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Executive Summary
This report pesents the findings frora comprehensiveplanning effort to redesign the mental hkh care
system in Milwaukee County, conducted by Humarvies Research Institute partnership wih the Public
Policy Forunand the Technical Assance Collaborative, Inc

The project was initiated in October 2008 by the Milwaukee Health Care Partnership, the Medical Society of
Milwaukee County, and the Milwaukee County Behavioral Health Division. Other stakeholders were added
during the early stagesf the project, including the Wisconsin Department of Health Services, the Medical
College of Wisconsin, the Greater Milwaukee Foundation, the Faye McBeath Foundation, Disability Rights
Wisconsin, Rogers Memorial Hospital, the Milwaukee Mental HealthHask, and several other members of
the provider, payer and civic communities.

1. Background and Approach
The challenges facirtge mentalhealthcare delivery system in Milwaukee County have been widely discussed
at various forums and meetings involving adates, administrators, consumers and providers. Several of the
issues have also been covered by the local news meadliaddress these issues and challengey, public and
private stakeholders initiated the development of a planning process aimed asiggdeg the mental health
care delivery and financing system in Milwaukee County.

Guiding Principles

An initial step in the project was to convene stakeholdectuding individualérom consumer and advocacy
communities, mental health providers, systemmadistrators, county and state officials, amlividuals
representingprivate health care organization® definethe followingguidng principles:

Principle 1: The system should tezoveryorientedand consumercentered

Principle 2: The use ebmmunitybased serviceshould be encouraged

Principle 3: Mental healtiystem capacitghould be developed

Principle 4: Improve thquality of services delivered

Principle 5: Systems that interact with persons with mental illness shoutddrelinated and integrted
Principle 6Disparitiesn service delivery and outcomes should be eliminated

Principle 7: There should be a focusammmunity and public health

These principlebave guideceach step othe planning process arghouldultimatelyinform the
implementtion of the redesign recommendations.

Data Sources

This project used an encompassing ddtaven approach that examined services needed and received and
reasons for differences, access and quality of services, service utilization and outcomes. Thehdppobaed
obtaining information from diverse stakeholders including consumers, providers, family members, and
advocates using various methodologies. The project team collected data from each of the data sources outlined
below.

T Community Meetingdn colldoration with the advisory group, the project team convenacdee
community meetings to solicit feedback on the redesign project

Human Services Research Institute 7



1 Key Informant Interviews and Group Meetingke project teamanducted interviewsand
otherwise obtained input from more thab0 people and organizatiormver the periodof June 2009
to March 2010

1 Service Planning and Evaluation Survéje project team implemented a series of surveys to
obtain information about service needs, quality and access of services, and reasonsit@ se
disparity. Case managers, physicians, inpatient discharge planners, and consumers were surveyed.

1 Health System Administrator Surveyheproject team implemented a survey to better understand
the role and capacity of the public and private healthteyns from the perspective of system
administrators.

1 Service Utilization and Outcome Data understand the rates of service utilization and the ways in
which individuals move in and out of the mental health service system in Milwaukee County, the
projectteam analyzed both state and counrgvel administrative data.

2. Findings and Themes
The project team collected and analyzed data from the multiple sources outlined above and found that five key
issues and themes emerged.

Consumer Refusals

Multiple data souicesshowedthat consumers in Milwaukee County are refusing senvitesvery high rate. The
analysis suggests that consumers are refusing services for a number of reasons, including a desire for more
shared or independent decisiemaking and a need for one education regarding available services. The
extremely high number of involuntary commitments to the system also may explain the high rate of refusals.

Opportunities to Increase and Expand Community -Based Services

Our analysis founthat very few indiiduals are receiving an adequate amount of commubiged services,

including outpatient care. Accessibility issues included limited service capacity and issues with insurance. Taken
together, the data suggests the need for aenealuation of the structue and amounts of communitgased

services, including outpatient and case management services.

Peer-Operated and Peer Support Services

Analysis of the data demonstrated that it will be important to further develop pemarated and peer support
services irthe mental health system in Milwaukee Cournftyhedata suggest a need for the expansion of peer
operated services as well as for consumer and provider education regarding the benefits of these services.

Use of Crisis Services

Milwaukee County consumerseareceiving crisis services more often than any other services, and the
frequency of emergency detentions are a major challenge for all system stakeh@derns key informants
expressed a hope for greater availability of crisis prevention and crisisaitez services such as drap
centers, crisis phone lines, and crisis respite.

Inpatient Service Capacity

Stakeholders at all levels are similarly concerned about the efficiency and accessibility of inpatient care in the
County. Our analysis found thahile there is sufficient inpatient capacity, there is a need to reorganize care so
that the existing beds are used more efficiently.

Human Services Research Institute 8



3. Recommendations
Based on the above analyses, the system redesign project team has developed a set of recommendations for
moving forward. It is critical that system stakeholders pay ongoing attention to the sequerdirnigterrelated
nature of the interventions. Although the recommendations below presentedas a list, they should by no
means be implemented sequentially.tRer, as shown in the diagram below, the recommendations should be
implemented concurrently, with special attention paid to the ways the success of certain interventions hinges
on the implementation of others.

Enhance
community
based services

Enhance MIS, Eﬁg?;:ﬁcy
Ql, data Detentions

Downsize
inpatient

Recommendation 1: Downsize and redistribu te inpatient capacity.

Downsizingnpatient capacity, reallocating resources devoted to acute inpatiang and using the remaining

capacity in a more efficient manner will better serve the Cou8pecific recommendations include:

1.1 Gradually reduc@patient units at the current BHD complex.

1.2 Work with the State and the County Department of Health and Human Services to develop and
implement a plan to phase down th-bed Hilltop facility, which serves individuals with a dual
diagnosis of developental disability and mental iliness.

Recommendation 2: Involve private health systems in a more active role.
Outsourcing acute inpatient care to private health systems provides an opportunity for the BHD to shift

resources away from inpatient care to maappropriate outpatient or commuity-based careSpecific
recommendations for this area include:

Human Services Research Institute 9



2.1 OutsourceadditionalBHD inpatient bed capacity to the private health systems.

2.2 Private health systems should continue with their plans to expand dggdachiring more psychiatrists
and other mental health professionals, where possible.

2.3 To provide clinically appropriate care, private providers will need to adjust culture and build clinical
capacity to treat persons with more severe psychiatric symms and complex psychosocial needs.

Recommendation 3: Reorganize crisis services and expand alternatives.

Crisis services are often the first point of entry for the Milwaukee County mental health system. Reorganizing
and expanding crisis services wit@e more access to services for people who need them in a more timely
fashion, which will in turn reduce the need for costly inpatient c&mecific recommendations for this area
include:

3.1 Shift crisis services to a more central location.

3.2 Developand expand alternative crisis services.

Recommendation 4: Reduce emergency detentions.

Emergency detentions mubk reduced to appropriatelgerve Milwaukee County residerdsd decrease the
need for inpatient careThe specific recommendation for thisearis:

4.1 Enhance emergency provider and law enforcement trainings.

Recommendation 5: Reorganize and expand community -based services.

Communitybased services, including outpatient care, are a critical aspect of supporting individuals to live

independenty in the community. The data for this project consistently showed that improvements are needed

in the quantity and availability of communibased services in Milwaukee CourBpecific recommendations

include:

51 Continue working with the State to secutending for Community Recovery Services under the 1915(i)
State Plan Option.

5.2 Shift resources from inpatient to communibased services.

5.3 Explore partnerships with FQHCs and approaches to integrating care.

5.4 Expand evidencbased practices.

5.5 Adopt alternative case management models.

5.6 Improve discharge planning from acute inpatient stays.

5.7 Use benefits counseling to ensure maximum revenue to fund services.

5.8 Substitute some traditional treatments with alternative options for outpatieare.

Recommendation 6: Promote a recovery -oriented system through person -centered approaches and
peer supports.

The Milwaukee County mental healtystem will benefit from a shift towards a stronger recovery orientation at
every level of service delixge Specific recommendations in this area include:

6.1 Employ the use of motivational and persoentered approaches system wide.

6.2 Increase consumer education about recovenented and communitypased services.

6.3 Expand peer support and consurnmperated services.
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Recommendation 7: Enhance and emphasize housing supports.

Access to safe, adequate, and affordable housing is a critical element in supporting individuals to live
independentlyin their communities While considerable progress has beeadm in this area during the past
three years, there are a number of areas on which the County can focus to improve its housing services and
address the needs of homeless individuals in the sys&pacific recommendations include:

7.1 Reallocate resourcebeing used for group homes.

7.2 Expand permanent supportive housing.

7.3 Establish a full and active partnership with the homeless service system.

Recommendation 8: Ensure cultural competency.

The growing diversity of the Milwaukee population necessitateanges in the approach to delivering effective

mental health service$Specific recommendations include:

8.1 Enhance overall commitment to cultural competence.

8.2 Identify cultural, language, and service needs.

8.3 Ensure effective commication with irdividuals with limited Englishrgficiency.

8.4 Implementtraining in cultural issues and culturally and linguistically appropriate service delivery.

8.5 Conduct initial and ongoing organizational sedessments of cultural competence and include them in
guality improvement initiatives.

8.6 Involve communities and consumers in enhancing the cultural competency of the system.

Recommendation 9: Ensure trauma -informed care (TIC).

It is critical that any mental health system redesign effort take into accthenimportance of delivering care

that is traumainformed. Specific recommendations include:

9.1 Commit to a TIC organizational mission and dedicate resources to support it.

9.2 Conduct universal screening for trauma for all individuals.

9.3 Incorporae values and approaches focused on safety and prevention for individuals served by the
system and staff.

9.4 Create strengtkbased environments and practices that allow for individual empowerment.

9.5 Provide ongoing TIC staff training and education

9.6 Improve and target staff hiring practices for TIC.

9.7 Update policies and procedures to reflect new TIC mission.

Recommendation 10: Enhance quality assessment and improvement programs.

Thisreport recommends that existing quality improvemeafforts beexpanded and enhanced to create a
comprehensivesystemwide quality assurancprogram.Specific recommendations include:

10.1 Develop a coordinated QI process.

10.2 Select a set of performance and outcome indicators and goals for the system.

10.3 Make chages to management information systems to collect and report common data elements.

Because of the muHiaceted and interconnected nature of the above recommendations, the project team
recommends that County and other system administrators work to dev@lopmprehensivémplementation
plan for moving forward. Specific recommendations include:

Human Services Research Institute 11



Reconvene system stakeholders.

Form oversight steering committee.

Establish work groups to address common themes identified in this report.

Ensure full and activiaclusion of consumer groups in all phases of implementation.

=A =4 =4 =
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Introduction
This report presents the findings from Phase 2 of a planning effort to redesign the mental health care delivery
and financing system in Milwaukee County, conducted by Human SeResearch Institute (HSRI) in
partnership with the Public Policy Forum (PPF) and the Technical Assistance Collaborative, Inc. (TAC).

1. Structure of This Report
This report begins with a discussion of background information relevant to the system redesjipt,pr
including the impetus for and first phase of the redesign project, key organizations and stakeholder groups, and
local and national initiatives currently underway. Next, the report outlines the approach of this phase of the
redesign project, includg information about the development and use of guiding principles, descriptions of the
numerous data sources, and a discussion of the survey instruments and methodology used in collecting data and
conducting analyses. The report then presents findingamizged by data source followed by an identification of
issues and themes that emerged from the data. Based on the findings and key themes, the report offers a series
of recommendations for moving forward. These recommendations are accompanied by a $shieg @and
longterm action steps to be taken at both the state and county levels.

2. Planning Effort: Phase One
The challenges facirtge mentalhealthcare delivery system in Milwaukee County have been widely discussed
at various forums and meetings invirlg advocates, administrators, consumers and providers. Several of the
issues have also been covered by the local news mediaddress these issues and challengeseral key
public and private stakeholders expressed interest in developing a planrioggs aimed at redesigning the
mental health care delivery and financing system. In October 2008, the Milwaukee Health Care Partnership, the
Medical Society of Milwaukee County, the Faye McBeath Foundation and the Greater Milwaukee Foundation
agreed to funl a proposal developed by the PPF to conduct Phase 1 planning for this effort. That proposal was
designed to lay the groundwork for a comprehensive systaprovementeffort by exploring how other states
and counties have undertaken similar system transfation efforts, and by developing a detailed proposal for a
comprehensive planning effort in Milwaukee County.

The Phase 1 effort generated the following problem statement, which established the fundamental purpose of
the system redesign project:

Thepuh O YR LINAR@IFGS YSyialf KSFHfOK GaeadasSyé Ay aAhif
synchronization, resources and appropriate alignment of provadeed incentives. In fact, what ideally

should be a system based on principles of access, quetityeryand accountabilitygs defined byse

of evidencébased practices and measurement of outconaesdially is a largely uncoordinated set of

public and private sector programs and services based primarily on statutory and regulatory

requirements and olgations. In terms of capacity, it is unclear to what extent challenges in this area

stem from too few inpatient and crisis beds and facilities, or inadequate, poorly coordinated and/or
insufficient communityased clinical treatment and support servicksommunitywide planning effort

is needed to analyze this overall problem and determine what types of syatkmsustainable

improvements, policy reforms and funding/reimbursement initiatives are necessaansborm the

Human Services Research Institute 13



system byensuing sufficientprovider capacity and improved coverage, access and outcomes for adults
seeking and needing mental health care and treatment in Milwaukee County.

3. Planning Effort: Phase Two
Phase two of the system redesign project began in June Ztgse 2nvolved condating asystematic review
of the mental health services issues facing Milwaukee County, leading to priorities and resource aiatation
attempt to improve consumer outcomes.

Goal of the Project

Driven by the problem statement, the aim of the redesjynject is to create a Zicentury mental health
systemdriven by quality and scientific merit, financed through appropriate alignment of provdsed
incentives, efficient in coordinating service provisions with multiple agencies that interact wisimens, and
focused on outcomes leading to recovery with minimized barriers to access.

Scope of Work

The scope of this project is limited primarily to the adult mental health delivery system, as opposed to both the
mental health and Alcohol and Other [@rabuse (AODA) systems. It is designed to address systemic issues
involving service access and delivery, while specifically excluding consideration of treatment philosophies and
frameworks/specifics of clinical practice. Its focus is the-aloerly adultpopulation, with a particular focus on
low-income uninsured individuals and individuals served by government progfetheugh services for people
with developmental disabilities and substance use disorders are outside the scope of the tlepestareasre
touched on inbrief because of important linkages and impsftir people with mental iliness that both are in

need of further analysis and integratiofihe primary emphasis of the project is on health care and support
services capacity and access &s(inpatient, crisis/emergency, communitasedand consumerun/led

services).

Participating O rganizations

A review of other planning efforts and consideration of project goals led to the decision to retain a national
consultant with technical expertisa mental health system design to lead the project. HSRI was chosen for this
task. Because of their valuable expertise in systems planning, HSRI recruited TAC as a subcontractor for this
project. PPF was retained as the local consultant and has workesycleish HSRI to provide local research and
expertise, project facilitation, and fiscal agent duties. Provided below are descriptions of PPF, HSRI, and TAC.

Public Policy Forum
For the pasB7years, PPF has served asoapartisan public policy researcihganization that helps ensutbat
local governments are committed to providing taxpayers with good vahekthat local policy makers have
access to impartial and factualdzo f A O L322 f A 08 NBaSkNOK 2y (G2LAOIT A&aadz
expanded to include policy analysis of issues important to all of southeastern Wisconsd @R&tsive
experience in policy researchsoutheastern Wisconslh 'y R tt CQ& LINS@A2dza SELISNRS
facilitating stakeholders groups to plan initia&in areas such as water quality and regional cooperation, made
it ideally suited teserve as lead local consultant
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Human Services Researchinstitute
HSRI has been engaged in scietideen mental health systems planning efforts for over 30 yddg&Ris a non
profit organization located in Cambridge, MA and Portland, |I@Be fields of intellectual and developmental
disabilities, substance use and prevention, mental health and child and family services HSRI works to:

1 Assist public managers and humservice organizations to develop services and supports that work for
children, adults, and families

1 Enhance the involvemerf individuals and their families in shapingligy, priorities and practice

1 Improve the capacity of systems, organizations, awlividuals to cope with changes in fiscal,
administative, and political realities

1 Expand the use of research, performance measurement and evaiu@ improve and enrich lives

The mental health team at HSRI works to provide sustainable ways to improveesdhat lead to recovery and
advance the quality of life for persons with serious mental iliness. HSRI has devoted its organizational life to
supporting federal, state, and local decision makers to confront challenges through technologies for policy
planning and analysis and by providing technical assistance and training. HSRI provides assistance to policy
makers concerned with implementing the statutory, regulatory, and administrative change necessary to assure
that persons with serious mental ilinessjey those basic civil rights to which all citizens are entitled. HSRI
evaluates current human service programs and procedures and develops sound strategies for their reform as
needed. The team at HSRI works with key stakeholders to design and implenaat hremalth program

planning, budgeting, needs assessment, gap analysis, quality assurance, and administrative systems for
improved service delivery.

Technical Assistance Collaborative, Inc
The TAC serves as consultants in the areasaitgicserviceintegration and findingstreams TACs a national
non-profit organization that advances proven solutions to the housing and community support needs of
vulnerable lowincome people with significant and loigS Ny RA &l 0 Af A UA S&a ® pgablé Qa 32|
public sector systems change through evidenbaded and promising approaches in mental health, substance
abuse, human serviceand affordable anghermanent supportive housing

Founded in 1992, TAC's core mission focuses at the intersectioroadatife housing, health care and human
services policy and systems development. TAC's highly successful collaborative consulting model deploys
interdisciplinary teams of national experts with a wealth of experience in findingweddl solutions to compbe
social and public policy challenges, such as homelessness, unnecessary institutionalization, serious mental
illness, addiction, and poverty.

Stakeholder Groups
A diverse group of stakeholders were involved in Phase 2 of the redesign project. Theiisexgmat
perspectives were integral to the effort from its inception to the reporting of results.

Advisory Group
t KFraS m IyR tKIFIaS W 2F (KS NBRS&aAIYy LINRP2SOG NBOSAOBS
purpose was to provide higlevel guidace to the project team in its research and deliberations. The advisory
group generally met at least once every four to six weeks during both phases of the project and provided
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invaluable input in areas that included public, consumer and key informarg &wid participation;

characteristics of the public and private mental health delivery systems; survey mechanisms and participants;
sources and uses of project funds; coordination with other state and local mental health research and planning
efforts; and dssemination of findings and recommendations.

The project advisory groupr Phase Zonsists of the following individuals:

Tablel: Project Advisory Group Members

Barbara Becker Milwaukee Office Dector Disability Rights Wisconsin

John Chianefli  (Former)Administrator Milwaukee County BHD

Bruce Krugér  (Former) Executive Vice Preside Medical Society of Milwaukee Coun
Lyn Malofsky  Executive Director Warmline, Inc.

Joy Tapper Executive Dirdor Milwaukee Health Care Partnership

Milwaukee Mental Health Task Force
The Milwaukee Mental Health Task Forca &oalition of over 40 groups that wastablished in 2004t works
collaboratively to identify policy issues faced by people affected éytah iliness, facilitate improvements in
services, give consumeaadfamiliesa strong voice, reduce stigma, amaplement recovery principles. The
Milwaukee Mental Health Task Forcashplayed a leadership role in the implementation n§i€lintervention
Trainingwhich trains law enforcement and other first responders on how to respond in a mental health crisis,
advocating for mental health parity, and promoting diversion by developing alternatives to traditional crisis and
inpatient services such ake Crisis Resource Centdihe project team met with the full Task Force and its
leaders on multiple occasions during the project to obtain feedback on key project deliverables, including
guiding principles and data findings.

Community Stakeholder Group
Phase 2 also received input fromengthy list of key informants and stakeholders. This list included
representatives fronthe Wisconsin Department of Health Servi¢B$iS)the Milwaukee County Behavioral
Health Division (BHD) and Department of Health Hodhan Serviceshe Medical College of Wisconsin; private
health systems; Milwaukee area foundatiotise Wisconsin Hospital Associatichg MilwaukeeMental Health
TaskForced KS . SKF@A2NIf |1 SFHfOGK ! ROA&2NE / Z¥WhdMilwdied G§KS
[ 2dzy & / 2 N1 NI (;kchsOmersFanaify inSnibers; Matli€aid in@ndged care entifederally
gualified health centersHQHCE private primary care providers; payers/insurergental health community
based providers, advocaeynd support groups; and thidilwaukee County Boardf SupervisorsThese key
informants and stakeholde® dzLJLJ2 NJI SR (G KS O2yadzZ GFrydaQ STF2NIa G2 |
structure, gaps and needs of the mental health systantist of key infonants and stakeholders who
participated in this project either through oren-one interviews or in group feedback sessions can be found in
Appendix A.

! John Chianelli left his position with the BHD in August 2010 and was replaced on the Advisory Group by interim
Director ofMilwaukee County Department of Health and Human Services Geri Lyday.

2 Bruce Kruger left his position with the Medical Society of Milwaukee County in July 2010 and was replaced on
the Advisory Group by Interim Medical Society Executive Vice Presidenflerifer.
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Background
This section describes the local and national context of the redesign project. It desbetssucture and
current initiatives of the Milwaukee Countyental health systenas well as the state and national contexts,
including relevant initiatives currently underway.

1. Local Context for Milwaukee County
The effort to redesign the adult mental hétakystem in Milwaukee County that has produced this report is not
the first attempt to change the way people with mental iliness are served in this region. This redesign effort is
unique in its involvement of both public and private health systems, alsaseh its use of a national consultant
(HSRI) combined with a local facilitator (PPF), both of which are guided by a local advisory group comprised of
diverse stakeholders. The project has been mindful of the need to avoid replicating prior projecepartd.

Brief Milwaukee History and Key Issues

What is how known as the deinstitutionalization movement has its roots in Milwaukee County, spurred by a
1976 lawsuit (Lessard v. Schmidt). The lawsuit created a stricter definition of the requirementfoniary
commitment of persons with mental illness and was part of a nationwide shift away from committing people to
long stays in institutions and toward more communrigsed care. In Milwaukee, as elsewhere, a key
expectation associated with this shiftas that budget savings associated with reduced inpatient andtiemg

care beds would be transferred to mental health services consumers could access in their own communities.

Milwaukee County, like many communities, is still navigating the impabioshift in treatment philosophy. In

2006, a yearlong series of articles in dédwaukee Journal Sentinetvealed substandard housing for persons

gAGK YSyidarft AfftySaa FyR OAGSR FffS3ISR LINRBoOf SYa Ay
This series was influential in bringing greater public attention to the quality of mental health services in metro
Milwaukee and, to some, demonstrated that reductions in inpatient capacity had not been accompanied by
provision of sufficient communitipased services and supports. The series also spurred concerted and joint

action by both Milwaukee County and the City of Milwaukee to facilitate the development of supportive housing

for persons with mental illness, which has resulted in the constructigniaaming of several hundred such units

during the past three years.

¢KS YARRES LINI 2F GKAA RSOFRS FSIF{idz2NBR SLMAA2RAO0O Ay
Psychiatric Crisis Service (PCS), which required police officers to wait feiimtheir cars while trying to drop

off individuals facing mental health crises. A Behavioral Health Advisory Comagitiglading health care

system leaders from the County and private health systemas formed to respond to this situatiomheBHD

now diverts many of its patients with payer sources to private hospitals, a solution that has been very effective

AY NBRdAzOAY3 61 Ol dzllax odzi 2yS GKFG KIFa FdzZNIKSNI SEI OS

The past five yearalso have featured extensive debatess how to address the physical limitations and
LINEOEfSYa 2F aAfegldzl SS /2dzyieQa aSydalrt ISFHfGK /2YLX S
federal and state inspectors, and which many have argued is outdated andiaedr A proposal byr¢ County

executive and BHD administrators to move the Complex from its present location at the Milwaukee County
DNRdzyRa Ay 2l dzl G2al G2 | NBRSaA3aySR {G® aAOKIStQa
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Milwaukee County Board of Supervisarearly 2009. At the time, supervisors voiced an interest in building a
new facility at the County Grounds, but little progress has been made until recently to pursue that initiative.

In early 2010, the sexual assault of a patient at the Mental Healtpex led to an investigation by the federal
Center for Medicare and Medicaid Services and a threat to cut off funding to BHD, which was lifted in April
following improvements in County practices. BHD also is under orders from the state to fix multipieaphy
shortcomings, which is estimated to cost more than $2 million. The county executive and county board
subsequently created a new Community Advisory Board to review patient safety and develop recommendations
for improvements A report that details thes ongoing issues is forthcoming from Disability Rights Wisconsin, a
protection and advocacy organization for people with disabilities.

Finally, in August 2010, another series of articles inMileraukee Journal Sentinabain placed the issue of
guality d care at the Mental Health Complex into the public spotlight, and also discussed the impact of the

| 2dzyieQa SEONHzOAL GAYy3 6dzRISHT RAFFAOMA 6ASEA 2y .1 5Q4
definitively what the impact of funding challengeas been, limited resources clearly have been an ongoing
AdadzS F2NJ .15 YR 3IAGSYy GKS [/ 2dzyde FyR {GFrGSQa of S

Local Socioeconomic Issues

The city and county of Milwaukee have numerous strengths and positive feaagregll as many hardworking

people devoting their expertise to tackling tough issues. However, potential improvements to the behavioral
KSIfGK a@adGdSY Ay aAfgldz1lSS /2dzyieé Ydzald 6S RSolFGSR |
interconnected soci@econamic issues.

With 959,000residents, Milwaukee Countytise most populous county in the state of Wisconsin. Toeinty

contains the largest city in the state, Milwaukee, which has about 600,000 resitiéisukee County

residents are 68% White, 26% AdmcAmerican, 3% Asian, 2% more than one race, and 1% American Indian

Twelve percent of the White residents also are categorized by the Census as Hispanic or Latino (U.S. Census

. dzNBFdzod aAf gl dzZl SS 2FGSy | LILISI Nhtiedde td the dighzcongemtratioiKk S O 2
2F I FNRAOIY ! YSNAOIY K2dzaSK2f Ra 2y (KS akoimeédens. A2 NIi K
2009 University of Wisconsm A f 61 dz] SS 6! 2 a0 lylfteara 2F aAifgl dzl SSQa
these areas, there are 25 job seekers for every availablégifud job opening (University of Wisconsin

Milwaukee Employment and Training Institute, 2009).

While Milwaukee County contains some wealthy suburbs, residents in need of behavioral health seevices a
disproportionately lowincome, minority, and urban. The city of Milwaukee faces social and economic issues
accompanying urban povertyA Y 1 SN2 yy SOGSR AaadadzSa ¢6KAOK OFly AyGSya
health services, while also at times cpeting for funding and supparMore than 25% of residents the city of
Milwaukee are below the poverty levehnking it fourth highest in the natiodhe UWM report found that in

2007,an estimated 62% of employed Milwaukee parents had incinedow 1&% ofthe povertyline,and 33%

of all employed Milwaukee families with children had income below poviettyeport by the Greater

Milwaukee Foundation (2010) found thane in fiveMilwaukee County residents armhe in two childrendo not

haveprivate health insurance and relgn the federal/state health insurance prograrihe report also found

3Based on 2007 state income tax returns, filed in 2008.
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that one in five Milwaukee County residergsnore than 208,00@ uses food stamps'he percentage of
students in the Milwaukee school district receiving freeaemtucedprice lunches is 76.8% (Helpap, Schmidt,
Dickman, & Henken, 2009).

/| KIffS8SyaSa Ay aAiftgl dz1 SS SEGSYR (2 SRdzOl (A ydel y R LJdzo
boys, most of who reside in the city of Milwaukee, have the lowest readimgsain the country (Richards,

2010). The Milwaukee Public School System has a graduation rate of 67% (Milwaukee Public Schools, 2010).
arAf ol dz1] SSQa AyFlLyd Y2NIlIfAGe NIXdS 2F dpoy RSIFGK&E& LISN
For Afican Americans, the infant mortality rate is 14.5. Milwaukee is rank8caatong the 53 largest cities in

the country for infant mortality (City of Milwaukee Health Department, 2007).

Milwaukee -Specific Aspects of Behavioral Health Services
Whilemanyt 3 LJISOGa 2F aAf gl dz1l SS / 2dzyieQa oSKF@GA2NIf KSIH i
some distinctions that offer context for the subsequent analysis.

Institut ions for Mental Disease Exclusion
The purpose of the Medicaidstitution for Mental Disase (IMDgxclusion was to provide an incentive for
systemic reform by discouraging the use of large segregated institutional sedtiaigoromotingsmaller,
integratedsettings thathave better outcomes and provide a less restrictive environm@atause | 5 Qa
inpatient hospital is categorized as WD, it is excluded from pursuing reimbursement for services provided to
most adults that would normally be covered by Medicaid. Consequently, a system under constant budget
pressure cannot access millions efléral dollars annually that an institution not classified as an IMD could
receive.

Counties as Arms of the State
In Wisconsinstate statues dictate the role @ounties inprovidingbehavioral healttservices. Wisconsin
counties, in fact, are commonlyFeSSNNBER G2 & Gl Nxa 2F adlradS 320SNyYSy
specifically to provide services @r behalf.While there are many states in which counties administer health
and human servicesn behalf of state governmeninany state governmengslay astronger role than
2 X a 02 ¥ iering @ éstablishing statewide policies and objectives and funding mental health services at the
local level to ensure consistent service levels across counties. Wisconsin appears somewhat unique in the extent
to which it leaves both administration and significant funding responsibility for behavioral health services in the
KFyRa 2F O2dzytieée 3F20SNYyYSydaz | a CdBdngitbeSiaeBpordBroni KS F2
et al., 2009)

G ¢ KS ad I dnsh] fansBervicasand2 counties, but the counties provide the nonfederal share of

Medicaid funding and are responsible for providing or purchasing most services. Counties and localities

contribute varying amounts to mental health care spending, alvdva the state provides. The

RSOSYUGNI t AT SR ylidNE 2F (KS aegadSy tAYAda GKS 5i0

(DMHSAS) control over loéalS NDA OSad ! @Attt oAt AGE YR ljdzfAGe @1
TheBHD provides a variety of inpatieeinergerty and communitypased care and treatment to children and

adults with mental healtland substance abuse disorders. Wiscor&atutesspecifically assign to Milwaukee
County government responsibility for tieY I yF 3SYSy 4> 2LISNI GA 2y Entdfhuinghii Sy | y C
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a S NI A O SCaunty ikclding Féhtal health treatment and alcohol and substance abuse services (Section
46.21).Section 51.42 of the Wisconsin Statutes lays out more specifically the mandated rblidfaukee
County pertaining to the mvision of behavioral health services:

G¢KS O2dzyie 062 NR 2afy respieisiBilNiok theAvililing, €datthentiakdare &l Y

the mentally ill, developmentally disabled, alcoholic and other depggndent citizens residing within its

courty and for ensuring that those individuals in negguch emergency services found within its county

receive immediate emergency servicHsis primary responsibility is limited to the programs, services

and resources that theounty board of supervisois reasonably able to provide within the limits of

available statd Yy R FSRSNI f FdzyRa |yR 2F O2dzyieé FdzyRa NI dzA

TheCountyhas interpreted this language as a legal requirement to provide immediate emergendes for
persons with mental illness and substance abuse disorders. That interpretatiomjmas been defined as a
requirement that theCountyalso provide a broad range of inpatiefdngterm care and outpatient services to
indigent persons in ordeo curtail the need foemergency services and meet the more general statutory
language pertaining to welleing,treatment and care.

2. Mental Health Services in Milwaukee County
A large number of organizations provide mental health services in Milwauke®yCd hese include the BHD
itself as well as several private health systems, a teaching hospital (Medical College of Wisconsin), and FQHCs.

¢CKS /2dzyieQa . | 5 -l@dgeshitgetdiSEorganiz&ional 8Snid2iryMiwaukee County
government ($X2 million in 2009)TheBHDalsois the second largest county organizational unit in terms of its
number of employees, with 85@ill-time equivalent employeem the 2009 budgetBehavioral healtlis one of
theCountfa f F NBSald 7T dzy Gdudissefvied. RoyexdmBlé e 20 Buddet/estim &ied

would handle more than 4,000 inpatient and 13,000&dmissions, provide servicesnwore than 2,000
individuals in Targeted Casealbgemen{TCM) or the Community Suppontgram(CSR)and provie
community-based substance abuse servicestore than 4,500 individual$heBHDruns a hospital and

provides these services in an atmosphere very diffefeorh that in whichprivate hospitals are administered.
TheBHDis administered amidst th€ounty@ overall budget difficulties{ dza & | 6 & 2 NbcoKsdzaS Gt S|
associated with retirement benefits promised to its employees and retig®&4.3 million in 2008)nust

compet for resourceswith other county prioritiesmust adhere to a set of compl@ersonnel rules, ananust

cope with a damageteputationthat hurts recruitment and retention afnedical and nursing personndlhose
factors have led some to argue thatunty government isiot equipped to effectively govern a mental health
hospital and emergncy department, which requires the type of administrative flexibility and independence that
cannot be accommodated under the county governance structure. In addition, some have asserted that
alternate service arrangements should be considered in Milwa@aety to shieldnental health serviceBom
shifts in political oversight and funding preferencasd to bypass the legacy costs that make suchices

costly to taxpayers.
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Current Milwaukee County Mental Health System Service Structure

Below is a baf outline of the adult inpatient and communityased mental health services cently available
that are relevant to this redesign project.

Crisis Services
Milwaukee County relies primarily on emergency services as its first line of supppedpleneeding mental
health care who are not connected with communrlitgised services. Services include screening and assessment,
crisis counseling and intervention, medication, emergency services coordination and free referral information.
The BHD currently prowed for the following crisis and emergency services for individuals who are in need of
crisis services but do not require inpatient hospitalization:

1 Psychiatric Crisiefice and Admission Centd?sychiatric emergency services are available at the PCS
24 hoursperday, 7 dayperweek.

1 Observation UnitProvides client observation for up to 48 hours as needed.

9 Crisis Respite Servicethe BHRontracts for the operation afvo eightbed crisis respite houses for
individualswho are in need of crisis seceis but do not require hospitalization.

1 Mobile Crisis Team# mobile team thaprovides on-site assessments, intezmtions, or referrals

9 Crisis LineA 24hour mental health and suicide crisis line where professionals are available to provide
immediate gsychiatric crisis intervention services.

1 Crisis Waklin CenterPersons are seen on a first come, first served basis Monday through Friday from
9am to 5pm.

While there is some limited capacity for crisis services within the private system, our ar@alysigtiat the
majority of lowsincome uninsured and individuals served by public insurance (the primary population of focus
for this report) receive mental health crisis services through the.BHD

Inpatient Services
Providers in Milwaukee County offeoth acute and longterm psychiatricdnpatient servicesln addition to BHD
services, several private hospitals provide some inpatient mental health services. As with crisis services however,
BHDoperated services tend to serve the majority of individuals withiogaurance or with only public insurance.
These services adescribed below:

9 Acute Adult Inpatient Psychiatric Servic&he BHD operates four b&d units where shorterm
inpatient stabilization services are provided to adults who need the supporho$pital environment.
Admission is completed after a thorough evaluation at the BYdI3

1 Nursing Facility ServiceBwo licensed Rehabilitation Centers provide logrgn care to patients with
complex medical, rehabilitative, and psychosocial needs asagelevelopmental disabilities. The
Rehabilitation Cente€Central consigtof three unitswith 70 bedshat serve individuals with complex
and interacting medical, rehabilitative, and psychosocial needs. The Rehabilitation-Béibgris a 72
bed facilty that provides services to individuals dually diagnosed with developmental disabilities and
serious behavioral health conditions.
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Community-Based Services
Communitybased services in Milwaukee County are provided through a variety of entities, inchutliatg
hospital outpatient clinics and FQHCs. Additionally, the BHD provides some combaget)/services directly
and through contracts with community agencies. Within the BHB Service Access to Independent Living
(SAIL) unit within the Community ISees Branch centrally manages access to-teng communitybased
services. Eligibility for loAgrm communitybased services, initiated through the SAIL program, is restricted to
persons who are most in need of services and who have not been adegsatedd through traditional
outpatient services. Behavioral and medical providers must initiate a referral to SAIL. Referrals involve a
psychiatric evaluation, two psychiatric hospital discharge summaries, and a SAIL assessment. The purpose of this
lengthyassessment process is to determine that community services are being delivered to those most in need.
Outpatient services are also accessed throughdrisis walkn centerand inpatient hospital.

The primarycommunitybasedservices are currently avablle in Milwaukee County

1 Community Support Prograrihe CSP is based on the Assertive Community Treatment (ACT) model of
case management, although it is not a true ACT program. It is the most intensive case management
service available in Milwaukee County

1 Targeted Case ManagemefitCM is a less intensive case management program designed to involve
fewer contacts with clients and a focus on ongoing monitoring and service coordination.

1 Community ResidentiaResidential treatment is available in varyinggisities in communitypased
residential facilities and transitional housing programs.

1 Outpatient TreatmentServices available through outpatient treatment include medication
management and individual and group psychotherapy.

1 Day Treatment Partial Hospilization ProgramThis program is currently in the process of being
reorganized to deliver treatments such as Dialectical Behavior Therapy (DBT)-tskigidividuals with
serious mental illness through one highly specialized, rAdigtiplinary treatmat team.

In addition to other communitypased services, there are a number of places in Milwaukee County where
consumers of mental health services can receive support from peers who share a lived experience of receiving
mental health services. These seegdnclude:

1 Warmline, Inc. Warmline is a noierisis, peewrun support line for people with mental iliness. The
program is staffed by volunteers and operates six days per week.

1 Grand Avenue ClulBased on the clubhouse model of psychiatric rehabilitatiog,Grand Avenue Club
is run through a partnership of members working with peer and-pear staff. An array of services is
offered, including employment and education supports.

Current Behavioral Health Division Initiatives
TheBHDhas several initiativesnderway that are important to the service delivery system. Some of these
initiatives aresummarizedelow.

Quest for Recovery
¢KS vdzSad FT2N) wSO2@0SNE AYAGAFGAGS 6v! 9{ BHDwiKdea | a Al
Center of Excellercfor persorOSYy 4§ SNBRX ljdzZr f Adeé o6Said LINF OGAOS Ay O2f
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core values of atient centered care, best practice standards and outcomes, accountability at all levels, recovery
support in the least restrictive environment, aitdegrated service delivery are echoed in the guiding principles

of this redesign project, which are discussed below. As part of the QUEST Initiative, the BHD plans to submit an
applicationto The Joint Commission (TJC, formerly JCAHO) by RId2 a vell-established accreditation
organization that is widely used by health and behavioral health care providers nationwide to ensure safe and
high quality health care and top organizational performance.

Comprehensive, Continuous, and Integrated System of Cae (CCISC) Initiative
In concert with this Mental Health System Redesign project and other system improvement initiatives, the BHD
hasadoptedthe Comprehensive, Continuous, Integrated System of Care (CCISC) model for designing countywide
systems change timprove access to services and recovery for individuals and families witbccoring
conditions The CCISC model is based on the premise that@arring issues are an expectation, not an
exception (Minkoff & Cline, 2004). In the CCISC model, systengesigned to meet the complex needs of
individuals at every level (policy, program, procedure, and practice), regardless of theipemttynto the
system. The BHD is in the early stages of implementing this model. In the summer of 2010, membe@oof the
Occurring Steering Committee drafted a charter, which includes a series of action steps to be taken in the
coming year.

3. State Context
7 EOAT 1 I6sEr&ndeCProgram s
The federal government mandates that every state participate in certain Medicaid pnsgteat servdow-
income children and their caretakers, pregnant women, the elderly, and people with disabllaey states,
including Wisconsin, have chosen to create Medicaid programs that serve other optional target populations. For
example, the Wisansin BadgerCare Plus Program and the Medical Assistance Purchase Plan have expanded

Medicaid to cover certain groups with incomes above the federally mandated Medicaid incomeAimitse
RSGFAf SR RA&AOdzaaA2Y 2F 2Aa0MmAppendioB aSRAOFAR LINPRINIY

Family Carés a managed care program (MCO) thatvides long term care services for adults with physical
disabilities or developmental disabilitiesd older adultsMilwaukee County has had Family Care in place for
frail elderlyages60and over for 10 years (now serving around 7@@0ple), andthe programis now moving
forward withan expansion initiative to sery@unger peopleages 18 to 59This expansion has amitial focusof
enrolling people previously in Medicaid waiver prograansl those on the witing list (should total 5000 t6000
people) over a thregear period.

Data from the Long Term Care Functional Sctshaw that 38.5% of Family Care members have serious mental
illnesses such as schizophreniapolar disorder, psyabsis, or depressiorAdditionally,24% have personality
disorders, anxiety disorders, or other mental health problems, and 5.4% have substance abuse disorders. The

* The Wisconsin Functional Screen is aWabed application used to collect information about functional
status, health and need for assistance for various programs that serve thddexilyeand people with
developmental or physical disabilitidsttp://www.dhs.wisconsin.gov/ltcare/FunctionalScreen
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percentages of persons with these diagnoses are even higher in Partnershiprpsogt@Os a& supposed to
provide a full array of mental health services to their members including access to CSP when appropriate.

1915(i) State Plan Amendment

Section 1915(i) of the Federal Medicaid statute allows states greater opportunities to apply to thelFedera
government to provide home and communityased services to individuals with mental health service needs.
Using the 1915(i), states and counties can secure partial Medicaid reimbursement for services that were
previously funded using local monies. Wisdaris one of five states that have amended its state Medicaid plan
to take up the 1915(i) option to provide services to individuals with serious mental iliness (SMI) (WiBté&sin
2009). From the list of allowable services, Wisconsin has elected talprome service categorgommunity
Recovery ServiceFhree services in particular are covered under the umbadliCommunity Recovery Services

1 Community Living Supportive ServicEemmunity living supportive servicage designed to assist
individualsto live in the community with a maximum level of independence. Sercioesist of meal
planning/preparation, household cleaning, personal hygiene, medication management and monitoring,
parenting skills, community resource access and utilization, emotiegalation skills, crisis coping
skills, shopping, transportation, recovery management skills and education, financial management,
social and recreational activities, and developing and enhancing interpersonalldiéiée services are
made available tindividuals in their places of residence.

1 Supported EmploymeniThis service is designed to assist individuals to obtain and maintain competitive
employment. Supported employment services are designed to be continuous and individualized, based
on consumerchoice and preference, and closely integrated with mental headtitment. The service
covers intake, assessment, job development, job placement, vaddted symptom management,
employment crisis support, and follealong supports by an employment spdisa

1 Peer/Advocate Supporthis service supports the use of Peer Specialists, individuals who are trained
and certified to serve aadvocates and provide peer support in emergency, outpatient, community, and
inpatient settings. Peer Specialists functesrole models demonstrating techniques in recovery iand
ongoing coping skills.

As part of the Affordable Care Act of 2010, Congress made a number of additional changes to the way Medicaid
administers the 1915(i) option (Centers for Medicare and Meadi&ervices [CMS], 2010). Among these changes
are the following:

1 The requirement that individuals must meet an institutional level of care in order to qualify for services
has been removed.

1 Individuals with incomes up to 300% of the SSI Federal Ben#fisRanow eligible to receive services.

1 Services can now be targeted to certain populations, including individuals with mental iliness.

These changes, which are scheduled to go into effect in October 2010, will remove some of the barriers to
providing hane and communitybased services to individuals living with mental illness.

Milwaukee County was the first county in the state to apply to the state to participate in the 1915(i). Currently,
the county is in the final stages of completing the procddgwaukee Countyas led the state in engaging in
the 1915(i) process. However, some concerns remain regatidégopulation of individuals who will be eligible
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for services under 1915(i) atdK S O ajmtilly 3o@ay for the noMedicaid share of new seines.
Discussions betweethe BHDand the State are ongoing on this issue.

Other State Initiatives

Wisconsin, as with other states across the country, has turned its attention to the importance of promoting
traumainformed care (TIC) with its human sengqaroviders across the stat€lC igreatment that

incorporatesan appreciation for the high prevalence of traumatic experiences in persons who receive mental
health services and a thorough understanding of the profound neurological, biological, psyciiplagd social
effects of trauma and violence on individuals (Jennings, 200¥) WisconsiDHSDivision of Mental Health and
{dzoaidl yOS 1 6dza S { SNIKAGKiA | NBIENEyeitdsonfIS AnyAgk SRR catmpaign
promotes the use ofraumainformed approaches and care in human services throughout the state through
working with the media to promote provider education and adoption of TIC principles.

Additionally,thed G G S 51 { NBOSyidfe O02YYA4iaaAiz2yiSmentdl fealth gnd NI a i NI
substance abuse service delivery systérimsthe next phase of this initiative, which begins in September, there

will be grants available for counties to implement pilot programs related to the infrastructure initiative. These
prograns could include the use of evidenbased practices (EBPs), flexibility in funding streams, and other

system enhancements. As the County moves forward in its system redesign efforts, it will be important to work
with the State to take advantage of the oppanities available through this initiative.

4. National Context
The redesign project is taking place within the broader context of national mental health system transformation.
The goals, initiatives, and principles of federal transformation efforts aréneditbelow. As this report will
demonstrate in coming sections, these national efforts are aligned with local efforts in Milwaukee County.

New Freedom Commission

CKAA aeaiSY GNIYyaF2N¥YIFGAZ2Y g1 & | NIOAOdz | (o®missibnfon G KS H
Mental Health (NFC). The aim of the system redesign project in Milwaukee County is in harmony with the vision

of the NFC: a recovegriented mental health system in which all individuals have access to high quality services

that support fullcommunity integration (NFQ003.

The NFC outlined six core goals for mental health system transformation in the coming years. These are outlined
below inTable2. The redesign project Guiding Principles, which are outlined in tkieseetion, are in harmony
with these goals.

Table2: New Freedom Commission Goals

Goal 1 Americans Understand that Mental Health Is Essential to Overall Health.

Goal 2 Mental Health Care Is Consumer and Family Driven.

Goal 3 Digarities in Mental Health Services Are Eliminated.

Goal 4 Early Mental Health Screening, Assessment, and Referral to Services Are Common |
Goal 5 Excellent Mental Health Care Is Delivered and Research Is Accelerated.

Goal 6 Technology Is Used taccess Mental Health Care and Information.

5> For more information about the infrastructure initiative, visitp://www.dhs.wisconsin.gov/mentalhealth/infrastructure
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By working to create an improved and integrated mental health system that contributes to greater overall public
health of its citizens, Milwaukee County is demonstrating a commitment to NFC Goal 1. In terRs Gkl 2,

the redesign project itself is committed to consumer involvement at all levels. The project is also focused on
establishing more opportunities for consumer involvement throughout the entire systéom the

establishment of more peenperated grvices to the development of services that are more persentered.

Disparities in services have been identified in this redesign project, and the project is working to eliminate these
disparities, thus furthering Goal 3. By creating a more streamliméegrated, and accessible system of care, the
NEBRSaA3Iy LINRP2SOG Ff&a2 FdNIKSNE bC/ D2Ff nd CAYylffeax
health services reflects NFC goals 5 and 6.

Substance Abuse and Mental Health Service Administration 8 O 0 OET OEOEAO

TheSubstance Abuse and Mental Health Services AdministréBiAMHSARN agency of the U.S. Department

of Health and Human Servicd3HHS) that was created to focus attention, programs, and funding on improving
the lives of people with ortaisk for mental and substance abuse disordérss outlined its key mental health
transformation priorities in its Federal Mental Health Action Agenda and Strategic Initiatives.

Federal Mental Health Action Agenda
In response to and guided by the NFEae, SAMHSA worked with other key Federal agencies to develop a
Federal Mental Health Action Agenda, a léagn strategy to work towards the fundamental system
transformation envisioned by the NFC (SAMHSA, 2005). This agenda is guided by a setimdifilespoutlined
inTable3® ! & gAGK GKS bcC/ 3A2Ffasy GKS&S CSRSNIf LINRARYyOALX
local efforts to transform its system. The public health vision, commitment teeaffesttiveness, and comunity
focus of the local redesign project are also a commitment on a federal level.

Table3Y {!al {! Q&4 CSRSN}t aSyidlrt 1SIFHtGK ! OGA2y ! ASYRI t NRYyOA

Principle A Focus on the desired outcomes of mental health care, which are a&mnattich
individual's maximum level of employment, selire, interpersonal relationships, and
community participation.

Principle B Focus on communitievel models of care that effectively coordinate the multiple heal
and human service providers and pigtand private payers involved in mental health
treatment and delivery of services.

Principle C  Focus on those policies that maximize the utility of existing resources by increasing
effectiveness and reducing unnecessary and burdensome regulatatigrisa

Principle D  Consider how mental health research findings can be used most effectively to influe
the delivery of services.

Principle E  Follow the principles of Federalism, and ensure that [the Commission's]
recommendations promote innovationgkibility, and accountability at all levels of
government and respect the constitutional role of the States and Indian tribes.

Strategic Initiatives
' RRAGA2Y I ffes GKAA LINRP2SO0 AYGSNBRSOGA gAlKTRRIOK 27
(SAMHSA2010). In particular, this project will help Milwaukee County to enhance the quality and accountability
of its services, continue to develop and maintain a fgghlity behavioral health workforce, and provide
integrated and coordinated services that take into account the needs of special populations such as veterans,
those involved in the justice system, and people who are homeless.
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Prevention of Suktance Abuse and Mental lliness

Trauma and Justice

Military Families; Active, Guard, Reserve, and Veteran

Health Reform

Housing and Homelessness

Jobs and Economy

Health Information Technology for Behavioral Health Providers
Behavigal Health Workforce, In Primary and Specialty Care Settir
Data, Outcomes, and QualigyDemonstrating Results

10 Public Awareness and Support
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The strong concordance of federal and local transformation efforts is promising for both Milwaukee Godnty
the nation as a whole. The agreement in guiding principles, goals, and strategies paints a hopeful vision of
sustained mental health system transformation in Milwaukee and nationwide.

Guiding Principles
Stakeholders in the adult mental hkth systemmn Milwaukee Countgre invested in overcoming the issues and
challenges that the system currently faces. An initial step in the project was to convene stakeholders from the
consumer and advocacy communities, mental health providers, system administiciargy and state
officials, and private organizations to define the gagdprinciplesThese guiding principles are listeddietail in

Tableb.

Table5: Guiding Principles

Principle 1: The sstem should berecoveryoriented and consumercentered

A recoveryoriented, consumexcentered mental health system emphasizes consumer choice and empowerment. It
promotes hope, but also recognizes that consumers must take responsibility for their owrQimesumer and provider
education on the potential for recovery is essential for individual and community resiliency. Consumers should be re
as the best source of knowledge about their recovery; this includes building peer support systems andrapesior
FOlGA2y Ay G(GKS INBIFGSNI aeadSy G +Htt fS@Stad { SNIBAOS:
vision of the person, and recognize that although recovery may bdinear, every person has the potential to thrive.
Principle 2: The use afommunity-based serviceshould be encouraged

Communitybased services allow consumers to live, work, and thrive alongside other county residents. Services shol
based on best available evidence and accountable for fidelityitleacebased models of care. Communitased services
should seek to reduce the need for inpatient utilization. Promoting commtbraged services includes further developincg
services such as case management, which provide support to consumers orgain@basis and are targeted to their
level of need. Ensuring that consumers utilize commubéged services means increasing access and quality. Building
existing successful programs is essential. Recovery should be supported in the least restttoty@assible.

Principle 3: Mental healtrsystem capacityshould be developed

Building capacity means creating processes that maximize current capacity, and aligning payment incentives with pi
Building capacity will allow the system the cap#&pilo divert consumers in crisis to appropriate care in a timely, efficien
and effective manner. Building the capacity of the mental health system includes workforce development efforts suc
recruitment, training, and réraining of current staff. Sengthening the workforce also entails ensuring worker satisfacti
and encouraging team building, as this increases the efficacy of the system in supporting consumer recovery and oj
efficiently. Developing system capacity also includes collaboratitigthose outside the mental health systensuch as
the police force as well as fostering the implementation of current effective services such as mobile crisis teams. BL
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system capacity will align and increase resources, and supporeffasentand effective care delivery.

Principle 4: Improve thejuality of services delivered

A high quality mental health system uses innovative ideas to tackle old problems. High quality services employ-evidi
based and costffective service models. Qualitysesssment and improvement depends on the enhancement of IT and
systems in order to track progress and implement new initiatives. High quality services must take into account const
satisfaction and consumerentered care delivery.

Principle 5: Systes that interact with persons with mental illness should lm®ordinated and integrated

The county mental health system is interdependent with the private system and exists within the context of State ste
policy guidelines and funding streams. Theralso interdependence between crisis, inpatient, outpatient, rehabilitative
and housing services that serve people with mental illnesses. Mental health system users are also high users of suk
abuse and criminal justice systems. Therefore it is ifgm that the mental health system reaches synchronization
connoting that all of these services and regulatory systems are in communication with each other about objectives,
continue their commitment to working together to design a superior set opsufs, recognizing the intricacy of
relationships with one another. It is also essential that the system support the vision of integrating physical healtithce
mental health care. Mental health care and physical health care can work together to $wopsumer recovery and
reduce morbidity and mortality. The primary care and mental health care systems should strive to be fully integrated
providers from each discipline in communication about individual consumers and the needs of the population.
Principle 6:Disparitiesin service delivery and outcomes should be eliminated

Milwaukee County is a highly diverse, densely populated community. As such, the mental health system should see
cater services to the needs of all its residents in the ceindé their racial, ethnic, cultural, soececonomic, and gendered
identities. Culturally competent services and service providers have the potential to reduce disparities and promote
empowerment and recovery for all service users. Ensuring that eachbwighod and community is served equally and
appropriately can also reduce disparities.

Principle 7: There should be a focus oommunity and public health

The health of mental health consumers exists in the environment of the community. A public healtaealp includes
focusing prevention services at the population level, and promoting the use of appropriate assessment and treatmer
public health approach also means accounting for social determinants of mental health, including poverty, cultural b
and level of education. A community and public health approach would include promoting education about mental ill
as well as efforts to reduce stigma and raise community awareness and investment.

The guiding principles are in concordance with tefirted principles, goals, and recommendations produced by
other government effortsAt the federal level, these guiding principles overlap with those ofNR€and the
SAMHS@ & @al$/Bnfal Health Action Agendd@he guiding principles of the Milwaukeeudty Adut Mental
Health System Redesign Projatdo concur with guiding principles found in numerous other state and county
system tansformation efforts These principlebave guidedeach step ofhe planning process arshould

ultimately inform the implementation of the redesign recommendations.

Data Collection Approach
This project used an encompassing ddtaven approach that examined services needed and received and
reasons for differences, access and quality of services, service utilizatiomodes. The approach involved
obtaining the above information from diverse stakeholders including consumers, providers, family members,
and advocates using various methodologies including community meetings, stakeholder interviews, surveys,
systematic reiews of documents, and the analysis of service utilization and outcome data. The approach also
includes presenting the results in formats that are useful for priority setting and program planning.

This goal of this approach is to provide the followingdfés:

9 Better use of community resources
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Ensuring appropriate capacity

Making best use of available resources

Promoting access, quality, recovery, and accountability
Improving communication with other agencies and the public
Using data gathered to leveige additional funds

Promoting synchronization (reducing fragmentation)

=4 =4 =4 4 -4 =4

1. Community Meetings
In collaboration with the advisory group and PPF, HSRI convaresldcommunity meetings to solicit feedback
on the redesign projectndependenceFirst on Septemb@th, 2009; the Black Health Coalition of Wisconsin on
September 9th, 2009; and the Milwaukee Latino Health Coalition and United Community CenteorfUCC)
October 28, 2009sponsored these meetingghe meetings were conducted using 6d2 2 NI R / | FS¢
where participants sat in small groufzsdiscuss opemnded questions. There were two questions posed to
participants:

1 What are the most pressing issues and challenges for people receiving services in the mental health
system in Milwaukee County?
9 What isyour vision for an improved adult mental health system five years from now?

2. Key Informant Interviews and Group Meetings
HSRIenducted interviewsand otherwise obtained input from over 50 people and organizatmres the period
June 20090 March 2010 Informants who were interviewed includgativate providers, county providers,
consumer advocates, peer specialistdministrators and clinical stafiforn the BHDQ former BHD administrators,
state officialsyepresentatives frommanaged carerganizations ad FQHCs, law enforcemeand justice
system officialsunion representatives, and representatives of diverse racial/ethnic communitreaddition,
members of the Behavioral Health Advisory Committee lildiaukeeMental Health Task Force were engaged
asa group on multiple occasions.

HSRI used a protocol to conduct opemded interviews to gatheinformation fromunique perspectives.
Interviewers gked informants what they saw as issues in the system and possible saldtioopy of the key
informant interview questionnaire is iAppendixC. Interviewers collected written notes and recorded
observations. Data were themalyzedusing aqualitative data analysis softwaprogram called NVivo.

3. Surveys
HSRI implemented a series of surveys to obtain inftionaabout service needs, quality and access of services,
and reasons for service disparity. Surveys were conducted with case managers, consumers, providers, and
system administrators in Milwaukee County. The surveys are discussed in more detail below.

The Service Planning and Evaluation Survey and Resource -Associated Functional Level Scale

The ®rvicePlanning andevaluationQurvey (SPES) was developed by HSRI and has been used in numerous
system planning projects nationwide. The SPES is used to de¢etin@irservice needs (types and amounts) of
consumers at differing levels of functioning. The SPES also gathers information regarding the reasons that
needed or recommended services were not delivered in appropriate amounts. In this redesign project, HSRI
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developed three versions of the SPES to be filled out by different stakeholder groups: one for case managers, a
second for public and private inpatient personnel completing discharge interviews, and a third for consumers.
These surveys will be discussednare detail below. All three versions of the SPES were tailored to this system
redesign project, using service descriptions that were specific to Milwaukee County.

To measure functional level, the SPES uses the Resource Associated Functional LeR&AFR&)eThe RAFLS
was developed by HSRI and has been used in numsystsmplanningprojects nationwide both as a planning
tool and an outcome measure. The scale identifies consumers at one of seven levels of functioning at a
particular point in time. Tése functional levels are states, not traits, meaning that they change over time. The
seven functional levels and their descriptions are found belowainie6. More detailed descriptions of the
RAFLS can be found in Apperidix

Table6: RAFLS Descriptions

FL1 Dangerous to self or others, unable or unwilling to participate in own care.

FL2 Unable to function, current, acute psychiatric symptoms, able and willing to participate in own care.

FL3 Lacks activitiesf daily living (ADL)/personal care skills.

FL4 Lacks community living skills.

FL5 Needs role support and training.

FL6 Needs support/treatment to cope with extreme stress or seeks treatment to maintain or enhance pe
development.

FL7 System indpendent; can get support from friends and family and does not currently need profession
mental health services.

Mental health professionals in a number of inpatient and outpatient settings have found the RAFLS to be easy to
understand and apply. The RIAS can be crosglked to most other level of functioning systems, including the

Axis V Global Assessment of Functioning Scale (GAF) and Level of Care Utilization System for Psychiatric and
Addiction Services (LOCUS).

Case Manager Surveys

To apply the neds assessment system, the SPES survey was administered-fariied case managers who

work for countyfunded and communitypased systems. The case management group was selected to

participate in the needs assessment process because of their particulsrgqmive and expertise on the needs

of persons receiving mental health services. Case managers in TCM and CSP completed a SPES for each client ol
GKSANI OFraSt2FR® ¢KS ¢/a YR /{t OFa&aS YIylFI3aSNAE LINEOJA
(using the RAFLS), the number of times the person was seen in the month, the services needed and received,

and the reasons for differences between needed and received amounts of services. A copy of the SPES for Case
Managers can be found in Appendix

The bcus of the data collectiowas the month of January 2010. After receiving a training regarding appropriate
use of the SPES and an introduction to the functional levels, case managers were given an online link to
complete surveys during the first two weeiEFebruary. Survey results wereadyzedusing the data analysis
software SPSS.
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Shortly after the analysis of the case management SPES was completed, HSRI released two brief newsletters
outlining preliminary findings for the CSP and TCM programs. Tleessatters can be found in Appendides
andG.

Public and Private Inpatient Hospital Discharge Survey

In addition to understanding the service needs of consumers in case management programs, it is also important
to understand the service needs of individsiavho are being discharged from inpatient care to the community.

To better understand the needs of this population, the project team implemented the SPES with discharge case
managers in BHD inpatient facilities and one private facility in the monthsbofi&s and March 2010.

Consumer Survey

Project staff consulted with Milwaukee stakeholders to create the Consumer SPES. The Consumer SPES asked
individuals to rate their functional level (a RAFLS scale was adapted from the case management survey for this
purpose) and their needs as they relate to 20 services. The consumer SPES is the first of its kind and was
developed specifically for this system redesign project. After developing an initial version with the input of
stakeholders from the advisory groupe survey was pilot tested with consumers in Milwaukee. The survey was
then revised and administered to a larger group of consumers with the assistaneerdt® partners on the

ground in MilwaukeeThe survey was completed at the service locations esefpartners during the month of

April 2010. It was available in English and translated into a Spkamghage version as well. Consumers at the
partner locations filled out the survey in hard copy. These paper copies were then sent to HSRI for data entry
and analysisincluded inAppendixHisa copy of the Consumer SPES. A newsletter reporting preliminary findings
from the Consumer SPES can be found in Appéndix

Physician Survey

HSRI conducted &viewof provider surveys used in other assessmentsaimunity mental health needsnd
consulted with the advisory group to develop a survey of physicians and other individuals who provide mental
health services in Milwaukee County. The final online survey consisted of 13 questions. Survey respondents
were asked to comment on the accessibility and quality of mental health services in the County. They were
asked to identify services most in need of attention from the project. Providers were also asked to identify the
most significant service delivery problelfinem the perspective of the individual provider and from the
perspective of the people who are served by the mental health system. A copy of the provider survey can be
found in Appendix), and a newsletter reporting preliminary findings to the provider cmmity is found in
AppendixK

Private Health System and BHD Surveys

To better understand the role and perspective of the private health systems in Milwaukee County, the project
team implemented a Private Health System Survey of five private health systamgers Memorial Hospital,

' dZNBNF |1 SFEGK / FNBX [/ 2ftdzYoAl {d® al NBQaszx CNRBSRGSNI
Health Care. Project staff also collected data from the Medical College of Wisconsin and the four FQHCs:
Westside Healthcares&ociation, Health Care for the Homeless of Milwaukee, Milwaukee Health Services, and
16" Street Community Health Center. In February 2010, representatives from each of these facilities completed
an online survey about their psychiatric inpatient, outpat, and provider capacity. The survey was composed

of 30 questions and was completed by one individual in each system that is knowledgeable or in a senior
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these private health care systeniacluded inAppendixLisa copy of the Private Health System Survey.

The projetimplemented asystem survey to better understand the issues faced by the BHD from the
perspective of administrators and key stakddiers within BHD programs. The online BHD survey was similar to
the Private Health System Survey, asking about capacity and staffing in the followirgp8tdi2d programs:
Outpatient Services (individual therapy, group therapy, and medication managen@a®g Management, Day
Treatment, Crisis Respite Services, Crisis Resource Center, Observation Unit, CAisi€gviadit, Crisis Mobile
Service, and Acute Adult Inpatient. These surveys were completed in July 2010.

4. Service Utilization and Outcome Data
Tounderstand the rates of service utilization and the ways in which individuals move in and out of the mental
health service system in Milwaukee County, the project team analyzed both state and -bexity
administrative data. The project team reviewed Meald Administrative Data for thievo most recent years
(2007 and 2008 The data sets reviewed for the project included Fee for Service Claims (35 million), HMO
Encounters (12 million), and CMO (Family Care) Encounters (590,000). Medicaid data wds éaadabtal of
243,000 members. Milwaukee County Administrative and Assessment Data were reviewed for the two most
recent years (2002009). The data sets reviewed includgdef Psyclaitric Rating Scale (BPRS) File (which
contained2,619records), Episde Assessment Fil8%,859records),RoleFunctioning Scale (RFS) FUS60
records), Registration and Assessment Packet (RAP&3Z1dcords), Demographi€iles (14,545records), and
Services431,370records).Usingservice utilization data for thevo-year period HSRI calculated the percentage
of consumers (snapshot plus arrival) who used the servicefanthose wto use the servigghow muchof the
service was usedmaverage.This data was used to compare to systems that are considered tmp#ging
best practices.

The project team had originally intended to use the functional level assessment data to generate an algorithm to
translate functional level assessments used at the state level into a single functional level scale that can be used
to compare functional levels throughout the system. However, the information on functional level was difficult

to obtain from the data that is currently available. The number of individuals for whom a functional level
assessment was completed on more thareaccasion was only a small ssample of the larger population.

This small sample was not sufficient to generate enough statistical power to make reliable inferences about the
Milwaukee County mental health system. Therefore, the redesign project teanséal on current service

availability and utilization for this phase of the redesign project.

Findings
The project team collected a large quantity of data from each of the data sources outlined above. The findings
from these data collection efforts are dated in this section. Findings are organized by data source.

1. Community Meetings
Community meeting participants identified a number of pressing issues and challenges for people receiving
mental health services in Milwaukee County. Several issues werel raigéiple times by diverse stakeholders
across the series of canunity meetings. Participants noted waiting lists for care, limited points to enter into
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the system, and gatkeeping by insurers as having a negative impact on access to care. They &kst fooin

basic needs such as housing, food, tradsportationthat were currently experienced by the population

receiving public mental health services in Milwaukee County. Participants identified a need for more providers
and for coordination of serviceiough increased communication between providévany participants noted

that stigma is a significant barrier for people seeking mental health services.

Community meeting participants also articulated a vision for an improved adult mental health systemthi
perspective of community meeting participants, an improved adult taldmealth system includes more
consumer involvement, leadership, and empowerment. Participants noted that the increased use of person
centered recovery plans and more availabitifypeer supports would contribute to an improved system.
Additionally, participants said that more education and training for providers and consumers would improve
services and access. Participants envisioned a more culturally competent system thabitffgusl and
interpreter services for individuals with limited English proficiency. Participants also envisioned a system of
integrated primary care, mental health and substance abuse services.

2. Key Informant Interviews Organized by Guiding Principles
Inthis analysis, the key informant interview data is organized by Guiding Principles. Within those principles, sub
themes were identified. These were themes that emerged in multiple interviews with informants from various
parts of the system. Results areegented below by guiding principle and stifeme.

Principle 1: Recovery Oriented and Consumer -Centered System

Vision and Qulture
Informants had much to say about the importance of recovery and consgerderedness for this system
redesign project. Manyssets were identified, but also many challenges. Informants highlighted the importance
of education at all levels of the system and the need for more recesgented and consumecentered
services. Based on the interviews, it was clear that the BHD figlaigehad a vision for a recoveoyiented
mental health system. However, it was also clear that more education is needed regarding rehabilitation and
recovery for policymakers as well as members of the community. This education will serve to bothhaarify
vision of the BHD leadership and elicit Boyfrom all system stakeholders.

More Opportunities for Consumers Participation Needed
Many informants observed that Milwaukee County consumers and advocates are not as active or influential as
consumers ana@dvocates in other communities with which they are familiar. VhievaukeeMental Health
Task Force and other organizations have created opportunities for consumer participation, and some peer
specialist positions exist in the BHD and elsewhere. Howeermants agreed that more such opportunities
are needed throughout the entire mental health system.

Recovery-Oriented and Consumer-Operated Services
There was a concern amongst informants that because Milwaukee County has not had a long history of
commurnity-based, recoverpriented services, both consumers and providers may be less familiar with them
and less likely to seek them out. This lack of understanding may lead to fewer provider referrals, or to consumer
refusals of recoverpriented services. lwirmants noted that peer supports such as peer specialists and venues
such as Warmline, Inc., Grand Avenue Club, Our Space, and IndepéFfideace a valuable component of the
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system. Informants expressed the hope that peer support services in partandarecoveryoriented services in
general be expanded and promoted.

Informants noted a number of opportunities for Milwaukee County to increase and enhance its recovery
oriented service offerings in the near future. The 1915(i) state plan option has thatf# to increase the
availability of supported employment and peeperated services. This, as well as recently instituted peer
specialist certification may help with integrating more peer supports into traditional services, creating more
peer-operatedservices, and allowing more mechanisms for reimbursement of these services.

Provider Education about Recovery
In addition to broad public and systewide education about recovery, more recovery education is needed for
providers in particular. Informants ssrted that recovery education should be built into all provider trainings
and orientations. Currently, the BHD does offer some recovery components in its trainings, but some informants
were concerned that providers in the private sector may not be regitie same exposure to recovery
principles.

Some informants asserted that more recovery education is needed for case management services in particular,
and that case managers should be trained and encouraged to use an approach in which consumers are more
selfdirected. In particular, informants believed that case managers should be given the resources to take a more
collaborative and perscunentered approach to treatment planning.

Consumer Eucation about Resources
Informants noted a need for increasedrsumer education regarding the availability of services. The Crisis
Resource Center provides some materials and assistance in this regard, but informants felt that many consumers
were not aware of this service. One interviewee noted that more illnessaaalidess selmanagement tools
such as the Wellness Recovery Action Plan (WRAP) should be made available to consumers. Other informants
said that comprehensive resource guides would be helpful for consumers. Informants further noted that peer
specialists wuld be helpful in providing education for consumers.

Principle 2: Community -Based Services

Outpatient Services
Most informants identified significant capacity and access issues with outpatient services in Milwaukee County.
Some discussed the possibilitymore shared responsibility for outpatient services with providers outside of the
BHD, including those in private systems. However, informants also acknowledged that it may be difficult for
other providers to offer services to consumers at the same lefreked given safety issues, complications with
payment, and difficulties with engagement in treatment.

Continuum of Care
Informants expressed concern regarding the lack of continuity between inpatient and outpatient services. This
lack of continuity fregently leads to individuals receiving inadequate or inaccessible community care and
returning to crisis services. Because of these problems with the continuum of care in Milwaukee County, both
inpatient and outpatient providers expressed concern regarttimgy ability to serve individuals in the least
restrictive environment.
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CaseManagement
Informants said that case management is an important service for individuals with a high need for services and
supports. Informants shared that TCM tends to servéviddals who are newer to the system and that there
exists a culture of mutual support in this program. In contrast, one interviewee noted that case managers in the
I {t YAIKG FTSSt atSaa SySNEHSUGAO¢ 0SSOIl dzasdmdiioirantsi S NI S
suggested that a continuum of case management intensity would allow more people to receive services without
expanding capacity. Individuals may be released from case management when they reach a higher functional
level but still receiveyy 32 Ay 3 G NEOP IS NEA DK SORS 2L NIdzyAdGe G2 Syl
management if the needs become more acute.

Principle 3: System Capacity

Crisis Services
Informants identified a need to divert individuals in crisis from inpatient and eemergservices. There has
been a concerted effort on the part of the County to reduce emergency department and ED use in recent years.
However, EDs have more than doubled in the past ten years; one interviewee reported that in 2000 there were
2,657 EDs, anich 2009 there were 6,058. One reason for this increase is that police officers and emergency
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Informants pointed to various alternatives to inpatient emergency treatmerhsas the Crisis Resource Center
and crisis respite services, crisis prevention services such as Warmline, Inc. and mobile crisis services. Such
services can provide prevention and/or diversion from more costly and coercive crisis services and allow
individuals to remain in the community.

Inpatient C apacity
All key informants identified inpatient capacity as a significant issue faced by Milwaukee County, though there
were differing opinions regarding the nature of the issue and potential solutions. Cogeftdy mentioned
option was for the County to build additional inpatient capacity among the private health systems by contracting
out for additional inpatient services. It was acknowledged, however, that this is a complex issue, as the
opportunity for suficient reimbursement for certain lovincome or indigent individuals may not exist, and
sufficient private sector capacity and expertise is not currently available to appropriately care for those with the
highest levels of acuity.

Informants also expre§sSR O2 Yy OSNY GKI G . 1504 adz00SaafdzZ STFF2NI
individuals with insurance to private health systems had exacerbated its fiscal concerns by causing it to serve an
even more disproportionate number of people without imance.

Insurance and Payment
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The introduction of BadgerCare Core has created more opportunities for consumers to seek outpatient care.
However there are limits on the benefits that can lead to problems with access. The Wisconsin Parity Act does
not yet affect the BadgerCare service package, although some informants recommended during interviews that
DHS make changes. Because BadgerCare Core gpayehiatry but not other outpatient and community
services, it is possible that Milwaukee County will experience an increase in demand for psychiatry.
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As in many systems, rghows are a problem for private providers in Milwaukee County because insureist d
reimburse providers when individuals fail to show up for an appointment. FQHCs were identified as having the
potential to maximize capacity because they receive-basted reimbursement. In interviews, it was suggested
that if FQHCs could expand cajig, including physical space, they could take on more outpatient care. Some
representatives expressed concern about the level of engagement and symptom acuity of persons who would
use outpatient services at FQHCs.

Several informants noted because otHacilities and health centers require that a person have insurance in
order to provide services other than emergency care, the cofuntged system serves a disproportionate
number of individuals with no health insurance. Thus the BHD is frequently tnenswital health care provider
for individuals with no insurance, leaving less capacity for insured individuals.

Workforce Development
Informants in multiple interviews suggestedingpsychiatryresidents on rotation at various service locations
includingcrisisservicesFQHCsand other outpatient settingsThis would expand the available workforce at
these locations as well as provide a training opportunity for residents.

Informants expressed a need for increased training for case management, inpatidrutpatient service
providers on new and alternative crisis services such as the Crisis Resource Center. There is also an ongoing
training need for incumbent workers. Informants identified a need for more training opportunities for all
providers, and pssibly more mandatory case manager trainings.

Principle 4: Quality

Accountability
Many informants noted that the BHD is working towards TJC accreditation in 2012 as part of the Quest for
Recovery initiative. Representatives of BHD recognize that thisimportant and significant achievement.
Some speculated that private facilities might currently have more oversight and accountability mechanisms than
BHD because BHD is not subject to TJC oversight at this time.

Allocation of Resources
Informants expessed concern that a large percentage of county resources are expended on services for which
there has been little to no scientific evidence demonstrating that they are effective. There was hope that some
resources could be shifted to practices for whichexidencebase has been established such as ACT, permanent
supportive housing (PSH), and supported employment. SeBisre currently available in Milwaukee County,
but only in very limited supply. A4alocation of resources to EBPs could lead to agmfficient use of public
dollars and better outcomes for consumers.

Information Technology and Data Systems
Currently, a health information exchange connects all of the emergency rooms in Milwaukee County, including
PCS. The FQHCs also participate srteiwork. This has the potential to provide réiahe information on
persons coming into emergency rooms.

Informants said that BHD has trouble tracking people who a@draitted to the emergency or inpatient unit
and people in the community because theseno link with Medicaid data. Informants relayed that if data

Human Services Research Institute 36



systems were coordinated with private health systems, providers would not have to rely oesating by
consumers about their history, medications, and medical/psychiatric status.

The Importance of Innovation
Informants acknowledged the importance of innovation in establishing high quality mental health services to
people in Milwaukee County. Programs like the Crisis Resource Center and practices such as recovias/ check
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replace inpatient care. Informants emphasized the importance of strategies for early intervention and the
implementation of more EBPs.

Principle 5: Coordinated & Integrated Systems

Primary Care/MH/AODA Integration
The integration of primary care, mental health, and substance use services are a state as well as a county
priority. Informants noted that FQHCs could be looked to as a model because they have leeten abl
successfully integrate primary care and mental health services. For example, a person may come into a FQHC for
mental health services but also see a medical nurse, a doctor, and get lab workTtieDwould like to see
more integration of this kid, including interventions for social problems, such as assistance managing housing
needs and addressing issues such as poverty. One interviewee suggested that hiring doctors dually trained in
primary care and psychiatry could build a capacity for moregrsted care.

Coordination with Law Enforcement
Informants expressed a need for increasing and expanding Crisis Intervention Training for police officers in
Milwaukee County. There was a consensus that more coordination between mental health providpdiead
officers could reduce the need for EDs. Also, informants noted that the frequent use of EDs by law enforcement
fA1Ste gta | 1S O2yiUNROGdzI2NI G2 AAIYAFAOLYy(dH oF O1f 23
of the last decade.

Coordination with Private Systems
It was noted that there is greater commitment by private systems in Milwaukee County than in other places.
There was agreement that interdependence and partnerships between the BHD and the private health systems
are essentialo success of the mental health system. Informants also highlighted the importance of a thoughtful
distribution of services based on client characteristics, so that individuals are provided services in a setting that
is equipped to manage their particulaeeds. There was hope that the private hospitals would increase their
capacity to work with people at lower functional levels and adjust services to meet the needs of higher acuity
patients.

Many informants suggested that in addition to enhancing capaititgight be more cost efficient faBHDto

contract for additional inpatient services, particularly since it is unable to obtain Medicaid reimbursement for
eligible patients because of its designation as an IMD. However, this would require private dysieaie a
commitment to developing the capacity to serve the current population served by BHD Inpatient, and it might
also require a mechanism for ensuring that private hospitals receive some compensation for serving uninsured
individuals.
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Principle 6: Re duce Disparities

Workforce Capacity
In terms of workforce capacity, informants identified a need for more culturally competent services, including
more providers who are bilingual and come from diverse backgrounds. This could be accomplished through
incentives for bilingual and mud dzf G dzNJ f LINPGARSNE (2 @aaGSLI) dzL) Ay a2
community. Additionally, informants noted a need for more training in cultural competency for all providers.

Bilingual Services
Some informants noted thdanguage could be a problem in emergency settings if there is no staff person
present who can communicate with an individual who is in crisis. In addition to adding more bilingual providers
to the behavioral health workforce, this problem can also be aslsled through increased availability of
interpreters.

Disparities in Neighborhoods
Residents in some neighborhoods experience problems with service availability, according to the informants. In
particular, transportation to and from important services ighiy problematic. Important services, including
crisis services, are offered in locations that are difficult to reach by public transportation. Additionally,
informants noted that perceptions of discrimination and prejudice against racially and ethmicaige groups
might lead some individuals to not seek out needed services, or not return to services after an initial visit.

Principle 7: Community & Public Health

Mental Health Cannot be Separated from Issues in theCommunity and Social Problems
A comma theme that emerged in the key informant interviews was that mental health is integral not only to
overall physical health but also to the health and wellbeing of the entire community. Mental health is often only
one facet of myriad social problems fadeglcommunities in Milwaukee County. Informants stated that there is
a strong need for more capacity within all systems, including but not limited to the mental health system, to
integrate solutions to larger social problems.

Outreach to Communities
Informants expressed more need for public education about mental health as well as recovery. This education
should be coupled with prevention and early intervention strategies so that communities can identify and
address mental health issues as they arise.

Shared Moral Responsibility
Informants identified the critical importance of shared moral responsibility amongst all system and community
stakeholders. All members of the community must make a social commitment to mental health as a public
health issue. Howeveintegrating mental health systems with other health systems as well as with public health
entities has been and remains a significant challenge.

3. Case Management Survey
Discussed below are the findings from the surveys completed by case managers $PtaadCTCM programs.
Case managers were asked to fill out surveys for each individual under their care for the month of January 2010.
rveys were completed fa2,315 of 2,410 individualsa 9846 response rateCase managers from the TCM
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program completed wrveys for 1,102 individuals, and CSP case managers completed surveys for 1,213
individuals. The total sample size for the final analysis wd822cause 97 individuals left services during the

month.

Case Management Program Characteristics
During the oe-month period in which data was collected, a total of 97 individuals left services, 76 from TCM

and 21 from CSHable7 details the reasons that were given for individuals leaving services during the study

period.

Table7: Reasons for Leaving Services

Targeted Case Management (n=76)
In Jail

Disappeared

Moved

Discharged

Unable to Locate, Presumed Homele
Community Support Program (n=21)
In Jail

Moved

Unable to Locate, Presumed Homele
Disappeared

26 34%
19 25%
11 14%
11 14%
9 12%
11 52%
6 29%
3 14%
1 5%

The most common reason for leaving both programs was that the individual was in jail (34% and 52% in TCM
and CSP respectively). Other common reasons included @iaegpce, moving out of the Milwaukee County

area, and an inability to locate the person because of presumed homelessness. While 11 individuals (14% of all
service leavers) were discharged from the TCM program, no individuals were discharged from GC&P servic

during the data collection period.

Case managers were asked how long each of their clients had been receiving case management services. This
information is shown for the TCM and CSP progranfsguarel below.

Figurel: Time Spent in Case Management
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A total of 64% of individuals (27% plus 37%, n=491) in TCM had been receiving those services for five or more
years. A slightly higher percentage of individuals in CSP (41% plustaddg 65%, n=783) receid services for

five or more years. The TCM program served 202 individuals (10% plus 9%, totaling 19%) who were new to
services within one year, and the CSP program served 95 individuals (5% plus 3%, totaling 8%) new to services
within one year.

To determihe the amount of case management services being delivered to individuals enrolled in the TCM and
CSP programs, case managers were asked to document how frequenthatthégenin contact with each

client on their caseload. The average frequency of costesltitive to the length of time the client tdeen

receiving case management services is detaildeéigare2.

Figure2: Average Monthly Contacts by Time Spent in Program
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The data reflects that CSP sergiege designed to be more intensive than TCM services and are thus associated
with more contacts per month on average. However, an interesting finding is that in general, the longer
individuals received case management services, the more frequently theyiweontact with their case

managers during the month of January 2010. Individuals who had been in TCM for more than 10 years had
approximately eight contacts per month, whereas those who had been in TCM services for one year or less had
less than five @ntacts per month on average. In the CSP program, average monthly contacts ranged from
approximately 11 to 14 times per month. Individuals who had been in the program between five and ten years
were seen most frequently, an average of approximately 14giper month. Those newer to the CSP program
were seen an average of approximately 11 times per month.

Current and Ideal Service Amounts

Based on the information provided by the case managers, the system redesign team calculated whether
individualsrec@A y 3 aSNIBAOS& FTNRBY aAf gl dzlSS /2dzyieQa YSyhl
amounts of services that were appropriate for their needs. Case managers in both the TCM and CSP programs
felt that individuals needed more services than they actuabeived. Tables presenting this data along with

case managerated functional level information can be found in AppendixThese tables are intended for

assistance with service system planning.
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A simplified version of this data highlighting differencesaeen current and ideal service amounts for a

selection of services is found belowTiable8. The first two columns (Service Type and Unit) represent the

service type and the unit in which the service is measured. The third antthfoalumns (Difference in Units)

show the differencesdiween the service amount that was determined to be ideal by the case manager and the
service amount that the individual actually received. For all of the services listed below, individuals received a
lessthan-ideal amount of service, as evidenced by the negative numbers. The final two columns (% Needs Met)
represent the percentage of needed services that were actually delivered.

Table8: Differences Between Current and Idealr8ige Amounts

Service Type (Unit) Difference in Units % Needs Met
TCM CSP TCM CSP
24 Hour CBRF (Days) -211 -495 74% 71%
Activities of Daily Living (Hours) -927 -832 39% 76%
Supported Apartments (Days) -1184 -716 56% 60%
Social & Recreatnal Skills (Hours) -900 -1173 35% 64%
Group Therapy (Hours) -207 -506 27% 51%
Individual Therapy (Hours) -484 -504 37%  48%
Drop-in Social Club (Hours) -1998 -3423 33% 25%
Supported Employment (Hours) -662 -1154 37% 18%
EmploymentRelated Services (Hs) -459 -1361 31% 14%
Day Treatment (Days) -926 -859 22% 10%
Substance Abuse Counseling (Hour -1195 -859 12% 10%
Detoxification Program (Days) -185 -448 5% 8%

The proportion of service needs that were met ranged from 5% to 76%. Case managetsmibnsiported

that the individuals on their caseloads were receiving less than ideal amounts of substance use services (5% to
12% of needs met). Case managers reported that individuals receiving case management had a relatively high
percentage of needs et by 24 HourCommunity Based Residential Facili(ig4% TCM and 71% CSP). While
individuals in the CSP program were rated as having a relatively high proportion of Activities of Daily Living (ADL)
service needs met (76%), only 39% of individuals in @ program were receiving the ideal amount of ADL
supports.

In total, the survey indicates thatdividuals receiving case management need more services that can help them

live and work in the communitfCase managers felt that individuals receiving caaaagement services needed

more support finding and maintaining employment and housing, as well as developing social skills and positive
relationships. Case managers also expressed that many individuals on their caseloads are in need of services that
help them with substance abuse problems.

For each needed service that was not delivered (or not delivered in the needed amount), case managers were
asked to indicate what they believed was the reason for the discrepancy. These reasons, broken out by TCM and
CSPare presented irFigure3.
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Figure3: Reasons Amount of Service Was L&éhanldeal
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The most common reason given was that the consumer refused the service. Consumer refusal was indicated as
the reason 64% dhe time (n=958) for TCM clients and 59% of the time (n=1,235) for CSP clients. The second
Y2ail FTNBIdsSyidi NBlIazy gla GKS ahiGKSNI wSFazyé¢ OFGS3az2N
Commonly writtenin reasons were that the person was notdrested (n=28), the person was hospitalized

and/or dealing with serious medical issues (n=17), a language or cultural barrier as a secondary reason (n=16),
and the person did not attend scheduled appointments (n=15). The third most common reason wadethat t
service did not exist (given 231 times or 11% of reasons for CSP and 88 times or 6% of reasons for TCM). Other
common reasons included that the service has insufficient capacity (given 145 times or 7% of reasons for CSP
and given 102 times or 7% of reas for TCM), and that there was a problem with the accessibility of the

service (given 106 times or 5% of reasons for CSP and given 112 times or 5% of reasons for TCM). In total,
problems with the service accounted for 23% (n=482) of discrepancies betveeeled and delivered services

for CSP and 20% (n=302) of discrepancies for individuals in the TCM program.

4. Public and Private Inpatient Hospital Discharge Survey
To provide a more complete picture of the service needs of individuals in Milwaukee Ciergypject team
modified the SPES to be used by inpatient hospital personnel to document the service needs of individuals as
they are being discharged from inpatient care to the community. A SPES was completed for 39 individuals being
discharged from thdilwaukee County BHD Acute Care Facility, and 32 individuals being discharged from one
private inpatient facility.

Figured below illustrates the distribution of providemated functional levels of the individuals being discharged
from the BHD (n=39) and Private (n=32) inpatient facilities.
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Figure4: Functional Levels of Consumers Being Discharged from Inpatient Facilities
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In both the private and public facilities, the majority of individuals were at g BL.ot 6 (30 or 77% of

individuals fronthe BHDand 32 or 100% from the private inpatient facility). Each of these levels indicates an
ability to live safely in the community with varying levels of services and supports. Six individuals (15%) who
were disharged from the BHD inpatient facility were rated a FL 3, which indicates an ability to live in the
community with 24hour supports. Three individuals (8%) were discharged from public inpatient services with a
FL 1 or 2. No individuals discharged from phigate facility were rated lower than a FLA& reported by

discharge personngindividuals discharged frothe private inpatientfacility were discharged at higher levels of
functioning than individuals discharged frdhiD inpatientThese differencebetween functional levels ithe
BHDand the private hospital may be attributable to the fact that the BHD serves a higher proportion of
individuals who are receiving care involuntarily.

Table9 below shows the percentage of serviceeds that were met upon discharge for the BHD (39 total
individuals) and private inpatient (32 total individuals) facilities. The first column (Service Type) indicates the
service and the unit in which it is measured. The Amount Prescribed column ataharnount of units that

were prescribed to all individuals discharged from the facility during the data collection period. The Amount
Confirmed column indicates the amount of each service that has actually been confirmed for the individual upon
discharggthe amount of the service that the survey respondent expects the individual will actually redédiee).
Needs Met column is the percentage of needs the survey respondent expected to be met after the individual's
discharge.
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Table9: Prescribed Service Amounts Received After Discharge

Services BHD Inpatient Private Inpatient
Service Type Units Amount Amount Needs Amount Amount Needs
Prescribed Confirmed Met Prescribed  Confirmed Met

Psychiatric Followp hours 42 48 114% 11 8 73%
Medication hours 158 96 62% 38 26 68%
Management
Transitional Housing days 60 31 52% 0 0 n/a
Case Management hours 147 61 41% 143 79 55%
24 Hour CBRF days 107 31 29% 0 0 n/a
Individual Therapy hours 44 12 27% 34 40 118%
Day Treatment days 112 20 18% 127 89 70%
Social/Recreational hours 38 7 18% 16 0 0%
Skills
EmploymentRelated hours 57 8 14% 2 1 50%
Services
LongTerm Care days 395 30 8% 0 0 n/a
Substance Abuse hours 185 6 3% 10 2 20%
Counseling

Table9 demonstrates hat inpatient staff completing the SPES believed that a large proportion of needed

services would not be available to individuals upon discharge. On the whole, this was more pronounced for
those being discharged from the BHD facility as opposed to thetprfacility. For example, individuals being
discharged from BHD had only 27% of individual therapy services met, whereas those being discharged from the
private inpatient facility were anticipated to receive more than the prescribed amount of individewd gy

(118%) needs met. On the BHD side, service needs were met less than half of the time for a total of eight
services; on the private inpatient side, service needs were met less than half of the time for only one service,
substance abuse counseling.

An exception to this trend is psychiatric follawp services; those discharged frahe BHDwere expected to

receive more followup services than needed (114%), whereas those discharged from private inpatient were
expected to have only 73% of psychiatritda-up needs met. The amounts of medication management service
needs met were approximately the same for public and private inpatient discharges (62% for BHD and 68% for
private).

There were also differences in the amounts and types of services prestoithe two groups. No individuals

being discharged from the private inpatient facility were prescribed transitional housing, CBRF;tertong

care services, for example. Substance abuse counseling and emplesgtaat services were also prescribed

in much higher amounts for those being discharged from BHD inpatient (substance abuse counseling: 185 hours
versus 10 hours; employmeng¢lated service: 57 hours versus 2 hours).

5. Consumer Survey
The system redesign team developed and implemented a consuension of the SPES to obtain consumer
perspectives on their own service needs. This survey is the first time that SPES has been developed for use with
consumers and will inform future revisions and implementation of the consumer SPES.
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Consumer Characterist ics

A total of 614 consumers filled out the survey, which was available in English and Spanish. Although an effort
was made to reach out to all consumers, because the survey was lengthy, there may have been lower
representation of persons with limited ream) skills. The average age of survey respondents is 45 years. A little
over half of the respondent65%, n= 327are women. As shown IRigureb, the respondents are racially and
ethnically diverse: 48%n=305) identifyas white, 406 (n=254) AfricaAmerican, and % (n=33) Hispaniésians,
Native Hawaiians, and American Indians are also represented. Although not reflective of the demographic
makeup of Milwaukee County as a whole, the demographics of the consumer SPES respondemitaate

those of the populations receiving mental health services from the County. The racial and ethnic diversity of the
respondents is also comparable to the group that responded to the Mental Health Statistics Improvement
Program (MHSIP) survey carnded each year by Vital Voices for Mental Health, an advocacy organization in
Milwaukee County.

Figure5: Race and Ethnicity of Respondents
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As shown irFigure6, 80% (n=483) of the survey respondents wememployed, with 52%n=313)not looking
for work and28% (n=170lpoking for work. Only twelwpercent (12% n=74) wemgorking either partime or
full-time.

Figure6: Employment Status of Respondents
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For this survey, consumeivere asked to rate their own functional level both on the day they took the survey
and 30 days before the survey, and to provide an average functional level for the past 3Bigase’ shows
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how consumers reported their averagenictional level over the past 30 days. The-saéd functional levels
over the past 30 days are comparable to the other two functional level ratings consumers were asked to report.

Figure7: SeltRated Average Functional Levelf2880 Days
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A total of 82 respondents (14%) reported that they were able to function independently of the mental health
system (FL 7). Another 179 individuals (31%) reported a FL 6, which indicates that they felt they needed
professional support only faxtreme or unusual stresses. Over half of the respondents (52%, n=301) rated
themselves at a FL 3, 4, or 5, indicating that they use mental health services on a regular basis to cope with day
to-day stresses and to help with ADLs. Only a small numbespbndents (3%, n=14) rated themselves BtLa

lor2.

Service Needs and Reasons for Service Need Disparities

The SPES asked consumers whether they were getting the right amount of certain services. Services included
emergency and crisis stabilization dees as well as communibased services and peeperated supports.
Consumers were asked whether they received a lot less, less, the right amount, more, or a lot more of a service
than was needed. As shownhigure8, consumers repaed that they were getting the right amount of services

75% of the time.

Figure8: ConsumeiRated Needed Service Amounts
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In general, consumer and patient surveys tend to be biased towards demonstrating more satisfaction with
guality and amounts of services than may be accurate, in part because some consumers or patients have never
experienced anything other than the care to which they are accustomed (Epstein, Fiscella, Lesser, & Stange,
2010). It is important that the redesigmgject focus on what consumers in the system need more and less of,
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and what needs to change, while not discounting that individuals may in fact feel that they are getting the right
amount of some services some of the time.

Although the majority of consunns reported they were getting the right amount of services most of the time,
reports of service needs varied depending on the type of serkigere9 below provides a breakdown of
perceived service needs by type of service.

Figure9: ConsumeiRated Needed Service Amounts by Service Type
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Consumers most frequently identified that they needed more employnneldted servicesAlthough 626

(n=131) of consumers felt that they got the right amount of employrefdted services, 37% (86) felt that

they needed more. This result is important to the redesign project because of the high number of unemployed
individuals who took the survey, indicating a great need for employment services.
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In general, a large propton of consumers indicated that they needed more commuibiéged, recovery
oriented services including individual therapy, support groups, and-pperated services. While some
individuals indicated that they needed more-Bdur and acute inpatient crisiservices, a similar proportion

indicated that they needed less of these services.

In addition to inquiring about service needs, the SPES also asked consumers to indicate the reasons why they
were receiving too much or too little of a service. Reasonewelated to service availability, provider

decisions, family requests, insurance and payment issues, language or cultural barriers, or personal choice.

These reasons are detailed belowFigurelO.

FigurelO: Reasons Provided for Not Receiving Needed Amounts of Services
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The most common reason for receiving too little of a service was that the person refused because he or she felt

that the service was not needed. This reason was given 399 times. A ta&f afdividuals (21% of the sample)

used this as a reason at least once. This finding is similar to the case management SPES, which ranked consumer
refusal as the primary reason that individuals do not receive needed services. It was also common foec®nsum
to indicate that needed services were not available to them. The most common reason for receiving too much of

a service was that the provider decided to enroll the person in the service even though the person felt that it

was not needed.
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redesign project team analyzed reasons for refusals broken out by service type. This information is provided

below inFigurell.

Figurell: Refusal Reasons by Service Type
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perceive that they have no need for services that they also do not understand or perceive to be of poor quality.
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acute inpatient (40 times, or 23% of the time). However, the most frequent secondary reasons for refusing this
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crisis services (15% of reasons) and acute inpatient (9% of reasons).

The refusal because of lack of understanding watiquaarly pertinent for more recovergriented services tht
may not be familiar to respondent$hese services include peaperated services (16% of reasons) and
clubhouse programs (19% of reasons). These findings suggest a need for more consumesrechgantiling
recoveryoriented services.

Another interesting finding was that many consumers reported that they did not receive an adequate amount of
services because the service did not exist. Consumers sometimes reported that services did not exist when
fact they were available in the community. The frequencies with which consumers reported not receiving the
needed amount of a service for this reason are presentdelgnrel2.
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Figurel2: Consumer Repos that Service Does Not Exist

Safe Haven| 24%
Crisis Respite Car | 21%
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Mobile Crisis Servic| 15%
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AsFigurel2 demonstrates, many consumers believed that important services and supports such as
employmentrelated services, housing support services, and crisis alternatives such as the Crisis Rasuerce
and crisis respite care were not available to them, although these services are currently available in the
community (albeit in limited amounts). These findings further suggest a need for more consumer education, in
this case regarding services asupports that are currently available in the community.

Two other reasons for service discrepancies are worth noting. The first is the frequency with which consumers
felt that they were receiving too much or too little of a service because of decisiads lvy their providers.
These reasons are illustratedrigurel3 below.

Figurel3: Reasons for Service Discrepancies Related to Provider Decisions

Crisis Resource Cente 20%
Safe Haven

Crisis Respite Car
Transitional Housing
Supported Apartments
24 Hour CBRI

Acute Inpatient

Case Managemen 21%

0% 5% 10% 15% 20% 25%

Provider decided | should not have servi m Provider decided even though | didn't need
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Consumers identified provider decisions as being theaesi$or receiving too little of a service 15 to 20% of the

time for housing services (transitional housing, supported apartments, afb@dCBRF, and Safe Haven) and

two crisis services (crisis respite care and the Crisis Resource Center). When cofeltithatghey received

022 YdzOK OlFasS YIylI3aSYySyiaszs (GdKSe& ARSYUATFTASR (KS LINRJA
when consumers received more acute inpatient services than were needed, they felt that this was due to their
LINE @A RiSidwddd% &t exime.

A second common reason for discrepancies between needed and received services was issues with insurance.

Amounts are shown below fRigurel4

Figurel4: InsuranceRelated Reasons for 8dce Disparities
Substance Use Service 9%

Individual Therapy 16%

Medication Management 12%

0% 5% 10% 15% 20% 25%

In particular, consumers reported insurance as a barrier for three service types: substance use services,
individual therapy, and medication management.

6. Physician Survey
To gain the perspective of medical professionals outside of tinwdvikee County mental health system who
nonetheless encounter patients with mental health needs, we conducted surveys with physicians from a list
provided by the Medical Society of Milwaukee County.

A total of 157 providers responded to the online survg&y8 of whomindicated they serve individuals with

mental health service need®roviders came from a variety of professional disciplines, including primary care

and internal medicine, psychiatry, emergency services, and physical health specialties.cEnafractice for

the majority of respondents was a health system medical group (68%, n=50), with 28% (np&@aténpractice

and26% (n29), at the Medicalollege of Wisconsin. A small proportion worked in other organizations,

includingthe Veterd Q& ! RYAYAAUNI GA2Yy Y O2dzyié K2aLWAGFfazr FyR
services to individuals with mental health needs, including mental health assessments, referrals to mental health
services, medication management, physical health sesjiemergency or crisis services, and counseling.

Survey respondents were asked to rate the quality of services that are currently available in Milwaukee County.
Physicians were also given the option of indicating if they did not know enough about sdoviege their
quality.

A large proportion of the survey respondents indicated that they did not know about services; over half of all
providers who responded to the survey did not know about the quality of educational and employment support
services, hasing supports, selielp and peer support groups, and social skills training services. This finding
suggests a need for more integration of care and more education for providers regarding the services and
supports that are available to the individuals yheerve. Ratings of service quality from providers who did feel
that they knew enough to comment are found belowFigurels.
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Figurel5: PhysicianRated Quality of Services
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The survey results indicatedahproviders differed in their opinions of the quality of services for individuals with
mental health needs in Milwaukee County. However, providers consistently rated many services fair or poor,
and no single service was consistently rated very good @llext. The services receiving fair or poor ratings

most consistently were related to community supports such as housing (73%, n=29), employment (65%, n=24)
and education (67%, n=26) support services, and alcohol and other drug counseling services3Bg%, n=
Medication management services received the highest number of very good or excellent ratings (33%, n=22),
although ratings on this service remained fairly mixed (38% or n=25 rated medications fair or poor, and 29% or
n=19 ranked them good).
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G2 1 00Saaé¢ 2N a9l aASN) G2 ! € énat Kknkw ol WeBe unsiReR A G A 2 ¥ |
about the accessibility of a service.

Jose to 50% of providers indicated that they did not know or were unsure about the accessibility of many
community support services, including seélp/peer support groups, social activities, and employment and
educational support services. Survey resgentsalsoidentified a large number of services as being difficult to
accessThese ratings are detailed figurel6 below.
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Figurel6: Services Rated Difficult to Access
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When asked whether there were important services and supportsahatunavailable to the people they serve,
56% (n=49) of providers answered yes. Providers consistently identified two services categories in particular as
lacking: outpatient services such as counseling and psychiatry and community rehabilitative sewticas

supported employment. Many survey respondents also noted that uninsured patients face a significant barrier
to receiving services and often go without muebeded supports such as mental health counseling and drug

and alcohol services.

7. Private and Public Health System Surveys
To gain the perspective of administrators and others in leadership positions in the private and public health
systems, redesign project staff conducted a survey of administrators.

Private Health System Survey

A total of 11 inlividuals responded to the survey of private health system administrators. Six respondents
represented private hospitals, one respondent represented a teaching hospital, and four represented FQHCs.
Five of the respondents were Behavioral Health Administsttwo were Chief Executive Officers, one was a
Chief Operating Officer, and two were providers.

Private Health System Capacity
Four of the responding systems provide inpatient psychiatric care: Rogers Memorial Hospital, G8umbia
al NBEQaz !'hd2h® Aldd WhestonfFranciscan Health Care. Between these four systems there are a total
of 376 licensed acute psychiatric beds and 255 staffed beds. Three of the four private health systems indicated
that their beds were filled to capacity % of the ime in the past 12 months. One system indicated that its
beds were filled to capacity 504% of the time.

Human Services Research Institute 53



Respondents expressed mixed opinions as to whether their inpatient capacity was sufficient to meet the needs
of the people they serve. Half of respemts felt that they had enough inpatient beds, while the other half felt
that they had enough inpatient beds most of the time, but not all of the time. Four respondents felt that private
health systems in Milwaukee County need to increase acute inpgi®rahiatric beds; another three

respondents felt that there are enough beds in Milwaukee County, but they need to be used more efficiently.
No systems reported plans to increase their number of beds in the next 12 months.

Respondents from six health cangstems reported that they provide outpatient psychiatric programs and

services: Columbig 1 ® al NBEQaz ! dzZNBN} | SIf4GK /NS 2KSIFG2y CNI
Wisconsin, Milwaukee Health Services, and Health Care for the Homeless of Milwgigkeel 7 shows the

number of slots by service along with the average percentage of the time across systems that these programs
were filled to capacity. The service with the most capacity was medication management (5,136 slots),
representing over half of all available slots for any service. A very small number of slots (21 in total) for
assessment and testing were available across the six responding health care systems. The frequency with which
services were filled to capacity Wa a great deal by service type.

Figurel7: Percentageof Time Outpatient Services are Filled to Capacity

Day Treatment/Partial Hospital (n:39(_ 49%
Medication Management (n=5,136_ 90%
Psychotherapy/Counseling (n:1,54_ 78%
Group Therapy (n:462_ 78%
Substance Use Services (n:1,15_ 93%

Assessment and Testing (n=2 43%
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Only one respondent reported that the number of outpatient slots were adequate in his or her facility. The
majority of respondents (four in total) indicated that they have enough capacity most of the time, but not all of
the time. Another two respondents reported that they do not have enough capacity in their outpatient
programs. Six systems plan to grow outpatient capanitpe next 12 months. These responses include two
systems that do not currently provide outpatient psychiatric services and four systems that do currently provide
outpatient psychiatric services. Six of eight respondents felt that private health systevtimmiaukee County

needed to expand outpatient capacity. The other two respondents felt that Milwaukee County has sufficient
outpatient capacity but needs to use it more efficiently.

Survey respondents were asked to comment on the number of mental heatbgsionals currently staffing

their inpatient and outpatient programs. Eight health systems reported a total of 75 psychiatrists employed,
contracted, or available as voluntary, independent medical staff members. Eight systems report that they plan

to recruit more psychiatrists in the next 12 months, and one system reported that they do not. Nine health
systems reported a total of 175 therapy professionals (including psychologists, social workers, and other therapy
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professionals) employed or contractedtireir system. Five systems reported that they plan to recruit additional
therapy professionals in the next twelve months, and four reported that they do not.

Reasons for Turning Individuals Away
Respondents from the private health systems indicated thatrtsystem has to turn consumers away from
inpatient care about half of the time. Five out of five responding systems reported that they had to turn people
away from their outpatient psychiatric programs about half of the time. Respondents were askegbtod the
three most frequent reasons for having to turn consumers away from acute inpatient and outpatient psychiatric
services. The results arekigurel8 andFigurel9. The number to the right of the bar regsents the number of
respondents who chose that answer as one of the top three reasons.

Figurel8: Reasons for Turning Individuals Away from Inpatient Services

Lack of capacity (no beds availab! | 2
Do not have clinical expertise to treat the perS(_ 2
Person is too dangerous to self or othe | 1
Person refuses servic | 2
Would be better served by BHI| 2
Does not meet inpatient criteric 1

Figurel9: Reasons for Turning Individuafsvay From OQutpatient Services

Lack of payer (uninsured_ 1
Lack of capacity_ 7
Do not have clinical expertise to treat the perS(_ 3
Person is too dangerous to self or othe | 3
Person refuses servic' 6
Would be better served by BHI | 1
Not enough slots due to high no show ra | 1
Out of network | 2

According to survey respondents, it is relatively common (two respondents indicatedtirempreason) for

private inpatient providers to turn individuals away because they would be better served by the BHD. Other
common rasons include a lack of clinical expertise or capacity and refusals. Consumer refusals were also a
common reason for turning individuals away from outpatient services, as shokigunel9. The issue of

consumer refusals has enggrd in multiple surveys and will be discussed in greater detail later in the report. A

lack of capacity was also a very common reason for turning individuals away from outpatient services (given as a
top-three reason seven times).

Public Health System Surv ey
A total of four administrator/directors responded to the public health system surveys. They represented crisis
services, day treatment, outpatient services including case management, and inpatient services.
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Administrators were asked to indicate the capg for each BHIbperated service and to comment regarding
the capacity of those services. The results are presented beldatlel0.

Table10: BHD Service Capacity

Service Capacity (units) Usage Rate Enough Capacity?

Crisis Respite 16 (beds) 87% most of the time, but not all of the time
Crisis Resource Center 7 (slots) 65% no

Observation Unit 18 (beds) 75% yes

Crisis Walkin Center 25 (units per day) 80% yes

Crisis Mobile Service 10-15 (served peday) 30% yes

Day Treatment 144 (billable hours) 100% most of the time, but not all of the time
Individual Therapy 912 (slots) 100% no

Group therapy 113 (slots) 100% no

Medication 4, 079 (slots) 100% no

Management

CSP 1,264 (slots) 100% no

TCM 1,117 (slots) 100% no

BHD Inpatient 96 (beds) 86.5% yes

In general, the survey respondents felt that capacity was sufficient for inpatient and crisis services, with the
exceptions being crisis respite and the Crisis Resource Center. Respondents thérinatas insufficient

capacity for all outpatient services, the exception being day treatment, which was said to have enough capacity
most of the time.

One survey respondent commented that individuals for whom Medicaid benefits are secured are frequently
transferred out of BHERontracted outpatient services at the Medical College of Wisconsin because MCW is not

an FQHC and as such loses money when serving Medicaid patients. Similarly, it was noted that one of the most
significant problems faced by case magers is helping individuals to access outpatient services when they have
Medicaid. The respondent noted that very few outpatient providers are willing to accept individuals with

Medicaid because of low reimbursement rates. The most frequent reason fgivénansferring individuals from

the. 1 5Q4 | OdziS AyLI GASYyld aSNBAOS Aa GKIG GKS@& KIFI@S LI
hospital.

An estimated 6570% of individuals receiving adult acute inpatient through the BHD are said to preskrmowit

occurring mental health and substance use issues. One respondent indicated a need for more integration of co
occurring care on the inpatient units.

Public and Private Inpatient Payer Mix
Respondents to the public and private surveys were asked tortem the mix of payer types for inpatient
services. The results are presented below in

Figure20.
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Figure20: Public and Private Inpatient Payer Mix
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A comparison of the payer mix of the two hospitsif®ws that the public inpatient system serves a higher
proportion of individuals who are uninsured (19% of total population in the public system versus only 3% in the
private system) and have Medicaid (51% in the public system versus 36% in the pritet®.sys

8. Behavioral Health Service Utilization Data
The goal of the analysis of service utilization data was to develop an understanding of how individuals enter into
the Milwaukee County mental health system (become linked up with mental health servieesgrvices and
supports they receive once they are in the system, and the ways in which individuals leave the system (stop
receiving mental health services).

Because of the absence of needed data regarding functional levels, it was not feasible fmj¢leetpam to

run simulations regarding service utilization and costs at this time. As Milwaukee County increases its use of
service utilization and functional level data, this application will become possible. At the current time, however,
the service utization data can be used to provide an insight into the current state of the mental health system.
Additionally, this data can be used as a basis of comparison to other locations for the mix of services. For
examples of the service distributions of otrstates and localities, please refer to Appendix

To better understand these system dynamics, the project team examined three subsets of service utilization
data covering the two most recent years (209Z008):

Those who receivednly Medicaid (statefunded) services, detailed below Trable 11 below details the state
funded service utilization information for all services. Because information regardingoiuadievel was not
available for the data associated with Medicaid (stateded) services, service utilization data is reported for
individuals at all levels.
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1. Tablell
2. Those who receivednly BHD (countffunded) services, detailed below Trablel2
3. Those who receiveloth state and countyfunded services, detailed below Trable13

Each of these tables reports the number of monthly arrivals, a snapshot of the current month, and a
disappearance rate. For the purposes of this data, an arrival is defined as a person entering services after
receiving no services the prior three months. Thus, if a person leaves services for three months and then

returns to the same services, that individual is considered an arrival. In all three tables, the arrival figure refers

to the average number of new arrivals who enter itite system each month. The snapshot refers to the

average number of persons who were continuously served by the system during a single month. Using the
shapshot and the arrivals, the project team calculated a projected total of the number of indivicualeoeive
services through the mental health system in a given year. The disappearance rate reflects the percentage of the
total number of individuals who leave services in a given month.

Service utilization data is presented by service type as a pexgerats well as a number of units. The service
types are grouped by five general categories: residential; emergency; hospital/inpatient; outpatient treatment;
and communitybased services. The service utilization percentage refers to the average percehthgentire
system population who received that particular service in a given month. The average units per month reflect
the average amount of each service that was received.

Service utilization by functional level is reportediablel2 and Tablel3; however, there was very little data
regarding the functional level of the majority of consumers in the sample. The majority of the individuals have
functional level that is unknown (FL UNK). Therefore, the sentilization data that is most relevant to this
analysis is reported in the FL UNK column.

State-Funded Mental Health Services

Table 11 below details the stafanded service utilization information for all services. Because information
regarding fundbnal level was not available for the data associated with Medicaid (ftsiged) services,
service utilization data is reported for individuals at all levels.
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Tablell: Service Utilization foMedicaid (StateFunded)Mental Health Services
Arrivals (average number of new persons entering the system each month) = 690

Snapshot (average number of persons continuously served by the system) = 5,141
Projected Yearly Total (at current rate of arrivals) = 12,731*
Disappearance Rate 5%

Avg. % Receiving Service in a Mon Avg. Units in a Month
All FL Service Units All FL
Residential
0.3% CommunityBased Residential (CBR day 22
Emergency
4% Observation/Unit/ER hour 4
1% Crisis hour 9
Hospital
3% Acute Inpatient day 8
1% Hospital Discharge Hour 1
Outpatient Treatment
10% Evaluation/Assessment hour 1
19% Medication Management visit 1
26% Individual Therapy hour 2
1% Group Therapy hour 3
2% Substance Abuse Counseling hour 3
2% Day Treatment hour 26
3% Drug/Alcohol Test hour 12
0.3% Family Psychotherapy hour 2
3% Methadone Maintenance hour 13
Community-Based Services
0.3% Social/Recreational Skills hour 12
22% Case Management hour 17
0% Peer Operated Services hour 0
1% Personal Care hour 234

*Projected Yearly Totdbr 12 monthsis calculated by multiplying the total number of arrivals that month by 11 and adding the average
number of individuals being served that month (snapshot)

As shown ifmmable 11 below details the stafanded service utilization information for all services. Because
information regarding funébnal level was not available for the data associated with Medicaid (Steiged)
services, service utilization data is reported for individuals at all levels.
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Tablell, an average of 690 indduals are new to receiving Medicdidnded mental health services each

month. On average, 5,141 individuals receive mental health services funded by Medicaid in Milwaukee County in
a given month. The most common Medicéichded services are individual ttapy (26% receive services at an
average quantity of two hours per month), case management (22% at an average of 17 hours per month), and
medication management (19% at an average of one visit per month). Less than 5% of individuals receive any of
the otherservices in an average month, including crisis stabilization services, substance use treatment, group
therapy, and residential treatment.

County-Funded Mental Health Services

Tablel2 outlines the service types and amounts delivetbbugh the countyfunded mental health system.

This data is reflective of the services that are utilized by individuals who are not currently receivinistizte
health insurance and who rely entirely on the mental health services that are avaitahke @unty level. The
project team could calculate functional level for only a small proportion of individuals; therefore, the unknown
functional level column contains the largest proportion of the sample (99% of arrivals and 89% of the snapshot
population).
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Table12: Service Utilization for BHD (CounBunded) Mental Health Services

Arrivals (average new persons entering system Projected Yearly Total (at current rate of arrivals) =
per month) 9,328*
FLUNK FL1 FL2 FL3| FL4 FL5 FL6 Total
712 1 1 2 1 2 0 719
99% 0% | 0% 0%| 0% 6 0%| 0% 100%
Snapshot (average persons continuously servec Disappearance
FL UNK| FL1 FL2 FL3| FL4 FL5 FL6 Total FL FL1 FL2| FL3 FL4 FL5| FL6
UNK
1256 2 22 35 41 39 24 1419 38% | 53% | 54%  51%  54% | 52% | 65%
89% 0% | 2% | 2%| 3%, 3%| 2% 100%
Percent that Received Service (% per month) Number of Units (average per month)
FLUNK| FL1 FL2 FL3| FL4 FL5 FL6 Service Units FL FL1 FL2| FL3 FL4 FL5| FL6
UNK
Residential
0% 0% | 0% | 0% | 0% | 0% | 0% | CBRF day 0 0 0 0 0 0 0
Emergency
29% 6% | 20% | 14% | 11% | 15% | 13% | Observation/Unit/ER hour 1 2 2 1 2 2 2
52% 42% | 41% | 28% | 40% | 33%  30% | Crisis hour 2 5 3 3 6 4 4
Hospital
11% | 13% 21% 11%| 13% 8% | 9% | Acute Irpatient day 8 10 9 9 8 8 8

6% 13% | 15% | 11% | 8% | 5% | 4% | Hospital Discharge hour 1 1 1 1 1 1 1
Outpatient Treatment
13% 6% | 15% | 8% | 8% | 10% | 6% | Evaluation/Assessmen hour 1 2 1 1 1 1 1

24% | 16% | 13% | 13% 6% | 15%  11% Medication cases| 1 5 3 2 1 2 1
Management
15% | 23% | 15% | 5% | 5% | 8% | 7% | Individual Therapy hour 2 5 5 5 4 4 2
1% 0% | 2% | 1% | 5% | 7% @ 4% | Group Therapy hour | 12 0 11 9 14 12 11
0% 0% | 0% | 0% | 0% | 0% | 0% | Substance Use hour 0 0 0 0 0 0 0
Counseling
0% 0% | 0% 0% | 0% | 0% | 0% | Day Treatment hour 0 0 0 0 0 0 0
0% 0% | 0% | 0% | 0% | 0% | 0% | Drug/Alcohol Test hour 0 0 0 0 0 0 0
0.1% 0% | 0% | 0% | 0% | 0% | 0% | Family Psychotherapy hour 1 0 0 0 0 0 0
0% 0% | 0% | 0% | 0% | 0% | 0% | Methadone hour 0 0 0 0 0 0 0
Maintenance
CommunityBased Services
0% 0% | 0% | 0% | 0% | 0% | 0% | Social Skills hour 0 0 0 0 0 0 0
9% 0% | 7% | 16%| 1% @ 6% | 3% | Case Management hour 4 0 23 10 2 10 3
0% 0% | 0% | 0% | 0% | 0% | 0% | Peer Operated hour 0 0 0 0 0 0 0
Services
0% 0% 0% | 0% | 0% | 0% | 0% | Personal Care hour 0 0 0 0 0 0 0

0% 0% | 0% | 0% | 0% | 0% | 0% | Psych Rehabilitation | hour 0 0 0 0 0 0 0
*Projected Yearly Totdbr 12 monthsis calculated by multiplying the total number of arrivals that month by 11 and adding the average
number of individuals being served that month (snapshot)
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According to the data imable12, an average of 719 individuals are new to services each month, and in an
average month, 1,410 individuals receive coufitgyded mental health services. The disappearance rate for
those with an unknown FL is 38%. The disappearance rate for individudisnatianal level 2 is 54%, meaning
that of the 22 individuals who were assessed as unable to function in the community, over half left the system
and are no longer receiving services.

For those with an unknown functional level receiving cotftyded servies, the majority of the services

received are emergency support services (29% observation unit or emergency room services at an average of
one hour per month; 52% other crisis services at an average of two hours per month). It is interesting to note
that across all functional levels, between 42% and 61% of all county services fell into the emergency services
category. This is true even for those at a functional level 4, 5, and 6. Individuals at these levels of functioning
generally do not rely on emergensgrvices at this frequency (see Appendix N for examples from other

localities). While anyone may experience a crisis at any functional level, alternatives to traditional crisis services
would probably be more suitable for these individuals.

Similarly, aignificant proportion of individuals at higher functional levels receive acute inpatient an average of
eight days per month (13% of those at FL 4, 8% of individuals at FL5, and 9% at FL 6). These sample sizes are
somewhat small, so these results may notessarily reflect an ongoing trend. However, the data suggests that

a high proportion of individuals at all functional levels are receiving large amounts of costly inpatient care.
Approximately 11% of the 1,256 individuals at unknown functional levelsveee@ average of eight hours of
inpatient per month.

The outpatient treatment services that are currently being utilized in Milwaukee County are limited to three
categories: evaluation/assessment (13% of those with an unknown functional level receiverageaof one

hour per month), medication management (24% of those with an unknown functional level receive one case per
month), and individual therapy (15% of those with an unknown functional level receive an average of two hours
per month). Individualstaall functional levels receive no communltased services, with the exception of case
management (9% of those at unknown functional levels receive an average of four hours per month).

Combined State and County-Funded Mental Health Services

Tablel3 outlines the service utilization data for individuals who received services funded by both the State and
the County. As with the data ihablel2, the majority of the sample is represented by individuals at an unknown
functional level (95% of the snapshot population and 97% of new arrivals).
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Tablel3: Service Utilization for BHD and Medicaid (State and County Funded) Services
ProjectedYearly Total (at current rate of arrivals) =

Arrivals (average new persons entering systen

FL
UNK
172
97%

Snapshot (average persons continuously serve

FL
UNK
1442

95%

Percent that Received Service (% per month)

FL
UNK

0.1%

16%
21%

11%
6%

14%

17%
21%
2%

2%
2%
2%
0.1

2%

0%
21%

0%
1%
25%

0
0%

per month)
FL1 FL2 FL3| FL4| FL5 FL6

1
1%

2
1%

2
1%

FL1 FL2 FL3 FL4

1
0%

FL1

0%

5%
11%

3%
2%

3%

11%
9%
0%

0%
0%
0%
0%

0%

0%
2%

0%
0%
84%

10
1%

17
1%

20
1%

1
1%

FL5

19
1%

FL2 | FL3 | FL4 FL5

0%

11%
20%

12%
6%

10%

7%
11%
1%

0%
2%
0%
0%

0%

0%
13%

0%
0%
75%

0%

9%
16%

9%
6%

7%

11%
8%
0.2%

0.2%
2%
0%
0%

0%

0%
20%

0%
1%
69%

0%

6%
20%

7%
3%

7%

7%
10%
2%

0%
1%
0%
0%

0%

0%
42%

0%
2%
42%

0%

11%
23%

7%
4%

8%

12%
19%
6%

0%

3%

0%
0.1%

0%

0%
58%

0%
0%
22%

0
0%

FL 6

12
1%

FL 6

0%

8%
19%

5%
4%

7%

15%
19%
3%

1%

1%

1%
0.1%

1%

0%
66%

0%
0%
15%

3,479*

Total

178
100%

Total

1521
100%

Service Units

Residential

CBRF day
Emergency
Observation/Unit/ER | hour
Crsis hour
Hospital

Acute Inpatient day
Hospital Discharge hour
Outpatient Treatment
Evaluation/Assessmen| hour

Medication cases
Management

Individual Therapy hour
Group Therapy hour
Substance Use hour
Counselig

Day Treatment hour
Drug/Alcohol Test hour

Family Psychotherapy| hour
Methadone hour
Maintenance
CommunityBased Services

Social Skills hour
Case Management hour
Peer Operated hour
Services

Personal Care hour

Psych Rehabilitation | hour

UNK
12%

29%

Disappearance
FL| FL1| FL2 | FL3| FL4| FL5| FL 6

29%

23%

19%

26%

31%

Number of Units (average per month)
FL FL1| FL2 FL3 FL4 FL5| FL6

UNK

25

25
12

16

0
22

0
198
53

o O o o

61

11

55

64

23

0
22
61

11

13

14

44

19

0
56
63

10

17

70

21
12

22

0
16

0
0
42

*Projected Yearly Totdbr 12 monthsis calculated by multiplying the total number of arrivals that month by 11 and addingvihrage
number of individuals being served that month (snapshot)
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A total of1,521individualsreceive both state and countijunded mental health services in a given month. On
average, 178 individuals are new to the system each month. The system disapgeaate is 12% for
individuals at unknown functional levels.

Although the percentages of individuals who received emergency and hospital services were smaller in this
sample, these services still made up a significant proportion of total servicesditfiach month, up to 37% of
individuals at an unknown functional level received emergency services (16% received an average of four hours
of observation unit or emergency rooms services; 21% received an average of two hours of other crisis services).
These numbers were similar for individuals at higher functional lewgls¢26% at FL 4, 34% at FL 5, and 27% at

FL 6 used emergency services), although caution should be exercised in interpreting these results because the
sample sizes are small (n=20, &8d 12 for FLs 4, 5, and 6 respectively).

The majority of delivered outpatient services are evaluation/assessment (14% of those at an unknown functional
level receive an average of two hours per month), medication management (17% of individuals at @wrunkn
functional level receive an average of two cases per month), and individual therapy (21% of individuals at an
unknown functional level receive an average of two hours per month). Group therapy, substance abuse
counseling, day treatment, drug and alcobesting, family psychotherapy, and methadone maintenance

services were all provided to a relatively small proportion of individuals in the saB¥ler(less per month for

all functional levels).

A larger proportion of individuals in the combined statelaountyfunded service group received community
based services, particularly case management (21% of individuals at unknown functional levels received an
average of 22 hours per month) and psychiatric rehabilitation services (25% of individuals ahawmink
functional level received an average of 53 hours per month). Individuals in this group received no
social/recreational skills training or peeperated services funded by state or county dollars.

Number of Unique Services Used

In addition to examiningtilization data by service, the project team also examined the number of unique
services that individuals receiving mental health services tend to use. This analysis was intended to explore
whether individuals were more likely to receive a package ofises (for example, medication management
and individual therapy) or just a single service.

The analysis found that almost thregiarters (736, n5,382 of the individuals served lifie BHD receive two
unique servicesand56%(n=4,128 receive three serues or lessApproximately24% (n2,769)of the
individuals served by BHD receive only one unique service. For 88%5n=of those individuals, the single
service received is a crisslated service.

For the population receiving Medicafdnded mentahealth services, 82% (n=11,920) used two services and in
the Medicaidonly population, 57% (n=8,286) utilized only one unique service, which was typically medication
management, individual psychotherapy, or evaluation/assessment.
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9. Physical Health Service Utilization Data
In recognition of the fact that individuals with mental health service needs often experiert®nd medical
problems, the project team analyzed physical health service utilization data for the populations receiving state
funded (n=14537) mental health services.

This analysis found that 20% (n=2,907) of individuals receiving Mefliteldd mental health services had

inpatient admissions for physical health issues. These individuals had on average had 2.5 admissions per year. A
subsetof 4% (n=116) of these individuals had more than ten inpatient stays for physical health issues. The
average length of stay in inpatient physical health services for this subset was 5.8 days.

In addition to using inpatient physical health services, owlysis found that the mental health service user
population also relied on emergency rooms for physical health issues. Over half of the individuals in the sample
(51%, n=7,414) visited emergency departments for physical health issues in the past yestdge,a

individuals had five visits to emergendgpartments per yearApproximately 17% of emergency room users
(n=1,260) had more than eight visits to emergency departments in a year, and 3% (n=222) had over 30 visits to
the emergency departments per yea

10. Inpatient Bed Capacity and Utilization 6
HSRI also examined the number of inpatient beds available in Milwaukee County and compared it to other
systemsMilwaukee County directly operatés beds of adult psychiatric inpatient (or inpatieliite) carein
four acute careunits. It also operates tw@0-bed longterm care rehabilitation facilities and X8cility-based
observation beds (which are reported $erve primarily people under EDMlilwaukee County has an additional
376adult inpatient acute psydhtric beds that admit involuntary patients in a combination of private pstdb
hospitals and general hospitals.

Estimates of the appropriatenumber of adult psychiatric beds in a mature wathnaged mental health system

should be in the range of 18 22 beds per 100,00&dults Thus, the range of beds theoretically needed for a
system the size of Milwaukee County woulddmween126and154. With472public and private acute care

beds 140extended care rehab beds, and dBservation beds, Milwauke€ounty far exceeds the number of

beds deemed necessary for inpatient psychiatric care for adults. For example, Franklin County (Columbus) uses
about one half the numbers of involuntary bedsNwaukee County. Franklin Courtigsa larger population

than Milwaukee (1.13 million and .95 million, respectively). Franklin Ccuamya fully developed community

support and communitypased crisis system, \idh if emulated in Milwaukee Coungpuld result in reduced

inpatient bed utilization similato that acheved in Franklin County.

Milwaukee County spends about 56% of its budget on inpatient andteEmg care, including crisis services. The
cost of a day in the acute inpatient unit is $1,031. The national average for spending of this sort is 36%; the
averge for the state of Wisconsin is 34%.

In the comparisons above it is important to keep in mind that no single county is alike, and a wide range of
FIOU2NR OFy AyFidzSyOS GKS ySSR T2NJ LJae OKA I ihedda@ A y LI
virtually no other counties in the United States that have cotopgrated acute, rehabilitation (extended caye)

® Comparison data is from unpublished data and reports collected by the Technical Assistance Collaborative
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and long term care for both adults and youthe comparison data that was used in this analysis was the best
that the projectteamwa | 0t S G2 FAYR dzyRSNJ G4 KS OANDdzraidl yoSasz ¢
own unique characteristics make such comparisons difficult.

11. Use of Emergency Detentions?
Finally, HSRI examined the use of EDs in Milwaukee County and compared érteystems. Milwaukee
County admits around 2,750 adults per year to tbarty-operated inpatient unit This numbedoes not
include admits to the observatidpeds, diversins from the crisis center or observatiotwsother hospitals, or
direct admits of pople from hospital emergency rooms to general or private psyihhospital inpatient
fadlities. About 80% of thesare reported to be already on Efatus when presented for admission and
admitted (or held) According to data obtained from the MilwaBIlS / 2 dzy & [/ 2NLIR2 N} GA2Y [ 2
have more than doubled since 2000.

In Pennsylvania, the statverage adult admission rate is 3.1 Aed00individuals. Tis ratio applied to

aAf gl dz1l SS [/ 2dzyGeQa tnnInnn I Rdzadmitd fRryiest (AbGuk 2796 fewse? dzf R L
GKFY aAf gl dzZl SS / 2dzyie Qa QieNdB ¢niergéheylddrds\Rlyiabib adissions a | N
resulted from emergency petitions, and about 41% of psychiatric admissions resulted fromeec\egetitions.

Thisis about halthe rate ofEDadmissions experienced in Milwaukee Coumtyasub-state region (county) in
Pennsylvani@ was found that 30% of psyiiric admissions were the result of emergency petitions. This was
considered high and the community hakeén steps to intervene beforasnamergency petition is filed.

It is important to note thathere are differences between tHteDcommitment standard in Wisconsuersus that
of other states. There are further differences between Milwaukee County and othatties in Wisconsin
because of the 48our versus 7zhour duration of theED.It is not know how much those differencamight
account for the higher Eiate in Milwaukee County.

12. Functional Level Transition Rates
There are many approaches to modelingteyns planning and evaluation, including different versions of
Markov Transition Probability Analysis or MTRAtalano, McConnell, Forster, McFarland, & Thornton, 2003;
Levin& Roberts 1976; Pettiti 2000 Willan& Briggs 2006 MTPA applied to health sased on the idea that at
any point in some time period (e.g., day, montihyear) a person occupies one of some number of outcome
states defined by a condition of interegt.second MTPA idea is that from one time period to the next the
person may trangion from the state that he or she is in to some other state. MTPA states can be ones from
which persons can transition, or they can be ones from which persons cannot exit (absorbing states).
Disappearance or no longer receiving services in a given &medis an example of an absorbing state.

Cohort models describe outcomes for proportions of persons in groups in contrast to individual (Monte Carlo)
models (Brigg& Sculphey1998).

Health services scientists have shown that MTPA outcome states assedim needs assessment (Hargreaves,
1986), costeffective analysis (Bat Mauskopf 2006 Brennan, Chigk& Davies2006 Briggs and Sculpher
1998;Sonnenbergk Beck 1993, performance reasurement (Miley, Lively, & McDonal$78), estimating

" Comparison data is fro unpublished data and reports collected by the Technical Assistance Collaborative
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inciden®, prevalence and course (B&lalauskopf 2006 Patten& Lee 2004; Patten 2005, and for system
services planning (including both types and amounts) and resource allocatior&(Blalaskopf 2006; James,
Sugar, Desai, & Rosenheck, 2006; Leff & Hughesess).

There are at least three important advantages MTPA has over single number (e.g., means) measures of
outcome.

{1 First single number outcomes, like means, promote the misconception that if a treatment or service is
effective on averageevery persn receiving the treatment or service is characterized by the mean. In
fact, even for interventions effective on average, some people improve, while others remain the same,
and still others actually become worse. MTPA captures this more detailed vievwcoheoes, useful for
treatment and progam planning (James, Sugar, Desai, & RosenB80K, Ken& Hayward 2009).

Given information on who did not respond to interventions or responded negatively, researchers can
investigate the reasons for this and whatatments and programs might be effective for these
subgroups.

1 A secondadvantage of MTPA is that any type of weighting can be associated with health states,
including costs, revenues, utilities (e.g., QALYS), performance wegtiiigy, Lively, & McDaid,
1978),and preferences (Lenesdt al, 2004).

1 Athird advantage of MTPA is that transition probabilities, if they pass certain statistical tests, can be
usedto project for any number of time periods outcomes for service plan optidfesalso can
projectany service and utility measures associated with these outcomes (Bri§gslpher 1998;

James, Sugar, Desai, & Rosenh20R6).These projections then can be used in selecting service
options.Thisisthe&lLJ | yYAy 3 FT2NJ 2dzi 02YSaé¢ LI NI o

For these reaons, we are recommending that Milwaukee County track functional level in a more consistent
manner and at least quarterly.

As part of its dynamic planning model, HSRI calculates functional level transitional rates, which reflect
AYRA @A RdzH f ctidhél z@lipwaet tiind & they Xegeive services in the mental health system.
Although information regarding functional level over time was somewhat scarce in the data available for the
system redesign effort, the project team calculated two sets ntfional level transition rates, one using the
state and county service utilization data, and another using the functional level ratings from the case
management SPES.

The functional level transition rates from the service utilization data are present€dblel4. The table

presents a grid of the percentages of individuals who transitioned from one functional level to another over a
one-month period. The disappearance rate (Dis.) is also presented. The percentages presentedyjnebaid

the likelihood that an individual at that functional level will remain at the same level from one month to the

next. For example, an individual at a FL 4 has a 75% likelihood of remaining at a FL 4 having remained in the
system for one month. The is a 2% likelihood that the individual will transition to a FL 3 (needing more services
and supports), and a 2% likelihood that he or she will transition to a FL 5 (heeding fewer services and supports).
There is also a 19% chance the individual widlgpear from the system (cease receiving mental health services

in Milwaukee County).
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Table14: Functional Level Transition Rates from Utilization Data
Dis. FL1 FL2 FL3 FL4 FL5 FL6 FL7 Total
FL1 29% 65% 2% 2% 2% 0% 0% 0% 100%
FL2 28% .5% 65% 2% 2% 2% 5% 0% 100%
FL3 23% 0% 2% 72% 1% 1% 1% 0% 100%
FL4 19% 0% 1% 2% 75% 2% 1% 0% 100%
FL5 26% 0% . 7% 1% 1% 68% 3% .3% 100%
FL6 31% 0% .1% 0% .4% 2% 66% .3% 100%

These data show that individuadse most likely to remain at their current functional levels rather than

transition to a higher or lower functional level within a month. These data also show that consumers at lower
Fdzy OlAz2ylf tS@Sta INBE aRAal LILXds R aAconsame® af FLILKS likaly a (G S
to disappear; 28% of consumers at FL 2 are likely to disappear) than those at FLs 3, 4, and 5.

Tablel5 presents the functional level transition rates from the data obtained through the ces®gement

SPES. As with the data presented in the table above, these percentages reflect the likelihood that an individual
at a given functional level (rows) will transition to another functional level (columns). This data is presented for a
subset of cas management clients only. Transition rates were only computed on persons active in case
management; therefore, there were no disappearance rates by functional level. The overall disappearance rate
for the onemonth sample period was 4%, which is vemy mbmpared to the examples provided below.

Tablel5: Functional Level Transition Rates from Case Management Survey
FL1 FL2 FL3 FL4 FL5 FL6 FL7 Total
FL1 50% 27% 12% 8% 0% 4% 0% 100%

FL2 6% 70% 10% 12% 1% 0% 0% 100%
FL3 1% 3% 85% 10% 1% 0% 0% 100%
FL4 1% 1% 3% 92% 4% 0% 0% 100%
FLS 0% 0% 0% 3% 94% 3% 0% 100%
FL6 0% 0% 0% 0% 3% 96% 0% 100%
FL7 0% 0% 0% 0% 0% 0% 100% 100%

Compared with the larger population represented in the service utilization data, the individuals in case
management are more likely to remain at the same functional level from month to month, according to case
managers.

The functional level transition rate data from both sources show that consumers are more likely to stay at their
current level of functioninghan to change. There is a very small probability that persons will progress to a

higher level, but there is also a small probability that consumers will move to a lower functional level. This

OKIF NI OGSNRT Sa aAtoldz] SS / 2dfyiRy 0% HXKE S WaaKIG2 ®FO ONK
make any confident inferences from this data given the limitations of the data on functional levels.

Tables found in Append@ provide functional level transition rates from other states that have participated i
I {wLQad &adaeadsSvya LXFyyAy3a LINPOS&da GKIFIG aSNWS Fa | 0O2Y
could be used for comparisons in the future if the County elects to collect this data in a way that will allow for
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reporting on everyone in the sgem. In brief, one comparison state (State A in Appe@jligshows high
disappearance levels and more positive forward steps, but also backwards steps at higher functional levels.
Another comparison state (State B in Apper@jhasmore forward movement ad much lower disappearance
rate than Milwaukee County (see case management service percersagereason for low disappearance). A
third comparison state (State C in Appen@xhas lower disappearance rates and small amount of movement
forward and backward.

In order to understand the functional level rates, it is also important to refer to the service packages that are
being provided. These are available in Appendix M as indicated above. This can serve as a guide for analyzing
service percentage rates drassociated outcomes in systems using specific service packages.

13. System Costs andResources
As part of the project, HSRI examined state and county service costs through available administrative data
sources. The system serves 16,662 individuals and si#it625,643 on services (not including the costs on
county inpatient services). The mean cost of services per person is $4,600 with a median cost per person of
$558.Figure21 below presents the state and county expenditures forwittlials by population percentile.

Figure21: Expenditures by Population Percentile
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The above figure shows that small amounts of dollars are spent on a large number of individuals and that large
amounts of dollars are spent on alatively small number. For example, $558 or less is spent on 50% of the
individuals served by the system. Only 20% of the individuals served by the system had cdb3s582and

10%had costs of ove$9,698. This shape of the distribution is typichbther systems that were reviewed with
larger numbers using small amounts of service as noted above.

Per Capita Resources

The project team compared the per capita funding of Milwaukee County to that of Wisconsin and the national
average. Thewrent Milwaukee County per capita funding$481.89 The national average per capita for 2006
(which is the latest data available) was $112.30. In 2006, the Wisconsin per capita funding was $107.81, which is
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close to the national average. Only five states (Alastaine, New York, Pennsylvania, and Vermont) and the
District of Columbidad higher per capitenental health spendingllocations than Milwaukee County.

Inpatient versus Community Spending

The project team also compared the amounts Milwaukee spendspatient and community services.

Milwaukee County spends about 44% of its budget on commimaisedmental healthservices (including

Wraparound Milwaukegwhich serves children and yoltiMilwaukee County spends about 56% of its overall

budget on inpatiehacute and long term care, including crisis services which are primarily theitigd the
observationunit) or related to addressings. Nationally, the average proportion of funds spend on inpattie
facility-related care was 3@ in 2006. The last yem which national average expenditure on inpatient care
approached Milwaukeé 2 dzy' i & Q& p ¢z F A 3 dzNBImastilGyedrsyagom\yisepninthg KA OK & |
average proportion of fundspent on inpatient care was 37%, which wasy close to the natioal average.

It is important to note that spending figures ftire BHD(and all other county departments) are skewed

somewhat by the manner in which the County assigns costs for fringe berlefitse 2010 budget, for example,

BHD is budgeted to spendaltt $31 million on fringe benefits, vs. $44 million on salaries, which is a fringe rate

of 70%. This is misleading, however, because it includes an artificial number assiginedBbiDby the central

budget office for its hypothetical share of the Cou@dtit LISy aA 2y Fdzy R O2y U NROdziAz2y |
In other words, the active BHD employee is not receiving a fringe benefits package equal to 70%, but each

worker is assigned a significant additional cost related to retireBsis inflates thénpatient percentage to a

small degree because the county provides inpatient services, whereas comshasiy services are provided
OKNRdAK YdzZ GALX S SyiAGASad |1 26SOSNE GKAA FFEOG If2yS
of inpatient expenditures is higher than most other communities.

Identification of Issues and Themes That Emerged From Data
A number of issues and themes emerged from the data described above. These themes are examined in more
detail in this section.

1. Consumer Refusals
The first is a theme of consumers refusing servibidgtiple data sourceshowedthat consumers in Milwaukee
County are refusing services at a much higher rate than we have seen in other parts of the douhegase
management surveythe projectteamfound that the most frequent reason for consumers not getting the
services that case managers believed they mekgas because the consumer refused the servidesurvey of
the private health system&t K2 4 SR (0 KIF i G LISNRAR2Y MSrodr&dmionacdduds fonste & | 2
being able to serve individuals in outpatient and inpatient settingssé@results were echoed in theonsumer
survey. The most frequent reason, again, that consumers did not receivelgasd amount oservices was
becausehe individual refused the service because he or she did not believes reeded.A more nuanced
analysis of the consumer survey data suggests that there is more to the picturedhanmers refusing
because they dmot think they needservices whichcould be interpreted as a lack of insight. Ratltee,
secondary reasons given for refusals suggest that individudswaukee County may be refusing services for a
variety of reasons, including a desire for more shared or independent decisaing awl a need for more
education regarding available services. This line of analysis is supported by results fiay im@rmant
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interviews and community meetings in which stakeholders expressed concern that stigma and a lack of
understanding of availableesvices might lead to consumer refusals.

The data suggests that there are many steps Milwaukee County can take to reduce the instances of consumers
refusing services and create a shared partnership for mental health. To reduce refusals the system aam focus
improving quality of services, educating consumers and providers, and increasing the availability of services that
support recovery in the community, including pemgerated services and employment support servickslso

should be noted that the bh proportion of refusals also might be attributed, to some extent, to the high
proportion of individuals who enter the system involuntarily through an ED. That is another important theme
that is discussed later in this section.

2. Opportunities to Increase and Expand Community -Based Services
A secondelatedthemethat emerged from the dat& need for an expanded network of recovesyiented,
community-based serviceand outpatient careOur analysis of theervice utilization datsshowed thatvery few
individuals are receiving communibased servicesther than case managemerin this analysis, community
based and outpatient services inclugecial/recreational skillgaining, peer operated services, personal care,
psychiatric rehabilitationemploymentrelated services, case management, individual therapy, medication
management and psychiatry, group therapy, day treatment, evaluation and assessment, and substance use
servicesThecasemanagementsurveyalso demonstrated that this group felt thte indviduals they served
were receiving a lesthan-ideal amount of a number of communityased services including employment
related services, substance use counseling, assistance with ADL$) dropsocial club services, and peer
operated services. In theonsumersurvey, respondents indicated that they needed more of several
communitybased servicesncluding individual therapy and medication managem&itilarly stakeholders
who participated in thehysiciansurvey, community meetingsandkey informart interviews repeatedly
identified access to communiyased services as an issue.

Accessibility issues included limited service capacity and issues with insurance. Respondemtkyigitiam
surveyranked counseling/therapy as the third most diffictdtaccess service, and psychiatry as the most

difficult. Outpatient services had some of the highest numbers of unmet needs reported by respondents to the
case management surveyn thepublic and private health systeraurveys health system administrators

reported that they did not have enough capacity for outpatient services, and all private systems reported that
they had to turn consumers away because of a lack of capacity for outpatient services. Multiple stakeholders in
key informant interviewsidentified access and capacity issues with commulétged services, pointing in

particular to issues of payment (lack of health insurance) and coordination between public and private health
systems.

Case management stands in contrast to other commuibpétyged serices. Data from the caseanagement

survey, the consumer surveyand others suggest that the consumers who are currently receiving case
management are receiving an adequate (and sometimes more than adequate) amount and are receiving case
management servis continuously over a period of years. In the most intensive case management model, CSP,
over 40 percent of consumers have been receiving services for over 10 years. Although a proportion of mental
health consumers are receiving adequate amounts of cameagement, thkey informant interviewdata

suggests that others who would benefit from case management are not receiving it because of limited capacity.
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Of all the communitsbased services in Milwaukee County, our analysis suggests that employmenttsuppor
services are in particular need of attention. Tdmsumer case managemen@nd provider surveyshow that a

large proportion of mental health consumers in Milwaukee County are unemployed but would like to receive
supports to gain and maintain employmefVe see from theservice utilization data however, that very few
individuals are currently receiving employment support services, and these services are being delivered in very
small amountsMultiple entities share responsibility for promoting employmeupport services, including the

/| 2dzyie a ¢Sttt a GKS adlraS 51 { YR 5SLINIYSyG 27
Rehabilitation (DVRWhile the project team acknowledges that the current economic climate contributes

further to the issueit remains important to begin to develop a service infrastructure for employment supports.

Taken together, the data suggests the need for-avaluation of the structure and amounts of community
based services, includimyitpatient andcase managemergervices By reorganizing, diversifying, and
increasing its offerings of communibased services, Milwaukee County has an opportunity to serve a greater
number of individuals in a more efficient manner.

3. Peer-Operated and Peer Support Services
Analysis othe data demonstrated that peesperated and peer support services are important to further
develop in the mental health system in Milwaukee County. Participartsrinmunity meetingsstated in an
improved mental health service system, there would be dewavailability of peepperated services, and these
services would be reimbursed at higher rates. Similarly, stakeholders who participatey imformant
interviews expressed a hope that consumeperated services would be expanded and promoted as qfttis
system redesign efforService utilization datashow that no consumers are receiving pegrerated services
(Warmline, Inc., the only peer operated service in the County, is not captured in the service utilization data
because it is a separateiynded program). Respondents in thase management survagported unmet needs
for peeroperated services and peer supports. Consumer reports of needs met aotiseimer surveyshowed
that approximately one quarter of consumers felt that they needed nwra lot more of peer specialist and
peer-operated services. As noted previously, this amount might have been higher if consumers were educated
regarding the benefits of such services. Similarly, data fronphiysiciansurveyindicate a need for more
provider education about consume@nperated services; close to half of the respondents indicated that they did
not know enough about peer support services to comment on their quality or accessiHil@glata suggest a
need for the expansion of pe@peratedservices as well as for consumer and provider education regarding the
benefits of these services.

4. Use of Crisis Services
Utilization patterns and perspectives on the use of crisis services is another theme that we have observed.
Service utilization datasuggests that Milwaukee County consumers are receiving crisis services more often than
any other services. Results from tbensumer and case management survegs well aservice utilization and
functional level data suggest that consumers are using morisis services than are needed or desired. In the
physician surveya majority of respondents rated acute services difficult to access.

In addition to the quantitative data that we have about crisis and acute services in Milwaukee County, our
gualitativeanalysis okey informant interviewsshowed that EDs are a major challenge for all system
stakeholdersFrequent use oEDs likely was a major contributor to the significant bagls at the BHIPCShat
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frequently occurred during the middle part of thestadecade, and such use remains a significant contributor to
the high volumes of patients coming to PCS today.

Some key informants expressed a hope for greater availability of crisis prevention and crisis alternative services
such as drofin centers, csis phone lines, and crisis respite. This was echoed ioahgumer surveyin which

crisis alternatives such as crisis respite and the Crisis Resource Center were desired more about 23% of the time.
Key informantsalso expressed a need fionprovedtraining for first responders such as law enforcement

personnel.

5. Inpatient Service Capacity
Stakeholders at all levels are similarly concerned about issues of inpatient capacity. Respondents from multiple
data sourcesdentifiedissues with the efficiency anae@essibility of inpatient care in Milwaukee County. The
inpatient hospital discharge survefpund that 23% of individuals being discharged from the public inpatient
facility were rated as being at a functional level that required an intensive level oftarmay not be available
in the community. Results from thensumer surveyguggest that some individuals who are in need of inpatient
care are not receiving it, while others who received inpatient care did not think that it was needed. A majority of
regpondents from thephysician surveyated inpatient services difficult to access. Multiple stakeholdekgin
informant interviews similarly identified issues with access and capacity for inpatient care.

Ourcomparisons of inpatient capacitgndserviceutilization databetween Milwaukee County and other
localities suggest that the issue at hand is more complex than one of capacity Hienamount of funds
Milwaukee County spends on inpatient care is highen the national averag&.he data show that Mvaukee
County does have more than appropriate capacity and funding for inpatient servicegubliehealth system
surveysimilarly showed that there is sufficient capacity in Bbtbvided inpatient services. Thus, it is possible
that the issue is not tanumberof beds, but the efficient and appropriate use of beds.

Recommendations
Based on the above analyses, the system redesign project has developed the following recommendations for
moving forward. Included below are a number of recommendations innaben of key areas. Some of the
recommendations are specific to the adult mental health system in Milwaukee County, while other
recommendations are general system best practices (e.g. cultural competence, trauma informed care, quality
improvement) that alig with federal recommendations, but have been difficult to implement in many
communities. Thus, the recommendations in this reppdudeboth a table summary of the key
recommendations that are specific to the system in Milwaukeeinty including indicéors of success,
strategies to be utilized, responsible entities, and financing opportunitieda more detailed description of
eachcategoryof recommendationsvith several sulsecommendations under each category

It is critical that system stakeholdgpay ongoing attention to the sequenciagd interrelated nature of the
recommendationsAlthough the interventions are presented as a list, they should by no means be implemented
sequentially. Rather, the recommendatioideallyshould be implemented camrrently, with special attention

paid to the ways the success of certain interventions hinge on the implementation of others.
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Figure22: Interconnected Recommendations
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As the above figure shows, four of the key recommendati@as are highly interelated. The result of

increased communitpased services will lead to a reduction in the need for emergency detentions, which will
lessen the burden on acute care facilities and enable the County to work with system stakeholddetytarsd
successfully phase down its inpatient capacity, while continuously enhancing quality management and data
collection efforts to track the success of interventions taken and monitor the needs of the community.

1. Brief Summary of Key Recommendations
The key recommendations contained in this report are summarized brieTalitel6.
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Table16: Summary of Key Recommendatichs

Recommendation
Area
Inpatient capacity

Emergency Detentions

Communitybased
Services

Communitybased
Services

Recoveryoriented
System

Recoveryoriented
System

Recoveryoriented
System

Specific Recommendation

1. Reduce BHD inpatient
beds

2. Shift responsibility and
phase down Hilltop

Reduce Emergency
detentions

Implement evidencédased
practices

Explore alternative case
management models

Promote persorcentered

and motivational approaches

Increase consumer educatio

Provide peer specialist
supports

Target/Indicator

1. BHD unit(s) at 16 beds
2. Reduced inpatient
admissions

3. New or enhanced transfer

agreements with private
hospitals

4. Number otommunity
transitions from Hilltop

1. Lower to statewide average

2. Enhanced and expanded
crisis alternatives

1. ACT

2. PSH

3. IDDT

4. Supported Employment

Continuum of service intensity

Lower refusal ratesbetter
outcomes

Lower refusal rates/ higher
treatment engagement

Certified Peer Specialists in all

service areas

Strategy

1. Transfer more beds to
private hospitals

2. Create dedicated units
3. Expand communitpased
capacity and services,
including crisis services

Crisis Inérvention Training, ER

staff training, new and
enhanced crisis services
Panning, training,
implementing

Reorganizig models, training

case managers

Shared decisiomaking,

decision aids and other clinica

tools and trainings
Make resources widely

F g Afl of S ONJ

OSy i SNEé

Increase peersertified, lobby

state for increased rates

Entity Responsible

County, state, private
systems

County, privates, law
enforcement

County, state

County, contracted
case management
providers

Providers (public and
private)

Advocates/ consumer
organizations

County, state,
advocate orgs.

Financing/Capacity

1.

Incentives foprivate

hospitals (e.gcontracted
dedicated units)

2.

Potential for BHD inpatient

to become Medicaid
reimbursable

3.
. Family Care
. DOJ funding
. Law enforcement funding

N R B

Medicaid

1. Medicaid

2. Shifting County resources
3.
4
5

1915())

. MHBG
. State infrastructure initiative

Existing county resources put
towards reworked case
manager training and system

1.

2

WP WwN R

1915 (i)

. SAMHSA

. Foundations
. Advocate resources

SAMHSA

. Medicaid
. 1915(i)
. Foundations

8 Acronyms in this table are as follows: MOMemorandum of Understanding; D@.Department of Justice; ACTAssertive Community Treatment;
PSH; Permanent Supportive Houngy; IDD, Integrated Dual Disorder Treatment; MHB®lental Health Block Grant
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2. Detailed Recommendations

Recommendation 1: Downsize and redistribute i npatient capacity.
Our analysis has found that downsizing its inpatiegacity, reallocating resources devoted to acute inpatient,
and using the remaining capacity in a more efficient manner will better serve the County.

11 Gradually reduce i npatient units at the current BHD complex.
The total number of beds operated by tB&iD can be downsized as beds are shifted to private hospitals and
community-based alternatives are enhanced. Existing agreements between the BHD and the private hospitals
could be expanded to increase private inpatient capacity as the BHD capacity dscknafe Ideally, the BHD
complex would be reduced to one or more units with 16 beds or less. In addition to supporting community
AYGSANY GA2y YR FTdzNIKSNAYy3I NBSO2@SNEI (GKAa FR2dzalaYSy
reimbursable by eliminatindhe restriction created by the IMD exclusion if BHD is able to affiliate its new unit(s)
with a private hospital.

This will require a mulyear planthat involves collaboration with community providers and private hospitals
phase down the current numberf beds. Tk gradual phase dowwill need to be closely monitored and
implemented alongside the development of commuHiigsed options to ensure appropriate capacity. It will

also be important to collect regular functional level data on consumers to bettmpute inpatient capacity

needs as community services are enhanced and other system improvements have been implemented (this is
discussed in greater detail in Recommendati@hn

Planning is critical to successful closure or downsizing of inpatietitiésgigiven the impact on the system

overall and the wideange of stakeholders involvetihe planning process required of the nine states receiving
SAMHSA transformation grants provides excellent examples of how to go about planning for large srale syst
changes, including feedback and bnyfrom the public, consumers andhar agencies and stakeholdéts.

1.2 Work with the State and the County Department of Health and Human Services to
develop and implement a plan to phase down the Hilltop Inpatient P rogram.
The Hilltop Program was initially understood to be somewhat outside the scope of this mental health redesign
project because it serves individuals with@ocurring mental health and intellectual and developmental
disabilities (IDD). However, thegpect team quickly found that the program preseiiie County with significant
challenges that must be addressed if it is to successfully redesign its mental health services.

The Hilltop Program currently costs much more on a per diem basis than it satheaugh reimbursement.

The existence of the program under the BHD might also give other entities a reason to send people with IDD to
the BHD crisis and inpatient service. The program should be phased down, with as many beds as possible
transferred to snaller privately operated facilities in the community, and any remaining beds the county may
YySSR (2 NBUGFAY UGN YAFSNNBR (2 GKS /2dzyieQa 5AaloAfaA
transferred to DSD, it might be worth consideringgd@ SNB A 2y 2F LI NI 2F UG#pe FI OAf A
crisis respite and diversion program for people with IDD.

° These processes and their results are described in detail on many of the state Transformation Websites, for
example Missouri atttp://missouridmh.typepad.com/transformation
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This could be completed inmulti-year phase down plan and would involve negotiating with private ICF/MRs to
accept transfer of indivigals requiring that level of care over the next three to five years. Another important
step would be to initiate persoeoentered planning with current residents and their families or other
representatives to design community options that meet the needschuices of the current residents.

The County and other system stakeholdsi®uld also commit to phasing down Rehab Central as much as
possibleover a period of several years. The plan should involwéagitization ofresidential service capig in

the community for these individualg his will require many of the other recommendations being in place in
order to have options for services at the front door (referrals to community services and housing options) and
the back door (transitioning to communitgsidential programs and services).

As individuals are discharged from inpatient programs, it will be critical that they are connected to community
services as soon as possible. The County and other system stakeholders should work with the state to ensure
that people being discharged have access to entitlements and bené&fits expansion of Family Care in
Milwaukee County to serve adults with disabilities under the age of 60 provides a significant opportunity to
accomplish that goalAdditionally, mentahealth system administrators will need to work with community
providers to ensure that they can provide services at the needed level of care for this population.

Recommendation 2: Involve private health systems in a more active role.

Private health systemhave shown a willingness to take on an enhanced role in care of the population with SMI
in coordination with BHD. Their role can be enhanced even further through additional strategic collaboration
with BHD and other stakeholders, though this will reqaidelitionalcapacity buildingtraining and quality
improvement strategies.

2.1 Outsource BHD inpatient bed capacity to the private health systems.
Outsourcing acute inpatient care to private health systems provides an opportunityef@HDXo shift
resources away from inpatient care to more appropriate outpatient or commtivédised careThe private
hospitals arevell equippedo provide mental health services for several reasons. The private hospitals have a
strong infrastructure, including a wedktablished electronic medical record (EMR) system. They are also in a
better position to recruit weltrained mental health professionals in the fields of psychiatry and nursing. Finally,
the private hospitals have TJC accreditation. Each of these facturébces to greater capacity to provide high
jdzl f AG0e OFNB (2 &az2yYS 2F GKS O2dzyieQa vYz2ad ySSRe AYR
system overall.

While community services are being enhanced and develaped3HDcould contract aunit from one of the
hospitals that is dedicated for BHD clients to provide a temporary safety net for these individuals. In the future,
more acute inpatient care could continue to be provided by the private health systems in more integrated units.
Howeve, adequate incentives will need to be provided to the private health systems, either through
reimbursement rate structures created ltye BHD or by adding incentivel®.g. guaranteed revenue from
dedicated beds). Building capacity in a dedicated umitdsmplex endeavor and will take time to plan the
phasedown and buildup of the new unit if that is a selected option. It will be important to have detailed
agreements in place ahead of time and specific plans for transition in order for this to walk parties and be

a smooth transition for consumers.
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2.3 Private health systems sh ould continue with their plans to expand capacity by hiring
more psychiatrists and other mental health professionals, where possible.

2.4 To provide clinically appropriate  care, private providers will need to adjust culture and
build clinical capacity to treat persons with more severe psychiatric symptoms and
complex psychosocial needs.

The most direct way to increase the participation of the private sector in providemgahhealth services is, of
course, privatization through pohaseof-service contractingThe Massachusetts Department of Mental Health
has long been a pioneer in this ar@ae agency has developed considerable expertise in effective and efficient
approaches to purchase of service contracting, bothinlaige €t S | OGAGAGASA adzOK | &
behavioral health carveut program in 1995 and the more recent expansion of insurance covesiagé
smallerscale initiatives over the yearsahgradually shifted the locus of care from state hospitals and
community mental health centers to communibased private sector providers. Many of these initiatives could
provide models foBHDtransitions. New Mexico has advanced the process of contracby creating théNew
Mexico Behavioral Health Collaboratjeecabinetlevel group comprising 15 state agendieat is chargedvith
transforming the way the state organgdinances and delivesbehavioral health serviceAmong its tasks has
been tostreamline the purchase of service process by means of a Behavioral Health Purchasing Collaborative
that contracts with a single, statedé services purchasing entity.

While expansion of Medicaid coverage is not a panacea for engaging the private sgmtovriding services to
persons withSM| it is probably the most critical asfoundation on which to builddcrossthe-board increases
in Medicaid reimbursement rates would probably do the most to create incentives for the private dadtor,
this is prdably not feasil® at least in the near futuréd number of other smallescale and less resource
intensive alternative have been developed by many state and county mental health agencies.

One possibility for enhancing the participation of the privatetsecould be certain modifications of the

Medicaid benefits packagdhough obviously a complex and probably leéagm undertaking, this may at least

be more feasible than increasing reimbursement rates across the board. An example of this approach is New
aSEAO2 Q4 | RBysténficTyeragy I8T)aasz réinibursable servi€n a larger scale, aiscussed
earlierin thisreport, the 1915(i) State Pla@ption is a way of providing additional support for Medicaid
benefidaries with mental illnessComecticut is an example of a state that has recently taken this step.

Another approach to expanding private sector provision through Medicaid without atitedsoard increases in
reimbursement rategs to insure that regulations allow participation by kemcost providers, notably social
workers and psychiatric nurseBhis approach was taken by Washington State to increase access to mental
health services for children. It may also be beneficial to coordinate with the Medicaid agestguicethat
certification and licensure processes are streaenii to encourage participatiod.he Washington State mental
health agency, which contracts with highly autonomous codrg#iged mental health agencies known as
Regional Service, recently modified rules to allowsthentities to sukcontract with individual licensed mental
health professionaldo increase access, particularly in specialty areas such asesefor minority populations.

“The Collaborative maintains a website ftip://www.bhc.state.nm.us and an evaluation of the program
recently conducted by the Robert Wood Johnsoamailable ahttp://www.rwif.org/vulnerablepopulations
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Ohio recently resolved a lorgjanding issue that related to discontinuitieshitedicaid coverage for persons

being discharged from institutions (jail, prison or state hospitals) that resultettieased public sector care.
Previously, Medicaid eligibility was suspended during the institutional stay, thus requiring an extended
reapgdication period during which the individual has no option except the public sector for needed mental
health services. After many years of effort by the state mental health agency, the issue was resolved relatively
simply by a change in Medicaid rules taspend, rather than terminate, covera@ during institutional stays.
Washington State accomplished a similar modification known as Expedited Medical Eligibility determination

Outreach and training, especially for primary care providers, is a mechamsioyed by many mental health

agencies to engage the private sectoiserving the SMI populatiofror example, Oklahoma provides training in
{lal{!Qa {ONBSyAy3ds . NRST LyiSNIDSeitpdirehgspials/arRd pintad S NNJI f
care clinics:' Though targeted specifically to substance abuse rather than mental health, training in various

types of screening will help to draw attention to persons with mental illness and their treatment hedus

general medical populatior®f coursesome of this will simplyesult in referrals back to thpublic sectoybut at

least some will stick, especially as health care reform proceeds with promoting integeated ¢

Interaction with the private sector in the form of health care provider orgaions may be enhanced by joint

research activities, which creates incentivésleJS OA I £ t @ F2 NJ I Ol Rrental Qealt® &ggndyS NB ¢ |
for example, pursues graifitinding opportunities througlthe OKInnovation Center, Oklahoma Department of

Mental Health and Substance Abuse Services Decision Support Services and Science to Service Panel.

Recommendation 3: Reorganize crisis services and expand alternatives .

Crisis services are often the first point of entry for the Milwaukee County mental heaténsyReorganizing

and expanding crisis services will create more access to services for people who need them in a more timely
fashion, which will in turn reduce the need for costly inpatient care.

3.1 Shift crisis services to a more central | ocation .
As alast phase of downsizing the BHD complex, Milwaukee County should consider shifting crisis services to a
more central area in Milwaukee near consumers who use the services with an attactoed 16r less) unit.
This will provide an option to maintain ianited number of countyrun beds while also serving as a centralized
intake area where consumers can be referred to other services options in the community when appropriate.

3.2 Develop and expand alternative crisis services .
Alternative crisis services ogrovide the necessary clinical resources to divert people from acute inpatient and
reduce the need for inpatient care. Crisis alternatives such as the Crisis Resource Center currently exist in
Milwaukee County, but they are used spars€her crisis dérnatives, such as pegun crisis respites, are
being adopted throughout the nation and could be introduced in Milwaukee CoQtityicians, law
enforcement, and consumers should be made more aware of existisig alternativesuch as the Crisis
Resouce CenterConsumers can then be brought directly to these alternatives, bypassing#teforPCS.
Crisis alternatives can also be used @& SLJ R2 ¢ Y ¢ toFsNdten staysindimiprbve goiitinuity of
care Existing and new crisis alternativ@suld be expandedviore immediately the County should work to
ensure that the Crisis Resource Center retains its funding.

1 Information about SBIRT can be fouatchttp:/sbirt.samhsa.gov
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Qrisis alternatives may never fully replace inpatient care,thay can be helpful in some situations to reduce
utilization and reidivism Evidence shows that crisis alternatives normalize crisis experiences, which can lead to
more expedient recovery and return to the community (Hawthorne et al., 2005; Rakfeldt et al., 1997). To
facilitate linkages between individuals in crisis #imel appropriate crisis alternatives, providers need to be
educated about the availability and effectiveness of such crisis services.

County and other system stakeholders will need to work with alternative crisis service providers to ensure that
there is stficient funding to keep these resources available to individuals throughout the system redesign
process. In the lonterm, funding for alternative crisis services can be found in-sagings associated with
reductions in EDs and crisis inpatient servi¢eghe short term, county funds may need to be directed to these
resources to ensure their viability.

Recommendation 4: Reduce emergency detentions .
EDsneed to be reduced tappropriatelyserve the population and decrease the need for inpatient care.

4.1 Enhance emergency provider and law enforcement trainings.
Reducing EDaill require emergency providsiand law enforcement traininglraining police officers using crisis
intervention training (CIT) is a first step in equipping the police force tiebetanage crisis situations
encountered with individuals with mental iliness, and can help to either diffuse the situation or enable
individuals to make a voluntary decision to enter inpatient care (Bahdaaafi, Chien, &ompton 2008;
Jambunathan & Bhaire, 1996). Emergency and crisis department personnel also need training in engaging
individuals in a voluntary decision to seek inpatient care or seek a safe and effective alternative.

Although CIT is currently used in Milwaukee County, more effoprémote the training is needed so that all

first responders are trained in a continuous and comprehensive manner. We support following the
NBEO2YYSYRFIEGA2ya 2F GKS /2dzyOAatf 2F {01 0S D2OSNYyYSyidQ
(2002), wheh was developed by a broad group of mental health and criminal justice system stakeholders to
improve the response to individuals with mental illness who come in contact with the criminal justice system.

The report makes the following specific recommendas on training for law enforcement personnel:

4.1.1. Provide at least two hours of new skills training regarding mental health issues to all law enforcement
personnel who come into contact with people with mental illness.

4.1.2 Incorporate at least eigh(and as many as fifteen) hours of training in general mental health issues
into existing recruit (acadenmyevel) training programs for law enforcement staff.

4.1.3 Provide to patrol officers at least twenty hours, over a thrgear cycle, of irservicetraining about
mental iliness that includes wdepth reviews of topics covered generally in recruit training and on
additional topics.

4.1.4 Prepare select law enforcement staff to serve on a special team by providing them with advanced
skills training onthe fullest range of mental health topics every three years.

4.1.5 Train communications personnel (call takers and dispatchers) that work with law enforcement on how
to managewith calls that may involve mental iliness.
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Recommendation 5: Expand and reor ganize community -based services.

Communitybased services, including outpatient care, are a critical aspect of supporting individuals to live
independently in the communityNationally,mental healthsystems are engaged in reducing the use of inpatient
sewices and increasing the use of commus+ised services, especially those that have been shown to be
effective. The NFC Report on Mental Health (2003) emphasized that in order for individuals to recover from
even the most serious mental illnessdsey ne=d access in their communities to treatment and supports that
are tailored to their needs. The NFC recommended répiamnecessary institutional care with efficient,
effectiveand dependableommunity servicesThe data for this project consistently sheéthat improvements

are needed in th@uantity andavailability otommunitybasedservices in Milwaukee County.

5.1 Continue working with the State to secure funding for Community Recovery S ervices
under the 1915(i) State Plan Option.

Milwaukee County &s been a leader in the process using 184.5(i) option tooffer Community Recovery
Services. Participation in this program igraat opportunity to jumpstart the development of communitased
services in Milwaukee. Through the 1915(i), the County mstitute services identified as lacking in our data
sources, includin@ommunity Living Supportive Services, Supported EmployraadPeer/Advocate Supports
This will represent an expense to the County, but the federal share for those eligible for Mewitaover a
significant portion of the cosTheBHD is justifiably concerned about the financial risk associated with this
program, which may require thEountyto expand services to hundreds of additional individuals who are not
currently part of theBHD system. While Medicaid would cover between 60% and 70% of the costs (depending
on ARRA adjustments) associated with those individuals, County property tax levy woetghlved to fund the
remainder.Despite this concern, it also is important for tBeunty to weigh the financial and programmatic
advantages of being able to offer consumers a much broader array of comntasigg supports that would be
supported by Medicaid reimbursement. This could significantly reduce the demand for tefutelad
emergency, inpatient and longgrm care services that the County is currently supporting without financial
assistance from Medicaid.

The County is currently working with the State on the appropriate eligilititeria for these service§vhen the
State oiginally submitted the application to CMS, waitlists for capped programs in specific geographic areas
were allowed. Federal healthcare reform legislation has removed these features of the program, making the
services an entitlement for the Medicaid poputat. Moving forward, the County should work with the State to
explore and promote greater incentives for participation.

5.2 Shift resources from inpatient to community -based services.
A more costeffective use ofmental health systemesources would be téund more communitybased,
recoveryoriented, and evidencdased services. This funding can come femme of the activities described in
Recommendation 1, includirghifting resources from the BHD inpatient complex, reducing inpatient stays, and
potentially taking advantage of funds that become available as BH&ientservices become Medicaid
reimbursable. The recommended communiyased services would also be Medicegimbursable, creating
further savings for the County. Shifting resources from iigod to communitybased services would require
coordination of efforts (such as creating a unit outsourced to a private hospital while creating other services).
The project team recognizes that additional resources may not be available, and that thenengddion of this
recommendation will take careful planning and implementation in order to ensure that the population is
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adequately served without experiencing significant gaps in support. Other systems, such as the Mendota
Institute in Madison, have dorthis by leveraging federal funding. One possibility is to seek SAMHSA
demonstration or transformation project dollars as they become available, in addition to shifting to service
arrangements that are supported by Medicaid federal matching funds.

5.3 Explore partnerships with FQHCs and approaches to integrating care.
This analysis has found significant barriers to accessing outpatient mental health care in Milwaukee County. One
significant barrier is a lack of capacity for outpatient serviddany responénts reported thatMedicaid eligible
individuals cannot find a psychiatrist who will see thand theBHDavailable slots have been decreasing over
the last three yearsLeaders in the mental health redesign effort should work with FQHCs to establish
partnerships to create more capacity for mental health care in the County. If outpatient mental health services
are colocated with primary care and other physical health services, there will be opportunities to improve
guality and reduce costs through careocdination and integration FQHCs have indicated a willingness to
expand capacity if they can find a way to expand their physical space to accommodate more consumers. Th
expansion of outpatient optionsombined with efforts to reduce no show rates uspeer specialists and
transportation options will also make it more attractive to FQHCs and other outpatient providers.

5.4 Expand evidence -based practices.
Moving forward, the system redesign efforts should placeagor emphasis on providing communitased
servicedhat arealsoevidencedbased EBPsre interventions for which there is consistent scientific evidence
showing that they improve consumeuttomes (Drake et al., 2001).

It is important that when developing or expanding commustifsed sendes an emphasis be placed on
expanding and developing the use of evidetased and recovergriented practices. Data from this study
shows that in Milwaukee Countthe use of evidencbkased and recovergriented practices and seices is
limited. Moreo\er, there is a need for services in many areas (housing, employment, substance use/dual
diagnosis service®) whichEBR are available. Thuyare recommend thaproviders throughout Milwaukee
Countyimplement moreEBR, and expand existing practices tha¢ @&videncebased and recovergriented.
Consumeroperated or consumet/peer rugervices should be emphasized along with servicasénhance
employment and educational opportunities.

There ardree resources that can assist the expansion of evidendeased and recovergriented services and
practices such as the SAMHSA CMHS EBPNfdTe information regarding the KITs and other wiedsed
materials that can support the implementation of EBPs can be found in Appendix

The project team has determindtat the types of EBPs that would be useful within Milwaukee Coairgty
Permanent Supportive Housing (PSHl)pported Employment, and building upelgratedDual Disorder
Treatment (IDDTand ACT.

Planning and implementingBR includes consensus buildjnintegrating EB®into policies and procedures,
developing an EBP training structudeveloping a monitoring and evaluation structuasd maximizing the
effectiveness by making services culturally compet&ht project team recognizes that undertakihg

implementation of EBPs can be resource intensive, both financially and in terms of system and provider changes
in practice. However, expanding the use of practices that promote recovery will lead to consumers becoming
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more independent of the mental ladth system and save future resources that would be used to maintain
people in the system.

It is very important that information and training about the EBBgrovided to the different stakeholdersin
particular,providers, case managers, and consusrered to be better informed given th@atafindingthat a
primary reason for disparity between received and ideal services is that constehese servicebecause they
do not think theywould benefit fromthem or do not understand thenEducating consuers about new
services is as important as educating providers.

5.5  Adopt alternative case management models.
This analysis has found that the current system of case management needs to be changed so that more
individuals can access case management seriocgsnjunction with other community supportBased on a
review of the literature orcase management, Bedell, Cohen &ulivan (2000) identified three models of case
management: full service, brokered, and hybrid.

91 Full servicecase management attempts provide all services through the case management program

GAY OADP2¢ GKNRIzZAK (GKS STF2NIa 2F F+ aLISOAlLfte (NI
1 Brokeredcase management involves linking clients to existing community services without providing

any direct servicehrough the case management program.
1 Hybridcase management involves a mix of brokered and directly provided services.

From the data collected in this study, it seems as though the case management provided in Milwaukee County
leans more heavily on the mdel of brokered case management, which tends tddss effectivéan communities
where there are minimal existing camunity resources. Based on our analysis of the utilization and capacity of
the case management programs in Milwaukee, we recommend tteOhuntyadopt a case management

model thatprovidesa continuum of case managemesgrvicedo a larger number of people.

A report published by the California Institute of Mental Health emphasizeseed forflexibility in case

management systemsvith intensity and duration determined bpndividual needForster, 2001)The report

cites research indicating that intensive case management increases costs if provided to consumers who are not
high service users, and thiing-term case management is usuallpnecessary to maintain consumers in the
community. Shifting to shorteterm casemanagement and targeting those who truly need this increased level

of support would be a more efficient use @dse management for Milwaukee County.

Case managemenhightbe improved by changing practice models so it majority ofcase managers use

their time with clients to link to communithased services (rather than provittese services Case

management models should alsodmenemore recoveryoriented, such aby moving longterm clients out of

intensive case managemer@ase management program administratoosikd then adjust criteria for entry into

case management to make it more accessible to more pedjple.County mighinstitute practices such as

GNBO2 BENFA DK gKSNBEoe O2yadzYSNaE OFy 0SS Y2@SR 2dzi 27
levels, while maintaining links to the system. This will allow for more persons to enter the case management
system who need jtas well as for ongoing support aseded for individuals who experience greater stability in
recovery
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Existing models that are currently in use in other states and counties can inform the development of a case
management continuumirhe National Association of Case Management defines fhteasitylevels of case
management (Hodge & Giesler, 1997). Thwels serve differenpopulations andhave different caselads

(smaller to greater), different contact frequency (more to least frequently),difidrent functionsfor case
managersThe twomore intensive levelhave a multidisciplinary team composition with contacts in vivo in the
community, while the least intensive level is largely offibased with case manageesllaboraing with other
providers and contacts either in person or by pkofhe treatment plans fadhe more intensive levels are
updated and reviewed for continued stay every 90 daysitreatment plans in the least intensive levele
updated and reviewed twice per year and include the development of crisis prevention plans

TKS I NAT 2y S5SLINIYSYd 27F |1 SFtGK { &igiys dcise Manageniehta A 2 Y
model with three levels of service and resource inten8iti{ & YA 3IK{G Ay T2 NY a@Afzénh dz] SS
Department of Health Services, @D).

1 TheAssertivecase management model is the most intensive, providing a service package similar to that
of ACT. Rather than providing linkages to services, the Assertive model provides services to individuals
who have the most acute service needs.

1 Suportive case management is designed to support a larger population of individuals with more
moderate needs. Its focus is on fostering and maximizing community resources and the coordination of
care.

1 TheConnectivecase management model is designed to sup@a small number of individuals who have
achieved stability and met their recovery goals. Connective case management supports these individuals
in maintaining their current level of functioning in the community.

A detailed description of the case managent models from the National Association of Case Management and
the models used in Arizona ar@ttined in more detail in Appendi®.

As the case management program is reorganized and clients are matched to programs based on need and
service intensity, ivill be important to keep in mind the reimbursement structures for the existing programs.

Because CSP receives a higher level of Medicaid reimbursement than the TCM program, administrators should
place renewed emphasis on shifting individuals with materisive service needs to the CSP program while
orienting the TCM model towards providing more purely brokered services for individuals who need less
intensive supports.

5.6 Improve d ischarge planning from acute inpatient stays.
Concurrent with effort4o expand and improve communityased and outpatient services and supports, the
discharge planning process needs to bevaluated Our analyses showed that only a small proportion of
individuals discharged from inpatient care have sufficient servicagagtor themin the community. It is likely
that this has led to increasdadpatientre-admissions and increased use of costly emergency care.

Discharge planneris both the BHD ah private systemshould be trained regardingurrent and newlavailable
community-based options for consumers tsewhen they leave the hospitahdditionally, more resources are
needed to facilitate a smooth transition back to the communitgteRralsto community serviceshould be in
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place upon discharge, and consumersigddde connected to case management where appropriate.

Additionally, staff from inpatient and community programs should work together to facilitate working
relationships between the individual and community providers as well as peer support networksisThere
evidence that the inclusion of peer supports as well as traditional care providers in the process of transitioning
to the community after discharge can lead to reducedhdenissions and greater cesavings (Forchuk et al.,

2007; Reynolds et al., 2004he inclusion of peer providers to support transitions in the discharge process may
help to keep individuals connected to recovery support services in the community, leading to more linkages and
reduced need for emergency and inpatient cdbéscharge @inning should include a data tracking system on
recidivism and successful linkages to community and outpatient service options.

5.7 Use benefits counseling to ensure maximum revenue to fund services.
Our analysis found that there are many individuals withimsurance who are in need of mental health services.
With proper counseling and assistance, many of these individuals could secure health insurance and other
benefits and entitlements. This would in turn lead to more reimbursement ofses\and a legsied burden on
the mental health system as a wholehere are some benefits counseling programs currently operating in
Milwaukee County; however, these programs are operating with limited resources. By prioritizing benefits
counseling services, the Courtign increase access and ensure maximum revenue to fund services.

5.8 Substitute some traditional treatments with alternative options for outpatient care.
Outpatient service capacity issues can be addressed by substituting currently used service pradiders a
traditional treatments with innovative and creative options for outpatient c@®é&en, doctoral level
psychologists and psychiatrists deliver many outpatient services, such as individual therapy and medication
managementAn increasedlizi S 2 ¥ evél dinici¢X)&MHds, LICSWs, and MFTs) and nurse practitioners
who can prescribe medications can expand capacity.

Systems are moving away from providing lortggm day treatmentservices tavard a network of recovery
oriented supportghat have arehabiitation focus Services such as day treatment can be substituted with skills
building services, supportestiucation ancemployment,iliness management and recovery, family
psychoeducation, peesperated services, and other support servic€he focus shdd be on services that
promote employmentjndependentliving skills, and recoverit.is important to include EBPs (discussed in
Recommendation 3) among these service offeriddisoutpatient services should be culturally relevant and
appropriate.

Recommendation 6: Promote a recovery -oriented system through person -centered approaches and

peer supports.

Recovenyoriented care, including peer suppsrtshould be further developed throughout the system. While

there are numerous such supports and programgléce in the County, this analysis finds that more are

needed Further, the system as a whole will benefit from a shift towards a stronger recovery orientation at every
level of service delivery.

6.1 Employ the use of motivational and person -centered appr oaches system wide.
Personcentered planning is an approach to planning that is driven by the individual needs and preferences of
the consumer. In perseoentered planning, the consumer and provider participate as equals in planning for an
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A Y RA @A Bwizy. M@lidatioNaSt€xhniques involve a focus on the individual and the development of a
relationship that is nogudgmental and noradversarial.

It is possible that using motivational and persmmtered approaches can reduce the amount of consumer

refusal of services in the mental health system in Milwaukee County. In a study of treatment avoidance for both
medical and psychological problems, Moore et al. (2004) found that four factors were associated with treatment
adherence and avoidance: time spenkvii K LIK@ aA OAl yaX NBaALISOG aKz2éy o8& LIk
patient understanding, and physicians listening to patient concerns. Negative experiences of a treatment
relationship in the past determineurrent treatmentseeking behaviors. In theontext of Milwaukee County, it

is possible that the high rate of refusatem in part fromO2 y 8 dzY SNE Q SELISNA Sy OS s6A G K |
had the time or resources to adequately build a therapeutic relationship and use peestered principles for
interaction.

Providers, especially case managers, should be trained in these approaches. Quality improvement processes and
ongoing training can monitor improvements in consumer refusal rates.

6.2 Increase consumer education about recovery -oriented and comm unity -based services.
Educating consumers about communiigsed and recovergriented services could lead to a reduction in
consumer refusal of services. Involving consumers in decisions about their care is essential in this process. There
should also be wre opportunities for consumers to participate at the systems level to change culture and
practice so that services are more welcoming for consumers.

In a study of 174 consumers in a community rehabilitative service setting in England, Macpherson, Alexande
and Jerrom (1998) found that of the 61 individuals who refused treatment (medication in this case), 85%
reconsidered their refusal and engaged in treatment within one month. The study found that community
keyworkers (health professionals responsibletfar coordination of care) were most effective in reversing

these refusals through explanation, education, and encouragement. The authors found that in their sample, only
6% of individuals were firm in their refusals. The remaining individuals initifliya® but responded to
reassurance and discussion with their providers. This study suggests that consumer refusals are often the
product of ambivalence and fluctuating attitudes towards mental health treatment. They emphasize the
importance of the relatioship between the provider and the consumer in addressing the root cause of refusals
through education and encouragement. They also emphasize that in many cases, providers (particularly those
who have a rapport with consumers) could work with individuale wéfuse services so that they make fully
informed decisions about their care.

6.3 Expand peer support and consumer -operated services.
The Center for Medicare and Medicaid Services (CGlegSilentified peer supports as an evidenbased mental
health pratice that can promote community integratiogMann, 2010) CMS is encouraging states to increase
the role of peers in the mental health workfordéMedicaidfunded peersupports are used, they must be
integrated into care coordination through an individu® & G NB I G YSy i Limenyfalhedtls & dzLJS NX
clinician, and haveomplete certification as defined by the stgtemith, 2007)Peer specialists can be
integrated into traditional settings and will empower consumers and provide inspiration foregcand
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mutuality in service provision. Consurgperated services can be an alternative to traditional services, and may
be more effective in providing support for recovery.

Peers have been shown to be an effective component of inpatient hospital caseaRb into this kind of

support has shown increased peer support in hosfiitded care can shorten length of stay, decrease re
admissions, and reduce overall treatment costs (Chinman, Weingarten, Stayner, & Davidson, 2001). Increasingly,
peers are beingntegrated into inpatient and emergency settings (Vine, 2010). Peers are also being integrated

into outpatient clinics. Peer support has been shown to effectively engage consumers in mental health care and
increase access to physical health care. In aystdiddults with serious mental iliness, consumers with peer

supports were significantly more likely to make connections to primary care (Griswold, Pastore, Homish, &
Henke, 2010). Integrating peers into inpatient, emergency, and outpatient settings carof recovery and

consumer participation in care.

As part of the Pillars of Peer Support Services Summit held in 2009 at the Carter Center in@darge, the

23 states that provide Medicaid billable peer support services participated in a surgegroupport services in
their state. Wisconsin was one of the survey respondents. Respondents were asked about the roles of peer
specialists in their state, reimbursement rates, and the challenges that peer specialists face. Reimbursement
rates in the sarpled states ranged from $3 to $19 per fiftearinute service delivery intervalVisconsin

represents the only state with a rate of $3 per 15 minutes, making its reimbursement rate the lowest in the
country for states that have Medicatdllable peer servies(Danielset al., 2010).

Peers could be effectively integrat@to the mental health workforce in Milwaukee County in a fiscally
sustainableway if the rate of reimbursement could be raised to an adequate level to cover overhead for

agencies that utiie this workforce while providing peer specialists an acceptable wage to entice employment.

The Wisconsin respondents to the Pillars of Peer Support survey responded that in order to promote the use of
peer support specialists and consuraperated service,ad i F §S Yy SSRSR (2 da9yadaNB (Kl
champions the development of Peer Specialists and participates with others of differing views in defining the
RSGFAfa 2F Danbdlsetadl.)2018). AvocateiryMilwaukee County mask with state and

county leaders to increase the Medicaid reimbursement rate in order to make a peer workforce a viable option.
Federal Medicaid supports action to increase the peer supports as part of local mental health systems (Mann,
2010; Smith, 20D). In its system redesign efforts, Milwaukee County has the opportunity to lead the state in

increasing and expanding its network of peer support services.

The County shouldlsoconsider creating a perovided case management program. While it is rettan EBP,
peer-provided case management holds promise for promoting improved care for individuals with SMI (Davidson,
Chinman, Sells, & Rowe, 2006). Studies suggest the use of peer providers in case management can contribute to
a stronger treatment relatinship and greater participation in treatment. Selsvidson, Jewell, Falzer, and
Rowe(2006) found that, early in treatment, case management clients who struggled with engagement were

more likely to keep appointments with peer case managers thanpeans. The peer providers were able to

establish a trusting relationship more quickly. These findings were echoed in a later study examining peer case
managers, which found that consumers reported more validating experiences with peer case managers than
non-peers (Sells, Black, Davidson, & Rowe, 2008).
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