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Dear Commissioner Ferguson:

Thank you sincerely for the opportunity to publicly comment on the first round of draft
recommendations from the Virginia Department of Behavioral Health and Developmental
Services Transformation Teams. Please find below comments from Blue Ridge Behavioral
Healthcare, the Community Services Board (CSB) serving five jurisdictions in the Roanoke Valley

of Virginia.

Adult Clinical Services

* While we endorse the Transformation Teams’ emphasis on the need to ensure
comprehensive emergency services and a crisis continuum of care, including medically
supervised detoxification, it is equally important to recognize the need for services that
provide early intervention and on-going community supports. Counseling, case
management, psychiatry, medication assisted treatment, and other outpatient services
can provide opportunities to prevent crisis events for those with behavioral healthcare
needs. A comprehensive array of services allowing for prompt early intervention can
prevent the need for more costly services and we would recommend additional
emphasis and particulariy resources to focus on early intervention for mental illness and
substance abuse.

* (5Bs as “health homes”, capable of addressing both physical and behavioral healthcare
needs, can be one method of early intervention, ensuring better outcomes and again
saving more costly resources at a later time.

* While important to review the services funded by DMAS, it is imperative to recognize
that some CSBs provide over half of their services to individuals without any insurance.
We support efforts such as the Governor’s Access Plan (GAP), and encourage continued
exploration of other methods to fund the behavioral healthcare needs of our uninsured
consumers and ensure the allocation of sufficient resources to meet the behavioral
health needs in our communities.
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* We endorse the recommendation to expand substance use disorder treatment capacity.

The costs to the Commonwealth of inadequate treatment resources for substance
disorders is staggering.

We appreciate your recognition that justice-involved individuals are often people with
significant unmet behavioral healthcare needs. There are proven methods for diverting
low-risk offenders from the criminal justice system, but such diversion is effective only if
there are processes for engaging these individuals in receiving behavioral healthcare
services. For those for whom incarceration may be needed, attention to mechanisms
for notification and ongoing communication between jails and other correctional
institutions, and CSBs, and resources to provide the services needed, is another form of
preventive care that is both compassionate and cost-effective.

Prevention Services (listed under the Child and Adolescent Behavioral Health Team)

* We agree that prevention needs to be a core mandated service for the following

reasons:

1. Prevention services can greatly reduce the need for more expensive and intensive
treatment services.

2. Prevention professionals have experience and expertise in community needs
assessment, identifying factors that increase the likelihood of risky behaviors,
building capacity to address the risk factors at both individual and community levels,
strategic planning, and measurable impact evaluation.

3. Prevention staff have the knowledge and capability to promote consistent wellness
messaging that is based on local community needs.

Child and Family Services

We endorse the transformation teams’ recommendation to “mandate prevention and
wellness services, as well as fund and implement public awareness campaign to
decrease stigma and increase awareness of services” in our communities.

We recommend the inclusion of and sufficient funding for early intervention services to
provide services prior to the point in which a family is in crisis would save children from
unnecessarily being pathologized and traumatized, while focusing on a family’s
strengths and resiliency factors in following with the Systems of Care philosophy.

We agree with the initial list of core services suggested by the Transformation Team, but
would expand the list of critical core services needed in every community to include
some levels of the following services: outpatient services, school-based services, and
parent education services. These are services that we find are frequently in demand in
our communities by many of our sister public agencies to serve children and families
with behavioral health needs.

We support a statewide, coordinated system of navigation for families to improve family
access to services for their children and ensure a sustainable array of standard services
in all communities. While we support the long-term concept of a single accountabie



entity, we believe that discussion and formulation of this strategy should occur with a
much wider array of constituents at the table, both from the state and local level,
including additional parents/youths, CSBs, local departments of social services, local
court services units, local schools systems, local health departments, local juvenile and
domestic relation court judges, and their various counterparts at the state level to
ensure the meaningful creation of a truly effective system of care. While an acceptable
level of consistency and accountability is certainly needed, we would also advocate for
enough flexibility for local communities to shape, tailor and enhance their systems
based on local needs and local collaborations.

Comments across all Recommendations:

* For the entire continuum of services, we suggest that significant attention is paid to
ensure the adequate reimbursement and/or funding of all case management services
across the entire spectrum of community services, especially for those who are not
covered or inadequately covered by insurance or Medicaid. If consistency is an agreed
core value, the very basic ability to provide case management services that are funded
should be an intrinsic guiding value across the system and across all disabilities.

* We would recommend that all teams address clearly and specifically how access to
services will be addressed for all Virginians, both those with insurance/resources and
those many that we serve without resources or access to insurance.

* Ascitizens and service providers in local communities, many of us serving for decades in
community behavioral health, we have been concerned for many years about the
shrinking access to early intervention services in the public Virginia system of care along
with the increased shift of resources to the crisis and intensive end of the service
spectrum without similar investment in services much farther upstream for our
stakeholders. We believe we are “speaking to the choir” when we share our sincere
hope that the transformation will significantly change this dynamic so that we do not
continue to insure a self-perpetuating and growing crisis system to the detriment of an
earlier and more accessible system for less severe conditions.

Again, thank you for the work of the various Transformation Teams and the intent to improve
the system of care for behavioral health needs and intellectual disabilities for all Virginians. If |
or my staff can be of any further assistance in the process, or if you would like additional
clarification of our comments, please do not hesitate to contact me. Thank you again for the
opportunity to provided input into this important effort!

Best regards, ’

Dbty gz

Debbie Bonniwell, MBA, MSSW, LCSW
Executive Director



Va. Logpt. of Reboy - Heatoth }Oruﬁod‘

T oun Mace
s/nfis

May 10, 2015

Good Afternoon,

My name is_ and | have a long history of working with the mentally ill as a rehab
counselor with the state for 45 years. | retired from my job in Feb. 2015. | worked at a rehab
unit at ESH from 1970-80 and have a 31 year son with mental illness- who has
had several private hospitalizations and has been in ESH since October 2015 and is now on the
discharge ready list. | have been dealing with the mental health system with my son since 2002.
It is a shame that when you are in a private facility you will be kicked out on the street or to a
homeless shelter once your insurance runs out or if they deem you cured in as little as 2 weeks
even though you are still halluciating or manic. That's why so many mentally ill people are
homeless or in jail today.

My major concern is the lack of mental health programs and faciltiies in Virginia. | have seen
how it used to be at ESH where they had a Print Shop, Vocational Center, Work Shop, Food
Service Training, etc and patients were allowed to participate in these and get jobs while
residing at the hospital. That all changed years ago and they are now put in group homes or
assisted aging homes where they basically sit and smoke all day long because there is nothing
else to do. Young mentally ill people do not belong in old age assisted lilving faciilities. These
places are sub standard. | have been in some of these group homes, boarding homes and
assisted living facilities and know from first hand experience how bad they are. | have even
had a social worker at ESH tell me they are not very good but yet they are placing people in
them because they have no where else to place them.

At ESH it seems that once your status changes from Court Ordered to Voluntary they deem you
discharge ready and start looking for a place to get you out. Many times your age and what is
best for you is not taken into consideration or your goals and plans that were in place when you
were on the former unit. | am told Richmond says they have to get you out.

I am also very very concerned about what a parent has to go through to get a person into a
hospital that is mentaly ill. | know they have to be a danger to themselves or the community. it
is very difficult to get them the help they need. | know this from my personal experience with
my son and the fact that after his insurance ran out or after sometimes in just 2 weeks he would
be discharged as "well" when he was as sick as he was when he was admitted involulntary. This
happened at Riverside Center for Behavior Health in Hampton and the Pavilion in Williamsburg.

I think Virginia needs to have some transitional apts or treatment programs in the community
that will help the mentally ill ,not just place them in run down boarding houses and group
homes or run down assisted living programs with no programs. | have talked to social workers
at ESH , case mangers, CSB workers and have been told the same thing, that they do not have
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anything else. There is a program | heard about called Discovery House in Urbanna that is
supposed to be a good place but they only hold 6 people as it is a house which was started for
the mentally ill who were incarcerated. | have also heard about a good place in Chesterfield
called Gateway which appears to be toward the right direction to help the mentally ill. Both of
these programs have waiting lists and ESH will not always allow a patient to stay there until
they can go o these pgograms, telling the parents that they will place them in a assisted living
facility or group home because they have to get them out, and then you, the parent can get
them in where you want to. This is not satisfactory. The CSB years ago had supervised apts in
the Hampton/NN./Wmsbg where clients would live and possibly work. | had some of my
clients in these apts but now CSB tells me they have all been closed.

The mental health profession's hands are tied as they have no decent structured, supervised
places to place these patients. They are under pressure they tell me from Richmond to get
them out of ESH once their statusis changed to voluntary. | attended the court hearing on
April 9th, 2015 for my son which was a joke. Everything was pre-decided before we walked
into the court hearing meeting and our opinion, as parents was not taken into consideration as
well as the independent psychiatrist who stated that my son's status shouid not be changed to
voluntary. Immediately after his change to voluntary there was a push to get him out even
though he had been in the new unit approximately a month.

I wouid like to see something done so we don't have mentally ill individuals living under
bridges, in jail in despicable groups homes,boarding homes and assisted living facilities which
were buiit for the elder population and not a dumping ground for the young mentally ill. Itis
not fair to treat them this way. They deserve better.

| was hoping after the Craig Deeds tragedy that something good woud happen about the care
for the mentally but | have not seen it. Lenghtening the time they have to get a person into a
hospital will help somewhat but keeping them and providing a decent plan and decent housing
when they leave is they key to keeping them hopefully from being out on the street and being
arrested or homeless, etc.

Thank you for allowing me to speak.



RE: Virginia Department of Behavioral Health Project for Transformation of the
Virginia State Mental Health System
Request for public comment - May 11, 2015 Williamsburg “town hall" meeting

My son,-has suffered from mental health issues since 2001, his freshman
year in college. { left school at the beginning of his 2nd semester on
"medical" leave at the recommendation of the college. He has been under
psychiatric care off and on ever since, including several involuntary admissions at
various private psychiatric hospifals in Virginia. He was also hospitalized at Johns
Hopkins in Baltimore for 56 days in 2005. Currently, (il is a patient (since
October 9, 2014) at Eastern State Hospital in Williamsburg. My comments below
are based on my son's experiences in the Virginia mental health environment since
2005.

My primary concern is the apparent institutionalized reluctance Yo make "long
term" psychiatric in-hospital freatment reasonably available when needed, With

two exceptions, the private psychiatric hospitals where my son has been admitted
in effect treated him "by the calendar" rather than based on his personal needs.
Except for (N 2005 hospitalization at Johns Hopkins and his
September/October 2014 hospitalization at the Pavilion at Williamsburg Place, he
has always been quickly discharged 3-5 days after the hearing ordering his
involuntary admission. It's as if treatment is based on some standard calendar-
type formula rather than the patient's individual needs. One size does not fit all
regardless of what political correctness may dictate. When I questioned my
son's quick discharge from one psychiatric hospital, the hospital director in
essence said it was required unless the legislature could be persuaded otherwise.
My son was discharged from an October 2013 hospitalization at The Pavilion
within 4 days after his involuntary admission was ordered - according to his

mother, sicker than when he was admitted. This "revolving door" hospitalization
culture apparently discourages all but the most courageous doctors from
challenging the system. Luckily, the last psychiatrist who treated my son at the
Pavilion immediately before his "bed-to-bed" transfer to Eastern State Hospital
on October 9, 2014 was a fighter - a retired US Navy psychiatrist (previously a
US Navy "tail-hook" jet fighter pilot) who had just recently arrived at the
Pavilion. After taking time to actually get to know my son and evaluating the
effectiveness of different medications and dosage levels, this doctor determined



that my son needed long term hospitalization. This doctor even laughed about his
colleagues questioning why my son hadn't been discharged since he'd been at the
Pavilion longer than a week. After significant effort, this doctor was eventually
able to get my son admitted to Eastern State. The first ESH board review put
ase on hold pending an independent evaluation. When we questioned what

would happen if Eastern State ultimately denied @il case - the doctor said he
would appeal. In the interim before the next ESH board hearing, the doctor
exerted extensive additional effort to put together the best case for (N
admission. However, a couple of days prior to the next ESH hearing, we were
advised that {lfhad been accepted and was being transferred to Eastern State
that day at 1;30PM. I mention the foregoing summary of events leading up to

current in-hospital treatment at ESH as an indication of the extensive
effort required to obtain long term in-hospital psychiatric treatment (non-
criminal cases) in Virginia.

Sincerely,

— 1
R




Town Hall Meeting Input
Transformation Team Recommendations
Virginia Department of Behavioral Health and Development Services
Williamsburg Regional Library
Witliamsburg, Virginia
May 11, 2015

Good afternoon. My name is — My youngest son, 25, my wife and | live in
Williamsburg. We are members of NAMI Wiliamsburg. Over the past year and half, | have
received NAMI's Family-to-Family (12-week) training; attended the NAMI Annual
Conference; taken part in weekly support group meetings; become a member of our board:;
and started a daily investigation into options for providing or facilitating care provision. Our

group facilitators, family and recovery, are dedicated and excellent.

My son has suffered from serious mental iliness for probably most of his life, experiencing
acute episo;:les over the past 4 years. He's been hospitalized for mental iliness only twice,
but seen a half dozen psychiatrists. In January, he was released after 9 days of a potential
maximum of 30 days by judicial mandate; he was in a terrible state and we have simply
managed the situation, but we could have easily called the police. Like many of our loved
ones, he is highly intelligent. He is very kind and considerate to people and animals. He
does not necessarily accept that he’s sick; he falls into the diagnosed but untreated
category {60% of the people with serious mental illness). He came within months of having
his college degree in renewable energy engineering. In that year, he miraculously escaped
death or permanent paralysis. He, and we, his loved ones, are on a long, long journey. We
accept that .and accept our familial responsibility. When it goes poorly, sadly, it can be

exhausting. Still, every day that he’s with us is a good day.



The reason you are here is to receive feedback and personalize your groups’
recommendations. My remarks today address serious mental illness among adults, but |
believe the same thought process is germane to what appears to be a brewing epidemic
among children. Let me offer three suggestions that will lead to measurable outcomes and
put the Commonwealth, and perhaps more importantly, communities on a path to
sustainable care. They are (1) mobile crisis care through Open Dialogue, (2) longterm
recovery through Fairweather Lodge, and (3) the enlistment of Corporate America as a
partner and in the revenue mix to help normalize the commitment to mental health care in

our state.

Last week was the Kentucky Derby. Probably the most famous horse race in the world. If for
a moment, you imagined all the diseases were horses, racing for successful outcomes.
Then, you solicited bets on the likely winners. Promoted those horses in TV commercials
and media. Wrote stories about tragedy and triumph of each in programs. The least
considered, funded, talked about, but feared would be serious mental iliness. In the month
of May, people don't wander around with green ribbons on and talk openly about this

iliness. They are ashamed. Why? It does not tug at the heart strings like a young burn
patient, cancer at any age, or a returning veteran who suffered battle injuries. Intense
betting is placed on these victims and their families. We watch tear-jerking commercial

during the news hour, which request only $19.95 per month.

For many diseases, with care, there are outcomes that bring the prospect of joy or least
some eventual peace and comfort. Tom Insel, the Director of National Institute of Mental

Health gives a presentation that shows incredible results of research, techniques,



treatments of once incurable diseases. It's thrilling. Then, he points to the curve for suicide.
Instead of descending, it's rising. Imagine Suicide is the name of a horse in the Kentucky
Derby and we can plainly see the problem we have in attracting attention to our life's mutual

work. Your work. And, the situation we are trying to change.

Mobile Crisis Care - The Open Dialogue Approach (Western Lapland, Finland)

This brings me to my first suggestion. Mobile crisis care and Open Dialogue. In an age
when technology is ever present in a smart phone. Ideas such as tele-heaith. The latest
neuroleptics. In vogue theories such as Cognitive Enhancement Therapy (CET), which
require a yearlong commitment. And, high-end treatment centers, post-acute care
hospitalization, an economic option for very few, with hit-and-miss results, we miss the most
valuable opportunity of all. The crisis: It is a “high touch” opportunity to provide intense care

at the very outset.

Finland has the world’s highest incidence of schizophrenia. In one community, an approach
called Open Dialogue has produced incredible outcomes, including the resumption of work
and school and lower requirements for neuroleptics. It all begins with a phone call by a
person in crisis or family in crisis and the arrival of a team made up professionals
(psychiatrists, psychologist, family counselors) to work with the family on-site. It is without a
doubt a labor-intensive approach with positive, reproducible, measured, and sustained
outcomes. (Mary Olsen, Phd is the acknowledged US expert. (Mass General Hospital) The
method was tried by a Harvard skeptic and has worked in the US with comparable results.

He spoke at the NAMI Convention in September 2014.)



To refer back to the Kentucky Derby analogy, the horse Open Dialogue is a worthy bet to
win the race. If we are going to measurably change outcomes, we have to think and act
differently. This is one way that brings the fight and the care directly to the home and makes
it personal. Isn't that what true care is? Personal. Now, how can we adapt this Finnish

approach to an American application?

{1 will further add that mobile crisis services are available in Virginia, paid for under
Medicaid, not health insurance, and these are private services. But again, | believe, if
mobile care service was integrated into community care and Community Service Boards,

the outcomes would be more pervasive and inclusive.)

Longterm Recovery - Fairweather Lodge

Since last July, my top priority has become my son. It's my job. While | can do this, most
cannot. A break for most caregivers would be coming to a weekly NAMI Support Group
meeting. For our loved ones, they live a life we cannot possibly understand. Self-isolating.
Without friends. Incapable of finding or keeping paying work. If a person is fortunate, they
have a home to live in, regular nutrition, and a family member to care for them. If they live
remotely, they have outside financial support. Most of our NAMI family caregivers are afraid
of several things: (1) running out of money and having to declare bankruptcy (some have);
(2) they are older, concerned about dying and leaving their loved ones behind; or (3) that
their loved ones will wind up on the street or jail because they are incapable of managing
them. Not new problems. But, if one thought about the rise of single parent households and

that one in five children experience a mental disorder, the future is disconcerting.



In 1955, hospital beds began rapidly declining in favor of community center-based, walk-in
care. Only few walked in. That hospitalization was bad is acknowledged. If we have
155,000 today, it should be closer to 1.3 million, based on current population. But this would
not solve the problem, it would help with acute care and could provide a safer place to live
and receive care. In principle, people in recovery find little difference between jails and
hospitals. Your group is trying to figure out how to identify existing beds for acute care,
which is necessary. And, more facilities, it seems, would ultimately be needed. Unless

programs significantly curb the influx.

In 1963, a man named George Fairweather — a social psychologist with the Veterans
Administration Hospital in Palo Alto, California — saw the future as it was unfolding. He
devoted his life to one thing, A life for people with serious mental illness after the hospital.
He envisioned a house, people living together as a family, interdependently, accountabiy,
operating a business, coached from the outside under fidelity standards and practices. The
idea was studied by NIMH, worked, and today there are over 90 Fairweather Lodges

located around the country. Many have been living in these homes for up to 30 years.

| visited 5-lodges across the border in Pennsylvania last Fall. For a part of a day, |
participated in one very successful business, transportation. Pennsylvania has the most at
35 homes. What was obvious — for at least a portion of the popuiation of people in recovery
—this is an answer. It's opportunity to live a, no apologies, interdependent and fuifilling life.
The board for Fairweather Lodge — the Coalition for Community Living — met in Wiliamsburg
in March. They held a workshop session for our community. We reached out to the

Governor’s Office, who thought this was rather neat idea, as did NAMI Williamsburg, but the



Assistant Commissioner of Behavioral Health Services was detained on an emergency, but

reaffirmed his interest.

It was an enlightening to learn about what is possible when a community decides to ride the
Fairweather Lodge horse. It's not uncommon for neighborhoods to rise up against them at
first. Then, when they become the best house, best neighbors in the community, everyone
forgets their original concerns. At the session, we heard from lodge residents themselves.
How their lives had gone from prison, or despair, to realizing self-worth, earning a
paycheck, having a family and friends who cared about them regardless of their illnesses.
Lodge coordinators spend on average 10-hours per week per lodge supporting the needs of
the program. This is much more than housing, which is clearly a need in our state. it costs
$800 per person per month. Lodges are designed for 5 - 7 people, male and female adults
live together. The association collects data and reports regularly on compliance with their
fidelity standards. These self-governed homes would not be considered group homes under
state regulation. That's important. A couple of noteworthy outcomes: very low re-
hospitalization rates and only one-in-four require Social Security Disability income (SSDI).
Could we imagine 100 lodges in Virginia, providing socialization, self-worth, jobs, and value
in a community, and changing the demand curve for acute care services? Fairweather
Lodge has over 50 years of track record and it is another horse on wish to bet to win the

race.

Corporate Stakeholders - Partners - Smoking

When we examine the history of serious mental iliness in this country, since the mid-1 800s,

we get stuck. Our intentions are good, but when federal government, states, and locals find
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themselves in budgetary pinches, what are the first cuts made? The only constant, so far, is
the police. Everything you recommend to increase crisis intervention training and managing
the logistics of emergency room, prison, and acute cure will help. | know many police, now,

in our area, and they have been a tremendous help to our family, beyond measure.

The problem the legislature and local communities have is NO MONEY. If our economy was
truly improving more then our labor participation rate would be much higher than 62.9
percent. We are near historic low rates and a skyrocketing number of people on SSDI and
food stamps.Yet, we have everyday people in America, who want to counsel and be
involved in caring, regardless of whether it is mobile crisis intervention or Fairweather
Lodge support. We have willing and trained workers looking for jobs who would make
exceflent lodge coordinators. If they manage to fand a mental health care job, the question

is, Will it last?

Corporate America knows the problem of serious mental iliness. Besides autism, can
anyone name one corporate spokesman for the illness? Outside of a very small number of
donors, research into the brain and psychosis would have little notoriety. Even then, it is a

small community of us that know. This research will help the future but not the present.

Let me make an outrageous suggestion that before you reject it, you think about it.

Most people in recovery smoke (upwards of 90%). You can call it a bad habit, harmful, a

contributor to a shortened life, but it's reality. People drink alcohol and use drugs, legal and



otherwise. | doubt anyone can make a convincing argument that legalization of marijuana

will reduce the incidence of psychosis. The contrary is quite possible for a small segment.

So, where is the money from taxing cigarettes (sins) going when it comes to supporting
mental health programs? Or, alcohol? Medications that bear warning labels like “may cause

suicidal thoughts.”

These are obvious products, that in some way touch mentat health, and the purveyors
could be a source of consistent funds for programs. Or, and | doubt it, they could be willing
corporate stakeholders in caring for human beings. We don't have to always rely on the
state income tax and property taxes, which come and go in huge chunks. Alcohol, cigarette
products, and common drugs, for pennies on a sale, could generate vast and more stable

revenue for programs.

Dual Diagnosis and co-morbidity, which in your recommendations, is reality. It's serious for
people in recovery who currently seek SSDI, especially now, with the high demand, and

could be a basis for denial.

It's not a willing horse, but Tobacco, Alcohol, and Drugs is good bet for normalizing the

revenue stream that is available to provide a place to live, nutrition, work and care.

More uplifting sponsors would Apple, Microsoft, Oracle - literally every High Tech company
located in Silicon Valley. They all know about serious mental illness. Books have been

written by people who had bipolar and once wrote code for well known software companies.



From the outside looking in, companies have been taking advantage of workers during

periods of mania.

As | close this presentation, my purpose is to suggest, as you move forward, that we are
surrounded by opportunity. if we could only have one horse race, where the only
participants are those connected to the disease of mental illness, then we’d look at things
differently. We'd take the Eastern State Hospital, which is destined for sale, we are
informed, and ask a serious question: If this land was bought for purposes of behavioral
health, how are we using it to solve those problems through living, working, training,
coaching, and providing access to care. If we hold one race for the care, and cure, for
mental illness, we would pursue high-touch approaches that bring care, like Open
Dialogue, t0 the suffering and their families; that think in terms of entrepreneurial models
like Fairweather Lodge; and recruit Corporate America to participate openly and actively.

Thank you very much for your time and your work.
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Dear Members of the Committee:

Thank you for allowing me to speak to you today. My name is Cristy Gallagher and [

live in Fairfax.

[ am the mother of a 13 year old child living with bipolar disorder and I am here
today to share my story and to ask for your support in strengthening Virginia’s

mental health system for children and adolescents.
Likel in 5 chi in America; ughter brafn diserder,

For our family, our daughter’s mental illness has caused us to live in a life of

instabi]ity%ﬂMMwﬂ% We are hypersensitive to

whether her illness might be leading us to hospitalizing her - as we have had to do

twice.

cluri r\:(;\ }\ﬁ‘/‘
It was t hospitalization,swhen our family qualified for Virginia’s

Comprehensive Services Act funding. Through Fairfax County’s intensive



children who have mental health disorders. Because of the stigma that surrounds
these children’s illness, families are also reluctant to search for help, and sometimes

those they reach out to do not know how to navigate the system.

Whether this is from a lack of m the existence of a coordinated

system, or confusion among those who are in a position to help these families - it

needs to be addressed.

In particular, I appreciate the committee’s recommendations to establish

=

consistency in the availability, quality and accountablility of core services.

I also agree with the recommendation to establish one state entity to be responsible
for the needs of children with a mental illness. Finally, the recommendation to
establish a statewide system of navigation for families to improve access is long

overdue and needed.

As you work together to fine tune these recommendations, I ask that you remember

families like mine, families with children who have a serious mental illness that will



heard from families around the Commonwealth, current services are not only

inadequate, but they are inconsistent.

Funding is also inadequate and inconsistent across the state. Beyond mandating
core services, augmenting existing funding would ensure that additional children
are reached with a more comprehensive array of services.

o S'\'vrof\j (PTO PM
{n particular, I am amadvesate for better crisis response and intervention services

for families.

A
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Our family has+wiee had to call the poliqgto our home-irmrererisis ~ hecanse there

isis mobile team i ime.

Ao

! talk to parents all the time t isisi enrtion-supperts
W he hox? 2
~Tather-than resorting to calling the police or driving to the Emergency Room with

their child during a crisis. M

ices. In my experience | have heard

from families that there is a lack of understanding of what services are available for



wraparound services we were able to receive home-based therapy, parent training

and respite care.

We are the lucky ones -- we have been able to find a hospital bed when my daughter

has needed it and to access CSA funding when our family has been in crisis after rer

hospitalizations.

But there are many families in Virginia who are not lucky.

With an estimated 1
we know that there are parentg and children wh

about it.

Virginia’s mental health care system needs sustained, long-term support. A
comprehensive array of services — case management, outpatient, and emergency —

is needed.

The draft recommendations included in the Ehild-and-Adutestent Belavioral-Health

Transformation Team report are a positive step in the right direction. As 1 have



continue into adulthood. Our children need treatment NOW, while they are young,

and they will continue to need support as they transition into adulthood.

Thank you for your time.
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Recommendations for additions to the current DBHDS plan for
Transforming Mental Health Accessibility and Services:

1.  Add an additional transformation team to explore and provide
recommendations regarding how to eliminate access barriers related to
race, ethnicity, and language spoken.

2. There needs to be greater representation and input from minority
and multicultural communities as well as ethnic organizations. Please set
times and places to specifically address these populations in coordination
with spokespersons for these communities who are willing to help you
organize such events. Then involve them in your existing Transformation
Teams.

)©/@)

2.  Virginia, as one of the top 15 recipients of refugees in the country, the
transformation teams should be looking at specific issues that arise with
refugees and their unique needs in mental health and developmental
disabilities.

9

hank you,
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The Changing Face of Virginia - Immigration and the Humanities

Less than fifty years ago, in 1970, only one in every 100 people living in Virginia had been born

outside the United States. In 2012, the figure was one in nine.

Current estimates place the number of foreign-born Virginians at Just under one million. out of a
total population of 8.26 million, and nearly half of these new residents of the state are between

the ages of 25 and 44—prime years for work as well as child-bearing.

[n recent months, the surge of unaccompanied, undocumented children entering the Unite
States from Central America has received widespread publicity and sparked intense public debate.
We don’t vet know the full impact of this purticadur immigrant stream on Virginia. but we do know
that among the children of adult Immigrants in Virginia, inclnding documented as well as
undocumented migrants, 96 percent today are U.S. citizens. In 2014, in Arlington County
alone, 6,755 public school students spoke a language at home other than English,

and two-thirds of these were born in the U.S. to immigrant parents,

From Virginia Foundation for the Humanities’ website
http://virginiahumanities.org/ 2014/10/the-changing-face-of-vi rginia-immigration-apd-the-

humanities/

POPULATION GROWTH TRENDS According to the 2010 US Census,
Virginia’s population in 2010 was 3,001,024, accounting for 2.6% of the national
total of 308,745,538. Virginia’s population increased by nearly one million from
2000 to 2010, for a growth rate of 13%, higher than the national growth rate of
10%, and higher than expected according to inter-centennial estimates. Virginia's

growth rate also surpassed that of neighboring jurisdictions of West Virginia,
Maryland and District of Columbia. The majority of this growth, more than 80%,
occurred in Northern Virginia, the Richmond area, and Hampton Roads. Northern
Virginia alone grew by half a million, which represents more than haif of
Virginia’s total increase. Half of the population increase was s natural population
growth, while the other half i s being attributed to net migration (US Census,
2010).

From Virginia Socio-Demographic Characteristics
h_ttp.§:/_/w‘-v_w.vdl1.vi_rgi_nig.ggv_fep_id_em_iql,ogy_/Di_seAse_PLevgnLi@/I_’rqfi_le?_-OJ I/VA_P
opulation_Demographics 201 1.pdf
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