[image: image1.png]™ University of Wisconsin — Madison

Room 3107, Mechanical Engineering Bldg.
1513 University Ave., Madison, W1 53706
6082650063

info@NIATx.net * www.NIATx.net

Reduce Waiting & No-Shows ¢ Increase Admissions & Continuation








Key Strategies to Prevent Behavioral Health 
Re-admissions 

(w/counties where strategy was applied)

Pre-Admission

· Good cross-department/agency communication prior to admission decision (Lacrosse – 2011)

· Have a diversion program for crisis and detox consumers (Lacrosse-Gunderson-2010). Detox example is to provide ambulatory detox (Marathon/Lincoln/Langlade - 2012).  Ambulatory care example is to develop urgent care slots (Grant-Iowa – 2011) 

· Revise admission criteria to no longer use detoxification services as a “lock-down” unit (Marathon/Lincoln/Langlade-2012) 

· Implement crisis line (Wood County – 2010); Hire Crisis Coordinator to triage bed requests (Lafayette – 2012) or Psych tech (Rock – 2011)

· Adopt a single point of entry (Rock County – 2012)

· Peer supports (or psychiatric liaison) available (Lacrosse-Gunderson-2010)

1st Appointment

· Revise intake letter that is sent a week prior to make it more inviting (Dodge County – 2010)
· Improved communication with key referral sources to have them assist in improving the show rates through a sit-down meeting (Dodge County – 2010)
· Identify clients with AOD disorders (in addition to a MH diagnosis) and treat AOD disorder (Washburn – 2012)

· Streamline intake process (Rock County – 2012); reduce wait times to first appointment (Door County – 2011)
· Develop “crisis plan” for all readmitted clients within 30 days (Winnebago Institute – 2012)
During Stay

· Social worker meets with client within 48 hours of admission (St. Croix -2012)

· Develop discharge objectives at admission (Jefferson County – 2012)

· Apply evidence-based practices to increase engagement (e.g. motivational interviewing, contingency mgt., etc)

· Meet with social worker and nurse to review appointments, crisis plan, community resources and medications as part of a “check-out” (discharge planning) (Waukesha – 2010; Dodge, Lacrosse-Gunderson – 2010; Winnebago Mental Health Institute - 2012) 

· Include CSP (or outpatient) personnel in discharge planning process 
Post-Discharge

· Reduce wait time from hospital/detox to outpatient by offering within 3 day follow-up appointments (Marathon/Lincoln/Langlade - 2011)

· Social Worker talks to client while hospital and attends discharge conference (St. Croix – 2012) 

· Reduce follow-up appointment no-shows to follow-up care (Marathon/Lincoln/Langlade – 2011)

· Phone follow-up 1-2 times within two weeks of discharge (use a staff they contact with – nurse or psych techs or social worker) (Wood County - 2011) or msw crisis worker makes phone call within 3 days of discharge (Dodge - 2010, but improvement did not show in the data; Waukesha – 2010; did not work; Milwaukee – 2011 – proved helpful, but not adolescents in Milwaukee - 2010) or within 2-4 business days. Have CSP person meet with client 24hours after discharge or, ideally, they would include pick-up from hospital (Milwaukee - 2010)

· Offered case management or follow-up post discharge by social worker (Lacrosse-Gunderson - 2011) 

· Clients participate in post-discharge support calls (Wood – 2012)

· Have immediate crisis appointments available for discharged clients– counselor reserves one hour/day (Grant-Iowa – 2011)


