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Comprehensive State Plan 2014-2020 

Executive Summary 
 

Section 37.2-315 of the Code of Virginia requires the Department of Behavioral Health and 
Developmental Services (Department) to develop and update biennially a six-year 
Comprehensive State Plan.  The plan must identify the services and supports needs of persons 
with mental health or substance use disorders or intellectual disability across Virginia; define 
resource requirements for behavioral health and developmental services; and propose 
strategies to address these needs.  This section also requires that the plan be used in the 
preparation of the Departmentôs biennium budget submission to the Governor. 

Services System Overview:  Title 37.2 of the Code of Virginia establishes the Department as 
the state authority for the Commonwealthôs public behavioral health and developmental services 
system.  The mission of the Departmentôs central office is to provide leadership and service to 
improve Virginiaôs system of quality treatment and prevention services and supports for 
individuals and their families whose lives are affected by mental health or substance use 
disorders or intellectual disability.   

The Department seeks to promote dignity, choice, recovery, and the highest possible level of 
participation in work, relationships, and all aspects of community life for these individuals and is 
committed to implementing the vision ñof a consumer-driven system of services and supports 
that promotes self-determination, empowerment, recovery, resilience, health, and the highest 
possible level of individual participation in all aspects of community life, including work, school, 
family and other meaningful relationshipsò (State Board Policy 1036 (SYS) 05-3). 

Virginiaôs public services system includes nine state hospitals, five training centers (one of 
which provides administration services to a medical center), and a sexually violent predator 
rehabilitation center that are operated by the Department and 39 community services boards 
and one behavioral health authority (referred to as CSBs) established by local governments. 

¶ CSBs deliver community behavioral health (BH) and developmental (DEV) services, 
either directly or through contracts with private providers. BH services are provided to 
individuals with mental health or substance use disorders and DEV services are 
provided to individuals with intellectual disability. CSBs are single points of entry into the 
publicly funded behavioral health and developmental services system, with responsibility 
and authority for assessing individual needs, providing an array of services and 
supports, and managing state-controlled funds for community-based services.   

In FY 2013, the total unduplicated count of individuals receiving behavioral health or 
developmental services was 213,902.  CSBs provided mental health services to 112,121 
individuals, developmental services to 20,248 individuals, substance abuse services to 
34,382 individuals, emergency services to 58,300 individuals, and ancillary services 
(motivational treatment, consumer-monitoring, and early intervention and assessment 
and evaluation services) to 67,735 individuals.  Additionally, 6,928 individuals received 
services in a consumer-run program. 

Although the total number of individuals served by CSBs continues to increase, the 
CSBs continue to confront waiting lists for services.  Between January and April 2013, 
13,685 individuals were waiting to receive at least one CSB service.  

¶ State facilities provide highly structured intensive inpatient treatment and habilitation 
services.  On September 12, 2013, state facility operating capacities included: 

o 1,487 beds in state hospitals, of which 1,200 beds were occupied; 

o 999 beds in training centers, of which 744 beds were occupied; 

o 87 beds at Hiram Davis Medical Center, of which 61 beds were occupied; and 

o 450 beds at the Virginia Center for Behavioral Rehabilitation, of which 311 beds were 
occupied. 
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In FY 2013, state facilities served 5,772 individuals, down from 6,238 in July 2012 and 
6,338 in July 2011. 

In FY 2013, services system total funding was $2.492 billion:  

¶ Community services funding for services was $1,863.1 million or 75 percent of total 
system funding, 

¶ Facility services funding was $589.1 million or 24 percent of total system funding, and 

¶ Department central office funding was $40.0 million or one percent of total system 
funding. 

Services system funding comes from a variety of sources, including state general funds, local 
matching dollars, federal grants, and fees. 

Estimated Prevalence:  By applying prevalence rates from national epidemiological studies 
and the National Household Surveys on Drug Use and Health to Weldon Cooper Center for 
Public Service Age & Sex estimates for 2012, the Department estimates that: 

ǒ Approximately 341,773 adults in Virginia have had a serious mental illness. 

ǒ Between 117,592 and 143,724 children and adolescents have a serious emotional 
disturbance, with between 65,329 and 91,461 exhibiting extreme impairment. 

ǒ Approximately 147,346 individuals are conservatively estimated to have a 
developmental disability, of which 76,763 (ages 6 and older) have intellectual disability 
and 1 in 88 children have an autism spectrum disorder. 

ǒ Approximately 116,190 infants, toddlers, and young children (birth through age 3) have 
developmental delays requiring early intervention services.   

ǒ Approximately 175,234 adults and adolescents abuse or are dependent on any illicit 
drug, with 122,112 meeting the criterion for dependence, and 477,409 adults and 
adolescents abuse or are dependent on alcohol, with 209,729 meeting the criterion for 
dependence.  

However, only a portion of persons with diagnosable disorders will need services at any given 
time, and an even smaller portion will require or seek services from the public sector. 

CSB Waiting Lists: During the first quarter of calendar year 2013, CSBs completed a point-in-
time survey of each person identified by the CSB as being in need of specific services.  To be 
included on the waiting list for CSB services, a person had to have sought the service and been 
assessed by the CSB as needing that service. CSB staff also reviewed their active cases to 
identify individuals who were not receiving all of the amounts or types of services that they 
needed.  CSBs identified a total of 13,685 individuals who were waiting for services.  In addition, 
for the first time, service needs of 6,674 individuals on the Medicaid ID waiver waiting list were 
available.  Individuals documented as waiting for services included: 

¶ 4,486 (3,218 adults and 1,268 children and adolescents) were reported by CSBs as 
needing mental health services; 

¶ 8,095 (5,100 adults and 2,995 children and adolescents) were reported by CSBs as 
needing developmental services; and 

¶ 1,104 (558 adults and 546 adolescents) were reported by CSBs as needing substance 
abuse treatment services. 

This count includes 85 individuals who were on mental health and substance abuse treatment 
services waiting lists, 11 individuals who were on mental health and developmental services 
waiting lists, and one person who was on waiting lists for developmental and substance abuse 
treatment services. 

This point-in-time methodology for documenting unmet service demand is conservative because 
it does not identify the number of persons who needed services over the course of a year. 
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Services System Strategic Initiatives:  Behavioral health and developmental services system 
strategic initiatives included in the Comprehensive State Plan 2014-2020 incorporate the 
Creating Opportunities:  A Plan for Advancing Community-Focused Services in Virginia focus 
areas and include other critical issues facing the Commonwealth and Departmental strategic 
initiatives: 

Systemwide 

1. Services system implementation of health care reform 

2. Services system quality improvement and accountability 

3. Case management; 

4. Independent housing; and 

5. Employment First initiative. 

Behavioral Health Services 

1. Mental health services capacity; 

2. Child and adolescent behavioral health services capacity; 

3. Substance abuse treatment services capacity; 

4. Peer services and peer-provided recovery supports; and 

5. State hospital service effectiveness and efficiency. 

Developmental Services 

1. Developmental services community capacity development; and 

2. Training center discharge planning and community integration. 

Civil Commitment of Sexually Violent Predators 

Department Initiatives 

1. Information technology solutions 

2. Workforce development; and  

3. State facility capital infrastructure and energy efficiency. 

Summary of Resource Requirements:  The following capacity development priorities respond 
to critical issues facing Virginiaôs behavioral health and developmental services system.  
Implementation of these capacity development priorities is contingent on resource availability. 

Behavioral Health Services Investment Priorities 

¶ Expand statewide mental health services capacity to fill identified services gaps, 
including individual and group psychotherapy, family counseling, supportive counseling, 
psychiatry and medication services for older teens and young adults during the difficult 
period of transition from school to adulthood; Programs of Assertive Community 
Treatment (PACT) teams in communities that now lack this essential intensive service; 
therapeutic assessment centers (drop-off centers); early intervention services (Part C); 
discharge assistance for individuals receiving services in state hospitals whose 
discharges have been delayed because they need services that are not otherwise 
available; permanent supportive housing assistance; extended care for individuals under 
a temporary detention order; and enhanced forensic-related evaluation rates.  

¶ Expand statewide substance abuse intensive outpatient treatment, including earlier 
access to assessment and intensive outpatient services within the Systems of Care 
framework for youth with substance abuse and co-occurring disorders; rehabilitation and 
employment capacity to help persons in recovery from alcohol and drug addiction find 
and keep jobs; and community-based residential medical detoxification.   

¶ Expand peer support recovery services for persons with mental health, substance use, 
or co-occurring disorders to include peer support groups; education in illness and 
wellness management; job-readiness training; coaching and mentoring; assistance with 
social services and entitlements; drop-in and socialization opportunities, and residential 
supports. 
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¶ Cover increased WSH operating costs incurred when new facility opened in October 
2013, including increased IT requirements and VITA charges, security, and operations 
and increased CCCA security and IT costs associated with WSHôs move to a new 
building. 

¶ Offset lost Medicaid revenues associated with the diminishing geriatric population at 
ESH with state general funds. 

Developmental Services Investment Priorities 

¶ Collaborate with the Department of Medical Assistance Services (DMAS) to expand 
waiver capacity, modify existing or create new waivers, and address waiver rate 
structures. 

¶ Expand developmental services capacity to implement the settlement agreement with 
the U.S. Department of Justice (DOJ). This includes family supports, rental subsidies, 
crisis stabilization, and quality management and independent review. 

¶ Establish community-based regional Developmental Disability Health Supports Network 
clinical teams to provide or facilitate access to local professionals providing medical, 
dental, and other clinical services; behavioral and other supports; and specialized 
equipment. 

¶ Provide housing bridge funds to support transition of individuals residing at NVTC to the 
most integrated community setting of their choice by offsetting the gap between their 
monthly Social Security income and the projected fair market cost of housing in the 
region.  

Civil Commitment of Sexually Violent Predators Investment Priority 

¶ Cover conditional release services and supervision at the point that an individualôs 
probation obligation by the Department of Corrections (DOC) ends. 

Systemwide Investment Priorities 

¶ Support ongoing operation of the Departmentôs electronic health record system (EHRS). 

¶ Upgrade regional IT security staffing and processes to meet federal and state 
requirements. 

¶ Support Departmentôs interface with the stateôs new financial information system. 

Conclusion:  Successful implementation of these strategic initiatives will continue Virginia's 
progress in advancing a community-focused system of recovery-oriented and person-centered 
services and supports that promote the highest possible level of participation by individuals 
receiving behavioral health or developmental services in all aspects of community life including 
work, school, family, and other meaningful relationships. They also will enhance the ability of the 
services system to perform its core functions in a manner that is effective, efficient, and 
responsive to the needs of individuals receiving services and their families. 

On December 10, 2013, Governor McDonnell announced a number of budget proposals totaling 
more than $38 million over the 2014-2015 biennium to improve Virginiaôs response to mental 
health crisis services and behavioral health treatment and support services to prevent crises 
from developing and issued an executive order (Executive Order # 68) creating the Task Force 
on Improving Mental Health Services and Crisis Response. Also announced was separate 
funding to the Department and related Department of Medical Assistance Services (DMAS) 
resources totaling $95.8 million for the biennium to fund developmental supports and services 
required under the Settlement Agreement with the U.S. Department of Justice. The governor 
reported that the governor-elect was fully supportive of the proposed changes and investments 
and would continue the task force during his term. 

The Departmentôs executive leadership will continue to monitor implementation of the strategic 
initiatives and major agency activities identified in the Comprehensive State Plan 2014-2020. 



 

Comprehensive State Plan 

2014 - 2020 

 

I. INTRODUCTION 

Section 37.2-315 of the Code of Virginia requires the Department of Behavioral Health and 
Developmental Services (Department) to develop and update biennially a six-year 
Comprehensive State Plan.  The plan must identify the services and supports needs of persons 
with mental health or substance use disorders or intellectual disability across Virginia; define 
resource requirements for behavioral health and developmental services; and propose 
strategies to address these needs.  This section also requires that the plan be used in the 
preparation of the Departmentôs biennium budget submission to the Governor. 

The Departmentôs initial Comprehensive State Plan 1985-1990 proposed a ñresponsible 
transitionò to a community-based system of services.  In 1986, the plan was expanded to cover 
a six-year time frame, with updates corresponding to the Departmentôs biennium budget 
submissions.  These updates continued until 1995, when agency strategic planning efforts 
replaced the Comprehensive State Plan1996-2002.  Biennial updates to the Comprehensive 
State Plan were reinstated in 1997 with the completion of the 1998-2004 Plan.   

The Comprehensive State Plan has evolved to serve a number of purposes.  The plan:  

¶ Establishes services system priorities and future system directions for the public 
behavioral health and developmental services system; 

¶ Describes strategic responses to major issues facing the services system; 

¶ Identifies priority service needs; 

¶ Defines resource requirements and proposes initiatives to respond to these 
requirements; and 

¶ Integrates the agencyôs strategic and budget planning activities. 

The Comprehensive State Plan 2000-2006 introduced an individualized database to document 
service needs and characteristics of individuals on community services board (CSB) waiting 
lists.  This biennial survey continues to be used to document community service needs.  CSB 
waiting lists include individuals who have sought but are not receiving CSB services and current 
recipients of CSB services who are not receiving the types or amounts of services that CSB 
staff have determined they need.  The CSB waiting list database provides demographic and 
service need information about each individual identified as needing community services or 
supports.  Also included in the database are the CSBsô average wait times for accessing 
specific types of services and their prevention service priorities.   

The Comprehensive State Plan 2014-2020 continues to focus on the strategic initiatives 
described in the Departmentôs Creating Opportunities:  A Plan for Advancing Community-
Focuses Services in Virginia (Creating Opportunities Plan) issued on June 25, 2010.  This plan 
identifies behavioral health and developmental services strategic initiatives and major 
Department activities to: 

¶ Support the Commonwealthôs realization of a Commonwealth of Opportunity for all 
Virginians, including individuals receiving behavioral health or developmental services;  

¶ Continue progress in advancing the vision of self-determination, empowerment, 
recovery, resilience, health, and participation by individuals receiving behavioral health 
and developmental services in all aspects of community life; 
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¶ Promote efficient and effective management of services system core functions and 
responsiveness to the needs of individuals receiving services and their families; and 

¶ Communicate the Departmentôs strategic agenda and priority initiatives to key decision-
makers in state government, individuals receiving services and their families, public and 
private providers, advocates, and other interested stakeholders.  

The Creating Opportunities Plan builds on the recommendations of the Departmentôs Integrated 
Strategic Plan (ISP), which was the product of a two-year strategic planning process that 
involved hundreds of interested Virginians and provided a framework for transforming Virginiaôs 
publicly funded behavioral health and developmental services system.   

Comprehensive State Plan 2014-2020 initiatives have been incorporated in the Agency 
Strategic Plan (ASP) and associated Service Area Plans prepared as part of the 2014-2016 
performance budgeting submission to the Virginia Department of Planning and Budget (DPB).  
Using a uniform structure and cross-agency taxonomy of state programs and activities provided 
by DPB, the Departmentôs ASP aligns the Departmentôs vision, goals, services, objectives, and 
resource plans with the guiding principles, long-term vision, and statewide objectives 
established by the Council for Virginiaôs Future.  The Council was established by Ä2.2-2684 of 
the Code of Virginia to advise the Governor and the General Assembly on implementation of the 
Roadmap for Virginiaôs Future process.   

The draft Comprehensive State Plan 2014-2020 was placed on the Departmentôs website for 
public review and comment on October 11, 2013.  Copies also were provided to individuals 
upon request.  The Department received five comments by mail or email.  At its December 5, 
2013 meeting, the State Board reviewed these comments and considered changes proposed by 
the Department in response to this public comment. 
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II. SERVICES SYSTEM OVERVIEW 

Services System Structure and Statutory Authority 

The public behavioral health and developmental services system in Virginia includes the 
Department; a state policy board appointed by the Governor; nine state hospitals, five training 
centers, a medical center, and a behavioral rehabilitation center for sexually violent predators 
(SVP) operated by the Department; and 39 community services boards and one behavioral 
health authority (referred to as CSBs) that provide services directly or through contracts with 
private providers.  Maps of CSB service areas and the locations of state facilities are contained 
in Appendix A.   

The following diagram illustrates the relationships among these services system components.  
Solid lines depict a direct operational relationship between the involved entities (e.g., the 
Department operates state facilities).  Broken lines represent non-operational relationships (e.g., 
policy direction, contract or affiliation agreement, or coordination). 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
Title 37.2 of the Code of Virginia establishes the Department as the state authority for the 
Commonwealth's publicly-funded behavioral health (BH) and developmental (DEV) services 
system.  BH services are provided to individuals with mental health or substance use disorders 
and DEV services are provided to individuals with intellectual disability.  By statute, the State 
Board provides policy direction for Virginiaôs services system.  Descriptions of populations 
receiving BH or DV services are provided in Appendix B. 

The mission of the Departmentôs central office is to provide leadership and service to improve 
Virginiaôs system of quality treatment and prevention services and supports for individuals and 
families whose lives are affected by mental health or substance use disorders or intellectual 
disability.  The central office seeks to promote dignity, choice, recovery, and the highest 
possible level of participation in work, relationships, and all aspects of community life for these 
individuals.   

Department of Behavioral Health 
and Developmental Services 

State Board of 
Behavioral Health 

and Developmental 
Services 

 

Community Services 
Boards & Behavioral 

Health Authority 

¶ Serve as the single point of 
entry into the public 
behavioral health and 
developmental services 
system;  

¶ Provide and contract for 
community-based services, 
and 

¶ Coordinate services 

 

Nine State Hospitals  

Acute Admission, Extended 
Rehabilitation, Behavioral 
Rehabilitation, Forensic, 

Geriatric, and Child/Adolescent 
Services 

 

Five Training Centers* 

Provide Residential ICF/ID, 
Care, Skilled Nursing, 
Specialized Training 

*SVTC is scheduled to close 
in FY 14 and NVTC in FY 15 

Licensed Private 
Providers That May or 
May Not Contract with 

CSBs 

CSB Services and Supports 

Emergency, Local Inpatient, Outpatient, Case Management, Day 
Support, Employment, Residential, Prevention, Early 

Intervention, Assessment and Evaluation, Motivational 
Treatment, Consumer Monitoring, and Consumer-Run Services 

 

 

Preadmission 
Screening 

and 
Discharge 
Planning 

 

Preadmission 
Screening 

and 
Discharge 
Planning 

 

Peer Provided and 
Consumer-Run 

Services Not Funded 
by CSBs 

Hiram Davis Medical 
Center 

Behavioral Rehabilitation 
Center (SVP) 
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Responsibilities of the Department include: 

¶ Providing leadership that promotes strategic partnerships among and between CSBs, 
state facilities, and the central office and effective relationships with other agencies and 
providers; 

¶ Providing services and supports in state hospitals and training centers; 

¶ Supporting the provision of accessible and effective behavioral health and 
developmental services and supports provided by CSBs and other providers; 

¶ Assuring that public and private providers of behavioral health or developmental services 
and supports adhere to licensing standards; and 

¶ Protecting the human rights of individuals receiving behavioral health or developmental 
services. 

Community Services Boards Characteristics and Trends 

Community services boards (CSBs) are established by the 134 local governments in Virginia 
pursuant to Chapters 5 or 6 of Title 37.2 of the Code of Virginia and may serve single or multiple 
jurisdictions.  CSBs provide services directly and through contracts with private providers, which 
are vital partners in delivering behavioral health and developmental services.  CSBs function as 
the single points of entry into publicly funded behavioral health and developmental services, 
including access to state facility services through preadmission screening, case management 
and coordination of services, and discharge planning for individuals leaving state facilities.  
CSBs advocate for individuals who are receiving services or who are in need of services, act as 
community educators, organizers, and planners, and advise their local governments about 
behavioral health and developmental services and needs. 

Section 37.2-100 of the Code of Virginia defines three types of CSBs: operating CSBs, 
administrative policy CSBs, and policy-advisory CSBs with local government departments.  
Chapter 6 in Title 37.2 of the Code authorizes certain localities to establish behavioral health 
authorities (BHAs).  In this Plan, CSB or community services board means CSB, BHA, and local 
government department with a policy-advisory board.  Numbers of CSBs that function as local 
government departments (LGDs) and that serve single or multiple jurisdictions by CSB 
classification follow: 

Combined Classification of Community Services Boards 

 
CSB Classification Functions as LGD 

Cities and/or Counties Served 
           One                   Two or More Total CSBs 

Administrative Policy CSBs1 7 7 3 10 

LGD with Policy-Advisory CSB 1 1 0 1 

Operating CSB2 0 2 26 28 

Behavioral Health Authority2 0 1 0 1 

TOTAL CSBs 8 11 29 40 

    1 Seven of these CSBs are city or county departments; even though 3 CSBs are not, all use local government employees to 
staff the CSB and deliver services. 

    2 Employees in these 28 CSBs and in the BHA are board rather than local government positions. 

While not part of the Department, CSBs are key operational partners with the Department and 
its state facilities in Virginiaôs public behavioral health and developmental services system.  The 
Departmentôs relationships with all CSBs are based on the community services performance 
contract, provisions of Title 37.2 of the Code of Virginia, State Board policies and regulations, 
and other applicable state or federal statutes or regulations.  The Department contracts with, 
provides consultation to, funds, monitors, licenses, and regulates CSBs.  More information 

about CSBs is available in the 2012 Overview of Community Services in Virginia. 

http://www.dbhds.virginia.gov/documents/OCC-CSB-Overview.pdf
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CSB Mental Health Services 

In FY 2013, 112,121 individuals received CSB mental health (MH) services.  This represents an 
unduplicated count of all individuals receiving any MH services.   

Number of Individuals Receiving Mental Health Core Services in FY 2013 

Core Service # Served Core Service # Served 

Local Inpatient Services  Group Supported Employment 76 

Outpatient Services 93,564 TOTAL Employment Services 1,282 

Assertive Community Treatment 2,992 Highly Intensive Residential  78 

TOTAL Outpatient Services 96,556 Residential Crisis Stabilization 4,609 

Case Management Services 57,341 Intensive Residential  528 

Day Treatment/Partial Hospitalization 4,929 Supervised Residential  902 

Ambulatory Crisis Stabilization Services 1,397 Supportive Residential 6,099 

Rehabilitation Services 4,453 TOTAL Residential Services 12,216 

TOTAL Day Support Services 10,779 TOTAL Individuals Served 178,174 

Sheltered Employment Services 37 TOTAL Unduplicated Individuals 112,121 

Supported Employment  1,169  

Source:  2013 Community Services Performance Contract Annual Reports, DBHDS. 

Between FY 1986 (the first year that annual performance contract data was submitted by CSBs) 
and FY 2013, the numbers of individuals receiving various CSB mental health services grew 
from 135,182 to 178,174 (32 percent).  In FY 2008, the Department created a new service 
category that includes Emergency and ancillary services (e.g., Motivational Treatment, 
Consumer Monitoring, Early Intervention, Assessment and Evaluation, and Consumer-Run 
Programs), which previously had been classified separately by program area.  Between FY 
2008 and FY 2013, the unduplicated number of individuals receiving CSB MH services 
increased from 101,796 to 112,121 (10.1 percent).   

In FY 2013, of the 80,453 adults receiving mental health services, 49,471 adults (60.44 percent) 
had a serious mental illness and of the 33,075 children receiving mental health services, 25,931 
(77.66 percent) had or were at risk of having a serious emotional disturbance. 

CSB Developmental Services 

In FY 2013, 20,248 individuals received CSB developmental (DEV) services.  This represents 

an unduplicated count of all individuals receiving any DEV services.   

Number of Individuals Receiving Developmental Core Services in FY 2013 

Core Service # Served Core Service # Served 

Outpatient Services 645 Highly Intensive Residential  206 

Case Management Services 18,466 Intensive Residential 844 

Rehabilitation or Habilitation 2,490 Supervised Residential  379 

TOTAL Day Support Services 2,490 Supportive Residential  1,251 

Sheltered Employment Services 598 TOTAL Residential Services 2,680 

Transitional or Supported Employment  934 TOTAL Individuals Served 26,236 

Group Supported Employment 423 TOTAL Unduplicated Individuals 20,248 

TOTAL Employment Services 1,955  

Source:  2013 Community Services Performance Contract Annual Reports, DBHDS 
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Between FY 1986 and FY 2013, the numbers of individuals receiving various CSB 
developmental services increased from 20,329 to 26,236 (29 percent).   

CSB Substance Abuse Services 

In FY 2013, 34,382 individuals received substance abuse (SA) services from CSBs.  This 
represents an unduplicated count of all individuals receiving any SA services.   

Number of Individuals Receiving Substance Abuse Core Services in FY 2013 

Core Service # Served Core Service # Served 

Local Inpatient 39 Highly Intensive Residential Services 2,735 

Community-Based SA Medical Detox Inpatient 237 Residential Crisis Stabilization Services 338 

TOTAL Local Inpatient Services 285 Intensive Residential Services 3,288 

Outpatient Services 26,591 Supervised Residential Services 268 

Medication Assisted Treatment 2,088 Supportive Residential Services 62 

TOTAL Outpatient Services 28,679 TOTAL Residential Services 6,691 

Case Management Services 10,166 TOTAL Individuals Served 46,588 

Day Treatment/Partial Hospitalization 767 TOTAL Unduplicated Individuals 34,382 

TOTAL Day Support Services 767  

Source:  2013 Community Services Performance Contract Annual Reports, Department. 

Between FY 1986 and FY 2013, the numbers of individuals receiving various CSB substance 
abuse services declined from 52,942 to 46,588 (12 percent).  In FY 2008, the Department 
created a new service category that includes Emergency and ancillary services (e.g., 
Motivational Treatment, Consumer Monitoring, Early Intervention, Assessment and Evaluation, 
and Consumer-Run Programs), which previously had been classified separately by program 
area., which previously had been classified separately by program area.  Between FY 2008 and 
FY 2013, the unduplicated number of individuals receiving CSB substance abuse services 
decreased from 43,657 to 34,382 (21 percent). 

CSB Emergency and Ancillary Services 

In FY 2013, 58,300 individuals (unduplicated) received CSB emergency services and 67,735 
received the following ancillary services.  Additionally, 6,928 individuals received services in a 
consumer-run program.   

Number of Individuals Receiving Ancillary Services in FY 2012 

Core Service # Served Core Service # Served 

Motivational Treatment 4,541 Early Intervention Services 2,429 

Consumer Monitoring Services 7,685 TOTAL Individuals Served 71,852 

Assessment and Evaluation 57,197 TOTAL Unduplicated Individuals 67,735  

Source:  2013 Community Services Performance Contract Annual Reports, DBHDS 

Unduplicated Count of Individuals Receiving CSB Services 

With the implementation in FY 2004 of the Community Consumer Submission (software that 
extracts and transmits encrypted data from CSB information systems to the Department), a 
totally unduplicated count of individuals receiving CSB services across all program areas 
became available for the first time.  In FY 2013, the total unduplicated count of individuals 
served was 213,902. 
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Appendix C contains detailed information on CSB service utilization trends.  Core services 
definitions are at Core Services Taxonomy 7.2. 

State Facility Characteristics and Trends 

State Hospitals 

The Department operates eight state hospitals for adults: Catawba Hospital (CH) in Catawba 
(near Salem), Central State Hospital (CSH) in Petersburg, Eastern State Hospital (ESH) in 
Williamsburg, Piedmont Geriatric Hospital (PGH) in Burkeville, Northern Virginia Mental Health 
Institute (NVMHI) in Falls Church, Southern Virginia Mental Health Institute (SVMHI) in Danville, 
Southwestern Virginia Mental Health Institute (SWVMHI) in Marion, and Western State Hospital 
(WSH) in Staunton. The Department also operates one behavioral facility for children with 
serious emotional disturbance: the Commonwealth Center for Children and Adolescents 
(CCCA) in Staunton. 

State hospitals provide highly structured intensive inpatient services, including a range of 
psychiatric, psychological, psychosocial rehabilitation, nursing, support, and ancillary services. 
All facilities are accredited by The Joint Commission as meeting standards of quality care to 
provide assessment, stabilization and comprehensive treatment. Specialized programs are 
provided to older adults, children and adolescents, and individuals with a forensic status. State 
hospital operating (staffed) bed capacities and FY 2013 average daily census (ADC) follow. 

State Hospital Operating Capacities* and FY 2013 Average Daily Census 

MH Facility Beds ADC MH Facility Beds ADC 

Catawba Hospital 120 92 Piedmont Geriatric 135 102 

Central State Hospital 279 204 Southern VA MHI   72 65 

CCCA 48 32 Southwestern VA MHI  162 149 

Eastern State Hospital  302 258 Western State Hospital  246 214 

Northern VA. MHI   123 116 Total Operating Capacity (Beds) & ADC 1,487 1,233 

* As of 9/12/2013. Note: HDMC, with an operating capacity of 87 beds and an ADC of 57 is not included in this table.  

Additionally, the Department also operates Hiram Davis Medical Center (HDMC) in Petersburg 
to provide medical services for patients. Between FY 2003 and FY 2013, the state hospital 
average daily census, excluding HDMC, declined by 376 or 23 percent (from 1,609 to 1,233). 
Admissions, excluding the HDMC, declined by 33 percent (from 5,946 to 3,959) and separations 
(discharges) declined by 33 percent (from 6,008 to 4,005). 
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Note: Includes Virginia Treatment Center for Children from 1977 - 1991, when it transferred to the Medical College of Virginia. 

Training Centers 

The Department operates five training centers to serve individuals with intellectual disability: 
Central Virginia Training Center (CVTC) in Lynchburg, Northern Virginia Training Center 
(NVTC) in Fairfax, Southside Virginia Training Center (SVTC) in Petersburg, Southeastern 
Virginia Training Center (SEVTC) in Chesapeake, and Southwestern Virginia Training Center 
(SWVTC) in Hillsville.  Training centers provide highly structured habilitation services, including 
residential care and training in areas such as language, self-care, independent living, 
socialization, academic skills, and motor development for individuals with intellectual disability.   

All training centers are certified by the U.S. Centers for Medicare and Medicaid as meeting 
Medicaid Intermediate Care Facility for Individuals with Intellectual Disability (ICF/ID) standards 
of quality.  CVTC also provides skilled nursing services.  July 2013 operating (staffed) bed 
capacities and FY 2013 average daily census (ADC) for each training center follow. 

Training Center Operating Capacities* and FY 2013 Average Daily Census 

Training Center Beds ADC Training Center Beds ADC 

Central Virginia Training Center   346 314 Southside Virginia Training Center   129 156 

Northern Virginia Training Center   152 142 Southwestern Virginia Training Center   186 163 

Southeastern Virginia Training Center 186 92 Total Operating Capacity (Beds) & ADC 999 868 

* As of 9/12/2013. On 11/21/13, SEVTC had 85 operational beds and 81 residents.  SVTC had 67 residents at the center. 

In FY 1976 the ADC for all training centers was 4,293.  By 2013, the total ADC for all centers 
was 868, an 80 percent reduction.  In July 2013, the number of occupied training center beds 
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was 772, down from 947 in July 2012 and 1,063 in July 2011.  The following graphs depict ADC, 
admission, and separation trends since 1977.   

 
 

 

Note:  FY 2013 training center admissions include 20 for respite, 12 emergency admissions, and 3 long-term admissions. 

Virginia Center for Behavioral Rehabilitation 

The Department operates the Virginia Center for Behavioral Rehabilitation (VCBR) in Burkeville 
to provide treatment of sexually violent predators.  The VCBR operating (staffed) bed capacity 
was 450 and its FY 2013 average daily census (ADC) was 296.  In FY 2013, VCBR experienced 
48 admissions and 31 separations.  Between FY 2008, when the VCBR moved to its new 
location in Burkeville, and FY 2013, the VCBR average daily census increased more than 400 
percent (from 57 to 296).  

Profile of Individuals Receiving Services and Supports in State Facilities 

In FY 2013, 5,772 individuals were served in state facilities.  Of these, 4,408 unduplicated 
individuals received 5,230 episodes of care in state hospitals; 986 unduplicated individuals 
received 1,013 episodes of care in training centers, and 344 unduplicated individuals were 
served at VCBR.  In general, the individuals served in state facilities are white (61 percent), 
male (63 percent), between 18 and 64 years of age (79 percent), and receiving mental health 
support services (76 percent).   
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The average age of individuals served in training centers was 52 years of age and their average 
length of stay was 33 years, with 31 (nine percent) of the episodes of care being three weeks or 
less and 141 (14 percent) being more than 50 years.  

During FY 2013, 48 individuals were admitted to VCBR and 31 individuals were discharged.  All 
of the individuals were male and 96 percent were between 21 to 64 years of age. 

Appendix D contains detailed information on state facility utilization, including the numbers 
served, average daily census, admissions, separations, and utilization by CSB. 

Unduplicated Count of Individuals Receiving Public Behavioral Health or Developmental 
Services 

In FY 2013, 219,694 individuals received services in the public behavioral health and 
developmental services system through CSBs, which served 213,902 individuals, or state 
facilities, which served 5,772 individuals.  These figures are unduplicated within each CSB or 
state facility, but they are not unduplicated: 

¶ Across CSBs, that is, a person may receive services from more than one CSB; or 

¶ Between CSBs and state facilities. 

The following pie charts depict the numbers, age distribution, and racial distribution of 
individuals receiving services from CSBs or state facilities in FY 2013.  These charts do not 
include individuals receiving Part C infant and toddler services. 
 

 
 

As of November 22, 2013, the number of individuals receiving Medicaid Intellectual Disability 
Home and Community-Based Waiver (ID waiver) services totaled 9,804.  This chart includes 
3,853 individuals who received these services from CSBs in FY 2013.  Also included are 2,278 
individuals who received acute, short term mental health inpatient psychiatric services through 
local inpatient purchase of services funding in their communities.    
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* Combines American Indian, Alaskan Native, Asian, Multi-Racial and Other Racial categories 

The racial and ethnic diversity of the population served by CSBs is greater than that of the state 
facilities, with higher percentages of individuals from multi-racial and other classifications 
receiving services compared to individuals served in state facilities.  Numbers and percentages 
of individuals of Hispanic origin receiving services totaled 12,138 (5.7 percent) in CSBs and 158 
(2.7 percent) in state facilities.  According to the 2010 Census, 7.9 percent of Virginiaôs 
population is of Hispanic origin. 

Licensed Providers of Behavioral Health or Developmental Services 

In FY 2013, the Department licensed 844 providers of behavioral health, developmental, 
developmental disability waiver, and residential brain injury services.  Collectively, these entities 
provided 2,038 services in 7,063 locations.  Between FY 2012 and FY 2013, the number of 
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licensed providers increased by nine percent, licensed services increased by 10 percent, and 
licensed service locations increased by 12 percent.  Licensed providers must meet and adhere 
to regulatory standards of health, safety, service provision, and individual rights. 

Services System Partnerships 

State Level Partnerships 

The Department continues to strengthen its partnerships with many state agencies and other 
organizations that are involved in the provision of services and supports to or interact with 
individuals with mental health or substance use disorders, intellectual or other developmental 
disabilities, or co-occurring disorders.  These partnerships help to raise awareness of the needs 
and challenges of individuals receiving behavioral health and developmental services, provide 
opportunities for coordinating state-level policy direction and guidance to local services systems, 
and support statewide and community-based initiatives that promote access to and continuity of 
needed services and supports.   

Medicaid:  Medicaid is the largest single source of funds for community behavioral health 
and developmental services.  The Department and the Department of Medical Assistance 
Services (DMAS) work closely in policy development, provider expansion, provider 
education and training, development of quality assurance measures, and provider oversight. 

Social Services:  The Department and the Department of Social Services (DSS) 
collaborate through a variety of programs and services to help individuals cope with and 
recover from the effects of poverty, abuse, or neglect and achieve self-sufficiency.  This 
includes services to families who are TANF recipients, to families confronting child custody 
issues, and to substance-exposed infants and their families. 

Housing:  The Department partners with the Virginia Housing Development Authority 
(VHDA) and Department of Housing and Community Development (DHCD) to promote, 
enhance, and develop housing opportunities for individuals receiving behavioral health 
services.  It also works with the Virginia Coalition to End Homelessness and supports 
Projects for Assistance in Transition from Homelessness (PATH) outreach and engagement 
activities for individuals who are homeless and recovery-focused housing alternatives, such 
as Oxford Houses, for individuals with substance use disorders. 

Primary Health Care:  The Department partners with a number of agencies and entities, 
including the Virginia Department of Health (VDH), Department of Health Professions 
(DHP), the Virginia Community Healthcare Association, Virginia Rural Health Resource 
Center, Virginia Hospital and Healthcare Association, Virginia College of Emergency 
Physicians, and Virginia Association of Free Clinics to promote access to integrated primary 
and behavioral health care. 

Employment Services and Supports:  Mental health and substance abuse employment 
initiatives with the Department for Aging and Rehabilitative Services (DARS) provide 
specialized vocational assistance services in CSBs.  A multi-agency initiative involving the 
Department, DARS, DMAS, and the academic community created Virginia-specific 
WorkWORLDTM software to support people with disabilities who are making decisions about 
gainful work activity and the use of work incentives.  Department support has expanded 
training on Social Security work incentives and other benefits counseling to support its use. 

Criminal Justice and Juvenile Justice Services:  The Department works with the 
Department of Corrections (DOC), Department of Juvenile Justice (DJJ), and Department of 
Criminal Justice Services (DCJS) in ongoing efforts to improve screening, ensure 
appropriate treatment and supports, and enhance interagency planning and coordination to 
better meet the needs of individuals involved with the criminal justice system. This includes 
support for jail diversion programs such as Crisis Intervention Teams (CITs) and CSB 
provision of short-term behavioral health services in jails and juvenile detention centers. 
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Region 1 
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Region 4 

Regional Planning Partnerships 

DCJS and the Department have jointly provided training in behavioral health evaluation and 
treatment methods for law enforcement personnel, including jail security staff. 

Education:  The Department partners with the Department of Education (DOE) to support 
collaborative activities between schools and the behavioral health and developmental 
services system.  For children from birth to three, the Department is the lead agency for 
services under Part C of the Individuals with Disabilities Education Act.  DOE is involved 
with all state initiatives focused on Part C services, including the state Virginia Interagency 
Coordinating Council for Part C.  For the school age population, intensive efforts continue 
with DOE to keep children in their homes and community schools and to improve in-school 
support for children with behavioral health problems. 

Advocacy:  The Department central office and state facilities work cooperatively with the 
disAbility Law Center of Virginia (dLCV) (formerly the Virginia Office for Protection and 
Advocacy) to protect and advocate for the human and legal rights of individuals receiving 
behavioral health or developmental services.  Section 51.5-37.1 of the Code of Virginia 
requires the Department to report all deaths and critical incidents to the dLCV within 48 
hours of occurrence or discovery and provide follow-up reports. 

Local Interagency and Regional Planning Partnerships 

The 134 cities or counties in Virginia continue to be vital members of the state-local partnership 
that enables the provision of community behavioral health and developmental services to more 
than 190,000 Virginians annually.  Local governments partner with the Department through the 
CSBs that they established and maintain and through their financial and other support of 
services offered by those CSBs.   

CSBs maintain critical interagency partnerships with local agencies, including school systems, 
social services, local health departments, and area agencies on aging.  Services provided by 
these local agencies include auxiliary grants for assisted living facilities, Medicaid eligibility 
determinations, various social services, guardianship programs, health care, vocational training, 
housing assistance, and services for TANF recipients.  Local agencies also may participate on 
Part C local interagency coordinating councils and provide Part C services to infants and 
toddlers. 

Seven regional partnerships have been established to facilitate regional services planning and 
promote regional utilization management.  A map of these regional partnership areas follows. 
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These partnerships provide forums to address regional challenges and service needs and 
collaboratively plan and implement regional initiatives.  Partnership participants include CSBs, 
state facilities, community inpatient psychiatric hospitals and other private providers, individuals 
receiving services, family members, advocates, and other stakeholders.  Each regional 
partnership has established a regional utilization review team or committee to manage the 
regionôs use of inpatient beds. 

Partnerships with Private Providers 

Private provider participation is another major strength of the Commonwealthôs behavioral 
health and developmental services system.  This participation has grown dramatically in recent 
years and private sector is a vital partner with CSBs in serving people with mental health or 
substance use disorders, intellectual disability, or co-occurring disorders.  Private providers 
serve have contracts with CSBs to provide a range of services and supports, including acute 
inpatient psychiatric services purchased by CSBs from psychiatric hospitals or hospitals with 
psychiatric units for individuals receiving CSB services.  Private providers also serve thousands 
of other individuals directly.  In 2011, the percent of Medicaid payments received for covered 
mental health, developmental, and substance abuse services by private providers (PPs) 
compared to CSBs follows: 

 Medicaid Payments to:  Medicaid Payments to: 

Medicaid Services PPs CSBs Medicaid Services PPs CSBs 

MH Rehabilitation Services 76% 24% Habilitation (ID Waiver) Services 79% 21% 

MH Clinic Services 5% 95% Total Medicaid Reimbursements 68% 32% 

SA Services 12% 88%    

The continued expansion of Medicaid waiver services and some Medicaid rehabilitation services 
have been major factors influencing growth in the number of private providers.  Also, local 
private psychiatric hospitals and hospital emergency departments often serve as the front line in 
the delivery of emergency response services to individuals with mental health or substance use 
disorders or intellectual disability. 

Services System Funding and Trends 

Charts depicting the services systemôs total resources in the public behavioral health and 
developmental services system for FY 2013 from ALL SOURCES (rounded and in millions), 
including the Departmentôs final adjusted appropriation, local matching funds, all fees, and 
Medicaid payments to private vendors follow.  
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Community services funding includes CSB expenditures and private providers of Medicaid 
funds for community services.  CSB funding includes state general funds, federal funds, local 
government appropriations, charitable donations, in-kind contributions, and fees.  The 
overwhelming share of local funds is provided by the 134 cities or counties that established the 
40 CSBs.  Fees include Medicaid, Medicare, and private insurance payments and payments 
from individuals receiving services.  Other funds include workshop sales, retained earnings, and 
one-time funds.  State facility funding includes state general funds, federal funds, Medicaid, 
Medicare, commercial insurance, private payments, MH Commitment Fund, and other 
revenues.  The Departmentôs central office funding includes state general funds, federal funds, 
and special funds. 

Total FY 2013 Services System Funding by Fund Source:  $2.492 Billion 

 

 

Total Services System Funding Trends by Funding Source 
FY 2000 ï FY 2013 

 
The dollars in the table above and the chart on the next page are in millions 
 

State General Funds 
 $564.3  
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10% 

Medicaid Federal  
$726.4 
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Other Fees  
 $162.4  

6% 

Federal Grants  
$69.4 
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 FY 2000 FY 2002 FY 2004 FY 2006 FY 2008 FY 2010 FY 2012 FY 2013 

State General Funds 399.90 408.20 408.70 482.40 544.90 526.60 545.80 564.3 

Federal Grants 56.20 72.20 78.70 68.50 70.00 70.70 69.80 69.4 

Medicaid - State 209.00 256.90 302.10 390.90 518.60 497.00 716.40 726.4 

Medicaid - Federal 223.20 273.30 303.70 390.90 518.60 797.00 716.40 726.4 

Other/Fees 102.00 92.80 99.00 115.80 124.10 115.80 114.30 162.4 

Local Match 115.90 149.30 166.20 196.20 227.60 214.50 234.30 243.4 

Total $1,106.20 $1,252.70 $1,358.40 $1,644.80 $2,004.00 $2,221.60 $2,397.00 $2,492.2 
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The chart below depicts Medicaid payments for behavioral health and developmental services 
by provider.    
 

FY 2013 DMAS Medicaid Payments for Behavioral Health and Developmental Services  

Funding:  $1.4907 Billion 
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III. PREVALENCE ESTIMATES 

When planning for needed behavioral health and developmental services, it is important to have 
a sense of how many individuals could potentially need care.  This section uses national 
epidemiological studies to extrapolate the prevalence in Virginia of adults with serious mental 
illnesses, children and adolescents with serious emotional disturbance, individuals with 
intellectual disability or developmental disability, and individuals with substance use disorders. 
The source of Virginia population counts for the following estimates is the Weldon Cooper 2012 
age-sex estimate, released July 2013. 

Only a portion of these individuals will seek services from the public behavioral health and 
developmental services system.  Some will not seek services and others will be served by 
private providers. 

Estimated Prevalence for Adults with Serious Mental Illnesses:  Using Virginia results from 
the September 2012 report by the National Association of State Mental Health Program 
Directors Research Institute State Data Infrastructure Coordinating Center) for the U.S. Center 
for Mental Health Services (CMHS) 341,773 (5.4 percent) of Virginia adults have a serious 
mental illness.   

Estimated Prevalence for Children and Adolescents With Serious Emotional Disturbance:  
Using the methodology published by CMS in the Federal Register, Volume 63, No. 137, Friday, 
July 17, 1998, between 117,592 and 143,724 Virginia children and adolescents (ages 9-17) 
have a serious emotional disturbance (level of functioning score of 60) and between 65,329 and 
91,461 have serious emotional disturbance with extreme impairment (level of functioning score 
of 50).   

Estimated Prevalence for Individuals with Intellectual Disability:  National research on the 
prevalence of intellectual disability range from 1 and 3 percent of the population over age 6 (Arc 
of the United States, October 2004).  A conservative approximation (using a 1 percent rate) 
estimates that 76,763 individuals age 6 and over in Virginia have intellectual disability.  

Estimated Prevalence for Individuals with Developmental Disabilities:  Using the 1.8 
percent rated recommended by the U.S. Centers for Disease Control and Prevention (CDC) and 
the U.S. Administration on Developmental Disabilities (ADD) to state DD Councils, 147,346 
Virginians may have a developmental disability.  Recent estimates by the CDCôs National Center 
for Health Statistics are that one in 88 children have an autism spectrum disorder. 

Estimated Prevalence for Infants and Toddlers in Need of Early Intervention Services:  
The Department estimates that 116,190 Virginiaôs infants and toddlers ages 0 to 3 are 
potentially eligible for Part C services.  This is based on national and Virginia studies of children 
with specific diagnoses, estimates of children with delay influenced by Virginia poverty rates, 
prevalence of low birth weight children, children identified on the hearing registry; children 
assessed and requiring services in one year, and rates of states with comparable eligibility.  

Estimated Prevalence for Individuals with Substance Use Disorders:  Using Virginia results 
from the 2010 and 2011 NSDUHs, prevalence estimates of substance abuse and dependence 
in the past year for individuals ages 12 and over from the follow: 

¶ Dependence on or abuse of any illicit drug ï 175,234 (2.54 percent) Virginians are 
dependent on or abuse illicit drugs.  Of these 122,112 met the criterion for dependence. 

¶ Dependence on or abuse of alcohol ï 477,409 (6.92 percent) Virginians are dependent on 
or abuse alcohol.  Of these 209,729 met the criterion for dependence. 

Appendix E provides prevalence estimates for serious mental illness, serious emotional 
disturbance, intellectual and development disability, and drug and alcohol dependence by CSB.  
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IV. CURRENT AND FUTURE SERVICE NEEDS 

Waiting Lists for Services Provided by CSBs 

To document existing service demands, CSBs were asked to complete a point-in-time CSB 
survey during the first quarter of calendar year 2013.  Also, for individuals on the Intellectual 
Disability (ID) and Day Support (DS) waivers, CSBs could enter or update specific services and 
supports needs in the Departmentôs IDOLS (Intellectual Disability On-Line System) database.  
The following table displays the number of individuals who were identified as waiting for 
services and supports.   

Numbers of Individuals on Waiting Lists for Mental Health, Developmental, or Substance 
Abuse Services - 2013 

Numbers Waiting for Services and Supports by Population 
Numbers  

Receiving Some 
CSB Services 

Numbers 
Receiving No 
CSB Services 

 

Total 

Mental Health Services Waiting List Count 

Adults 2,646 572 3,218 

Children and Adolescents 895 373 1,268 

Total Waiting for Mental Health Services 3,541 945 4,486 

Developmental Services Waiting List Count  

Adults on ID/DS Waiver Waiting Lists (IDOLS)*   3,883 

Children and Adolescents on ID/DS Waiver Waiting Lists (IDOLS)* 2,791 

Other Adults Not on ID/DS Waiver Waiting Lists 1,101 116  

Children and Adolescents Not on ID/DS Waiver Waiting Lists   164   40  

Total Reporting CSB Service Status 1,265 156 1,421** 

Total Waiting for Developmental Services   8,095 

Substance Abuse Services Waiting List Count 

Adults 507 514 1,021 

Adolescents 51 32 83 

Total Waiting for Substance Abuse Services 558 546 1,104 

Grand Total on All CSB Services Waiting Lists 13,685 

*As of May 1, 2013.  

**Of the 1,421 adults and children not on waiver wait lists, 141 were on the ID planning wait list (Medicaid eligible), 
885 were not eligible for or had not yet been placed on waiver waiting lists, 31 had a waiver slot but were waiting for 
services or supports not funded by the waiver; and 364 had a waiver slot but continued to wait for waiver services. 

To be included on the waiting list for CSB services, an individual had to have sought the service 
and been assessed by the CSB as needing that service.  CSB staff also reviewed their active 
cases to identify individuals who were not receiving all of the amounts or types of services that 
they needed.  This point-in-time methodology for documenting unmet service demand is 
conservative because it does not identify the number of persons who needed services over the 
course of a year. 

Of those waiting for services, 85 individuals are on mental health services and substance abuse 
services waiting lists, 11 are on mental health services and developmental services waiting lists, 
and only one individual was on developmental services and substance abuse services waiting 
lists.  Appendix F depicts numbers of individuals on waiting lists for mental health, 
developmental, and substance abuse services by CSB.  
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Numbers of Individuals on CSB Mental Health Services Waiting Lists 
Diagnostic Information - 2013 

Diagnosis Adult C & A Diagnosis Adult C & A 

Serious Mental Illness (SMI) 2,361  Co-occurring MI/ID 83 7 

Serious Emotional Disturbance (SED)  840 Co-occurring MI/ID/SUD 17 1 

At Risk for SED  143 Developmental Disability (Not ID) 23 17 

Any Other MI Diagnosis 257 107 Not Known at This Time 208 220 

Co-occurring MI/SUD 734 29 

Numbers of Individuals on CSB Developmental Services Waiting Lists 
Diagnostic Information - 2013 

Diagnosis Adult C & A Diagnosis Adult C & A 

Intellectual Disability 1,769 611 Co-occurring ID/MI/SUD 8 0 

Cognitive Developmental Delay 6 89 Autism Spectrum Disorder 80 90 

At Risk for Cognitive Developmental Delay  15 Developmental Disability (Not ID/or 
Autism) 

33 32 

Co-occurring ID/MI 267 43 

Co-occurring ID/SUD 10 0 Not Known at This Time 4 13 

Numbers of Individuals on CSB Substance Abuse Services Waiting Lists 
Diagnostic Information - 2013 

Diagnosis Adult Adol. Diagnosis Adult Adol. 

Substance Dependence 495 13 Co-occurring SUD/ID 10  

Substance Abuse 260 20 Co-occurring SUD/MI/ID 2  

Any Other SA Diagnosis 37 3 Developmental Disability (Not ID) 1  

Co-occurring SUD/MI 292 28 Not Known at This Time 111 33 

The following table depicts the length of time that individuals were reported to be on CSB 
mental health, developmental, or substance abuse services waiting lists.   

Length of Time on CSB Waiting Lists for All Services - 2013 

 MH Services DEV Services SUD Services   

Total Adult C & A Adult C & A Adult Adol. 

0 to 3 Months 1,704 747 416 304 632 60 3,863 

4 to 12 Months 978 445 639 338 337 21 2,758 

13 to 24 Months 273 55 761 388 33 1 1,511 

25 to 36 Months 115 3 552 315 8 0 993 

37 to 48 Months 63 2 485 345 4 0 899 

49 to 60 Months 26 0 433 323 1 0 783 

61 to 72 Months 12 2 364 285 1 0 664 

73+ Months 24 2 513 1,466 2 1 2,008 

Total 3,195 1,256 4,088 3,718 1,018 83 13,358 

For adults and adolescents reported to be on CSB waiting lists for 60 or more months, the most 
frequently reported mental health or developmental services follow: 
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¶ Mental health services: medication management, psychiatric services, and case 
management; and 

¶ Developmental services: supportive services and case management. 

Tables depicting specific service needs and average wait times reported by CSBs follow. 

Numbers of Individuals Identified as Waiting for Specific Mental Health Services by 
Service - 2013 

Service Adult  C &A  Service Adult C&A 

Outpatient Services 

Psychiatric Services 1,152 506 Intensive In-Home  147 

Medication Management 1,107 295 Assertive Community Treatment 121 7 

Counseling and Psychotherapy 1,226 672  

Case Management 

Case Management 770 217  

Day Support Services 

Day Treatment/Partial Hospitalization 157 151 Rehabilitation  368 6 

Employment Services 

Sheltered Employment 70 1 Group Supported Employment 32  

Individual Supported Employment 324 10  

Residential Services 

Highly Intensive  76 4 Supervised 240 12 

Intensive 113 8 Supportive 708 112 

 

Numbers of Individuals Identified as Waiting for Specific Developmental Services by 
Service - 2013 

Service Adult  C & A Service Adult C&A 

Outpatient Services 

Psychiatric Services 211 75 Behavior Management 182 96 

Medication Management 235 107  

Case Management 

Case Management 271 695  

Day Support Services 

Habilitation (Center Non-Center) 1,574 1,403  

Employment Services 

Sheltered Employment/Prevocational 128 96 Group Supported Employment 81 88 

Individual Supported Employment 925 575  

Residential Services 

Highly Intensive (ICF/ID) 70 20 Supportive (Supported Living, In-Home, 
Personal Assistance, Companion 
Services, Respite) 

1,601 2,908 

Intensive (Congregate) 2,023 2,647 

Supervised (Congregate) 191 61 

Other Supports 

Nursing Services 83 232 Environmental Modifications 350 1,050 
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Service Adult  C & A Service Adult C&A 

Assistive Technology 686 1,804 Personal Response System (PERS) 51 135 

Therapeutic Consultation 355 1,044  

 

Numbers of Individuals Identified as Waiting for Specific Substance Abuse Services by 
Service ï 2013 

Service Adult  Adol. Service Adult Adol. 

Outpatient Services 

Intensive SA Outpatient 307 17 Medication Assisted Treatment 150 13 

Outpatient 468 47  

Case Management 

Case Management 248 16  

Day Support Services 

Day Treatment 37 4 Rehabilitation 27  

Partial Hospitalization 22 0  

Employment Services 

Sheltered Employment 6 0 Group Supported Employment 3 0 

Individual Supported Employment 56 0  

Residential Services 

Highly Intensive 29 2 Supervised 13 3 

Intensive 111 4 Supportive 49 5 

A total of 187 individuals on CSB waiting lists were age 65 or older, including 117 waiting for 
mental health services, 64 waiting for developmental services, and 6 waiting for substance 
abuse services.  Of these, 24 were not currently receiving CSB services and 163 were receiving 
at least one CSB service.   

Average Wait Times in Weeks for CSB Services 

As part of the waiting list survey, CSBs were asked to estimate the number of weeks individuals 
waited prior to their receipt of specific services.  Average wait times for specific services follow.  

Service 

MH Services DEV Services SUD Services 

Adults C & A  Adults C & A  Adults Adolescents 

Outpatient Services 

Medication Services 6 5.75 4.82 5.94 6.48 5.74 

Psychiatric Services 5.9 6.07 5.4 6.16 6.12 5.95 

Counseling & Psychotherapy 6.38 4.28   4.48 3.83 

Behavior Management   45.36 4.5   

Intensive SA Outpatient     1.63 2 

Intensive In-Home  3.33     

Medication Assisted Treatment     9.25 1 

Assertive Community Treatment 11.24      

Case Management Services 

Case Management Services 5.87 2.73 2.89 2.95 5.46 5.07 
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Service 

MH Services DEV Services SUD Services 

Adults C & A  Adults C & A  Adults Adolescents 

Day Support Services 

Day Treatment/Partial Hospitalization 2 2.6   3  

Ambulatory Crisis Stabilization Services 2 N/R*     

Rehabilitation or Habilitation 6.39 2 56.73 63.8 2 N/R* 

Employment Services 

Sheltered Employment  12.83  68.00 150.00 22.00 N/R* 

Group Supported Employment 11.50  86.00 285 20.50 N/R* 

Individual Supported Employment 10.22 2 36 N/R* 15 N/R* 

Residential Services 

Highly Intensive Residential Services 13.00 2 80.9 55.50 3.33 7.00 

Residential Crisis Stabilization Services 1 1 25.33 2 N/R* N/R* 

Intensive Residential Services 21.40 2 79.69 81 4.38 4.50 

Supervised Residential Services 53.73 1.5 66.10 112.00 1.5 N/R* 

Supportive Residential Services 21.83 3 62.18 70.63 13.5 2.00 

ID Waiver Services 

Nursing Services   80.86 49.67   

Environmental Modifications   42.93 26.93   

Assistive Technology   66.35 40.5   

Personal Response System (PERS)   144.26 64   

Therapeutic Consultation   60.5 24.21   

Limited Services Average Wait Time 

   Motivational Treatment Services 2.50 

   Consumer Monitoring Services 15.00 

   Assessment and Evaluation Services 3.67 

   Early Intervention Services 2.83 

   Consumer Run Services 2.00 

* N/R indicates that CSBs did not provide any information regarding wait times for this service. 

Other Indicators of Community-Based Services Needs 

In addition to individuals on waiting lists for CSB services, there are additional disability-specific, 
community-based service needs that are significant and compelling.   

¶ Virginia Department of Education December 1, 2010 counts identified 9,562 students 
ages six to 22+ with a primary disability (as defined by special education law) of 
emotional disturbance and 9,784 students with intellectual disability who are receiving 
special education services.  Counts for children age three to five identified 8,244 children 
with a developmental disability and 935 children with an autism spectrum disorder.  The 
total number of students identified with an autism spectrum disorder was 11,703. 

¶ On January 24, 2013, Virginia communities participated in a statewide one-day point-in-
time count and found 7,625 homeless persons.  Of these, 1,262 individuals (17 percent 
of all persons who were homeless) had been homeless for a year or longer or had been 
homeless at least three times in the previous four years and also had a disabling 
condition (i.e., meeting the HUD definition of chronic homelessness).  As a one-day 
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point-in-time survey, this significantly under reports the total number of individuals who 
are homeless. 

Anticipated Changes Influencing Future Demand for Behavioral Health and 
Developmental Services 

The Department anticipates a variety of factors will affect future demand for services provided 
by the public behavioral health and developmental services system.  These include: 

¶ Increasing services demand resulting from Virginia demographic trends, particularly the: 

o continued significant population growth in Northern, Central, and Eastern Virginia; 

o growing numbers of older adults who will require behavioral health services to enable 
them to reside in their homes or other community placements; and 

o increasing cultural and linguistic diversity of Virginiaôs population; 

¶ Continuing growth in the number of individuals on the urgent and non-urgent waiting lists 
for Medicaid intellectual disability waiver services and supports; 

¶ Increasing referrals to the services system and changing responsibilities for it resulting 
from Patient Protection and Affordable Care Act (PPACA) implementation, including 
changes to Virginiaôs Medical Assistance Program and the federal Mental Health and 
Substance Abuse Administration (SAMHSA) block grants; 

¶ Growing demand for specialized interventions and care by individuals with co-occurring 
combinations of mental illnesses, substance use disorders, intellectual disability or other 
cognitive deficits, chronic medical conditions, or behavioral challenges; 

¶ Growing numbers of individuals receiving behavioral health or developmental services 
who have complex medication regimes or serious medical conditions requiring 
specialized health services; 

¶ Escalating pressures to provide services in a secure environment to individuals who are 
civilly committed to the Department as sexually violent predators; 

¶ Emerging responsibilities to serve individuals with developmental disabilities, including 
autism spectrum disorders; 

¶ Increasing numbers of veterans returning to Virginia from Iraq and Afghanistan who 
have behavioral health service needs; 

¶ Increasing numbers of adults and juveniles in the criminal justice system with identified 
behavioral health service needs; and 

¶ Additional demands for specialized services resulting from the aging of current 
caregivers. 
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V.  SERVICES SYSTEM TRANSFORMATION ï VISION, VALUES, AND 
STRATEGIC DIRECTIONS 

Integrated Strategic Plan for Virginiaôs Services System 

In 2006, the then Department of Mental Health, Mental Retardation and Substance Abuse 
Services adopted Envision the Possibilities: An Integrated Strategic Plan for Virginiaôs Mental 
Health, Mental Retardation, and Substance Abuse Services System (ISP) to provide a strategic 
blueprint for transforming Virginia's publicly-funded services system.  The ISP includes values, 
critical success factors, and implementation action steps that are essential building blocks for 
the realization of the vision of a ñconsumer-driven system of services and supports that 
promotes self-determination, empowerment, recovery, resilience, health, and the highest 
possible level of consumer participation in all aspects of community life including work, school, 
family and other meaningful relationshipsò (State Board Policy 1036 (SYS) 05-3).  The vision 
and strategic framework provided in the ISP respond to the U.S. Supreme Court Olmstead 
[Olmstead v. L.C., 119 S. Ct. 2176 (1999)] and continue to provide strategic direction for 
Virginiaôs behavioral health and developmental services system.  

The ISP affirms that individuals with mental health or substance use disorders or intellectual 
disability are members of the community in which they live and should enjoy the same 
opportunities for quality of life.  It includes the overarching goal to provide or assist individuals in 
obtaining services and supports based on informed choice that would enable them to:  

¶ Attain their highest achievable level of health and wellness; 

¶ Live as independently as possible, with children living with their families; 

¶ Engage in meaningful activities, including school attendance or work in jobs that they 
have chosen; and 

¶ Participate in community, social, recreational, and educational activities. 

The ISP articulated the following services system values and principles.  

¶ Services and supports are person-centered, with the specific needs of each individual at 
the center of service planning and care coordination.  Regardless of where an individual 
lives in Virginia, there is access to a broad array of services and supports that promote 
independence and enable individuals to live in their own homes wherever possible.  
Services and supports are flexible, allow for the greatest amount of individual choice 
possible, and provide an array of acceptable options to meet a range of individual needs. 

¶ A consistent minimum level of services and supports is available across the system, with 
timely access to needed services.  Services and supports are available and delivered as 
close as possible to the individualôs home community in the least restrictive setting 
possible, are culturally and age sensitive and appropriate, and are fully integrated and 
coordinated with other community services.  Services are universally and equally 
accessible regardless of the individualôs payment source. 

¶ The services system is designed to intervene early to minimize crises through early 
screening and assessment, appropriate interventions that keep individuals receiving 
services connected to their families and natural supports, and seamless access to 
services.  Prevention, early intervention, and family support services are critical 
components of the services system.  Crisis services are available 24 hours per day and 
seven days a week. 

¶ Funding follows the individual to the extent possible and not a specific provider or 
service.  Integrated funding reduces complexity and provides flexibility to create choices 
among services and supports that address an individual's unique needs. 

http://www.dbhds.virginia.gov/documents/reports/OPD-IntegratedStrategicPlan.pdf
http://www.dbhds.virginia.gov/documents/reports/OPD-IntegratedStrategicPlan.pdf
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¶ Adults and children requiring services and supports from multiple agencies are provided 
care that is coordinated across agencies. 

¶ Services are of the highest possible quality and are based upon best and promising 
practices where they exist.  Emphasis is placed on continuous quality improvement, 
workforce training and development, and use of technologies that promote efficiency and 
cost effectiveness at the provider and system levels.  

The ISP described the public safety net and serves as the conceptual basis for State Board 
Policy 1038 (SYS) 05-5 The Safety Net of Public Services, which states that the Department 
and CSBs, as partners in the services system, are jointly responsible for assuring to the 
greatest extent practicable the provision of a safety net of appropriate public services and 
supports in safe and secure settings for individuals who: 

¶ Are in crisis or have severe or complex conditions; 

¶ Cannot otherwise access needed services and supports because of their level of 
disability, their inability to care for themselves, or their need for a highly structured or 
secure environment; and 

¶ Are uninsured, under-insured, or otherwise economically unable to access appropriate 
service providers or alternatives. 

Creating Opportunities:  A Plan for Advancing Community-Focused Services in 
Virginia 

The Departmentôs Creating Opportunities strategic planning process involved broad stakeholder 
participation on initial behavioral health and developmental planning teams that were co-led by 
Department staff and community stakeholders and included individuals receiving services, 
family members, advocacy organizations, and representatives of public and private services 
providers, provider associations, universities, and state and local agencies.  Creating 
Opportunities: A Plan for Advancing Community-Focused Services in Virginia, completed in 
June 2010, builds on the vision, values, and the critical success factors in the ISP and continues 
recent services system reform and transformation initiatives to advance a recovery and 
resilience-oriented and person-centered system of behavioral health and developmental 
services and supports.   

The purposes of the Creating Opportunities Plan are to define strategic initiatives to: 

¶ Support the Commonwealthôs realization of a Commonwealth of Opportunity for all 
Virginians, including individuals receiving behavioral health or developmental services; 

¶ Continue progress in advancing the vision of self-determination, empowerment, 
recovery, resilience, health, and participation by individuals receiving services in all 
aspects of community life; 

¶ Promote efficient and effective management of services system core functions and 
responsiveness to the needs of individuals receiving services and their families; and   

¶ Communicate the Departmentôs strategic agenda and priority initiatives to the key 
decision-makers in state government, individuals receiving services and their families, 
public and private providers, advocates, and other interested stakeholders. 

Activities to implement the strategic initiatives identified in the Creating Opportunities plan have 
been incorporated in the Comprehensive State Plan 2014-2020.  
  

http://www.dbhds.virginia.gov/OPD-default.htm#CreatOpp
http://www.dbhds.virginia.gov/OPD-default.htm#CreatOpp
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VI. SERVICES SYSTEM CRITICAL ISSUES AND STRATEGIC INITIATIVES 

Systemwide 

A.  Services System Implementation of Health Care Reform 

Patient Protection and Affordable Care Act 

The Patient Protection and Affordable Care Act (PPACA), passed in March 2010, has three 
primary components that are intended to improve health delivery systems by focusing on 
effective health care rather than volume; expand affordable insurance coverage to all individuals 
who are legally in the United States; and implement private insurance reforms that emphasize 
good care and customer service rather than denials of care: 

¶ Public health - Public Health Trust Fund; national public health and prevention/wellness 
strategy; funding for new evidence-based prevention and wellness, with a focus on rural 
and frontier communities; coverage for preventive care at no cost in many private and 
private plans; and grants to employers for wellness programs; 

¶ Access to coverage and care - Medicaid expansion; new insurance regulations; 
federal-or state-based health insurance exchanges for individuals and small businesses; 
individual mandates; and employer penalties; and 

¶ Cost containment, payment, and delivery reform -  bundled payment and value-
based purchasing initiatives; greater waste, fraud, and abuse measures; medical 
malpractice demonstration grants; quality/outcome reporting by private insurances; and 
comparative effectiveness research, non-profit patient-centered outcomes research 
institute. (Source: Department of Medical Assistance, October 2013) 

PPACA implementation to date has provided a number of private health insurance protections.  
Individuals can stay on their parents plan until their 26th birthday.  Lifetime dollar caps have 
ended and annual limits are being phased out.  Denial of coverage for children with pre-existing 
conditions and co-pays or other out-of-pocket expenses for preventive care have ended (with 
some exceptions).  On January 1, 2014, other major components of the PPACA will become 
effective, including the: 

¶ state option for expanded Medicaid adult coverage; 

¶ creation of Health Benefit Exchanges (marketplaces); 

¶ employer and individual mandates; and 

¶ coverage for adults with pre-existing conditions. 

Virginia has elected to use the federally-facilitated health benefits exchange to compare and 
purchase private health insurance.  Participating plans are required to provide standardized 
essential health benefits, including mental health/substance abuse services, to individuals 
without affordable job-based coverage and small employers.  Premium assistance (tax credits) 
is available based on income.  Almost 518,000 Virginians should be eligible for sliding scale 
federal tax subsidies (http://kff.org/report-section/state-by-state-estimates-of-the-number-of-people-

eligible-for-premium-tax-credits-under-the-affordable-care-act-table-1/). 

Virginiaôs Medicaid Program 

Enrollment in the Virginia Medical Assistance Program (Medicaid) has increased significantly 
during the past decade, even though its eligibility criteria are among the strictest in the nation.  
In 2012, the stateôs Medicaid population was comprised of 604,442 children, 195,681 parents or 
caregivers of children and pregnant women, 79,613 elderly individuals, and 216,734 individuals 
with a disability, including those with intellectual or developmental disabilities, adults with 
serious mental illness, or children with serious emotional disturbance.  Older adults and 
individuals with disabilities represented 27 percent of the stateôs Medicaid population but 

http://kff.org/report-section/state-by-state-estimates-of-the-number-of-people-eligible-for-premium-tax-credits-under-the-affordable-care-act-table-1/
http://kff.org/report-section/state-by-state-estimates-of-the-number-of-people-eligible-for-premium-tax-credits-under-the-affordable-care-act-table-1/
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accounted for 70 percent of Medicaid spending because their intensive needs require more 
costly acute and long-term services. 

Medicaid expenditures increased from just over $3 billion in FY 2002 to $7 billion in FY 2012.  
The Department of Medical Assistance Services (DMAS) identifies top expenditure drivers as 
(1) enrollment growth that expanded coverage to over 400,000 new members in 10 years (an 80 
percent increase); (2) growth in the cost of health care; and (3) significant growth in 
expenditures for home and community based services (HCBS) waivers and community 
behavioral health services.  Although its rate of growth in expenditures is comparable to other 
states, Virginiaôs program ranks near the lowest levels nationally in spending per capita (48th). 

The Virginia Medicaid program currently ranks 44th in parent eligibility and has no coverage for 
childless adults.  Small Area Health Insurance Estimates compiled by the U.S. Census in 2010 
reported that 1,009,463 nonelderly adults (ages 18-64) in Virginia are uninsured.  If Virginiaôs 
Medicaid program were expanded to cover individuals up to 138 percent of the federal poverty 
level (FPL), up to 350,000 low income working parents and other adults could be covered, 
including individuals receiving CSB services, children aging out of Medicaid, and individuals with 
disabilities who are waiting for Medicare. 

Virginiaôs behavioral health and developmental services system has increasingly relied on the 
Medicaid to support several core CSB services through ñState Plan Optionò and HCBS waivers. 
Reforms to the state Medicaid program will have a significant effect on the services system.  In 
FY 2012, CSBs reported that 101,812 unduplicated individuals receiving CSB services were 
Medicaid enrollees.  Of those, 63,910 were receiving mental health services, 17,194 were 
receiving developmental services, 8,314 were receiving substance abuse services, and 46,804 
were receiving other services outside a program area.  An October 2012 survey by the Virginia 
Association of Community Services Boards found that of the 48,367 uninsured individuals over 
age 18 receiving CSB services on October 1, 2012, 21,880 would be eligible for Medicaid 
expansion (if mandated in Virginia) and 5,567 would be in the Health Insurance Exchange 
population. 

SAMHSA estimates that of individuals who would be eligible through a Medicaid expansion, 
about 11.5 percent would have a serious mental illness, 22.3 percent would have serious 
psychological distress, and 20.8 percent would have a substance use disorder.  Among the 
Health Insurance Exchange population, about 7.5 percent would have a serious mental illness, 
20.9 percent would have serious psychological distress, and 23.0 percent would have a 
substance use disorder. 

Without expanding Virginiaôs Medicaid coverage, approximately 195,000 Virginians will not fit 
any of Virginiaôs current Medicaid eligibility groups and have incomes too low to qualify for 
Federal subsidies. 

Reforms to the Virginia Medicaid Program 

With the passage of the PPACA, the Commonwealth launched the Virginia Health Reform 
Initiative (VHRI) to prepare the state for federal health reform implementation and pursue other 
innovative healthcare solutions to leverage the strengths of the stateôs health care delivery 
system.  Goals of this initiative, which involves a wide range of citizen, provider, and business 
stakeholders, include: 

¶ promoting health care delivery system innovations to improve quality and cost-
effectiveness, including ways to reduce the cost of the Medicaid program; 

¶ continuing to provide care to the Commonwealthôs most vulnerable citizens; 

¶ making it easier for Virginians to be healthier through health promotion and disease 
prevention incentives that would encourage individuals to remain healthy; 

¶ facilitating consumer-directed healthcare that would encourage individuals to make 
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informed healthcare decisions and purchase and retain health insurance; and 

¶ seeking to reduce the regulatory burden on all Virginians. 

The VHRI continues to assess and make recommendations in areas of Medicaid reform, 
insurance reform, capacity, delivery and payment reform, and technology.  

The 2013 General Assembly passed a phased program to implement Medicaid reforms to 
improve service delivery, improve administration, and increase benefit engagement prior to 
expansion.  Planned activities in each phase follow. 

Phase 1: Advancing Reforms in Progress 

¶ Initiate the Virginia Dual Eligible Demonstration:  Commonwealth Coordinated Care 
Program, to coordinate and manage health care, behavioral health, and long term 
services and supports for individuals who are eligible for both Medicaid and Medicare; 

¶ Enhance Medicaid program integrity through various audits, fraud control, and claims 
processing edits; 

¶ Transition children in foster care and adoption assistance programs from Medicaid fee-
for-service (FFS) into DMAS-contracted MCOs; 

¶ Implement a new Eligibility and Enrollment System that simplifies administrative 
processes and service access; 

¶ Improve access to comprehensive federal Veteranôs benefits for qualifying Medicaid 
benefits; and 

¶ Contract with a Behavioral Health Services Administrator (BHSA) to oversee the 
community behavioral health provider network, authorize services not currently provided 
through Medicaid MCOs, and reimburse providers for services delivered. 

Phase 2: Improvements in Current Managed Care and FFS Programs 

¶ Establish commercial-like benefit packages and service limits;  

¶ Implement cost sharing and wellness innovations in collaboration with the MCOs; 

¶ Coordinate behavioral health and medical services through the BHSA and DMAS-
contracted MCOs; 

¶ Define limited provider networks and medical homes;  

¶ Develop quality payment incentives; 

¶ Implement managed care data improvements; 

¶ Standardize administrative and other processes for providers; 

¶ Support the health information exchange; 

¶ Implement agency administration simplification; and 

¶ Seek CMS approval of parameters for demonstration projects. 

Phase 3: Moving Forward with Coordination of Long-Term Services and Supports 

¶ Transition the remaining long-term care populations and waivers into cost-effective and 
coordinated delivery models. 
o ID/DD Waiver redesign ï July 2014 ï July 2015; 
o All HCBCS Waiver enrollees in managed care for medical needs (waiver services 

remain out) ï October 2014 
o PACE Program for ID/DD or other pilot programs (health homes) ï July 2015 
o Inclusive coordinated care for HCBS Waiver clients ï July 2016 
o Statewide Coverage of the Commonwealth Coordinated Care Program ï July 2018 

The Medicaid Innovation and Reform Commission (MIRC) was established by the 2013 General 
Assembly to review, recommend, and approve innovation and reform proposals affecting the 
Virginia Medicaid and Family Access to Medical Insurance Security (FAMIS) programs.  DMAS 
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must report to the 2014 General Assembly on its design and implementation plans.  In June 
2013, the VHRI provided feedback on DMAS plans to implement Medicaid reform.  In August 
2013, DMAS sent a Medicaid reform concept paper to CMS entitled ñImplementing Medicaid 
Reform in Virginia:  A Summary of Planned Reforms for Review by the Centers for Medicare 
and Medicaid Services and Interested Stakeholders.ò 

Primary Care-Behavioral Health Integration 

The ñA New Lease on Lifeò (ANLOL) integrated primary care and behavioral health care 
initiative began as a collaborative effort of the Virginia Health Care Foundation, Virginia 
Association of Community Services Boards (VACSB), Virginia Association of Free Clinics 
(VAFC), and the Virginia Community Healthcare Association (VCHA) to improve care integration 
for physical and behavioral heath services.  In December 2009, the Virginia Health Care 
Foundation awarded $2 million over three years to nine collaboratives made up of 13 CSBs, 
seven free clinics, and six community health centers.   

ANLOL has provided a unique coupling of public and private human services organizations that 
have mental health expertise and free clinics and federally-qualified heath centers that have 
health safety net expertise to jointly serve individuals with co-occurring physical and behavioral 
health needs.  This successful integrated care model focuses on bi-directional referrals and 
coordination of care, including information exchange; health promotion and wellness; building 
self-management skills in the population; and measuring outcomes.  Health safety net patients 
are assessed for basic mental health services and individuals with serious mental illness are 
receiving primary medical care.  ANLOL project results have found that treatment of basic 
mental illnesses such as depression and anxiety delivers a huge return on the limited dollars 
invested.  The project has: 

¶ Improved access to services ï Individuals who previously had difficulty accessing 
behavioral or primary health care on their own are now receiving needed services and 
supports.  After 30 months, 6,263 patients had received 18,276 patient visits and $6.7 
million in free medications. 

¶ Improved the quality of services ï Integration of primary and behavioral health care has 
allowed providers with specific clinical expertise to work together to treat the entire 
person and to emphasize wellness and preventive care.  

¶ Improved health outcomes - Behavioral health services are being provided to people 
with previously unrecognized or untreated mental health problems.  Similarly, the health 
status of individuals receiving behavioral health services has improved as previously 
undiagnosed medical conditions are being treated and chronic health conditions are 
successfully managed.  Results include improvements in blood pressure, cholesterol 
levels, body weight indexes, metabolic functions, and diabetes control. 

¶ Improved cost efficiency or cost effectiveness ï Cost efficiencies have been realized by 
bringing Virginiaôs primary and behavioral health safety net systems of care together.  By 
accessing expertise available in the other system, each system has enhanced services 
through efficient utilization of limited funds.  Primary care physicians are being trained in 
the management of co-morbid mental health conditions and mental health case 
management services are being provided to free clinic patients with chronic diseases.   

CSBs participating in ANLOL projects include Alexandria CSB, Arlington CSB, Colonial 
Behavioral Health Board, Eastern Shore CSB, Henrico Area Mental Health and Developmental 
Services, Middle Peninsula/Northern Neck CSB, Danville-Pittsylvania Community Services, 
Prince William County CSB, Richmond Behavioral Health Authority, Chesterfield CSB, 
Goochland-Powhatan Community Services, Rockville Area Community Services, and Alleghany 
Highlands CSB.  In addition, the Fairfax-Falls Church CSB deploys psychiatrists to three 
community health centers and collaborates with two managed care organizations to coordinate 
health and primary care for shared Medicaid clients and the Norfolk CSB is using federal grant 
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funds to establish integrated care at the behavioral health site.  Emerging CSB partnerships to 
integrate care with community health organizations are underway in Northwestern Community 
Services, Harrisonburg-Rockingham CSB, Region Ten CSB, Horizon Behavioral Health, 
Chesapeake CSB, Hampton-Newport News CSB, Loudoun County CSB, and Western 
Tidewater CSB. 

Goal, Objectives, and Implementation Action Steps 

Goal: Implement the Patient Protection and Affordable Care Act and other health care 
reforms in ways that protect the existing health care safety net for individuals with 
behavioral health or developmental service needs. 

Objectives and Implementation Action Steps 

1. Work with DMAS and stakeholders to identify, pilot test, and implement effective 
models of delivery and payment reforms. 

a. Provide information to the Office of Health and Human Resources, Virginia Health 
Reform Initiative Advisory Council, and DMAS regarding the effects of various reform 
proposals on Virginiaôs behavioral health and developmental services system. 

b. Support DMAS efforts to seek behavioral health and developmental services system 
input on proposed Medicaid reform activities. 

c. Work with CSBs, DMAS, and the Behavioral Health Services Administrator to strengthen 
community behavioral health services standards and provider qualifications and assure 
access to quality services and supports. 

d. Participate in the cross-agency eHHR effort led by the Office of Health and Human 
Resources. 

e. Participate with DMAS and other stakeholders in planning and transitioning Medicaid 
long-term services into comprehensive managed and coordinated delivery systems. 

2. Promote implementation of integrated care primary care and behavioral health care 
delivery models across the Commonwealth. 

a. Support existing and emerging CSB initiatives that partner with community health 
organizations to integrate primary care and behavioral health care. 

b. Track and communicate positive outcomes of integrated primary care and behavioral 
health care initiatives. 

B. Services System Quality Improvement and Accountability 

Provider Oversight and Individual Protections 

The Department performs a number of oversight and accountability activities, including: 

¶ Licensing of all behavioral health (mental health and substance use disorder), 
developmental services, developmental disability waiver, and residential brain injury 
services to ensure that providers meet and adhere to regulatory standards of health, 
safety, service provision, and individual rights;  

¶ Protecting individual human rights through a statewide program established to protect 
the fundamental rights of individuals receiving services from state facilities and services 
licensed or funded by the Department;  

¶ Complying with Agency Risk Management and Internal Controls (ARMICS) Standards 
pertaining to compliance with laws, regulations, and practices that assure appropriate 
stewardship over the Commonwealth's assets;  

¶ Conducting state facility annual consultative audits that use a peer review process 
involving teams of colleagues from other state facilities, individuals receiving services, 
and central office staff to review and provide feedback on facility operations and 
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compliance with oversight and accreditation requirements and to provide cross-facility 
mutual sharing of ideas and tools;  

¶ Entering into and monitoring compliance with the biennial Community Services 
Performance Contract, which serves as the primary accountability and funding 
mechanism between the Department and the CSBs; and  

¶ Performing CSB operational reviews to improve service quality and monitor SAMHSA 
block grant compliance. 

Comprehensive Quality Improvement System 

The Department is establishing a comprehensive quality improvement system to ensure that 
individuals who are receiving behavioral heath and developmental services in Virginia obtain 
services and supports that are available and accessible, are of good quality, and meet the 
needs of individuals.  This comprehensive system is being designed to: identify and address 
risks of harm; ensure the sufficiency, accessibility, and quality of services to meet individualsô 
needs; collect and evaluate data to document individual outcomes; and identify and respond to 
trends to ensure continuous quality improvement. 

To meet DOJ Settlement Agreement requirements, initial efforts to develop and implement a 
comprehensive quality improvement system are focused on individuals receiving developmental 
services and supports under the Agreement.  The Agreement requires the collection and 
analysis of reliable data in the following areas: 

¶ Safety and freedom from harm (e.g., neglect and abuse, injuries, use of seclusion or 
restraints, deaths, effectiveness of corrective actions, licensing violations); 

¶ Physical, mental, and behavioral health and well being (e.g., access to medical care 
(including preventative care), timeliness and adequacy of interventions (particularly in 
response to changes in status); 

¶ Avoiding crises (e.g., use of crisis services; emergency room, hospital or training 
center/congregate setting admissions; or contact with criminal justice system); 

¶ Stability (e.g., maintenance of chosen living arrangement, change in providers, 
work/other day program stability); 

¶ Choice and self-determination (e.g., person centered service plans, choice of services 
and providers, individualized goals, self-direction of services); 

¶ Community inclusion (e.g., community activities, integrated work opportunities and living 
options, educational opportunities, relationships with non-paid individuals); 

¶ Access to services (e.g., waitlists, outreach efforts, identified barriers, service gaps and 
delays, adaptive equipment, transportation, availability of services geographically, 
cultural and linguistic competency); and 

¶ Provider capacity (e.g., caseloads, training, staff turnover, provider competency). 

Data collection to identify service quality and accessibility trends, patterns, strengths, and 
problems at the individual, service delivery, and systemic levels; develop preventative, 
corrective, and improvement measures to address identified problems; track the efficacy of 
preventative, corrective, and improvement measures; and enhance outreach, education, and 
training must begin within twelve months of the effective date of the Agreement.  This data will 
come from a wide variety of sources, including:  

¶ Service plans for individuals receiving waiver services; 

¶ Training center discharge plans; 

¶ Case manager reports on case manager contacts and individual health, safety, and 
community integration outcomes; 

¶ ñEmployment Firstò initiative reports; 

¶ Crisis system reports; 



 

 32 

¶ Risk management/incident reporting system reports; 

¶ Licensing inspection assessments; 

¶ Provider quality improvement plans; 

¶ Community Integration Manager and Regional Support Team reports; and 

¶ Quality service reviews (QSRs). 

Inspections of Community Providers: 

The Department conducts regular, unannounced licensing inspections of community providers. 
To meet Settlement Agreement requirements, the Department has developed enhanced visit 
protocols and is conducting more frequent licensure inspections of community developmental 
services providers serving individuals who are in high-risk categories to ensure the adequacy of 
individual services and supports provided to them.  High-risk categories include those who: 

¶ Are receiving services from providers having conditional or provisional licenses;  

¶ Have more intensive behavioral or medical needs;  

¶ Have an interruption in service of greater than 30 days;  

o Encounter the crisis system for a serious crisis or for multiple less serious crises in a 
three-month period;  

o Have transitioned from a training center within the previous 12 months; or  

¶ Reside in congregate settings with five or more individuals. 

In addition, the Department will be upgrading or replacing the current web-based Licensing 
Information System (OLIS). 

Provider Quality Improvement and Risk Management Triggers and Thresholds: 

The Settlement Agreement requires training centers, CSBs, and other community 
developmental services residential and day services providers to develop and implement quality 
improvement programs to identify and address significant service issues in areas such as health 
and safety and community integration.  The Department is working with a team of stakeholders 
to develop guidance for enhanced risk management processes that include uniform risk triggers 
and thresholds related to individual deaths (including suicide and homicide), use of restraint, 
medication errors, falls, fractures, choking, aspiration pneumonia, constipation, self-injurious 
behavior, decubitus ulcer, protective services referrals, injuries or accidents requiring medical 
treatment beyond first aid.  To successfully implement these risk triggers and thresholds, the 
Department will offer training to providers on proactively identifying and addressing risks of 
harm; conducting root cause analysis; and developing and monitoring corrective actions. 

Incident Reporting: 

The Department has enhanced its Computerized Human Rights Information System (CHRIS) 
and has upgraded what was a paper process to a real time, web-based incident reporting 
system to monitor and investigate any suspected or alleged incident of abuse or neglect, 
serious injury, or deaths.  The new incident reporting protocol, which became operational on 
March 27, 2013, requires that any staff of a training center, CSB, or community provider aware 
of such incidents directly report such information into CHRIS. 

Mortality Review: 

The Department has established a mortality review team and is conducting monthly mortality 
reviews for unexplained or unexpected deaths reported through CHRIS within 90 days of the 
death.  This team interviews, as warranted, any persons having information regarding the 
individual's care and reviews or documents the unavailability of: 

¶ medical records, including physician case notes and nurses notes, and all incident 
reports, for the three months preceding the individual's death; 
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¶ the most recent individualized program plan and physical examination records;  

¶ the death certificate and autopsy report; and 

¶ any evidence of maltreatment related to the death. 

Following the review, the team then prepares and delivers a report of deliberations, findings, 
and recommendations, if any, to the Commissioner.  In addition, the team is collecting and 
analyzing mortality data to identify trends, patterns, and problems at the individual service-
delivery and systemic levels and is initiating quality improvement initiatives to reduce mortality 
rates to the fullest extent practicable. 

Quality Service Reviews: 

The Settlement Agreement requires annual QSRs to evaluate services quality and the extent to 
which services and supports received by individuals served under the Agreement are provided 
in the most integrated setting appropriate to individualsô needs and choices.  The QSR process 
will collect information through a statistically-significant sample of face-to-face surveys of 
individuals receiving services under the Agreement, family members, and service providers.  
Survey results are intended to be used at the state, regional, and local levels to improve 
practice and the quality of services.  The Department has contracted with the VCU Partnership 
for People with Disabilities to conduct annual QSRs.   

State and Regional Quality Review Structures 

The Department has established a state Quality Improvement Committee to review and monitor 
key indicators and other data required under the Settlement Agreement with input from the 
Regional Quality Councils.  In addition, the Quality Improvement Committee will assess the 
validity of each measure at least annually and update measures accordingly.  The five Regional 
Quality Councils have been established and will be assessing relevant data, identifying trends, 
and recommending quality improvement initiatives for their regions.  The regional councils will 
be comprised of individuals who are experienced in data analysis, residential and other 
providers, CSBs, individuals receiving services, families, and other relevant stakeholders.  

Data Dashboard 

In collaboration with the Office of the Secretary, the Department is developing a multi-agency 
Health and Human Resources data dash board that includes the following metrics to track 
positive or negative movement toward the accomplishment of agency strategic goals.   

Measure 

 Community 
Services Boards 

Employment status of adults admitted to the mental health services program 

Intensity of engagement in mental health case management services 

Intensity of engagement in substance abuse outpatient services 

Retention in community substance abuse services 

Intensity of engagement by newly admitted children in community MH outpatient services 

Developmental services transformation 

Percent receiving face-to-face developmental case management services 

Percent receiving in-home face-to-face developmental case management services 

State Hospitals Use of training centers forensic state hospital bed utilization 

The data dashboard, as it continues to evolve, will provide a basic and easy way for 
performance to be measured in a brief easy to digest "traffic light" format.   

Goal, Objectives, and Implementation Action Steps 

Goal: Enhance the capacity of the behavioral health and developmental services system 
to improve quality of care.  



 

 34 

Objectives and Implementation Action Steps 

1. Implement a systemwide quality improvement process. 

a. Work with the CSBs and other stakeholders to design and implement quality 
improvement measures with measurable and realizable implementation processes.  

b. Support state facility self-monitoring and continuous quality improvement processes. 

c. Work with CSBs and state facilities to improve the quality of measurement data. 

2 Increase the effectiveness and efficiency of the Department's licensing program. 

a. Continue to identify program efficiencies to increase the time that licensing specialists 
have available to perform inspections, issue licenses, and respond to complaints. 

b. Continue to make improvements in applicant training. 

3. Increase the effectiveness and efficiency of the human rights system. 

a. Identify program efficiencies that would increase the time that advocates have available 
for direct involvement with individuals receiving services. 

b. Continue to make improvements in the current human rights organizational structure. 

c. Provide guidance and technical assistance on the regulations aimed at promoting 
treatment in the most integrated settings and enhancing individual decision-making. 

4. Establish systems to collect and analyze reliable data about individuals receiving 
services under the DOJ Settlement Agreement. 

a. Implement enhanced licensure inspections of community developmental services 
providers serving individuals who are included in high-risk categories. 

b. Implement uniform risk triggers and thresholds at all CSBs, training centers, and other 
community developmental services residential and day services providers. 

c. Monitor and investigate any suspected or alleged incident of abuse or neglect, serious 
injury, or deaths reported in the new real-time web-based incident reporting system. 

d. Conduct monthly mortality reviews for unexplained or unexpected deaths and analyze 
mortality trends, patterns, and problems at the individual service-delivery and systemic 
levels in order to reduce mortality rates to the fullest extent practicable. 

e. Conduct Quality Service Reviews (QSRs) that evaluate services quality through annual 
individual, family, and provider surveys. 

f. Review and monitor key indicators and other data required by the Settlement Agreement 
through the state Quality Improvement Committee and Regional Quality Councils. 

5. Implement the Departmentôs section of the Health and Human Resources data dash 
board. 

a. Track and publish data dashboard measures on the Departmentôs website. 

b. Add measures to the dashboard as appropriate. 

C.  Case Management 

Case Manager Competencies 

Virginians with mental health or substance use disorders or intellectual disability receive case 
management (service coordination and intensive case management) to help them navigate and 
make the best use of the publicly funded system of services.  This includes connecting with the 
right level and intensity of services and providing day to day support to assure stable community 
living.  Case management to cover a broad array of services and supports, including: 

¶ Care Coordination that manage and broker services for individuals to ensure that needs 
are met, covered services are not duplicated by the care-providing organization(s), and 
resources are used most cost effectively.  It primarily involves gate-keeping functions, 
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such as approving care plans and authorizing services, utilization management, 
providing follow-up, and promoting continuity of care. 

¶ Basic Case Management that assess the needs, wants, strengths and preferences of 
individuals seeking services and supports; create viable plans to assist in referring to, 
accessing, and utilizing needed services and supports; support and assist in addressing 
unmet needs; actively monitor the delivery of services and their outcomes; and 
collaborate and coordinate with others to ensure effectiveness and avoid duplicative 
services. 

¶ Targeted Case Management that includes a full range of care and support that 
individuals with more severe disabilities require to live successfully in the community.  In 
addition to basic case management, these services include: supportive counseling; crisis 
intervention; direct assistance with limited activities of daily living; coaching; intake and 
discharge planning; relationship building; teaching decision making; self-advocacy, and 
wellness planning; educating regarding the need for medications, primary care, and 
therapy; promoting continuity of care among various health systems and providers; 
providing family education and support and generally overcoming barriers for accessing 
appropriate care. 

Because individuals with more serious disabilities are being served in the community, case 
managers are providing more supportive counseling and crisis intervention, coordinating more 
complex plans of care and support, and spending more time monitoring the effectiveness of an 
entire range services to help prevent the need for more intensive and expensive interventions.  
Strengthening the case managerôs role and core competencies is essential to ensure that case 
managers have the knowledge and expertise needed to provide effective and accountable 
services and identify and strengthen the individualôs natural support systems.  Core case 
management competencies follow. 

¶ General Competencies:  Cultural and linguistic competence, safety, ethics, and use of 
technology; and 

¶ Case Management-Specific Competencies:  Job knowledge, assessment skills, service 
planning and service access, advocacy, interpersonal and team skills, judgment and 
analytic ability, adaptability, and organizational skills. 

To assure that the persons who are providing case management have the knowledge and skills 
to effectively perform their responsibilities, the Department adopted a web-based basic case 
management curriculum and completed protocols to track case management module 
completion in May 2012.   

The Department worked with a stakeholder workgroup to develop the following modules: 

¶ Overview 

¶ Disabilities Defined and Importance of the Integration of Health Care 

¶ Developing and Maintaining Relationships 

¶ Assessment 

¶ Planning 

¶ Services 

¶ Accountability. 

Implementation of the first six of the modules on the web-based Knowledge Center began in 
July 2012 and the final Accountability module was released in February 2013.  By May 30, 
2013, over 4,100 individuals from CSBs and other organizations had started the case 
management training; 3,800 had completed the six module curriculum; and 3,100 had 
completed the new seventh module.  By November 21, 2013, approximately 177 additional 
individuals from CSBs and other organizations had completed all modules. Of the 109 DD case 
managers, 55 had completed all portions of the training modules as of November 21, 2013. 
Staff is implementing a protocol to identify Knowledge Center users not expected to complete all 
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of the modules due to their status as non-case management or staff who are no longer 
employed. 

Even with the case management training curriculum, Virginia does not have a system for 
formally recognizing the competencies of each case manager and assuring that the persons 
who provide case management have the knowledge and skills needed to be effective.  A case 
management certification program with basic and advanced disability-specific levels for 
behavioral health and developmental services case managers could provide this recognition. 

Developmental Services Case Management Requirements 

The DOJ Settlement Agreement contains specific case management/support coordination 
requirements for individuals with intellectual or developmental disabilities who receive home and 
community-based waiver services.  Case managers must meet face-to-face with every 
individual receiving case management services under the Agreement ñon a regular basisò (every 
90 days consistent with the requirements of the ID and DD Targeted Case Management 
regulations) and to meet face to face at least once every 30 days with individuals who:  

¶ Receive services from providers having conditional or provisional licenses;  

¶ Have more intensive behavioral or medical needs;  

¶ Have an interruption in service of greater than 30 days;  

¶ Encounter crisis system for a serious crisis or for multiple less serious crises in a 3 
month period;  

¶ Have transitioned from a training center within the previous 12 months; or  

¶ Reside in congregate settings with 5 or more individuals.  

At least one of these visits must occur in the individualôs place of residence every other month. 
During these visits, the case manager/support coordinator shall observe the individual and his 
or her environment to assess for previously unidentified risks, injuries, needs, or other changes; 
assess whether the individualôs support plan is being implemented appropriately and remains 
appropriate for the individual; and ascertain whether implementation of supports and services is 
consistent with the individualôs strengths and preferences and are in the most integrated setting 
appropriate to the individualôs needs.  Identified issues or deficiencies must be documented in 
the record, addressed by the individualôs person-centered team, and reported to appropriate 
entities (including licensing, human rights, or protective services, as appropriate).   

In June 2012, the Department established a Case Management Data Work Group that included 
CSB, DD waiver, and advocacy community representatives to address case management visit 
number, type, and frequency data requirements.  New Phase I case management standards 
and reporting requirements for 30 CSBs were issued in October 2012 and became effective on 
March 6, 2013.  During May 2013, Department staff completed meetings with 40 CSBs to collect 
data and review DOJ case management criteria. 

The Agreement calls on the Department to establish the capability to collect and assess key 
health/safety, community integration and choice indicators from case manager visits and ensure 
that reliable case management data is routinely being collected and analyzed by March 2014.  
In March 2013, the Department re-convened the Case Management Workgroup to establish a 
mechanism to meet these Phase II measures and requirements. 

Goal, Objectives, and Implementation Action Steps 

Goal: Strengthen the capability of the case management system to support individuals 
receiving behavioral health or developmental services.  

Objectives and Implementation Action Steps 

1. Enhance the core competencies of persons who provide case management services. 
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a. Implement the case management training curriculum. 

b. Monitor and report to CSBs the number of staff completing each module. 

c. Adopt a curriculum for disability-specific case management levels. 

2. Promote consistency in the practice of case management across Virginia. 

a. Explore options for formally recognizing the competencies of each case manager in the 
behavioral health and developmental services system. 

b. Identify regulatory or other prerequisite requirements for case manager certification. 

c. Define case manager certification experience, training, and testing requirements. 

d. Create and pilot basic and advanced disability-specific case management certification 
tests based on competency requirements. 

e. Establish a case management credentialing process to administer tests, certify and 
recertify case managers, and maintain certification databases. 

f. Work with provider groups to begin implementation of case management credentialing 
process. 

3. Meet DOJ Settlement Agreement requirements related to the provision of case 
management/support coordinate for individuals served under the Agreement. 

a. Monitor implementation of the Case Management Operational Guidelines. 

b. Collect reliable data on the number, type, and frequency of case manager contacts 
(including face to face visits) with individuals receiving case management services under 
the Settlement Agreement. 

c. Identify key indicators of health, safety, and community integration to be collected during 
case management face to face visits. 

d. Establish a system to collect, report, and analyze key case management indicators. 

D.  Independent Housing 

Creation of Permanent Supportive Housing 

Affordable housing and community-based support services are keys to independence for 
thousands of Virginians with behavioral health or developmental disabilities.  Executive Order 
10 (2010) describes housing as a major component in determining quality of life for Virginians.  
The housing policy framework and principles outlined in the Executive Order speak to the 
importance of: 

¶ Promoting sustainable and vibrant communities, including expanding public-private 
cooperation in addressing affordable safe housing; 

¶ Ensuring a range of housing options to meet the housing needs of changing populations, 
including promoting a continuum of quality housing options for special needs 
populations, matching existing subsidies with areas of housing need, and increasing 
emphasis on fair housing and eliminating barriers to housing; and 

¶ Increasing capacity to address the needs of homeless Virginians, including focusing on 
the reduction of chronic homelessness, ensuring the continued viability of the safety net 
of shelters and services, and investing in transitional and permanent supportive housing.  

Permanent supportive housing does not place limits on a personôs length of tenancy as long as 
he or she abides by the conditions of the lease or agreement.  The person has access to a 
flexible array of comprehensive services, including medical and wellness, mental health, 
substance use management and recovery, vocational and employment, money management, 
case management, life skills training and assistance, household establishment, and tenant 
advocacy.  However, use of services or programs is not a condition of ongoing tenancy.  The 
permanent supportive housing model involves a working partnership that includes ongoing 
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communication between supportive services providers, property owners or managers, and 
housing subsidy programs.   

Historically, the behavioral health and developmental services system has tied housing to 
services.   In 2010, the State Board of Behavioral Health and Developmental Services updated 
its housing policy, Policy 4023 (CSB) 86-24, to include the following principles: 

¶ Individuals should live in stable, decent, and affordable housing of their choice; 

¶ Appropriate, flexible, accessible, and effective support services should be available; 

¶ Housing should be available in integrated settings throughout the community; and 

¶ To ensure choice, the behavioral health and developmental services system has the 
responsibility to facilitate access to existing housing and stimulate the preservation and 
development of housing. 

Safe, decent, and affordable housing is essential to recovery for individuals with mental health 
or substance use disorders and housing stability is correlated to lower rates of incarceration and 
costly hospital utilization.  Data reported in ñPriced Out in 2012ò by the Technical Assistance 
Collaborative (TAC) and the Consortium for Citizens with Disabilities (CCD) Housing Task 
Force, show that the annual income of a single individual receiving SSI equaled only 15.6 
percent of median income in Virginia.  To afford a one-bedroom apartment at HUDôs fair market 
rental rates, SSI recipients would have to pay between a low of 70 percent of their income in 
southwest Virginia to a high of 171 percent in the Northern Virginia region.  

Auxiliary Grants subsidize housing for individuals receiving SSI, but are limited to Assisted 
Living Facilities and Adult Foster Care homes and cannot be used more flexibly in other housing 
arrangements.  Medicaid does not pay for housing. 

The Department is participating on the Homeless Outcomes Advisory Committee, established 

under Executive Order 10 to expand supportive housing, including specialized housing, expand 

access to mental health and substance abuse services, and improve discharge policies and 

procedures of jails, hospitals, and the mental health system, and increase flexibility of funding.  

In addition, the Department funded a statewide ñHousing Stability and Mental Illness Summitò 

with the Virginia Coalition to End Homelessness and NAMI Virginia in July 2012 to promote 

regional action planning for supportive housing and related services to over 200 participants.  It 

provided one-time mental health and substance abuse block grant funds to help support 

outreach and services to 118 vulnerable homeless individuals, including 63 individuals with tri-

morbidity (mental health issues + serious medical condition + substance use problems) 

($100,000) and to expand eight peer support and recovery services programs ($126,000).   

Housing Plan Implementation 

The Department established a full-time housing coordinator position in March 2012 to lead 
development of state strategic investment priorities with partner state agencies to align federal, 
state, local, and private housing resources with the state housing policy and plan; provide the 
framework for increasing integrated community housing; maximize public-private partnerships; 
and develop innovative housing and financial models for individuals receiving behavioral health 
or developmental services.   

On March 6, 2013, the Department issued Virginiaôs Plan to Increase Independent Living 
Options with the goal of increasing the availability of independent housing options for individuals 
with intellectual and developmental disabilities.  This plan was developed in consultation with an 
Interagency Housing Committee composed of representatives from the Office of the Secretary 
of Health and Human Resources, VHDA, DHCD, DMAS, DARS, and the VBPD, as well as 
stakeholder organizations.   

http://www.dbhds.virginia.gov/settlement/FINAL_DOJ_Housing_Plan_3_6_13.pdf
http://www.dbhds.virginia.gov/settlement/FINAL_DOJ_Housing_Plan_3_6_13.pdf


 

 39 

The planôs cornerstone principle is the de-coupling of housing and services so that service 
provision and housing decisions are separate and distinct and individuals have choices about 
where they live and where they may obtain services.  Increased accessibility to affordable 
opportunities to live independently will result in more individuals with intellectual or 
developmental disabilities and their families having more choices of where to live. 

Plan goals and strategies focus on expanding inventory of affordable and accessible housing, 
increasing access to rental subsidies, building understanding and awareness of informed 
choices, reviewing potential federal and state policy changes, and assessing and advancing 
coordinated plan implementation.  It also includes a provision to establish and distribute rental 
assistance to individuals with developmental disabilities from a one-time fund of $800,000. 

Goal, Objectives, and Implementation Action Steps 

Goal: Address housing needs for individuals with mental health and substance use 
disorders and those with developmental disabilities.  

Objectives and Implementation Action Steps: 

1. Expand permanent supportive housing options across the Commonwealth. 

a. Participate in cross secretarial and interagency activities to: 

o Leverage state and federal funds for housing for individuals with special needs,  
o Establish and align state priorities and program resources, 
o Promote creation of additional Housing First Projects 
o Expand access to non-institutional community housing options,  
o Address local barriers to affordable housing, and  
o Develop goals for achieving housing stability and prevention of homelessness. 

b. Develop strategies to implement the State Board housing policy, including promotion of 
individual preferences and permanent supportive housing. 

c. Provide training and consultation to CSBs and other public and non-profit services 
providers on how to access and leverage federal resources for housing and community-
based supports and implement the supportive housing model. 

d. Establish and sustain regional planning and collaborative coalitions of CSBs, public 
housing authorities, planning district commissions, and local housing organizations that 
implement the supportive housing model. 

e. Expand the capacity of public and non-profit homeless services providers to connect 
individuals receiving services to SSI/SSDI benefits by implementing the SSI Outreach 
and Recovery (SOAR) evidence-based practice and providing technical assistance and 
training to homeless services providers. 

f. Create, in partnership with CSBs, a mechanism for reporting change in residence 
information quarterly for individuals receiving CSB mental health or substance abuse 
case management services to analyze their length of housing tenure and frequency of 
moves. 

g. Develop and monitor benchmarks and housing stability outcomes for individuals 
receiving CSB mental health or substance abuse case management. 

2. Increase the availability of independent housing options outlined in the interagency 
Housing Plan to Increase Independent Living Options for individuals with intellectual 
and developmental disabilities served under the Settlement Agreement. 

a. Expand the inventory of affordable and accessible rental units for individuals with 
developmental disabilities. 

o Pursue and leverage increased local, state, and federal rental subsidy opportunities. 
o Provide incentives for developers to build units for individuals with intellectual and 

developmental disabilities. 
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b. Increase access to rental subsidies for individuals with developmental disabilities. 

o Partner with state and local public agencies to prioritize rental subsidy needs of 
individuals with developmental disabilities. 

o Pursue and develop funding sources to expand the availability of rental assistance. 
o Partner with VHDA and DMAS to apply for FY 2013 HUD Section 811 funding and 

other rental subsidy opportunities that will support the creation of housing options for 
individuals with intellectual or developmental disabilities. 

o Encourage local public housing agencies to apply for any future incremental federal 
Housing Choice Voucher assistance. 

o Provide incentives for developers to build units for individuals with intellectual or 
developmental disabilities. 

o Request HUD approval to provide special admissions preferences for individuals with 
intellectual or developmental disabilities in VHDAôs Housing Choice Voucher 
program. 

c. Build understanding and awareness of informed choices for independent living among 
individuals with developmental disabilities, families, public and private organizations, 
developers, and case managers. 

o Implement a communications, advocacy, outreach, and education plan targeted to 
public and private services providers, individuals and their families, housing 
developers, public housing agencies, local entitlement communities, private 
landlords, regional entities, and others. 

o Develop education and training methods to reach individuals and their families with 
information about available choices and opportunities for independent living. 

o Develop local and regional partnerships necessary to support and sustain the 
communication strategy and continued availability of independent living options. 

o Build the capacity of public and private agencies to assist individuals with disabilities 
and their families in making informed choices. 

d. Review potential federal and state policy changes that will facilitate increased access 
and availability of services and supports that permit individuals to choose more 
independent living options. 

o Evaluate the current ID and DD waiver programs to identify service gaps that create 
barriers to independent living and recommend strategies to close these gaps. 

o Review potential changes in the Medicaid rate structure that will reduce reliance on 
larger congregate housing models, community-based intermediate care facilities, and 
nursing facilities. 

o Review Medicaid in-home payments and skilled nursing rate structure to identify 
opportunities to enhance support for more independent living options. 

o Review potential modifications to the Medicaid waiver programs to match individual 
needs to services, and provide individuals with the ability to direct their own waiver 
resources toward independent living options. 

o Review the Medicaid waiver structure to determine if there are opportunities to 
expand environmental modification and assistive technology provisions in the current 
Medicaid ID and DD waiver program to support more independent options. 

e. Assess and advance coordinated Housing Plan implementation. 

o Track, evaluate, and continuously improve upon plan implementation progress 
through establishment of benchmarks, key indicators, and quarterly monitoring 
formats and processes. 

o Establish an annual review and revision of strategies and action steps. 
o Establish the Interagency Housing Committee as a permanent advisory body to 

ensure state and local partner implementation of the Plan. 
o Continue to conduct outreach to representatives of agencies at the local level to 

share the Plan. 



 

 41 

E.  Employment First Initiative 

People who are employed improve their sense of self worth and contribute to the economy.  A 
2012 University of Virginia Weldon Cooper Center report on working-age (16 to 64 years of age) 
Virginians with disabilities reported 2011 American Community Survey (ACS) findings that 
nearly 470,000 (9 percent) of working-age Virginians had at least one disability and of these, 
210,000 had two or more disabilities.  The 2011 the ACS tracked six dimensions of disability 
and found that among working-age Virginians with disabilities, 4 percent had a cognitive 
disability; 3 percent had difficulty with independent living due to a physical, mental, or emotional 
condition; and 2 percent had difficulty with self care.  Of Virginians with disabilities, 60 percent of 
were out of the labor force - neither working nor looking for work.  This proportion was three 
times higher than for non-disabled working-age Virginians.  Among individuals in the labor force, 
Virginians with disabilities had higher unemployment rates (16 versus 7 percent), greater part-
time work (11 versus 8 percent), and lower employment in professional occupations (23 versus 
35 percent).  The ACS reported that employment outcomes varied significantly by the type of 
disability, with less than one-third of individuals with cognitive, ambulatory, or independent living 
disabilities employed full-time.   

Adults with serious mental illness make up the single largest diagnostic group (35 percent) on 
the Supplemental Security Income (SSI) rolls and over one quarter (28 percent) of all Social 
Security Disability Income (SSDI) recipients.  A significant portion of special education students 
and families believe that if they work, they will lose their SSI benefits.  Also, there is a significant 
lack of awareness of work incentives under SSA for SSI or SSDI recipients.  Navigation through 
the work incentives and benefits available through SSA is laborious and very difficult to achieve 
in isolation.  To address these issues, the Department has provided access and information on 
SSI and SSDI work incentives and benefits assistance training and has supported the 
Community Work Incentive Coordinators (CWIC) benefits and assistance program established 
by the Social Security Administration. 

The Department established an employment services coordinator position to implement an 
Employment First initiative.  This initiative emphasizes person-centered planning and, for 
individuals where employment is an appropriate and viable option, integrated and supported 
employment over sheltered employment with sub-minimum wages or non-work day activities.  
The Employment First initiative is based on the following principles:  

¶ Individual supported employment in integrated work settings is the first and priority service 
option for individuals with intellectual or developmental disabilities receiving day program or 
employment services from or funded by the Commonwealth;  

¶ The goal of employment services is to support individuals in integrated work settings where 
they are paid minimum competitive wages; and  

¶ Employment services and goals must be developed and discussed at least annually through 
a person-centered planning process and included in Individual Support Plans. 

The DBHDS Strategic Plan for Employment First includes objectives to increase enrollment in 
integrated work settings and add integrated day opportunities including supported employment 
for individuals in the target population receiving services under the Settlement Agreement.  As 
part of this planning activity, efforts are underway to ensure that reliable Employment First data 
is routinely being collected and analyzed. 

The Supported Employment Leadership Network (SELN) project, sponsored by the National 
Association of State Directors of Developmental Disabilities Services, has provided technical 
assistance and training opportunities designed to develop and promote supported employment.  
Approximately 500 public and private services providers, employment services providers, 
businesses/employers, and state and local agencies have participated in annual Statewide 
Employment First Summits held in 2011 and 2012, in regional summits, and in other training 
and technical assistance to CSBs and employment services organizations.  In addition, the 

http://www.dbhds.virginia.gov/settlement/DBHDSStrategicPlanforEmploymentFirst_FINAL.pdf
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Department has developed and integrated training components promoting employment into the 
case management training modules and provided mental health supported employment on-line 
and on-site training to 120 participants from CSBs, DARS, and employment services 
organizations through a SAMHSA funded Supported Employment Initiative grant. 

The Department and other agencies are working with the Office of the Secretary of Health and 
Human Resources to develop a cross-agency plan to implement Executive Order 55 (2012) 
Supporting Virginians with Disabilities in the Commonwealth's Workforce Importance of 
Employment for Virginians with Disabilities to identify and develop strategies for expanding the 
employment of individuals with disabilities in the private sector in the Commonwealth.  This plan 
will highlight the Employment First initiative.   

Goal, Objectives, and Implementation Action Steps 

Goal: Create employment opportunities for individuals with mental health or substance 
use disorders and those with developmental disabilities.  

Objectives and Implementation Action Steps 

1. Implement the Employment First Initiative. 

a. Conduct statewide employment first awareness and education activities across Virginia, 
including annual Employment First Summits. 

b. Use state, regional, and local trainings to expose employers to new innovative 
employment models and train them in how to assist challenging individuals. 

c. Conduct workshops to develop cross-agency implementation strategies. 

d. Establish employment outcome expectations as a goal of the behavioral health and 
developmental services system. 

e. Create, in partnership with CSBs, a mechanism for monitoring change in CSB service 
recipientsô employment status and reporting key employment outcome indicators 
established in the employment policy to the Department. 

f. Monitor progress towards Employment First Initiative employment targets, benchmarks 
and outcomes on a quarterly basis. 

g. Work with other agencies to identify funding sources. 

h. Incorporate changes to current waiver to support supported employment. 

i. Conduct training and awareness activities with other involved state agencies, pursuant 
to Executive Order 55, to inform public and private employers on why and how they can 
hire employees with disabilities. 

2. Expand employment opportunities for individuals receiving behavioral health or 
developmental services. 

a. Expand supported employment evidence-based practice models. 

b. Provide training and consultation to services providers on implementing new innovative 
supported employment practice models and establishing integrated supported 
employment teams that include CSBs, DARS, and employment services organizations 
(ESOs). 

c. Partner with DARS to provide cross-training for respective staff focused on increasing 
access to vocational services, job training, and employment supports for individuals with 
mental health or substance use disorders. 

d. Work with DARS to expand Long-Term Employment Support Services (LTESS). 

e. Increase access of individuals, family members, case managers, and public and private 
vocational and employment-related services providers to accurate information on 
existing SSI and SSDI work incentives and SSA individualized benefits assistance 
planning through: 
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o Benefits training;  
o Access to qualified work-related incentives/benefits counselors; and 
o Use of the VCU Employment Support Instituteôs WorkWORLDTM software. 

f. Work with DMAS to incorporate supported employment evidence-based practice models 
in Medicaid Day Support, Mental Health Support Services, and Psychosocial 
Rehabilitation regulations. 

g. Work with DMAS to incentivize integrated employment in the ID and IFDDS waivers. 

h. Continue to train and certify CSB and IFDDS waiver case managers in each region as 
work incentive counselors. 

i. Identify and, as appropriate, collaborate with DARS and other entities on federal and 
other grant opportunities for enhancing employment services, supports, and outcomes 
for individuals with mental health or substance use disorders. 

BEHAVIORAL HEALTH SERVICES 

A.  Mental Health Services Capacity 

Recovery-Oriented System of Care 

SAMHSAôs Working Definition of Recovery defines recovery as ña process through which 
individuals improve their health and wellness, live a self-directed life, and strive to reach their full 
potential.ò  Recovery-oriented systems of care (ROSC) are person-centered and enable 
individuals to receive the services and supports they need to manage their illnesses 
themselves.  Recovery-oriented systems of care ensure that individuals in recovery from mental 
health or substance use disorders receive services and supports in the most integrated setting, 
not separated from the communities in which they live and in the least restrictive manner, 
whereby care is provided with as few limitations as possible and individual preferences and 
choices are maximized. Services and supports are provided by a fully integrated and trained 
workforce, including peers and other providers. 

SAMHSA defines ROSC implementation as ña process of change to concretely align the values 
and principles of a system with recovery and its critical indicators in the major dimensions that 
most contribute to individualsô recovery: i.e. Home, Health, Purpose, and Community.ò ROSC 
values and principals should be evident in system structure, policies, and practices and in the 
day-to-day behaviors of personnel and service recipients as they plan, deliver, evaluate, and 
participate in services.  Implementation requires transformational culture change at state and 
local levels among services system stakeholders to build the following ROSC foundations: 

¶ Integration of recovery values, principles, concepts, and language in services system 
processes and structures; 

¶ Full participation of individuals and their families as partners in all aspects of service 
planning, delivery, and evaluation; 

¶ Buy-in and support for ROSC at all levels of the behavioral health services system and 
across various services system stakeholders;  

¶ Engagement and collaboration with policy-makers, funders, and other stakeholders 
(social services, schools, medical community, corrections, employers) in developing and 
supporting recovery-focused communities; and 

¶ Implementation of culturally-based and sensitive services and supports that are 
personalized to meet each individualôs unique needs. 

To support this transformational change process, SAMHSA has initiated the Bringing Recovery 
Supports to Scale Technical Assistance Center Strategy (BRSS TCS) to support 
implementation efforts in the states.  In April 2012 Virginia was selected to participate with eight 
other states in a three-day BRSS TCS Policy Academy. Subsequently, Virginia received funds 
to bring together diverse stakeholders who were considered ñearly adoptersò and ñrecovery 
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championsò to identify ways for Virginia to become more recovery oriented in its practices and to 
create opportunities for these constituencies to collaborate on long-term goals for the system. 

A statewide Recovery Forum was convened in June 2013 to focus on essential elements of 
ROSC such as person-centered care and trauma-informed care.  In attendance were 116 
leaders from all state mental health facilities, the majority of CSBs, independent peer and 
advocacy organizations, peers who work in CSBs or facilities, family representatives, and 
Department and DMAS staff.  The Recovery Forum examined potential next steps that Virginia 
could take, including: 

¶ Adopting and applying ROSC values and principles to program and administrative 
operation and decision-making processes; and 

¶ Developing a strategic plan for ROSC implementation focused on:   

o integrating a recovery orientation into services system policy, operations, clinical 
practice, and administrative infrastructure (e.g., finance and billing, human resources 
and workforce development and training, outcomes, quality improvement, and quality 
assurance);  

o creating an array of recovery services and supports that incorporate person-centered 
and trauma informed practices and support ñhome,ò ñhealth,ò ñpurpose,ò and 
ñcommunity;ò and 

o facilitating systems integration between peers and providers; across various 
components of the behavioral health services system; and with other health, 
education, and social services systems. 

The BRSS TCS process will continue to unfold over the biennium and will require services 
system leadership and involvement of key partners as recovery oriented goals and action steps 
are developed and implemented within and across various parts of Virginiaôs public behavioral 
health services system. 

Crisis Response and Other Mental Health Services Capacity Development 

Virginiaôs mental health services system faces a number of challenges.  Increasingly, individuals 
seeking mental health treatment have complex conditions, multiple physical and behavioral 
disorders, significant public safety involvement, or some combinations of these that make it 
difficult for them to access the range of services and supports they need, even under the best 
circumstances.  The mental health services system has limited capacity to wrap ñupstreamò 
services and supports around these individuals to prevent crises and support them in the 
community.  Significant variations in regional and local service availability, and some notable 
gaps, in important basic services, continue to exist.  Most significantly, these include: 

¶ A range of crisis and emergency services for persons experiencing behavioral health 
crises including acute inpatient care; 

¶ Basic outpatient, case management, and psychiatry services to prevent crises; 

¶ Wrap-around recovery-focused community supports and housing to prevent crises and 
enable community integration, including enabling individuals to be discharged from state 
hospitals; and 

¶ Timely access to services in the community and in local jails and effective management 
of forensic patients involved in the criminal justice system. 

Virginiaôs emergency response and crisis intervention system includes an array of many 
different types of services ranging from outpatient and ambulatory services to more intensive, 
restrictive and costly services such as residential crisis stabilization and inpatient services that 
provide a greater degree of clinical supervision and security, which can be important 
considerations when an individualôs safety is concerned.  To enhance the Commonwealthôs 
emergency response and crisis prevention and diversion services capacity, the Department 
created a crisis specialist position in May 2012 to provide consultation to providers and support 
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improvements in behavioral health emergency services and the crisis safety net.  In the FY2014 
budget, the Department received funding to support the implementation of 6 new or expanded 
Crisis Intervention Team (CIT) therapeutic law enforcement drop off centers (assessment and 
triage sites).  Priority areas for future crisis services development include local acute inpatient 
hospitalization: detoxification and other substance abuse services; additional crisis intervention 
teams and similar criminal justice behavioral health interventions, including therapeutic 
assessment and referral drop-off centers for law enforcement to serve every CIT program in 
Virginia; and psychiatric evaluations and medication access within 24 hours. 

In addition, the Department is working to implement recovery-based emergency and crisis 
response best practices through service provider training and mentoring to support the use of 
psychiatric advance directives (ADs) by CSB and state hospital service recipients, and 
implementation of the 2009 federal Substance Abuse and Mental Health Services 
Administration (SAMHSA) Practice Guidelines:  Core Elements for Response to Mental Health 
Crisis, including access to peer supports.  The Department also has funded a Spanish version 
of NAMIôs ñHelping an Individual through a Psychiatric Crisisò resource guide All CSB residential 
crisis stabilization units utilize peer providers. 

The Department has also identified the following priorities for non-crisis service capacity 
building: case management, especially intensive case management; mental health services (in-
home daily support of individuals); psychiatric services and medication management; PACT 
(Program of Assertive Community Treatment); peer support; and wrap-around services. 

On December 10, 2013, Governor McDonnell announced a number of budget proposals for 
Virginiaôs mental health system and issued an executive order (Executive Order # 68) creating 
the Task Force on Improving Mental Health Services and Crisis Response. The budget 
proposals of more than $38 million over the 2014-2015 biennium would improve the 
Commonwealthôs response to mental health crisis services and behavioral health treatment and 
support services to prevent crises from developing and would extend the timeframes for 
emergency custody orders and temporary detention orders in certain circumstances.  The task 
force, comprised of leaders in the mental health field, law enforcement, the court system, private 
hospitals, and individuals receiving services and their families, will recommend solutions to 
improve the services system, including refinements and clarifications of protocols and 
procedures for CSBs, state hospitals, law enforcement, and receiving hospitals; expansion of a 
range of services and technologies that respond to individual in mental health crisis and their 
families, and workforce development activities. In announcing this initiative, the governor 
reported that the governor-elect was fully supportive of the proposed changes and investments 
and would continue the task force during his term. 

School Safety and Mass Violence Prevention 

Recent incidents of mass violence across the country have raised questions about the link 
between mental illness and violence.  Although individuals with mental health disorders in most 
circumstances are no more likely to commit acts of mass violence than the general population, 
the high visibility of recent tragedies has brought attention to the nationôs readiness and capacity 
to respond to children and adults who have behavioral health concerns.  In December 2012, the 
Governor established the Governorôs Taskforce on School and Campus Safety, a multi-
disciplinary task force to review school and campus safety in light of the tragedy at Sandy Hook 
Elementary School in Newtown, Connecticut.  A detailed set of recommendations was endorsed 
by the taskforce to: 

¶ Expand childrenôs mental health services; 

¶ Develop additional secure drop off centers where law enforcement can transport 
someone needing mental health evaluation instead of the emergency room or jail; 

¶ Implement Mental Health First Aid, a nationally recognized program, to instruct 
participants how to identify and respond to warning signs of mental health problems 
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through a train-the-trainers system that will make the program available to a large 
number of stakeholders and persons in contact with the public; and 

¶ Expand suicide prevention programs, in partnership with the Department of Health, to 
promote public education for suicide prevention. 

These recommendations were incorporated into the FY 2014 Appropriation Act with a total of 
$2.9 million in new funding to support implementation. 

Suicide Prevention 

The Department is Virginiaôs lead agency for suicide prevention across the life span and 
continues to provide leadership with the VDH and DVS in cross-agency activities to promote 
suicide awareness and reduce the incidence of suicide.  In 2011, there were 1,067 deaths from 
suicide in Virginia and the rate of suicide, at 12.6 per 100,000 population, is the highest it has 
been in 13 years.  

Development of an updated Interagency Suicide Prevention Plan for the Commonwealth has 
been initiated in partnership with state agencies including VDH, DVS, DARS, and DOE; 
behavioral health services providers; suicide survivors and advocates; and the VCU Department 
of Epidemiology.  In response to a Governorôs Taskforce on School and Campus Safety 
recommendation, the Department received an appropriation of $500,000 in state funds for FY 
2014 to expand Virginiaôs Applied Suicide Intervention Skills Training (ASIST) capacity, support 
public awareness education, and help increase the capacity of Virginiaôs communities to 
address suicide. 

Service Availability and Accessibility for Populations with Special Needs 

The following populations have particular issues accessing behavioral health services and 
supports.   

Military Veterans and Families - Virginia continues to develop services and supports for 
veterans with mental disorders and traumatic brain injuries.  The behavioral health 
challenges on the military health system come primarily from two ñsignature injuriesò - post-
traumatic stress disorder and traumatic brain injury.  Evidence demonstrates that as many 
as half of military veterans and their families will face significant mental health challenges in 
the coming years.  To improve services and address the continuum of care needs of 
disabled veterans, the Department and CSBs have formed a strong partnership with the 
Department of Veterans Services (DVS) across many areas of veterans care. 

The Department has partnered with DVS and DARS in implementing a state level strategy, 
the Virginia Wounded Warrior Program (VWWP), to respond to the behavioral health needs 
of Virginia veterans.  The VWWP was created in 2008 to ensure that services to veterans 
and their families are readily available in all areas of the state. The VWWP offers services 
and supports to veterans and their families through a network of community-based services, 
including emergency and crisis response services, coordinated through regional VWWP 
consortia made up of community providers, including DVS support services, CSBs, brain 
injury services providers, VA Medical facilities and other public and private providers. 

Given historic trends, Virginia can expect to see more veterans seeking behavioral health 
services, stressing the capability of the behavioral health resources of the Commonwealth. 

Older Adults ï Nationally, the older adult population (persons 65 years of age or older) in 
2011 accounted for about 13.3 percent of the total population and is projected to increase to 
19 percent by 2030.  This accelerated growth by individuals with proportionately greater and 
more expensive healthcare needs will place increased pressure on health care services, 
including Virginiaôs behavioral health services system.  Treatment models for older adults 
with mental health or substance use disorders must be well coordinated, respond to the 
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unique needs of a population with growing health issues, and provide services that promote 
new roles for individuals who seek to continue as productive members of their communities. 

Inpatient geriatric treatment services are not the answer to the burgeoning geriatric 
population as more individuals demand alternative ñaging in placeò community and home-
based services.  This includes a focus on informed and educated primary care providers 
equipped to manage and treat minor psychiatric conditions in older adults; short-term respite 
care that includes psychiatric treatment, assisted living and nursing facilities with integrated 
psychiatric treatment options; payment systems where the money follows the person; and 
enhanced availability of programs such as the PACE Model that provide Medicaid coverage 
of psychiatric care in the individualôs own residence. 

Virginia lacks adequate behavioral health services infrastructure to meet the current needs 
of older adults.  Specialized crisis response, intervention, and ongoing treatment services 
and supports for older individuals with behavioral health disorders are not widely or routinely 
available.  The provision of those specialized services is complicated by the lack of 
providers trained to serve older individuals with mental health or substance use disorders.  
To provide innovative direct care services for older adults in their home communities with 
the goal of reducing the need for psychiatric hospitalization provide specialized services, the 
Department and CSBs have worked together and with other stakeholders to implement 
regional model programs in Northern Virginia and Eastern Virginia. 

Although the Department continues to work closely with health and long-term care partners 
to strengthen the availability of services and supports for older adults with mental health or 
substance use disorders, access to needed behavioral health services continues to be 
limited. 

As these populations continue to grow, Virginia will experience increased demand for access to 
specialized service and supports that help to prevent them from experiencing crises. 

Criminal Justice Interface 

Diversion of Individuals from the Criminal Justice System: According to the Virginia 
Compensation Board Mental Illness in Jails Report (2012), of the 26,669 inmates in 62 of 64 
local and regional jails surveyed in July 2012, a total of 6,322 had been diagnosed with or were 
suspected of having a mental illness.  Of these 6,322 inmates, almost half had a serious mental 
disorder.  These individuals were almost evenly divided between pretrial and post-conviction 
status.  Virginia has made advances in its behavioral health/criminal justice collaboration in 
several important areas over the past three years.  These include: 

¶ Cross Systems Mapping (XCM), which brings community criminal justice and behavioral 
health representatives together to ñmapò individualsô step-by-step experience across the 
behavioral health and criminal justice systems, identify gaps in services, look for 
diversion or system improvement opportunities, and create a local action plan for 
appropriate interventions that prevent or reduce an individualôs involvement in the 
criminal justice system and promote access community services and supports. To date, 
approximately 1,400 criminal justice and behavioral health stakeholders representing 97 
localities have participated in 48 mapping workshops.  These workshops have directly 
led to the growth of Crisis Intervention Team programs and increase the number of 
criminal justice and behavioral health collaborations across Virginia. 

¶ Crisis Intervention Teams (CIT), which provide a 40 hour training program for law 
officers and others to improve their ability to respond safely and effectively to persons 
with mental illness, reduce the use of force and restraint, and divert persons from arrest 
and link them to mental health services whenever possible.  Since 2008, the number of 
CIT programs has increased from 22 to 33 and over 5,700 police, sheriffsô deputies, jail 
corrections officers, first responders (e.g., emergency medical, fire, and rescue), and 
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mental health personnel have participated in CIT training.  Currently, 85 percent of 
Virginiaôs population lives in areas with CIT programs. 

¶ Police Reception/Drop Off Centers, which provide drop off capability for law enforcement 
through therapeutic (non-criminal justice setting) secure assessment centers.  As part of 
CIT, ten CSBs have ñdrop-offò sites to reduce time spent by officers on mental health-
related calls (five of these programs provide 24/7 access).  The centers allow individual 
who otherwise might have been arrested to be appropriately referred to community 
treatment or medically admitted.  The 2014 General Assembly provided funds to 
establish three additional centers. 

¶ Jail diversion and jail treatment programs in 10 CSBs, which include CIT programs, post-
booking jail diversion, limited jail based treatment and community competency 
restoration, jail discharge planning, and services and supports for individuals re-entering 
the community from jails and prisons.   

Prisoner Reentry:   As the Virginia prison population has grown older and become more 
diverse, an increasing number of Department of Corrections (DOC) inmates who are being 
released from correctional centers have special needs that require community supports upon 
release.  The majority of these individuals need nursing or assisted living placements.  Others 
have behavioral health needs.  Seamlessly meeting the needs of these individuals can pose 
significant challenges to DOC and community corrections staff, local social services 
departments and community services boards, and local public and private service providers.  

The Prisoner and Juvenile Reentry Council was established through Executive Order 11 (2010) 
and continued by Executive Order 48 (2012), to develop collaborative strategies to strengthen 
Virginiaôs prisoner reentry program for the estimated 10,000 to 12,000 adults and 500 juveniles 
who are projected to be released from incarceration and returned to communities each year.  
Reentry is the process of leaving a prison, correctional center or jail and returning to the 
community.  To ensure that offenders have been adequately prepared for reentry and reduce 
potential re-incarceration, offenders must be equipped to find employment, have access to 
treatment for behavioral health issues, and be reintegrated into stable home environments.  This 
requires collaboration among state and local criminal justice and service agencies, courts, 
families, and other community supports.  The Council established an aggressive agenda of 60 
recommendations to strengthen public safety, reduce recidivism, and improve collaboration 
among local and state agencies. Implementation of these recommendations by appropriate 
agencies and partners is being monitored and ongoing collaboration and partnerships 
encouraged among local agencies, services providers, and other community organizations to 
successfully promote and support the Council's recommendations. 

There are relatively few releases that present major challenges to the community, but when they 
do occur, the challenges are significant.  There is no single ñprofileò of offenders with a 
combination and complexity of needs that limit options.  To address the increasing challenges 
associated with the release of special needs inmates from DOC facilities, the DOC formed an 
interagency task force that included the Department.  The task force reviewed recent difficult 
cases, which revealed the following active variables: 

1. Age of the offender; 

2. Lack of cooperating family; 

3. Medical needs; 

4. Mental health needs; 

5. Violent or sex crimes; 

6. Behavior problems while at DOC; 

7. Not eligible for parole or probation supervision; 

8. Incompetent to give consent; 

9. Problems, delays, or barriers to receiving benefits (SSI/SSDI/Medicaid); and 
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10. Inadequate notice to community providers such as local social services departments or 
CSBs. 

The committee met until December 2012 and developed a Pre-Release Protocol for DOC for 
inmates with special needs and a blueprint for community use in planning for special needs 
inmates.  It also recommended that DOC restore funding for DOC to purchase services for 
released inmates, increase the number of positions in DSS regional offices to process and case 
manage releases, establish a process and provide funding to obtain guardianship when needed, 
and ask the Joint Legislative Audit and Review Commission (JLARC) to study impact of release 
of aging and special needs inmates and recommend program improvements. 

Goal, Objectives, and Implementation Action Steps 

Goal: Enhance statewide consistency, availability, and accessibility of recovery-oriented 
behavioral health services and supports across Virginia.  

Objectives and Implementation Action Steps 

1. Implement a recovery-oriented system of behavioral health services and supports. 

a. Develop a Recovery Oriented System of Care (ROSC) values template that can be used 
to direct financial, clinical, and administrative decisions going forward.  

b. Provide training and support to behavioral health services providers to integrate recovery 
values, principles, concepts, and language in services system policies, processes, and 
structures. 

c. Expand opportunities for individuals and their families to participate as partners in all 
aspects of service planning, delivery, and evaluation. 

d. Engage and collaborate with policy-makers, funders, and other stakeholders (social 
services, schools, medical community, corrections, and employers) in developing and 
supporting recovery-focused communities. 

e. Develop a ROSC Strategic Plan for Virginia with statewide and regional recovery-
oriented goals and action steps to implement a recovery-oriented system of care in 
Virginiaôs behavioral health services system. 

f. Continue the BRSS TCS process to bring peers, advocates, families, providers, state 
agencies and other stakeholders together to monitor and report on progress in achieving 
a recovery-oriented system of care.  

2. Increase the statewide availability of behavioral health emergency response and 
crisis prevention and diversion services capacity. 

a. Expand support for an adequate and more consistent continuum of emergency and 
crisis response services to include local purchase of inpatient hospitalization beds, crisis 
intervention teams and similar criminal justice behavioral health interventions, 
therapeutic drop-off centers for law enforcement, and psychiatric evaluations and 
medication administration within 24 hours. 

b. Participate on and provide support to the Task Force on Improving Mental Health 
Services and Crisis Response. 

c. Implement SAMHSA Practice Guidelines:  Core Elements for Response to Mental 
Health Crisis systemwide through training and educational events on practices in crisis 
stabilization, including the use of the practice guidelines. 

d. Expand the use of psychiatric advance directives as part of routine care in CSBs and 
state hospitals through training and support to CSBs and hospitals that are AD 
ñadopters;ò training and certification of AD facilitators; and development and 
maintenance of AD technical assistance resources such as the toolkit and website. 

3. Increase the statewide availability of behavioral health services capacity. 
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a. Expand support for an adequate and more consistent array of mental health services to 
include intensive case management, outpatient counseling, mental health services (in-
home daily support of individuals), psychiatric services and medication management, 
PACT (Program of Assertive Community Treatment), peer support, and wrap-around 
services. 

b. Implement the behavioral health recommendations of the Governorôs School and 
Campus Safety Initiative. 

c. Continue to plan and implement cross-agency suicide prevention initiatives across the 
Commonwealth. 

4. Expand the capability of Virginiaôs behavioral health services system to recognize 
and address the growing services and supports needs among veterans. 

a. Participate with DVS in the implementation of the Virginia Wounded Warrior Program. 

b. Partner with DVS to assess existing and emerging service needs and prepare for long 
term care requirements of veterans experiencing progressively adverse effects from 
traumatic injuries. 

c. Provide specialized training to CSB clinicians on challenges confronting veterans and 
their families, including PTSD and the behavioral health effects of traumatic injuries. 

d. Assist the CSBs to leverage the resources necessary to provide needed behavioral 
health services to veterans. 

5. Develop a comprehensive, community-based continuum of specialized behavioral 
health services for older adults in Virginia. 

a. Work with CSBs, community providers of aging services, and community organizations 
to raise their awareness of the behavioral health service needs of older adults. 

b. Support efforts of CSBs to establish specialized capacity for responding to the 
behavioral health services and support needs of older adults. 

c. Explore potential financial resources for the development of person-centered, family-
focused, community-based services for older adults that reflect best practices. 

6. Strengthen the Commonwealthôs capacity to safely and effectively intervene to 
prevent or reduce the involvement of individuals with mental health and substance 
use disorders in the criminal justice system. 

a. Expand support for crisis intervention teams and similar criminal justice behavioral 
health interventions, including therapeutic law enforcement assessment/ drop-off 
centers. 

b. Continue to support and enhance collaboration, education, and criminal justice-
behavioral health partnerships at the state, regional, and local levels. 

c. Conduct cross-systems mapping workshops that enable communities to review local 
resources, identify gaps, and develop action plans to improve criminal justice and 
behavioral health systems interoperability. 

d. Support local law enforcement interventions to prevent individuals who are in crisis from 
involvement in the criminal justice system by providing Crisis Intervention Team (CIT) 
training, promoting CIT program development and outcomes measurement, and 
establishing police reception and drop-off centers. 

e. Expand the array and capacity of jail diversion services, including pre-and post-booking, 
pre-trial alternatives, and community treatment services that prevent or divert individuals 
from incarceration. 

f. Provide training on civil commitment, competency restoration, and other behavioral 
health topics to court personnel (judiciary, prosecutors, defense bar and other attorneys, 
clerks and bailiffs), probation and parole, community corrections, jail and other 
corrections staff, and emergency services workers. 
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7. Strengthen the Commonwealthôs capacity to address the behavioral health needs of 
offenders who are released from DOC facilities  

a. Support efforts of the DOC to identify special needs offenders and involve community 
agencies in pre-release planning to include the initiation of necessary paperwork for SSI, 
Medicaid, or other benefits prior to release. 

b. Monitor implementation of the Pre-Release Protocol for DOC for inmates with special 
needs. 

c. Work with DOC and community agencies to implement the blueprint created for 
community use in planning for special needs inmates. 

B.  Child and Adolescent Mental Health Services 

Comprehensive Service Array 

Children with mental health or substance use problems and their families often face a complex, 
multi-faceted, and rapidly evolving array of public and private providers.  Effective collaboration 
among Virginia child-serving agencies is essential because it strongly influences the success of 
services interventions.  These include CSBs, social services, juvenile justice, schools, and an 
extensive array of privately operated childrenôs services that have developed over the past few 
years with public Medicaid and Comprehensive Services Act (CSA) funds. 

Through a variety of childrenôs services system transformation efforts, Virginia child serving 
agencies have defined the vision and goals of an expanded and effective system of care for 
children and their families.  The system of care philosophy, which calls for a coordinated 
interagency network of services and supports that has the child and family at the center of all 
planning and care coordination, has been widely endorsed at the national level and in Virginia.  
The system of care philosophy stresses that the best place for children to grow and develop in a 
healthy manner is their own family homes ï or as close to their own family homes as possible.  
It recognizes that while some residential and inpatient services may always be needed, if a wide 
array of less intensive family and community-based services were commonly available, the 
need for residential and inpatient care could be reduced. 

In 2011, the Department developed a successful SAMHSA Systems of Care Expansion 
Planning Grant to support training and technical assistance activities advancing the systems of 
care philosophy on a statewide basis and in selected communities.  Colonial Behavioral Health, 
Fairfax-Falls Church CSB, Rappahannock Area CSB, and Valley CSB received scholarship 
assistance to participate in Systems of Care Training Institutes and to visit a ñbest practiceò site.  
The $500,000 planning grant officially ended in September 2012 but a no-cost extension was 
received to continue training activities for the balance of FY 2013. 

Virginiaôs behavioral health services system for children faces a number of challenges, the most 
significant of which is that children and families are faced with inadequate and inconsistent 
access to a comprehensive array of services and supports that include 30 services in the 
following categories: 

¶ Assessment and Evaluation; 

¶ Outpatient or Office Based Services; 

¶ Case Management and Intensive Care Coordination; 

¶ Home and Community-Based Services; 

¶ Intensive Community Supports; 

¶ Community Crisis Response Services; 

¶ Residential; and 

¶ Inpatient Services. 
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This comprehensive service array to support a child-centered, family-focused system of care is 
not consistently available in all areas of the state and even when services are available, there is 
not sufficient capacity.  The lack of community-based services has caused an over-reliance on 
inpatient and residential treatment services for children.  While inpatient care is an essential 
component of the comprehensive service array, its restrictiveness and cost necessitate using it 
only when there is no other appropriate alternative. A quality clinical assessment, including 
those provided as part of the Virginia Independent Clinical Assessment Program (VICAP), is an 
important tool to assure that children get the appropriate community services at the right time to 
meet their unique service needs. 

Because rapid widespread development of the full service array is not realistic, the 
Departmentôs final report to the General Assembly, a Plan for Community-Based Childrenôs 
Behavioral Health Services ï Final Report (Item 304 M 2011), identifies the following base 
services as immediate priorities for community services capacity investment. 

¶ Crisis Response Services, including crisis stabilization, emergency assessments by 
prescreeners with child-specific training, emergency respite, in-home crisis stabilization, 
and mobile child crisis response; 

¶ Case Management and Intensive Care Coordination; and 

¶ Child Psychiatry Services. 

To address needs identified in the Plan, the General Assembly provided $1.5 million in FY 2013 
and $3.65 million in FY 2014 for regional programs to provide childrenôs Crisis Response and 
Child Psychiatry Services in all five health planning regions.  Regional programs funded in 
FY2013 include:  

¶ Region I ï Central Virginia CSB for mobile crisis outreach, regional consultation and 
training to all other CSBs in the regional and child psychiatry available via face-to-face 
and telepsychiatry services across the region. 

¶ Region III ï Mount Rogers CSB to add child-specific crisis counselors in three CSBs and 
to improve access to psychiatry services using telepsychiatry and consultation to 
pediatricians in this rural, medically underserved area. 

¶ Region IV ï Richmond Behavioral Health Authority for a six bed crisis stabilization 
service, mobile crisis outreach and child psychiatry available via face-to-face and 
telepsychiatry services across the region. 

Regional programs funded in FY 2014 include: 

¶ Region II ï Arlington CSB to lead the regional program with crisis stabilization beds at 
Leland House and Grafton, mobile crisis services headquartered in Arlington and 
Chantilly (western Fairfax) and administratively managed by the Arlington CSB, and 
child psychiatry available via face-to-face and telepsychiatry services across the region. 

¶ Region V ï Virginia Beach to lead the regional program with crisis stabilization beds at 
Bon Secours Maryview Medical Center, mobile crisis teams in four CSBs and child 
psychiatry available  via face-to-face and telepsychiatry services across the region. 

Building on the Planning Grant, Virginia has received a four-year System of Care 
Implementation Grant to further advance system of care principles in Virginia communities.  This 
grant is supporting a Wraparound Center of Excellence that is providing training to Intensive 
Care Coordinators with the assistance of the University of Maryland Center for Innovation and 
Implementation; a competitive opportunity for local providers to receive mini-grants to enhance 
their local system of care; and a youth component added to the federal block grant-funded 
Virginia Family Network at NAMI that is doing outreach and education for youth affected by 
behavioral health problems.  A Youth Coordinator hired at Virginia Family Network in January 
2013 with grant funds is expanding the scope of family support activities, including family 
education workshops and family forum leadership/network training events. 

http://www.dbhds.virginia.gov/documents/CFS/cfs-Community-Based-BH-Plan.pdf
http://www.dbhds.virginia.gov/documents/CFS/cfs-Community-Based-BH-Plan.pdf
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A statewide childrenôs behavioral health workforce development initiative is being implemented 
in collaboration with Virginia colleges and universities other child-serving agencies to enhance 
public and private provider expertise in implementing the system of care philosophy and 
providing crisis response and other services that reduce reliance on more restrictive and costly 
care.  This initiative includes development of a Workforce Development Plan, collaboration with 
the Office of Comprehensive Services Training Committee, and provision of various systems 
training in areas such as trauma-informed care and education and support events for families. 

Infant and Toddler Early Intervention Services (Part C) 

In Virginia, infant and toddler early intervention is delivered through a comprehensive, 
coordinated, interagency, and multidisciplinary services system that is regulated by Part C of the 
Individuals with Disabilities Education Act (IDEA).  Infant and toddler services are supports are 
designed to meet the developmental needs of infants and toddlers and the needs of their 
families as these needs relate to enhancing the child's development.  They prevent or reduce 
the potential for developmental delays in infants and toddlers and increase the capacity of 
families to meet the needs of their at-risk infants and toddlers.  Part C of IDEA has strictly 
prescribed requirements, similar to mandates associated with public school special education 
services. 

Infant and toddler services include an array of family-centered, community-based services and 
supports provided to children who are from 0-3 years of age.  Infant and Toddler Intervention 
includes assistive technology; audiology; family training, consultation, and home visits; health 
services; medical services (for diagnosis and evaluation); nursing services; nutrition services; 
occupational therapy; physical therapy; psychology services; service coordination; social work 
services; special instruction; speech-language pathology; transportation services; and vision 
services. 

The Part C program mandates services to children birth through age three who have a 
developmental delay, or a diagnosed physical or mental condition that is likely to result in a 
developmental delay.  While state and federal grant funding has remained relatively flat, 
Virginiaôs local lead agencies have continued to serve higher numbers of children.  In FY 2012 
Virginia served 15,626 infants and toddlers with disabilities, a 52 percent increase since FY 
2007. This combination of flat funding and increased demand resulted in an increasing inability 
of some local systems to meet required service delivery standards.  In state FY 2013, a number 
of the 40 local lead agencies struggled with compliance by having a waiting list or putting limits 
on the number of services allowed.  If services are not in compliance with federal requirements, 
families may pursue a specified dispute resolution process to require provision of these entitled 
services. 

Recognizing this shortfall and continued increases in enrollment demand, the 2013 General 
Assembly allocated an additional $8.25 million in state general funds for Part C early 
intervention services.  Of this, $2.25 million will be allocated in FY 2013 to the 26 local lead 
agencies that had experienced funding shortfalls and, $6 million will be distributed in FY 2014 to 
each local system by an allocation formula.  These funds will help local systems comply with 
federal regulations; however, it will not completely eliminate shortfalls.  As a result, the 
Department is working with the local lead agencies to develop fiscal management resources 
and training to assure that all insurance payments are maximized and working with individual 
lead agencies on their utilization of available funds.  The Department also is consulting with 
national experts on best practices. 

Goal, Objectives, and Implementation Action Steps 

Goal: Enhance access to the full comprehensive array of services and supports for 
children and adolescents across the Commonwealth. 

Objectives and Implementation Action Steps 
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1. Increase the statewide availability of a consistent array of child and adolescent 
behavioral health services as the goal and standard in every community. 

a. Expand the array and capacity of childrenôs behavioral health services to assure a 
consistent level of base services statewide. 

b. Support training efforts across child-serving systems to increase consistency in public 
and private providersô knowledge and skills and support implementation of a 
comprehensive service array in a manner consistent with best practice standards. 

c. Provide continuing education that supports clinical licensing requirements. 

d. Implement new service initiatives that include child psychiatry through face-to-face 
telepsychiatry and consultation to pediatric and primary care providers. 

e. Enhance linkages with partner agencies to fill gaps and build community capacity for 
children and youth who need behavioral health services and supports. 

2. Provide services and supports that meet the developmental needs of infants and 
toddlers and comply with federal Part C requirements. 

a. Expand the Part C early intervention services. 

b. Work with local lead agencies to develop fiscal resources and maximize insurance 
payments. 

c. Provide individual consultation with local agencies on utilizing available funds. 

d. Consult with national experts on Part C best practices. 

e. Adopt comprehensive regulations for the Virginia early intervention program. 

C.  Substance Abuse Services 

Substance Abuse Treatment Services 

Untreated substance use disorders costs Virginia millions of dollars in cost-shifting to the 
criminal justice system, the health care system, and lost productivity, not to mention the human 
suffering and effects on family and friends.  Based on 2010 and 2011 National Surveys of Drug 
Use and Health (NSDUH) estimates, 23.21 percent of Virginians over 12 engage in binge 
drinking (5 or more drinks on one occasion), and 8.2 percent meet clinical requirements for 
abuse or dependence of either alcohol or illicit drugs. 

Substance misuse and addiction commonly lead to crimes and criminalization of addiction ï 70 
percent of Virginiasô incarcerated populations have substance abuse issues that, if not 
addressed, considerably increase the risk of recidivism.  Governor McDonnellôs Virginia 
Prisoner and Juvenile Re-entry Council has recommended adoption of evidence-based 
treatment models at prisons and jails, and in the community, with improved coordination and 
continuity for the 13,000 inmates who return to Virginia communities each year. 

Co-occurring substance use and mental health disorders are characterized by the simultaneous 
presence of two independent medical disorders ï psychiatric disorders and alcohol or other 
drug use disorders - that can occur at any age.  Co-occurring mental health and substance use 
disorders are common:  35 percent of people with serious mental illness use alcohol or other 
drugs in a way that compromises stable recovery, and 19 percent of persons with alcohol abuse 
or dependence meet criteria for a mental illness.  The Department has adopted the 
Comprehensive, Continuous, and Integrated System of Care (CCISC) model at all levels of the 
services system.  CCISC incorporates the principles of integrated system planning, a welcoming 
environment, uniform dual diagnosis program capability, universal practice guidelines, dual 
competence, concurrent treatment, and continuity of relationships with clinicians. (Minkoff, 1989, 
1991, 2000, 2001) 

In October 2011 the Department completed an interagency plan, developed in collaboration with 
the Departments of Corrections, Criminal Justice Services, Health, Health Professions, Juvenile 
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Justice, Medical Assistance Services, Rehabilitative Services, and Social Services, Creating 
Opportunities for People in Need of Substance Abuse Services, An Interagency Approach to 
Strategic Resource Development, to improve access to substance abuse services for 
Virginians.  This process also included input from private and public providers, advocates, and 
people in recovery.  The plan recognizes that access to a consistent array of services such as 
case management medication assisted treatment, and various levels of residential treatment is 
inconsistent across the state and proposed a multi-year investment plan to address these and 
other service gaps.  It also includes a number of multi-agency strategies to provide recovery-
oriented services and supports, including expanding employment and safe, sober, and 
affordable housing options that promote productive, law-abiding, sober lifestyles. 

The most recent (2011) Virginia Medical Examinerôs Report indicated a record number of deaths 
from drugs and poisonings, following a national trend in which the number of deaths from drug 
overdoses exceeds the number of traffic fatalities.  That year, 818 individuals died as a result of 
drugs or poisoning. Of these, 79 percent (394) were accidental and 62 percent were attributed 
to four drugs commonly used to control pain (fentanyl, hydrocodone, methadone, and 
oxycodone).  Oxycodone caused the most deaths (163), with 40 percent occurring in the 
western part of Virginia.  In late 2012, Virginia was selected in a competitive process to 
participate in a national policy project sponsored by the National Governorsô Association to 
reduce prescription drug abuse.  This project involved the Department, Department of Health 
Professions (DHP), and State Police and is focusing on enforcement, monitoring, disposal, and 
training and education.  The final report has been submitted to the Governor. 

The 2013 General Assembly passed legislation to prevent deaths from opioid overdose by 
permitting individuals who have been trained to nasally administer naloxone (Narcon®), which 
stops the action of the opioid on the central nervous system.  This legislation requires the 
Department, the Department of Health (VDH), and DHP to establish pilot projects that allow 
prescribers to write prescriptions for this drug for a trained lay person to administer to any 
person who is overdosing.  The pilot projects will be in Southwest Virginia and metropolitan 
Richmond and project results will be reported to the General Assembly in 2015.  

Substance Abuse Prevention Priorities 

Prevention is aimed at substantially reducing the incidence of alcohol, tobacco, and other drug 
use and abuse with a focus on enhancing protective factors and reducing risk factors. Protective 
factors, such as social and resistance skills, good family and school bonds, and the capacity to 
succeed in school and in social activities, can reduce the impact of risk factors. Risk factors may 
be biological, psychological, social, or environmental and can be present in individuals, families, 
schools, and the community.  For example, children who experience a higher number of risk 
factors, such as poor school achievement, parents with poor family management skills, and 
neighborhoods where drug use is tolerated, are more likely to experiment and use alcohol, 
tobacco, or other drugs.   

The Department oversees and supports substance abuse prevention services delivered through 
CSBs that are funded with Substance Abuse Prevention and Treatment Block Grant (SAPT) 
funds.  The Department also supports a community-based process involving human service 
providers, schools, law enforcement organizations, faith and business communities, and parents 
and youth who participate in prevention planning coalitions.  In a survey conducted for the 2014-
2020 Comprehensive State Plan, CSBs reported that prevention coalitions identified elementary 
school students; middle school students; and parents and families as priority populations 
targeted for focused prevention efforts and availability of tobacco, alcohol, drugs, and other 
substances; family management problems; friends who engage in the problem behavior; and 
early initiation of problem behavior as the most significant risk factors. 

The Department also participates with 12 other state agencies on Virginiaôs Office of Substance 
Abuse Prevention Collaborative (VOSAP) to plan and direct statewide prevention initiatives.  

http://www.dbhds.virginia.gov/documents/omh-sa-InteragencySAReport.pdf
http://www.dbhds.virginia.gov/documents/omh-sa-InteragencySAReport.pdf
http://www.dbhds.virginia.gov/documents/omh-sa-InteragencySAReport.pdf
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VOSAP members and other stakeholders serve on the advisory committee for a five year 
SAMHSA Strategic Prevention Framework State Prevention Grant to address motor vehicle 
crashes involving alcohol impaired drivers ages 15-24.  Through 13 jurisdictional-level sub-
awards, year-long community-based, data-driven needs assessment and strategic plans have 
been completed.  Evidence-based programs and practices are now being implemented in 11 of 
those jurisdictions to reduce the number of alcohol-involved motor vehicle crashes with drivers 
who are 15-24 years old.  Program and epidemiological evaluations of this project are on-going. 

An amendment to the federal Alcohol, Drug Abuse, and Mental Health Administration 
Reorganization Act requires states to conduct annual inspections of randomly selected tobacco 
retail outlets to determine the likelihood that underage youth can purchase tobacco products.  
As a condition for receipt of federal SAPT treatment and prevention funds (approximately $40 
million), a stateôs noncompliance rate must not exceed 20 percent.  Virginiaôs noncompliance 
rate for the federal fiscal year 2013 was 13.5 percent. 

Goal, Objectives, and Implementation Action Steps 

Goal: Increase the statewide availability of substance abuse services. 

Objectives and Implementation Action Steps 

1. Enhance access to a consistent array of substance abuse treatment services across 
Virginia. 

a. Increase access to an adequate and more consistent array of substance abuse services, 
including case management, intensive outpatient services, medication assisted 
treatment, detoxification beds, and residential treatment for pregnant women and women 
with dependent children. 

b. Reduce wait times to access treatment services. 

c. Enhance uniform screening and assessment of co-occurring mental health and 
substance use disorders. 

d. Develop capacity to serve adolescents with substance use and co-occurring mental 
health disorders. 

e. Expand substance abuse peer recovery programs that provide group support, housing 
and employment assistance, day activity, and links to community resources. 

f. Provide structured, safe, sober living environments for adults who are actively engaged 
in treatment as a step down from detoxification or residential services. 

g. Expand Project Link, which provides intensive, coordinated interagency care for 
pregnant and post-partum women who are using drugs. 

2. Foster interagency partnerships to provide services to individuals with substance use 
disorders. 

a. Expand access to identification and intervention for offenders with substance use 
disorders in community correctional settings. 

b. Participate with the DHP and State Police in the National Governorô Association policy 
project to reduce the abuse of prescription drugs. 

c. Implement two pilot projects with VDH and DHP to permit individuals who have been 
trained to recognize overdose to nasally administer naloxone to person who is 
overdosing. 

d. Create a multi-agency work force development capacity focusing on the treatment of 
substance use disorders. 

e. Expand DRS substance abuse employment counselors in CSBs. 

f. Support DOC efforts to provide services to offenders with substance use disorders. 

g. Support the establishment and implementation of drug courts across Virginia. 
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3. Reduce the incidence of alcohol, tobacco, and other drug use and abuse among 
Virginia youth and adults. 

a. Build and sustain collaborative relationships at the state level and support community-
based prevention planning coalitions at the local level to implement strategies that 
reduce exposure to risk and enhance protective factors.  

b. Share training, technical assistance, and planning resources with a variety of agencies 
and organizations invested in reducing substance abuse and dependence. 

c. Continue to educate youth about the harmful effects of tobacco use and support tobacco 
specific prevention strategies and activities. 

D.  Peer Services and Peer Provided Recovery Supports 

Peer support is recognized as an important factor in the recovery process for many individuals 
with mental health or substance use disorders.  At the federal level, SAMHSA has identified 
recovery support as a priority strategic initiative in ñLeading Change: A Plan for SAMHSAôs Role 
and Actions 2011-2014.ò  The recovery support initiative promotes peer support and the social 
inclusion of individuals with or in recovery from mental and substance use disorders in the 
community.  SAMHSA includes recovery support as an expectation for receipt of state mental 
health and substance abuse block grants. 

The federal Centers for Medicare and Medicaid Services (CMS) has approved the use of 
Medicaid funding for Peer Recovery Supports services and has recognized these services as an 
important component in a state's delivery of effective treatment.  The Department and DMAS 
are exploring the addition of peer support as a distinct service in the state Medicaid plan and are 
working together to develop provider competency requirements for a new peer support service. 

The Department continues to lay the groundwork for a new Office of Peer Services and 
Recovery Supports in the central office and an advisory committee with a balanced 
representation from mental health and substance peer programs, advocacy groups, and 
individuals who have received public and private behavioral health services.  Together, the 
office and advisory committee would develop and expand systemic and service level 
understanding of and capacity for peer-to-peer services and recovery supports by promoting 
inclusion of individuals and families with lived experiences in the work of Department and its 
community partners; collaboration among traditional services providers and the peer 
community, and implementation of peer run and recovery-based programs throughout Virginia. 

Virginia uses federal, state, and local funding to support direct services provided to individuals 
by individuals who have themselves experienced mental health or substance use disorders, i.e., 
by peers.  Peer-provided and peer-run services and supports are delivered through CSBs, state 
hospitals, and by peer-operated programs.  These activities sustain the important ongoing 
partnership between the peer community and traditional treatment providers.  They create 
empowering experiences for peers and are intended to reduce stigma and foster a more 
welcoming and responsive system of care.  The Department contracts with the following peer-
run service organizations. 

Organization Description 

Center for Recovery and 
Wellness 

This program provides recovery oriented training, socialization, and peer support services in 
Lynchburg and surrounding counties. 

Depression and Bi-Polar 
Support Alliance 

This program provides support groups using the Pathways to Recovery Program model and 
an annual retreat to participants in Northern Virginia.  

Friends4 Recovery Whole 
Health Center 

This bi-lingual English and Spanish program provides peer support services and wellness 
training in the Richmond area. 

Laurie Mitchell Employment 
Center 

This program offers peer-provided employment training and supports, computer classes, 
resume writing, interview training, and social activities to participants in Northern Virginia. 
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Organization Description 

Middle Peninsula/Northern Neck 
Consumer Operated Program 

This program provides peer support and wellness programs in the Middle 
Peninsula/Northern Neck service area. 

On Our Own of Roanoke Valley This program provides peer support services, veteranôs outreach, Wellness Recovery Plan 
(WRAP) facilitation, and wellness groups.  

On Our Own of Charlottesville This program provides co-occurring support, psycho-social programs, WRAP facilitation, 
wellness groups, and peer-provided outreach to homeless persons. 

PD 19/House of Job/Voices 
Against Crack 

This program uses recovery coaches and is working in Petersburg and surrounding 
communities to establish recovery housing. 

Region Ten CSB This program uses recovery coaches and is working with individuals receiving services in 
the Charlottesville area to develop Recovery Action Plans. (RAP)  

SpiritWorks/Colonial CSB This program provides local peer support services in Williamsburg and surrounding 
communities, works with individuals receiving services to develop RAPs, and provides 
technical assistance to peer-run programs. 

The Coalfields Coalition  The coalition provides peer support services, using RAP, and works closely with the regional 
substance abuse services coalition in Southwest Virginia. (Cumberland Mountain, PD 1 and 
Dickenson County CSBs).  

WeCare, Inc./Piedmont CSB This program provides peer support services to individuals with a serious mental illness and 
substance abuse issues in the Martinsville area. 

The Department contracts with the Mental Health America of Virginia (MHAV), National Alliance 
on Mental Illness (NAMI) Virginia, Substance Abuse Addiction and Recovery Alliance (SAARA), 
and Virginia Organization of Consumers Asserting Leadership (VOCAL) to provide support and 
training to individuals receiving services and family education about mental health or substance 
use disorders and their treatment.  MHAV provides Consumer Empowerment Leadership 
Training (CELT) and Wellness Advocacy and Leadership Through Technology (WALTT).  NAMI 
Virginiaôs individual and family education programs include In Our Own Voice, Peer to Peer, 
Family to Family, and The Basics.  VOCAL provides technical assistance to peer-run programs, 
trains WRAP facilitators, and supports a statewide peer network and an annual conference for 
individuals receiving services. 

Goal, Objectives, and Implementation Action Steps 

Goal: Increase use of peers in direct service roles and expand recovery support 
services across the Commonwealth.  

Objectives and Implementation Action Steps 

1. Increase opportunities for individual and family involvement in planning, evaluating, 
and delivering behavioral health and developmental services.  

a. Continue to fund and support Virginiaôs statewide network of peer organizations and 
family alliances. 

b. Continue to fund a statewide recovery and peer-to-peer education program run by and 
for individuals receiving services and supports. 

c. Promote and expand training to prepare individuals receiving services and family 
members for meaningful roles in planning and policy making activities. 

d. Support CSB and state facility peer and family education and training. 

e. Keep peer-run programs, family organizations, and advocacy organizations fully 
informed about opportunities to be involved in system initiatives and activities. 

2. Increase the quantity and quality of peer support services providers. 

a. Continue to fund and support development and expansion of a wide range of peer 
services and peer provided recovery supports delivered through CSBs, state hospitals, 
and peer-operated programs. 
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b. Provide ongoing education and support to public and private behavioral health providers 
aimed at increasing their use of peer support specialists and promoting effective 
collaborations with independent peer programs. 

c. Work with DMAS to establish Peer Support Services as a Covered State Medical 
Assistance Plan rehabilitation service and to adopt regulations that include a peer 
support services definition, program and provider requirements, and adequate 
reimbursement rates. 

d. Implement a peer support specialist certification program contingent on resource 
availability. 

3. Establish an Office of Peer Services and Recovery Supports in the Departmentôs 
central office. 

a. Establish a peer advisory council to provide ongoing interface with the peer community. 

b. Begin Office of Peer Services and Recovery Supports operations contingent on resource 
availability. 

E.  State Hospital Effectiveness and Efficiency 

Annual Consultative Audits of State Mental Health Facility Operations 

The roles of state hospitals and community inpatient providers of psychiatric services have 
continued to evolve as Virginia works to implement state policies promoting community-based 
care.  Because their services are generally provided in very structured and secure treatment 
environments, state hospitals are challenged to promote recovery-oriented and person-centered 
treatment that help individuals improve their health and wellness, learn to live self-directed lives, 
and reach their full potential.  State hospitals have made significant progress in changing their 
cultures to support recovery, self-determination, empowerment, and person-centered planning.   

To improve state hospital service delivery and standardize hospital procedures, as appropriate, 
the Department has implemented annual consultative audits (ACAs) that use a peer-review 
process involving teams of colleagues from other state hospitals, individuals receiving services, 
and central office staff.  Teams review and provide feedback on facility operations and 
compliance with oversight and accreditation requirements and offer consultative suggestions to 
improve service delivery.  The initial round of ACAs resulted in a concerted focus on completely 
revamping the assessment and treatment planning process approach and documents to make it 
uniform across all hospitals.  This involved training conducted at all facilities and preparations 
for implementing standardized treatment planning module in the Departmentôs new electronic 
health record system  The second round of ACAs, completed in early 2013, included instrument 
and process improvements recommended by first-year ACA participants and a new consumer 
peer review component. 

Access to and discharge of individuals from state hospitals and publically-funded care provided 
by private psychiatric hospitals is now managed by regional consortia of CSBs and other 
stakeholders in the jurisdictions served by the state hospitals.  Active regional management is 
challenged by the continuing loss of private psychiatric beds and by regional differences in 
needs, resources, and service availability. 

State hospitals have around 3,500 admissions and 3,600 discharges annually.  Some persons 
who are determined by their treatment teams to be clinically ready for discharge face barriers to 
discharge because community supports and housing arrangements that meet their specific 
needs are not available. On average, between 140 and 150 individuals are waiting for discharge 
because they have extraordinary barriers and of these, one-third are civil patients with special 
needs, one-third are geriatric patients who need nursing home placements, and one-third are 
forensic patients who are committed as not guilty by reason of insanity and whose services 
need court approval. 
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Demand Pressures on State Hospital Bed Capacity 

The following facility populations are placing significant demands on state facility bed use.  

Forensic Services:  State hospitals provide: 

¶ Inpatient evaluation and restoration of competency to stand trial for jail inmates; 

¶ Inpatient treatment of unrestorably incompetent defendants (URIST); 

¶ Emergency inpatient psychiatric treatment of jail inmates; 

¶ Evaluation and treatment of Not Guilty by Reason of Insanity (NGRI) acquittees; and  

¶ Inpatient evaluation of sanity at the time of offense. 

In FY 2013 there were 930 new adult forensic admissions to state hospitals and 455 forensic 
patients that carried over from FY 2012.  In 2002, an estimated 26 percent of available state 
hospital beds (469 of 1,803 beds) were occupied by forensic patients.  In FY 2013, forensic 
patients consumed 180,606 bed days, or 33 percent of all available bed days (based on 
hospitalsô operating capacities).  The discharge length of stay (LOS) for all forensic patients 
discharged in FY 2013 was 369 days.  The discharge LOS for civil patients was 123 days. 

Adults with a forensic status receive services on state hospital civil units as well as at the 
maximum security and intermediate security units at Central State Hospital and minimum 
security units at Western and Eastern State Hospitals.  In FY 2013, 34 percent of adult civil 
beds were occupied by adults with a forensic status, up from 20 percent in FY 2006.  The result 
is fewer state hospital beds for civil patients such as individuals on temporary detention orders 
and more restricted access for forensic referrals. 

During the past five years, the Department has made significant progress in reducing state 
hospital waiting lists for jail inmate admissions.  This waitlist has declined from 111 in July 2007 
to an average of 43 in late 2012.  By March 2013, the number of the waitlist averaged 15.  The 
Department also has reduced the NGRI waitlist (transfers from CSH to ESH) from 16 individuals 
awaiting transfer to ESH (average 50 day wait time) in August 2011 and 12 individuals in 
September 2012 (average 195 wait time) to 1 individual awaiting transfer to ESH (67 day wait).  
This reduction is due to ESHôs aggressive utilization management and conversion of a geriatric 
unit to house low-risk (of violence and escape) NGRI patients. 

Although the Code expresses a preference for outpatient competency evaluations and 
outpatient competence restoration whenever possible, many persons who could be served on 
an outpatient basis are instead referred to state hospitals.  To safely divert forensic admissions 
to state hospitals, the Department provided outpatient competency restoration in all seven 
regions and allocated $144,000 in ongoing funds to CSBs to provide adult outpatient 
competency restoration services in either the community or jail.  In FY 2013, the Department 
reimbursed CSBs for providing competency restoration services on an outpatient basis (either in 
the individualôs home, the CSB clinic, or in a local/regional jail) for 116 individuals.  Additional 
development of community-focused forensic services, including outpatient and jail-based 
evaluations, restoration of competency, and treatment for persons found NGRI, is necessary to 
offset the increasing demand for state hospital beds by individuals with a forensic status. 

Geriatric Services:  Virginia serves many older adults with psychiatric needs in its state 
hospital geriatric centers (representing 18 percent of total hospital bed days in FY 2013) rather 
than in the community.  This rate is exceeded by only four other states, in large part because 
the Commonwealth lacks adequate community infrastructure that provides specialized 
programs and providers trained to address the specific needs of older individuals with mental 
health or substance use disorders. 

Although some older adults living in nursing facilities are receiving case management and other 
specialized services through OBRA-87 funding, long-term care facilities that lack access to 
psychiatric care have difficulty managing behavioral challenges of residents with behavioral 
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health disorders.  This inability to manage behavior problems can translate into injuries to the 
individual or other residents and to caregivers.  At times, long term care facilities respond to 
behavior problems with an over reliance on medications or by transferring those individuals to 
community hospitals or to state hospital geriatric centers. 

State hospital geriatric centers are working with nursing facilities across Virginia to encourage 
and support the transition of individuals residing in the centers to the community.  Using trial 
visits prior to discharge and teams of center clinical staff to provide telephone consultation, site 
visits, and other support to community caregivers following discharge of these individuals, some 
of them have been integrated into community settings. 

Over the years, the percentage of individuals admitted to state geriatric centers under TDOs 
increased dramatically even though community hospitals could be reimbursed for TDO 
admissions and Medicare could pay for the first seven of 14 days of hospitalization for patients 
over 65 years of age.  Because community hospitals often experienced placement issues that 
resulted in stays beyond 14 days, many were reluctant to accept these individuals.  Community 
hospitals and the state geriatric centers are working closely with the Regional Utilization 
Management Committees to coordinate and manage transfers from community hospitals to the 
centers.  This has enabled community hospitals to accept TDOs and provide acute treatment to 
individuals who otherwise would have been admitted to state geriatric centers for much longer 
average lengths of stay. 

Goal, Objectives, and Implementation Action Steps 

Goal: Increase the effectiveness and efficiency of state hospital services.  

Objectives and Implementation Action Steps 

1. Provide high quality state hospital services that efficiently and appropriately meet the 
needs of individuals receiving services. 

a. Maintain sufficient numbers of trained state hospital staff to provide quality services and 
assure the safety of individuals receiving services. 

b. Incorporate peer supports and active treatment that includes wellness recovery planning 
and educational, career development, and job training programs. 

c. Implement wellness programs designed to lower obesity, hypertension, diabetes, and 
heart disease and facilitate exercise and other healthy lifestyle choices. 

d. Reduce state hospital bed utilization through aggressive monitoring of service plans and 
discharge efforts such as targeted discharge assistance that reduce lengths of stay and 
enable individuals to be integrated more quickly into the community. 

e. Continue work with the regions to implement best practices for regional management of 
inpatient resources. 

f. Support OIG efforts to monitor state hospital progress in improving quality of care. 

2. Improve state hospital service delivery and standardize hospital procedures as 
appropriate. 

a. Conduct Annual Consultation Audits (ACAs) in each state hospital each year. 

b. Utilized peer consultative feedback to enhance treatment effectiveness and efficiency 
and standardize hospital procedures as appropriate. 

3. Reduce or divert forensic admissions from state hospitals and increase conditional 
releases and discharges to the community. 

a. Expand provision of outpatient forensic evaluations that safely and appropriately divert 
individuals from inpatient pretrial evaluation and treatment. 

b. Expand outpatient restoration services that use a structured treatment protocol to assure 
that defendants receive appropriate active treatment to restore competency in jails and 
community settings. 
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c. Continue to improve NGRI acquittee flow-through by:  

o Supporting development of community alternatives that provide a higher level of 
support and services, thereby decreasing the need for prolonged hospitalization; 

o Placing NGRI acquittees into the least restrictive settings necessary as quickly as 
possible; 

o Providing enhanced access to expert consultation to help services providers address 
treatment-recalcitrant individuals; and 

o Creating transitional housing opportunities for NGRI acquittees. 

d. Provide training and resources on forensic issues to the Virginia legal community by: 

o Increasing opportunities to share training developed for courts and attorneys; 

o Supporting pre-trial evaluator and adult outpatient competency restoration training; 
and 

o Integrating forensic issues into all Cross-Systems Mapping events. 

e. Improve the Departmentôs Forensic Information System (FIMS). 

4. Reduce or divert older adult admissions from state hospitals and increase discharges 
to the community. 

a. Support development of community best practice alternatives to intensive services, 
including geriatric intensive treatment teams, crisis stabilization and respite care, and 
CSB supported assisted-living housing.  

b. Examine opportunities for public and private development of specialized community-
based services for individuals receiving services in state hospital settings. 

c. Provide training to long-term care facilities, primary care providers, and family caregivers 
on dealing with older adults with behavioral or mental health issues. 

d. Provide behavioral health supports to traditional nursing that allow residents to remain in 
their current settings. 

e. Participate in cross-agency initiatives such as PACE and "Money Follows the Person" 
that keep older adults with behavioral issues out of institutions. 

DEVELOPMENTAL SERVICES AND SUPPORTS 

A.  Developmental Services Community Capacity Development 

Department of Justice (DOJ) Settlement Agreement Focus on Community Integration, 
Self-Determination, and Quality Services 

In August 2008, the U.S. Department of Justice (DOJ) initiated an investigation of the Central 
Virginia Training Center (CVTC) pursuant to the Civil Rights of Institutionalized Persons Act 
(CRIPA).  In April 2010, DOJ notified the Commonwealth that it was expanding its investigation 
to focus on Virginiaôs compliance with the Americans with Disabilities Act (ADA) and the U.S. 
Supreme Court Olmstead ruling.  The Olmstead decision requires that individuals be served in 
the most integrated settings appropriate to meet their needs consistent with their choice.  In 
February 2011, DOJ submitted a findings letter concluding that the Commonwealth had failed to 
provide services to individuals with intellectual and developmental disabilities in the most 
integrated setting appropriate to their needs.  Instead, Virginia had relied heavily on institutional 
settings, at significant financial costs to the Commonwealth.  In March 2011, upon advice and 
counsel from the Office of the Attorney General, Virginia entered into negotiations with DOJ in 
an effort to reach a settlement without subjecting the Commonwealth to an extremely costly and 
lengthy court battle with the federal government.  On January 26, 2012, Virginia and DOJ 
reached a Settlement Agreement that resolved DOJôs investigation of Virginiaôs training centers 
and community programs and the stateôs compliance with the ADA and Olmstead with respect 
to individuals with intellectual and developmental disabilities.  The Full Settlement Agreement 

http://www.dbhds.virginia.gov/settlement/FullAgreement.pdf
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(United States v. Commonwealth of Virginia, Civil Action No. 3:12 CV 059) was approved by the 
United States District Court for the Eastern District of Virginia on August 23, 2012. 

The Settlement Agreement affirms the Commonwealthôs intention to move rapidly toward a 
community-based system of supports provided in the most integrated setting appropriate to the 
specific needs of individuals with intellectual or developmental disabilities (ID/DD) and includes 
a commitment that Virginiaôs developmental services system be reformed to achieve the goals 
of community integration, self-determination, and quality services.  The Agreement: 

Expands Community-Based Services 

¶ Significantly increases the number of new intellectual disability (ID) and developmental 
disability (DD) waiver slots over 10 years to transition individuals currently living in 
training centers to community services and provide for continued growth of slots for 
individuals in the community who are on the waiting list for waiver slots. 

Supports Quality Community-Based Services 

¶ Strengthens quality and risk management systems for community services. 

¶ Expands the role of licensing specialists and case management services responsibilities. 

Transitions Individuals Currently Residing in Training Centers to the Community 

¶ Helps guide and support individuals moving from training centers to new homes by 
creating teams to facilitate communication and planning with individuals and families, 
and to resolve any problems delaying discharges. 

¶ Requires active participation by CSBs in discharge planning and transition from training 
centers, including pre-move and post-move monitoring processes. 

¶ Requires Virginia to provide a plan and timeframes to cease residential operations at 
four of the five state training centers by 2020. 

The Agreementôs target population is individuals with an intellectual or developmental disability 
who meet any of the following additional criteria: (1) currently reside at any training center, (2) 
meet the criteria for the ID or DD waiver wait lists, or (3) currently reside in a nursing home or 
intermediate care facility (ICF). 

Compliance with the Settlement Agreement requires unprecedented expansion of 
developmental services and supports that keep individuals in their home communities and 
enable training center residents to move to integrated community settings.  This expansion must 
include new and enhanced waiver slots to address extensive medical and behavioral challenges 
and provide residential services in homes with four or fewer beds, crisis prevention and 
stabilization services, and individual and family supports.  Also required are community support 
services that keep families intact and reduce the need for costly out-of-home placements. 
Access to these critical supports requires partnerships at the state and local levels with housing 
agencies to access rental assistance and employment services organizations to create 
employment opportunities that emphasize integrated supported and competitive employment. 

The Department and its partner agencies have undertaken a comprehensive effort involving 18 
project teams comprised of developmental services providers and stakeholders to comply with 
Settlement Agreement requirements and milestones.  

ǒ  Additional Waiver Slots ǒ  Discharge Planning & Integration ǒ  Mortality Review 

ǒ  New Medicaid Waivers ǒ  Quality Improvement & Data Analysis ǒ  Licensing 

ǒ  Individual & Family Support ǒ  Case Management ǒ  Quality Service Reviews (QSRs) 

ǒ  Crisis Intervention & Prevention ǒ  Case Manager Training ǒ  Facilities Closures 

ǒ  Employment First ǒ  Provider Risk Management ǒ  Provider Training 

ǒ  Independent Housing ǒ  Incident Reporting ǒ  Regional Community Support Centers 
Coordination 
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Each teamôs work is contributing to the Commonwealthôs transition to a community-based 
developmental services system with sufficient quality services and supports.   

New Medicaid ID and DD Waiver Slots and Waivers 

Virginiaôs initial Medicaid Waiver for Home and Community-Based Services for individuals with 
intellectual disability (ID waiver) and the Medicaid State Plan Option were developed in 1991.   
Waiver services include crisis stabilization and crisis supervision, personal emergency response 
system; day support, prevocational services, supported employment, in-home residential 
support services, residential support services, therapeutic consultation, personal assistance, 
companion services, assistive technology, environmental modifications, respite services, skilled 
nursing, and transition services.  A Day Support (DS) waiver was established in 2006 to offer 
day support, prevocational, and supported employment services to individuals on the ID Waiver 
urgent and non-urgent waiting lists.   

The Individuals and Families with Developmental Disabilities Supports Waiver (IFDDS or DD) 
Waiver was established in 2000 and contains in-home residential support, day support, skilled 
nursing, crisis services, respite, personal attendant care, and supported employment.  Even as 
the additional waiver slots were funded by the General Assembly, waiting lists for slots 
continued to grow.  The settlement agreement requires that Virginia create 4,170 waiver slots 
for the target population by June 30, 2021, according to the following timetable: 

 ID Waiver Slots for Individuals: 

State  
FY 

In Training 
Centers  

On the Urgent 
Wait List 

On the DD 
Wait List 

State  
FY 

In Training 
Centers  

On the Urgent 
Wait List 

On the DD 
Wait List 

20121 60 275 150 2017 90 300 25 

2013 160 225* 25** 2018 90 325 25 

2014 160 225* 25** 2019 35 325 25 

2015 90 250* 25** 2020 35 355 50 

2016 85 275 25 2021 0 360 75 

Total 805 2,915 450 

1 These FY2012 slots have already been funded and assigned to individuals.  
 *25 slots each year are prioritized for individuals less than 22 years who reside in nursing homes or large ICFs.  
 **15 slots each year are prioritized for individuals less than 22 years who reside in homes or large ICFs.  

Over the 2012-2014 biennium, the General Assembly has provided 450 ID waiver slots and 130 
DD waiver slots in addition to the slots required by the settlement agreement.  Even with recent 
growth in the number of waiver recipients, wait lists for waiver services are growing.  In 
September 2013, 3,758 individuals were on the ID urgent and 2,755 on the non-urgent wait lists 
and 1,305 individuals were on the DD wait list. 

Community developmental services providers are serving proportionately greater numbers of 
individuals with significant and complex needs that require specialized services and supports.  
The current ID waiver does not provide the level of supports and reimbursement rates for 
targeted services that would make it a truly effective alternative for individuals who need high 
intensity services.  Recognizing this, the 2013 General Assembly included $7.8 million for 
ñexceptionalò ID waiver rates for congregate residential support services for individuals who 
meet specific criteria and need more intensive medical or behavioral supports in order to live 
successfully in the community.  This rate will add an additional 25 percent to the usual 
reimbursement for congregate residential support services for qualifying individuals. 

The Commonwealth must evaluate methods to assure that its waiver programs are sustainable 
and address extensive medical and behavioral needs of individuals receiving services, promote 
services with the highest social value (e.g., group and individual supported employment 
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options), and expand the array of the most person-centered outcomes (e.g., residential supports 
to include smaller more integrated environments. The Department and DMAS are studying 
possible improvements for waiver changes over the next two years to move toward needs-
based waivers (not ID/DD based) and to recommend rate changes to serve individuals with the 
most complex needs and align incentives for more integrated environments. 

The Department assumed responsibilities for the day-to-day operations of the DD Waiver on 
November 12, 2013 and has contracted with the Human Services Research Institute to evaluate 
the Commonwealthôs current service delivery system for individuals with intellectual and 
developmental disabilities and to make recommendations to move the system to a more person-
focused needs-based system of supports.  The findings from this study, which will be concluded 
in late summer of 2014, will likely include recommendations and strategies for enhancements, 
restructuring, and systems changes that will affect the three current waivers for persons with 
intellectual or developmental disability. 

Crisis Intervention and Prevention 

In 2011, the Department elected to implement the nationally recognized Systemic Therapeutic 
Assessment Respite and Treatment (START) model to provide crisis services to adults with 
intellectual disability and co-occurring mental health issues or behavioral problems.  To comply 
with the terms of the Settlement Agreement, approved after initial program start-up began, 
coverage was expanded to the adult DD population in June 2012.  The goal of the START 
program is to maintain individuals in their home and prevent crises when possible by providing 
in-home supports and out of home crisis stabilization services when they are needed.  In 
addition to these services, the program provides cross-system crisis intervention and 
intervention planning; maintains linkages and agreements with existing providers; and provides 
support, clinical training, technical assistance, and follow-up consultation to community partners, 
including emergency services personnel.  To support implementation of START, the 
Department received $5 million in FY 2012.  Additional funds approved by the General 
Assembly brought the total funding for adult mobile crisis teams to $11.6 million on July 1, 2013. 

Virginia is in the first full year of implementation of this statewide crisis response system.  Three 
therapeutic respite homes opened by February 2013 and the remaining two homes are 
scheduled to come on line in the near future.  In addition, mobile supports provided by all teams 
in all five regions were fully operational by May 2013, with the goal of 24/7 availability within one 
hour (urban) and two hours (rural) by FY 2014.  Medicaid reimbursement is being pursued for all 
covered services. 

With full mobilization of mobile supports, the START program is now providing 24 hour/7 day 
support to individuals in crisis in each region, with the goal of responding on-site to crises within 
one hour in urban regions and two hours in rural areas by June 30, 2014.  During FY 2013, 479 
individuals had been referred to the START program for assessment and support. 

The 2013 General Assembly also appropriated $1.25 M for mobile crisis, in-home, and 
psychiatric services for children with intellectual or developmental disabilities.  At least one 
regional childrenôs crisis program is expected to be implemented in FY 2014. 

During the late summer of 2013, the Department convened a workgroup to evaluate the current 
capacity of the Commonwealth to meet the needs of children/youth and adults with ID/DD who 
experience behavioral and/or psychiatric crises.  The workgroup is meeting with the START 
programs to identify gaps in the current system and methods to address these gaps.  Among 
the areas being addressed are plans to add crisis intervention services for children/youth with 
ID/DD, crisis intervention services either on-site or in-home for individuals who exhibit extreme 
behaviors, and an enhancement to current START mobile crisis teams.  These plans will be put 
in place beginning in December 2013/January 2014 and phased in throughout FY 2014. 
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Individual and Family Support Program 

The Department has established an Individual and Family Support (IFSP) to provide individuals 
with intellectual disabilities or developmental disabilities access to person- and family-centered 
resources, supports, services and other assistance that will enable eligible individuals to 
continue to live at home.  The basic tenets of this program, which is available to individuals who 
are on the ID or DD waiting list and their families, are to keep families together until the 
individual with a disability chooses to live independently by: 

¶ Enhancing a familyôs ability to meet the many needs of the family member with ID/DD; 

¶ Helping to relieve the stress of care giving so individuals can continue to reside at home; 

¶ Improving the quality of supports to families while minimizing the need and cost of out-of 
home placement; 

¶ Allowing families to participate in recreational and social activities; and 

¶ Making a positive difference in the life of the person with a disability as well as the lives 
of all family members. 

The IFSP can provide up to $3,000 annually to pay for a wide array of usually short-term 
resources, supports, services and other assistance, including: 

¶ Professionally provided services and supports, such as respite, behavioral consultation, 
and behavior management; 

¶ Transportation services; 

¶ Assistive technology and home modifications, goods, or products that directly support 
the individual;  

¶ Temporary rental assistance or deposits;  

¶ Fees for summer camp and other recreation services;  

¶ Temporary assistance with utilities or deposits;  

¶ Dental or medical expenses of the individual;  

¶ Family education, information, and training;  

¶ Peer mentoring and family-to-family supports; and/or 

¶ Other direct support services as approved by the Department. 

To qualify for the program, the individual must have a demonstrated need for the requested 
services, supports, or other assistance.  IFSP emergency regulations were effective through 
January 15, 2014, when permanent regulations become effective.  In FY 2013, the program 
exceeded its goal and provided support to 825 individuals and families.  In FY 2014; over 1,500 
applications were received and 800 were approved by November 25, 2013. 

Regional Community Supports Transition Plan 

The capacity of the services system to provide medical, dental, and behavioral supports in the 
community as close to individuals' homes as possible also needs to be strengthened.  For 
individuals with intellectual disability, challenging or difficult-to-manage behaviors can adversely 
affect their abilities and opportunities to participate fully in any aspect of community life and may 
pose a threat of serious harm to themselves or others.  Without appropriate community-based 
interventions, these individuals may be at increased risk for psychiatric hospitalization because 
they require specialized supports in a secure environment or placement in a state training 
center or community ICF/ID facility. 

The Department is developing a plan and timeframes with community and facility stakeholders 
to transition the Regional Community Support Centers (RCSCs), now located at the training 
centers, to community-based Developmental Disabilities Regional Health Supports Networks 
(RHSNs).  This plan will identify current service availability and unmet health supports needs 
and will make recommendations on how to uniquely support this community-based supports 
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model in each region.  The team also will identify budgetary requirements and legislative 
changes that would be needed to successfully implement these networks. 

Provider Training and Development 

Transformation to a community-focused system of developmental services and supports will 
continue to cause dramatic increases in the number of licensed providers of community 
developmental services.  This increase in new providers and emerging evidence-based 
practices will require additional quality assurance and management oversight.  The Department 
must strengthen its quality management and administrative capacity to provide oversight, 
training, and technical support necessary to ensure provider compliance with regulations and 
standards of quality.  Quality varies greatly among providers of Medicaid Waiver services and 
many providers are not aware of best practices.  State and partner agency training resources 
are limited generally, including Department central office training and technical support capacity 
for new providers and to improve staff competencies across the spectrum of support service 
delivery.   

The Department is developing and will provide a statewide core competency-based training 
curriculum for all staff that provides services under the settlement agreement.  This curriculum is 
intended to ensure that all providers and staff provide sufficient habilitation to teach individuals 
skills and competencies that increase self-sufficiency and independence.  Curriculum content 
will include person-centered practices, community integration and self-determination 
awareness, and required elements of service training.  The program will include adequate 
coaching and supervision of staff trainees. 

The Department also is working to strengthen service provider staff training and monitoring 
systems to support the health and wellness of individuals with the most complex needs. This 
includes a clinical consultation team for community providers and adding requirements to the 
existing monitoring process that staff periodically demonstrate the competencies needed to fulfill 
their role in maintaining the health of the specific individuals they support.   

Goal, Objectives, and Implementation Action Steps 

Goal: Transform to a community-based system that will enable individuals who need 
developmental services and supports to live a life that is fully integrated in the 
community.  

Objectives and Implementation Action Steps 

1. Build community developmental services and supports capacity.  

a. Develop community-based developmental services and supports pursuant to 
implementing agreed-upon plans with the U.S. Department of Justice. 

b. Collaborate with DMAS to expand waiver capacity, modify existing or create new 
waivers, and address waiver rate structures. 

c. Provide 24/7 support to individuals in crisis and their families through regional mobile 
support teams that provide in-home supports, crisis services, and proactive planning to 
avoid crises. 

d. Develop a plan to provide crisis services to individuals under 18 with intellectual or 
developmental disabilities. 

e. Assist individuals on the ID or DD waiver wait lists and their families to access 
resources, supports, services, and other assistance through the Individual and Family 
Support Program. 

f. Develop community respite alternatives to training centers. 

g. Develop specialized medical, dental, behavioral, and other clinical services in the 
community and expand access to non-specialized community practitioners. 
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h. Expand family supports and other initiatives that allow individuals to have control over 
how their service dollars are spent. 

2. Improve the quality and effectiveness of developmental services. 

a. Establish and implement a statewide core competency training curriculum for all staff 
providing services to individuals in the settlement agreement target population. 

b. Provide clinical consultation to community providers. 

c. Revise existing monitoring process to require that staff periodically demonstrate the 
competencies needed to fulfill their role in maintaining the health of the specific 
individuals they support. 

B. Training Center Discharge Planning and Community Integration 

Transition of Training Center Residents to Community Services 

A critical part of the comprehensive effort to comply with settlement agreement milestones is the 
safe and successful transition of individuals currently residing at a training center to the most 
integrated community settings.  Training centers are implementing a standardized discharge 
process developed in 2011.  This process uses personal support teams that work with CSB 
case managers to provide individuals and their authorized representative with specific options 
for types of community placements, services, and supports based on the individualôs needs and 
desires.  To accomplish this, efforts are underway to educate training center staff about 
community living options and community services and supports to propose appropriate options 
to individuals.  Discharge plans to transition into the most integrated setting consistent with each 
individualôs informed choice and support needs are in place for all individuals residing at training 
centers and per- and post- move monitoring processes are in place. 

Transitions of long-term training center residents to the community totaled 101 in FY 2012, 155 
in 2013; and 40 in FY 2014 (through September 25, 2013).  An additional 322 families are 
currently actively discussing discharge.  For individuals discharged in FY 2013, the majority (97) 
chose group homes, followed by intermediate care facilities (25), sponsored residential (19), 
nursing facilities (12), and family homes (2).  Four individuals returned to a training center. 

During this transition, proportionately greater numbers of individuals continuing to be served in 
training centers will have significant or complex needs or will experience serious medical 
conditions requiring specialized services and supports.  These include pervasive physical 
disabilities or medical conditions such as scoliosis, gastrointestinal problems, either hearing or 
visual deficit, or both, or neurological conditions in addition to an intellectual disability.  A 
number will be non-ambulatory (requiring specialized wheelchairs) or will need significant staff 
assistance to walk.  Increasingly, individuals receiving services in training center will have at 
least one psychiatric diagnosis or significant behavioral challenges.  Training centers must 
maintain sufficient numbers of trained professional, direct care, ancillary, and support staff in 
order to provide quality supports and services that address the needs of individuals who 
continue to receive services at the centers. 

To assure the successful transition of individuals to appropriate community settings, training 
centers have redoubled their efforts to prepare center residents to live successfully in the 
community.  ARs are participating in the move process to assure that the essential supports 
needed to support individual in the community are included in discharge plans.  Discharge plans 
and transition plans are being developed and modified based on the needs of the individuals 
and their ARs.  Centers are performing intensive pre-move and transition activities, participating 
in the resolution of barriers to discharge, and performing post-move monitoring.  These activities 
are helping individuals living in training centers and those who support them identify and make 
informed choices regarding specific supports and services necessary to live successfully in the 
most integrated setting possible.   
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Training Center Closure Plan 

In order to financially support implementation of the settlement agreement, Virginia plans to 
downsize one and close four state training centers over the next eight years, using the following 
closure schedule:  FY 2014 ï Southside Virginia Training Center (SVTC); FY 2015 ï Northern 
Virginia Training Center (NVTC); FY 2018 ï Southwestern Virginia Training Center (SWVTC); 
and FY 2020 ï Central Virginia Training Center (CVTC).  This schedule considers a number of 
factors, including locations where the highest numbers of individuals or their families have 
expressed a desire to move, community readiness and capacity to serve individuals with 
extensive and complex needs, and training center campus infrastructure age and condition. 

During the transition process, maintaining adequate training center staffing is essential to 
assure provision of services and supports that prepare individuals for successful discharge and 
maintain a safe environment for individuals receiving supports and services.  Workforce training, 
recruitment, retention, and placement activities to maintain balanced staffing and appropriate 
competency levels will be a particular challenge at those centers scheduled for closure.  As the 
number of beds decline and buildings are closed, training centers must reconfigure remaining 
units to maintain appropriate staffing coverage and operational efficiency.  Approximately 3,000 
employees at the four training centers would be affected by closures. Prior to the scheduled 
closure, employees will receive: 

¶ Information about future employment options and programs to improve employability 
(e.g., skill-development, assessment and skills inventories, and career counseling) 

¶ On-site workforce development resource center assistance and resources 

¶ On-site linkages with and placement assistance from other state agencies, other state 
facilities, CSBs, and private providers 

¶ Virginia Retirement system counseling and assistance. 

In addition, the Department has established a progressive retention plan that pays bonuses at 
the end of each quarter to employees who meet all specified performance criteria.  Bonuses are 
progressive to retain adequate staff and assure the continued presence of employees with skills 
that are critical to center operations.  This plan is currently in place at SVTC and will be 
implemented at other training centers as their closure dates near.  The Department also will be 
working with the General Assembly to determine the best course of action for the training center 
campuses when they become available. 

Annual Consultative Audits 

To improve service delivery and standardize procedures, as appropriate, the Department will 
expand annual consultative audits (ACAs) to training centers in FY 2014.  ACAs use a peer-
review process involving teams of colleagues from other training centers and central office staff.  
Teams review and provide feedback on facility operations and compliance with oversight and 
accreditation requirements and offer ideas and tools to improve service delivery. 

Goal, Objectives, and Implementation Action Steps 

Goal: Assure the safe and successful transition of individuals currently residing at a 
training center to the most integrated community settings appropriate to their 
needs and desires.  

Objectives and Implementation Action Steps 

1. Implement discharge planning and community transition protocols. 

a. Ensure that personal support teams, in collaboration with CSB case managers, provide 
individuals and their authorized representatives with specific options for types of 
community placements, services, and supports based on individualsô needs and desires. 

b. Ensure that training center staff is educated about community services and supports to 
propose appropriate options to individuals. 
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c. Work with CSBs and community providers to resolve barriers to discharge. 

d. Implement pre-and post-move monitoring processes. 

e. Track outcomes of individuals discharged from training centers. 

2. Implement the training center closure plan. 

a. Implement the plan to close Southside Virginia Training Center and provide workforce 
development and outplacement services to affected staff. 

o Provide employee forums and on-site guidance about employment opportunities and 
career building at the training center workforce development resource center. 

o Implement programs to improve employability such as skill-building workshops, skills 
inventory assessments, resume assistance, career counseling, and job fairs with 
CSBs and private providers. 

o Arrange on-site placement assistance from other state agencies, state facilities, and 
public and private providers. 

o Arrange for Virginia Retirement System assistance with counseling and completion 
of needed information. 

o Assist employees learn how to become private providers themselves. 

b. Implement a progressive retention bonus plan to help retain viable working staff as 
training centers completely close. 

c. Continue to reduce bed utilization at the remaining training centers through aggressive 
monitoring of service plans and discharge efforts that enable individuals to be integrated 
more quickly into the community. 

3. Provide high quality state training center services that efficiently and appropriately 
meet the needs of individuals receiving services. 

a. Maintain sufficient numbers of trained staff in each training center to provide quality 
services that are appropriate to the populations served and assure the safety of 
individuals receiving services. 

b. Maintain compliance with federal Centers for Medicare and Medicaid Services 
expectations and improve the quality and effectiveness of developmental services 
through training, technical assistance, monitoring of service outcomes, and oversight of 
program performance. 

c. Support the efforts of the OIG to monitor the progress of training centers in improving 
quality of care. 

4. Improve training center service delivery and standardize center procedures as 
appropriate. 

a. Conduct Annual Consultation Audits (ACAs) in each state training each year. 

b. Systemically address issues identified in ACA reviews. 

c. Support use by individual state hospitals of ACA survey results to improve its treatment 
effectiveness and efficiency. 

CIVIL COMMITMENT OF SEXUALLY VIOLENT PREDATORS 

Virginia legislation creating a civil commitment program for sexually violent predators (SVPs) 
established a system of cooperative activity involving the Department of Corrections (DOC), 
which screens all SVP eligible inmates approaching completion of sentence for an SVP 
qualifying crime; the Department, which provides a highly structured and intensively supervised 
SVP conditional release program in the community and operates a secure SVP facility; and the 
Office of the Attorney General, which handles the legal aspects of civilly committing these 
individuals. 

Historically, when individuals are civilly committed as SVPs, approximately 20 percent have 
been placed directly in the community SVP conditional release program where they are 
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intensively monitored by probation officers under a memorandum of understanding between the 
Department and the DOC.  The remaining individuals have been placed in the Virginia Center 
for Behavioral Rehabilitation (VCBR).  VCBR is a secure 450 facility that provides evaluation 
and rehabilitation services to individuals found by the court to meet the statutory criterion of SVP 
and committed to the Department for inpatient treatment.  Although the facility is a high security 
institution that requires some visible security features such as perimeter fencing, VCBR is 
operated as a rehabilitation facility similar to the state hospitals.  Virginia is one of 20 states that 
operate inpatient SVP programs.  All are similar except Texas, Arizona, and Pennsylvania, 
which have different types of commitment. 

VCBR serves convicted sex offenders who are civilly committed to the Department at the end of 
their confinement in the DOC because of their histories of habitual sexually violent behavior and 
because their ability to control their violent tendencies is compromised by the presence of a 
mental abnormality or personality disorder.  These individuals are predominantly male and are 
on average about 40 years old.  They have long histories of sexually abusing children and 
adults and have shown very limited ability or willingness to abstain from committing sexual 
offenses. 

International experience with the SVP population supports the use of a rehabilitation approach 
based on cognitive-behavioral principles and focused on relapse prevention.  Rehabilitation 
involves multiple, daily group sessions, individual behavioral therapy, vocational training, work 
therapy, and other programs, as appropriate.  Security and direct care staff work with clinicians 
to create an environment that challenges deviant and criminal thinking and behavior while 
reinforcing appropriate behavior. 

The VCBR treatment program continues to evolve to provide evidence-based sex offender 
treatment intended to reduce the risk that SVPs will reoffend so they can be safely managed in 
the community once conditionally released.  Treatment at VCBR is offered in three phases: 

¶ Phase I:  focuses on control over sexual behavior and aggression and accountability for 
offense (37 percent of residents); 

¶ Phase II:  focuses on developing insight into risk factors and introducing positive goals 
for lifestyle change (53 percent of residents); and 

¶ Phase III:  focuses on transition back to the community (11 percent of residents). 

Only two percent of eligible residents have refused to consent to treatment, which is the lowest 
refusal rate among the 20 SVP programs nationwide.  Working with the Departmentôs Office of 
SVP Services during the past two years, VCBR has increased its pre-release support for 
residents becoming eligible for SVP conditional release.  To track this process, in 2012 the 
Office revised and expanded its ability to capture, store, and retrieve resident data. 

VCBR established a vocational training program in January 2011 and its work program began in 
February 2012.  Previously, no residents were in vocational training or working.  The VCBR 
work program currently has 124 residents working in the programôs 135 jobs.  In May 2013, 73 
percent of resident workers were employed in food services, housekeeping, grounds 
maintenance, and as recreation and education aides.  Residents who are active participants in 
treatment and who are making progress toward completing the program and transitioning to 
conditional release have the opportunity to gain work experience, earn a small income, and 
make an important contribution to overall program effectiveness.   

VCBR participated in the first annual consultative audit of the centerôs programs in November 
2012.  The results of this audit documented the positive changes in facility operations and 
treatment begun by VCBR leadership in 2010.  VCBR also created a comprehensive evaluation 
tool for administrative operations and functions, security, and treatment criteria for consideration 
of alternative VCBR operational arrangements.   
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VCBR was originally designed and funded to reflect a system based on four SVP predicate 
crimes, with a projected commitment rate of about two individuals per month.  However, 2006 
Code changes increased the number of predicate crimes from 4 to 28.  This and a change in the 
screening tool resulted in an increase in the numbers who are eligible for SVP commitment.  In 
June 2010, the VCBR census reached 200 residents.  In response, the General Assembly 
directed the Department to implement a plan to double bunk up to 150 additional VCBR 
residents in the current facility, increasing capacity from 300 to 400 beds.  As of June 2013, 34 
rooms were double-bunked. The VCBR census is projected to increase to 386 by the end of FY 
2013, 434 by FY 2015, and 528 by FY 2017.  The 2013 Appropriation Act includes language 
authorizing the Department to use existing resources to initiate preplanning to expand SVP bed 
capacity.  

VCBR is continuing its partnerships with the Office of the Attorney General and with Probation 
and Parole offices to support and expand the safe and appropriate use of SVP conditional 
release.  These partnerships have resulted in improved approaches to developing conditional 
release plans, minimized interagency conflicts, and helped VCBR census management by 
preventing more individualsô conditional release revocations to the center. 

To increase the use of conditional release VCBR has created a position to assist with 
developing SVP conditional release plans and has started pre-release groups to help residents 
develop viable home plans.  The center has increased its use of regional visits to initiate 
contacts with supervising probation offices and to secure housing and work opportunities.  
VCBR discharged six residents in 2010 and 27 residents in 2012.  All had completed the 
program.  At the present rate of discharge, VCBR should discharge 30 residents during 2013. 

Goal, Objective, and Implementation Action Steps 

Goal: Address SVP service capacity issues in order to appropriately access and safely 
operate the Virginia Center for Behavioral Rehabilitation and provide SVP 
rehabilitation services.  

Objective and Implementation Action Steps: 

1. Provide evidence-based sex offender treatment, employment, and vocational training 
in a safe and secure setting. Meet the needs for additional bed and treatment space at 
VCBR. 

a. Implement a three-phased program evidence-based sex offender treatment intended to 
reduce the risk that SVPs will reoffend. 

b. Provide opportunities for VCBR residents to gain work experience. 

c. Reconfigure center services and security to serve up to 150 additional individuals at 
VCBR. 

2. Increase the safe and appropriate use of conditional release of eligible residents. 

a. Maintain partnerships with the Office of the Attorney General and with Probation and 
Parole offices to support and expand SVP conditional release. 

b. Continue to develop and implement SVP conditional release plans. 

c. Monitor VCBR resident progress toward transitioning to conditional release. 
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VII.   DEPARTMENT INITIATIVES 

INFORMATION TECHNOLOGY SOLUTIONS 

Two new external requirements have dramatically increased the scope and complexity of the 
Departmentôs information services and technology (IS&T) work and capacity. 

First is the requirement to align with and support the strategic plan of the Health and Human 
Resources Secretariat. This includes two specific modernizations:  

¶ Implementation of an Electronic Health Record System (EHRS) that meets federal 
Meaningful Use (MU) requirements in 14 state facilities operated by the Department. 

¶ Conformance to and use of modern computing technologies being implemented in the 
electronic Health and Human Resources (eHHR) program via a collaboration between 
HHR, DMV, and VITA. 

The second external requirement is to support implementation of the U.S. Department of Justice 
(DOJ) settlement agreement entered into between the Commonwealth of Virginia (COV) and 
DOJ in January 2012.  This agreement is being implemented by the Department via a suite of 
19 business transformation projects, several of which require new information technology 
systems and support.  Foremost among these systems are: 

¶ Development and use of a data warehouse to support increased quality management 
and oversight processes; 

¶ Upgrades to or replacement of the computerized system(s) for licensing and 
management of provider services; and 

¶ Development and deployment of computerized systems for management of discharges 
from state training centers. 

These HHR and DOJ business drivers present an environment demanding rapid coordinated 
change navigated and measured by information, and analysis.  Both have created increased 
demands on IS&T work regarding the pace, quality, and capabilities for information technology 
systems development, deployment, and adoption. 

State Facility Electronic Health Record Implementation 

In 2009, Congress passed the American Recovery and Reinvestment Act (ARRA).  This broad 
legislation addresses a realm of healthcare modernization issues, one of which is the 
requirement for health care providers to implement an EHRS to manage and document patient 
care. Financial incentives are available from ARRA for compliance and financial penalties are 
imposed by the U.S. Centers for Medicaid and Medicare Services (CMS) for non-compliance. 

The Department began planning for implementation of an EHRS in FY 2011.  Funding support 
for implementation was secured in the 2012-2014 biennium budget and a Request for Proposals 
was developed in collaboration with VITAôs Supply Chain Management in FY 2012.  An EHRS 
procurement award to Siemens Medical Solutions USA, Inc. was executed in December 2012.  
A three year implementation of the Departmentôs EHRS, subsequently named OneMind, began 
in January 2013. 

During year one (calendar year 2013), OneMind is being installed, configured, and deployed for 
use by three pilot hospitals (Western State Hospital, Eastern State Hospital, and Southwest 
Virginia Mental Health Institute). Limited use of OneMind began at the three pilot hospitals in 
June 2013 to meet the federal timeline requirements associated with available MU financial 
incentives. 

During year two of the implementation (calendar year 2014) 11 state facilities will begin using 
OneMind.  This second wave implementation will be structured to maximize available MU 
incentives, minimize adverse Medicare payment adjustments, leverage staff resources at co-
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located facilities, and minimize the ongoing need for operation and maintenance of ancillary 
systems in service at the remaining hospitals.  During year three (calendar 2015) 14 state 
hospitals will migrate their billing and reimbursement business processes to OneMind.  In 
conjunction with the DOJ settlement agreement, two training centers are scheduled to close 
prior to the completion of the OneMind implementation project, and thus are not scheduled for 
OneMind deployment. 

Implementation of OneMind will result in improved care coordination and communications for 
individuals receiving services in state facilities.  Specific care improvement goals encompass: 

¶ Reduction of near-miss and adverse events through improved communications, 
information sharing, and real-time alerts and notifications; 

¶ Improved patient and population health outcomes through system-wide adherence to 
clinical best practices, increased transparency, and exchange of clinical information;  

¶ Improved efficiency and empowered, informed, and engaged healthcare delivery staff 
through automated collection and use of patient care data; and  

¶ Reduced risk and cost of patient care and hospital certification requirements through 
replacement of multiple disparate locally developed healthcare data tracking systems by 
a federally certified EHRS. 

eHHR Alignment and Adoption 

The Department currently supports over two dozen shared application systems through its IS&T 
function and several hundred siloed applications developed by central office business units and 
state facilities.  Essentially none of these systems use current generation computing 
technologies that enable information sharing and efficient use of information technology 
resources. 

The eHHR Program is establishing a modern Information technology computing infrastructure 
that supports automation of business processes, sharing of data, and re-use of information 
technology assets. Components of this infrastructure are operational today and new services 
and functionality will become available over the course of the next few years.  

A material multi-year upgrade of the Departmentôs IS&T function is underway to align all new 
application system development/maintenance and acquisition/deployment with the eHHR 
strategy.  Through this upgrade Department applications and data will become more 
standardized and accessible within the Department, across HHR Secretariat agencies, and 
ultimately across COV Secretariats. This upgrade includes adoption of modern and efficient 
software development tools and methods, adoption of best practice project management 
methods and tools, compliance with COV/VITA infrastructure and security requirements, and 
efficient information technology processes for day-to-day operations and support of production 
application systems. 

Department Data Warehouse/Business Intelligence Initiative 

Data is a unifying asset applicable to all Department (and COV) business units. Although 
initiated and driven by the DOJ program, the need for data warehouse and business intelligence 
(DWBI) capabilities is intrinsic to all Department business objectives. 

In FY 2013 the Department, with support from CapTech Consulting, performed an analysis of 
organizational data maturity and developed a white paper, DBHDS Data Strategy Final, to 
navigate the agencyôs evolution from its current state of data management and utilization to a 
desired future state.  Using an industry benchmark for this assessment, the Department is 
embarking on a project to evolve its DWBI maturity from Level 1 (Non-existent) to Level 4 
(Repeatable) through a two year DWBI project. 

The outcome of this project will accomplish development and ongoing maintenance of a DBHDS 
technical architecture/infrastructure that supports data collection, maintenance, analysis, and 

http://www.dbhds.virginia.gov/documents/IST/DBHDSDataStrategyFinal2013Apr02.pdf
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reporting.  This cohesive architecture will accommodate data derived from the Departmentôs 
existing siloed applications as well as future shared technologies and data resultant from eHHR 
and EHRS.  Moreover, the DWBI project will support easier exchange of agency data with non-
Department entities such as its service delivery partners and other COV agencies.  Current 
processes requiring either highly technical software development work or laborious manual 
effort for compilation and correlation of data from different sources for reporting purposes will be 
replaced by business unit processes using self-service tools accessing business-unit governed 
data sources and computation methods. 

The DWBI project participated in and is completely aligned with the COV Enterprise Information 
Architecture strategy and requirement that was recently developed and published by VITA in 
response to state legislation that became effective on July 1, 2013. 

Goal, Objective, and Implementation Action Steps 

Goal: Improve the Departmentôs capability to develop, deploy, and adopt information 
technology systems solutions that support service delivery and improve business 
processes.  

Objective and Implementation Action Steps 

1. Successfully implement OneMind, the Departmentôs electronic health record system 
in all facilities operated by the Department.  

a. Complete the implementation of all Siemens Soarian clinical modules at all facilities 
operated by the Department. 

b. Achieve and attest to CMS Meaningful Use requirements at six hospitals (WSH, ESH, 
SWVMHI, CAT, PGH, and HDMC). 

c. Maximize available federal financial incentive payments, minimize potential Medicare 
reimbursement penalties, and support OneMind implementation expense recovery. 

d. Complete the implementation of the Siemens Soarian care delivery services billing 
reimbursement module by December 2015. 

e. Eliminate redundant data processing systems and reporting applications in the 
Departmentôs central office and in individual facilities while maintaining ability to produce 
required analyses and reports. 

f. Streamline, automate and standardize clinical and financial business processes in the 
Departmentôs central office and at individual facilities. 

g. Provide OneMind end-users with first-line Help Desk support. 

f. Provide infrastructure support to improve care delivery, quality of care, and improve 
consumer and population outcomes. 

2. Align Department information services and technology with eHHR program objectives 
and services. 

a. Implement ITIL-based best practices for Production Support and Service Desk support 

of computer and application systems. 

b. Implement appropriate software acquisition, development, and implementation methods 
for information and application systems required by business units. 

c. Align Department projects with VITA Production Management and Development (PMD) 
oversight processes, applicable VITA security and architecture standards, and use of 
evolving eHHR program services. 

3. Establish enterprise data warehouse and business intelligence capabilities capable to 
meet the present needs of the organization and able to evolve as future requirements 
change. 

a. Establish data warehouse prerequisites including development of a marketing plan, 
project charter, detailed project plan, and a governance board mission statement. 
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b. Acquire hardware and software for all environments to ensure the technical 
environments are available and identify and acquire a business sponsor and project 
personnel. 

c. Create a governance board to oversee evolution of the future data ecosystem. 

d. Establish a standard architecture and data integration framework for all future 
development, to include standards, a data management framework, and reporting 
structure and layout. 

e. Remove local-office focused reporting databases to the extent possible to normalize 
data and business logic in one organization-wide easily accessible source. 

f. Create the master data management system to link individuals from different systems 
together by creating mapping structures and a front-end for mapping, importing and 
mapping individuals from different sources together, and training the data steward on 
governance. 

g. Build an analytic data warehouse prototype that populates the staging and data 
warehouse structures and the self-service business intelligence area, and designs and 
provides initial reports to business users. 

h. Build the data warehouse that includes phased implementation of the subject areas 
needed to satisfy the DOJ settlement and quality management requirements (e.g., 
services, housing, employment, facilities, criminal justice, and providers). 

i. Provide training and implement self-service business intelligence and reporting solutions 
for end-users. 

WORKFORCE DEVELOPMENT AND CULTURAL AND LINGUISTIC COMPETENCY 

Workforce Development 

State facilities operate 24 hours a day, seven days a week and depend on a cadre of skilled and 
dedicated salaried and wage employees in a wide variety of classifications.  Most provide direct 
care or support facility infrastructure.  Facilities experience a number of human resource 
challenges, including workforce aging, increased cultural diversity, and health care professional 
shortages.  Competition among providers and the difficult nature of the work makes it hard to 
attract psychiatrists, occupational and physical therapists, nurses, pharmacists, and direct care 
staff. Vacancy and turnover rates in general are likely to worsen, exacerbating staffing 
shortages and overtime demand. 

¶ The state hospital workforce includes 3,981 classified plus 770 wage and contract 
employees whose average age is just over 47 years old and average work tenure is 11.5 
years. The direct care separation rate is almost 24 percent. In the next five years, 21.3 
percent will be eligible to retire with unreduced benefits.   

¶ The state training center workforce 3,333 classified plus 318 wage and contract 
employees whose average age is just over 47 years old and average work tenure is 
almost 14 years. The direct care separation rate is 24.4 percent. In the next five years, 
almost 27 percent will be eligible to retire with unreduced benefits.  

¶ VCBR has 424 salaried employees plus 26 wage and contract employees whose 
average age is just over 39 years old and average work tenure is just over five years.  
The separation rate is 37.1 percent for direct care positions and 18.8 percent for security 
positions, due in large part to the difficult nature of the work with this challenging 
population and existing facility capacity issues.  In the next five years, almost seven 
percent will be eligible to retire with unreduced benefits. 

The Departmentôs central office has 271 classified plus 28 wage and contract employees whose 
average age is almost 52 years old and average work tenure is 15.2 years.  In the next five 
years, almost 39 percent of central office staff, many of in supervisory or management roles, will 
be eligible to retire with unreduced benefits. 
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The loss of experienced well-trained staff across many occupational groups puts state facilities 
in jeopardy of losing an adequate workforce and requires significant recruitment and succession 
planning and training to transfer responsibilities from retiring to new employees.  Career 
progression and pathways that support employee advancement through successively higher 
levels of competencies will be increasingly important.  The Department has developed 
SystemLEAD, a long-term leadership development initiative designed to give participants broad 
exposure to the competencies necessary for leadership in the services system. SystemLEAD 
will be piloted with staff in the central office, one state hospital and training center, and in 
partnership with neighboring CSBs.  Its curriculum will focus on leadership competencies, 
including knowledge, skills, abilities, and behaviors that staff who aspire to leadership roles in 
the service system must possess and includes an individualized assessment and development 
plan, training and group projects, coaching and mentoring, special work assignments, and cross 
training opportunities.  SystemLEAD goals are to: 

¶ Prepare well-qualified internal candidates to assume key leadership positions; 

¶ Retain superior performers who will not leave their organizations or the services system 
because of lack of opportunity or lack of development; and 

¶ Reduce turnover rates among high-performing participating employees. 

The first phase of the program, which includes creating the core and site committees and 
communicating the initiative to the workforce, is set to begin in late 2013 or early 2014. 

Cultural and Linguistic Competency (CLC) 

Racially, ethnically, and linguistically diverse populations in Virginia have increased significantly 
over the past ten years.  The 2010 Census data reflects this increasing diversity.   

¶ More than 1.5 million Virginia residents reported themselves to be black or African 
American, accounting for nearly 20 percent of the total population.  This segment 
remains the largest minority group in Virginia.   

¶ Just over 630,000 residents or 7.9 percent of the Virginia population reported 
themselves to be Hispanic.  This is a 92 percent increase since 2000.  Half of this 
segment is made up of individuals under age 19. 

¶ Almost 440,000 Virginia residents or 5.5 percent of the Virginia population are Asian.  
This is a 69 percent increase since 2000.   

¶ More than 233,000 Virginia residents, or 2.9 percent of the population, reported that they 
belong to two or more of the six race categories counted in the census: white; black or 
African-American; American Indian and Alaska native; Asian; Native Hawaiian and other 
Pacific Islander; or some other race.   

Linguistic competence is the capacity of an organization and its personnel to communicate 
effectively and convey information in a manner that is easily understood by diverse audiences.  
In 2010, 41.6 percent of all Virginia households (both natives and the foreign born) had limited 
linguistic competence in English (Migration Policy Institute, Virginia Table 1, Change in the 
Limited English Proficient Population of Virginia, 2990-2010).  In these households, all persons 
age 14 and over were linguistically isolated, with 22.4 percent speaking Spanish, 22.1 percent 
speaking Asian or Pacific Island languages, 8.5 percent speaking other Indo-European 
languages, and 13 percent speaking other languages (U.S. Census Bureau, 2010 American 
Fact Finder Summary Table 1 S1602). 

Additionally, communication barriers associated with hearing loss can seriously impede access 
to behavioral health and developmental services and require specialized services and 
accommodations for these individuals.  The Department supports specialized regional 
consultation and direct services to individuals who are deaf, hard-of-hearing, late deafened, or 
deafblind.  The Statewide Cultural and Linguistic Competence Steering Committee will create a 
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subcommittee to focus on increasing services system capacity to effectively service this 
population, including: 

¶ Evaluating services provided through the regional deaf services coordinator programs 
and identifying areas where specialized services and accommodations such as direct 
clinical services in American Sign Language and service coordination are not available; 

¶ Evaluating the ongoing training needs of state facility staff; 

¶ Exploring the feasibility of establishing a contract for American Sign Language remote 
video-interpreting that could be accessed 24/7 by state facilities; and 

¶ Recommending service improvements and long term funding needs to sustain existing 
regional programs and establish regional programs in areas that are not covered. 

The Departmentôs Plan for Cultural and Linguistic Competency in Behavioral Health and 
Developmental Services 2013-2014 includes the following vision for culturally competent care.  

¶ Care that is given with understanding of and respect for the individualôs health-related 
beliefs and cultural values;  

¶ Staff that respect health related beliefs, interpersonal styles, and attitudes and behaviors 
of the individuals, families, and communities they serve; and  

¶ Administrative, management, and clinical operations that result in a workforce that is 
culturally and linguistically competent and a system that provides the highest quality of 
care to all communities. 

To effectively leverage limited resources, the Departmentôs Office of Cultural and Linguistic 
Competency will develop specific goals and activities for the following 2013-2014 focus areas: 

¶ Language Services Planning at the Secretariat and Local Level; 

¶ Workforce Diversity and Inclusion (Recruitment, Retention, and Succession); 

¶ CLC Response Development; and 

¶ Organizational CLC Training and Consultation. 

Goal, Objectives, and Implementation Action Steps 

Goal: Assure that Virginiaôs behavioral health and developmental services workforce 
has the leadership, clinical, and direct support skills and expertise to provide 
needed services and supports. 

Objectives and Implementation Action Steps 

1. Increase the skills and productivity of behavioral health and developmental services 
system professional, paraprofessional, direct care, and administrative staff. 

a. Enhance public-academic partnerships with Virginia universities, colleges, community 
colleges, and other learning organizations to expand the pipeline and skill levels of hard-
to-fill professional and direct care positions. 

b. Promote opportunities for distance learning for existing staff and public-academic 
partnerships that support on-site training of graduate, undergraduate, and medical 
students at state facilities and CSBs. 

c. Implement recruitment and retention strategies to maintain sufficient numbers of well-
qualified and highly trained staff in state facilities and the central office. 

d. Implement state facility and central office career progression and pathways that support 
employee advancement through successively higher levels of competencies. 

e. Implement comprehensive workforce and succession planning and systematic training 
and workforce development strategies in state facilities and the central office to transfer 
responsibilities from retiring employees to new employees. 

f. Provide training and cross-training programs designed to develop state facility and 
central office employees technical or clinical expertise and new skill sets in areas such 
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as communications and new technologies and to improve analytic skills, problem-solving 
capabilities and other competencies. 

2. Increase the capacity of the behavioral and developmental services system to provide 
culturally and linguistically appropriate services and supports to diverse populations. 

a. Expand and improve the quality of language-accessible behavioral health and 
developmental services. 

o Provide alternative methods to train and consult on language planning and services. 
o Identify opportunities to engage organizations in language audits. 
o Develop a mechanism (process) for annual review of CSB preferred language data. 
o Partner with the U.S. Department of Health and Human Services Office of Civil 

Rights to provide daylong technical training in six areas of the state. 
o Provide six Qualified Bilingual Staff Interpreter Training Programs in five areas of the 

state to leverage bilingual resources existing in organizations. 

b. Increase the number of services system organizations that develop diversity and 
inclusion (D&I) initiatives to increase cultural and linguistic competencies of providers. 

o Encourage organizations to develop human resources policy on CLC competencies 
and language proficiency. 

o Create promotional material related to the strategic benefits of D&I in behavioral 
health and developmental services system organizations. 

o Develop D&I training to share with interested parties in the services system. 
o Identify measures for evaluating D&I training. 

c. Increase the number of services system organizations who are beginning or advancing 
organizational cultural competency planning. 

o Identify methods to train leaders and middle managers on CLC and CLC planning 
and offer CLS train-the-training to services system training and development staff. 

o Create a speakers bureau listing to expand the pool of training and consultation 
resources available across the Commonwealth. 

o Provide regional training events on CLC in childrenôs mental health systems of care. 

d. Increase the number of activities and resources that engage communities and allow 
providers to advance culturally and linguistically appropriate behavioral health and 
developmental services in the Commonwealth. 

o Develop companion material to be included with DOJ settlement guidance for 
community-based care. 

o Continue to sponsor the National Minority Mental Health Awareness Month Media 
Contest. 

o Develop Standardized CLAS training materials for use by behavioral health and 
developmental services trainers reflecting basic CLAS concepts and the revised 
standards and expectations. 

o Publish planning documents related to access and outcomes for refugees seeking 
mental health services in the Commonwealth. 

o Develop resource materials for CLS in health reform for services system providers. 
o Continue to support the Annual Building Bridges Conference for addressing 

developmental disabilities in racially, ethnically, and linguistically diverse 
communities. 

STATE FACILITY CAPITAL INFRASTRUCTURE AND ENERGY EFFICIENCIES 

State facilities operated by the Department include 333 buildings containing about 5.8 million 
square feet of space on 12 campuses.  The average age of operational buildings averages 53 
years.  Inadequate maintenance and renovation funding has left many buildings in generally 
poor condition, requiring major building systems replacements, such as: fire alarm and fire 
sprinkler systems, emergency egress, security and plumbing.  Also, many buildings are 
inefficient to operate and require major renovations to meet current life safety standards and 
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requirements.  Department capital improvement priorities include roof, utilities, HVAC, and 
environmental hazard abatement projects to keep operational buildings in use, and a phased 
program of facility replacements which replaces large, multi-building hospital campuses with 
improved physical environments on a smaller campus which safely and efficiently address the 
program needs of individuals receiving services (see Appendix G). 

The replacement ESH adult and geriatric treatment centers are now complete.  The construction 
of a 246 bed replacement at WSH is scheduled for completion in 2013.  The down-sized facility 
at SEVTC has replaced 20 old cottages with 15 new 5-bedroom homes which are energy and 
operational efficient.  Major renovations are nearly complete at CVTC to enhance client safety 
and improve energy efficiency.  Also, the Department has implemented a computerized 
maintenance management system which monitors both energy consumption and maintenance 
activity at each facility.  The Department continues to explore strategies to reduce state facility 
energy consumption, increase efficiency, and reduce costs, including: 

¶ Energy Performance Contracts to modernize aging state facility energy delivery systems 
and has reduce energy consumption and operating costs; 

¶ Smaller high-efficiency boilers located nearer the load served to eliminate distribution 
system losses; 

¶ Conversion to renewable energy sources such as ground-source heat pumps and a 
biomass boiler that can burn several low-cost fuels such as native warm season grasses 
and wood waste products. 

¶ Laundry energy improvements and consolidation of facility laundries;  

¶ Centralization of cooking facilities; and 

¶ Building area reductions to achieve greater energy efficiency and design that meets the 
U.S. Green Building Councilôs LEEDÈ criteria for SILVER. 

To assist in financially supporting implementation of the DOJ settlement agreement, Virginia 
plans to close four of the five training centers, starting with SVTC by FY 2014.  Closure of the 
next three centers will be phased-in through FY 2020.  As training centers close, every effort will 
be made to sell the properties at market value in order to make resources available for services 
growth in the community. 

Goal, Objective, and Implementation Action Steps 

Goal: Provide state facility infrastructure that efficiently and appropriately meets the 
needs of individuals receiving services.  

Objective and Implementation Action Steps: 

1. Improve the capital infrastructure of state hospitals and training centers to assure 
their compliance with life safety and applicable building codes and their 
appropriateness for active treatment services and supports. 

a. Continue to update state facility master plans to appropriately address the programming 
needs of individuals receiving services. 

b. Complete state facility replacements and major renovations. 

c. Continue to work with state facilities to identify and implement initiatives that generate 
energy efficiencies. 

d. Implement state facility projects necessary to keep operational buildings in use, including 
roof, utility, HVAC, and environmental hazard abatement. 

e. Implement closure plans that maintain existing property while expending minimum funds. 

f. Actively participate and assist in the sale of surplus real estate property and make funds 
available for the revolving trust fund.  
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VIII.    RESOURCE REQUIREMENTS 

The following capacity development priorities respond to critical issues facing Virginiaôs 
behavioral health and developmental services system.  Implementation of these capacity 
development priorities is contingent on resource availability. 

Behavioral Health Services Investment Priorities 

¶ Expand statewide mental health services capacity to fill identified services gaps, including 
individual and group psychotherapy, family counseling, supportive counseling, psychiatry 
and medication services for older teens and young adults during the difficult period of 
transition from school to adulthood; Programs of Assertive Community Treatment (PACT) 
teams in communities that now lack this essential intensive service; therapeutic assessment 
centers (drop-off centers); early intervention services (Part C); discharge assistance for 
individuals receiving services in state hospitals whose discharges have been delayed due to 
extraordinary barriers; permanent supportive housing assistance; extended care for 
individuals under a temporary detention order; and enhanced forensic-related evaluation 
rates.  

¶ Expand statewide substance abuse intensive outpatient treatment, including earlier access 
to assessment and intensive outpatient services within the Systems of Care framework for 
youth with substance abuse and co-occurring disorders; rehabilitation and employment 
capacity to help persons in recovery from alcohol and drug addiction find and keep jobs; and 
community-based residential medical detoxification.  

¶ Expand peer support recovery services for persons with mental health, substance use, or 
co-occurring disorders to include peer support groups; education in illness and wellness 
management; job-readiness training; coaching and mentoring; assistance with social 
services and entitlements; drop-in and socialization opportunities, and residential supports. 

¶ Cover increased WSH operating costs incurred when new facility opened in October 2013, 
including increased IT requirements and VITA charges, security, and operations and 
increased CCCA security and IT costs associated with WSHôs move to a new building. 

¶ Offset lost Medicaid revenues associated with the diminishing geriatric population at ESH 
with state general funds.  

Developmental Services Investment Priorities 

¶ Collaborate with the Department of Medical Assistance Services (DMAS) to expand waiver 
capacity, modify existing or create new waivers, and address waiver rate structures. 

¶ Expand developmental services capacity to implement the settlement agreement with the 
U.S. Department of Justice (DOJ). This includes family supports, rental subsidies, crisis 
stabilization, and quality management and independent review.   

¶ Establish community-based regional Developmental Disability Health Supports Network 
clinical teams to provide or facilitate access to local professionals providing medical, dental, 
and other clinical services; behavioral and other supports; and specialized equipment. 

¶ Provide housing bridge funds to support transition of individuals residing at NVTC to the 
most integrated community setting of their choice by offsetting the gap between their 
monthly Social Security income and the projected fair market cost of housing in the region.  

Civil Commitment of Sexually Violent Predators Investment Priority 

¶ Cover conditional release services and supervision at the point that an individualôs probation 
obligation by the Department of Corrections (DOC) ends. 

Systemwide Investment Priorities 

¶ Support ongoing operation of the Departmentôs electronic health record system (EHRS). 

¶ Upgrade regional IT security staffing and processes to meet federal and state requirements. 

¶ Support Departmentôs interface with the stateôs new financial information system. 
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IX.     CONCLUSION 

This document responds to the requirement in §37.2-315 of the Code of Virginia for a six-year 
Comprehensive State Plan for mental health, mental retardation, and substance abuse services 
that identifies the services and supports needs of individuals receiving behavioral health and 
developmental services in Virginia and proposes objectives and action steps to address these 
needs. 

The policy agenda for the publicly-funded behavioral health and developmental services system 
for the next biennium will focus on sustaining progress in implementing the vision of recovery 
and person-centered delivery of behavioral health and developmental services and investing in 
the services capacity and infrastructure needed to address issues facing the services system.  
They also will enhance the ability of the services system to perform its core functions in a 
manner that is effective, efficient, and responsive to the needs of individuals receiving services 
and their families. 

The Departmentôs executive leadership will continue to monitor implementation of the Creating 
Opportunities strategic initiatives and major agency activities identified in the Comprehensive 
State Plan 2014-2020.  Successful implementation of these strategic initiatives will continue 
Virginia's progress in advancing a community-focused system of recovery-oriented and person-
centered services and supports that promote the highest possible level of participation by 
individuals receiving behavioral health or developmental services in all aspects of community 
life including work, school, family, and other meaningful relationships. 
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Appendix A 

Maps of Community Services Board Service Areas and State Facility Locations 

 

 

 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Virginia 

Community Services Boards 

 

1 Alexandria  11 Danville-Pittsylvania  21 Highlands  31 Prince William  

2 Alleghany Highlands  12 Dickenson   22 Loudoun   32 Rappahannock-Rapidan  

3 Arlington  13 District 19  23 Mid Peninsula-Northern Neck  33 Rappahannock Area  

4 Blue Ridge  14 Eastern Shore  24 Mount Rogers  34 Region Ten  

5 Horizon  15 Fairfax-Falls Church  25 New River Valley  35 Richmond 

6 Chesapeake  16 Goochland-Powhatan  26 Norfolk  36 Rockbridge Area  

7 Chesterfield  17 Hampton-Newport News  27 Northwestern  37 Southside  

8 Colonial  18 Hanover  28 Piedmont  38 Valley  

9 Crossroads  19 Harrisonburg-Rockingham  29 Planning District 1  39 Virginia Beach  

10 Cumberland Mountain  20 Henrico Area 30 Portsmouth  40 Western Tidewater  
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State Facilities 
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 Facility Location  Facility Location 

1 Catawba Hospital Catawba 9 Piedmont Geriatric Hospital Burkeville 

2 Central State Hospital Petersburg 10 Southeastern VA Training Center Chesapeake 

3 Central VA Training Center Madison Heights 11 Southern VA MH Institute Danville 

4 CCCA Staunton 12 Southside VA Training Center Petersburg 

5 Eastern State Hospital Williamsburg 13 Southwestern VA MH Institute Marion 

6 Virginia Center for Behavioral Rehabilitation Burkeville 14 Southwestern VA Training Center Hillsville 

7 Northern VA MH Institute Falls Church 15 Western State Hospital Staunton 

8 Northern VA Training Center Fairfax  
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Appendix B 
Descriptions of Populations Served 

 

Individuals Who Have a Serious Mental Illness or Serious Emotional Disturbance 

A mental disorder is broadly defined in the DSM-IV-TR (Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition, Text Revision) as a clinically significant behavioral or psychological 
syndrome or pattern that occurs in an individual and that is associated with present distress (e.g., a 
painful symptom) or disability (i.e., impairment of one or more important areas of functioning) or 
with a significantly increased risk of suffering death, pain, disability, or an important loss of 
freedom. 

Serious Mental Illness means a severe and persistent mental or emotional disorder that seriously 
impairs the functioning of adults, 18 years of age or older, in such primary aspects of daily living as 
personal relationships, self-care skills, living arrangements, or employment.  Individuals with 
serious mental illness who also have been diagnosed as having a substance use disorder or 
intellectual disability are included in this definition.  Serious mental illness is defined along three 
dimensions: diagnosis, level of disability, and duration of illness.  All three dimensions must be met 
to meet the criteria for serious mental illness. 

¶ Diagnosis:  an individual must have a major mental disorder diagnosed under the DSM-IV-TR.  
These disorders are: schizophrenia, major affective disorders, paranoia, organic or other 
psychotic disorders, personality disorders, or other disorders that may lead to chronic disability. 

¶ Level of Disability:  There must be evidence of severe and recurrent disability resulting from 
mental illness that must result in functional limitations in major life activities.  Individuals should 
meet at least two of the following criteria on a continuing or intermittent basis. 

a. Is unemployed or employed in a sheltered setting or a supportive work situation, has 
markedly limited or reduced employment skills, or has a poor employment history. 

b. Requires public financial assistance to remain in the community and may be unable to 
procure such assistance without help. 

c. Has difficulty establishing or maintaining a personal social support system. 

d. Requires assistance in basic living skills such as personal hygiene, food preparation, or 
money management. 

e. Exhibits inappropriate behavior that often results in intervention by the mental health or 
judicial system. 

¶ Duration of Illness:  The individual is expected to require services of an extended duration, or 
his treatment history meets at least one of the following criteria. 

a. The individual has undergone psychiatric treatment more intensive than outpatient care, 
such as crisis response services, alternative home care, partial hospitalization, or inpatient 
hospitalization, more than once in his or her lifetime. 

b. The individual has experienced an episode of continuous, supportive residential care, 
other than hospitalization, for a period long enough to have significantly disrupted the 
normal living situation. 

Substance use disorders frequently occur in conjunction with serious mental illness. 

Serious Emotional Disturbance means a serious mental health problem that affects a child, from 
birth through age17, and can be diagnosed under DSM-IV-TR or meets specific functional criteria.   

¶ Problems in personality development and social functioning that have been exhibited over at 
least one yearôs time, 

¶ Problems that are significantly disabling based on social functioning of most children of the 
childôs age, 

¶ Problems that have become more disabling over time, and 
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¶ Service needs that require significant intervention by more than one agency. 

Substance use disorders frequently occur in conjunction with serious emotional disturbance. 

Children ñAt-Riskò of Serious Emotional Disturbance means a condition experienced by a 
child, from birth through age 7, which meets at least one of the following criteria: 

¶ The child exhibits behavior or maturity is significantly different from most children of the childôs 
age, and is not due to developmental or intellectual disability, or 

¶ Parents or persons responsible for the childôs care have predisposing factors themselves, such 
as inadequate parenting skills, substance use disorders, mental illness, or other emotional 
difficulties, that could result in the child developing serious emotional or behavior problems, or 

¶ The child has experienced physical or psychological stressors, such as living in poverty, 
parental neglect, or physical or emotional abuse, which put him at risk for serious emotional or 
behavior problems. 

Individuals Who Have Intellectual or Other Developmental Disability 

Intellectual disability means a disability originating before the age of 18 years that is characterized 
concurrently by (i) significantly sub-average intellectual functioning as demonstrated by 
performance on a standardized measure of intellectual functioning, administered in conformity with 
accepted professional practice, that is at least two standard deviations below the mean and (ii) 
significant limitations in adaptive behavior as expressed in conceptual, social, and practical 
adaptive skills.  With each individual, limitations often co-exist with strengths.  Intellectual disability 
is a life-long disability; however, with appropriate personalized supports over a sustained period, 
the life functioning of individuals generally will improve.  

Developmental disabilities are a diverse group of severe chronic conditions that are due to mental 
or physical impairment, or both, are manifested before a person reaches age 22, and usually last 
throughout a person's lifetime.  People with developmental disabilities may have problems with 
major life activities such as language, mobility, learning, self-help, and independent living.  Among 
the array of developmental disability conditions, the Department and CSBs may serve individuals 
who have an autism spectrum disorder or a severe chronic disability that is attributable to cerebral 
palsy, epilepsy, or any other condition, other than mental illness, that is found to be closely related 
to intellectual disability when the condition results in substantial functional limitations in three or 
more areas of major life activities and impairment of general intellectual functioning or adaptive 
behavior that is similar to that of persons with intellectual disability and requires comparable 
services or supports.  

Individuals Who Have a Substance Use Disorder 

According to the Diagnostic and Statistical Manual (DSM IV-TR), substance use disorders (SUDs) 
are types of mental disorders that are "related to the taking of a drug of abuse (including alcohol), 
to the side effects of a medication, and to toxin exposure."  There are two levels of substance use 
disorders: substance dependence and substance abuse.  The DSM-IV-TR provides criteria for 
each level.  

¶ Criteria for a diagnosis of substance dependence focuses ñimpairment or distressé manifested 
by three (or more) [symptoms] in a twelve month periodò to include: 

1. Tolerance (needing more of the substance to achieve the desired level of intoxication or 
effect, or experiencing a diminished effect using the same amount of the substance); 

2. Withdrawal (marked by a physical syndrome related to the specific substance, or taking the 
substance to avoid withdrawal symptoms); 

3. Taking larger amounts or taking the substance over longer periods than intended (e.g., not 
being able to limit the number of alcoholic beverages consumed at a given event); 

4. Persistent desire combined with unsuccessful efforts to reduce use of the substance; 

5. Expending large amounts of time obtaining the substance use the substance or recover 
from its effects, to the point where the individualôs life becomes focused on the substance; 
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6. Engagement in important social, occupational or recreational activities are reduced due to 
substance use; and 

7. Continued use despite knowledge that the substance use is causing a persistent physical or 
psychological problem (e.g., persistent drinking in spite of knowing that an ulcer is made 
worse by alcohol consumption). 

¶ Criteria for substance abuse focuses on ña maladaptive pattern of substance use leading to 
clinically significant impairment or distress,ò indicated by at least one of the following within a 
twelve month period: 

1. Failure to fulfill major role obligations at work, school or home (e.g., repeated absences at 
work related to substance use; expulsion from school; neglect of children or household 
duties); 

2. Recurrent use of the substance in situations which are physically hazardous (e.g., driving 
while intoxicated); 

3. Recurrent arrests related to substance use (e.g., arrests for disorderly conduct after 
consuming alcohol); and 

4. Continued use of the substance despite persistent or recurrent social problems related to 
use of the substance (e.g., physical fights while intoxicated; arguing with significant others 
about the consequences of intoxication). 

An individualôs symptoms related to a specific substance can never have met the criteria for 
substance dependence. 
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Appendix C 
Community Services Board Services Utilization 

 

Community services boards (CSBs) offer varying combinations of core services, directly and through contracts with other 
organizations.  All tables show actual data, derived from annual community services performance contract reports and community 
consumer submission extracts submitted by CSBs.  Trends in numbers of individuals served between state FY 1988 and FY 2008, 
using the revised Taxonomy that created an additional category for services ï Services Available Outside of a Program Area follow.   

Table 1: Individuals Served by CSBs1 

 

FY 

Mental Health 
Services (MH) 

Developmental 
Services (DEV) 

Substance Abuse 
Services (SA) 

Services Available 
Outside of a 

Program Area 

Total 

Und. 2 Dupl. 3 Und.  2  Dupl. 3 Und.2  Dupl. 3 Und. 2  Dupl. 3 Und.  2 Dupl. 3 

1988 110,082 161,033 14,354 22,828 57,363 80,138   181,799 263,999 

1989 107,892 157,825 17,361 27,610 62,905 87,878   188,158 273,313 

1990 NA 152,811 NA 30,198 NA 101,816   NA 284,825 

1991 NA 161,536 NA 28,539 NA 103,288   NA 293,363 

1992 NA 160,115 NA 27,525 NA 78,358   NA 265,998 

1993 105,389 158,115 19,010 27,696 55,871 80,271   180,270 266,082 

1994 107,131 168,208 19,742 28,680 59,471 87,166   186,344 284,054 

1995 106,637 177,320 18,572 29,141 61,463 88,471   186,672 294,932 

1996 116,344 174,126 19,169 30,006 64,309 90,750   199,822 294,882 

1997 115,169 179,500 20,557 30,655 63,040 90,099   198,766 300,254 

1998 119,438 185,647 20,983 32,509 68,559 96,556   208,980 314,712 

1999 112,729 178,334 21,772 33,087 64,899 93,436   199,400 304,857 

2000 118,210 180,783 22,036 26,086 61,361 88,358   201,607 295,227 

2001 105,169 178,254 23,843 33,238 59,968 102,037   188,980 313,529 

2002 107,351 176,735 24,903 33,933 59,895 91,904   192,149 302,572 

2003 109,025 180,110 25,207 34,103 57,526 86,979   191,758 301,102 

2004 109,175 181,396 23,925 35,038 53,854 78,008   186,954 294,442 

2005 115,173 188,289 26,050 39,414 53,909 76,141   195,132 303,844 

2006 118,732 195,794 26,893 36,004 52,416 73,633   198,041 305,431 

2007 126,632 207,454 27,619 36,573 53,905 73,829   208,156 317,856 

2008 101,796 161,046 25,053 36,141 43,657 57,219 73,123 85,896 243,629 340,302 

2009 104,831 165,066 27,172 35,350 40,723 52,104 80,225 91,452 252,951 343,972 

2010 108,158 171,506 19,374 25,909 38,661 51,204 85,158 103,041 251,351 351,660 

2011 107,892 174,183 20,387 26,912 36,769 48,964 86,881 97,776 251,929 353,814 

2012 113,552 181,410 20,562 27,161 36,743 49,090 112,916 127,780 283,773 385,441 

2013 112,121 180,176 20,248 26,399 34,382 46,632 126,035 130,152 292,786 383,359 

NOTES: 

1 Unduplicated counts of individuals were not collected by the Department every year.  The NA notations show years in which this information 
was not collected. 

2 Unduplicated (Und.) numbers of individuals are the total number of individuals receiving services in a program (mental health, developmental, 
or substance abuse services) area, regardless of how many services they received.  If an individual with a dual diagnosis (e.g., mental illness 
and substance use disorder) received services in both program areas, he would be counted twice.  

3 Duplicated (Dupl.) numbers of individuals are the total numbers of individuals receiving each category or subcategory of core services.  Thus, if 
an individual received outpatient, rehabilitation, and supervised residential services, he would be counted three times, since he received three 
core services.  These totals are added to calculate a total number of individuals served for each program area. 

With the implementation in FY 2004 of the Community Consumer Submission (software that extracts data on each individual 
receiving services from CSB information systems and transmits encrypted data to the Department) a totally unduplicated count of 
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individuals at the CSB level across all program areas was available.  The difference between the total unduplicated figure and the 
sum of the unduplicated number of individuals in each program area, shown in the preceding table, gives some indication of the 
numbers of individuals who may be receiving services in more than one program area.  For example, in FY 2010, 56,689 individuals 
received services in more than one program area 

Table 2:  Unduplicated Count of Individuals Receiving CSB Services 

FY Number  FY Number FY Number 

2004 167,096 2008 190,125 2012 216,951 

2005 174,183 2009 198,271 2013 213,902 

2006 176,276 2019 194,662   

2007 185,287 2011 196,951   
 

Table 3:  FY 2013 Community Services Board Static Capacities by Core Service 

Services Available at Admission to a Program 
Area 

MH Services DEV Services SA Services Grand TOTAL 

Adult Psychiatric or Substance Abuse Inpatient 40 beds  5 bed 45 beds 

Community-Based SA Medical Detox Inpatient   4beds 4 beds 

Total Local Inpatient Services Beds 40 beds  9 beds 49 beds 

Day Treatment/Partial Hospitalization 2,855 slots  120 slots 2,975 slots 

Ambulatory Crisis Stabilization Services 76 slots   76 slots 

Rehabilitation/Habilitation 2,595 slots 2,233 slots  4,828 slots 

Sheltered Employment  51 slots 643 slots  694 slots 

Day Support Group Supported Employment  34 slots 591 slots  625 slots 

Transitional/Supported Employment FTEs 19 FTEs 68 FTEs  87 FTEs 

Highly Intensive Residential Services 48 beds 208 beds 103 beds 359 beds 

Residential Crisis Stabilization Services 157 beds 20 Beds 7 beds 184 beds 

Intensive Residential Services 214 beds 868 beds 620 beds 1,702 beds 

Supervised Residential Services 683 beds 392 beds 89 beds 864 beds 

Supportive Residential Services FTEs 549 FTEs 235 FTEs 4 FTEs 788 FTEs 

Note:  Decimal fractions of beds and slots result from calculating these capacities for contracted services where a CSB purchases a number 
of bed days or days of service, which must be converted to numbers of beds or day support slots. 

Table 4:  FY 2013 Unduplicated Numbers of Individuals Receiving CSB Services by Age 

Age MH Services DEV Services SA Services Emergency Svs. Ancillary Services Total 

0-2                 649                1,011                    47                  550                    77           2,190  

3-12             17,970                2,254                  102              14,008                2,890          28,556  

13-17             14,069                1,329                2,667              12,909                6,589          26,962  

18-22               7,269                2,340                4,053                6,943                6,614          19,713  

23-59             62,961              11,729              26,667              31,441              36,227        120,548  

60-64               4,481                  770                  584                  989                2,031           6,931  

65-74               3,659                  638                  237                  696                2,098           6,063  

75+               1,057                  176                    23                  185                1,706           2,851  

Unknown                     6                      1                      2                    14                    68                88  

Total           112,121              20,248              34,382              67,735              58,300        213,902  
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Appendix D 

State Hospital and Training Center Utilization 

 

Individuals Served in State Hospitals, Average Daily Census, Admissions, and Separations -- FY 2013 

MH Facility 
# Individuals 

Served 
Average Daily 

Census 
# Admissions # Separations 

Eastern State Hospital 495 258 242 256 

Western State Hospital 683 214 530 539 

Central State Hospital 669 204 514 534 

Southwestern VA MHI 699 149 720 714 

Northern VA MHI 697 116 693 692 

Southern VA MHI 290 65 261 270 

Commonwealth Center for Children 
and Adolescents 

595 32 691 698 

Catawba Hospital 297 92 249 249 

Piedmont Geriatric Hospital 157 102 59 53 

Total*  4,408 1,233 3,959 4,005 

 
 

Individuals Served by Hiram Davis Medical Center, ADC, Admissions, and Separations -- FY2013 

 
# Individuals 

Served 
Average Daily 

Census 
# Admissions # Separations 

Hiram Davis Medical Center 118 57 79 69 

 
 

Individuals Served by Virginia Center for Behavioral Rehabilitation, ADC, Admissions, and Separations -- 
FY2013 

 
# Individuals 

Served 
Average Daily 

Census 
# Admissions # Separations 

VCBR 344 296 48 31 

 
 

Individuals Served in Training Centers, ADC, Admissions, and Separations - FY2013 

Training 
Center 

# 
Individuals 

Served 

Average 
Daily 

Census 

# Admissions # Separations 

Emerg. Respite 
LT 

Adm. 
TOTAL Emerg. Respite 

LT 
Resid. 

TOTAL 

CVTC  345 314 1 5 1 7 1 5 40 46 

NVTC 153 142 0 0 0 0 0 0 18 18 

SEVTC 108 92 4 0 0 4 4 0 20 24 

SVTC 196 156 2 2 1 5 2 3 83 88 

SWVTC 184 163 5 13 1 19 5 11 20 36 

Total  986 868 13 20 3 35 12 19 181 212 

Source: DBHDS AVATAR Information System 
*Unduplicated count (unique individuals) by state facility type 

 
TOTAL UNDUPLICATED COUNT OF INDIVIDUALS SERVED ACROSS ALL STATE FACILITIES: 5,772 
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Adult Civil State Hospital Bed Utilization by CSB and Region FY 2013 
Beds Per 10,000 SMI Population Prevalence 
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Adult Civil State Hospital Facility Utilization by CSB and Region -- FY2013 

 
CSB 

All Bed Days 
FY 2013 

SMI Prevalence 
FY 2013 Bed Days Per 
10 K SMI Prevalence  

FY 2013 Beds Per 
100 K Prevalence 

Population 

I Harrisonburg-Rockingham 4,622 5,532 8,355 23 

Central Virginia 11,477 10,942 10,489 29 

Northwestern 5,861 9,414 6,226 17 

Rappahannock Area 11,096 13,592 8,164 22 

Rappahannock-Rapidan 4,374 6,972 6,274 17 

Region Ten 12,834 10,284 12,480 34 

Rockbridge Area 1,617 1,822 8,875 24 

Valley 6,970 5,184 13,445 37 

II Alexandria 4,009 6,501 6,167 17 

Arlington 11,530 9,999 11,531 32 

Fairfax-Falls Church 16,640 47,553 3,499 10 

Loudoun County 3,409 12,780 2,667 7 

Prince William County 7,430 18,881 3,935 11 

III Cumberland Mountain 4,840 4,204 11,513 32 

Dickenson County 1,262 673 18,752 51 

Highlands 13,320 3,170 42,019 115 

Mount Rogers 12,156 5,175 23,490 64 

New River Valley 8,827 7,999 11,035 30 

Planning District 1 7,360 4,029 18,268 50 

IV Chesterfield 5,222 13,120 3,980 11 

Crossroads 2,139 4,496 4,758 13 

District 19 4,809 7,334 6,557 18 

Goochland-Powhatan 366 2,120 1,726 5 

Hanover County 2,345 4,155 5,644 15 

Henrico Area 4,650 14,136 3,289 9 

Richmond BHA 8,917 9,161 9,734 27 

V Chesapeake 8,114 9,275 8,748 24 

Colonial 5,164 6,874 7,512 21 

Eastern Shore 1,848 1,949 9,482 26 

Hampton-Newport News 15,138 13,181 11,485 31 

Middle Pen.-Northern Neck 6,187 6,146 10,067 28 

Norfolk 11,859 10,522 11,271 31 

Portsmouth 3,183 3,968 8,022 22 

Virginia Beach 5,439 18,545 2,933 8 

Western Tidewater 4,071 6,072 6,705 18 

VI Danville-Pittsylvania 8,308 4,515 18,401 50 

Piedmont  5,124 6,111 8,385 23 

Southside 5,047 3,653 13,816 38 

VII Alleghany Highlands 3,430 943 36,373 100 

Blue Ridge 18,498 10,790 17,144 47 

 VIRGINIA STATEWIDE 279,492 341,773 8,178 22 

Source:   DBHDS AVATAR and Weldon Cooper Center for Public Service Age & Sex estimates for 2012 
Note:  Excludes HRMC, VCBR, and CCCA and 97 bed days with no CSB association 
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Training Center Bed Utilization by Individuals by CSB and Region FY 2013 
Beds Per 10,000 ID Population Prevalence
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State Training Center Utilization by CSB and Region -- FY 2013 

 
CSB All Bed Days 

FY 2013 
ID Prevalence 

FY 2013 Bed Days Per 
10 K ID Prevalence 

FY 2013 Beds Per 
100 K Population 

I Harrisonburg-Rockingham 1,871 1,213 15,425 42 

Horizon 9,993 2,417 41,345 113 

Northwestern 3,587 2,129 16,848 46 

Rappahannock Area 3,994 3,184 12,544 34 

Rappahannock-Rapidan 5,574 1,595 34,947 96 

Region Ten 7,463 2,257 33,066 91 

Rockbridge Area 365 390 9,359 26 

Valley 3,281 1,144 28,680 79 

II Alexandria 7,420 1,354 54,801 150 

Arlington 10,681 2,081 51,326 141 

Fairfax-Falls Church 41,063 10,785 38,074 104 

Loudoun County 549 3,096 1,773 5 

Prince William County 9,590 4,479 21,411 59 

III Cumberland Mountain 15,216 919 165,571 454 

Dickenson County 2,190 149 146,980 403 

Highlands 6,532 693 94,257 258 

Mount Rogers 13,248 1,138 116,415 319 

New River Valley 12,655 1,708 74,093 203 

Planning District 1 10,658 883 120,702 331 

IV Chesterfield 2,577 3,047 8,457 23 

Crossroads 4,460 983 45,371 124 

District 19 7,934 1,627 48,765 134 

Goochland-Powhatan 787 473 16,638 46 

Hanover County 1,840 958 19,207 53 

Henrico Area 8,295 3,201 25,914 71 

Richmond BHA 9,783 1,963 49,837 137 

V Chesapeake 4,885 2,142 22,806 62 

Colonial 2,247 1,543 14,563 40 

Eastern Shore 3,574 428 83,505 229 

Hampton-Newport News 11,941 2,955 40,409 111 

Middle Pen.-Northern Neck 2,483 1,342 18,502 51 

Norfolk 20,218 2,286 88,443 242 

Portsmouth 5,684 892 63,722 175 

Virginia Beach 10,856 4,175 26,002 71 

Western Tidewater 3,844 1,386 27,734 76 

VI Danville-Pittsylvania 9,050 1,000 90,500 248 

Piedmont  5,059 1,342 37,697 103 

Southside 5,337 805 66,298 182 

VII Alleghany Highlands 1,787 209 85,502 234 

Blue Ridge 10,696 2,393 44,697 122 

 VIRGINIA STATEWIDE 299,267 76,763 38,986 107 

Source:   DBHDS AVATAR and Weldon Cooper Center for Public Service Age & Sex estimates for 2012 
Note:  Excludes 881 bed days with no CSB association  
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Numbers Served by Age - FY 2013 

Age State Hospitals Training Centers Hiram Davis VSBR Total 

0-17 604 3 0 0 611 

18-22 339 13 1 1 350 

23-59 2,802 730 79 321 3,865 

60-64 219 122 11 20 363 

65-74 287 97 11 13 401 

75+ 164 30 16 1 202 

Total 4,415 995 118 356 5,792 

 

Numbers Served in State Facilities by Gender - FY 2013 

Gender State Hospitals Training Centers Hiram Davis VCBR Total 

Male 2,728 579 68 356 3,670 

Female 1,687 416 50  2,122 

Total 4,415 995 118 356 5,792 
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State Hospital and Training Center Numbers of Admissions, Separations, and Average Daily Census FY 1976 
to FY 2013 

 
 
 

State Hospitals* Training Centers** 

Number of 
Admissions 

Number of 
Separations 

Average Daily 
Census 

Number of 
Admissions 

Number of 
Separations 

Average Daily 
Census 

FY 1976 10,319 10,943 5,967 250 639 4,293 

FY 1977 10,051 10,895 5,489 418 618 3,893 

FY 1978 10,641 11,083 5,218 277 404 3,790 

FY 1979 10,756 10,926 5,112 299 416 3,701 

FY 1980 10,513 11,345 4,835 296 428 3,576 

FY 1981 10,680 11,513 4,486 252 399 3,467 

FY 1982 10,212 10,616 4,165 205 301 3,391 

FY 1983 10,030 10,273 3,798 162 232 3,309 

FY 1984 9,853 10,163 3,576 194 322 3,189 

FY 1985 9,456 9,768 3,279 197 314 3,069 

FY 1986 8,942 9,077 3,110 172 280 2,970 

FY 1987 8,919 8,900 3,004 165 238 2,892 

FY 1988 9,549 9,637 3,047 143 224 2,828 

FY 1989 9,591 9,605 3,072 146 231 2,761 

FY 1990 9,249 9,293 2,956 110 181 2,676 

FY 1991 9,323 9,519 2,904 107 162 2,626 

FY 1992 9,057 9,245 2,775 116 215 2,548 

FY 1993 8,560 8,651 2,588 94 192 2,481 

FY 1994 9,187 9,317 2,482 106 193 2,375 

FY 1995 8,550 8,774 2,348 87 216 2,249 

FY 1996 7,468 7,529 2,222 87 223 2,132 

FY 1997 7,195 7,257 2,118 77 210 1,987 

FY 1998 7,431 7,522 2,089 78 170 1,890 

FY 1999 6,210 6,449 1,914 106 188 1,812 

FY 2000 5,069 5,233 1,694 101 194 1,749 

FY 2001 5,223 5,176 1,641 101 156 1,680 

FY 2002 5,936 5,915 1,654 122 177 1,618 

FY 2003 5,946 6,008 1,609 95 132 1,581 

FY 2004 5,382 5,599 1,588 73 114 1,568 

FY 2005 5,232 5,236 1,478 114 174 1,524 

FY 2006 5,334 5,293 1,490 112 188 1,451 

FY 2007 5,146 5,149 1,511 128 182 1,389 

FY 2008 4,960 5,025 1,501 134 196 1,328 

FY 2009 4,884 5,042 1,419 111 179 1,275 

FY 2010 4,809 4,856 1,355 100 194 1,196 

FY 2011 4,366 4,421 1,319  111  193  1,106 

FY 2012 4,330 4,369 1,271 78 205 1,013 

FY 2013 3,959 4,005 1,233 35*** 212**** 868 

*  Excludes Hiram Davis Medical Center and the Virginia Center for Behavioral Rehabilitation.  State MH facilities counts include the Virginia 
Treatment Center for Children (VTCC) through FY 1991 when the VTCC was transferred to MCV. 

**  Operations at SVTC began in 1971, NVTC began in 1973, SWVTC in 1973, and SEVTC began in 1975. 
***  Of the 35 admissions, 20 were for respite services, 12 were emergency admissions, and 3 were long-term admissions. 
****Of the 212 discharges, 181 had been long-term admissions 
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Appendix E 
Prevalence Estimates by CSB

Estimated Prevalence of Serious Mental Illness by CSB and Region 

  

CSB 

Population Age18+ 

(2012 Population) 

Est.  Population 
with SMI (5.4%) 

Lower Limit of SMI 95% 
Confidence Interval 

(3.7%) 

Upper Limit of SMI 
95% Confidence 
Interval (7.1%) 

I Harrisonburg-Rockingham 102,451 5,532 3,791 7,274 

Horizon 202,635 10,942 7,497 14,387 

Northwestern 174,339 9,414 6,451 12,378 

Rappahannock Area 251,705 13,592 9,313 17,871 

Rappahannock-Rapidan 129,109 6,972 4,777 9,167 

Region Ten 190,446 10,284 7,047 13,522 

Rockbridge Area 33,748 1,822 1,249 2,396 

Valley 95,996 5,184 3,552 6,816 

II Alexandria 120,398 6,501 4,455 8,548 

Arlington 185,165 9,999 6,851 13,147 

Fairfax-Falls Church 880,619 47,553 32,583 62,524 

Loudoun County 236,670 12,780 8,757 16,804 

Prince William County 349,656 18,881 12,937 24,826 

III Cumberland Mountain 77,844 4,204 2,880 5,527 

Dickenson County 12,457 673 461 884 

Highlands 58,708 3,170 2,172 4,168 

Mount Rogers 95,825 5,175 3,546 6,804 

New River Valley 148,130 7,999 5,481 10,517 

Planning District 1 74,610 4,029 2,761 5,297 

IV Chesterfield 242,965 13,120 8,990 17,251 

Crossroads 83,258 4,496 3,081 5,911 

District 19 135,807 7,334 5,025 9,642 

Goochland-Powhatan 39,268 2,120 1,453 2,788 

Hanover County 76,945 4,155 2,847 5,463 

Henrico Area 261,781 14,136 9,686 18,586 

Richmond BHA 169,639 9,161 6,277 12,044 

V Chesapeake 171,758 9,275 6,355 12,195 

Colonial 127,292 6,874 4,710 9,038 

Eastern Shore 36,088 1,949 1,335 2,562 

Hampton-Newport News 244,088 13,181 9,031 17,330 

Middle Pen.-Northern Neck 113,822 6,146 4,211 8,081 

Norfolk 194,848 10,522 7,209 13,834 

Portsmouth 73,490 3,968 2,719 5,218 

Virginia Beach 343,423 18,545 12,707 24,383 

Western Tidewater 112,443 6,072 4,160 7,983 

VI Danville-Pittsylvania 83,611 4,515 3,094 5,936 

Piedmont 113,166 6,111 4,187 8,035 

Southside 67,652 3,653 2,503 4,803 

VII Alleghany Highlands 17,462 943 646 1,240 

Blue Ridge 199,813 10,790 7,393 14,187 

 TOTAL 6,329,130 341,773 234,178 449,368 

Source for population counts:  Weldon Cooper Center for Public Service Age & Sex estimates for 2012 
Methodology Source: NRI/SDICC report for CMHS. September 2012 






































