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GCMHA Mission Statement 

“To enhance the quality of life for our community by offering comprehensive behavioral health 

services in a trauma-informed culture of care, promoting person-centered planning, integrated 

healthcare, recovery and community inclusion.” 

 

Available Services 

 

CMHA provides a variety of services for individuals with serious mental illness, serious 

emotional disturbance, and/or co-occurring disorder, and/or intellectual/developmental 

disabilities.  Some of the services include Community Inpatient, Case Management/Supports 

Coordination, Therapy, Jail Diversion, Medication Administration and Home Based; a complete 

listing of services provided is available by contacting CMHA.  The programs specifically 

accredited by CARF International - Commission on Accreditation of Rehabilitation Facilities, 

include Case Management / Services Coordination (Adults, Children & Adolescents), 

Community Housing (Adult Residential), Employment Services (Supported Employment & Job 

Development) and Assertive Community Treatment (Adults). 

 

Persons Served 
 

552 individuals received reportable services during FY 2023; this is an increase of 16 individuals 

served from the prior fiscal year.  The breakdown per population is shown in the graphs below, 

with a comparison to last fiscal year.      
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The various types of services for FY 2023 cases are broken down even further in the following 

graph: 
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Financial Profile FY 2023 
(with comparison to prior year) 
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The remaining $2.6 million of GCMH’s budget was utilized for the various administrative 

positions and general expenditures throughout the entire agency. 
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Quality Assessment and Performance Improvement Program (QAPIP) 
Outcomes Summary for FY 2023 

(with Quality Improvement Plans for FY 2024) 

 

Quality Improvement/Utilization Management (QI/UM) Committee 

The Committee continued to meet quarterly to review various QI and UM data (i.e., satisfaction, 

performance indicators, program outcomes, record review, incidents, etc.), to receive QI sub-

committee updates and to review regional data. 

➢ QI Plan FY24 - Continue to meet not less than quarterly to develop, implement and monitor 

all aspects of the QI program. 

 

 

Utilization Management (UM)  

The number of individuals participating in various Evidence Based Practices programs (i.e., 

Assertive Community Treatment, Infant Mental Health, etc.), approved/denied assessments, 

inpatient pre-admission screenings and diversion data continued to be monitored and discussed 

during quarterly QI/UM Committee meetings. 

➢ QI Plan FY24 - Continue to develop, implement and monitor all aspects of the UM system. 

 

 

Safety and Risk Management Committee 

The Committee conducted numerous disaster drills in the CMHA main building throughout the 

fiscal year.  There were a variety of drills and inspections conducted at the three CMHA-

operated residential homes.  Routine vehicle inspections were conducted throughout the fiscal 

year on agency fleet vehicles utilized at the CMHA main building and at the residential homes.  

The Maintenance Coordinator conducted internal building inspections at the CMHA main 

building.   

A Michigan Certified Building Inspector conducted the Annual Safety Inspection on October 17, 

2023 with no items of concern noted.  The sprinkler system was inspected and certified on April 

20, 2023.   

The annual inspection of the First Aid bags located in agency vehicles and in the CMHA main 

building continues to be conducted, with restocking of the supplies, as needed.  The First Aid 

bags located in the residential homes were also inspected by other CMHA staff and restocked 

with required supplies, as needed. 

 

In FY 23 there were 9 staff injuries (7 less than FY22) resulting in 5 with lost time or need for 

accommodation (compared to 4 lost time or need for accommodation in the prior year).  The 

Safety Committee reviewed all injuries and provided follow-up analysis and recommendations to 

minimize future injuries, as well as noting any trends/patterns in injury. 

 

There were 401 recipient incidents (duplicated count) for FY 23; this is a decrease from 526 

incidents in FY 22.  It should be noted that the vast decrease is mainly related to one consumer 

who in FY22 regularly “refused medication”; however, that did not occur as much during this 

past year.  Incidents can be coded for multiple categories; hence, some incidents are counted 

more than once (duplicated count); for example: a recipient experienced an (1) accidental 
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serious injury from fall, which resulted in (2) emergency medical treatment due to injury, then it 

resulted in the recipient being (3) hospitalized due to injury (three different categories).  The 

highest number of incidents is 88 for the category of “non-serious physical aggression” and the 

next highest is 36 for the category of “verbal aggression”.   There were 51 medication incidents 

in FY23, a decrease from 224 during FY22 (again the tremendous decrease is mostly due to one 

consumer’s medication refusals during the prior year).  The QI/UM, Safety, and Pharmacy & 

Therapeutics/Medical Services Committees continue to monitor the various incidents for patterns 

and/or trends.  Training for staff and proactive strategies are implemented, as needed, to assist in 

decreasing incidents.  Applicable staff continued to address individual consumer risk for injuries 

with follow-up intervention as directed and recommended, including behavior treatment plans, 

psychiatric medication monitoring, fall-prevention guidelines and assessment for and utilization 

of adaptive equipment, assistive devices, durable medical equipment and anatomical supports. 

 

As a commitment to promoting accessibility, representatives from the Safety Committee 

provided safety-related quarterly progress reports for the Accessibility Plan, to include 

identifying and eliminating barriers, with reasonable accommodation, when identified. 

 

The Safety Committee reviewed agency policies and procedures relating to health, safety and 

transportation to assure on-going compliance with indicators and standards established by CARF 

and other regulatory agencies. 

➢ QI Plan FY24 

• Continue quarterly Safety & Risk Management Committee meetings. 

• Continue to monitor the Strategic Plan’s health and safety goals and objectives. 

• Continue to monitor medication, health and safety incidents and implement prevention 

and pro-active plans, as needed. 

• Continue quarterly reporting of the various sections of the Accessibility Plan. 

• Review agency policies and procedures and ensure continued compliance with applicable 

CARF standards and other regulatory agencies relating to accessibility, health, safety and 

transportation. 

 

 

Pharmacy & Therapeutics/Medical Services Committee 

The Committee met quarterly and consisted of agency RNs, Clinical Services Director, 

Psychiatrist/Medical Director and Physician.  The Committee reviews and monitors all pharmacy 

and therapeutic related data (i.e., medication incidents), applicable policies and procedures, 

conducts Peer Reviews and discusses any infection control issues, as well as the Infection 

Control Committee, that also meets quarterly. 

 

➢ QI Plan FY24 

• Continue to monitor medical and medication incidents and implement prevention and 

proactive plans, as needed. 

• Continue to conduct annual Peer Reviews. 

• Continue Pharmacy & Therapeutics/Medical Services Committee and Infection Control 

Committee meetings and responsibilities. 

• Review agency policies/procedures relating to medical/medication services and ensure 

continued compliance with applicable CARF standards and other regulatory agencies. 
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Strategic Plan 

Strategic Plan goals and objectives were revised and put into a 2-year outlook format (FY23 & 

FY24) to better focus our strategies going forward.  The group developed the plan to focus on 

four main objectives for CMH: 1) Improve services and integrated care through collaboration 

with community partners to increase awareness of CMH services,  2) Improve staff engagement 

through effective communication, training, recruitment/retention, and by improving staff 

satisfaction,  3) Provide professional opportunities and programming that will help to retrain 

current employees and attract appropriate candidates for open positions within the agency,  4) 

Achieve and maintain fiscal responsibility in the funding entrusted to us. 

➢ QI Plan FY24 – An annual review of the current Strategic Plan’s progress will be provided to 

the CMH Board instead of quarterly reporting.  This process is more aligned with NorthCare 

and other CMH’s throughout the region.  
 

 

Outcomes Management System (OMS) 

The OMS is a systematic procedure for determining the effectiveness and efficiency of results 

achieved by the persons served during service delivery or following service completion and of 

individual satisfaction with those results.  The function of the OMS is to collect and monitor 

outcome goals and objectives developed by QI work groups for the agency’s CARF accredited 

programs.  Although not CARF accredited, goals and objectives for Customer Services 

continued to be monitored, as well.   

 

OMS data for FY23 shows 58% overall compliance, an increase from 50% last fiscal year 

(includes access goals but does not include satisfaction or Customer Services data – see 

Satisfaction Surveys section of this report).  Areas of non-compliance were continually 

monitored by the QI/UM Committee. 

 

➢ QI Plan FY24 

• Continue to monitor and maintain the OMS, making modifications to increase 

compliance, as needed. 

• OMS work groups to review and modify the goals and objectives and the Program 

Descriptions and Plans, as needed for FY24. 

 

 

Performance Indicators 

 

* Michigan Mission-Based Performance Indicators (CMHSP) 

Four of the six indicators monitored have an established compliance threshold of 95%.  Of those: 

 

Indicator #1 (Pre-admission screening w/in 3 hrs) – Compliant entire fiscal year. 

Indicator #2 (Access/1st assessment timeliness – 14 days) – Compliant 2 of 4 quarters, the two  

quarters below the threshold still scored well at 90.63% and 88.57%. 

Indicator #3 (Access/ 1st service timeliness – 14 days) – Compliant 3 of 4 quarters, other 

quarter scored 91.30%. 

Indicator #4a (Hospital discharges follow-up – 7 days) – Compliant 3 of 4 quarters, other 

quarter scored 92.31%. 
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Two indicators monitored have an established compliance threshold of 15% or less.  Of those: 

 

Indicator #5 (Initial assessment resulting in denials) – Compliant entire fiscal year. 

Indicator #10 (Inpatient recidivism – returning w/in 30 days) – Compliant 3 of 4 quarters, 

one quarter scored 36.36% - 4 of 11 people in inpatient services were readmitted that quarter. 

 

It is important to note that two Indicators 2A and 3 (beginning Q3FY20) still had no state 

standard set for FY23.  These both mirror Indicators 2 & 3 above, but they no longer exclude 

incidents that we cannot control such as consumer no-shows, cancellations, rescheduled 

appointments, etc.  The percentages of these indicators drop dramatically, due to those non-

controllable incidents no longer being excluded from the indicator pool.  Of those: 

 

Indicator #2a (mirrors #2 above – Access/1st assessment timeliness but w/o exclusions) – Our 

quarterly scores were 61.76%, 71.15%, 67.86% and 54%. 

Indicator #3 (mirrors #3 above – Access/1st service timeliness but w/o exclusions) – Our 

quarterly scores were 73.33%, 61.76%, 60% and 51.61%. 

 

Starting in FY24, we will no longer be monitoring the initial Indicators 2 & 3 (with the 

exclusions allowed) and benchmarks for compliance have been set for the newer format 

Indicator 2A & 3 that we will report on. 

 

 

* Pre-paid Inpatient Health Plan (PIHP) Performance Indicators 

The indicators monitored mirror those for the Michigan Mission-Based Performance Indicators; 

however, they focus solely on Medicaid beneficiaries served.  CMHSP indicator #5 is not 

monitored in the PIHP. 

Indicator #1 (Pre-admission screening w/in 3 hrs) – Compliant entire fiscal year. 

Indicator #2 (Access/1st assessment timeliness – 14 days) – Compliant 2 of 4 quarters, the 

other quarters scored 92.86% and 87.88%. 

Indicator #3 (Access/ 1st service timeliness – 14 days) – Compliant entire fiscal year. 

Indicator #4a (Hospital discharges follow-up – 7 days) – Compliant 3 of 4 quarters, the other 

quarter scored 92.31%. 

 

One indicator monitored has an established compliance threshold of 15% or less.   

 

Indicator #10 (Inpatient recidivism – returning w/in 30 days) – Compliant 3 of 4 quarters, 

one quarter scored 40% - 4 out of 10 were readmitted. 

 

Two other indicators that were new as of Q3 FY2020 have no baseline set, as NorthCare 

continues to monitor data (same as noted above in CMHSP’s data).   

 

Indicator #2a (mirrors #2 above – Access/1st assessment timeliness but w/o exclusions) – Our 

quarterly scores were 66.67%, 70.21%, 65.38% and 54.35%. 

Indicator #3 (mirrors #3 above – Access/1st service timeliness but w/o exclusions) – Our 

quarterly scores were 75.76%, 62.50%, 62.96% and 51.72%. 
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➢ QI Plan FY24 

• Continue to monitor all performance indicators. 

 

 

Performance Improvement Projects (PIP)  

Standards published by the Centers for Medicare and Medicaid Services (CMS) require that the 

PIHP “conduct performance improvement projects that achieve, through ongoing measurement 

and intervention, demonstrable and sustained improvement in significant aspects of clinical care 

and non-clinical services that can be expected to have a beneficial effect on health outcomes and 

consumer satisfaction.”  Two PIPs are required by MDHHS (Michigan Department of Health 

and Human Services), one project topic may be mandated by the State.  In addition, NorthCare is 

an accredited Health Plan through the Utilization Review Accreditation Commission (URAC), 

which requires three PIP’s.  All three PIP’s must focus on clinical quality and at least one of the 

three must address recipient safety for the population served. 

• PIP #1 ~ Follow-Up After Inpatient Psychiatric Hospitalization Discharge - 7 Days (the 

percentage of discharged enrollees aged six (6) and older who were hospitalized for treatment 

of selected mental illness diagnoses, and who had a follow-up visit with a mental health 

practitioner within seven (7) days of discharge):  This PIP being “sunset” / discontinued 

beginning FY24. 

• PIP #2 ~   To increase the percentage of individuals aged 12 and older who are diagnosed 

with a co-occurring disorder and are receiving co-occurring treatment from a Network 

Provider.  This project focuses on increasing the percentage of individuals who are diagnosed 

with a co-occurring disorder (COD) for ages 12 and older who are receiving integrated COD 

treatment.  Co-occurring is defined as having both a mental health and substance use diagnosis.  

The hope is that the population will improve in percentage of individuals with co-occurring 

needs being treated co-occurring treatment.  (This is an HSAG validated clinical PIP.) 

• PIP #3 ~ To improve documentation of skill building (H2014) and supported employment 

(H2023) services:  This project continued began in FY19.  In FY20, CMHA staff provided 

ELMER training to Highline staff, and in FY21 Highline transitioned from paper vocational 

Progress Notes to (electronic) ELMER Progress Notes.  We continue to work with Highline 

staff, as well as our own Community Services staff to improve documentation of these services 

with accurate and timely information to ensure most appropriate level of service and 

information to support movement to more independence and increasing abilities to engage in 

successful career paths of our consumers. 
 

• PIP #4 ~ Engagement in Service:  This clinical project focuses on increasing the number of 

persons who receive services for at least 90 days after initial assessment indicates eligibility for 

mental health services.  This PIP being “sunset” / discontinued beginning FY24. 

➢ QI Plan FY24 

• Continue to participate in the regional PIPs as required.  With the sunsetting of 2 of the 

above PIPs for 2024, NorthCare has developed a regional PIP Sub-committee that is 

drafting a proposed PIP Project Plan which is hoping to focus on the Consumer 

Satisfaction Survey and what we utilize the gathered information for.  The formal 

proposal for this PIP project is in the works.  GCMH’s QI Coordinator is a member of 

this regional PIP sub-committee. 
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Record Review and Service Verification 

For FY23, there were 80 records reviewed with 58 indicators monitored.  Data analysis reports 

were developed from the quarterly record reviews that were conducted.  Of the 58 total 

indicators, 3 indicators were not applicable for the entire fiscal year.  Of the 55 applicable 

indicators, 37 scored as "met" (95% or higher) throughout the year.  The overall compliance 

rating for the applicable indicators in FY23 was 93.91%.   29 indicators scored a perfect 100% 

all year long. 

 

CMH’s Service Verification process shows 100% compliance for the 53 Service Activity Logs 

(SALs) and the 53 Claims selected for review in FY23.  CMH’s Service Verification differs from 

NorthCare’s in that CMH’s includes all services, whereas NorthCare’s service verification 

process is specific to Medicaid eligible services only. 

 

NorthCare’s Service Verification audits (Medicaid services only) -  FY23 data shows of the 35 

Medicaid Service Activity Logs (SALs) reviewed, all 35 were found to be valid.  All 35 Claims 

reviewed were found to be valid and were Medicaid related.  

 

The Highline Service Verification audit reviewed 27 charts with all sections/indicators falling 

within 100% compliance.  

➢ QI Plan FY24 

• Continue CMH quarterly record reviews and data analysis reports with recommendations 

to increase compliance, as applicable. 

• Continue to calculate individual provider record review and indicator compliance on a 

quarterly basis and provide results to the (service) Program Directors for the purpose of 

including “Findings of Documentation Review” on individual performance evaluations, 

as required by NorthCare. 

• Continue to provide record review data to the CEO, (service) Program Directors and to 

providers to review and discuss ways to assure compliance. 

• Continue quarterly Service Verification reviews. 

• Continue record review education and training for staff. 

 

 

Input from the Persons Served and the Community 

Input, suggestions, and recommendations received from the persons served, their families, 

guardians and the community are valued, are a vital part of service improvement and are one of 

the best ways to assist the agency in improving the services that are provided.  Input is received 

through various ways, such as the suggestion box, satisfaction surveys, grievances via Customer 

Services and representation on the CMHA Board and various committees.   

There were 20 grievances received via Customer Services (increased from 16 in FY 22) and they 

were all resolved within the required 90-day time frame.  All information was reviewed by the 

QI/UM Committee.  There were 57 calls to Customer Services which were not complaints / 

grievances – 50 of the 57 calls (88%) were from the same individual with listening/support given 

as appropriate with reroute back to the provider when possible.   

➢ QI Plan FY23 

• Continue to receive, review and respond to input as appropriate. 
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Education 

Required training for staff continued to be assigned, provided and monitored.  Staff also 

participated in various competency-based trainings relating to their specific job responsibilities. 

 

➢ QI Plan FY24 

• Continue to implement NorthCare’s ‘Member CMHSP Trainings’ and assure required 

training is assigned.  Assign additional trainings as needed and/or requested. 

• Continue to monitor training via myLearningPointe and enter ‘other/external’ trainings 

that staff participate in. 

• Schedule/participate in/provide/sponsor community education trainings as needed and/or 

requested and track such trainings. 

• Continue to provide Mental Health First Aid trainings to CMH staff; as well as local 

school staff and law enforcement agencies. 

 

 

Site Surveys 

NorthCare:  The NorthCare annual site review was conducted remotely, in the Summer of 2023.  

Gogebic received an overall score of 100% - Full Compliance and no Plan of Action was 

required. 

QI Plan FY24 

• Assure on-going compliance with applicable regional, state, and CARF standards.  

Ensure any updates and additions/deletions to standards are reviewed and incorporated 

into our processes. 

 

 

Other Surveys 

Throughout the fiscal year, CMHA’s three residential group homes experienced various safety 

reviews (fire safety inspection by the State Fire Marshall/Department of Licensing and 

Regulatory Affairs, annual fire extinguisher inspection/service [J.F. Ahern], smoke 

alarms/sprinkler systems).   

 

The Department of Licensing and Regulatory Affairs conducted a licensing inspection at the 

Lakeshore and Greenbush group homes with no concerns or issues identified, and the Adult 

Foster Care licenses were renewed for another two years there (Ayers home had been inspected 

and the license renewed in FY2021).  

 

CMHA staff conducted annual site reviews  at CMHA’s residential homes and at Highline 

Corporation; all four sites received excellent overall compliance scores of 95% or greater. 

QI Plan FY24 

• Assure on-going compliance with applicable standards and indicators specific to the 

licensed residential group homes. 

• Assure annual site reviews are conducted at the CMHA-owned residential group homes 

and at Highline Corporation. 



Management Summary FY 2023  Page | 13 of 14 

 

• Prepare for the CARF Re-Accreditation Audit that will be conducted during the summer 

of 2025. 
 

 

Consumer Satisfaction Surveys 

Satisfaction surveys were distributed monthly to various recipients.  Data is reviewed by the 

CMHA Board, the QI/UM Committee, the Consumer Advisory Council and staff.  Results from 

FY 2023 are: 

 
 

Crisis Intervention (Emergency Services):    

Overall Satisfaction Rate = 86% (established goal is 80%) 

Overall return rate = 5.6% (7 surveys returned out of 125 distributed)   
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➢ QI Plan FY24 

• Continue to assess satisfaction with CMHA services and programs. 

• It should be noted that Satisfaction Surveys will be added as a new regional Performance 

Improvement Project this year.    
 

 

Consumer Comments on Satisfaction Surveys FY2023 

❖ My illness is physical no(t) mental and I have come a long way since I was 17.  I just 

turned 54 on (date) 2022.  My first brain surgery was (date), I was 17 years of age. 

❖ I was asked to drive to pick this letter up due to mailing failures.  Highly questionable 

since I have stated numerous times that I have extreme anxiety driving in winter.  The 

day I was asked through text, we happened to have a winter weather advisory for heavy 

snow.  Been waiting roughly 2 months to hear about a potential for getting screened for 

autism.  Nobody has mentioned or give(n) any update.  A diagnosis would be greatly 

beneficial to my college career as it would give me services needed to complete my 

degree; services that weren’t made available through my case manager.  I’ve been 

repeatedly told to talk to my advisor about any and all college related issues and 

concerns.  

❖ The staff doesn’t communicate at all or doesn’t show up for appointments, than doesn’t 

talk to me for weeks.  After the fact they never had any communication with me they 

were rude to my mom and pushed me to talk about stuff I wasn’t ready for and I been 

through like 7 people.   

❖ I feel they always go above and beyond to help me.  I did the best I could in filling out 

this survey. 

❖ I suggest CMH should build a section 8 apartment building or townhome for CMH 

recipients.  Gogebic CMH is AWESOME! 

❖ They should have more events at a park.  My child has helped me by just being how he 

is.  He is good just the way he is to me. He has a great personality and that is something 

that is hard to find. 

❖ Keep up the good work.  Thank you to you all. 

❖ Jenna is the best! 

❖ Psychiatrist needs to have appointment options for more than just Fridays. 

❖ Thank you. 

❖ Do not feel that the contract OT services provided in the past were adequate/met client’s 

needs.  Assessment was not thorough at all.  Components like oral motor/mealtime needs 

not addressed in a thorough manner.  I am so happy with Michelle (Supports 

Coordinator), Kala (Home Mngr), and Leanna (RN).  They all do exceptional work!! 

❖ Lisa Bush has helped me more than any professional person I have ever gone to other 

than a doctor.  She has gone above & beyond to help me many times. 


