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Quality Initiative/Project: 
Quadruple Aim Impacted 

Population 
Health 

Client 
Experience Cost of Care Staff Quality 

of Life 
1. Qualitative Research and Focus Groups During COVID

This effort formalized a process of conducting Focus Groups of BHD consumers/customers to 
ensure that the voice of the consumer is incorporated into quality improvement measures. Given 
that our ability to meet with clients in person has been limited in the last several months, we 
have been able to successfully transition to online focus groups and individual interviews with 
clients and other stakeholders so this key element of our quality activities has not been lost 
during the time of COVID. 

2. Telehealth Implementation/Expansion Updates

CARS has continued to engage in efforts to both optimize our current telehealth implementation, 
as well as prepare for future expansion of this modality when COVID ends. These efforts include 
the re-administration of the client experience with telehealth survey that was originally deployed 
last spring, the development of a provider experience with telehealth survey, and the continued 
collection of telehealth utilization and impact data. We have also begun to partner with Aurora 
Health Care and other key stakeholders to advocate for the continued use of telehealth beyond 
the pandemic. Included in these advocacy efforts are a position paper and attendance at the 
State of Wisconsin’s Telehealth Policy External Feedback Group.  

3. Employee Engagement Survey/Staff Quality of Life

As a part of the ongoing CARS Quality Plan, the CARS staff quality of life committee has been 
discussing the need to measure employee engagement within CARS. Coincidentally, a new 
iteration of a county-wide employee engagement survey was just sent to all employees in 
December. The committee plans on receiving the survey results in the first quarter of 2021 and 
will present them to all CARS staff shortly thereafter, with the ultimate goal of using these results 
to find ways to increase staff engagement. These data will also serve as a baseline for future 
comparison, as the committee plans to survey CARS staff on a regular basis going forward. 

2



4. Outpatient Plus Value Analysis 
 
This effort is focused on assessed the value of one of our newly implemented programs, 
Outpatient Plus (OPP), to determine whether the service is cost-effective, efficacious, and has 
meaningfully impacted our AODA system of care. It involves a comparison of the OPP program to 
one of our existing levels of care, Bridge Housing services, and will also examine whether OPP has 
improved the throughput of our AODA Residential Wait List. 
  

   
 

5. Client Experience Survey Implementation 
 
Implementation of the internally created Client Experience survey is ongoing, with three grants 
and four programs now utilizing the survey. Through the use of the survey platform Qualtrics, 
program managers will also be able to monitor their survey results in real-time and track progress 
toward achieving Contract Performance Measures, implement quality improvement projects, and 
prioritize the voice of the consumer in care delivery.  
 

 
  

 

6. Network Provider Experience Survey 
 
CARS has been partnering with other departments at BHD to convene a workgroup and 
implement one of BHD’s eight strategic projects, Contract Management and Network 
Development Project. One of the workgroups of this project, the Network Development 
workgroup, has assumed the task of developing a survey that will assess the experience of our 
network providers with BHD as a local management entity. This type of survey is a key element of 
NCQA-Accredited Managed Behavioral Health Organizations, and while we are not currently 
seeking NCQA Accreditation, we believe this survey will help us to create a healthy network that 
is dynamic and responsive to the needs of our community. 
 

 
   

7. Patient Ping 
 
The effort to move clients out of program silos has gotten easier with the addition of Patient Ping.  
Having been rolled out to CARS programs providing case management, or care coordination, this 
technical enhancement allows community providers access to admission, discharge, and transfer 
notifications in real time.  This allows our network of providers to intervene and engage at the 
onset of an admission and reduce re-hospitalizations, lengths of stay, or effectively mitigate what 
may be a growing crisis.  Additionally, the Patient Ping interface allows for the review of 
emergency department and hospitalizations to advise staff of opportunities to adjust care plans 
or review the effectiveness of case management to reduce acute costs.   
 

 
 

  

8. Assisted Outpatient Treatment Update 
     



The implementation of this program is in full swing, having admitted at least one client at the 
time of this update.  CARS staff have partnered with staff from the University of Wisconsin-
Milwaukee to form an evaluation team.  This evaluation team is in the process of developing an 
evaluation plan, which will examine critical components of the program, such as clinical 
outcomes, cost, and risk, which we hope will allow us to accurately measure the effectiveness 
and value of the program over time. This effort will also include an assessment of the program’s 
fidelity to the evidence-based model of Assertive Community Treatment. 
 
9. CPM award determination policy 
 
CARS staff have begun developing a policy and procedure regarding the incentivization of 
contract performance measures.  This policy will help provide clear and consistent language on 
how the determination of these incentives is made.  This policy, combined with existing language 
in the contract and contract performance measure manual, will provide all contracted 
organizations with clear guidelines and expectations for awards that are tied to contract 
performance measures.  
 

   
 

10. Process/outcomes assessment forms and reports 
 
CARS is exploring options to develop a library of brief, client-centered assessments made 
available to our provider agencies. These assessments will be coupled with pre-built reports that 
will allow the agencies to track change over time in the clients they serve. We believe this effort 
will make data more available and transparent to both our providers and our clients, assist with 
program evaluation and quality improvement, and lay the foundation for the implementation of 
measurement-based care.   
 

  
 

 

 



POC Evaluation:
Initial Survey Results

Children's Community Mental Health 
Services and Wraparound Milwaukee

Adrienne Sulma and Dana James
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Evaluation Timeline 
2

Solicitation of CC and Admin Feedback

POC Developed and 
Implemented

POC Training Given

CC’s Perceptions Assessed Via Survey

Helpfulness of Training

Ease and Utility

Improved Practice



Survey Respondents
3

How long have you been a care coordinator (by program)?



POC Training – Writer’s 
Guide

4

• Overall positive response between programs, barring Wraparound

• Will share results with Wraparound trainers.



POC: New Language
5

• Overall positive response across programs

• Will continue to monitor language question in future survey



POC: Underlying Needs 6

• Overall positive, family-centered response across programs. 

• Training component more specific to Wraparound process than adjusted POC



POC: Goals
7

• Overall positive response across programs, barring Wraparound.

• Confident training helped most CCs set achievable goals with individuals.



POC: Goals continued 8

• “In some areas I feel the plan of care can be more comprehensive. A lot of times it feels like there is a disconnect between expectations 
of child and family as well as team. While I look at part of our job as being the middle ground when such things occur. I find it difficult to 
change a families perspective on what goals can actually look like versus actual evidence of goals being completed” [REACH CC, 3+ 
years]

• Mixed results between Wraparound and REACH  - maybe a training piece surrounding soft skills rather than POC utilization.



POC: Action Steps
9

• Overall positive response between programs, however, one commented, “Many of my clients have members in their 
CFT that they don’t want to have a action step for. It’s because of this that sometimes not every member is apart of 
their action steps.” [CCS, 6 months – 1 year]

• Most care coordinators utilize CFT team members to assist the youth in achieving goals and meeting underlying 
needs when appropriate. 



POC: Utility
10

• “I still feel the new POC is a little too new to answer some of the questions but the format is easier to read.” 
[Wraparound CC, 6 months – 1 year]

• Mixed results regarding the POC utility among POC’s – this question may be too new for team members as the 
comment suggests. Responses to this question will be monitored at the next surveying period. 



Initial Overall Findings
11

• Family-centered processes with POC
• User-friendly language
• Goals are achievable and progress can easily be seen

Successes

• Life story guide
• Training for action steps
• Engage more family perceptions for POC

Room for Improvement



Future Timeline

• Initial survey data informs practice
• Conduct virtual focus group with families
• Training commences prior to next survey

Utilize Data to Improve Training

• Utilize nearly the same survey questions as initial survey
• Send Care Coordinators
• Compare survey results to the initial one

Employ Follow-Up Survey – February 2021

• Compare the quality of POC’s from the beginning of implementation to later state.

Audit POCs – March/April 2021

• Combine audit process with survey data
• Share results in July 2021

Analyze Survey and Audit Information – May/June 2021
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Annual Action Items for the Mental Health Board Quality Committee 

Refer to QAPI/Patient Safety Plan 

• Reviewing, evaluating and approving the BHD Hospital QAPI/Patient Safety plan annually;

(page 7)

• Determination of the number and distinct improvement projects conducted annually;

(pages 7 and 13)

• Supporting and guiding implementation of quality improvement activities at BHD on-going;

(pages 7 and 13)

• Hospital Scope of Services policy and procedure is to be reviewed and updated annually

• Assess needs and request financial resources to ensure quality improvement activities are

properly planned and budgeted on an annual basis (page 8)

• Mental Health Board Quality Committee will complete an annual Governance of Quality

Assessment (page 9)

BHD QAPI Committee Meetings 

• Monthly; first Friday of every month at 11:00 a.m.

BHD Patient Safety Committee Meetings 

• Every other month/Six times per year; first Thursday of every other month at 9: 00 a.m.

Quality Committee of the Board (2021) 

• January 4, 2021

• March 1, 2021

• May 3, 2021

• July 12, 2021*

• September 13, 2021*

• November 1, 2021

All dates fall on the first Monday of the month unless it falls on a holiday*. 

BHD Enterprise-Wide Quality Management Services Committee; (a rotation of operations/PI, education 

and data analysis/planning) 

• Monthly:  Fourth Friday at 8:30 a.m.

Notes: 

12/29/20 jb 
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I. Hospital QAPI /Patient Safety Plan 
 

Purpose 
 
The Milwaukee County Behavioral Health Division’s (BHD) written QAPI/Patient Safety plan is 
a description of the organizational, multidisciplinary, and systematic performance improvement 
function and patient safety function designed to support the Mission, Values, and Philosophy of the 
Milwaukee County Behavioral Health Division (BHD). Moreover, the Performance 
Improvement/Patient Safety is an ongoing program that demonstrates measurable improvement in 
indicators for which there is evidence that they will improve patient outcomes and identify and reduce 
medical errors. 

Performance improvement and Patient Safety principles will drive the decision making within the 
organization. Decisions will be made to promote excellence in quality of care, quality of life, 
patient choice, person directed care, and patient transitions. Focus areas will include all systems 
that affect patient and family satisfaction, quality of care and services provided, and all areas that 
affect the quality of life for persons living and working in the organization. 

 
The Milwaukee County Behavioral Health Division (BHD) provides care and treatment for adults, 
children, and adolescents with serious behavioral health and substance use disorders. Care is 
provided through County-operated programs, and contracts with community agencies, and 
provider partnerships. Services include intensive short-term treatment, acute psychiatric hospital 
services, crisis services, and an array of supportive community behavioral health programs. 

 
Mission 

 
Department of Health and Human Services: Empowering safe, healthy, meaningful lives. 
Behavioral Health Division: Empowering safe, healthy, meaningful lives through connections that 
support recovery. 

 
Vision 

 
The Milwaukee County Behavioral Health Division, through fostering strategic community 
partnerships, will become an Integrated, Community Based Behavioral Health System of Care 
providing a dynamic, and comprehensive array of services, including community based, 
emergency, and acute services, to meet the behavioral health care needs of individuals and 
families. 

 
Philosophy of and Partnership in Care 

 
Patients/Clients will be provided care in a person-centered, recovery oriented, trauma informed, 
culturally intelligent, least restrictive environment, with patient/clients and families as essential 
members of the care team. Partners in this vision include other stakeholders within Milwaukee 
County, the greater Milwaukee and Wisconsin communities, and nationally. 
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Culture of Quality, Safety and Innovation 
 
A culture of data driven decision making and continuous improvement, focused on quality and 
safety, meeting and exceeding regulatory, accrediting, best practice standards and patient and 
family expectations will be created. Technology will be implemented, created, effectively used 
and disseminated across the continuum of services. 

 
Healthy Learning Environment 

 
A positive learning environment and a culture grounded in respectful communication, 
collaboration, and healthy working relationships will be created. Support of education of clinical 
disciplines in this organization, inter-professional educational models, and ongoing development 
of a behavioral health workforce will occur in partnership with others. 

 
Financial Resources 

 
Leadership will be provided in creating lasting resources. Goals also include increasing operational 
efficiencies and minimizing tax levy exposure. This entity will meet the statutory obligations of 
Milwaukee County for the behavioral health services of its citizens, acting either as a provider or 
a purchaser of services. 

 
Core Values 

 
Our Behavioral Health Hospital will support and adopt the following core values: 
• Welcoming 
• Co-occurring Capable 
• Person-Centered 
• Culturally Intelligent 
• Trauma-Informed Care 
• Stage Matched Recovery Planning 
• Systems and Services Integration 
• Recovery-Oriented 
• Accessible 

 
II. Scope 

 

Services Provided 

Acute Services 

(1) Psychiatric Crisis Services/Admission Center (PCS) 
The Psychiatric Crisis Service (PCS) is a specialized psychiatric crisis emergency department open 
24 hours a day 7 days a week. PCS is the state appointed emergency detention facility and provides 
psychiatric emergency services including face to face assessment, crisis intervention and 
medication for individuals who may be in psychiatric crisis and who present to the center. 
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A team of qualified staff including board certified and eligible psychiatrists, psychiatry residents, 
registered nurses, behavioral health emergency clinicians, psychologists, psychiatric technicians 
and certified nursing assistants are available on site 24/7 to provide assessments, interventions, 
referrals and services as appropriate. All PCS patients who are not admitted to an inpatient unit or 
placed on an observation status are provided a written discharge plan to include written 
prescriptions, discharge teaching related to medications, self-care, health care and other learning 
needs, referrals, appointments, community resource materials and contacts with outside providers. 

 
(2) Observation Unit (OBS) 
If the PCS psychiatrist determines that there is a need for brief treatment and/or a more extended 
period of observation in order to evaluate the physical and mental status of an individual, the 
patient may be treated on Observation status and/or on the Observation Unit (OBS) up to 48 hours. 
This unit has the capacity for 18 beds available 24 hours a day and 7 days a week. The patient will 
be evaluated and may be discharged to another community setting, transferred to another facility 
for continuation of care, or considered for admission to a psychiatric hospital either at BHD or a 
private community hospital. A team of qualified staff including board certified and eligible 
psychiatrists, psychiatry residents, registered nurses, behavioral health emergency clinicians, 
psychologists, psychiatric technicians and certified nursing assistants are available on site to 
provide assessments, interventions, and discharge orders and referrals. 

 
INPATIENT SERVICES 

 

The Milwaukee County Behavioral Health Division's Hospital Inpatient Services are provided in 
four-licensed psychiatric hospital units with three specialized programs for adults and one 
specialized unit for children and adolescents. Adult licensed units include one 24 bed adult unit 
called the Acute Treatment Unit (ATU), one 24 bed Adult Inpatient Co-Ed (AICE) and one 18 bed 
Intensive Treatment Unit (ITU). All units provide inpatient care to individuals who require safe, 
secure, short-term or occasionally extended hospitalization. A multi-disciplinary team approach 
of psychiatry, psychology, nursing, social service and rehabilitation therapy provide assessment 
and treatment designed to stabilize an acute psychiatric need and assist the return of the patient to 
his or her own community.  (*Average daily census = average for years 2018-2019). 
(1) 43-A (ITU)-program provides a safe, supportive environment for individuals with mental 
health conditions who are at high risk for aggressive behavior and in need of intensive behavioral 
and pharmacological interventions. The capacity of this unit is 18 beds with an *average daily 
census of 13.4 patients. 
(2) 43-B (ATU)- program is a general co-ed psychiatric care and teaching unit providing 
specialized services for adult men and women recovering from complex and co-occurring 
disorders who require safe, acute psychiatric services. The capacity of this unit is 24 beds with an 
*average daily census of 13.1 patients 
(3) 43-C (AICE)- program is a general co-ed psychiatric care unit providing specialized 
services for adult men and women recovering from complex and co-occurring disorders who 
require safe, acute psychiatric services. The capacity of this unit is 24 beds with an *average daily 
census of 14.0 patients. 
(4) Child and Adolescent (CAIS) unit is licensed for 24 beds and has an *average daily 
census of 7.5 patients. Inpatient care is provided to individuals ages 7- 17. The CAIS treatment 
unit  also  provides  emergency detention  services  for Milwaukee  County as  well  as  inpatient 
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screening for Children's Court including the provision of an adjacent educational school program 
operated by the Wauwatosa School District. 

 
Patient census on all licensed psychiatric hospital units is adjusted based on patient needs and 
staffing care patterns to ensure safe, quality care. A team of qualified staff including board certified 
and eligible psychiatrists, psychiatry residents, registered nurses, psychologists, social workers, 
occupational therapists/music therapists, peer specialists, psychiatric technicians and certified 
nursing assistants are available on site on all units to provide hospital assessments, interventions, 
referrals, supervision and intensive psychiatric hospital services as appropriate. 

 
Ultimately patients can expect a respectful, positive patient experience. Services can include 
assessment; diagnosis; individualized recovery plans; pharmacotherapy; a safe, healing 
environment; a caring, welcoming team; structured programming; patient education; peer support; 
family and support participation; consultative services; spirituality services; music and 
occupational therapy; and comprehensive discharge planning. 

 
Each patient admitted to the psychiatric hospital will have an aftercare/discharge plan specifying 
services and referrals needed upon discharge. Treatment teams assure that individual patient's bio- 
psycho-social needs and strengths are addressed with interventions, referrals and education to 
prepare those receiving care for community living or another level of care in the least restrictive 
setting. 

 
III. Guidelines for Governance and Leadership 

 
Responsibility and Accountability 

 

The key to the success of the continuous quality improvement process is leadership. The following 
describes how leaders will provide support for quality improvement activities. 

 
The Milwaukee County Mental Health Board is ultimately accountable for quality and safety at 
BHD. The MH Board Quality Committee provides governance and leadership for BHD Hospital 
QAPI /Patient Safety Plan by: 

 
• Supporting and guiding implementation of quality improvement activities at BHD; and 

 
• Reviewing, evaluating and approving the BHD Hospital QAPI /Patient Safety plan annually. 

 
• That the determination of the number of distinct improvement projects is conducted annually 

 
 
The BHD Hospital QAPI Committee will be responsible to review quality improvement activities 
including performance toward established programmatic outcomes. Annually, PIPs and related 
continuous quality improvement updates will be submitted to the Quality Committee of the Mental 
Health Board (and subsequently the Governing Board) for review, input and approval. 
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BHD Executive/Program Leadership Teams and/or Clinical Discipline Leads will collaborate with 
the Medical Executive Committee to develop, guide and supervise all aspects of quality within the 
hospital. This will include organizing teams, committees and structures to support all ongoing and 
developing quality activity needs and reporting requirements. 

 
Program leadership and the clinical discipline leaders will have responsibility for championing all 
aspects of quality and safety, which includes participation and promotion of a BHD culture of 
quality and safety. Each sub-group/sub-program lead will be responsible to report their quality 
improvement activities and performance toward goals to their direct manager and the BHD 
Hospital QAPI Committee. 

 
BHD Leadership will facilitate input, critical discussion, and coordination of all quality activities 
with stakeholders. This includes planned and ad hoc coordination and communication. Types of 
information shared would include summary data and analysis of measurement activities, quality 
initiative outcomes, and Dashboards of Key Performance Indicators. 

 
BHD Leadership and staff value the process of sharing outcomes and quality results with the 
Mental Health Board, patients, families, advocacy groups, and the community. This helps ensure 
that these groups have knowledge of and input into our quality planning and improvement 
opportunities. The information will be shared with the staff through hospital publications and 
departmental/unit meetings. 

 
BHD quality improvement personnel, hospital program leadership, and the hospital QAPI team 
will have the responsibility for championing all aspects of quality, including the promotion of a 
culture of continuous improvement. 

 
Sourcing of Quality Assurance Performance Improvement Activities 

 

The BHD Hospital QAPI Committee and program leadership will assess needs and request 
financial resources to ensure quality improvement activities are properly planned and budgeted on 
an annual basis. The BHD Executive team will establish the appropriate budget to support 
continuous quality improvement activities across the organization. These expenses may include, 
but not limited to; financial support for projects, resources, and training. The budget will be 
reviewed annually by the BHD Executive Committee, then reviewed with the Chief Financial 
Officer. Staffing and needs will be assessed and identified to support the expansion and function 
of future needs and adjusted accordingly. 

 
The positions required in the BHD Hospital QAPI Program and supporting the BHD Hospital 
QAPI Plan are to include but not limited to: Executive Director/Administrator, Assistant 
Administrator, Chief Nursing Officer, Assistant Chief Nursing Officer, Director of Environmental 
Service, Director of Dietary Services, Director of Rehabilitation Services, Director of Social 
Services and/or Director of Activities. 
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The committee also includes, Chief Operations Officer, Chief Medical Director (or designee), 
Hospital/Crisis Medical Director/Managers, Safety Officer, Director of Clinical Informatics, 
Manager of Quality Improvement, RN Risk Management, Quality Assurance Coordinators and 
Client Rights Specialist, and subject matter experts as needed. 

 
Plan for mandatory QAPI/Patient Safety staff training and orientation. 

 

QAPI/Patient Safety principles and staff responsibilities related to QAPI and ongoing quality 
improvement will be included in orientation for all new employees. QAPI will be included in the 
organizational orientation that all new employees are required to attend. All staff will participate 
in ongoing annual QAPI/Patient Safety training which will include quality improvement principles 
and practices, how to identify areas for improvement, updates on current performance 
improvement projects, and how staff can be involved in performance improvement projects. 
Training may be through the use of in-person as well as on-line modules. 

 
Framework for Quality Assessment and Performance Improvement 

 

The BHD Hospital QAPI Committee and Medical Staff Executive Committee will be the two 
committees that have the responsibility for the oversight of planning, designing and selection of 
quality improvement activities to best meet the needs of BHD emergency/hospital patients. 
Individuals from the organization will be selected to conduct performance improvement projects 
to include monitoring progress, providing input, and ensuring individuals involved in projects have 
technical assistance and guidance. QAPI/Patient Safety activities and outcomes will be on the 
agenda of department staff meetings. The minutes from all meetings will be posted on a shared 
site. The BHD Hospital QAPI committee will report all activities to the Mental Health Board 
Quality Committee during their regularly scheduled meetings.  Refer to committee calendar. 

 
Reporting of QAPI Activities to the Governing Body 

 

The Chief Operations Officer will facilitate discussion about hospital QAPI activities at the Mental 
Health Board Quality Committee meetings. QAPI will be a standing agenda item for these 
meetings. Input will be solicited from board members on QAPI activities. Current projects and 
outcomes will be reviewed at the board meetings. 

 
The Mental Health Board Quality Committee will complete an annual Governance of Quality 
Assessment (GQA), in collaboration with BHD administration and senior leaders who interface 
with the Mental Health Board Quality Committee. The Mental Health Board Quality Committee 
will share the results with the Mental Health Board, the quality committee chair(s) and/or the 
quality committee. This will establish a baseline for assessing the Mental Health Board Quality 
Committee’s current state of oversight of quality; identify opportunities for improvement; track 
the board’s GQA scores over time as a measure to improving their quality oversight. Involving 
senior leaders in the completion of the GQA will help them understand and assess their role with 
respect to trustee oversight of quality and identify educational opportunities with the board. 
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Implementation of an Organizational Fair and Just Culture 

Executive Leadership and the BHD Hospital QAPI Committee will provide an environment that 
supports individual expression about the Hospital QAPI Program, any quality concerns, or 
suggestions for areas of improvement. BHD will support practices and principles of a learning 
environment and a non-punitive or Just Culture. Team members are educated at all levels of the 
organization, to build a system of fairness, honesty and accountability in reporting adverse events 
and near misses, learning from experience and preventing the notion of “blame.” 

IV. Quality Improvement Principles

Quality improvement is a systematic approach to assessing care and services and improving them 
on a priority basis. The Behavioral Health Division's approach to quality improvement is based on 
the following principles: 

• Customer Satisfaction Focus. High quality organizations focus on their internal and
external customers and on meeting or exceeding needs and expectations; customer
satisfaction.

• Recovery-Oriented Philosophy of Care-Services are characterized by a commitment to
promoting and preserving wellness and to expanding choice. This approach promotes
maximum flexibility and choice to meet individually defined goals and to permit person-
centered services.

• Employee Empowerment-Effective programs involve people at all levels of the
organization in improving quality.

• Leadership Involvement- Strong leadership, direction and support of quality assurance and
quality improvement activities by the Governing Board, Chief Executive Officer,
Executive Team and the Medical Staff Leadership are key. The involvement of
organizational leadership assures that quality improvement initiatives are consistent with
our mission and strategic plan.

• Data Informed Practice-Successful Quality Improvement processes create feedback loops,
using data to inform practice and measure results. Fact-based decisions are likely to be
correct decisions

• Statistical Tools-For continuous improvement of care, tools and methods are needed that
foster knowledge and understanding. BHD, like Continuous Quality Improvement
organizations, use defined analytic tools such as run charts, cause and effect diagrams,
flowcharts, histograms, and control charts to turn data into information as appropriate.

• Prevention of over Correction-Continuous Quality Improvement entities seek to design
good processes to achieve excellent outcomes rather than fix processes after the fact.

• Continuous Improvement-Processes must be continually assessed, reviewed and improved.
Small incremental changes do make an impact, and providers can almost always find an
opportunity to make things better.

• Actions to Improve Performance and Reduce the Risks of Sentinel Events-The hospital
Will use information from data analysis, trending and process evaluation to identify,
implement and sustain changes that will improve the quality and safety of patient care
services and reduce the risks of sentinel events. Action plans are developed to address
contributing factors and root causes associated with adverse events.
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V. Continuous Quality Improvement Activities 
 
Quality improvement activities emerge from a systematic and organized framework for 
improvement. The framework adopted by the BHD leadership will be understood, accepted and 
utilized throughout the organization. In addition, adoption is supported by continuous education 
and involvement of all staff in performance improvement. 
Quality Improvement will involve two primary activities: 
 Measuring and assessing the performance of care and service delivery through the 

collection and analysis of data. 
 Conducting quality improvement initiatives and taking action where indicated, including 

the: 
o Design of new services, and/or 
o Improvement of existing services. 

 
Patient Complaints and Grievances 

 

Patient complaints and grievances may be a source of concern related to quality safety or 
satisfaction. As a result, the organization has a process for registering, investigating, managing 
and responding to patient complaints consistent with state and federal regulations. Please refer to 
the policy related to Grievance/ Complaint Policy. The Patient Relations Department/Client Rights 
Specialist is a resource to patients and families in helping address unmet needs or complaints that 
have not been resolved through front-line efforts. 

 
Variance Reporting 

 

BHD will utilize variance reporting to identify events or occurrences requiring rapid problem 
solving. Variances are forwarded to the Quality Management Department for investigation. 
Variances, including patient safety issues, are forwarded to the Safety Department for prompt 
investigation, reporting to external agencies in accordance with law and regulation, resolution, 
tracking and trending. All incidents will be described and categorized as behavioral, medication 
etc., and described when reported. Any employee or physician who witnesses an unusual or 
unexpected event, which has the potential to result in an undesirable outcome for the patient, may 
initiate variance reports through the VERGE electronic incident reporting system. Risk reduction 
and appropriate problem solving will be documented, tracked and trended. A Harm Score 
Distribution is used to assess the degree of risk (See table E.) Certain serious outcomes will be 
reported to the State of Wisconsin and other regulatory agencies as required. Monthly and quarterly 
results are reported to the QAPI Committee and action taken as appropriate. 

 
Identification and Management of Sentinel Events 

 

BHD’s approach to sentinel events is to utilize them as a means to identify systems issues that will 
improve patient safety and prevent further unanticipated outcomes. Sentinel Events and the root 
cause analysis process are defined in the Sentinel Event Policy. If the event is considered a sentinel 
event per policy and criteria the level of investigation will be determined. 
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Review of actual or potential sentinel events occur under the auspices of the Sentinel Event 
Committee as described in the Sentinel Event policy. Executive leaders review Root Cause 
Analyses (RCA’s) of sentinel events and near misses and track and trend the nature of the event 
and the effectiveness of the action plans in order to develop and implement systems or to suggest 
actions to enhance the quality and/or safety of patient care. 

 
Addressing Key Education 

 

The principles of QAPI/Patient Safety will be taught to all staff and board members upon 
onboarding and on an ongoing basis. QAPI/Patient Safety activities will aim for the highest levels 
of safety, excellence in clinical interventions, patient and family satisfaction and management 
practices. All organizational decisions involving patients will be focused on their autonomy, 
individualized choices and preferences, and to minimize unplanned transitions of care. 

 
BHD will partner with patients, their supports, and/or advocates to achieve their individualized 
goals and provide care that respects their autonomy, preferences and choices. When the need is 
identified, corrective action plans or performance improvement projects to improve processes, 
systems, outcomes, and satisfaction will be implemented. 

 
BHD strives to employ evidence-based practices related to performance excellence in all 
management practices, clinical care, and patient and family satisfaction. Staff and patient input 
will be solicited into all aspects of our BHD Hospital QAPI and Patient Safety program. 

 
VI. Current Quality Assessment and Assurance Activities 

 
*Please refer to the monitoring activities spreadsheets attached to this document. 

Use of Best Available Evidence 

BHD will use the best available evidence and data to benchmark our organization, establish goals 
and define measurements for improvement. The BHD Hospital QAPI Committee will review data 
from other psychiatric publicly funded facilities, state, and national sources to compare our 
organization. When establishing goals, defining measurement and choosing interventions, we will 
use the best available evidence-based practices and guidelines to guide our decision-making. 

 
At BHD, Service Quality also describes the way services are provided and is used to guide our 
decision-making, establish goals, and define measurements. Service Quality consists of care, 
treatment and services that are provided in a safe, effective, patient-centered, timely, equitable, 
and recovery-oriented manner. BHD is committed to the ongoing improvement of the quality of 
care patients receive, as evidenced by the outcomes of that care. 

 
The organization continuously strives to ensure that: 
• The treatment provided incorporates evidence based, effective practices. 
• The treatment and services are appropriate to each patient's needs, and available when 

needed. 
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• Risk to patients, providers and others are minimized, and errors in the delivery of services 
are prevented. 

• Patient's individual needs and expectations are respected. 
• The patient or those whom they designate have the opportunity to participate in decisions 

regarding their treatment. 
• All care and services are provided with empathy, understanding, caring and trauma 

informed focus. 
• Procedures, treatments and services are provided in a timely and efficient manner, with 

appropriate coordination and continuity across all phases of care and with all providers of 
care. 

 
VII. Performance Improvement Projects (PIPs) 

 
Conducting Performance Improvement Projects (PIPs). 

 

The Behavioral Health Division will conduct PIPs in identified areas in an effort to improve direct 
patient care, services, or practices that may affect patient care. PIPs will be conducted that address 
areas of concern/need/risk that may cross both adult and child acute care services. PIPs may 
address patient/staff quality of life and/or quality of care issues, service delivery, efficiencies 
issues, desired outcomes, and satisfaction levels for the populations served. 

 
Identification of Potential Topics for Performance Improvement Projects. 

 

BHD will conduct performance improvement projects as part of its quality assessment and 
performance improvement program. 
(1) The number and scope of distinct improvement projects conducted annually will be 
proportional to the scope and complexity of the hospital's services and operations. 
(2) BHD may, as one of its projects, develop and implement an information technology system 
explicitly designed to improve patient safety and quality of care. This project, in its initial stage of 
development, does not need to demonstrate measurable improvement in indicators related to health 
outcomes. 
(3) BHD must document all quality improvement projects are being conducted, the reasons for 
conducting these projects, and the measurable progress achieved on these projects. 
(4) BHD is not required to participate in a Quality Improvement Organization (QIO) cooperative 
project, but its own projects are required to be of comparable effort. 

 
Criteria for Prioritization and Selection of Performance Improvement Teams 

 

Any issues that pose a high risk to BHD patients, are frequent in nature, or otherwise impact the 
safety and quality of life of our patients will be prioritized by the BHD Hospital QAPI Program. 
Priority will be given to areas that BHD defines as high-risk to patients and staff, high-prevalence 
and/or high-volume, and areas that are problem-prone. 

 
The PIPs will serve the greater good and/or ensure better outcomes. Consideration will be given 
to include staff most affected by the PIP. Anticipated training needs will be discussed as well as 
other resources to complete the PIP. The BHD Hospital QAPI Program will provide guidance on 
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how to address issues that arise and need immediate corrective action. The BHD Hospital QAPI 
Program will provide evidence to show why each project was selected. 

 
In addition, consideration for prioritization and selection will be given to the following: 
• Existing standards or guidelines available to provide direction for the PIP 
• Measures that can be used to monitor progress 
• The ability to benchmark against community, state, and national outcomes 

Development of Performance Improvement Charters 

PIP charters and/or multi-disciplinary workgroups that include process/system stakeholders will 
be identified when the BHD Hospital QAPI Program determines that it necessary to have a 
group/committee of individuals implement a project. A charter will be used to establish the goals, 
scope, timing, milestones, team roles and responsibilities for the PIP. The charter will help the 
team/workgroup stay focused by reminding them of the desired outcomes and the goals to be 
accomplished within expected time frames. 

 
Designation of Performance Improvement Projects 

 

When establishing the PIP work team, the BHD Hospital QAPI Program will consider the 
following: 
• Is the individual in a position to explore the issue, i.e. – staff/families/stakeholders/community 
partners closest to the problem? 
• Does the individual know how to and have the authority to acquire the necessary “tools” to 
implement and make decisions about the project? 
• Is each job role that is affected represented? 
• Are stakeholders who are part of the process involved? 
• What are the needed “characteristics” of the team, i.e. – historical knowledge, interdisciplinary 
membership including families and patients, level of experience/qualifications – i.e. - 
leader/organizer/coordinator/analyst/author, etc. 

 
Conducting the Performance Improvement Project 

 

The PIP team will develop an action plan using BHD’s usual format and/or framework. The PIP 
team will use root cause analysis (RCA) to identify factors that contributed to need for a PIP. 
PDSA cycles will be used to identify and implement interventions. The PIP team will use 
measurement tools to ensure that the changes that are implemented are having the desired effect. 

 
 

The overarching guidelines that will be followed are: 
• Select a study topic 
• Determine what information is needed 
• Define a study question 
• Select study indicators 
• Define a study population/sample size 
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• Define a timeline/action plan 
• Create/locate data collection/measurement tools 
• Implement improvement strategies/interventions 
• Collect/analyze data 
• Prepare and present results 

 
 
Process for documenting and communicating performance improvement projects and trends in 
performance measures. 

 

The PIP process and trends in performance measures will be documented in a way that will best 
highlight the project. The data will be presented in a structured, chronologically mindful, clear, 
and systematic manner. Charts, graphs, tables, dashboards, posters, and narratives will be used. 
Results of PIPs will be communicated with the Mental Health board members, the State, 
community partners, and other critical stakeholders and partners. The results will be 
communicated as appropriate at MH board meetings, BHD QAPI committee meetings, BHD staff 
meetings, and community forums. 

 
VIII. Systematic Analysis and Systemic Action 

 
Systematic Approach to Quality Improvement 

 
The BHD Hospital QAPI Plan is part of the larger BHD Quality Plan, which is guided by data- 
informed practices, statistical tools, and continuous improvement. BHD uses this systematic 
approach to determine when in-depth analysis is needed to fully understand identified problems, 
causes of the problems, and implications of a change. To get at the underlying cause(s) of an issue, 
BHD brings teams together to identify the root cause(s), gaps in practice, and other potential 
contributing factors. 

 
Approach to preventing future events and promoting sustained improvement. 

 

In alignment with the BHD Quality Plan, the BHD Hospital QAPI Committee instills this tenant: 
prevention over correction. Planning will be proactive rather than reactive. To prevent future 
events and promote sustained improvement, BHD will act upon and address the identified root 
cause(s) and/or contributing factor(s) of an issue to affect change at a systems level. The team will 
use Plan-Do-Study-Act cycles to test actions as well as to understand and address the “unintended” 
consequences of planned changes. 

 
Approach to ensure planned changes/interventions are implemented and effective. 

 

To ensure the planned changes/interventions are implemented and effective in making and 
sustaining improvements, the BHD Hospital QAPI committee will choose indicators/measures that 
directly relate to the planned changes/interventions and conduct ongoing periodic measurement. 
The BHD Hospital QAPI committee will review these indicators to ensure that the new action has 
been adopted and is performed consistently. 
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The BHD Hospital QAPI Plan exists under the umbrella of the BHD Quality Plan, and thus should 
enact continuous quality improvement (CQI) Projects, PIPs, or PDSA cycles relevant to the larger 
plan. At least one plan goal will be in alignment to at least one aspect of the BHD Quality Plan 
including the mission, vision, core values, guiding elements, service quality tenants, quality 
improvement principles, or continuous quality improvement activities. 

 
Contract Performance Measures (CPMs) are developed to ensure that entities that contract with 
BHD are delivering quality, patient focused care. The creation and implementation of CPMs is a 
BHD-wide effort to identify quality performance indicators, monitor the achievement of 
indicators, and assess effectiveness. CPMs will be created based on literature reviews, focus 
groups with staff and consumers, review and approval by subject-matter experts, and are 
continuously revisited through the contract period. 

 
IX. Feedback, Data Systems, and Monitoring 

 
Identify Data Sources to Analyze Performance, Identify Risk and Collect Feedback/Input 

 
BHD will effectively identify, collect, and use data and information from all departments and the 
facility assessment to develop and monitor performance indicators to track ongoing performance. 
Refer to monitoring activities. 

X. Patient Safety 
 
BHD strives to achieve and maintain a Patient Safety conscious environment integrated throughout 
the facility. Reporting of errors involving patients, staff and visitors’ errors focuses on corrective 
actions through staff education for those reporting the errors, rather than punitive or disciplinary 
responses. 

 
Patient Safety Committee 

 

General Objectives of the 2020 Patient Safety Committee are: 
 

• To facilitate communication, reporting, and documentation of all patient safety activities 
to staff, administration and appropriate governing members. 

• To focus and coordinate the organization wide patient safety initiatives. 
• To achieve the appropriate balance between good outcomes, excellent care and services 

and costs. 
• To enhance effective organizational and clinical decision making. 
• To promote teamwork and group responsibility in identifying and implementing 

opportunities for improvement. 
• To encourage an environment that supports safety, encourages blame free reporting, 

addresses maintenance and improvement in patient safety issues in every department 
throughout the facility and establishes mechanisms for the disclosure of information related 
to errors. 
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Membership 
 

At a minimum an assigned representative from: 
 

 Risk Manager (Chair)/Executive Lead 
 Member of Executive Leadership Team 
 Medical Staff Leadership 
 QA/QI 
 Client Rights 
 Nursing 
 Social Services 
 Medical Staff 
 Safety/Environment of Care 
 Front line staff member 

Meeting Frequency 

The Patient Safety Committee will meet a minimum of 6 times per year. 
 
The hospital recognizes that to be effective in improving patient safety there must be an integrated 
and coordinated approach to reducing errors. 

 
BHD has a Performance Improvement/Patient Safety list of goals that include, but are not limited 
to the following: 

 
1. Achievement of a Patient Safety conscious environment integrated throughout the facility. 
2. Improving the reporting of medical errors by establishing a culture focusing on 

corrective actions through staff education for those reporting their errors, rather than punitive or 
disciplinary actions 

3. Implementation of a Variance/Sentinel Event reporting process that identifies a safety risk index to 
Analyze harm score distribution for reported incidences 

4. Monitoring of hospital-wide indicators in comparison to their thresholds. 
5. Reducing the number of medication errors. 
6. Monitoring completion of informed consent as well as transfer forms. 
7. Reducing the number of falls. 
8. Identifying an area for improvement and completing a Failure Mode, Effects Analysis. 
9. Monitoring and improving areas identified through Patient Satisfaction surveys and any other 
areas of feedback. 

 
The Quality Management department receives inpatient satisfaction data from the Mental Health 
Statistics Improvement Plan survey (MHSIP) and the Youth Services survey. Inpatient patient 
experience of care data is reported to Mental Health Board. 

 
Patient Satisfaction surveys are utilized to evaluate the needs and expectations of patients including 
safety needs as is reported to the Mental Health Board Quality Committee on a quarterly basis. 
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The Patient Safety Committee is integrated with all quality assessment and performance 
improvement activities. It encompasses risk assessment and avoidance tactics such as conducting 
a "Failure Mode Effect Analysis" (FMEA). FMEA is proactive risk assessment which examines a 
process in detail including sequencing of events, assessing actual and potential risk, failure or 
points of vulnerability and through a logical process, prioritizes areas for improvement based on 
the actual or potential impact on patient care. 

 
Oversight of the Committee 

 

The Patient Safety Committee reports to the Quality Assessment/Performance Improvement 
Committee to the Medical Executive Committee to the Quality Committee of the Board and 
ultimately to the Mental Health Board. 
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ATTACMENT A 

MONITORING ACTIVITIES SPREADSHEET 
 

DATA 

SOURCES 

Data Collection 
Frequency 

Benchmarks to utilize 
this data source 

Who will analyze 
the data 

Data analysis 
frequency 

Data will be 
communicated with 

Communicate data 
analysis via 

Frequency of 
Communication 

Weekly 
Monthly 
Quarterly 
Annually 

 Applicable 
clinical 
guidelines 

 Identified best 
Practices 

 National Data 
 Corporate Data 
 State Data 
 Facility 

identified 
performance 
indicators/goal 

 Thresholds/ 
targets 

 Leadership 
team 

 QAPI 
committee 

 Patient 
Safety 
Committee 

 Weekly 
 Monthly 
 Quarterly 
 Annually 

 Board 
members 

 Caregivers 
 Community 
 Executive 

leadership 
 Families 
 Patients 

 Board 
Meetings 

 Bulletin 
Boards 

 Dashboards 
 Newsletters 
 Posters 
 QAPI 

Meetings 
 Staff 

Meetings 

 Weekly 
 Monthly 
 Quarterly 
 Annually 

Choose a 
data source 

       

Choose a 
data source 
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ATTACHMENT B 

Suggested Data Sources 
 

 Advanced care planning audits 
 CMS Quality Measures (long-stay; 

short-stay) 
 Case Mix 
 Community activities 
 Consistent assignment 
 Discharged patient surveys 
 Drug regimen review summary 
 Falls 
 Satisfaction 
 Fire safety deficiencies 

 Info from providers, physicians, 
contractors, vendors 

 Licensed nurse staff hours/patient days 
 Medication administration audits 
 Medication errors 
 Medication room audit 
 Near Misses (incidents w/out serious 

harm) 
 Nursing Assistant /staff hours 
 Occupancy rates 
 Performance Indicators 
 Re-hospitalization rates 

▪ Patient community meetings/minutes 
▪ Patient satisfaction surveys 
▪ Revenue payer sources mix 
▪ Staff retention 
▪ Staff satisfaction 
▪ State survey results 
▪ Staff turnover 
▪ Other 



 

 

ATTACHMENT C 

Specific Departmental Indicators Are Available for Review in this Data Collection Format 
 
 

Data Sources Data 
collection 
frequency 

Benchmarks to analyze this 
data source 

Who will analyze the 
data? 

Data analysis 
frequency 

Data will be 
communicated to 

Communicate data via Frequency of 
communication 

Guideline Weekly 
Monthly 
Quarterly 
Annually 

-Applicable clinical 
guidelines 
-Identified best Practices 
-National Data 
-Corporate Data 
-State Data 
-Facility identified 
performance indicators/goals 
-Thresholds/ targets 

 Leadership team 
 QAPI 

committee 
 Patient Safety 

Committee 

 Weekly 
 Monthly 
 Quarterly 
 Annually 

 Board members 
 Caregivers 
 Community 
 Executive 

leadership 
 Families 
 Patients 

 Board 
Meetings 

 Bulletin 
Boards 

 Dashboards 
 Newsletters 
 Posters 
 QAPI 

Meetings 
 Staff 

Meetings 

 Weekly 
 Monthly 
 Quarterly 
 Annually 

Abuse, Neglect 
reports 

Weekly Identified Best Practices Leadership Team Weekly Board Member, QAPI 
committee, State reporting 

agency 

Reporting 
requirements, 

meetings 

As needed weekly 

CMS Quality 
Measures 

(long-stay and 
short stay) 

Monthly State and National Data Leadership Team Monthly Executive Leadership, 
Board members, Staff 

QAPI meetings Monthly and 
Quarterly 

Complaints Weekly Identified best practices, 
organizational data 

Leadership Data Weekly Board members QAPI 
Committee 

Meetings As Needed or 
Weekly 

Falls Weekly Organizational Data Leadership Team. 
QAPI Committee 

Weekly Patient Safety Committee/ 
QAPI Committee Staff 

meetings, Board members 

Bulletin boards, 
dashboard, QAPI and 

IDT Meetings 

Monthly 

Medication 
Errors 

Monthly Organizational Data Leadership/QAPI 
Committee 

Monthly or ASAP 
as needed 

Patient Safety Committee/ 
QAPI Committee Staff 
meetings, Board members 

Staff Meetings, 
dashboard, QAPI 

meetings 

Monthly or sooner 
if needed 
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ATTACHMENT D 
 
 

Quality Assurance/Performance Improvement Committee 
Hospital 

Reporting Flow Chart 
 

 
 

 
QAPI Committee 
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Approved by the Milwaukee County Mental Health Board Quality Committee 6/01/20; 
Approved by BHD Medical Staff Executive Committee 5/20/20; 
Approved by BHD Quality Assessment and Performance Improvement (QAPI) Committee 5/01/20 

Contract Services 
Dietary 

Environment of Care Services 
Engineering Services 

Infection Control 
IT & Informatics 
Medical Records 

Nursing 
• Intensive Treatment Unit 
• Adult Treatment Unit 
• Adult Inpatient Co-Ed Unit 
• Child & Adolescent Inpatient Unit 
• Observation Unit 
• Psychiatric Crisis Services 

 
Patient Rights 

Pharmacy 
Psychiatric Social Work Services 

Rehab Services 
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Psychiatric Hospital: Scope of Services 
Purpose: 

Psychiatric Hospital:  Scope and Requirements 

The Milwaukee County Behavioral Health Division (BHD) is an integrated, behavioral health system of care 
providing a dynamic, and comprehensive array of services, including community based, emergency, and acute 
psychiatric hospital services.  This system of care supports the behavioral health care needs of Milwaukee 
County residents and their families. 

The purpose of this policy is to describe the scope of services for the psychiatric hospital, including the 
psychiatric emergency room. 

In order to qualify for a provider agreement as a hospital (other than a psychiatric hospital as defined at section 
1861(f) of the Act) under Medicare and Medicaid, BHD must meet and continue to meet all of the statutory 
provisions of §1861(e) of the Act, including the Condition of Participation (CoP) requirements. See also 42 
CFR 488.3(a)(1) and 42 CFR 489.12. 

This means the hospital must: 

• Be primarily engaged in providing, by or under the supervision of physicians, to inpatients (A) diagnostic
services and therapeutic services for medical diagnosis, treatment, and care of injured, disabled, or sick
persons, or (B) rehabilitation services for the rehabilitation of injured, disabled, or sick persons;

• Maintain clinical records on all patients[addressed in 42 CFR 482.24, Medical Records];

• Have medical staff bylaws [42 CFR 482.12, Governing Body, and 42 CFR 482.22, Medical Staff];

• Have a requirement that every patient with respect to whom payment may be made under Title XVIII must be
under the care of a physician except that a patient receiving qualified psychologist services (as defined in
section 1861(ii) of the Act) may be under the care of a clinical psychologist with respect to such services to the
extent permitted under State law [42 CFR 482.12, Governing Body];

• Provide 24-hour nursing service rendered or supervised by a registered professional nurse, and has a
licensed practical nurse or registered professional nurse on duty at all times…[42 CFR 482.23, Nursing
Services];

• Have in effect a hospital utilization review plan which meets the requirements of section 1861(k) of the Act
[42 CFR 482.30, Utilization Review];
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Emergency and Acute Inpatient Services: 
* Psychiatric Crisis Services/Admission Center (PCS)

*Observation Unit (OBS)

*Inpatient Services: Acute Adult and Child and Adolescent Inpatient Services

• Have in place a discharge planning process that meets the requirements of section 1861(ee) of the Act [42
CFR 482.43, Discharge Planning];

• If located in a state in which state or applicable local law provides for the licensing of hospitals, be licensed
under such law or be approved by the agency of the State or locality responsible for licensing hospitals as
meeting the standards established for such licensing [42 CFR 482.11, Compliance with Federal, State, and
Local Laws];

• Have in effect an overall plan and budget that meets the requirements of section 1861(z) of the Act [42 CFR
482.12, Governing Body]; and

• Meet any other requirements as the Secretary finds necessary in the interest of the health and safety of
individuals who are furnished services in the institution [42 CFR Parts 482 and 489, among others].

The Milwaukee County Behavioral Health Division provides the following; 

The Psychiatric Crisis Service (PCS) is a specialized psychiatric crisis emergency department open 24 hours a 
day 7 days a week. PCS is the state appointed emergency detention facility and provides psychiatric 
emergency services including face to face assessment, crisis intervention and medication for individuals who 
may be in psychiatric crisis and who present to the center. 

A team of qualified staff including board certified and eligible psychiatrists, psychiatry residents, registered 
nurses, behavioral health emergency clinicians, psychologists, psychiatric technicians and certified nursing 
assistants are available on site 24/7 to provide assessments, interventions, referrals and services as 
appropriate. 

All PCS patients who are not admitted to an inpatient unit or placed on an observation status are provided a 
written discharge plan to include written prescriptions, discharge teaching related to medications, self-care, 
health care and other learning needs, referrals, appointments, community resource materials and contacts and 
connections with outside providers. 

If the PCS psychiatrist determines that there is a need for brief treatment and/or a more extended period of 
observation in order to evaluate the physical and mental status of an individual, the patient may be treated on 
Observation status and/or on the Observation Unit (OBS) up to 48 hours. This unit has the capacity for 18 
beds available 24 hours a day and 7 days a week. 

The patient will be evaluated and may be discharged to another community setting, transferred to another 
facility for continuation of care, or considered for admission to a psychiatric hospital either at BHD or a private 
community hospital. 

A team of qualified staff including board certified and eligible psychiatrists, psychiatry residents, registered 
nurses, behavioral health emergency clinicians, psychologists, psychiatric technicians and certified nursing 
assistants are available on site to provide assessments, interventions, and discharge orders and referrals. 

The Milwaukee County Behavioral Health Division's Hospital Inpatient Services are provided in four-licensed 
psychiatric hospital units with three specialized programs for adults and one specialized unit for children and 
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Procedure: 
Patients receiving care on psychiatric units can expect: 

• Assessment
• Diagnosis
• Individualized recovery plans
• Pharmacotherapy
• Safe, healing environment
• Caring, welcoming team
• Structured rehabilitation services-programming every day, including weekends
• Patient education
• Peer support
• Family, guardian and support participation
• Consultative services
• Spirituality services
• Music and occupational therapy
• Comprehensive discharge planning
• Respectful, patient centered experience

Patients can expect individualized services through the following quality 
contracts including but not limited to: 

• Interpretation/translation services
• Benefits application assistance and enrollment
• Transportation services

adolescents. Adult licensed units include one 24 bed adult unit called the Acute Treatment Unit (ATU), one 24 
bed Adult Inpatient Co-Ed Unit (AICE) and one 18 bed Intensive Treatment Unit (ITU). 

All units provide inpatient care to individuals who require safe, secure, short-term or occasionally extended 
hospitalization. A multi-disciplinary team approach of psychiatry, psychology, nursing, social service and 
rehabilitation therapy provide assessment and treatment designed to stabilize an acute psychiatric need and 
assist the return of the patient to his or her own community.  Unit occupancy and patient census is adjusted 
and dependent upon safe and clinically determined staffing levels. 

The 43-A - ITU program provides a safe, supportive environment for those individuals with mental health 
conditions who are at high risk for aggressive behavior and in need for intensive behavioral and 
pharmacological interventions. 

The 43-B - ATU program is a general co-ed psychiatric care unit and teaching unit providing specialized 
services for adult men and women recovering from complex and co-occurring disorders who require safe, 
acute psychiatric services. 

The 43-C - AICE program is a general co-ed psychiatric care unit providing specialized services for adult men 
and women recovering from complex and co-occurring disorders who require safe, acute psychiatric services. 

The Child and Adolescent (CAIS) unit licensed for 24 beds, with an average daily census of 10 provides 
inpatient care to individuals ages 7- 17. The CAIS treatment unit also provides emergency detention services 
for Milwaukee County as well as inpatient screening for Children's Court including the provision of an adjacent 
educational school program operated by the Wauwatosa School District. 
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•      Public safety/security services 
•      Dietary/food service 
•      Cleaning, housekeeping services 
•      Laboratory services 
•      Rehabilitative services:  physical, speech therapies 
•      Radiology, ultrasound and EKG services 
•      Pharmaceutical services 
•      Detoxification Services 

References: 

Monitors: 

Attachments 

No Attachments 

Approval Signatures 

Step Description Approver Date 

Michael Lappen: BHD Administrator 6/1/2020 

Each patient admitted to the psychiatric hospital will have an aftercare/discharge plan specifying services and 
referrals needed upon discharge. Treatment teams will assure that individual patient's bio-psycho-social needs 
and strengths are addressed with interventions, referrals and education to prepare those receiving care for 
community living or another level of care in the least restrictive setting. 

Patient census on all of these licensed psychiatric hospital units will be adjusted based on patient needs and 
staffing care patterns to ensure safe, quality care. 

A team of qualified staff including board certified and eligible psychiatrists, psychiatry residents, registered 
nurses, psychologists, social workers, occupational therapists/music therapists and other rehabilitative 
services, peer specialists, psychiatric technicians and certified nursing assistants are available on site on all 
units to provide hospital assessments, interventions, referrals, supervision and intensive psychiatric hospital 
services as appropriate. 

Regulations identified in scope requirements as listed in this policy and psychiatric conditions of participation 
as well as all State and Federal laws. 

The scope of services for the psychiatric hospital will be reviewed and updated annually at the BHD Medical 
Staff Executive Committee, BHD QAPI Committee and Mental Health Board Quality Commitee/Governing 
Board. 

Approved at the Milwaukee County Mental Health Board Quality Committee on June 1, 2020;  

Approved by the BHD Medical Staff Executive Committee on May 20, 2020; 

Approved by the Quality Assessment and Performance Improvement (QAPI) Committee on May 1, 2020. 
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Step Description Approver Date 

Jennifer Bergersen: Exdir2-Assoc Dir Clin Compl 6/1/2020 

Jennifer Bergersen: Exdir2-Assoc Dir Clin Compl 6/1/2020 
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BY BARBARA LORSBACH 

B oards today face a variety of 
significant leadership chal-
lenges, including responding 

to the impact of COVID-19, social 
unrest, the acceleration of disruptor 
innovations, economic downturns 
and other uncertainties in health 
care. These forces hold substan-
tial implications and remarkable 
challenges for hospital and health 
system governance.

Recognizing new and different 
opportunities, guiding strategy, 
overseeing organizational perfor-
mance and ensuring achieve-
ment are key responsibilities of a 
high-performing board. Trustees 
must be nimble, astute and highly 
competent in carrying out their 
responsibilities. A well-developed 
board assessment helps hone 
those abilities and prepares board 
members to lead effectively.

Ensuring Board Effectiveness 
in Turbulent Times

Boards that govern effectively in 

crisis and turbulent times do not 
become excellent by chance. They 
build excellence by purposefully 
practicing key leadership habits that 
work together synergistically to 
ensure long-term leadership effec-
tiveness. One of the key habits of 
high-performing boards is to ensure 
their self-assessment is conducted 
regularly to prepare them to lead 
into the future.

A board self-assessment is 
an organized evaluation of board 
members’ viewpoints about all 
aspects of board performance in 
fulfilling governance responsibil-
ities. Successful assessments 
enable boards to identify gover-
nance strengths as well as “gover-
nance gaps” or areas in which the 
board has the greatest potential 
for improvement. The assessment 
process identifies these gaps and 
facilitates the development and 
implementation of initiatives and 
strategies to improve leadership 
performance.

Using a Board Self-Assessment 
to Improve Effectiveness

A successful board self-assessment 
engages the board in a wide-ranging 
evaluation of its overall leader-
ship performance. At the same 
time, it provides trustees with an 
opportunity to rate their personal 
performance as vital contributing 
members of the board. An excel-
lent board assessment process will 
achieve several key outcomes:
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• Define the board’s most critical 
governance success factors;

•  Secure anonymous, broad-
based and insightful trustee input 
on the critical fundamentals of 
successful governing leadership;

•  Create an opportunity to 
address major issues and ideas in a 
collaborative manner;

•  Clearly demonstrate where 
the board is in agreement, or has 
differing perspectives, on leadership 
fundamentals and issues;

•  Assess the degree of trustees’ 
common understanding, expecta-
tions and direction for the board;

•  Identify opportunities for mean-
ingful leadership improvement; and

•  Help management better 
understand and respond to the 
board’s leadership education and 
development needs.

Many health care boards conduct 
an assessment prior to their annual 
retreat, during which they have 
ample time to discuss the assess-
ment results and explore ways to 
improve leadership performance. 
Due to the COVID-19 pandemic, 
assessment results may need 
to be discussed in a virtual board 
meeting rather than in person. 
Regardless of the timing and venue, 
conducting a board self-assessment 
and discussing the implications of 
the findings is a leading practice of 
excellent boards.

Conducting a Board  
Self-Assessment

The board assessment should 
include specific, precise and well- 
articulated criteria that relate to 

the health system and/or hospital’s 
unique board and leadership chal-
lenges. Areas addressed in many 
assessments include overall board 
performance in several areas of 
leadership accountability, identifica-
tion of issues and priorities facing 
the board, assessment of individual 
trustee performance and assess-
ment of the board chair and board 
committees.

The Challenge of Meaningful 
Comparisons

Frequently, boards want to compare 
their self-assessment results to 
those of other health systems 
and hospitals. However, it can be 
challenging to find appropriate and 
meaningful comparisons. Because 
of notable differences among health 
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system and hospital structures, 
breadth, size, scope of authority and 
types of services provided, some 
databases traditionally used for 
benchmarking do not yield “apples 
to apples” comparisons. Getting 
the needed structural, organizational 
and cultural context to accurately 
evaluate the data against a specific 
health system’s or hospital’s board 
self-assessment results is rarely 
possible. Without relevant and truly 
comparable data, the resulting infor-
mation may not provide the insights 
needed to develop effective gover-
nance performance.

Boards may be better served by 
thinking in terms of comparative 
effectiveness rather than bench-
marking. By developing a philosophy 
for comparing performance and 
drawing upon the most meaningful 
data, a board can learn from other 
health systems’ and hospitals’ 
governance practices and avoid the 
pitfalls of inappropriate compari-
sons (see “Board Assessments and 
Comparitive Effectiveness” graphic 
on the previous page).

 The American Hospital 
Association 2019 National Health 
Care Governance Survey Report 
is an example of a meaningful 
and compelling source of data for 
comparing governance practices. 
With over 1,300 health systems and 
hospitals contributing through survey 
responses, the AHA report paints a 
picture of current board structures 
and practices and segments the 
data to show general similarities 
and differences among boards of 
health care systems, boards of 
hospitals within systems and boards 
of freestanding hospitals. As noted 

in the report’s executive summary, 
the data should not be viewed as 
benchmarks. AHA encourages 
board members to use the report’s 
results as a conversation starter to 
gain insights into key opportunities 
that will further enhance their own 
board’s performance.

Putting Assessment  
Results to Work

Conducting the board assessment 
is just one step in improving gover-
nance leadership performance. 
The key to the success of the full 
process is not simply the measure-
ment of trustee viewpoints but 
instead the action that is taken 
because of a careful examination 
of those viewpoints. Board assess-
ment results should be a catalyst to 
engage trustees in a wide-ranging 
discussion of findings that highlight 

performance gaps and areas where 
trustees lack consensus about the 
board’s performance.  

Through an effective, well- 
developed board self-assessment 
process, growth opportunities can be 
realized, education can be pinpointed 
to unique governance needs, recruit-
ment of new trustees can be under-
taken with increased confidence, 
and strategy development can be 
conducted within a consensus-based 
framework — with everybody 
working together for success.

Barbara Lorsbach, FACHE,  (blors-
bach@governwell.net) is president 
of governWell, based in Oak Brook, 
Illinois. 

Please note that the views of authors 
do not always reflect the views of 
the AHA.
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•   Diversity in age — and subsequently, thought — is essential to the success of 
a board.

•   Looking to a new pool of individuals for recruitment is a way for boards to 
reinvigorate and reenergize board composition. 

•   Small steps are essential steps. Starting with a mentor–mentee relationship is 
a way to gradually introduce younger professionals to board service. 

•   Using committees to segue into board involvement can offer less experienced 
trustees a way to learn the basics of board service. 

•   Orientation is key. Thorough onboarding will prepare all new trustees — 
regardless of generational differences — for successful board service.

•   Don’t shy away from advice. Serving as a mentor to millennial board members 
who are hoping to represent their community in a new, meaningful way is a 
welcomed relationship.

Questions for the Board’s Consideration: 
Major Governance Issues and Priorities 
In addition to rating the board’s performance, a board assessment also should 
provide trustees with an opportunity to answer several open-ended questions, 
such as:

•  What is the single highest priority for our board in the next year?

•   What are the governance strengths that must be maximized to ensure leader-
ship success?

•   What are the governance weaknesses that must be overcome to ensure 
success?

•   What are the most significant health care trends that leadership must be able 
to understand and address within the next year? In the next three years?

•   What will be the main implications of, and lessons learned from, the COVID-19 
pandemic for our organization?

•   What challenges or issues are most critical to be addressed if the board is to 
be successful in leading strategic change?
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