COUNTY OF MILWAUKEE

Inter-Office Communication

DATE: January 11, 2011
TO: Supervisor Michael Mayo, Chairman - Milwaukee County Board of Supervisors
FROM:: Geri Lyday, Interim Director, Department of Health and Human Services

SUBJECT: INFORMATIONAL REPORT FROM THE INTERIM DIRECTOR OF
THE DEPARTMENT OF HEALTH & HUMAN SERVICES REGARDING
A FOLLOW-UP REPORT REGARDING MIXED-GENDER PATIENT
CARE UNITS AT THE BEHAVIORAL HEALTH DIVISION

Issue

On April 14, 2010, the department received a referral from Supervisor Peggy West, Chairperson
for the Health & Human Needs Committee, requesting a report from the Behavioral Health
Division (BHD) on mixed-gender units for the acute psychiatric inpatient unit. The BHD
Administrator assigned medical staff the responsibility to conduct a study and literature review,
consistent with Joint Commission expectation that the medical staff have a leadership role in
enhancing the quality of care, treatment and service, and patient safety.

On June 16, 2010, a preliminary report from the BHD Gender Unit Work Group was presented
to the committee. The conclusion was fhat the mixed-gender acute inpatient units utilized by
BHD are the norm among public psychiatric hospital systems in Wisconsin and have been the
standard model for inpatient psychiatric treatment for decades. Any revision to the existing
practice at BHD of mixed-gender units must look carefully at implications for safety, patient
satisfaction and choice and therapeutic benefit. For these reasons, the Gender Unit Work Group
recommended that BHD do a detailed study to more thoroughly evaluate the various options to
ensure a safe inpatient unit environment. The work group presented an update to the committee
in September and is now returning with a follow-up report that specifically addresses the current
practice of mixed-gender units at BHD.

Discussion

The follow-up report from the BHD medical staff makes several recommendations important to
the discussion of mixed-gender units. Specifically, the Gender Unit Work Group recommends a
configuration of the four Acute Adult Inpatient units that would create a 12-bed Intensive
Treatment Unit (ITU) that is expected to be predominantly male; a combined Women’s-
Option/Med-Psych Treatment Unit; and two mixed-gender General Treatment Units. More
information about these recommended units, the rationale, and supporting documentation is
included in the attached Milwaukee County BHD follow-up report to the BHD Administrator:
Mixed-Gender Units, submitted by the Gender Unit Work Group.

Recommendation
This is an informational report. No action is necessary.



Respectfully submitted:

ol g

Geri Lyday, Interim Diréctor
Department of Health & Human Services

Attachment

cC: County Executive Lee Holloway
Renee Booker, Director — DAS
Allison Rozek, Analyst —DAS
Jennifer Collins, Analyst — County Board
Jodi Mapp, Committee Clerk — County Board
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EXECUTIVE SUMMARY
Entroduction

On June 16, 2010, the Preliminary Report to BHD Administrator: Mixed-Gender Units (May 22, 2010)
was presented to the Milwaukee County Comunittee on Health and Human Needs. The Commiitee had
requested a report from the Behavioral Health Division (BHD) on iixed-gender units for acute
psychiatric inpatients. A Gender Unit Work Group conducted a comprehensive international literature
review on mixed and single-gender unifs, obtained information from Wisconsin public psychiatric
hospitals, reviewed BHD incident and inpatient consumer satisfaction data and explored the history of
mixed-gender units, prevalence, patient perceptions and staff attitudes. The report concluded that the
mixed-gender Acute Adult Inpatient units utilized by BHD are the niorm and have been the standard
model for inpatient psychiatric treatment for many decades. The Work Group recommended before
there is any revision to the existing practice of mixed-gender units at BHD that a more detailed
evaluation be done of the various gender unit options, while continuing the current practices in place to
minimize risk and ensure a safe, therapeutic unit environment, This Follow-Up Report details the
comprehensive study conducted by the Gender Unit Work Group of the current practice of mixed-
gender acute units at BHD, specifically in the context of patient sexual safety.

Methods.

To this aim, the study involved four phases. We administered semi-structured questionnaires to BHD
Acute Adult inpatients to assess theit perceptions of safety on the current mixed units as well as
preferences for single-gender units. We surveyed BHD staff working on the Acute Adult inpatient
units on their perceptions of patient sexual safety on the units, effectiveness.of current safety practices
and attitudes toward gendér unit options. We communicated with other public psychiatric hospitals
regarding the gendet configuration of their acute adult units. We obtained input from community
stakeholders on male and female patients residing on the same and single-gender units and on
recommendations to improve quality of care in the acute hospital.



Results

BHD Patient Perceptions. Most of the 130 patient respondents reported feeling somewhat or very
safe on a mixed-gender unit. More than 90% of male patient respondents and nearly 84% of female
respondents felt somewhat or very safe with men and women on the same unit. The majority of them
explained that their feeling safe related to positive interpersonal interactions and denial of concerns
about aggression. The small percentage of men and women patients who felt unsafe on a mixed-gender
uit was concerned about safety from aggression. Respondents indicated that they would feel safer on
a mixed-gender unit with improved interpersonal interactions and with unit and security staff presence,
behavior and monitoring. Almost 50% of male and female patient respondents did not prefer to beona
same-gender unit. The primary reason cited for this finding was the perceived value of interpersonal
interactions between patients and the negative impact a single gender unit' would have on these
interactions. A secondary, less predominant, reason was the potential for more aggression on an all-
male or all-female unit. Only 15% of male patient and 29% of female patient respondents indicated
that they would prefer a same-gender unit if it were available. The women who did prefer an all-
female unit cited the positive impact of female-to-female interpersonal intéractions, and did cite
concerns about male aggression on a mixed-gender unit. Thirty percent of both male and female
respondents ‘were unsure of their preference for a same-gender unit. but commented on the mainly
positive features of interpersonal interactions with both men and women on & unit.

Only one-quatter of the total of male and female patient respondents indicated that they would feel
safer on a same-gender unit. A higher percentage of men would feel less safe (38%) than more safe
(23%) on an all-male unit. The men who said they would feel less safe on a same-gender unit were
mostly focised on the potential for aggression. Male respondents who gave reasons for feeling safer on
a same-gender unit cited interpersonal benefits. A slightly higher percentage of women reésponded that
they would feel less safe (32%) than more safe (29%) on an all-female unit. Women who said they
would feel less safe on a same-gender unit were mostly focused on the potential for interpersonal
coriflict between women, Those who responded that they would feel safer on a same-gender unit cited
safety from aggression and expected improvements in interpersonal interactions.

Women did not express a definitive preference for a women’s-only lounge to be made available on the
unit. Of the women who were opposed (39%) to a women’s-only lounge, the majority of their reasons
cited an expected negative impact on interpersonal interactions. The remainder of their comments
cited expected verbal and physical aggression between women. Of the women who would prefer
(32%) that there be a women’s-only lounge on the unit, most reasons centered on an expected benefit
in their interpersonal interactions and shared communication with other women. Only a few comments
referenced a vague feeling that they would feel safer.

BHD Inpatient Staff Perceptions. More than 60% of the 82 staff respondents thought that men and
women patients are somewhat or very sexually safe residing on the same unit. Nearly 40% of staff
respondents think men and women patients are somewhat or very sexual unsafe residing on the same
unit. Staff respondents’ sexual safety concerns for both men and women on the same unit were related
to the individual’s vulnerability to sexual hardssment, intimidation, exploitation and/or abuse, and also
to the unit configuration, staffing pattern and patient mix. Staff respondents identified that both men
and women raised sexual safety concerns about vulnerability to sexual harassment and intimidation;
being concerned about personal boundary violations; and general (nonsexual) safety concerns. Nearly
half-of staff respondents said that men usually expressed no sexual safety concerns, and nearly one-
quarter said women did not raise any sexual safety concerns.



Current practices were predominantly rated by staff respondents as being somewhat effective for
ensuring the sexual safety of pafients on the unit. Locked community bathrooms and the unit zone
surveillance system were the highest rated practices with more than 40% of staff respondents rating
them as very effective. Cross shift communication of special risk patients, the separation of ‘bedroom
hallways for men and women, and behavior observation for special risks wete other practices rated by
about one-third of staff as being very effective. In regard to other suggestions to improve sexual safety
on the mixed-gender units, the largest percentage (32%) of staff respondents suggested an improved
staffing pattern. Additional suggestions included better supervision and training of staff, better
teamwork and hospital configuration of patient mix.

Nearly half of staff respondents thought it would be somewhat or very helpful for managing sexual
safety on the units for BHD to develop plans for an all-women’s unit. This. group of respondents
thought that this would reduce or eliminate sexual harassment and contact and could better serve the
subset of women with sexual abuse afid trauma issues. Unsure or neutral respondents cited the benefit
of patients being able to interact and learn from the opposite sex on mixed-gender units and were
concerried about not being able to control or prevent all sexual contact, including same-gender activity.
Those not viewing the umit as being helpful were also concerned about same-gender sexual activity and
felt that patients need to function in a normalizing environment similar to the community. Nearly half
of staff respondents thought it would be somewhat or very helpful for managing sexual safety on the
units for BHD to develop plans for an all-men’s unit. Respondents thought that this could particularly
help high-risk men from taking advantage of vulperable females and provide a safer, less violent
environment for the rest of the patient population. Those respondents that were unsure or not in favor
of an all-men’s unit cited concerns about the unit being more violent than a mixed-gender unit, that
vulnerable males may be abused, and same-gender sexual behavior.

Only about one-quarter of staff respondents were in favor of a women-only lounge, citing it as a safe
and secure place for women to go to when fecling threatened. Those staff respondents not in favor or
unstire indicated that inappropriate sexual behavior occurs in places other than lounge areas, and that
the area would require close monitoring by staff. Most staff respondents were unsure or did not think
that having a men-only lounge on a mixed-gender unit would improve sexual safety. They indicated
that inappropriate sexual behavior occurs in places other than lounge areas, and the area would require
close monitoring by staff. Only one-fifth of staff respondents were in favor of a men-only loutige.

As for staff preference for type of unit work assignment, nearly half of staff respondents would not
prefer to work on an all-women’s unit. Primarily this was due fo their concerns about having to deal
with stressful demands, and secondarily their viewing the benefits of a mixed-gender recovery
environment that reflects the community to which patients will return. Similarly, most staff
respondents did not prefer or were neutral or unsure about working on an. all-men’s unit due to the
potential for aggression and violence. Most staff respondents preferred to work on a mixed-gender unit
due to the variety of patient needs and personalities of this arrangement, and the benefits of the current
mixed-gender recovery environment that reflects the community

Public Psychiatric Hospital Practices. Information from 9 Midwest public psychiatric hospitals with
civil acute units revealed that none of them have single-gender civil acute units and most stated that
their units have been coed for as long as they can remember. Of the hospitals that also-have formaliy-
designated state forensic units, some of these units are single-gender, some all-miale and some all-
female. Practices some hospitals use for patients identified at increased risk for dangerous behaviors
include heightened levels of observation and monitoring to reduce opportunity for acting out, as well
as a psychiatric intensive care unit to manage particularly violent or high-risk patients.



Community Stakeholder Input. A total of 216 community stakeholders shared a variety of responses
about having male and female patients residing on the seme acute adult inpatient units, as well as
thoughts about having patients reside on all-male and all-female acute inpatient units. Nearly half of
respondents offered comments citing advantages of mixed-gender units, and slightly more than a half
cited reasons against such an arrangements. Consumers and families tended to be more favorable in
their opinions of men and women on the same units, whereas advocates and “other” type respondents
were more skewed in their focus on disadvantages as compared to advantages. The advantages of
mixed-gender units fell into the two main content categories of Therapeutic Recovery Environment
(beneficial effect on interpersonal interactions and freatment milien, and practice standards) and
Quality of Care & Patient-Centered Treatment (core issues of quality of care, staffing/supervision and
screening/ireating of most dangerous/vulnerable). Disadvantages of mixed-gender units fell into two
main categories of Therapeutic Recovery Environment (negative impact on interpersonal interactions
and treatment. milied) and Vulnerability, Trauma and Patient Mix (impact on safety, potential for
harassment, abuse and re-traumatization of women and patient mix of vulnerable and dangerous).

With respect to having patients reside on all-male or all-female units, approximately two-thirds of
respondents shared benefits of gender segregation and one-third focused predominantly on
disadvantages. The advantages of single-gender units fell into the same two main categories as did the
disadvantages of mixed units: Therapeutic Recovery Envirowment and Vulnerability, Trauma and
Patient Mix. Likewise, responses focusing on disadvantages of single-gender units fell into the same
two main categories as did the advantages of mixed units: Therapeutic Recovery Enviromment and
Patient-Centered Treatment,

Conclusions

The results of the study indicate that when it comes to the issue of mixed and single-gender units, it Is
not about one answer but rather it is a process. There are reasons for and reasons against each option.
BHD inpatients, hospital staff and community stakeholders, including consumers, are all of varying
opinions and preferences. Of interest among all respondent types, regardless of their opinion about unit
gender mix, is the recurrent theme that gender should not be the primary factor in determining best
placement, and that quality of care and recovery focus will not be adequately addressed by resort to
single-sex segregation. Other factors, such as severity of illness and risk of violence and vulnerability,
are equally important, if not more so, in creating a safe and therapeutic inpatient environment. The
Gender Unit Work Group concludes that segregation by gender of all BHD Acute Adult Inpatient units
is too indiscriminate and compartmentalized an approach. We propose a configuration of the adult
units that offers a blended model that is more thoughtful, flexible and pragmatic.

Recommendations

The Gender Unit Work Group recommends a configuration of the four Acute Adult Inpatient units that:
would create a 12-bed Infensive Treatment Unit (ITU) that is expected to be predominantly male, a
combined Women’s-Option/Med-Psych Treatment Unit and two mixed-gender General Treatment
Units. The Intensive Treatment Unit would be:designated for patients with high risk for aggression
and violerice, including sexual acting out. The 1TU can be presumed to be predominantly, if not
always, all male. Most women with aggression can usually be managed in the general population with
enhanced monitoring. The ITU concept will need to be further developed, but the Work Group is
united in its stand that the intention is not that the umit be a “secure” unit (all BHD acufe units are
secure and locked), a “forensic” unit (BHD bas no such formally designated forensic services or
specialty) or a “detention” unit (BHD is not a cormrectional facility). The ITU must have reduced beds.
We recommend the ITU have a capacity of 12 beds. The implication is that BHD would have to reduce
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its overall Acute Adult Inpatient bed capacity by 12 to a total of 84 beds. The benefit of the ITU is that
it: achieves separation, from the general patients, of predominantly those male patients with higher
violence potential. Such separation addresses the main safety concerns of staff and patients, especially
vulnerable male patients and many female patients. The concerns of women patients, however, are
more complex due to higher rates of trauma and may not be fully resolved by segregation of high-risk
men. For this reason, the Work Group recommends that one unit be designated as a combined
Wonen’s-Option/Med-Psych Treatment Unit. The unit would consist of the small mumber of
vulnerable geriatric and complicated medical-psychiatric patients whom BHD serves, with the majority
remainder of beds prioritized for female patients at heightened risk of vulnerability to inappropriate
sexual behavior, abuse and violence. Assignment would be per medical staff assessment and/or patient -
choice, depending on clinical safety needs and bed availability. With a new overall Acute Adult
Inpatient bed capacity of 84 beds, the female beds on this unit (Women’s-Option and Med-Psych)
could conceivably accommodate more than half of the total estimated adult female patients at any
given time. The remaining two units would be mixed-gender General Adult Treatment Units with
separate bedroom hallways as is currently the case. The separation of those patients with highest
violence and vulnerability potential would, hopefully, allow these units to better serve the general
population in a therapeutically-focused milieu.

The Work Group believes that the proposed configuration offers a more individualized, needs-based
and trauma informed care approach than simple division by gender. The model addresses many of the
concerns of BHD staff, inpatients, community consumers and other stakeholders as well as coheres
with accepted practices of public psychiatric' hospitals. Aside from requiring a 12-bed reduction in
Acute Adult capacity, the recommendation is feasible and offers flexibility with census management. It
addresses gender-based safety concerns while affirming the current improvement practices in place.
This recommendation of the Gender Unit Work Group is advisory to the BHD Administrator. Should it
receive endorsement, a detailed planning process will need to be-undertaken, addressing considerations
in three areas ofs Hufnan Resources, Program Development and Physical Environment Audit. The
estimated timeline for implementation of this unit configuration recommendation is during Quarter 3
of 2011 (July to September). Regardless of the final decision, BHD shall continuve its current practices,
policies and guidelines in place to maintain a safe, therapeutic unit environment.
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INTRODUCTION

On June. 16, 2010, the Preliminary Report to BHD Administrator: Mixed-Gender Units (May 22,
2010) was presented to the Milwaukee Committee on Health and Human Needs. The Commitiee
had requested a report from the Behavioral Health Division (BHD) on mixed-gender units for
acute psychiatric inpatients. A Gender Unit Work Group was formed, under Medical Staff
leadership, to examine the issue of mixed-gender umits. The Work Group conducted a
comprehensive intermational literature review on mixed and single-gender umis, obtained
information on units in Wisconsin public psychiatric hospitals and reviewed BHD incident and
inpatient consumer satisfaction data. The report explored the history of mixed-gender units, their
prevalence, patient perceptions and staff attitudes.

The report concluded that the mixed-gender Acute Adult Inpatient units utilized by BHD are the
norm among public psychiatric hospitals in Wisconsin and have been the standard model for
inpatient psychiatric treatment for many decades. An extensive literature search failed fo identify
any published articles in the United States (U.S.) on the issue of mixed and single-gender units.
Similarly, there is little research in the U.S. on whether female inpatients consider gender
segregation to be either desirable or likely to contribute to their sense of safety. In the United
Kingdom where the topic: of single-sex accommodation has received much attention, there is
little empirical research comparing single-sex and mixed-sex units. Available studies are small in
size, the seftings variable and generalizability limited across other systems and cultures. The
views of their female patients and staff are more complex and reflect concemn about overall
safety that may not be wholly resolved by the introduction of single-sex units, An informed,
aware and sdfe unit milieu depends on many factors beyond patient gender mix — among therm,
staff sensitivity and training, monitoring and environmental design. There are different ways that
psychiatric hospitals here and across the country protect patient safety, including sexual safety.

Any revision to the existing practice of mixed-gender upits at BHD must look carefully at
assumptions regarding safety, choice, patient satisfaction and therapeutic benefit. For these
reasons, the Work Group recommended a more detailed evaluation by BHD of the various
gerider unit options, while in the interim continuing the curfent practices put in place to minimize
risk and ensure a safe, therapeutic unit environment. The Committee on Health and Human
Needs endorsed this recommendation for further study by BHD of mixed-gender uniis.

This Follow-Up Report details the study conducted by the Gender Unit Work Group. The aims
of the study were to: assess BHD inpatient perceptions of safety on the curtent units and
preferences for gender composition; assess BHD staff perceptions of patient sexual safety on
current units, effectiveness of current safety practices and attitudes towards gender unit options;
attempt to identify public psychiatric inpatient facilities who have single-gender units and.
communicate with them regarding their experience; and obtain input’ from community
stakeholders on recommendations to improve quality of care on acute inpatient units, including
thoughts about gender composition.

The original Gender Unit Work Group reconvened on July 21, 2010 and members re-evaluated
their continued participation in the next phase of the study. Additional members were nominated
to represent consumers, direct care acute unit nursing staff, acute inpatient management,
rehabilitative services and program evaluation and research. The Gender Unit Work Group met
for 14 sessions (approximately 3 times a month) between July 28 and December 1, 2010 for over
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28 hours, in addition to numerous times outside of meetings to design ineasures and procedures,
compile resuits and analyze findings. A note about language: the ferms single-gender and mixed-
gender are used ir this réport to describe the types of units, though respondernits may have used
similar interchangeable terms of same-sex or mixed-sex. A pumber of terms are often used to
refer to consumers of mental health services. This report uses the term patient to refer to a person.
receiving treatment in an acute inpatient unit, consistent with language for persons admitted to a
general hospital and understandable to the public.

METHODS
Participants and Procedures

BHD Acute Inpatient Survey. A semi-structured questionnaire was: administered to patients

hospitalized on the Acute Adult psychiatric units between August 16 and September 10, 2010.

The sample was drawn from the four Acute Adult inpatient units with a total patient capacity of

96.and approximately 184 admissions per month, All patients consecutively admitted to these .
units over this four-week period were eligible to participate in the survey after having been in the

hospital for a minimum of one day. Patients considered by the primary unit RN to be foo ifl or

acutely dangerous that day to participaté were approached at a later date when more stable.

Patients were limited to orie survey per episode of hospital stay; if a patient was re-hospitalized

during the survey period, they were eligible to do the survey again. Patients were interviewed on

the unit using a semi-structured questionnaire. The two interviewers were independent of the

patient’s clinical treatment team and BHD management. One interviewer was the BHD Client

Rights Specialist. The other interviewer was a part-time staff member from Vital Voices, a

mental health advocacy organization with extensive experience conducting interviews of

consumers of mental health services. Both interviewers had years of experiences working with.
persons with serious mental illness and conducting patient interviews and surveys. Each

interviewer assumed primary responsibility for two units.

A semi-structured questionnaire was developed specifically for this study to obtain the opinion
of BHD Acute Adult inpatients about men and women being on the same. unit here (see
Appendix A for copy of the survey tool). The questionnaire consisted of three main questions
with objective ratings asked of both male and female patients, and then a fourth question for
female patients only. Each objective question was followed by an open-ended question. asking
the patient to explain more in a narrative response. One question had an additional open-ended
follow-up item. The questions were developed by the Work Group with careful attention to non-
leading language and avoidance of intrusive questions about personal experiences that could
provoke emotional distress. The three main questions asked whether patients: (1) preferred to be
on an [same gender as pt] all-men’s/all-women’s upit if it were available (“No”
“Unsure/Doesn’t Matter” “Yes”) and then to explain why; (2) how they feel with men and
women patients on the same unit ("Very Unsafe” “Somewhat Unsafe” “Somewhat Safe” “Very
Safe”) and to explain why and say what would make them feel safer; and (3) how they would
feel if there were [same gender as pt.] all men/women patients on the unit (“Less Safe” “No
Difference”. “More Safe”) and to explain why. The fourth question for women only asked
whether they (4) would prefer there to be a women-only patient lounge available on the unit
(*No™ “Unsure/Doesn’t Matter” “Yes™) and to explain why.



Interviewers were trained on the patient questionnaire by the Work Group Chair. Interviewers
approached eligible patients individually, explained the purpose of the survey and that
‘participation was voluntary and would not influence the services they receive. The questionnaire
was administered in a semi-private location on the unit; The interviewer entered the date of the
survey, patient’s date of admission, age, gender, race/ethnicity and acute unit. The Interviewer
read each objective question and response choices to the patient, and then circled the patient’s
response. The interviewer asked the follow-up open-ended questions and recorded the patient’s
narrative answer verbatim,

BHD Acute Adult Inpatient Staff Survey. An Acute Adult Inpatient Staff Survey: Patient
Sexual Safety was distributed to all clinical staff working in the Acute Adult Inpatient program,
either as their regular assignment or as pool/float staff. The purpose of the survey was to obtain
staff’s opinions specifically about the sexual safety of men and women patients residing on the
same acute units here, as this was the main charge of the Work Group. For the purposes of the
survey, sexual safety was defined as referring to preventing and managing sexual behavior
between patients — including sexual contact, harassment, exploitation, intimidation and assault.
The survey was printed on special paper to prevent photocopying and individuals submitting
more than one survey. Surveys were delivered to staff mailboxes in sealed blue envelopes with
staff ilame on envelope label but no staff-identifying information on the survey tool itself. Staff
was assured that their answers were confidential. Work Group members briefed unit clinical
treatment teams on the purpose of the survey and encouraged their participation. The surveys
were distributed 1o 236 Acute Adult Inpatient staff, consisting of approximately 24 Medical Staff
(MD- psychiatrists and physical care doctors, PhD-psychologists, APNP-advanced practice nurse
prescribers), 22 Social Work/Rehabilitative Services (social workers, occupational therapists,
music therapists), 104 Registered Nurses (unit, float, pool, nursing program coordinators,
administrative resources), 76 Certified Nursing Assistants (unit, float, pool); 7 Peer Specialists, 3
Dieticians and 1 Chaplain. Of the RN and CNA staff, approximately 76 were pool or float.
Surveys were disseminated on September 16 with due date of September 30, 2010.

The Acute Adult Inpatient Staff survey consisted of ten main items, nine of them guestions with
objective ratings followed by one or more open-ended follow-up questions requiring a narrative
response. The remaining one item was solely an open-ended question giving staff an opportunity
to make other suggestions to improve the sexual safety of men and women patients residing on
the units (see Appendix B for copy of survey tool). The first item asked staff their opinion. as to
how sexually safe men and women patients are residing on the same unit in our hospital,
followed by a series of items about what sexual safety concerns they have for patients and what
concerns patients themselves have raised. Next, staff was asked to rate the effectiveness of 11
current practices for ensuring the sexual safety of patients on the unit, then followed by
recommendations to improve them as well as any other suggestions to improve the sexual safety
of men and women residing on the same units. Lastly, staff opinions were obtained on possible
future strategies to improve unit safety for men and women, specifically developing plans for an
all-women’s unit, all-men’s unit, and women-only and men-only lounges on the mixed-gender
units. Staff was also asked to rate their preferences for working on all-women’s, all-men’s and
mixed-gender units, Demographic/descriptive data recorded included gender, position, years of
employment at BHD and years of employment in Acute Adult Inpatient.

Public Psychiatric Hospital Information. An attempt was made to locate other public
psychiatric facilities with single-gender acute units and communicate with them regarding their
experience, The search was narrowed to facilities in states from the Midwest geo graphic region
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and close to a major metropolitan area. The only state included outside of the Midwest was
Pennsylvania. Names of public psychiatric hospitals were obtained from the web sites of the
National Association of State Mental Health Program Directors, the National Association of
County Behavioral Health and Developmental Disability Directors and state departments of
mental health, An effort was made to select those hospitals that appeared to have or might
reasonably have a civil acute unit (versus medium/long-term stay civil units or forensic units).

An email letter was developed describing the BHD Acute Adult Inpatient Service (# of beds,

median and mean lengths of stay), the study we had undertaken of whether to continue to use
mixed-gender units and a desire to communicate with public adult psychiatric hospitals that
currently have, or had within the last 5 years, single-gender units. The hospital was asked to
contact the Chair of the Work Group if they had relevant experiences they were willing to share
with us about the gender configuration of their acute adult units. The email letter was sent to the
hospital’s chief clinical officer, chief operating officer, or administrator as identified by the site
or by phone contact with the facility. The email letter was sent to a total of 24 public psychiatric
facilities in the siates of Illinois, Minnesota, Missouri, Mlchzgan, Ohio and Pennsylvania. Exeept
for one county-operated hospital, all other facilities were state-operated psychiatric hospitals and

regional treatment centers.

Community Stakeholder Input. Community stakeholders (i.e., consumers, family members,
behavioral health providers, advocates and other interested partzes) were invited to provide input
relevant to BHD’s evaluation of the current practice of mixed-gender acute adult inpatient units
and recommendations to enhance the quality of care in the acute hospital. Thoughts and opinions
were requested specifically about men and women patients residing on the same acute inpatient
units at BHD and having patients reside on all-male and all-female acute inpatient units at BHD.

Respondents were asked to identify themselves as either a consmner/pauent, family member,

provider, advocate or other. They were asked to answer the two questions on the attached form
and send their response by postal or email address to the BHD Manager of Comununity and
Employee Outreach. The request for input was distributed on November 9 with deadline of
November 17 (subsequently extended to November 19) and sent to relevant community
stakeholders via organizational network lists of BHD as well as Disability Rights Wisconsin.

Data Analysis

Quantitative data from the inpatient and staff surveys were analyzed using SPSS (Statistical
Package for the Social Sciences). Narrative answers from BHD inpatients, BHD staff and
community stakeholders to the open-ended questionnaire items were analyzed using a content
analysns descriptive approach. The content analysis was conducted by hand and involved
grouping responses info categories and, for some items, counting the responses. The most formal
content analysis was applied to the BHD inpatient survey and BHD inpatient staff survey
question #3 because of the relevant and direct experience of these participants to the study
questions at hand. The content analysis began with one judge sorting the verbatim responses into
main content categories that occurred to her and writing a brief definition of the category. The
preliminary categories and definitions were then presented to several members of the Work
Group or the entire Work Group for them to sort the same set of responses without seeing the
judge’s results. They compared notes, discussed responses on which they disagreed and resolved
differences. Based. on this process, categories were added or deleted/combined and clearer

definitions formulated,



RESULTS

BHD Acute Adult Patient Survey

Characteristics of Participants. One hundred thirty patients participated in the study. Of those
130, 74 (56.9%) were men and 56 (43.1%) were women. This gender breakdown very closely
mirrors the latest BHD figures for Acute Adult Inpatient admissions of 59.8% men and 40.2%
women (data from 01/01/2009 through 10/31/2010), slightly over-representing women. Fifty-
nine were African American (45.4%), 58 White/Caucasian (44.6%), 5 Hispanic/Latino (3.8%), 1
Native American (0.8%) and 7 Other (5.4%). Average age was 40.9 years (median 41.5, range
18 -81 years). Median length of stay in the hospital at time of survey was 6.0 days (overall BHD
Acute Adult Inpatient median LOS = 7.0 days). Thus, patients were surveyed after having been
reasonably exposed to the inpatient unit and sufficiently stable in their treatment to- provide
informed opinions to the survey questions. Participation was representative of all 4 units and
reflected slight differences in their admissions (43A ~ 26.2%; 43B - 18.5%; 43C — 25.4% and

43D -30.0%).

Content Analysis and Main Patient Themes. A summary of all main patient content themes of
responses to the open-ended follow-up items is contained in Appendix A. The main content
theme categories and definitions are presented in Table 1.

Table 1. Main Patient Content Themes

.
0‘0

Quality and mix of opportunities for patient

4 Concem about of experience of:

o Verbal aggression . interpersonal inferactions, including:
o Physical Aggression o Commuiication, sharing
o Sexual behavior o Cooperation, respect
o Safety issues o Socialization
_ o Emotiondl or social attributes
% Inciudes either preserice or depial of concern < Inchudes either positive or hegative
about any safety issnes interpersonal effects and expectations:

Uit or security staff presence-and behavior: % Feeling of confidence or ability to manage,
advocate for or protect self’

&
6.0

% Tmrelevant to question
% Doesnot belong to available theme categories




Perceptions of Safety on Mixed-Gender Units. Patient perceptions of how safe they feel with
men and women patients on the same unit are reflected in their responses to Question 2a. of the

survey (see Table 2).

Table 2. Patient Feelings of Safety with Men and Women Patients on Same Unit

2. How do you feel with men and women patients on the same unit?
MALES FEMALES TOTAL
{n=74) {1==36) {0=130)
N % N % N %
Very Unsafe 5 6.8 6 10.7 11 8.5
Somewhat Unsafe 2 2.7 3 54 5 3.8
Somewhat Safe 15 20.3 14 25.0 29 223
Very Safe 52 70.3 33 58.9 85 654
2a. Respondents’ explanation of ‘why’
MALES - FEMALES TOTAL
Somewhat/ Very
Unsafe N % N % | N Y
Safety from aggression. :
6 100.0 6 85.7 12 92.3
Interpersonal
intéraction 0 0.0 1 14.3 1 7.7
| Unit & security staff 0 0.0 o | 00 0 0.0
Self advocacy 0 0.0 0 0.0 0 0.0
Somewhat / Very
Safe
Safety from aggression
9 214 18 39.1 27 30.7
“Interpexsonal '
interaction 20 47.6 19 413 39 44.3
Unit & security staff 8 19.0 6 13.0 14 15.9
Self advocacy 5 1.9 3 6.5 8 9.1

e Over 90% of the men felt somewhat or very safe with men and women patients on the same:
unit. For these men, their comments centered primarily (48%) on potentially beneficial
interpersonal interactions, and additionally (21%) on denial of aggiession as a concemn, with
a few fearing there would be more fights with all men. Almost a fifth of the comments (19%)
focused on how unif and security staff contributed to their feelings of safety. Another 12% of
the men who felt safe gave as the reason their confidence in their ability to advocate for their

own safety.



Slightly less than 10% of men felt somewhat or very unsafe with men and women on the
same unit. All of their explanations were concerned with the potential for aggression.

Nearly 84% of women felt somewhat or very safe with men and women patients on the same
unit. For these women, 41% of the reasons bad to do with the positive interpersonal
experience of having men on fhe unit. An additional 39% of the reasons why women felt safe
centered primarily on feelings of safety from aggression. Another 20% gave reasons for their
feeling of safety having to do with unit and security staff and confidence in their own self-
advocacy skills.

Approximately 16% of women felt somewhat or very unsafe with men and women patients
oni the same unit. Their reasons were primarily (86%) concerns about safety from aggression.

Almost 88% of all patients said they felt somewhat or very safe with men and women on the
same unit. The majority of them mentioned reasons related to positive interpersonal
interactions and denial of concerns about aggression. Among these patients who reported
feeling safe, a few mentioned unpleasant interpersonal experiences or safety concerns
involving the opposite gender. The small percentage (12%) of patients who felt somewhat or

very unsafe with men and women patients on the same unit cited primarily concern about

potential for aggression.

As for what would make patients feel safer on the mixed-gender units, their suggestions fell into
three main themes centering on improved interpersonal interactions, unit and security staff and

reliance on self advocacy (see Table 3).

Table 3. Patient Suggestionis fo Increase Feeling of Safety

2b. How do you feel with men and women patients on the same unit? What would make you feel
safer?
MALES FEMALES TOTAL
(n=74) _(1n=:56) (0=130)

. N N % N | %
Very Unsafe 5 6 10.7 11 8.5
Somewhat Unsafé 2 3 5.4 5 38
Somewhat Safe: 15 14 250 29 22.3
Very Safe 52 33 58.9 85 65.4

Respondents’ explanation of ‘What would make you feel safer?’
MALES FEMALES TOTAL

Somewhat / Very Unsafe N % N % N %
Interpersonal interaction 2 28.6 6 66.7 8 50.0
Unit and security stail 2 28.6 2 222 4 2540

1 143 0 0.0 1 6.3
Self advocacy
Other 2 28.6 1 11.1 3 18.8
Somewhat / Very Safe '

“Interpersondl interaction 7 11.3 8 14.3 15 127
Unit and security staff 41 66.1 32 57.1 73 61.9
Self advocacy 7 11.3 6 10,7 13 11.0
Other 7 11.3 10 17.9 17 144




For the 10% of men who felt unsafe on a mixed-gender unit, no single factor stood out that
would make them feel safer, with the few comments offered spanning interpersonal

interactions, unit and security staff and self advocacy.

For the more than 90% of men who felt safe on a mixed-gender unit, 66% of their
suggestions for what would make them feel safer centered on unit and security staff presence,
behavior and monitoring, Other factors identified that would make them feel safer were
evenly split between improved interpersonal relations (11.3%) and reliance on self-advocacy

and protection (11.3%).

For the approximiately 16% of women who felt unsafe on a mixed-gender umit, suggestions as
to what would make them feel safer clustered mostly (67%) around improvements in overall
imerpersonal interactions, with just a few suggestions about unit and security staff.

For the almost 84% of women who felt safe on a mixed-gender unit, their suggestions for
what would make them feel even safer centered primarily (57%) on unit and security staff
presence, behavior and monitoring. Other factors identified that would make them feel safer
included a mixture of comments regarding interpersonal interaction (14.3%) and reliance on
self-advocacy and management (10.7%).

For the 12% of patients overall who felt unsafe on a mixed-gender unit, factors they
identified that would make them feel safer included improved interpersonal interactions
(50%) and, to a lesser extent, unit and security staff (25%). For the 88% of patients who
reported feeling safe on a mixed-gender unit, nearly 62% of their suggestions as to what
would make them feel safer focused on unit and security staff presence. This pattern was
consistent for both men and wonen patients.

Preferences For and Attitades About Single-Gender Units. On the question of preference to
be on an all-men’s/all-women’s unit if it were available, almost 50% of male and female
respondents did not prefer to be on a single-gender wnit and about 30% were unsure of their

preference. Results are presented in Table 4.

Table 4. Patient Preferences for Single-Gender Units

1. Would you prefer to be on an all-men’s / ali-women’s unit if it were available? Explain why.

MALES FEMALES TOTAL
(n==74) (5=56) (@=130)
N % N % N %
No 41 55.4 23 411 64 492
Unsure / ' .
Doesn’t Matter 22 29.7 17 30.4 39 30,0
Yes 11 14.9 6 28.6 27 208




MALES FEMALES TOTAL -

No N % N % N %
Safety from aggression

6 14.6 3 9.7 9 12,5
Interpersonal interaction

35 85.4 28 90.3 63 87.5
Unsure / Doesn’t
Matter .
Safety from aggression _

5 38.3 1 7.7 6 23.1
Interpersonal interaction _

8 61.5 12 92,3 20 76.9
Yes
Safety from aggression

0 0.0 7 38.9 7 -35.0
Interpersonal interaction '

2 100.0 11 61.1 13 65.0.

More than half of the men (55%) did not prefer to be on an all-men’s unit. More than
85% of the explanations for this preference cited the negative impact it would have on
interpersonal interactions with other patients. Less than 15% of the reasons related to

safety from aggression.

Almost 30% of men were unsure or felt it did not matter but cited mainly positive
features of interpersonal interactions when a unit has both men and women.

Less than 15% of men preferred to be on an all-men’s unit and only two explanations
were given related to interpersonal interactions.

More than 40% of women did not prefer to be on an all-women’s unit. Over 90% of the
reasons related to positive interpersonal interactions with men and women on the same
unit and expectation of negative interactions if there were only women. The remaining
reasons why women do not prefer to be on an all-women’s unit had to do with concerns
about potential aggression with other women on the unit.

Approximately 30% of women were unsure or felt it did not matter. However, their
comments mentioned mostly positive expectations for interpersonal interactions and
minimized concerns and problems with men on the unit.

Almost 29% of women preferred to be on an all-women’s unit. More than 60% of their
explanations cited an expected positive imipact all women would have on interpersonal
interactions, Almost 39% of explanations for why these women preferred an all-women’s
unit centered on concerns about male aggression.

Almost 50 % of men and women did not prefer 10 be on a same-gender unit. Another
30% were unsure or said it did not matter, whereas 20% said they would prefer to be on a
tnit with same-gender patients. All three groups cited reasons that overwhelmingly
(>81%) had to do with the effect they thought a same-gender unit would have on the
quality of interpersonal interactions with each other. The remaining reasons were related
to safety from aggression.

106




As for how safe patients thought they wouid feel if there were all single-gender patients on the
same unit, only about 25% of both male and female patients indicated they would feel safer.

Complete results are in Table 5.

Table 5. Patient Expectations of Safety on Single-Gender Units

3. How would you feel if there were all men / all women patients on the same unit? Explain why.

MALES FEMALES TOTAL
(n=74) (n=56) (@=130)
N %% N %Yo N %
Less Safe 28 37.8 18 32.1 46 354
No Difference 29 392 22 39.3 51 39.2
More Safe 17 230 16 28.6 33

3a, Respondents’ explanation of “why”

. MALES FEMALES TOTAL

Less Safe N 1 % N % N Y%
Safety from aggression '

22 78.6 7 33.3 20 59.2
Interpersonal
interaction 6 214 14 66.7 20 40.8
No Difference :
Safety from aggression

4 26.7 ] 444 12 36.4
Interpersonal
interaction 1 73.3 10 556 21 63.6
More Safe
Safety from aggression

3 33.3 7 53.8 10 45.5
Interpersonal
interaction 6 66.7 6 46.2 12. 54.5

o Slightly less than 40% of men said they would feel less safe if there were all men on the unit.
Just: fewer than 80% of their reasons focused on concerns about safety from aggression,

including serious fights.

o Approximately 40% of men felt there would be no difference for them being on a unit with
all men patierits because they récognize the potential for people to get along.

e More than 20% of men felt they would be safer on a unit with all men due to the expected
quality of the interpersonal interactions.

o Slighily less than a third of the women said they would feel less safe on an all-women’s unit.
Approximately two-thirds of their reasons cited concern about increased interpersonal
conflict with all women and one-third of the reasons related to the potential for physical

aggression.
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e ' Slightly less than 40% of women said there would be no-difference for them being on a unit
with all. women patients. The majority of comments cited positive effects on interpersonal
interactions with men and women together and a minimization of concetns about potential
for aggression.

Shigitly less than 30% of women said they would feel safer being on a unit with all women
patients. The two main reasons were safety from agpression and expected improvement in
interpersonal interactions.

Overall, about 40% of men and women felt that being on a same-gender unit would make no
difference to them in terms of safety. Slightly more than a third said that they would feel less
safe, whereas a fourth of all patients said they would feel safer. {This response pattern held
true for both men and women pts. However; a slightly higher % of men than women
expected to feel less safe on a same-gender unit, and a slightly higher % of women than men
expected to feel more safe on a same-gender unit. }

Women’s Preferencés for Women-Only Lounge. Women were split in their preference for a
women-only lounge on the unit and the majority of reasons for and against focused on the
expected effect on interpetsonal interactions rather than safety (see Table 6 for resulis).

Table 6. Women Patient Preferences for Women-Only Lounge

4. Women only: Would you prefer there to be a women-only patient Jounge available on the unit?
Explain why, _ 3
.. N 1 %
No 22 . 39.3
Unsure / Doesn’t Matter ' 16 28.6
Yes 18 321
4a. Women respondents’ explanation of ‘why’
N _ %
No _ _
Safety. from agpression 5 2090
Interpersonal interaction 20 80.0
Unisyre / Doesn’t Matter
Safety from aggression i 14.3
“Interpersopal interaction 857
Yes
Safety from aggression 4 222
Interpersonal interaction 14 77.8

o Women were split in their preference for a women-only lounge on the unit, with 39% saying

no, 32% saying yes and 29% being unsure or neutral,

Of women who were opposed to. a women-only lounge, 80% of their reasons cited an
expected negative impact on inferpersonal interactions and 20% of the comments cited
expected verbal and physical aggression between women.

Of women Who said they would prefer a women-only lounge, the vast majority (77.8%) of
their reasons centered on an expected benefit in their interpersonal interactions and shared

12



communication with other women. Only a few comments refereniced a vague feeling that
they would feel safer.

o Of interest, all of the comments by the unsure or neutral group of woren emphasized no
problems with the current arrangement of a shared lotnge with men on the unit.

BHD Acute Adult Inpatient Staff Survey

Characteristics of Participants. A total of 82 staff participated in the survey, a 34.6% return
rate. Though lower than hioped for, this response rate is not unusual for this type of survey and is
a more than adequate sample size for analysis. Of those staff who responded, 22 (27.2%) were
male and 59 (72.8%) female. Breakdown of response by position and (% of total sample) was
medical staff 11 (13.9%), social work/rehab services 8 (10.1%), registered nurse 38 (48.1%),
certified nursing assistant 15 (19.0%), peer specialists 4 (5.1%) and other 3 (3.8%). Mean years
of employment at BHD was 9.7 years with mean years of employment in Acute Adult Inpatient
7.8 years.

Content Analysis and Main Themes. A summary of main content themes of responses to the
open-ended items is contained in Appendix B.

Staff Perceptions of Patient Sexual Safety on Mixed-Gender Units. More than half of staff
respondents think that ten and women patients are somewhat sexually safe residing on the samie
unit. An additional 9 % think they are very safe (total for somewhat and very sexually safe =
60.5%). Almost 40% of staff respondents think that men and women patienis are somewhat
(27%) or very (12%) unsafe residing on the same unit. Please see Table 7.

Table 7. Staff Perceptions of Patient Sexual Safety

1. HOW SEXUALLY SAFE DO YOU THINK MEN AND WOMEN PATIENTS ARE RESIDING
ON THE SAME UNIT IN OUR HOSPITAL?
' _ N _ %
Very Unsafe 10 _ i2.3
Somewhat Unsafe C22 27.2
Somewhat Safe 42 51.9
Very Safe _ i . _ §.6
Tolal 81 _ 100.0

Asked about specific safety concerns they have for women patients on the unit; staff respondents
indicated that most (53%) of their concerns for women patients’ sexual safety were related to the
women’s vulnerability to sexual harassment, intimidation, exploitation and/or abuse. Staff also
noted that the unit configuration, staffing pattern, and patient mix contributed to their sexial
safety concerns for women on the unit. Additionally, staff respondents identified concerns about
women initiating or provoking sexual activity. As for sexual safety concems they have for men
patients on the unit, staff respondents indicated that most (46%) of their concerns for men
patients’ sexual safety also were related to some men being vulsierable to sexual harassment,
intimidation, exploitation and/or abuse. Of note, 14% of staff responses indicated they had no
sexual safety concerns for men patients. Staff respondents identified concerns about men
initiating or provoking sexual activity. Staff also noted that the unit configuration, staffing
pattern, and patient mix contributed to their sexual safety concerns for men on the unit.
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With respect to sexual safety concerns that women patients have raised with them, of staff who
responded, 33% reported women raising conicerns about vulnerability to sexual harassment and
intimidation. Almost 29% cited women being concérned about personal boundary violations,
with another 12% of comments saying that women have raised general (nonsexual) safety
concerns. Almost 22% of staff respondents reported women not baving raised any sexual safety
concerns. As for sexual safety concerns raised by men patients, of staff who responded, 30%
reported men raising concerns about vulnerability to sexual harassment and intimidation. Almost
12% cited men being concerned about personal boundary violations, with another 9% of
comments Saying that men have raised general (nonsexual) safety concerns. Another 46% of
staff said that men usually expressed no sexual safety concerns.

Effectiveniess of Current Sexual Safety Practices, Current practices were predominantly rated
by staff respondents as being somewhat effective (approximately 3.0) for ensuring the sexual
safety of patients on the unit (see Table 8) Locked commumity bathrooms and the unit zone
surveillance system were the highest rated practices with more than 40% of staff respondents
rating thém as very effective, Cross shift communication of special risk patients; the separation
of bedroom hallways for men and women, and behavior observation for special risks were other
practices rated by about one-third of staff as being very effective. '

Table 8. Staff Rating of Effectiveness of Current Practices

2. HOW WOULD YOU RATE THE EFFFCTIVENESS OF THESE CURRENT PRACTICES FOR
ENSURING THE SEXUAL SAFETY OF PATIENTS ON THE UNIT? *
Scale Very Somewhat Somewhat Very
Avg ** Ineffective Ineffective Effective Effective
CURRENT Rank N Y% N % N Y% N %
PRACTICES Ordered
Locked Community 32 3 4.1 9 12.3 30 41.1 3 42.5
Rathrooms
Unit Zone Surveillance
system. 3.1 7 10.1 9 13.0 21 304 32 464
Cross Shift
communication of special 3.1 4 6.0 7 | 104 35 522 21 313
tisk patients ‘ ‘
Bedroom Haliways
separate for M & W; no 3.0 6 8.3 10 | 139 32 | 444 | 24 | 333
bed assignment beyond fire
doors for W
Behavior Observation
monitoring for special risks 29 7 9.3 12 {160 | 32 1427 | 24 | 320
Therapeutic Groups 2.9 4 6.0 13 19.4 31 46.3 19 284
Overall Effectiveness of '
current practices 29 7 9.5 11 145 | 40 54:1 16 | 216
Recovery Plantting special ' -
risks, treatment obj., 2.9 4 5.8 15 217 37 53.6 13 18.8
interventions
Morning Repert with both 2.8 9 14.5 5 8.1 36 58.1 12 194
treatment teams '
represented
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Assessments by PCS apd
Inpatient MD/PRD of 2.8 8 114 i2 17.1 35 50.0 i5 21.4
special risks _ .

Patient Educatioit on _
sexual contdet policy 2.8 4 5.7 15 | 214 | 42 60.0. 9 12.9

Electronic Video B _ . o
Wonitering of unit 2.7 10 18.9 10 189 20 3T 13 24.5

*[nstructions for this survey question directed respondents to leave biank any items for which they did niot have
experience. Total number of respondents for each item was between 53 and 75 (total surveys recelved = 82).

#* Response Scale: 1=very ine'fféctive / 2 = somewhiat ineffective
3 = somewhat effective / 4 = very effective

‘For current practices rated as ineffective, staff was asked for recommendations to improve them
(see Appendix B for complete list). Staff suggested that the unit zone surveillance was a very
good idea and would work even better if staffed adequately and with better monitoring of CNA.
performance: Patient education on the no sexual contact policy, though well intended, was often
inconsistent and of litile benefit for patients with impulse control issues. Some staff commented
that higher risk patients seem to get around unit safety nets.

¥

Tn addition to the current safety practices, staff was asked for any other suggestions- to improve
the sexual safety of men and women residing on the same unit {see Table 9).

Table 9. Staff Suggestions to Improve Sexual Safety

3. WHAT OTHER SUGGESTIONS DO YOU HAVE TO IMPROVE THE SEXUAL SAFETY OF
MEN AND WOMEN RESIDING ON THE SAME UNIT?

, . ‘ __Suggpestion Category . N Yo
Staffing pattern (e.g. adequacy & composition of staff for mo; itoring & duties) 26 | 317
Staff performance (e.g. staff supervision, fraining, and teamwork) 20 24.4
Hospital configuration for patient mix {e.g. based on gender, risk, acuity, etc.) 15 18.3,
Clinical interventions (i.e. clinical strategies for intervening with patients) i1 1 134
Unit environment modification (i.e. modifications to existing unit physical environment _

and practices) , 10 122
Total 82 100.0

Nearly one-third (32%) of suggestions from staff indicated that an improved staffing pattern (e.g.
adequacy and composition of staff for monitoring duties) would contribute to the sexual safety of
men and women residing on the same unit. Nearly another quarter (24%) suggested befter
supervision and training of staff and better teamwork would improve the sexuval safety of men
and women residing on the same unit. Addifional staff respondent suggestions for improving
sexual safety included the hospital configuration for the mix of ‘patients; increasing the use of
clinical intervention strategies regarding sexual issues and behavior; and modifying the existing
unit physical enviromment.
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Attitudes and Preferences for Single-Gender Units. Table 10 presents staff opinions on the
helpfiilness for managing sexual safety for BHD to develop plans for an all-women’s umit.

Table 10. Stajf Opinions about an All-Women s Unit

4. HOW HELPFUL DO YOU THINK IT WOULD BE FOR MANAGING SEXUAL SAFETY ON
THE UNJITS FOR BHD TO DEVELOP PLANS FOR AN ALL-WOMEN"S UNFT?
N %

Not at all helpful 10 12.5

Not very helpful 10 12.5
Neutral / Unsure 22 27.5
Somewhat helpful 13 18.8

Very helpfis] 23 28.8

Total 80 100.0

Nearly half (48%) of staff respondents thought it would be somewhat or very helpful for
managing sexual safety on the units for BHD to develop plans for an all-women’s upit. These
respondents thought that this would promote the women on the unit feeling safer and reduce or
eliminate sexuial harassment and contact. Staff also thought an all-women unit could better serve
the subset of women with sexual abuse and trauma issues. Slightly more than a quarter (28%) of
staff were neutral or unsure whether an all-women’s unit would be helpful primarily due to not
being able to control or prevent all sexual contact, including same-gender activity. Additionally,
staff cited the benefit of patients being able to interact and learn from the opposite sex on mixed-
gender units. Another quarter of staff respondents thought that an all-women’s unit would be not
very or not.at all helpful due to the possibility of same-gender sexual activity and that patients
need to fimction in a normalizing environment similar to the community.

Table 11 presents staff opinions on the helpfulness of BHD developing plans for an all-inen’s
unit. Nearly half (49%) of staff respondents thought it would be somewhat or very helpful for

Table 11. Staff Opinions about an All-Men’s Unit

5. HOW. HELPFUL DO YOU THINK IT WOULD BE FOR MANAGING SEXUAL SAFETY ON THE UNITS.
FOR BHD TO DEVELOP PLANS FOR AN ALE-MEN'S UNIT?

N %
Not at-all helpful 12 15.2
Not very helpful 8 10.1
Neutral / Unsure 20 253
Somewhat helpful 14 17.7
Very helpful 23 316
Fotal 79 100.0

managing sexual safety on the units for BHD to develop plans for an all-men’s unit. Respondents
thought that this could help particularly high-risk men from taking advantage of vulnerable
fernales and provide a safer, less violent environment for the rest of the patient population. Those
staff respondents who were unsure (25%) cited concerns that this might shift the risk of sexual
behavior toward vulnerable male patients, and that an all-male unit may be more violent than 4
mixed-gender unit. Another quarter of respondents thought that an all-men’s unit would not be
very of at all helpful, and also cited concerns about same-gender sexual behavior and the abuse

of vulnerable males.
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