COUNTY OF MILWAUKEE
Behavioral Health Division Administration
Inter-Office Communication

DATE: August 22, 2016

TO: Dr. Robert Chayer, Quality Committee
Milwaukee County Mental Health Board

FROM: Jennifer Bergersen, Chief Clinical Officer, Behavioral Health Division
SUBJECT: BHD Quality Management Services: Quality Re-Design Initiatives 2016 * Drafts
REQUEST: informational

The Milwaukee County Behavioral Health Division is undergoing transformative change in the pursuit of
a best practice, nationally recognized behavioral health center of excellence. Some of the quality
initiatives and projects that are currently underway include the following committees. Team leaders of
these projects will be present to discuss updates at the Quality Board Meeting on September 12, 2016.
This report is informational only, no action required. *The work teams and chartered activities below
continue to evolve are in various stages in need of executive leadership authorization.

QUALITY MANAGEMENT SERVICES {QMS):

BHD will:

Opportunity: Develop a centralized, consolidated Quality Management Department across the Behavioral
Health Division.

Gap: Strengthening, measuring and assessing the performance of care and service delivery through the
collection and analysis of data.

The team will work through subcommittees with individual charters to measure and assess the current
performance of care and service in the following domains:

e Contract Performance Measurement

e Compliment, Complaint, and Grievances
+ Data Regquest Management

¢ The Client Experience/Satisfaction

* Incident Reporting & Analysis

¢ Performance Improvement

The QMS project objectives are to strengthen and implement quality and performance improvement
initiatives and take action where indicated. The vision includes the design of new services, and/or
improvement of existing services. The achievements will focus on a systematic approach to assessing care
and services and improving them on a priority basis.




Measurable steps to achieve the project objectives are to: (1) develop and formalize committee and
subcommittee project charters with identified leadership; (2) facilitate the mapping of current work flows
(as needed) to understand current state, and support development of transformation to future state; (3)
lead the setting of timelines, milestones, reporting schedule, and communication plans; {4) ldentify and
utilize an evidence-based standard, published set of criteria {metrics) to assist in the process.

Contract Performance Measurement:
BHD will:

Opportunity: To develop a set of evidence-based performance measures to evaluate the quality and cost-
effectiveness of care provided by BHD contracted agencies.

Gap(s): Wide variance in the types and operationalization of process and outcome measures employed
by different levels of care and within different branches of BHD. Variation of reporting requirements.

This team will create a set of performance measures for contracted services. This set will include both
measures which are uniform across all services and branches within BHD, as well as measures which are
tailored to the given service and/or branch under question. It will not supersede existing reporting
requirements to which services are already subject.

1. This team’s intentions are: a. To develop a set of uniform and unique performance measures for all
provider services with which BHD contracts. b, Ensure that these performance measures can be efficiently
and accurate collected (e.g., by making use of existing data collection requirements) and are not unduly
burdensome to consumers and provider staff. c. Ensure that they accurately represent high quality and
cost effective care. d. Ensure that they accurately represent consumer recovery. €. Ensure that they are
appropriate to the service being provided, with consideration for the service’s mission and purpose within
the recovery continuum. 2. Qur vision is that our performance measures will enable us to accurately and
meaningfully depict the quality of care provided, but help to inform remedial efforts should the
performance measures data suggest subpar quality of care. '

Measurable steps to achieve the project objectives include: (1) Regularly scheduled meetings. (2)
Complete a charter, {3) Develop an overall plan in which different metrics of performance are situated
within the recovery continuum and continuum of care. {4) Create a broad template applicable for
performance measures for all contracts. (5) Create a list of all contracts which require performance
measures to catalogue both initial completion and revision of the performance measures for each
respective contract. (6) Ensure vendor and voice of the consumer.

Compliment, Complaint and Grievances:

Opportunity (ies): To develop a centralized, effective electronic methodology to track all BHD
compliments, complaints, grievances and appeals, and to develop mechanisms to utilize client feedback
data for service enhancement and improvement. '

Gaps: Clear performance measures to determine if changes result in improvement including an initial
performance baseline; a process to inform and collaborate with operations on grievance/appeals
resolution,



The scope includes (1) all complaints from any client, significant others, family or support person receiving
services directly provided by MCBHD or contracted providers or vendors; and (2) client concerns related
to costs of care and treatment/billing across all BHD departments (CARS/WRAP/ACUTE etc.)

The project objectives are to (1) provide all BHD clients the highest quality services by effectively and
promptly responding to, and addressing concerns; and (2) ensure the above process meets state, federal
and accreditation requirements.

Measurable steps to achieve the project objectives include: (1} develop process map of the current
systems; {2) create process map of the future state reflective of an efficient, effective, prompt and fair
feedback management system; {3} plan to review, measure and identify appropriate data to provide
feedback for quality initiatives and improvements; {4) use Voice of the Consumer data generated through
peer specialist team membership and community conversations; {5} consult evidenced-based practices
for reference and design; {(6) interface with provider contract management and develop BHD mechanism
to share information in performance reviews, etc.

Data Request Management

Opportunity: Healthcare analytics comprises the system of tools, techniques and people required to
consistently and reliably generate accurate, validated and trustworthy business and clinical insight.

Gap: Data stored in source systems is very rarely useful on its own. Just like any raw material, data must
be processed in order to become useful.

To define and implement a uniform and central reporting mechanism to manage data requests, including
the determination of frequency of reporting to internal and external partners, and the direct application
and usage of value-added content.

The project goals are to: (1) Develop a process mapping of how data requests are currently heing
managed. {2} Catalogue all regular reports (title, purpose, audience, frequency, data terms, data source);
(3} Determine internal data needs and the information and content to meet those needs. {4) Identify and
utilize an evidence-based standard, published set of criteria to assist in developing the data request
management process. (5) Create a standardized template and process for requests. {6) Evaluate report
content and frequency for value-added usage.

The Client Experience/Satisfaction

Opportunity: To develop and implement a consistent patient/client satisfaction survey process for Acute
Inpatient (Acute Adult Inpatient Service & Child/Adolescent Inpatient Service), CARS Division (TCM, CSP,
Day Treatment, Residential and Outpatient MH), and Wraparound Milwaukee,

Performance Gap to be addressed: = Consistent patient/client satisfaction survey tool{s} = Consistent
survey distribution and collection methods ¢ Consistent survey data entry, analysis and reporting
Consistent patient/client satisfaction survey targets.

The project scope includes all patient/client satisfaction survey tools and processes at BHD.

The project objectives are to utilize a consistent tool and methodology to collect, analyze, and report on
BHD patient/client satisfaction.



Measurable steps to achieve the project objectives are: 1. Discuss patient/client satisfaction survey tools
and processes currently utilized in Acute Inpatient, CARS, and Wraparound 2. Prepare flow charts of
current vs. proposed patient/client satisfaction surveying processes 3. Determine potential patient
satisfaction measurement firms to outsource this process to and review their patient/client satisfaction
survey templates 4. Receive proposed service agreements from external patient satisfaction
measurement firms to provide services for TCM and/or BHD's entire surveying process 5. Prepare a
financial plan to compare costs incurred to continue current processes vs. outsourcing 6. Provide
recommendations on a streamlined patient satisfaction survey process that includes: survey tools,
processes, outsourcing options, resource allocation, and potential cost savings.

Project Updates Next Quarter:

» Incident Reporting
s Performance Improvement

Respectfully submitted,

C\U/m%{jkt/ @i@(@@&ﬂ, v

Jennifer Bergersen, Chief Clinical Officer
Milwaukee County Behavioral Health Division,
Department of Health and Human Services




ré,,'«i-mu.,.ﬁ, Milwaukee County Behavioral Health Division
£
g iy 2016 Key Performance Indicators (KPI) Dashboard
OU,N} 8/23/2016,
2016 2016 2016 2016 2016 2015 |Benchmark
Program item Measure S Formula
Quarter 1 | Quarter 2 | Projection | Target |Status (1)| Actual Source
1 |Service Volume - AODA 1,943 2,125 6,588 5,640 6,254 BHD (2)  [# of clients with at least one event in any substance abuse level of care
2 |Service Volume - Mental Health - 2,986 S,DUE 4,39?5 4,756 5010 | BHD(z) |#of clients with at least ane event in any mental health level of care
3 \Discharge (Client Discharged During Quarter Who Stayed in Services 6 Months or Less) | ]
| 4 |Inpatient Utilization Offset NA 27.72% 27.7% E - BHD (2) |Relative change in average # of psychiatric bed days fmm;‘jmisslon te discharge
5 |Abstinence frojn dryg and alcohol use 26.8% 18.98% 22.9% - - BHD (2) |Relative change in # reporting abstinence from drugs or alcohol from admission to discharge
Community [ 6 1 Eéduction in Homelessness or in Shelters - 14.3% 21.49% 17.9% - - BHD (2) |Relative change in # reporting living in shelters or homeless from admission to discharge -
Access To 7 |Increase in Employment (Full or Part Time-Competitive) 7 9.4% 40.87% 25.1% - = _ BHD (2) |Relative change in # reporting full or part time employment from admission to discharge
Recovery 8 ‘G Month Follow Up (First 6 Month Follow Up for Clients Open in Services During Quarter) B e
Services 9 |Inpatient Utilization Offset 60.4% 75.20% 67.8% 61.0% 60.3% BHD (2) [Relative change in average # of psychiatric bed days six months after admission
10 Abstinence from drug and alcohol use - - 45.5% 5.20% 25.3% 8373% 82.5% BHD (2)  [Relative change in # reporting abstinence from drugs or alcohol six months after admission
11 g ﬁeduction in Homelessness or in Shelters 50.0% 33.00% 41.5% 78.1% 77.3% BHD (2) [Relative change in # reporting living in shelters or homeless six months after admission - -
12 |Increase in Employment (#Um)r Part Time-Competitive) B 455% | -22.35% 11.6% 34.2% 33.9% | BHD(2) |Relative change in # reporting full or part time employment six months after admission
lBy Quarter B -
13 |Percent Of clients returning to DEtOK within 30 days 48.02% 58.52% 53.3% NA(s) 19.6% BHD {2) |Percent of readmissions that occurred within 30 days of discharge from the previous admission
14 [Families served in Wraparound HMO (unduplicated count) 2,589 3,310 3,146 3,300 3,047 BHD (2) |Families served in Wraparound HMO (unduplicated count)
15 |Annual Family Satisfaction Average Score (Rating scale of 1-5) 4.5 4.5 4.6 >=4.0 4.6 BHD (2) |Average level of Family Satisfaction (Rating scale of 1-5)
Wraparound 16 |Pe Percentage of enrollee days in a home type setting (enrolled through Juvenile Justice system) 59.6 59 59.0% |[>=75% 62% BHD (2) |Percentage of enrollee days in a home type setting (enrolled through luvenlle Justice system] I
| 17 |Average level of "Needs Met" at disenrollement (Rating scale of 1-5) 3.12 2.94 2.9 >=3.0 3.2 BHD (2) |Average level of "Needs Met" at disenrollement (Rating scale of 1-5)
18 |Percentage of youth who have achieved permanency at disenrollment 55% 52% 52.0% [>=70% 58% BHD (2) |Percentage of youth who have achieved permanency at disenrollment
19 |Percentage of Informal Supports on a Child and Family Team 42.30% 42.90% 43.0% |>=50% A2% BHD (2) |Percentage of Informal Supports on a Child and Family Team
20 |Admissions - 2,138 2,169 8,614 5,000 10,173 BHD (2) |Pcs patient admissions
‘21 |Emergency Detentions - 1,074 1,118 7&,384 4,500 5,334 BHD (2)  [PCS admissions where patient had a legal status of "Emergency Detention” =
Crisis Service | 22 [Percent of patients returning to PCS within 3 days 7.7% 7.2% 7.2% 8% 8% BHD (2)  [Percent of patient admissions occuring within 3 days of patient's prior discharge from the program
23 |Percent of patients returning to PCS within 30 days 24.5% 24.4% 24.4% 20% 25% CMS (1) |Percent of patient admisslons occuring within 30 days of patient's prior discharge from the program
24 |Percent of time on waitlist status 76.4% 72.3% 74.4% 10% 16% BHD (2) |PCS hours on Waitlist Status / Total hours in time period x 100
25 Admissions 193 176 738 850 965 BHD (2) |Acute Adult Inpatient Service patient admissions ]
26 |Average Daily Census 45.4 46.0 45.7 48.0 47.2 BHD (2)  [Sum of the midnight census for the time period / Days in time period
27 |Percent ofEatients returning to Acute Adult within 30 days 11.4% 10.7% 11.1% 7% 11% NRI (3)  [Percentof patient admissions occuring within 30 days of patient's prior dlscharge from the program
Acute Adult | 28 |Percent of patients responding posﬂely to satisfaction survey 76.8% 69.0% 72.9% 74% 73% NRI(3)  |Percent of patients selecting "Agree” or "Strongly Agree” to survey items
Inpatient 29 (Iflhada ChOiCE of hUSpiEEﬂS, | would still choose this one. (MHSIP Survey) 64.3% 54.4% | 59.4% 65% 63% BHD (2) |Percentof patients selecting "Agree" or "Strongly Agree" to survey ltem
Service 30 |HBIPS 2- Hours of Physical Restraint Rate B 3.05 2.97 3.01 0.66 7.2 CMS (4)  |Total number of hours patients were in physical restraint per 1,000 inpatient hours
31 [HBIPS 3 - Hours of Locked Seclusion Rate - 0.54 0.63 0.59 0.14 0.47 CMS (4)  [Total number of hours patients were in locked seclusion per 1,000 inpatient hours
32 [HBIPS 4 - Patients dlscharg_gd on multiple antipsychotic medications 13.7% 17.9% 15.6% 9.5% 13% CMS (4)  [Percent of patients discharged on 2 or more antipsychotic medications
33 |HBIPS 5 - Patients discharged on multiple antipsychotic medications with appropriate justification 96.2% 96.7% 96.4% 32.8% 98% CMS (4) |Percent of patients discharged on 2 or mare antipsychotic medications with documented Justification -
34 |Admissions - 193 167 720 800 919 BHD (2) |cAls patient admissions
35 [Average Daily Census 5.3 10.1 9.7 11.0 9.8 BHD (2) |sum of the midnight census for the time periad / Days in time periad B
Child / 36 |Percent of patients returning to CAIS W'Iﬂﬂl"l 30 daﬂ ) 15.1% _1_1_5.?% 15.0% 11% 16% BHD (2) [Percent of patient admissions occuring within 30 days of patient's prior discharge from the program
Adblescent 37 [Percent of patients responding positively to satisfaction survey 83.8% 79.7% 81.8% 74% 71% BHD (2)  [Percent of patients selecting "Agree" or "Strongly Agree” ta survey items
Inpatient 38 |Overall, | am satisfied with the services | received. (CAIS Youth Survey) 77.8% | 73.7% 75.8% 80% 74% BHD (2) [Percent of patients selecting "Agree" or "Strongly Agree” to survey item -
Service (CAIS) 39 HB[PS 2 - Hours of Physical Restraint Rate 5.31 3.44 _4.38 0.22 52 CMS (4)  |Total number of hours patients were in physical restraint per 1,000 inpatient hours
| 40 HBIPS 3 - Hours of Locked Seclusion Rate - 0.17 0.00 0.09 0.34 0.42 CMS (4)  |Total number of hours patients were in locked seclusfon per 1,000 inpatient hours
41 |HBIPS 4 - Patients discharged on multiple antipsychotic medications 2.6% 1.8% 2.3% 3.0% 2% CMS (4)  |Percent of patients discharged on 2 or more antipsychotic medications
42 |HBIPS 5 - Patients discharged on multiple antipsychotic medications with appropriate justification 100.0% 66.6% 87.5% 39.9% 100% CMS (4)  |Percant of patients discharged on 2 or more antipsychotic medications wlth documented justification
Einancial 43 |Total BHD Revenue (millions) - - T F $129.4 | $129.4 $120.2
44 |Total BHD Expenditure (millions) - - $188.2 | 5188.2 $173.5
Notes:

(1) 2016 Status color definitions: Red (below 20% of benchmark), Yellow (within 20% of benchmark), Green (meets or exceeds benchmark)

(2) Performance measure target was set using historical BHD trends

(3) Performance measure target was set using National Association of State Mental Health Directors Research Institute national averages

(4) Performance measure target was set using Centers for Medicare & Medicaid (CMS) Hospital Compare national averages




CARS Quarterly Report

Number of Clients Receiving Service,

By Program
_ Q42015 Q12016 Q22016 Number of Clients Receiving
Adult Family Home 16 14 14 .
CBRF 117 123 131 Service
CCS 244 28 388 5000
CLASP 63 80 71
Community Suppert Program 1,281 1,308 1,292 p— ‘
Crisis Case Management 57 77 6 J l
CRS 44 37 34 g .
AQDA Day Treatment 25 24 31 R
- Detoxification | 342 690 688 =
MH Day Treatment 25 26 24 S 2000
Outpatient-AODA 306 309 347 & .
Outpatient-MH 29 44 54 iido
Recovery Support Coordination 380 418 472
_ Targeted Case Management: 1,470 1,476 1,486
Transitional Residential 214 21 25 0 Q4 2015 Q1 2016 Q2 2018
Quarter
Some programs in Q4 2015 expetienced a lower number of clients
receiving service due to delay of EHR implementation.
Admissions By Program
Q42015 Q12016 Q22016 Admissions
Adult Family Home 7 1 q 3200
Ly, — CBRE = 77 12 1
ICES=—"——+ - 125 64 121 2800
CLASP , 24 30 24 -
Community Support Program 119 54 50 %
Crisis Case Management 24 20 52 ‘@ 2000
CRS 19 1 1 E
AODA Day Treatment 17 20 21 &, e
Detoxification 1,420 1,366 1,643 E {540
MH Day Treatment 8 10 9 3
Outpatient-AODA 213 200 226 © o0
Outpatient-MH 62 194 91
Recovery Support Coordination 212 274 279 400
Targeted C_aS'_E_ Management 118 117 118 o
Transitional Residential 267 201 222 Q4 2015 Q12016 Q22016

Quarter

Some programs in Q4 2015 experienced a higher number of admissions
due to administrative data entry after EHR implementation.

CBRF - Community Based Residential Facility

CCS - Comprehensive Community Services

CLASP - Community Linkages and Stabilzation Program
GRS - Communily Recovery Services




Number of Days

Number of Clients

Referrals /Intakes by Access Point

Referrals /Intakes By Access Point

Access Clinic at BHD
Access Clinic South
CARS
IMPACT
JusticePoint
M&S

ucec

Q42015 Q12016 Q22016

109 135 151

15 13 11
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51 49 40

158 202 224

!ii 43 43

450
400 - e
350
300
250
200
150 =—= = ———
—
100
50 —— =
___///7 — — =
Q4 2015 Q12016 Q2 2016
Quarter
—— Access Clinic at BHD —— Access Clinic South  —— CARS
— IMPACT —— JusticePoint M&s
uce —WCS

Average Days on Wait List- MH Programs

140

Average Days on Wait List - AODA

Residential
24

120 =

100

80 B =

60 -

40

20

0 v
Q4 2015 Q1 2016

Quarter

Q2 2016

___DayTreatmentMH
— CBRF csp (OT-MH) TCM

20

16 7

12

Number of Days

Q4 2015

Q12016
Quarter

Q2 2018




August 31, 2016 BHD Report to Qudality Committee of MHB 4

Joint Commiission Readiness
Accomplishments and developments key areas that reflect current status in relation to accreditation

readiness.

Case Management Department re-design
Clinical pertinence review

Policy and procedure revision/pending
Treatment Plan workgroups

¢ Treatment Plan not part of electronic medical record (EMR)
¢ Problem List not part of EMR

Redesign of Quality Management Systems Department
Redesign of Contract Management Services
Refinement of Key Performance Indicators, benchmarks and CMS/HBIPS reporting

Performance Improvement [Pl) fraining on-line, house-wide

Accurate and complete documentation of medication administration
+  Medication control and security; medication labeling

¢ Medication Reconciliation Process remains difficult with cuirent EMR

Most Environmental risks inpatient units have been corrected. Detailed reports documented.

e Infection Confrol Risk Assessment completed
e Inlerim Life Safety Measures (ILSM) Plan needs fo be completed

KEY:
«  Mdajor improvements; progressing on-schedule; at or near completion or compliont

Some progress; confinues fo be high-priority
¢ little or no progress: Roadblocks or barriers encountered




COUNTY OF MiLWAUKEE
Behavioral Health Division Administration
Inter-Office Communication

DATE: August 22, 2016

TO: Dr. Robert Chayer, Quality Committee
Milwaukee County Mental Health Board

FROM: Linda Oczus, Chief Nursing Officer, Behavioral Health Division
SUBJECT: Board Report- Acute Inpatient Recertification Survey - june 2016
REQUEST: informational

On June 16, 2016, State Surveyors from DHS completed a 3 day unannounced recertification survey for
the hospital. The purpose of this survey was to review our compliance with State and Federal regulations
for hospitals and the Life Safety Codes. The survey included a review of hospital systems, processes and
policies, medical record documentation, a comprehensive review of the physical plant and patient and
staff interviews. The survey team reviewed the hospital for compliance with not only State DHS
requirements but Federal CMS requirements as well.

State and Federal citations were issued and the hospital was found to be out of compliance with one
condition of participation related to the physical environment, however no citations were high level or
systemic in nature. Clinical areas receiving citations included medical staff, nursing, infection control and
dietary services, An onsite review of the dietary services revealed a number of infection control issues
such as personnel not wearing required hair restraints and inappropriate storage of utensils in the
kitchen/food prep areas. Documentation of psychiatric evaluations, H&Ps and treatment planning
updates were an area of concern.

A specific plan of correction was submitted for each clinical area cited and included re-education of staff,
audits of the various missing medical record components as well as onsite visits to various contractors
including the food preparation areas at the House of Correction.

A number of citations were given related to the physical plant and environment, many of which require
long range repairs and had improvement plans underway at the time of the survey. The majority of the
life safety, or K- tag citations, consisted of a variety of concerns surrounding the sprinkler system in the
building ranging from sprinkler head cover replacements to the need to install new spriniler heads in
various parts of the hospital. Short term corrections were made and long range replacement of the
sprinkler heads is planned to start in Septerﬁber of 2016. The state engineer returned for his
recertification visit on September 11", noted several areas of correction and those citations not yet
addressed were resubmitted for ongoing follow-up.

Of particular note, surveyors commented on the “tremendous progress” which has been made since their
last survey of the hospital three years ago. In response to the accepted plan of correction for clinical areas
of concern, a follow-up clinical review is expected within 60 days from the date of alleged compliance.




Wraparound Milwaukee
2016 Resource Fair - Data & Evaluations

3

Attendees 2016 2014
Youth & Family Members 392 2?0
{(approximately} (approximately)
CC/Leads/Sups 107 83
79 46
Guests (59 signed-in + {26 signed-in +
20 estimated walk-ins) 20 estimated walk-ins)
Vendors 2016 2014
Registered Vendors 72 72
Non-registered, showed up 2 1
Registered, no showed 7 4
{6 Community, 1 WPN)
Total Attended Event 67 vendors 69 vendors
Evaluations = 77 completed (2014 = 77 completed)
1. Was the Fair helpful in providing you with information about resources? Yes No
100% | 0%
2. Is meeting/networking with resources important to you? Yes No
100% | 0%

3. How do you prefer to meet/network with resources (check all that you prefer)?
In-Person = 66% Email = 27% Phone =19% All of the above =10%  Other: Facebook, CC

4. What other resources or services would you like to have at the next Fair?
LGBT resources for teens (Diverse & Resilient present) {2) DVR/lob Corp (present}{2)
More autism programs (present) summer activities (present)
faw enforcement — next Fair: Work with District 7 (MUTT) for MPD
Job opportunities (3) — next Fair: invite temp agencies (ie: SEEK)
food banks/pantries (2) - next Fair: invite Hunger Task Force and Impact 211 again
Spanish speaking vendors — next Fair: — Providers at the fair should wear name tags that state “Se hablo espanol.”

Vendors should be identified on their vendor sign.
schools {MPS present) housing {2} = next Fair: Invite Community Advocates again
Recreational activities (Milwaukee Rec present)

Independent Living {present)

groups/categories by need so it is easier to maneuver per need — next Fair: how do we do this?

Resources for children with special needs (present)

CA\USERS\JENNIFERBERG ERSEN\APPDATA\LOCAL\MICROSOFT\WINDOWS\TEMPORARY INTERNET
Resource Fair Date: 06/17/2016

FILES\CONTENT.IES\VQ7IZERS\DATA 2016.D0CX



| 5. On a scale from 1-5, how do you rate this resource fair? 4.73 (5 point scale) ]

6. What did you like the least about the Fair?

More food options (4} not enough educational resources for older youth and adults

sharing tables (2)  very closes together stations {2) no lunch air conditioning could have been higher

Hard to talk and stay out of everybody’s way ~Not every vendor was on time  parking

already have many of the services Need more space in isles  Need a bigger space

PA system was very hard and speaker were directly overhead loud, bad mic system (2} speaker system was bad
scattered  Too long 10-2 would be sufficient Were given a 4 a table and only one chair. We sent 2 staff people.

7. What did you like the best about the Fair?
Networking with WAM staff, CC and clients  variety of resources  being able to talk to vendors
People were friendly —networking with other vendors (2)  many resources
person in front of lobby helping us foad everything inside All great and very helpful
thank you for a great job  liked the drinks and snacks  many resources and # of families
a lot of resources  everything was great  everything  families  many vendors
meeting other professionals  attendance variety of attendees meeting new people
finding out about new resources in the community to benefit my family and family resources
resources and goodies networking ~ everything  resources variety of resources
opportunity to meet new people and gather information  zoo passes
networking and meeting CC and families a lot of resources
There are all types of help in Milwaukee. You just have to search or ask questions. Goodies
getting a lot of info from people  everything  the range in services that were represented
a lot of great providers  friendly individuals  overall it was nice  resources, fun for families, networking
amazing day and a reward afterwards at the zoo  famifies, professionals, new CC diversity of people in attendance
so many resources  good flow, set up lot of different resources available
enjoying time with my family ~ good info  networking meeting people | have talked to
people that were here represent the company  very well organized  lots of valuable info turn-out everything
fots of good resources resources  all the vendors  info about different services
a lot of information  met some knowledgeable people/experts face-to-face with each resource variety
family engagement  free stuff community resources because they are sustainable
staff great providers and staff opportunity to network with variety of service providers
very organized and respectful  conversing with vendor to find out more info about programs

8. Please check your role at the Fair:

Wraparound Network Provider = 35% (27)

Staff Member of Wraparound/REACH/FISS/O-YEAH = 26% (20)
Community Agency Representative = 21% (16)

Family Member/Family Representative = 18% (14)

CAUSERS\JENNIFERBERGERSENAPP DATAV\LOCAL\MICROSQOFT\WINDOWS\TEMPORARY INTERNET
FILES\CONTENT.IES\WQ7IZERS\DATA 2016.DOCX Resource Fair Date: 06/17/2016



Good Nutrition is Our Mission

<

Alternatives in Psychological
Consultation S.C.

Change Leaders: Nicole Messer & Portia Menges

Change Team: Jeremiah Bell, Brian Costigan, Kim Rossettie, &
Abby Weatherspoon




Survey 1

* The Good Nutrition is Our Mission Committee

conducted an agency wide survey to identify if barriers
existed to eating well and having good nutrition

* 133 consumers surveyed within all departments

Results showed:

i PrOblem - 81.2% said they'd like assistance with eating
| healthier

* 62.12% wanted help Eating Healthy on a Budget
* 26.9% wanted Education on Health Eating

- 18.6% wanted Resources on where to find
Healthy Food




Survey 2
6 Weeks Later

Began Pilot Study including 48 consumers
INITIAL RESULTS:

* 71% of consumer’s felt comfortable cooking, but
only 45.14% considered their meals healthy

* This was defined as including fruits, vegetables,
whole grains, proteins, low sugar, low fat

Our AIM was to increase this
percentage

45.14%




5 week intervention

* Providers shared information each week regarding:
»Eating Healthy on a Budget

»Education on Health Eating
»Resources on where to find Healthy Food

* We partnered with Hunger Task Force to assist us
in creating packets with information and resources




Actual

Qutcomes

Follow-up Survey
75% retention rate between surveys 2-3

Percentage of reported healthy eating increased from

45.14% = 54 .57%!

* 90.6% reported being better equipped to make

healthier meal choices

* 91% reported more awareness of resources in

Milwaukee that provide healthy food

* 93.8% reported more awareness of ways to eat healthy

on a budget

- 87% reported they will continue to use the information

provided in the future




Feedback & Next Steps

* Feedback

 Consumer’s reported wanting more information on:
* Where the Mobile Market will be in the future
* Exercise Ideas

* How to lose weight
What We * How to count calories

| earn ed - Eating healthy with diet restrictions

* Next Steps

* APC will continue partnership with the Hunger Task
Force

* The Good Nutrition is Our Mission Committee will utilize
information gained to implement resources and
information on nutrition to consumers agency wide




Draft

Mid-Year Update

PCS Hospital Transfer
Waitlist Report

This report contains information describing the first six {6) of 2016 are summarized as follows:

» 7 hospital transfer waitlist events occurred
Prepared by:
* PCS was on hospital transfer waitlist status 77.2% Quality Improvement Department

e The 801 individuals delayed comprised 18.6% of the total PCS admissions (4,307)
Date: August 26, 2016
* The median wait time for all individuals delayed was 4.1 hours

* The average length of waitlist per patient is 7.4 hours




Draft

Definitions:

Waitlist: When there is a lack of available beds between the Acute Inpatient Units and the Observation Unit. Census cut offis 5 or less
open beds. These actions are independent of acuity or volume issues in PCS.

Diversion: A total lack of capacity in PCS and a lack of Acute Inpatient and Observation Unit beds. It results in actual closing of the door with
no admissions to PCS allowed. Moreover, it requires law enforcement notification and Chapter 51 patients re-routed.

Reporting Time Period: The data in this report reflects three (3) years or the last twelve {(12) quarters, unless specified otherwise.

-
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Figure 1. 2013-2016
BHD Police Diversion Status
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*There have been no police diversion in the last 7 year, last police diversion was in 2008
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Figure 2. 2013-2016
PCS and Acute Adult Admissions
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Figure 3. 2013-2016
Percent of Time on Waitlist Status
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*Waitlist Percent = Waitlist Duration/ (Number of day in the quarter*24)
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Figure 4. 2013-2016
Patients on Hospital Transfer Waitlist
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Figure 6. 2013-2016
Average Duration of Event
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Figure 7. 2013 - 2016
Median Wait Time For Individuals Delayed
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Figure 8. 2013-2016
Average Length of Waitlist For Individuals Delayed
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70.0

Figure 9. 2013-2016
Acute Adult/CAIS
Average Daily Census

50.0
40.0
30.0
20.0

Census

——

100 B—n = =

Q22013 Q3 Q4 Q12014 Q2
=e—Acute Adult  59.5 59.2 58.5 55.0 55.5
-l CAIS 8.6 8.2 8.0 8.9 8.7

= g— —i—8 - o m

Q3 Q4 Q12015 Q2 Q3 Q4 Q12016 Q2
35.7 54.4 47.1 50.8 48.3 47.2 45,5 45.8
8.5 8.9 11.1 10.7 10.1 99 9.3 9.7

*Average Daily Census = Patient days/amount of days per quarter
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Figure 10. 2013-2016
Acute Adult/CAIS
Budgeted Occupancy Rate
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*Occupancy Rate = Patient's Day/ (Number of day in the quarter*number of beds budgeted)
*Reduced staffing impacted operation bed count
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Figure 11. 2013-2016
Number of patients on waitlist for 24 hours or greater
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Figure 12. 2013-2016
Patients on waitlist for 24 hours or greater as a percentage of number of clients waitlisted
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*Percent = Number of Patients on waitlist for 24 hours or greater/Number of Clients Waitlisted
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Figure 13. 2013-2016
Patients on waitlist for 24 hours or greater as a percentage of PCS Admission
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Figure 14. 2016 (January 1 to June 30)
Disposition of all PCS admission
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