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MILWAUKEE COUNTY DEPARTMENT OF HEALTH AND HUMAN SERVICES:
WHO WE ARE & WHERE WE’RE HEADED
DRAFT MISSION:
The mission of the Milwaukee County Department of Health and Human Services is to enhance the quality of life
for individuals who need support living healthy, independent, and safe lives within our community.
DRAFT VISION:
Recognized as the public model of excellence and leadership in human services driving superior outcomes for our
community.
DRAFT VALUES:
•
•
•
•
•
•

We respect the dignity and worth of all individuals.
We act with honesty and integrity, adhering to the highest standards of moral and ethical principles through
our professional and personal behavior.
We strive for excellence, implementing best practices and measuring performance toward optimal
outcomes.
We work collaboratively, fostering partnerships with others in our service networks and with the
community.
We are good stewards of the resources entrusted to us, using them efficiently and effectively, to fulfill our
mission.
We strive to be culturally intelligent in our practices and services.

DRAFT PURPOSE / MOTTO:
Do The Right Thing.

DRAFT DHHS STRATEGIC PLAN GOALS
1. Workforce Investment and Engagement
1A: DHHS will be a desirable employer that will attract, recruit, and retain a talented, committed, and culturally diverse
workforce at all levels of the organization.
1B: DHHS employees will have consistent and equitable opportunities for professional development, input, recognition, and
advancement.
1C: The DHHS workforce will be responsive to meet the business needs now and in the future.
1D: DHHS will cultivate a workplace culture of accountability and performance management.

2. Community and Partner Engagement
2A: DHHS will be accessible, responsive, and transparent to its partners and the larger community.
2B: DHHS will engage with partners and the larger community to build meaningful community involvement in decision making
and planning.
2C: DHHS will create welcoming and effective partnerships, including public-private or regional partnerships, which advance our
mission and leverage resources to maximize access to services.

3. Optimal Operations and Administrative Efficiencies
3A: Work processes and practices within DHHS will be streamlined, standardized, relevant, risk-mitigating, and clearly
documented and communicated to staff.
3B: DHHS will respond to a changing environment by adopting available technologies to achieve operational efficiencies.
3C: DHHS facilities will be fully physically accessible, welcoming, and safe for all employees and visitors.

4. Financial Health and Sustainability
4A: DHHS will exercise an efficient and responsible approach to financial management that plans for future sustainability.
4B: DHHS will maximize and retain revenues through new and existing funding sources / financing structures.

5. High Quality and Accountable Service Delivery
5A: The service delivery approach of DHHS providers and programs will reflect DHHS values and be person-centered, recoveryoriented, trauma-informed, integrated and culturally intelligent.
5B: DHHS will foster a satisfying and continuously improving client experience.
5C: DHHS will provide services that keep apace of current research-informed best practices/ evidence-based practices and will
engage in evaluation of services to determine effectiveness.
5D: DHHS will manage performance of all services, whether provided directly or through partners, through ongoing,
standardized, and proactive quality assurance/quality improvement (QA/QI) practices and performance improvement.
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Section 1

Introduction

Introduction: Mission, Vision, Scope of Service
Mission: The Milwaukee County Behavioral Health Division is a public sector system for the
integrated treatment and recovery of persons with serious mental health and substance use
disorders.
Vision: The Milwaukee County Behavioral Health Division will be a Center of Excellence for personcentered, quality best practice in collaboration with community partners.

Core Values:
1.
2.
3.
4.
5.

Patient* Centered Care
Best Practice Standards and Outcomes
Accountability at All Levels
Recovery Support in the Least Restrictive Environment
Integrated Service Delivery

*For the purpose of this document we have chosen to use patient for readability. All the manifold meanings
and intents in the terms patient, client and consumer, in their best light is intended.

Guiding Elements:
Patient Centered Care: All BHD staff and contracted staff members embrace a person
centered approach focused on service that is respectful, individualized and invites active
participation. Treatment is goal directed toward helping persons pursue personal recovery
and enjoy independent, productive and healthy lives in the community.
Safe and Cost-Effective Best Practice: All treatment and services incorporate current best
practice standards to achieve efficacious outcomes. Every caregiver is committed to an
environment of care that ensures safety, limits risk and meets or exceeds national patient
safety standards.
Accountable Strategic Planning: BHD annually conducts strategic planning, by Service areas,
with accountability for dynamic priority setting and outcome measurement. The
organization employs cost-effective approaches and project management strategies that lay
the foundation for a financially viable and future growth oriented system of care.
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Strategic Initiatives – Who we are and where we are going in 2015-2016:
• The Behavioral Health Division is undergoing an organizational transition of the closure of
the Skilled Nursing Facility licensed BHD Rehabilitation Centers – Hilltop by 2014 and Central
by the end of year 2015.
• The size and scope of BHD services will be guided by ongoing annual analysis of factors
including needs assessment, cost-efficacy, outcomes and evolving evidence based best
practices.
• The focus of care and service delivery will be person centered, recovery oriented, trauma
informed, culturally intelligent and community directed.
• Individuals with lived experience including Peer Specialists as well as behavioral health
advocates, patients and families will be partners and active participants in ensuring quality
services across the care continuum.
• Leadership will be provided by a high functioning team driven by quality, best practice, data
driven approaches and a relentless passion for the clients, families and community we serve
and the workforce we lead.
• Organizational culture will support a positive learning environment oriented around
continuously improving the safety and therapeutic impact for clients, families and the
community served.
• BHD will work in partnership with other community healthcare organizations.
• BHD will explore options to reside in a different physical space to assure a positive
operational and therapeutic environment, patient and staff safety and greater efficiency.
• The organization will obtain Joint Commission Accreditation.
• The organization will continue with the implementation of an Electronic Health Record
across the continuum of care.
• BHD will be a Center for Excellence for patient engagement, patient experience, patient
satisfaction and quality outcomes.

The BHD Quality Plan
Scope
• Comprehensive to all BHD services and programs.
• Extends to all facets of the organization, including clinical, managerial, administrative and
facility-related.
• Ensures organizational compliance with regulatory, accreditation and policy requirements.
The Quality Plan will serve as the Behavioral Health Division’s call to action and evidence of
commitment to continuously assess and improve the quality of the treatment and services it
provides. All services and programs within the service continuum will incorporate measurement
and data represented in Balanced Scorecards for Key Performance Indicators and include attention
to:
• Improving the Patient Experience - Customer Satisfaction and Well-being.
• Patient Outcomes.
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•
•
•
•
•

Service Utilization Data.
Quality Assurance and Improvement Activities.
Required Public Data reporting and benchmark comparisons.
Workforce Development.
Financial Impact and Cost.

Service Quality
Service Quality is care, treatment and services that are provided in a safe, effective, patientcentered, 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.
• 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.
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 personcentered 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
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•

•

•
•

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, will use defined analytic tools such as run charts, cause and effect diagrams,
flowcharts, histograms, and control charts to turn data into information.
Prevention 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.

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.
Section 2

Leadership and Organization

Leadership
The key to the success of the Continuous Quality Improvement process is leadership. The following
describes how the leaders of the Behavioral Health Division provide support to quality improvement
activities.
The Mental Health Board of Directors is ultimately accountable for quality and safety and provides
governance level leadership for the Quality Plan by:
• Supporting and guiding implementation of quality improvement activities at BHD.
• Reviewing, evaluating and approving the Quality Plan annually.
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The BHD Quality, Compliance and Patient Safety Council is Division-Wide and provides ongoing
operational leadership and oversight of continuous quality improvement activities. The Council
consists of the Chief Quality Officer, other core Executive Team Members, Organizational Leaders,
and other individuals responsible for quality oversight. The Council meets at least ten (10) times per
year.
BHD is extending an invitation to the following individuals to be core participants of the Council:
• Two Mental Health Board members
• Two individuals with Lived Experience and/or Advocates
• Office of Consumer Affairs representative.
The responsibilities of the Council include:
• Developing and recommending to the Board for approval the BHD Quality Plan.
• As part of the Plan, establishing measurable objectives based upon priorities identified
through the use of established criteria for improving the quality and safety of care and
services.
• Developing indicators of quality on a priority basis.
• Prospectively review, assess and analyze quality dashboards, data and initiatives and thereby
directing change, including pursing additional opportunities in improve safety, quality and
outcomes.
• Conduct annual institutional quality self-assessment and incorporate specific quality
improvement initiatives to remediate gaps into the annual Quality Plan.
• Reviewing and supporting additional programmatic quality improvement initiatives.
• Reporting to the Board of Directors on quality improvement activities on a regular basis.
• Reviewing, standardizing and adopting specific approaches and methods to be utilized for
Quality Improvement activities.
The responsibilities of the Executive/Program Leadership Teams and Discipline Leads include
the following. The Executive Leadership will work in cooperation with the Medical Executive
Committee to develop, guide and supervise all aspects of quality within the organization.
Including developing organized teams, committees and structures to support all ongoing and
developing quality activity needs and reporting requirements. Program leadership and the
Clinical Discipline Lead will have responsibility for championing all aspects of quality and safety,
to include participation and promotion of the BHD Culture of Quality and Safety. Each subgroup/sub-program leadership will be responsible to report their quality improvement activities
and performance toward goals to their direct report and the Quality, Compliance and Patient
Safety Council.
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Leadership Communication Responsibility:
BHD Leadership will facilitate input, critical discussion and coordination of all quality activities
through planned and focused communication with stakeholders. This includes planned and ad
hoc coordination and communication. Types of information shared can include summary data
and analysis of measurement activities, Quality Initiative outcomes and Dashboards of Key
Performance Indicators. BHD Leadership and staff values the process of sharing outcome and
quality results with Board of Directors, patients, families, advocacy groups, and the community
to ensure they have knowledge of and input into our quality planning and improvement
opportunities.
Section 3

Goals and Objectives

BHD Quality Plan Goals and Objectives 2015-2016
The BHD Quality, Compliance and Patient Safety Council will identify and define goals and
specific objectives to be accomplished each year. Goals and objectives will be embedded in all
aspects of operational and clinical planning in all parts of BHD. Alignment of Goals and
Objectives will cascade down into each leadership committee and every staff annual
performance review. Progress in meeting these goals and objectives will be periodically
reviewed, reported and progress adjusted as needed.
QUALITY PLAN GOALS FOR 2015-2016:
1. Ensuring all services enable peoples’ ability to have maximum quality of life and health
while living in the community.
2. Improving the patient experience in all services.
3. Evolving state of the art quality structures, processes and a culture of safety in all we do.
QUALITY PLAN OBJECTIVES FOR 2015:
1. Simplify the “Front Door” access and ability to navigate health care options in
Milwaukee County.
2. Focus all services on engaging patients around their self-selection of health outcomes.
3. Develop programming and coordination for increasing family/support system
involvement and engagement in all services.
4. Increase staff competency around human interactions.
5. Train all staff on basic quality improvement principles.
6. Implement Key Performance Indicators for all programs and leadership committees.
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Section 4

Quality Improvement Initiative

QUALITY IMPROVEMENT INITIATIVES FOR 2015
1. Develop a Community Key Performance Indicator Dashboard of meaningful patient
outcome measures.
2. Develop a best practice update of our Suicide Assessment and Prevention interventions
in support of the Zero Suicide in Health and Behavioral Health Care goal of the National
Action Alliance.
3. Develop and implement integration of pharmacy, electronic health record and staff
practice for an updated state of the art medication management policy and procedure.
Section 5

Evaluation

Review of the progress and effectiveness of the plan will be completed quarterly, with a formal
outcome analysis also included at year end. Formal reporting of the outcome of the years plan
will be made to the Governing Board. The year-end outcome evaluation will summarize the
goals and objectives of the BHD Quality Plan, the quality improvement activities conducted
during the past year, including the targeted process, systems and outcomes, the performance
indicators utilized, the findings of the measurement, data aggregation, assessment and analysis
processes, and the quality improvement initiatives taken in response to the findings.
BHD will:
• Summarize the progress towards meeting the Plan’s Goals and Annual Objectives.
• For each of the goals a brief summary of progress will be included.
• For newly implemented Key Performance Indicators, a brief summary including
outcomes, analysis and subsequent improvement actions taken will be included.
• For each Quality Initiative a brief description of interventions, results and outcomes will
be summarized.
Section 6

Conclusion

The quality of care and outcomes and the safety of our patients and staff must be the highest
calling of the Behavioral Health Division Team. Our pursuit of excellence must be innovative,
include all parts of our organization, and be continuous. We must always work to achieve
better and better outcomes.
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Section 7

References

This plan was created from the following resources and tools (References):
•
•
•

The Quality Management Plan: A Practical, Patient Centered Template National
Association of Community Health Centers
Developing and Implementing a QI Plan (US DHHS). Available at:
http://www.hrsa.gov/quality/toolbox/508pdfs/developingqiplan.pdf
Plan Template: https://www.omh.ny.gov/omhweb/cqi/plan_template.html
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COUNTY OF MILWAUKEE
Behavioral Health Division Administration
Inter-Office Communication
DATE:

December 9, 2014

TO:

Kimberly Walker, Chairperson – Milwaukee County Mental Health Board

FROM:

Héctor Colón, Director, Department of Health and Human Services
Approved by Patricia Schroeder, Administrator, Behavioral Health Division
Prepared by Susan Gadacz, Deputy Administrator, Community Access to Recovery
Services

SUBJECT:

Report from the Director, Department of Health and Human Services,
requesting authorization to execute 2015 purchase of service contracts with a
value in excess of $100,000 for the Behavioral Health Division (BHD)
Community Access to Recovery Services (CARS) for the provision of adult and
child mental health services and substance use disorder services

Issue
Wisconsin Statute 51.41(10) requires approval for any contract related to mental health
(substance use disorder) with a value of at least $100,000. No contract or contract adjustment
shall take effect until approved by the Milwaukee County Mental Health Board (MHB). Per the
statute, the Director of the Department of Health and Human Services (DHHS) is requesting
authorization for BHD/CARS to execute adult and child mental health and Alcohol and Other
Drug Abuse (AODA) contracts for 2015.
Background
Approval of the recommended contract allocations will allow BHD/CARS to provide a broad
range of rehabilitation and support services to adults with mental health and/or substance use
disorders and children with serious emotional disturbances.
Discussion
Adult Mental Health and Alcohol and Other Drug Abuse (AODA) Overview
In 2015, the significant focus will be placed on ensuring that the county is at full
implementation with the Comprehensive Community Services (CCS) benefit. It is anticipated
that CCS will become the largest most populous level of care within the county as it serves
Medicaid beneficiaries who experience either a mental health or substance use disorder. CARS
will continue its emphasis on strengthening our welcoming, co-occurring capability and moving
the service model to a recovery oriented system of care. Our partnerships with the Bureau of
Milwaukee Child Welfare and our court diversion programs are a high priority. Family
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COUNTY OF MILWAUKEE
Behavioral Health Division Administration
INTER-OFFICE COMMUNICATION

DATE:

December 8, 2014

TO:

Kimberly Walker, JD, Chairwoman, Mental Health Board

FROM:

Héctor Colón, Director, Department of Health and Human Services
Approved by Patricia Schroeder, Administrator, Behavioral Health Division
Prepared by Jim Kubicek, Deputy Administrator, Behavioral Health Division

SUBJECT:

Report from the Director, Department of Health and Human Services,
Requesting Authorization to Enter into 2015 Professional Services Contracts for
the Behavioral Health Division (BHD)

Issue
Wisconsin Statutes 51.41(10) requires Milwaukee County Mental Health Board approval for
professional services contracts with a value of $100,000 or greater. Per the statute, the
Director, Department of Health and Human Services (DHHS), is requesting authorization for
BHD to enter into a variety of professional services contracts for 2015.
Background
BHD uses several professional services contracts to support various essential staff activities,
including pharmacy services, supportive medical services, and medical program planning. Each
of these contracts supports functions that are critical to patient care and are necessary to
maintain hospital, nursing home and crisis services licensure and maintain compliance with
Medicare conditions of participation. A discussion of all new or renewed 2015 professional
services contract recommendations follows.
Medical College of Wisconsin – Affiliated Hospitals
BHD contracts with the Medical College of Wisconsin – Affiliated Hospitals (MCWAH) for
residency and fellowship stipends as part of BHD’s affiliation and training site designation with
the psychiatry training programs. The residents and fellows assigned to BHD serve as house
staff and provide medical care within the BHD acute inpatient, crisis and community services,
with oversight and direction from BHD psychiatry staff.
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BHD Professional Services Contract
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BHD is recommending a two-year contract for the term of July 1, 2015 through June 30, 2017 in
an amount of $654,000 annually. This is the same amount as in 2014.
Medical College of Wisconsin
BHD is recommending that a total contract of $69,794 for partial support of the MCW
Residency Director ($59,794) and for bioethics consultation ($10,000) be extended for the term
of July 1, 2015 through June 30, 2017.
Roeschen’s Omnicare Pharmacy
Currently, Roeschen’s Omnicare provides all pharmacy services to the Behavioral Health
Division, including outpatient clients. In 2015, the Long Term Care units will be closed.
Roeschens utilizes an off-site pharmacy for long term care pharmacy services. As such, the
contract for pharmacy services will be divided into two separate contracts. The contract for
long term care services will continue until the closure. The contract for all other pharmacy
services will contain a 90-day termination clause. BHD is currently in the RFP process for facilitybased pharmacy services. As such, it is anticipated that a vendor recommendation will be made
in early 2015. Due to the nature of the services and their impact on direct client services, BHD
is seeking an extension of the current contract with Roeschen’s Omnicare.
Therefore, BHD is recommending a one-year extension (with termination clauses as listed
above) starting January 1, 2015 through December 31, 2015 in the amount of $3,891,432, which
is $245,847 more than the 2014 contract of $3,645,585. The contract amount of $3,891,432 is
contained in BHD’s 2015 Budget.
The increased budgetary amount reflects a shift in inventory management approach for
pharmaceuticals that will occur in 2015. Currently, Roeschen’s Omnicare owns the inventory
and bills BHD based on prescription usage. In 2015, BHD will own the inventory; this increase
reflects the future need to purchase inventory proactively. It is anticipated that this method of
inventory management will ultimately provide a cost savings due to purchasing incentives and
rebates that BHD will be able to directly receive as a result of owning the inventory.
Of the overall $3.8 million total pharmacy cost, the portion for Rehab Central will be $50,000
and will be contracted for in a separate long term care services contract as described above.
The remaining balance of $3,841,432 will be contained in a second contract.

BHD Professional Services Contract
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Dr. Robert Clark
BHD wishes to extend the contract arrangement with Dr. Robert Clark to provide for essential
psychiatry services to cover an existing full-time inpatient vacancy, while continuing permanent
placement recruitment efforts. Given the current market, the average time to recruit a fulltime psychiatrist is greater than one year. Adequate numbers of full-time psychiatrists are
necessary to cover all hours needed to sufficiently and safely fulfill all inpatient psychiatric
patient care needs. Dr. Clark, a fully trained and Board certified psychiatrist, has agreed to
continue to provide services on a contract basis for the Acute inpatient Intensive Treatment
Unit. Services include evaluation, diagnosis, treatment, medication management, and
consultation services.
BHD is recommending a one-year contract for psychiatry services from Dr. Clark, from
January 1, 2015 through December 31, 2015, in a not-to-exceed amount of $320,000. As BHD is
able to permanently fill this inpatient psychiatry position, the use of this contract will be
decreased or discontinued.
Clean Power
Cleaning services for BHD are currently being provided by Clean Power under a three-year price
agreement which is set to expire on December 31, 2014. BHD has been paying just over $1.4
million annually for these services. BHD is recommending approval to execute a month-to
month contract in 2015. As of the writing of this document, the final month-to-month contract
amount has not been determined. This amount will be reported at the December board
meeting and will be reflected in the minutes.
Over the course of a full calendar year, the amount negotiated will be consistent with the 2015
Budget. This number will take into account the reduction in three Hilltop Units and one Rehab
Central Unit. BHD is recommending a month-to-month contract be approved until a decision is
reached as to whether or not to release an RFP for cleaning services in 2015. As additional long
term care units continue to close over the course of 2015, a reduction in cleaning costs of
$3,700 per month, per unit is anticipated.
Recommendation
It is recommended that the Milwaukee County Mental Health Board authorize the Director,
DHHS, or his designee, to execute the professional services agreements for 2015 identified in
this report and for the amounts enumerated in the table below.
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Start Date

End Date

Medical College of Wisconsin Affiliated Hospitals (MCWAH)

Residency Program

7/1/2015

6/30/2017

Annual
Contract
Amount
$ 654,000

Medical College of Wisconsin
Roeschen's Omnicare
Dr. Robert Clark
Clean Power

Bioethical consultation
Pharmacy services
Psychiatrist Services
Cleaning Services 1

7/1/2015
1/1/2015
1/1/2015
Monthly

6/30/2017
12/31/2015
12/31/2015

$
69,794
$ 3,891,432
$ 320,000

Total

$ 4,935,226

Fiscal Effect
BHD’s 2015 Budget contains sufficient appropriations to support the total amount of
$4,935,226 recommended for these contracts. A fiscal note form is attached.

_______________________________
Héctor Colón, Director
Department of Health and Human Services

1

BHD is recommending approval to execute a month-to month contract in 2015. As of the writing of this document, the final
month-to-month contract amount has not been determined. This amount will be reported at the December board meeting and
will be reflected in the minutes.

REVISED
MILWAUKEE COUNTY FISCAL NOTE FORM

DATE:

12/8/14

Original Fiscal Note
Substitute Fiscal Note

SUBJECT:

Report from the Director, Department of Health and Human Services,
requesting authorization to enter 2015 professional services contracts for the
Behavioral Health Division (BHD)

FISCAL EFFECT:
No Direct County Fiscal Impact

Increase Capital Expenditures

Existing Staff Time Required
Decrease Capital Expenditures
Increase Operating Expenditures
(If checked, check one of two boxes below)
Absorbed Within Agency’s Budget

Increase Capital Revenues
Decrease Capital Revenues

Not Absorbed Within Agency’s Budget
Decrease Operating Expenditures

Use of contingent funds

Increase Operating Revenues
Decrease Operating Revenues
Indicate below the dollar change from budget for any submission that is projected to result in
increased/decreased expenditures or revenues in the current year.

Operating Budget

Capital Improvement
Budget

Expenditure or
Revenue Category
Expenditure

Current Year

Subsequent Year

0

0

Revenue

0

0

Net Cost

0

0

Expenditure
Revenue
Net Cost

REVISED
DESCRIPTION OF FISCAL EFFECT
In the space below, you must provide the following information. Attach additional pages if
necessary.
A. Briefly describe the nature of the action that is being requested or proposed, and the new or
changed conditions that would occur if the request or proposal were adopted.
B. State the direct costs, savings or anticipated revenues associated with the requested or
proposed action in the current budget year and how those were calculated. 1 If annualized or
subsequent year fiscal impacts are substantially different from current year impacts, then
those shall be stated as well. In addition, cite any one-time costs associated with the action,
the source of any new or additional revenues (e.g. State, Federal, user fee or private
donation), the use of contingent funds, and/or the use of budgeted appropriations due to
surpluses or change in purpose required to fund the requested action.
C. Discuss the budgetary impacts associated with the proposed action in the current year. A
statement that sufficient funds are budgeted should be justified with information regarding the
amount of budgeted appropriations in the relevant account and whether that amount is
sufficient to offset the cost of the requested action. If relevant, discussion of budgetary
impacts in subsequent years also shall be discussed. Subsequent year fiscal impacts shall be
noted for the entire period in which the requested or proposed action would be implemented
when it is reasonable to do so (i.e. a five-year lease agreement shall specify the costs/savings
for each of the five years in question). Otherwise, impacts associated with the existing and
subsequent budget years should be cited.
D. Describe any assumptions or interpretations that were utilized to provide the information on
this form.
A. The Director of the Department of Health and Human Services (DHHS) is requesting authorization
to execute professional services contracts with a variety of community vendors for the Behavioral
Health Division (BHD) in 2015.
Approval of this request will allow BHD to continue to support functions that are critical to patient care.
B. Expenditures included in this request total $4,935,226. The contract for cleaning services is not
included in this figure as BHD is still in negotiations with Clean Power. However, BHD is
recommending approval to execute a month-to month contract in 2015 and will report the contract
amount at the December board meeting. This amount will also be reflected in the minutes.
C. There is no tax levy impact associated with approval of this request as funds sufficient to cover
associated expenditures are included as part of the Behavioral Health Division's 2015 Budget.
D. A few of the contracts reflect multi-year terms as identified in the report. Therefore, this fiscal note
assumes that appropriations for these services will continue in future budgets.

Department/Prepared By

Clare O’Brien, Fiscal & Management Analyst

Authorized Signature

Did DAS-Fiscal Staff Review?

Yes

No

Did CBDP Staff Review?

Yes

No

1

Not Required

If it is assumed that there is no fiscal impact associated with the requested action, then an explanatory statement that justifies that
conclusion shall be provided. If precise impacts cannot be calculated, then an estimate or range should be provided.
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COUNTY OF MILWAUKEE
Behavioral Health Division Administration
INTER-OFFICE COMMUNICATION
DATE:

December 4, 2014

TO:

Kimberly Walker, Chairperson, Milwaukee County Mental Health Board

FROM:

Héctor Colón, Director, Department of Health and Human Services
Approved by Patricia Schroeder, Administrator, Behavioral Health Division
Prepared by Susan Gadacz, Deputy Administrator, Community Access to Recovery
Services, Co-Chair, Mental Health Redesign and Implementation Task Force

SUBJECT:

From the Mental Health Redesign and Implementation Task Force, submitting an
informational report on system redesign efforts and the 2013-2014 SMART Goals

Background
The Mental Health Redesign and Implementation Task Force was chartered in 2011 with the purpose of
developing and implementing a data-driven plan for the effective and sustainable redesign of the mental
health system in Milwaukee County (see Attachment 1, Mental Health Redesign and Implementation
Task Force Charter).
The Task Force established Action Teams to address key areas of the redesign effort: Person-Centered
Care, Continuum of Care, Community Linkages, Workforce, and Quality. (A Cultural Intelligence Action
Team was added in 2013.) The initial deliberations of the Action Teams were based on various proposals
recognized by the County Board of Supervisors in its charge to the Task Force:
•
•
•
•
•
•

Transforming the Adult Mental Health Care Delivery System in Milwaukee County by Human
Services Research Institute in partnership with the Public Policy Forum and the Technical
Assistance Collaborative, Inc.
Reports to the Board of Supervisors from the Community Advisory Board for Mental Health
System Changes are Needed to Help Ensure Patient and Staff Safety at the Milwaukee County
Behavioral Health Division by the Milwaukee County Department of Audit
Follow-Up Report to BHD Administrator: Mixed-Gender Units by the Gender Unit Work Group
Milwaukee County Executive’s Mental Health Vision and Initiative by Chairman Lee Holloway,
Milwaukee County Board of Supervisors
Reports to the Milwaukee County Board of Supervisors from the New Behavioral Health Facility
Study Committee

The studies yielded over 120 recommendations, which were categorized and assigned to Action Teams
for review, adaptation, and prioritization starting in October 2011 (see Attachment 2, Task Force and
Action Team Organizational Chart). The Action Team co-chairs presented their prioritized
recommendations to the Health and Human Needs Committee in January 2012 and at a public summit
in February 2012, where consultants from the Human Service Research Institute (HSRI) provided
feedback and guidance. The Task Force, DHHS, and BHD leadership resolved in March 2012 to issue a
Request for Proposals for technical assistance in implementing the recommendations. DHHS contracted
with a consultation team led by ZiaPartners, Inc., from September 2012 through July 2013. To promote
clear reporting, implementation activities were framed as SMART Goals (see Attachment 3) – Specific,
Measurable, Attainable, Realistic, and Time-bound. The County Board of Supervisors passed a resolution
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in March 2013 authorizing the DHHS Director to implement the initiatives outlined in the SMART Goals
in collaboration with the Task Force and community stakeholders. The Task Force, Action Teams, and
numerous public- and private-sector partners worked throughout 2013 and 2014 to complete the
SMART Goals, and a Mental Health Redesign Working Forum brought together nearly 100 partners to
assess progress, address remaining tasks toward SMART Goal completion, and strategize for future
collaboration for system improvement (summary report at county.milwaukee.gov/MHRedesign.htm).
The Task Force and Action Teams – as well as affiliated workgroups – have continued to meet since the
Forum to assess and support SMART Goal progress.
Discussion
Each of the SMART Goals was developed around a particular aim with a number of performance targets
and tactical objectives to support that aim. The overarching aims of these SMART Goals have been
achieved. Selected progress points for each SMART Goal are presented below. A more comprehensive
table of SMART Goals achievements and activities is attached (see Attachment 4, SMART Goal
Achievements and Opportunities).
Goal 1.

Goal 2.

Goal 3.

Goal 4.

Goal 5.
Goal 6.
Goal 7.

Improve satisfaction and recovery outcomes
• Revised MHSIP satisfaction survey to be more welcoming, person-centered
• Improvement in all MHSIP domains on BHD adult inpatient units; high marks (above
75%) in community services
• Implemented Integrated Dual Disorder Treatment at CARS and community providers
Reduce stigma around mental illness
• Developed stigma reduction curriculum for community events, including personal
stories from persons with lived experience of mental illness
• Presented education and stigma reduction program at multiple public events; Action
Team working with Pastors United and UCC to organize presentations in churches and
in Spanish
• NAMI presented an anti-stigma, recovery-themed theatrical production (Pieces: In My
Own Voice) in various venues
Workforce development and improvement
• Over 500 individuals from dozens of community agencies involved in MC3 activities
• Employee trainings on trauma-informed care, co-occurring competencies, etc.
• Faye McBeath Foundation led a collaborative partnership called Nursing’s Voice to
address the supply and capacity of mental health nurses in the Milwaukee area
Expand network of Certified Peer Specialists
• Increased Certified Peer Specialists in Milwaukee County sevenfold since 2011
• Established Peer Pipeline website (hosted by Mental Health America)
• Conducted trainings for employers on integration of peer support into service array
• Conducted training for Spanish-speaking peers
Improve coordination and flexibility of mental health funding
• Implemented Community Recovery Services (CRS) and Comprehensive Community
Services (CCS) to expand array of Medicaid-reimbursable services
Publicly chart system quality indicators
• Published data dashboard on County website in January 2014, updated quarterly
Structure for ongoing system improvement and oversight
• Maintained productive partnership of public and private stakeholders since July 2011
• MC3 Change Agent network plans and conducts quality improvement projects
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Goal 9.

Goal 10.

Goal 11.

Goal 12.
Goal 13.

Goal 14.
Goal 15.

Goal 16.
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Improve crisis response, reduce emergency detentions
• EDs reduced overall and as a percentage of total PCS admissions
• Expanded hours for mobile crisis services
• Increase in person-centered crisis plans on file for BHD clients
Flexible availability and continuity of community-based recovery supports
• Expanded Targeted Case Management slots, including new Recovery level
• Implemented CRS and CCS, new Medicaid psychosocial rehabilitation benefits
• Added new Access Clinic location on south side of Milwaukee
Improve transitions after hospital admission
• Established Community Linkages and Stabilization Program (CLASP)
• Housing Division created Community Intervention Specialist position to facilitate
discharge planning, housing placements
Improve economic security of persons with mental illness
• Winged Victory provided benefits application assistance to more individuals,
increased percentage of approvals
• CARS has 5 Certified Application Counselors (CAC) and has worked with community
providers to answer Medicaid and Affordable Care Act enrollment questions.
• All Central Intake Units are CAC organizations enrolling nearly 300 individuals into the
marketplace or Medicaid from late 2013 to September 2014
Increase consumer engagement in employment, education
• Implemented Individual Placement and Support (IPS) employment model
• Improved employment status of CARS consumers from intake to six-month follow-up
Recovery-oriented supportive housing
• Opened Pathways to Permanent Housing program
• Supported Clarke Square neighborhood initiative for transitional youth
• Increased number of supportive housing units
Collaboration between mental health and criminal justice systems
• Participated in Community Justice Council analysis of high utilizers of both systems
• Targeted interventions to stabilize repeat users of resource-intensive services
Improve access to non-hospital interventions, reduce hospitalizations
• Reduced BHD Adult Inpatient admissions from 1,650 in 2012 to 1,163 in 2014
(projected), completing a 48.4% decrease since 2010
• Serving 14% more individuals (4,572) in community-based services than in 2010
• Expanded array of community services (e.g. CCS, CRS) to respond to diverse needs
Improve cultural intelligence
• Developed cultural intelligence training curriculum and began trainings of Action
Team leaders, CARS staff, and other partners

The SMART Goals were developed as a time-bound road map for specific initiatives in 2013 and 2014,
but they are not an exhaustive inventory of all activities contributing to the improvement and redesign
of the local mental health system. The Task Force has operated as a community-wide collaboration in
pursuit of goals and objectives that are complementary to – but largely distinct from – other major
County-specific initiatives. These initiatives include, but are not limited to, implementation of Electronic
Medical Records, the use of evidence-based programming within CARS, and transitioning long-term care
consumers from BHD into person-centered, community-based settings.
While the redesign initiatives that were facilitated, aided, or observed by the Task Force shouldn’t be
construed as conclusive, it is important to recognize that the mental health system in Milwaukee County
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has seen significant, positive change since 2011. There is a steady, thoughtful, enthusiastic, and ongoing
shift toward more recovery-oriented, person-centered care. With the completion of the SMART Goals,
the Task Force now looks to the Mental Health Board to build upon these changes as it fulfills its charge.
Recommendations
The Mental Health Board should support the work of a Prevention and Early Intervention Action Team,
which emerged as an area of interest at the Working Forum. The CARS Prevention Coordinator
presented to the Task Force and has begun recruitment and planning for this group to move forward.
 Receive periodic informational reports from the Prevention and Early Intervention Action Team
on its activities related to the charge of the Board.
Improving cultural intelligence remains a priority for all stakeholders beyond the time-bound scope of
SMART Goal 16. The Board should support the continuing work of the Cultural Intelligence Action Team
(CQAT) and receive periodic reports from the CQAT chairs. The goal of the CQAT is “to conceptualize the
framework to expand and ensure that cultural intelligence endures throughout and beyond the
Redesign efforts. This framework should instruct, equip, and offer care providers the tools to effectively
interact with care recipients in culturally intelligent and appropriate manners as deemed by the care
recipients.” A comprehensive report from the CQAT is included with this report (see Attachment 5).
 Receive periodic informational reports from the Cultural Intelligence Action Team on its
activities as they relate to the charge of the Board.
The Quality Action Team (QAT) has focused on establishing a mechanism to publicly chart system quality
indicators. Its monthly meetings engaged roughly 30 participants from more than a dozen different
public and private organizations, and work was delegated to three subgroups: System Mapping,
Personal/Family Stories, and Dashboard. In partnership with Rogers InHealth and the Wisconsin
Initiative for Stigma Elimination (WISE), the Personal/Family Stories group established a mechanism for
collecting video vignettes of personal stories to be used for quality improvement, and the first story was
recorded in July 2014. This work should be continued and supported. Another QAT product to be
maintained is the online data dashboard published in January 2014 and updated quarterly (pursuant to
SMART Goal 6). The Board should consider how to refresh this tool periodically and add or remove
indicators to ensure continuing relevance and transparency. The QAT recommends that the Board
pursue data-sharing agreements with private hospitals to consolidate County-wide data for
presentation on the public dashboard, initially focusing on psychiatric inpatient admissions. Tracking
system-wide inpatient admission data across public and private systems will help administrators and
policy makers assess the impact of redesign initiatives, such as expanding community-based services,
enhancing crisis services, and downsizing inpatient and long-term care units, as well as to identify and
monitor areas of continuing or emergent service needs. Successful and mutually beneficial data-sharing
agreements and dashboarding may warrant the addition of more data points,e.g., recidivism, acuity.
 Receive periodic informational reports from the Quality Action Team (or affiliated County staff)
on the incorporation of personal stories into quality improvement processes.
 Review quarterly updates to the online data dashboard, and provide guidance on the addition or
removal of content (http://county.milwaukee.gov/MHRedesign/Dashboard.htm).
o Work with private hospital systems to establish data-sharing agreements to present
both public and private data on the online dashboard, e.g., inpatient admissions.
The Board should support and establish regular communication with the Milwaukee Co-Occurring
Competency Cadre (MC3) and its subcommittees, including the Person-Centered Care Action Team. The
MC3 brings together Change Agents from all types of community providers, promoting self-assessments,
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stigma reduction trainings, and quality improvement projects. Related to SMART Goal 1, the PersonCentered Care Action Team recommends that BHD work with an academic partner to process
satisfaction data.
 Receive informational reports (as needed or relevant) from the MC3 steering committee.
 Explore potential relationships between BHD and academic partners for timely processing of
satisfaction data.
The Continuum of Care Action Team pursued the idea of a SOAR Collaborative to assist eligible clients
with benefit applications, but the execution of the plan ran short of time and personnel. This should be
considered again with the support of the Board.
 Receive an initial informational report and/or presentation on SOAR, and consider how the
Board and/or BHD may support a SOAR Collaborative.
Lastly, the Task Force recognizes that further efforts are needed to promote employment and
education as components of mental health recovery. The Board should consider how it might take
action or support other efforts to that effect.
 Request updates on client engagement in employment/education and the status of any
programs or services related to promoting employment/education as a component of recovery.
The successes of the Redesign Task Force and Action Teams attest to the collective capability and
passion of the more than one hundred contributors from dozens of public and private entities who
stepped up to channel their efforts into this fruitful collaboration. The Task Force has been a central
force in the ongoing adaptation of our mental health system to better promote recovery, and the
Mental Health Board should strongly consider how it might build upon the achievement of the SMART
Goals and utilize the structures and relationships that this work has cultivated.
Respectfully Submitted,

_________________________
Héctor Colón, Director
Department of Health and Human Services
cc:

County Executive Chris Abele
Raisa Koltun, County Executive’s Office
Kathleen Eilers, BHD Consultant
Jodi Mapp, Senior Executive Assistant, BHD

Attachment 1 – Mental Health Redesign and Implementation Task Force Charter

Mental Health Redesign and Implementation Task Force
Charter
Purpose: To develop and implement a data-driven plan for the effective and sustainable redesign of the
mental health system in Milwaukee County
Background and Rationale:
Mental health service delivery in Milwaukee County has been the subject of considerable research and
scrutiny in recent years. Numerous public and private entities have issued reports on how to modernize
and improve the mental health system generally as well as the Behavioral Health Division specifically,
including (but not limited to):
Transforming the Adult Mental Health Care Delivery System in Milwaukee County by Human
Services Research Institute in partnership with the Public Policy Forum and the Technical Assistance
Collaborative, Inc.
Reports to the Milwaukee County Board of Supervisors from the Community Advisory Board for
Mental Health
System Changes are Needed to Help Ensure Patient and Staff Safety at the Milwaukee County
Behavioral Health Division by the Milwaukee County Department of Audit
Follow-Up Report to BHD Administrator: Mixed-Gender Units by the Gender Unit Work Group
Milwaukee County Executive’s Mental Health Vision and Initiative by Chairman Lee Holloway,
Milwaukee County Board of Supervisors
Reports to the Milwaukee County Board of Supervisors from the New Behavioral Health Facility
Study Committee
The Board of Supervisors approved a resolution in April 2011 to create a task force charged with evaluating
and selectively implementing recommendations contained in the various reports.
Guiding Principles:
Adherence to SAMHSA recovery principles: Self-Direction, Individualized and Person-Centered,
Empowerment, Holistic, Non-Linear, Strengths-Based, Peer Support, Respect, Responsibility, and
Hope
Ensuring access to high quality services and supports in community-based settings
Reducing reliance on emergency services and unnecessary inpatient care
Commitment to full inclusion of consumers as well as family members and advocates
Partnership between public and private stakeholders
Compliance with the integration mandate of the ADA and Olmstead v. L.C.
Diversity and cultural competency
Moving beyond the medical model to a philosophy of independent living
Scope and Boundaries:
Included:
o Geography: Milwaukee County (and inpatient programs within the five-county region)
o Focus: Redesign of Milwaukee County Behavioral Health Division services in coordination
with reconfiguration and expansion of private and State-sponsored programs and services
o Age Demographic: Initial focus on adults (including geriatric patients) and transitional youth
o Range of Services: Inpatient, outpatient, emergency/crisis, case management, peer
support, long-term care, residential, prevention, substance abuse services, and communitybased services including (but not limited to) CSP, TCM, Day Treatment, and Family Care
o Clinical Populations: Persons with mental illness and substance abuse, including those with
a dual diagnosis and/or developmental disabilities
o Focus on vulnerable, low-income populations, including the uninsured, Medicaid
beneficiaries (and dual eligibles), older adults, and persons under emergency detention
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o System and structural redesign of the delivery system
o Legal and public policy changes associated with emergency detention services
o Interaction with external systems, e.g., housing, employment, education, justice, etc.
Excluded:
o Areas outside of Milwaukee County (excepting certain other inpatient programs within the
five-county region)
o Day-to-day operations and improvements at the Behavioral Health Division
o Children’s mental health
o Redesign of external systems
 e.g., housing, employment, education, criminal justice, etc.
Objectives/Deliverables:
Review, prioritize, and implement recommendations from evidence-based plans and proposals
Improve access to timely and appropriate mental health services
Expand public and private community-based mental health services
Reduce unnecessary and costly reliance on inpatient treatment
Determine and achieve optimal capacities in public and private inpatient facilities and the Hilltop
units at the BHD
Minimize use of emergency detentions
Improve consumer satisfaction and quality of care
Achieve system-wide application of principles of recovery and trauma-informed care
Increase independence, community integration, and quality of life for consumers
Manage or reduce overall costs within the mental health system
Garner and maintain support from the governing boards of mental health stakeholder entities,
notably those represented on the Task Force
Achieve and maintain an efficient, well trained workforce through strong recruitment, retention,
and continuing education efforts

Outcome Measures:
Expansion of community-based services
Shift of inpatient capacity from public to private facilities
Decreased emergency detentions
Decreased readmissions
Establishment of a set of common quality metrics
Increased application of the recovery model and trauma-informed care
Increased consumer satisfaction
Related Initiatives/Teams:
Behavioral Health Advisory Committee
Mental Health Task Force
Milwaukee Continuum of Care
Community Advocates – AODA Initiative
Resources Required:
Project management support
Technical assistance (fiscal analysis, policy implementation expertise)
Timeframe:
Quarterly reports to the Committee on Health and Human Needs
Major report on implementation plans to County Board in January 2012
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HSRI Rec 1: Downsize & redistribute inpatient capacity
BHD has continually reduced the number of inpatient units and the total occupancy.
o Closed a unit (43D) in 2012, a 24 inpatient bed reduction.
o On the Acute Inpatient Units, in 2011 BHD staffed 108 beds. In 2013 those beds the number of staffed
beds was down to 78. That is a 39% reduction in the total number of beds.
o There has been a 48% reduction in the average daily census from 2008 – 2014.
o Care has been redistributed to private institutions and community providers.
o Projected admissions to acute inpatient in 2014 is 1,163; this is down from 2,254 in 2010.
DHHS/BHD has also worked with the State to develop and implement plans to phase down the long term care
units (Hilltop & Central).
o In February 2013 the County Executive announced plans to close the long-term care units. This summer
the State approved closure plans for both Hilltop and Central Services to be delivered in smaller
community homes with support
o On the long term care units, 18 individuals have been relocated to the community from Hilltop through
the downsizing relocation plan from 2012.
o In September 2010 the census at Hilltop was 68; in November 2013 the census is 50, in September 2014
the census is 34.
o In September 2010, the licensed bed capacity at Central was 70, the census as of November 2013 is 50,
and the census in September 2014 is 34.

HSRI Rec 2: Involve private systems in a more active role
BHD has been working with private providers to build clinical capacity to treat persons with more severe
psychiatric symptoms and needs.
o In 2012 Aurora opened a 24 bed unit specifically dedicated to take higher acuity patients from BHD.
o BHD is in discussions with private health system providers in the community to establish contracts to
taking on indigent persons in need of mental health services.
o Rogers has plans to add 26 adult psychiatric beds in their brown deer facility in 2015.
o The Hospital systems now operate 68% of the psychiatric beds in this community while also accounting
for 85% of total psychiatric admissions. That will likely go up in 2015.
o 28% of individuals were transferred from our Psychiatric Crisis Service to private treatment facilities.

HSRI Rec 3: Reorganize crisis services & expand alternatives
Since 2012, BHD has two Crisis Resource Centers located in the northern and southern parts of the county in
order provide easier access for consumers.
In 2012, two additional crisis stabilization/respite homes were opened. One respite location for individuals with
intellectual disabilities and one stabilization home for individuals who live with mental illness.
As of September 2014 there are 53 crisis stabilization beds.
The Community Linkages and Stabilization Program (CLASP) launched in 2012. CLASP is a program that focuses on
a successful discharge planning and community reintegration that is delivered in a peer-to-peer approach.
Mobile Crisis Team expanded to provide a maximum amount of availability with 24/7 coverage.
In 2013, Milwaukee Police Department also added a member to the Mobile Crisis Team and will enhance their
partnership with BHD by adding another member in the upcoming year.
rd
In September 2014, a contract with La Causa was established to create a 3 shift Crisis Mobile Services.
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HSRI Rec 4: Reduce emergency detentions
There has been a 29.6% decrease in Emergency Detentions from 2010- 2014
In 2014, a change to state statutes that broadened the definition of who is authorized under Chapter 51 to make
Emergency Detention determinations will likely result in diverting emergency detentions for other alternatives
The Housing Division is working more closely with private hospitals and the House of Corrections to enhance
successful discharge planning via a newly hired Community Intervention Specialist position, which was developed
out of the Community Linkages Action Team.

HSRI Rec 5: Expand & reorganize community-based services
Received authorization in August 2013 to implement the Community Recovery Services (CRS) benefit via the 1915i
Medicaid Waiver as of September 2014, 66 clients are enrolled in CRS.
BHD made a significant investment in shifting resources to community-based services and expanding communitybased capacity.
o CEX $3 million in 2012 & 2013, some of the funded initiatives included:
 CLASP
 Northside CRC
 Crisis Respite for individuals with an intellectual disability
 Crisis Stabilization Home for individuals living with at mental illness
 Expansion of Targeted Case Management to serve 90 additional individuals
 Created the Community Intervention Specialist , Quality Assurance Coordinator, and Behavioral
Health Prevention Coordinator positions
 Pathways to Permanent Housing
 Additional Supported Housing units
 Peer Pipeline Infrastructure
o CEX $4.4 million in 2013 & 2014
 COLA for the CSP agencies
 ACT/IDDT Implementation
 Peer Run Recovery Center
 Southside Access Clinic
rd
 Expansion of 3 Shift Mobile Crisis
 TCM for the AODA Population
 Relocation funds for Rehab Central Clients
Increased the use of evidence based practices with the Individual Placement and Support (IPS) supported
employment program.
In 2014 four Community Support Programs adopted an Assertive Community Treatment/Integrated Dual Disorder
Treatment (ACT/IDDT) model.
Developed a continuum of care in Targeted Case Management (TCM) so individuals in need of TCM service have
more choice that is based on clinical acuity; there are now three levels of TCM service. Level I is outreach based
case management and care coordination that assists individuals with referrals and information; Level II, is
intensive clinic based case management services; and, Level III which is called Recovery Case Management for
clients who require less intensive services than what is provided in Level I such as those in need of case
management services that reside in a supported apartment.
2014 expanded Targeted Case Management to individuals with a substance use disorder, currently 40 clients are
enrolled.
September 2014 received approval for Comprehensive Community Services (CCS) in the County, with 41 clients
currently enrolled.

Attachment 2 – Progress on HSRI 2011 Report Recommendations
Improved discharge planning for acute inpatient stays by completing a discharge conference with every individual
prior to release to collaboratively review the discharge plan, discuss community resources, and address questions.
BHD has implemented a multipronged approach toward benefits counseling to ensure maximum revenue to fund
services.
o Social workers work with clients on financial questions and connect individuals with the fiscal
department to assist with some components of the benefits application.
o In addition, Winged Victory Program staff, all of whom are certified application counselors (CAC) for ACA,
work with clients in the hospital, PCS, and the Access Clinic to enroll in Medicaid, the Marketplace,
and/or social security benefits.
o Social workers across the network assist clients with the insurance enrollment process.
o The Community Services Branch has 5 CAC and has worked with our community providers to answer
Medicaid and ACA enrollment questions.
o All Central Intake Units are CAC organizations enrolling nearly 300 individuals into the marketplace or
Medicaid from late 2013 to September 2014.

HSRI Rec 6: Promote a recovery-oriented system through person-centered
approaches & peer supports
Milwaukee currently has 111 certified peer specialists- the most in the state.
Offered training though Our Space, Inc., and La Causa and continuing education opportunities for Certified Peer
Specialists.
In 2014, all contracted TCM and CSP providers employed a Certified Peer Specialist.
Division of Housing utilized peer specialist in their supported housing programs
In September 2012 and in September 2013, held a summit for employers on how to recruit/hire/utilize Peer
Specialists, second summit occurred in November 2013 and showcased the newly developed Employer Tool Kit
Sponsored training for local peers as facilitators in developing individualized person-centered Wellness Recovery
Action Plan (WRAP).
Training for bilingual Certified Peer Specialists.
One community partner, Our Space Inc., employs 25 peer specialists.
Crisis Services has had significant gains in the number of clients with individualized crisis plans on file with an
increase of 206% from 2010 – 2014..
Peer Pipeline website was created and is maintained by Mental Health America, with up-to-date resources on
educational and employment opportunities for peer specialists.
Aurora Behavioral Health hired their first peer specialist in November 2013.

HSRI Rec 7: Enhance & emphasize housing supports
The creation of 519 supportive housing units has been developed an increase of 109.3% since 2010.
The creation of a new supportive services program has been developed for homeless veterans.
Opened Pathways to Permanent Housing program in June 2013.
In 2013, the housing division began to use CDGB to fund services in supportive housing including peer support.
Permanent supportive housing options have been expanded through an increased number of permanent
supportive housing units in the community, in addition to 40 scattered site supportive housing options.
Housing Division has created case management slots for homeless veterans to give individuals access to Shelter
Plus Care rental assistance funds. Homeless prevention activities will also be funded from this contract.
Funds have been committed in 2013 to provide supportive housing for individuals who are aging out of the foster
care system and are receiving services through Wraparound. These units will be placed in service in early 2014.

Attachment 2 – Progress on HSRI 2011 Report Recommendations
Finally, as part of establishing a full and active partnership with the homeless service system the Division of
Housing has a community intervention specialist who is dedicated to be that bridge between the homeless and
mental health systems.
The housing division created a community intervention specialist position to assist correction institutions, private
hospitals and shelters with housing discharge plans.

HSRI Rec 8: Ensure cultural competency
Cultural Intelligence Action Team (CQAT) established in June 2013 and playing an active role in system redesign
efforts.
Families Moving Forward and the Faith Partnership Network developed and implemented preventative
intervention strategies for the African American community in Milwaukee and delivered these interventions in
environments needed for effective service.
th
United Community Center (UCC) in partnership with the 16 Street Clinic (an FQHC) developed and implemented
a collaborative engagement, screening and referral pilot project called Familias Sanas. The collaborative project
was designed as the pilot for developing systems to increase participation in integrated treatment services
(Medical, Mental Health and Substance Use Disorder (SUD) services) for Hispanic population within Milwaukee
County.
A major part of the SMART goals has been enhancing the inclusion of diverse perspectives and increasing the
cultural intelligence of mental health and substance use disorder professionals and the public at large.
In April 2014, 26 individuals participated in the first cultural intelligence (CQI) training and subsequent training is
scheduled for November 2014.
CQI will become a regular training in the Basics of Community Treatment.

HSRI Rec 9: Ensure trauma-informed care
A division-wide Trauma Informed Care (TIC) Committee was created.
Providing BHD staff ongoing TIC based education such as the Mandt System.
As part of The Joint Commission accreditation preparation process, BHD has updated Division policies and
procedures to reflect our trauma informed care approach.
Incorporated trauma related questions into our universal screening process.
The Community Services Branch has trained over 500 clinical and recovery support providers on the use of TIC
with the curriculum developed by Stephanie Covington.
Three evidence based trauma treatment models are used in community services – those models are Seeking
Safety, Beyond Trauma, and TREM/M-TREM.

HSRI Rec 10: Enhance quality assessment & improvement programs.
Created an Office of Compliance, Safety & Integrity and have a Chief Compliance Officer overseeing the quality
assurance and safety for the Division.
Revised and improved out QI process to improve the tracking of patient outcomes and effectives of methods
being utilized.
Implementing the EMR system (Avatar) which is a major change to our whole division’s management information
systems that allows us to collect and report common data.
With technical assistance from SAMSHA, BHD implemented a self-assessment tool that is being used in 60% of the
behavioral health programs.
Safety and prevention has been a major focus exemplified in the Falls Prevention program which has helped to
significantly reduce the number of fall incident among our residents.
Added a Quality Assurance Coordinator in 2014 dedicated to crisis services.
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Attachment 5 – SMART Goal Achievements and Opportunities

Goal

Achievements

Ongoing & Future Opportunities

1

Improve consumer satisfaction and recovery
outcomes by:
 Providing services that are welcoming, personcentered, recovery-oriented, trauma-informed,
culturally competent, and co-occurring capable
 Increasing the use of self-directed recovery
action plans
 Completing the functional integration of
MH/AODA service components of the
Milwaukee County CARS Division
 Using person-centered experiences to inform
system improvement

 MHSIP survey revision, supplemental questions
developed for more welcoming and personcentered approach
 Improvement in all MHSIP domains from 2011 to
2013 on BHD Acute IP units; four of six domains
above 70%
 Maintaining MHSIP scores above 75% in
community services
 ACT/IDDT implementation at CARS Division &
eight (8) community agencies
 Personal & Family Stories Workgroup

 General efforts to improve consumer
experiences to achieve optimal MHSIP
& Vital Voices scores
 Expand collection of consumer
satisfaction data in more service
settings throughout community
 Collecting and curating stories from
consumers and families for quality
improvement and public education
 IDDT implementation, enhance cooccurring capability, unified “front
door” for MH and AODA

2

Promote stigma reduction in Milwaukee County
through:
 Evidence-based stigma reduction presentations
that include presentations by persons with lived
experience
 Partnering with efforts led by NAMI, Rogers
Memorial Hospital, and the Center for Urban
Population Health Project Launch

 Stigma reduction curriculum developed involving
consumer stories, information on services and
recovery; public education sessions held for
County Districts 5 & 10
 Performances of NAMI's “Pieces” throughout
Milwaukee County
 WISE online video library

 Additional public education sessions
throughout the County in diverse
settings, e.g., schools/universities,
churches, parks, community centers

3

Improve the quality of the mental health workforce
through:
 Implementation of workforce competencies
aligned with person-centered care
 Improved mental health nursing recruitment and
retention
 Improved recruitment and retention of
psychiatrists
 Improved workforce diversity and cultural
competency

 Nursing’s Voice: Applied research on skills and
attitudes of MH nurses and employers to
develop plans for recruitment, retention;
relationship-building with educators and MH
nurse employers; continuing education and
networking opportunities for RNs; internships
for nursing students with interest in MH
 Over 500 individuals from 87 community
agencies actively engaged in MC3 Steering
Committee and Change Agent activities
 28 community agencies completed NIATx
change projects, four COMPASS Clinics since
2013; change projects shared on MC3 website

 Replication and adaptation of Nursing’s
Voice activities for other mental health
professionals
 Implementation of person-centered
workforce competencies as defined by
SAMHSA, MC3, or other sources
 Promoting measurement and
monitoring of workforce diversity
within community agencies to ensure
cultural diversity consistent with the
population being served
 Collect data on recruitment and
retention of psychiatrists, nursing staff
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Goal

Achievements

Ongoing & Future Opportunities

4

Expand the network of Certified Peer Specialists
who are well trained, appropriately compensated,
and effectively engaged with peers and whose
services are eligible for Medicaid reimbursement
by:
 Increasing the number Certified Peer Specialists
 Recruiting and training Certified Peer Specialists
with bilingual (Spanish) capability;
 Increasing the number of programs that employ
Certified Peer Specialists
 Establishing a peer-operated program
 Advocating for quality in the delivery of Certified
Peer Specialist services

 119 Certified Peer Specialists in Milwaukee
County (August 2014), up from 40 in mid-2012
 Established and maintained Peer Pipeline
website (collaboration between County and
MHA), providing information on training,
continuing education, certification, and
employment opportunities for CPS
 Training for Spanish-speaking CPS
 Two employer trainings on integrating peer
support into service array, treatment teams
 Peer Specialists employed in TCM and CSP
 Aurora Psychiatric Hospital employing CPS

 Peer-run drop-in center contract to be
issued in mid-2014
 Explore engaging Certified Peer
Specialists with additional provider
organizations and in diverse settings
 Establish baseline and optimal goal
(based on demand) for number of CPS
employed in the community

5

Improve the coordination and flexibility of public
and private funding committed to mental health
services

 Community Recovery Services and
Comprehensive Community Services (Medicaid
psychosocial rehab benefits) approved,
enrollment underway in CARS Division and
community partners
 Public Policy Forum, BSG providing fiscal analysis
and ACA preparation with BHD and CARS
Division

 Apply fiscal analysis and ACA
preparation assessment in strategic
planning and annual budgeting
 Explore service expansion (e.g., CRS)
opportunities based on analyses by
HSRI and others

6

Establish a mechanism to publicly chart system
quality indicators that reflect progress on Redesign
SMART Goals

 Public data dashboard presented in January
2014 on County website, updated quarterly
 System mapping project in collaboration with
IMPACT 2-1-1 highlighting service utilization
trends by ZIP code, e.g., Ch. 51 commitments
 Personal & Family Stories Workgroup

 Research on service utilization with
IMPACT 2-1-1 and other data
 Integrate Personal/Family Stories with
Consumer Satisfaction & utilization
assessments
 Quarterly updates to dashboard
 Outreach to private sector for data
sharing and analysis
 Data repository for public/private
system data, with unique PINs to
ensure confidentiality and promote
cooperation

Attachment 5 – SMART Goal Achievements and Opportunities

Goal

Achievements

Ongoing & Future Opportunities

7

Develop a structure for ongoing system
improvement and oversight of the Mental Health
Redesign process

 Mental Health Redesign and Implementation
Task Force maintaining partnership among
public/private stakeholders since July 2011,
making public reports and monthly updates to
Milwaukee County Board of Supervisors
 MC3 Steering Committee & Change Agents
assessing co-occurring capabilities and
conducting relevant change projects

 Adapt to changing oversight of public
mental health services, and
establish/affirm collective aims for
sustaining quality improvement
activities and structures, e.g., Quality
Action Team

8

Improve crisis access and response to reduce
Emergency Detentions (Chapter 51, Involuntary
Commitment for Treatment)

 Implementation of NIATx system improvement
technology to provide ongoing QI process
 EDs reduced overall and as a percentage of total
PCS admissions from 2011 to 2014 (60.8% to
54.1%)
 Increase in person-centered crisis plans on file
for BHD consumers (surpassed target)
 Expanded hours for mobile crisis services

 Assess all community crisis support
services for broad perspective of
available resources (e.g., mobile crisis
calls and visits in community, unique
crisis respite consumers, etc.)
 Categorize and gather data on different
types of crisis events

9

Improve the flexible availability and continuity of
community-based recovery supports

 Recovery Case Management (40 slots) added in
April 2013, piloted by MMHA, to complement
three existing levels of TCM
 Two additional caseloads (50 slots) of Level I
Targeted Case Management contracted,
maintained with Bell Therapy since April 2013
 CRS and CCS approved and implemented
 Central Intake Units trained as Certified
Application Counselors for ACA Marketplace

 Continue client enrollment in CCS and
CRS benefits
 Ongoing assessment of demand for and
availability of TCM, CRS, CCS, and CSP
benefits

10

Improve the success of community transitions after
psychiatric hospital admission

 Community Intervention Specialist (Housing
Division) facilitating discharge planning and
housing placements from public and private
inpatient services since August 2013
 Community Linkages and Stabilization Program
(CLASP) aiding consumers transitioning from
inpatient services to community-based care

 Establish definition of a successful or
sustainable community transition
 Gather current, available data on
successful community transitions
 Measure effectiveness of transition
support services; expand or replicate as
appropriate

Attachment 5 – SMART Goal Achievements and Opportunities

Goal

Achievements

Ongoing & Future Opportunities
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Improve the economic security of persons with
mental illness by increasing utilization of disabilityrelated benefits including SSI/SSDI and Medicaid

 Winged Victory provided SSA application
assistance to 314 individuals in 2013, an increase
of 45% from 2012 and 76% from 2011; approvals
up 36% from 2012 to 2013

 Establish SOAR Collaborative
 Provide benefit counseling in club
houses, day program providers, etc.
 Monitor ongoing enrollment of clients
into public/private insurance plans to
establish baseline and work toward
100% coverage

12

Increase engagement of individuals with mental
illness in employment, education, or other
vocational-related activities

 Implemented Individual Placement and Support
(IPS) employment model
 Improvement in employment status of SAIL and
WIser Choice consumers from intake to sixmonth follow-up in 2013
 Presentation by SSA representative on benefits
and work incentives in mid-2013

 Examine employment outcomes based
on type of employment, e.g., compare
performance of various employment
models
 Review of WIser Choice GPRA
data/outcomes

13

Improve access to, and retention in, recoveryoriented supportive housing for persons with
mental illness who are homeless or
inadequately/unsafely housed

 Increased supportive housing units in 2012,
2013, and 2014 by 28% (90 units), 10% (40
units), and 16% (73 units), respectively
 Pathways to Permanent Housing program
opened in June 2013
 Clarke Square neighborhood initiative providing
housing & supportive services for youth aging
out of foster care

 Maintain high rates of retention in
supportive housing
 Increase capacity for Community
Intervention Specialist Services to
support Housing First model
 Involve crisis support resources to
increase housing permanency
 Expand housing efforts to include
consumers aging out of foster care

14

Improve criminal justice and mental health system
collaboration to reduce inappropriate incarceration
of people with mental illness by:
 Establishing a HIPAA-compliant data link
between the County criminal justice system and
Behavioral Health Division
 Supporting a continuum of criminal justice
diversion services for persons with behavioral
health needs

 Community Justice Council analysis of high
utilizers in mental health & law enforcement
 Crisis Assessment Response Team (CART)
reducing unnecessary conveyances to PCS
through contracted partnership with MPD; 143
direct CART contacts (July 2013 through March
2014) with individuals in crisis

 Coordinate with Wraparound, foster
care, BMCW
 Expand CIT to include MCSO,
parole/probation
 Further coordination and development
of criminal justice resources, e.g.,
IMPACT 2-1-1

Attachment 5 – SMART Goal Achievements and Opportunities

Goal

Achievements

Ongoing & Future Opportunities
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Reduce acute hospital admissions through
improved access to non-hospital crisis intervention
and diversion services for people in mental health
crisis

 BHD Adult Inpatient admissions down 48.4%
from 2010 to 2014
 Access Clinic served 6,310 individuals (2,214 new
clients) in 2013, consistent with 2012 and up
46% from 2011
 Implementation of NIATx process improvement
technology to provide ongoing Quality
Improvement process

 Catalog available crisis intervention
supports (e.g., public, private, law
enforcement, etc.)
 Enhance mechanisms to track and link
consumers discharged from acute
inpatient care with follow-up supports
 Analyze utilization data from mobile
crisis calls, community visits, crisis
respite use, etc., to complement data
on reduced inpatient utilization

16

Improve the level of cultural intelligence (CQ)
operating in all components of the behavioral
health system by:
 Developing a CQ knowledge base
 Incorporating CQ standards into program
standards, clinical policies & procedures
 Instituting workforce development strategies
that promote CQ
 Developing a translator/interpreter network
 Establishing a CQ system improvement plan

 Cultural intelligence training curriculum adapted
from corporate models into content targeted
toward behavioral health and social service
fields (with SMB Group)
 Conducted training of trainers in 2014 with
representatives from Action Teams, CARS
Division, and other partners
 Hosted expert presentation on personal and
organizational CQ enhancement

 Develop a cultural intelligence
inventory, and conduct pre- and posttesting
 Provide ongoing trainings for County
and contracted providers on range of
cultural intelligence issues
 Examine whether there are any
changes in the cultural sensitivity item
on the MHSIP

Attachment 6 – Cultural Intelligence Action Team
Overview of Cultural Intelligence Efforts in Milwaukee
The Milwaukee County Behavioral Health Division Redesign process was well underway when
administrators invited former Contract Administrator Rochelle Landingham and contracted provider
Shawn Green to a meeting on Redesign efforts. Both women had worked closely with the
implementation of BHD’s WIser Choice Program and were very familiar with the program as well as
other department programs and service.
The BHD Administrators approached the local Coalition affiliate of the Federal Center of Substance
Abuse Treatments do discus gaps for consumers of color in Milwaukee County. Expert advice and
planning ensued and an invitation was given to Rochelle Landingham and Shawn Green to come to the
Redesign Task Force.
At the meeting, the two were struck by the lack of diversity in the room for a group purposed to
redesign a system that serves primarily people of color. Several discussions followed that meeting and
the two women were offered the opportunity to meet with the expert consultants hired for the
Redesign effort. The now emerging group utilized the consultant’s to refine their ideas around
addressing the absence of culture specific programming and opportunities for program participants.
The group worked to develop and present, to the Redesign Task Force, a request to expand the effort to
include and address Cultural Intelligence by way of an additional goal as well as Action Team. The
Cultural Intelligence (CQ) Center defines this as: “a person's capability to function effectively in
situations characterized by cultural diversity. CQ is a critical capability that enhances employee, manager
and organizational effectiveness. It also enhances interpersonal interactions in a wide range of social
contexts.” (http://www.culturalq.com)
Although Redesign Task Force efforts were well underway, Co-Chairs Sue Gadacz and Pete Carlson
explored and ultimately introduced a motion to add a Cultural Intelligence Action Team. The request
was vetted by the Task Force at-large and approved. Cultural Intelligence (CQ) became the 16th Goal of
the Redesign Action Plan and the CQ Action Team (CQAT) began meeting monthly staring July 10, 2013.
The CQAT identified five priorities, which are to:
1.
2.
3.
4.
5.

Develop an annual CQAT Action Plan
Provide training and curriculum
Secure data capping (client type and type of service{s} utilized)
Insure peer/participant access and outcomes inclusive of strong partnerships
Execute program enhancements

The co-chairs actively recruited members of ethnic, disability and other under-represented groups. The
Team continues to meet on the second Tuesday of each month at Westcare WI/Harambee, 335 West
Wright Street in Milwaukee at noon.
CQ Forging Ahead
The Cultural Intelligence Action Team (CQAT), a component of the Milwaukee County Behavioral Health
Division Redesign, has a vision to increase and enhance the performance levels of direct care,
administrative and other related service staff who work with, in or on behave of service participants
in the many diverse communities and constituents in and around Milwaukee County.
The overall goal of the CQAT is to conceptualize the framework to expand and ensure that cultural
intelligence endures throughout and beyond the Redesign efforts. This framework should instruct,
equip, and offer care providers the tools to effectively interact with care recipients in culturally

Attachment 6 – Cultural Intelligence Action Team
intelligent and appropriate manners as deemed by the care recipients. The desired result is that care
providers understand how best to create and utilize strategies that respect and honor the cultural
norms, behaviors, and habits of the persons and communities in which they serve/work.
As the system further engages diverse communities, Cultural Intelligence (CQ) serves as the cornerstone
of our collective work with individuals, families and the community at-large. CQ provides the
opportunity for partnership with and between representatives of the widest possible array of culturally
diverse constituencies in Milwaukee and southeastern Wisconsin, to work collaboratively with people
and families in service, leadership, provider partners, front line staff, and others to enhance outcomes.
Employing Cultural Capabilities
The Cultural Intelligence Center has identified four capabilities that are consistently constant in the
behavior of individuals who are effective in culturally diverse situations. They are:
Drive
Knowledge
Strategy
Action
Having worked for and on behalf of BHD, the co-chairs have an up-close and realistic understanding of
the necessity to redesign and correct system flaws. In a letter to legislators the two proposed that the
new Milwaukee County Mental Health Board:
Reflects the ethnic diversity of BHD’s current and predicted service population
Legislation includes narrative and measures to ensure that language and cultural-specific
services are readily available to service-seekers, based on the demographics of those actively
utilizing County/State sponsored, behavioral health services in Milwaukee County and
Ensure that members of the proposed Board complete the Cultural Intelligence training
Executing the Action Plan, the CQAT recruited 25 people, who have been involved in the Redesign
process, for the inaugural Cultural Intelligence training held on Tuesday, April 1, 2014. On October 29th
we conducted the Passport to Cultural Intelligence training with 21 people. Each participant completed
a CQ assessment and received their personalize analysis of the findings at the trainings.
We welcome the opportunity to talk with you about partnering as a/your human service/faith partner in
this important work. We look forward to working with you and please contact us at:
Shawn Green
Shawngreen82@gmail.com
414-264-6700
Rochelle Landingham
rochelle.landingham@westcare.com
414-239-9359 ext. 80103
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COUNTY OF MILWAUKEE
Inter-Office Communication

DATE:

November 24, 2014

TO:

Kimberly Walker, Chairperson – Milwaukee County Mental Health Board

FROM:

Héctor Colón, Director, Department of Health and Human Services
Approved by Patricia Schroeder, Administrator, Behavioral Health Division
Prepared by Clare O’Brien, Fiscal & Management Analyst, Department of Health
and Human Services

SUBJECT:

Report from the Director, Department of Health and Human Services,
requesting authorization to enter into 2015 contracts with the State of
Wisconsin for Social Services and Community Programs

Issue
Sections 46.031 and 49.325 of the Wisconsin Statutes require counties to execute annual
contracts with the State Departments of Health Services (DHS) and Children and Families (DCF)
for “Social Services and Community Programs.” The contracts, also referred to as Community
Aids, provide State and Federal funding for county services to persons with mental illness,
disabilities, substance abuse problems and juvenile delinquents and their families as mandated
by State and/or Federal law.
The Director, Department of Health and Human Services (DHHS), is therefore requesting
authorization to sign the 2015 contracts with DHS and DCF for the provision of social services
and community programs mandated by state law. The Behavioral Health Division (BHD) cannot
receive 2015 revenues from the State until these contracts are signed.
Background
State and Federal funds that are forwarded to the Behavioral Health Division (BHD) under the
Social Services and Community Programs state contract, commonly referred to as “Community
Aids” provide a significant funding source for the department. For 2015, at least $36 million is
anticipated for BHD.
The state’s Social Services and Community Programs contracts include various separate
revenues used to fund the Department of Health and Human Services (DHHS) (including the
Behavioral Health Division). Funding identified in this report pertains only to revenues
associated with services within BHD.

2015 State Social Services Contract
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At this time, DHHS has not received the actual 2015 “Community Aids” contract from the State.
However, DHHS has received an advisory notification of 2015 allocations, and this has been
utilized to identify the fiscal effect of the expected contract (allocations are posted at
http://www.dhs.wisconsin.gov/sca/ and http://www.dcf.wi.gov/contractsgrants/social_human_services_contracts).
State Allocations and Fiscal Effect
Community Aids – Basic County Allocation (BCA)
The Basic County Allocation (BCA) is a type of block grant provided to counties that is not
earmarked to serve a specific target population. Counties are able to determine how much
funding to provide to each of the populations eligible to be served with these funds: persons
with mental illness, developmental disabilities, physical disabilities, substance abuse problems
and delinquent children.
The 2015 Budget includes $22,336,586 of BCA for BHD. This amount is consistent with the
State allocation of BCA to Milwaukee County.
BHD Earmarked Revenue Sources
Behavioral Health Division
State earmarked funding for BHD supports services in the Wiser Choice fee-for-service network
and the mental health purchase of service contracts within BHD’s Community Services Branch.
As shown in the table below, the 2015 Budget anticipates $15.8 million in revenue compared
to the State’s preliminary allocation of $13.6 million. The difference of $2.2 million reflects
Substance Abuse Treatment TANF funding not yet issued for the last six months of 2015. The
State only committed half of the grant to BHD effective January 1 to June 30, 2015 and the last
six months of funding, or $2.2 million, will be determined by a Request for Proposals (RFP)
process. The State periodically solicits proposals for its earmarked funding sources.
CSB will submit a response to the RFP and is hopeful it will be level funded for the last six
months of the year for a total allocation of $4.4 million. A final decision on funding is
anticipated prior to the end of the State’s fiscal year which is June 30, 2015. Any additional
funding would be issued through an amendment to the Social Services/Community Programs
contract.

2015 State Social Services Contract
Page |3

November 24, 2014

CY2015 State/County Social Services/Community Programs Contract
Preliminary Revenue Notification Compared to the 2015 Budget

Basic County Allocation
DHS Community Aids

BHD Budget

2015

State

Preliminary

vs. DHHS/BHD

State Notice

Budget

$22,336,586

$22,336,586

$0

$1,478,673

$1,478,673

$0

$84,519

$88,217

$3,698
$21,360

Earmarked Revenues
BHD Earmarked Revenues
Community Options Program (COP)
CSP Wait List
Certified Mental Health Program
IMD Regular Relocation
Mental Health Block Grant

$337,499

$358,859

$5,891,687

$5,891,677

$680,914

$685,914

($10)
$5,000
1

Substance Abuse Treatment TANF

$4,394,595

$2,197,298

AODA Block Grant

$2,431,021

$2,431,021

$0

$500,000

$500,000

$0

$15,798,908

$13,631,659

($2,167,250)

$38,135,494

$35,968,245

($2,167,250)

IV Drug
Subtotal BHD Earmarked Revenues

GRAND TOTAL Revenue

($2,197,298)

1

The State Department of Health Services has issued a six-month (January 1 - June 30, 2015) contract w ith the Community Services Branch for
the Substance Abuse Treatment TANF grant. A Request for Proposals (RFP) w ill be issued by DHS in early 2015 so that an aw ard decision can be
made in time for the last six months of 2015. CSB w ill submit a response to this RFP to secure ongoing funding. Once an aw ard is made, the State
w ill issue an amendment to the 2015 State/County contract.

Recommendation
It is recommended that the Mental Health Board authorize the Director, Department of Health
and Human Services, to execute the 2015 Social Services and Community Programs contracts
from the State Departments of Health Services and Children and Families, and any addenda to
those contracts, in order for the County to obtain the State Community Aids revenue. The 2015
Social Services and Community Programs contracts provide total revenue of $35,968,245.
Fiscal Impact
A fiscal note form is attached.

_______________________________
Héctor Colón, Director
Department of Health and Human Services
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cc:

County Executive Chris Abele
Raisa Koltun, County Executive’s Office
Don Tyler, Director, DAS
Josh Fudge, Director, Office of Performance, Strategy & Budget
Matt Fortman, Fiscal & Management Analyst, DAS
Scott Manske, Comptroller’s Office

November 24, 2014

MILWAUKEE COUNTY FISCAL NOTE FORM

DATE:

11/24/14

Original Fiscal Note
Substitute Fiscal Note

SUBJECT: Report from the Director, Department of Health and Human Services, requesting
authorization to enter into 2015 contracts with the State of Wisconsin for Social
Services and Community Programs

FISCAL EFFECT:
No Direct County Fiscal Impact

Increase Capital Expenditures

Existing Staff Time Required
Decrease Capital Expenditures
Increase Operating Expenditures
(If checked, check one of two boxes below)
Absorbed Within Agency’s Budget

Increase Capital Revenues
Decrease Capital Revenues

Not Absorbed Within Agency’s Budget
Decrease Operating Expenditures

Use of contingent funds

Increase Operating Revenues
Decrease Operating Revenues
Indicate below the dollar change from budget for any submission that is projected to result in
increased/decreased expenditures or revenues in the current year.

Operating Budget

Capital Improvement
Budget

Expenditure or
Revenue Category
Expenditure

Current Year
0

Revenue

0

Net Cost

0

Expenditure
Revenue
Net Cost

Subsequent Year

DESCRIPTION OF FISCAL EFFECT
In the space below, you must provide the following information. Attach additional pages if
necessary.
A. Briefly describe the nature of the action that is being requested or proposed, and the new or
changed conditions that would occur if the request or proposal were adopted.
B. State the direct costs, savings or anticipated revenues associated with the requested or
proposed action in the current budget year and how those were calculated. 1 If annualized or
subsequent year fiscal impacts are substantially different from current year impacts, then
those shall be stated as well. In addition, cite any one-time costs associated with the action,
the source of any new or additional revenues (e.g. State, Federal, user fee or private
donation), the use of contingent funds, and/or the use of budgeted appropriations due to
surpluses or change in purpose required to fund the requested action.
C. Discuss the budgetary impacts associated with the proposed action in the current year. A
statement that sufficient funds are budgeted should be justified with information regarding the
amount of budgeted appropriations in the relevant account and whether that amount is
sufficient to offset the cost of the requested action. If relevant, discussion of budgetary
impacts in subsequent years also shall be discussed. Subsequent year fiscal impacts shall be
noted for the entire period in which the requested or proposed action would be implemented
when it is reasonable to do so (i.e. a five-year lease agreement shall specify the costs/savings
for each of the five years in question). Otherwise, impacts associated with the existing and
subsequent budget years should be cited.
D. Describe any assumptions or interpretations that were utilized to provide the information on
this form.
A. Authorization is requested to sign the 2015 Social Services and Community Programs contracts
with the State Departments of Health Services and Children and Families. Approval will allow
Milwaukee County to receive State revenue for county services to persons with mental illness,
disabilities, substance abuse problems and juvenile delinquents and their families as mandated by
State and/or Federal law.
B. The state’s Social Services and Community Programs contracts include various separate revenues
used to fund the Department of Health and Human Services (DHHS) (including the Behavioral Health
Division). Funding identified in this report pertains only to revenues associated with services within
BHD. Approval to sign the 2015 contracts will allow Milwaukee County to receive funds.
C. DHHS staff has compared revenues in the State Advisory Notification to revenues that were
anticipated in the 2015 Budget. Total funding anticipated in the 2015 Budget is $38.1 million and the
total funding issued at this time by the State is $35.9 million. The difference of $2.2 million reflects the
last six months of funding for the Substance Abuse Treatment TANF grant. The July 1 to December
31, 2015 balance of funding for this grant will be determined through a Request for Proposals (RFP)
process being undertaken by the State.
D. The fiscal note assumes that the Substance Abuse Treatment TANF grant is level funded by the
State.

1

If it is assumed that there is no fiscal impact associated with the requested action, then an explanatory statement that justifies that
conclusion shall be provided. If precise impacts cannot be calculated, then an estimate or range should be provided.

Department/Prepared By

Clare O’Brien, Fiscal & Management Analyst

Authorized Signature

Did DAS-Fiscal Staff Review?

Yes

No

Did CDPB Staff Review?

Yes

No

Not Required
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KEY FISCAL ITEMS AS OF NOVEMBER 2014
Behavioral Health Division – Inpatient






Clinical Staffing
Adult Inpatient Bed Reduction
Hilltop Downsizing
State Plan Amendment Revenue
WIMCR Revenue

CARSD – Community Access to Recovery Services Division
 CRS & CCS Billing Implementation

3

BHD - Combined Reporting
November Year to Date 2014 Fiscal Results
P & L Summary
2014
Budget
124,381,941
184,785,420
60,403,479

2014
Actual YTD
113,261,070
152,962,295
39,701,225

2014
Projection
120,722,309
178,864,665
58,142,356

Surplus/
(Deficit)
(3,659,632)
5,920,755
2,261,123

BHD
Combined

Revenue
Expense
Tax Levy

2013
Actual
118,722,888
179,245,135
60,522,247

BHD Inpatient

Revenue
Expense
Tax Levy

33,704,918
86,084,156
52,379,238

33,109,314
82,548,746
49,439,432

32,465,542
71,153,946
38,688,404

34,843,471
83,604,285
48,760,814

1,734,157
(1,055,539)
678,618

CARSD

Revenue
Expense
Tax Levy

85,017,970
93,160,979
8,143,009

91,272,627
102,236,674
10,964,047

80,795,528
81,808,349
1,012,821

85,878,838
95,260,380
9,381,542

(5,393,789)
6,976,294
1,582,505
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BHD - Combined Reporting
November YTD 2014 Fiscal Results
Revenue Summary
BHD COMBINED
BCA
State Revenue
Federal Revenue
Health Revenue (Patient)
Other Revenue
Sub-Total Revenue
Tax Levy

2013
Actual
22,357,608
34,504,888
962,530
57,949,363
2,948,499
118,722,888
60,522,247
179,245,135

2014
Budget
22,016,586
33,929,039
649,915
64,038,034
3,748,367
124,381,941
60,403,479
184,785,420

2014
Actual YTD
22,016,595
28,901,884
519,177
58,866,183
2,957,230
113,261,069
34,228,007
147,489,076

2014
Projection
22,016,586
33,029,336
587,500
61,767,973
3,320,914
120,722,309
58,142,355
178,864,664

Surplus/
(Deficit)
0
(899,703)
(62,415)
(2,270,061)
(427,453)
(3,659,632)
(2,261,124)
(5,920,756)

2014 Budget
33%

12%

18%

BCA
State Revenue
Federal Revenue
Health Revenue
0%

2%

Other Revenue
Tax Levy

35%
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BHD - Combined Reporting
November YTD 2014 Fiscal Results
Expenditure Summary
BHD COMBINED
Personnel Services
Fringe
Contractual Services
Commodities
Other Charges
Capital
Net Crosscharges

2014
Budget
39,374,420
31,791,161
18,949,288
5,257,511
92,978,253
883,468
(4,448,681)
184,785,420

2013
Actual
43,351,559
29,407,717
19,405,946
5,458,214
85,251,528
721,330
(4,351,159)
179,245,135

0.5%
50.3%

2014
Actual YTD
34,700,940
28,896,757
15,650,197
2,858,806
70,062,247
533,089
(5,212,960)
147,489,077

2014
Projection
40,818,955
32,326,690
18,902,005
4,218,767
86,364,960
813,251
(4,579,964)
178,864,664

Surplus/
(Deficit)
(1,444,535)
(535,529)
47,283
1,038,744
6,613,293
70,217
131,283
5,920,756

2014 Budget

-2.4%

Personnel Services

21.3%

Fringe
Contractual Services
Commodities
17.2%
10.3%

Other Charges
Capital
Net Crosscharges

2.8%

6

BHD - Combined Reporting
November YTD 2014 Fiscal Results
Expenditure Summary
($ in Millions)

BHD COMBINED

2014
Projection
$ 20.1

Surplus/
(Deficit)
$
2.3

Community Services

2014
Budget
$ 22.4

AODA

$ 14.2

$

13.6

$

0.6

Reflects Fee for Service network for Detox, ATR & TANF etc.
Impact of ACA reducing expenditures

WRAP

$ 53.2

$

49.6

$

3.6

Wrap Fee for Service $3.6 M due to youth enrollment lower
than budgeted.

BHD Crisis

$

3.2

$

3.0

$

0.2

Purchase of Service for crisis mobile, access clinics etc.

$ 93.0

$

86.3

$

6.7

Surplus Explanation
Reflects $2.3M in Purchase of Service surplus due to executed
contracts being less than budgeted appropriations.
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2015 Projected Budget Surplus/(Deficit) Items
as of December 2014

Item
Increase inpatient Medicaid Rate

Explanation
After budget was completed BHD received notice
from the State that the Medicaid rate for Adult
inpatient and CAIS was increasing by $219 per day.

Surplus/Deficit
$690,000

Dietary Contract

During the budget process a RFP for dietary services
was performed. Although the budget included
assumptions of savings from the competitive bid
process the savings were conservative in relation to
the pricing in the executed contract

$700,000

Adult Inpatient Bed Reduction

As a result of staffing shortages beds available was
reduced in the adult acute area. Current staffing
patterns will not change as a result of the
reduction, but there will be a reduction in revenue.

($2,000,000)

2014 Reserve

BHD is expected to surplus in 2014 by $2.3M. The
reduction is largely due to higher reimbursement
on claims and lower spending in CSB provider
network

$2,300,000

Hilltop Phase Down Payments

Payments received from the State in 2015 for
Hilltop clients located in the community in 2014

$380,000

Write Off %

Oct. YTD WO % are being recalculated. % needs to
be compared to % in budget and variance
determined.

$200,000

BHD Fringe Adjustment

Cost to increase fringe to levels comparable with all
other county employees

($800,000)

Total

$1,470,000
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2015 Budget Risk/Opportunities
as of December 2014

Item

Explanation

Surplus/Deficit

2015 Fringe Benefits

In 2015 the actual costs of associate health care claims will
be recorded to BHD resulting in a budget surplus/deficit

TBD

TANF Grant

Budget assumed $4.4M, but BHD was notified that the
grant would go out for competitive bid and received only
$2.2 to fund through June.

TBD

Staffing Model Execution

A key component of the 2015 budget was addressing
staffing shortages and OT challenges. Management
execution of hiring and retaining staff to eliminate OT, and
run beds at optimal levels is critical to meeting budget

TBD

9

11
COUNTY OF MILWAUKEE
Behavioral Health Division Administration
Inter-Office Communication
DATE:

December 1, 2014

TO:

Kimberly Walker, Chairperson – Milwaukee County Mental Health Board

FROM:

Patricia Schroeder, Administrator, Behavioral Health Division

SUBJECT:

Report from the Administrator, Behavioral Health Division, and Director,
Department of Administrative Services, Providing an Update on the New
Facility Administrative Committee

Background
The Administrative Committee that will analyze the Behavioral Health Division (BHD) facility
and plan for new space has been initiated. This group has the following membership:
Co-Chairs
Patricia Schroeder, Administrator, BHD
Teig Whaley-Smith, Director, Department of Administrative Services
Mental Health Board Representatives
Pete Carlson
Lyn Malofsky
Duncan Shrout
Other Members
John Schneider, Chief Medical Officer, BHD
James Kubicek, Deputy Administrator, Crisis and Acute Services, BHD
Susan Gadacz, Deputy Administrator, Community Services, BHD
Randy Oleszak, Fiscal Administrator, BHD
Jeanne Dorff, Deputy Administrator, Department of Health and Human Services (DHHS)
Raisa Kolton, Chief Of Staff, County Executive’s Office
Tonya Simpson, Communications, DHHS
William Banach, Architecture, Engineering and Environmental Services, Facilities Management
David Cialdini, Economic Development
Meetings are being held weekly during the analysis process.
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Follow up to Board Information Request

I.

II.

III.

IV.

V.
VI.

Finance Committee Reports
a. Quarterly Financials(2): Suggested frequency quarterly
b. Program savings(16): Suggested frequency quarterly
Administrative Update
a. Staffing levels(4): Suggested frequency semi annually
b. Salary/Benefit Info for RNs and MDs(4)Suggested frequency: annually
c. Long Term Care Closure(6):Suggested frequency: quarterly in 2015
d. Joint Commission Progress(7): Suggested frequency: quarterly
e. Progress on Strategic Plan: Suggested frequency: quarterly until plan is adopted
Community Access to Recovery Services
a. Program Scope and Contracts(8)Suggested frequency: annually
b. Northside Access Clinic(12)Suggested frequency: one report
c. CCS(9)Suggested frequency: semi annually
d. Substance Abuse Delivery System(14)Suggested frequency: annually
e. Program evaluation/quality measures: Suggested frequency: semiannually
f. CSP transition data: Suggested frequency: quarterly in 2015
Quality Dashboard or Reports
a. Re-admission rates(10)Suggested frequency: quarterly
b. Inpatient census(5)Suggested frequency: quarterly
c. Program utilization(11)Suggested frequency: quarterly
d. Client Staff Injuries(17)Suggested frequency: quarterly
e. Wait time for police at PCS(13)Suggested frequency: quarterly
Orientation to RFP/Contracting Process and how quality is measured(15)One time
presentation
Needing Clarification
a. Psychiatric info(1)
b. Arrest records(3)
c. Board performance obligations for which Board is contractually bound: These are
spelled out in the bill creating the Board. With further clarification of the request Corp
Counsel might be able to make a presentation.
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