop teamwork and data management skills of individual team members.  The role of the
position is to initiate QI mechanisms, model QI processes, and be the facilitator of quality improvement
systems in the agency.  The Quality Improvement/Corporate Compliance Director leads the Committee in
development of its mission, and in writing and revising the performance measurement and management
plan. 
 
Directors & Associate Directors
Directors and Associate Directors are responsible for implementing QI in their units.  They are expected to
participate and support development and adjustments as needed of the QI structure and systems.
Managers will champion QI principles by coaching, encouraging, advocating, and supporting staff.  They
actively identify improvement opportunities and monitor and communicate results.   
 
Staff
The primary role for staff is to participate in the QI systems in the agency.  The success of the PMM Plan is
directly related to the involvement of staff in the process.  Staff are expected to identify barriers to quality or
opportunities for improvement, based on the processes they are already involved in, and to participate in
process improvement teams. Staff are expected to be committed not only to identifying problems, but also
to developing solutions.  The teams are expected to summarize their efforts and give progress reports to
the assigned monitoring committee and the QI Steering Committee.  All staff are expected to look for and
recognize opportunities to celebrate successes. 
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The opinions of clients, their families and other stakeholders are essential to identify ways to improve
processes and outcomes. Surveys and focus groups are an effective means to obtain input on both
qualitative and quantitative experiences. Clients receiving services funded by MSHN are surveyed by
NCMH at least annually using standardized survey tools. The tools vary in accordance with service
population needs, and address quality, availability, and accessibility of care. Surveys can be distributed to
individuals who are either active, or are no longer active in services. Focus groups are conducted as
needed to obtain input on specific issues. Other stakeholders provide input through a survey process.  At
the community mental health services program (CMHSP) level, actions will be taken on survey results of
individual cases, as appropriate, to identify and investigate sources of dissatisfaction and follow-up.
Findings will also be shared with stakeholders on a local level through such means as staff/provider
meetings and printed materials. 

Active and current stakeholder feedback avenues include:
Ongoing feedback (Lobbies/website)
Referral Source survey
Residential survey
Family/Guardian survey
Experience of care survey (YSS/MHSIP)
Group (DBT)
National Core Indicator survey
Stakeholder Survey (Annual Submission)
Client satisfaction reporting (Progress notes)

Stakeholder Experiences

Periodically, there is a need for surveying the agency to determine the progress of adopting and
internalizing the QI philosophy.  These evaluations could likely lead to the determination of modifying the
quality improvement process or documenting the need for getting additional training in specialized areas
for specific staff. A full in-person (or via Zoom) QI orientation is planned & conducted for new staff; RELIAS
QI training is completed by NCMH staff annually. 
 
Each year the Quality Improvement/Corporate Compliance Director will coordinate and participate in an
evaluation of the QI process and activities for the past year.  This evaluation may result in the revision of
the PMM Plan. The revised PMM Plan is submitted first to QI steering Committee for approval, and finally
administration for review.  

Training & Evaluation
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