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PREFACE

Senate Joint Resolution No. 138, agreed to by the 1989 Session of
the General Assembly directs the Commissioner of the Department of
Mental Health, Mental Retardation and Substance Abuse Services
(DMHMRSAS) to establish and implement a system of statewide
training and staff development for Community Services Boards and
DMHMRSAS facility staff.

The Commissioner convened a Steering committee to develop an
orientation package for twelve key management positions in
community services Boards and state facilities. The steering
committee was comprised of the following members:

Constance N. Fletcher, Ph.D., Director
Southern Virginia Mental Health Institute

Martin Kline, Assistant Director, Administrative
Eastern state Hospital

Dr. Michael Connell, Medical Director
Southwestern Virginia Mental Health Institute

Leslie Gayle, Nursing Director
Southeastern Virginia Training Center

Robert Merryman, Social Work Director
Central Virginia Training Center

Anita Jackson, Employee Relations Director
western state Hospital

c. Joseph Sharrer, Executive Director
Harrisonburg-Rockingham Community Services Board

Paul Borzellino, Emergency Services Director
Prince William Community Services Board

Alan Phj llips, Director of Residential Services for the
Mentally Retarded, Oakton, Virginia

Betty Burke, Mental Retardation Director
Mental Health Services of the Roanoke Valley

Linda Edwards, LCSW, Mental Health Director
Central Virginia Community services Board

Dot Henry, Substance Abuse Director
Chesterfield Community Services Board

The steering Committee was chaired by the Deputy Commissioner and
staff assistance was provided by the Office of Human Resource
Development and the Office of Employee Relations and Personnel.
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EXECUTIVE SUMMARY

Senate Joint Resolution No. 138 , agreed to by the 1989 Session of
the General Assembly, directs the Commissioner of the Department of
Mental Health, Mental Retardation and Substance Abuse Services
(DMHMRSAS) to establish and implement a system of statewide
training and staff development for community services Boards and
DMHMRSAS facility staff.

The Commissioner submitted an interim report in December, 1989, on
a two-phased approach to developing statewide training and
development of minimum standards. This final report details the
on-going development and implementation process.

The two-phased approach is in response to the differing training
needs of managers and direct care staff. Individuals hired into
management positions bring with them basic professional skills and
experience, yet they may lack a clear understanding of the Virginia
system of pUblic mental health, mental retardation and substance
abuse services. On the other hand, training for direct care staff
must ensure competence in delivery of services. The methods for
determining the content and implementation of training and staff
development will therefore differ for the two groups.

The process followed to develop a curriculum for key management
positions can be replicated for all management and supervisory
positions. The major components are as follows:

1. An individual designated by the Commissioner convenes a
steering committee of representatives of the targeted
positions.

2. Each member of the steering Committee is directed to form an
ad hoc committee of his peers to identify and recommend areas
that should be addressed.

3. The Steering committee makes decisions on the recommended
content and the procedures for implementing the training
program.

4. The program is assigned to the appropriate unit for
implementation and monitoring.

5. Support for these activities is provided by the Office of
Human Resource Development and the Office of Employee
Relations and Personnel.

The above process was used successfully in the first year to
develop an orientation package for twelve key management positions
in Community Services Boards and state facilities. Ten additional
positions are targeted for the second year. The orientation
training provides an intrOduction to the Virginia system of
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community and facility service.s, to other human services, and
information essential to function at a high level of managerial and
operational capacity. Dissemination of the basic system overview
and position specific knowledge will be handled through a mentor
system. As with other orientation training, responsibility for
implementation and monitoring this program has been given to the
Office of Employee Relations and Personnel.

A six-months trial implementation period will begin January 1991.
At the conclusion, the Human Resource Development Office will ask
for comments and suggestions regarding the curriculum and its
delivery. Recommended changes in the process will be incorporated
in the implementation of phase II of the project. The Office of
Human Resource Development will establish a working relationship
with the virginia Association of Community services Boards Training
committee for the purpose of establishing Training standards for
Community services Boards. The Office of Human Resource
Development will work with the facility training directors to
establish similar standards for state hospitals and training
centers. The Office of Human Resource Development will recommend
that these standards be incorporated in the CSB Evaluation process
and facility Licensure Regulations.

A different process is being used to implement a standardized
curriculum for entry level positions. In cooperation with the
Virginia Department of Education, the Department has initiated a
process for developing competency-based training standards for
direct care personnel in state hospitals and training centers. The
two agencies will study one direct care position each year to
determine required duties, tasks, and proficiency levels.
Currently, one position study is complete, and a second is near
completion. The Vocational and Adult Education Division of the
Department of Education is furnishing an extensive, competency­
based curriculum guide for each position. These completed
curriculum guides can be modified for training community staff who
perform similar services in residential programs.
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INTRODUCTION

PURPOSE: The purpose of this Orientation Packet is to help you get
started in your new role. The manual is intended to serve as an
introduction to persons, information, materials, and activities
which may be especially helpful in your first year in this
position. The packet is organized into four major sections:

* Introduction

* System Overview

* Role specific Knowledge

* Resource Material

Orientation training has been developed in response to Senate Joint
Resolution No. 138, agreed to by the 1989 Session of the General
Assembly. It directs the Commissioner of the Department of Mental
Health, Mental Retardation and Substance Abuse services (DMHMRSAS)
to establish 'and implement a system of statewide training and staff
development for Community services Boards and DMHMRSAS facility
staff.

The first phase of training concentrates on orientation for key
management positions. Each individual hired by the Department or
by a community Services Board bring to the job basic professional
skills. However, the newly hired staff person may lack a clear
understanding of the Virginia system of publ i c mental health,
mental retardation, and substance abuse services. In addition,
knowledge of the policies and instructions of the state' Board and
DMHMRSAS are essential to successful functioning within the system.
this orientation packet provides basic information on the Virginia
system of community and facility services, information essential to
functioning at a high level of managerial and operational capacity.

This packet is designed to be completed with the help of one or
more staff with considerable experience (the mentor). The
suggested time frames allow for flexibility in planning your
orientation v Ls Lts with a number of colleagues. However, it is
essential that all content areas designated as "high" priority be
covered within the first two weeks of assuming your position. The
entire packet should be completed within the first three months of
employment.
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PROGRAM GOALS AND OBJECTIVES: The goal of this statewide training
and staff development program is to ensure quality services in
community and facility programs by providing basic orientation and
training to persons entering key management positions.

The objectives of the training are to ensure that new staff will:

* Review the virginia system of public mental health, mental
retardation, and substance abuse services,

* Examine the policies and instruction of the state Board and
Department of Mental Health, Mental Retardation and Substance
Abuse Services,

* Identify resource persons in various setting who will assist
the new staff person by acting as a sponsor or mentor.
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THE MENTOR SYSTEM

Board chairmen and executive directors are busy people with little
time available to devote to orienting newly hired directors and
managers. One of the best methods for orienting new directors is
for colleagues in similar positions and from similar organizations
to act as mentors or sponsors. Sponsors can be valuable adjuncts
to a traditional orientation program. They can assist the new
director by answering questions, explaining why things are done as
they are, and by helping the new director make the necessary
contacts.

THE esa SPONSOR: When a new executive director is employed by a
CSB, the Director of the DMHMRSAS Liaison Office will arrange for
an executive director from another eBB to act as a sponsor.
Similarly, when a new program director is employed by a eSB, the
executive director of that eSB arranges for a peer sponsor from
another eSB to assist in orienting the new program director. In
all cases sponsorship is voluntary and the final selection of the
sponsor is left to the eSB. The eSB sponsor should be in the same
or in a similar position to that of the new staff person and from
a Board with a similar classification (jurisdiction served, budget
size, and catchment area characteristics).

The major responsibilities of the eSB sponsor are to meet with the
new staff person to discuss the position, to answer questions, and
to remain a point of contact during the first months of employment.
The sponsor may choose to accompany the new staff person to
Richmond for all or part of the central office orientation visit or
they may elect to meet afterwards to discuss the visit. The
sponsor should also assist the new director to make the proper
contacts at the next scheduled VACSB meeting through introductions
to key participants in that organization. Finally, the sponsor may
wish to accompany the new director on a visit to those state
facilities utilized by the new director's CSB.

THE FACILITY SPONSOR: When a new hospital or training center
director is employed by DMHMRSAS, the Assistant Commissioner for
Program Support will arrange for the director of a similar facility
to act as a sronsor. Similarly, when a new facility administrator
or manager is employed by the Department, the director of that
hospital or training center will make arrangements for a peer in a
like facility to act as a sponsor to assist in orienting the new
employee. The selection of the sponsor is made by joint agreement
between the individual making the arrangements and the director of
the facility employing the sponsor. The sponsor should be an
individual in the same or similar position to that of the new
employee.
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The responsibilities of the sponsor are to meet with the new staff
person to discuss the position and to act as a point of contact
during the first months of employment. The sponsor may accompany
the new employee to Richmond for all or part of the central office
orientation visit. The sponsor should also assist the new director
to make the proper contacts by accompanying the new director to
other hospitals or training centers and introducing him/her to key
staff in those organizations.

THE CENTRAL OFFICE SPONSOR: New eSB, hospital, and training center
directors will be oriented to DMHMRSAS operations by a Central
Office sponsor. If the new director is employed by a eSB, the
executive director of that eSB or, if the new staff person is the
executive director, the DMHMRSAS Assistant commissioner for Program
Support, schedules a visit for the new staff person. The Assistant
Commissioner for Program Support or the appropriate disability
office director will serve as the Central Office sponsor. The role
of the central office sponsor is not unlike the role of the CSB
sponsor, to acquaint the new director with Central Office
operations, to answer questions, and to remain a point of contact
in the Central Office.

Each Central Office sponsor will be provided with a work sheet (see
section IV, Role Specific Knowledge) designed to assist the sponsor
to schedule the orientation visit. It is the responsibility of the
sponsor to collect the necessary information in order to assess the
background and knowledge base of the new staff person. Such
information will normally be found in a vita or state application.
If the new director comes from another state, the sponsor should
discuss the structure and operation of that state's mental health,
mental retardation, and substance abuse department with the new
director to assess how that department differs from the Virginia
DMHMRSAS. The purpose of this assessment is to identify what
information is essential to the successful functioning of the new
director within Virginia's system of community and facility
services. Once the assessment has been completed, the Central
Office sponsor will develop, with input from the new director, a
schedule of meetings with key Central Office staff to take place
during the Central Office orientation visit. It is the
responsibility of the Central Office sponsor to provide each
Central Office staff person who will be meeting with the new
director with basic background information about the new staff
person before the meeting takes place.

The length of the meetings will vary. They may be as brief as an
introduction or they may be more lengthy informational meetings
with several Central Office staff present. The objective of the
meetings is to acquaint the staff person with the policies and
procedures and rules and regUlations of the Department. The
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Central Office staff person meeting with the new director is
responsible for providing the new director with an up to date
operating manual for his or her area of operations and to acquaint
the new staff person with those aspects of operations that are
essential to the performance of his or her duties. If the new
staff person is personally involved in a given area of operations,
the Central Office staff person for that area will review the
policies and procedures and will assist the new person to identify
important areas to monitor.

Finally, it will be the responsibility of the Central Office
sponsor to provide the new director with pertinent documents.
The documents provided will be based on the individual's
familiarity with DMHMRSAS and the service delivery system.

After the new director's Central Office orientation visit, the
Central Office sponsor will send a letter to the Commissioner of
DMHMRSAS to indicate that the Central Office orientation visit was
satisfactorily completed. The new director and his or her
immediate superiors will receive copies of this letter.

SUMMARY: One effective method of orienting new employees is to
have an individual in the same or in a similar position and from a
like organization act as a sponsor. The Virginia mental health,
mental retardation and substance abuse service delivery system
orients new administrators and managers by providing two sponsors:
a CSB or facility sponsor and a Central Office sponsor. Sponsors
provide the new director with information necessary to the
performance of his or her duties and they introduce the new staff
person to key community, facility, and Central Office staff. This
approach ensures that each new manager is provided· with the
essential information to successfully function within the Virginia
mental health, mental retardation, and substance abuse service
system.
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OVERVIEW OF THE VIRGINIA SYSTEM OF MENTAL HEALTH, MENTAL
RETARDATION AND SUBSTANCE ABUSE SERVICES

The purpose of this overview is to introduce the new employee to
the history, mission, and policy governing the Virginia service
system. The overview summarizes the structure and capacity of the
community services boards and state facilities and provides the
reader with a basic understanding of the issues, needs, and future
directions of the service delivery system. The overview also
outlines the major characteristics and utilization patterns of each
of the major components of the system. Appendix A defines the core
services of the facility and community service system.

The Virginia mental health, mental retardation, and substance abuse
system is a dynamic system that must continually respond to
changing consumer needs, changing service delivery technologies,
and changes in funding. The pages that follow are not numbered to
allow for easy updating of this section as the needs, priorities,
and characteristics of the service system change. However, all
future updates should follow the basic outline of the overview:

History and Legislative Influence

Current Service System

Characteristics of the Virginia Service System

community Services utilization and Trends

Facility Utilization and Trends

System Policies, Future Directions, and Priorities

Definition of Core Services
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SERVICE SYSTEM OVERVIEW

History and Legislative Influences

Prior to 1900, the provision of mental health services was considered the
responsibility of the states, localities and private charities. From the mid 18 t h
century to the 1950', the primary setting for public mental h.ealth services was the
large institution or hospital. These state operated institutions offered few services
beyond basic: patient maintenance and custodial care. Once patients were admitted
to these institutions, they remained for extended periods - often for many years.!
Durini the late 18th and 19th centuries, the four large mental hospitals in Virginia
were established: Eastern State Hospital in Williamsburg, Western State Hospi tal
in Staunton, Central State Hospital in Petersburg and Southwestern State Hospital
in Marion.

Until the mid 18th century, many mentall,. retarded persons were housed in
jails, alms-houses and mental institutions. In Virginia, mentally retarded persons
were treated with epileptic: and mentally ill patients at the tour large state mental
hospitals f"m 1773 to 1911. The Virginia State Epileptic: Colony in Lynchburg and
the Pe.tenburr State Colony, established in 1911 and 1938 respectively, provided
custodial care.1 .

The history of the Virgini& community mental health system of services is a
relatively short one. While the Commonwealth wu promotin, the development of
state clinics u early as 1923, a visible system of community services did not begin to
emerre until the 1940's, when the National Mental Health Act (passed in 1946) and
state legislatioD permitting the establishment of mental hygiene clinics (passed in
1942) began to dedicate federal and state funds for such services. While the state
le~slationemphasized the needs of former patients, it also allowed ~or the treatment
oithose in the community who were referred for counseling, guidance and advice.

Other factors during the 1950's and 1960's which contributed to the shift in
emphasis from long-term institutional care to community-based programming
included:

• The increased public attention to the conditions existing in large public
institutions and the recognition that these institutions served as
"warehouses" for persons who bad little likelihood of returning to
independenteommunity functioning;

• The increasin,ly widespread use of psychotropic drugs and innovative
treatment approaches such as intensive activity programming, which
allowed mentally ill individuals to function in community settings;

1

2

Virginia State Health Plan, 1980-1984 Virginia' Statewide Health
Coordinating Council and Virginia Department of Health, pp. 594.

Ibid. p.779.

A-1



•

•

The increased availability of public funds for the construction an
operation of community facilities; and .

The articulation of the legal concept of the "right to treatment" which is
appropriate to the needs of individuals and the philosophy that
treatment should be provided in the least restrictive alternative
possible.3

By 1959, 48 of the 98 Virginia counties were contributing to the mental
hygiene clinics.4 These mental hygiene clinics continued to operate under the
auspices of the State until they were transferred to Community Services Boards,
beg'lnning in 1972. The last State clinic, Goochland-Powhatan, was transferred in
the Spring of 1984.

Durinl the development and operational stages of the Virginia ~Iental
Hygiene Clinic System, a significant national movement was taking place which
would have a profound impact on the development of the Virginia community
~stem. In 1955, the Federal Mental Health Stud!_ Act established a Joint
Commission on Mental Illness and Mental Health. This Commission analyzed
national mental health service needs and recommended programs. Its 1961 report
became the basis for a 1963 administration proposal for the establishment of
comprehensive community mental health centers, the improvement of care in state
mental hospitals and the increased support for research and training. .

The Mental Retardation Facilities and Community Mental Health Centers
Construction Act of 1963 (P.L. 88.164) j)rovided construction and stafiing grants t
localities to build and operate nonprofit community facilities for mental patient..
These centers were required to provide the five essential mental health services,
including: inpatient services, outpatient services, partial hospitalization. 24 hour
emergency services and consultation and educational services.S With the
availability of this funding, Virginia began to move away from its traditional
inpatient treatment setting in large state hospitals to a more community-based
system of services.

The 1960's provided significant chan,es in the development of mental
retardatioD services. These included the aVa.11ability of federal funds for mental
retardatioD program planniDI. the traininr of special education teachers, the
development of sheltered workShops and the construction of community residences
for mentally retarded persons in rehabilitation programs. Funding to improve
public school programs for mentally retarded children was authorized.

In VirJinia, the report of the Willey Commission in 1963 recognized mentally
retarded persona as a separate client group from the mentally ill and encouraged the

3

4

Ibid., P594.

Funkhouser, James B., M.D., ''The Present Organization and Future Plans for
Mental Hygiene Clinics in Virginia", Mental Health in Virginia, Autumn.
1959, Volume 10, Number 1, pp.10·12.

Brink, Gerald R., M.H.A., "Financing a Mental Health Center", ~Ien tr
Health in Virginia. Winter, 1969·70, Volume 20, Number, 2, pp. 9-13.
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development of community based outpatient services.. The report further identified
substance abuse as a problem-related to mental health.. This was a forward thinking
concept during the period.

The Virginia Mental Health Study Commission of 1965 began an extensive
assessment to needed statutory revisions in the mental health sections of the
Virginia Code. It was not until 1968, however, that the Commonwealth experienced
a major turning point in the development of the community-based system of services.
In October. 1968, the newly created Chapter 10 of the Code of Virginia, Section 37.1­
194, outlined the permissive legislation allowing cities and counties to establish
Community Mental Health and Mental Retardation Services Boards. This statute
addressed specific services, board membership, funding and staffing issues.f
Arlington County became the first community to establish a Community Mental
Health and Mental Retardation Board in 1968 .. Concurrently. a number of
communities h.ad begun work on Community Mental Health Center grant
applications and center construction. In late 1968. the tint of fifteen Virginia
CMHC's was dedicated at the Riverside Hospital in Ne!F0rt News.7 In addition to
these initiatives, there were 32 State ~Iental Hygiene Clinic: serving approximate ly
19,449 persons.8

DuriQg the late 1960's and early 1970's the Commonwealth. through the State
Health Department's Bureau of Alcohol Studies and Virginia Division of Drug
Abuse Control initiated development of community alcohol and drug abuse
treatment services in a number of Virginia localities. Community drug abuse
services also were supported through the Department of Mental Health and Mental
Retardation's Bureau of Drug Rehabilitatlcn.. Funds available through the National
Institute of Alcoholism and Alcohol Abuse. the National Institute on Drug Abuse
and thee Law Enforcement Assistance Administration were instrumental in the
development of these services.

By 1970, Virginia had 5 approved C~IHC'St 37 State clinics funded by
$3,819,295 in state funds, 20 Community Mental Health and Mental Retardation
Boards funded by $1,800,000 in state funds. 6 larJe state hospitals and training
centers and ~lans to develop and build 3 new tr8Jmng centers for the mentally
retarded.9 The 1970s continued as a growth and development decade for the
Commonwealth's mental health and mental retardation system. During the early
1970's, increased concern wu given to the development of community alcoholism
and drug abuse treatment services; and by the mid 1970's. most metropolitan areas
in Virginia had established some substance abuse service capacity.

In th~ area of mental retardation, the 1970's saw increased availability of
resources, such as those provided by the Education for All Handicapped Children's
Act of 1975 (P.L. 94-142) which called for educational opportunities in the least

6 "A Progress Report on the State Plan on Mental Services," )ilental Health In
Virginia, Spring, 1969, Volume 19, Number 3, pp. 16-17..

7 Wharton, Claude A.• Jr., "Mental Health Center in Newport News." ~Iental

Health in Virginia. Fall, 1969, Volume 18, NumberS, pp. 9-10.

8 "The New Mental Health Laws in Virginia," Mental Health in 'lirginia,
Spring, 1968, Volume 18, Number 3. pp. 43-45.
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restrictive environment. More ~sabled and retarded children were remaining a'
home and parents were demanding more and better program services for thei
children. .

Additionally, there were several major legislative studies in Virginia which
set the future direction of mental health, mental retardation and substance abuse
services. The Commission on Mental, Indigent and Geriatric Patients, through its
Report to the 1970 General Assembly and Governor, was a major contributor to the
identification and fe&ognition that a community system of care, in concert with
quality hospital services, is essential to meet the needs of the mentally disabled in
Virginia. The Hirst Commission, as it was called, described a "coordinated system of
care" with equal care emphasis given to communities and facilities. It conceded the
need for long term care and separated the issues of mental health and mental
retardation. The Commission clearly recognized that additional funds had to be
committed to support the many changes it recommended.9

The second report of the Hirst Commission in 1972 reiterated some of these
same themes, while identifying several key components in successful communi ty
program development. These included: recognition of childrens' needs, interagency
concepts of coordination, reJional approaches to services delivery both in community
and hospital care, and funding needed to greatly enhance the services network.

In 1976, the Virginia General Assembly enac:ed legislation which
reorJanized the State level administration of drug abuse and alcoholism treacment
services. The Virginia Department of Mental Health and Mental Retardation
became the responsible agency for the care, treatment and maintenance of persons
involved with substance abuse. This consolidated the r'~sponsibilities of thre"
separate programs, administered by separate state agencies, and provided
statewide structure through the Community Mental Health JJ1dMental Retardation
Services Boards for the delivery of services.

In July, 1977, the Commission on Mental Health and Mental Retardation (the
Bagley Commission> was formulated to again review the system of services in place
and recommend a course of action to the Le~slature for dealing with the mentally
ill, mentally retarded, and substance abUSIng citizens of Virginia. The Bagley
Commission, in 1980, issued a comprehensive report on the services network in
Virginia, including administrative, funding, and program issues. With the report
came extensive legislation and funding for implementing its recommendations,
among them: the reiteration of the need for a "coordinated system of statewide
services"; emphasis OD. case management and clients' rights issues such as
guardianshitJ; major focus 011 the community system of care including the role.
responsibilities and program needs of communi ty services boards: funding for a more
balanced system of care and services; and recognition of substance abuse services by
changing the name of the Community Services Boards, dropping the mental health
and mental retardation titles.lO

9 "Mental Hygiene and Hospital Budget Reaches All-time High," :\Iental
Health in Virginia, Spring, 1970, Volume 20, Number 3, p. 5.

},O Report of the Commission on :Ylental Health and )Iental Retardation. to the
Governor and General Assembly of Virginia, House Document 8, 1980.
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To ensure the imj)lementation of the framework outlined by the Bagley
Commission, the Joint Subcommittee 011 ~!ental Health and Mental Retardation
chaired by Delegate Frank Slayton, was established in 1980. This- Subcommitte~
worked with the Department until 1982 in order to assure that the initial phases of
the Commission's work were in place.

By 1980, the Qumber ofCommunity Services Boards had expanded to 37 and
the state hospitals and training centers had grown to 16, with the addition of t~NO
regional mental health institutes, two j'eriatrie hospitals, two centers for children
a.:1d adolescents I!1d

e
• medical center. Evec with these new, smaller institutes and

training centers. the census in state operated facilities has declined from a FY 1966
peak 15.000 average daily census to a 7,177 average daily census in FY 1983.

With the establishment. in 1984, of the 40th Community Services Board.
virtually all areas of the State are covered. This statewide coverage is an essential
factor in the Commonwealth's delineation of a system of care concept in which the
community is responsible for the individual client without regarcl for the location of
service delivery.

. . ~ 1~84, ~. ~neral A5s~mb!y estB:bl~shed ~joint legi~la~ve Commission on
Deu1Sututionalizatton (the Ezmc& COmauSS10o.). The C0mm1SS10a'S charge was to
review the -status of Virginia's deinstitutioaalized citizens and to examine the roles
and responsibilities of state institutions and community services boards. The
Commission's report and recommendations, issued in 1986, offered guidan~e for
continuiDr to strive toward a community-bUM system of C&re, while recognizing
major setbacks or the deil1stitutionalization movement. The report called for
additional community housiD, alternatives: additional capacity in day-treatment.
psychosocial rehabilitation and transitional em2loyment programs; quality
enhancements for state facilities; and improved fiscal accountability for the
community system.

In 1987, the General Assembly passed legislatioD chanlinr .the name of the
Department of l\'!ental Health and Mental Retardation to the Department of Mental
Health, Mental Retardation and Substance Abuse Services. The name of the State
Board was chanced also to reflect the increased emphasis statewide aD the provision
of services for penons with substallce abuse problems.

The DejJartment initiated an onioini' evaluation system in 1988 in order to
enhance the Departmlnt's moaitoring of community services. to serve as a vehicle
for tarietinl and enhancinl teclulical assistance to CSBs and to provide valid data
about service Deeds &Ad services delivered through the boards. This year also was
important in the fiscal history of the Department because the 1988·1990
Appropriations Act included a total proposed operatinr budget of 5958.9 million
WhlCh represented an increase of $155.4 million or 19.3% over the 1986·1988
operatinr budret. Community service funding included an increase of 51.4r~o in
State funded support. The 1989 General Assembly increased the total Departmental
budget figure to $962.1 million.
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The Department hu continued to use the core services u the basic Cramework
for defiDiD, tlie VirpDia service system. These core services are emerpncy services·
inpatient services; outpatient/cu. management services; day support services:
residential services; and preventioDiearly intervention services (see Appendiz A). '

The rollowing tables summarize FY 1988 informatioD about the service
system: static capacities of the 40 eBBs and 18 state faciUties, numbers of clients
served by the 40 eSB, and units ot services provided by the Boards and State
facilities. This information iabued OD the fourth quarter CSB Performance Reports
for FY 1988, the Weekly CeDIUS Summary Cor June 30, 1988 and the Comparative
Direct Care Coat Report for FY 1988.

Statewide Summary of Static Capacity Provided iDFY 1988
ComMunity Services Boards aDd State FacWties

ConSerriee MR M. IA TOTAL

IJIpadea& s.rnc..

L MecliealISW'Iica1 110.00 Beda 24.00Bedl 134.00 Beds
b.Skilled Nur.m, 159.00Bec1I 148.00Beda 307.008e<b
c.ICFIMll 2.817.00 Beda 2.617.00 Becb
cl. ICFlOeriatric 1.046.00 Beda 219.oo8edl 1.263.00Becb
e. AcuwtDteDaive· 781.86 Beds •.42" 788.27BecU
C. EateDded Rthabilltatioo \'283,00 Btcla 1.283·QOBtsis

TarAL 3.387,85 8edI 3.008.00 BedI •.42Btd1 8,370,27 Beds

Da,Support.

.. DaylPartial Hospital. . 215.00Slow 7S.00Sloa 290.00 Slota
b. PsycholOCial Rehabil. 1.585.00 S1o~ 30,00 Slota 1.615.00 Slots
c. Sheltered EmployDleDt 20.00 Slota 1,788.11 Slota 1.801.11 Slota
cl. Adult I)eveloplDelltlDay 195,00 Slota 790.00 Slots

TOTAl. 1.820.00 Slota 2,511.11 Slota 106.00 Slota 4,508.11 Slota

R..icIelldal

.. Int:elUliveTreatment 57.00 Beda 137,00 8eda 140.86 Beda 3M.as Beds
b, Primary Can 181.878ed1 181,67 Beds
c. Therapeutic Community 228,188eda 228.18Beds
d. GroupHOlNl 128,ooBeda 504.00Bedl 97.00Beda 729.00 Beds
e. Supem.clAput:meDta 287,OOBeda 185,00Beds 12.008edl 484.00Beda
C. DomidU• .,.Care 15.00 Becla 48,00 Beds 63.00 Beds
,. Em. Shelt./Rl8id.lelpite 85.95Bed1 18.00 Beds 15.00Beda 98.95 Beds
h. SPODIOM Placement 117,58Bedt S8,18 BesiI 0.23 Besil 173,97 Beds

TOTAL 670.53Beda 9.a.18Beda 874.938ed1 2,293.62 BeclJ

• Includes 17,85Local Inpatient (IPlBedI for MHa.nd 4.42Beds Cor SA.

Fractional bed and slot numbers in the preceding table result from the
conversion of Purc:hue of Service (POS) contracts for bed days to beds and days of
service to slota and the conversion of part year to annualized static capacity for new
and/or closing prolJ'l.D1L IIIcertain instances, such u the addition ofservices during
FY 1988,the static capacity figures in the Contracts have been revised.
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Numbers ofen.utl Served By Community Service. Bouds 1D. FY 1988-
CoreSemc. MHSVL MRSVL SAS... TOTAL

EIIl.....aq 49.917 53 9,667 59,637

Locallllpadea& 1,285 NA 220 1,506

Outpadell& 62,488 1,032 41,510 105,008

Cue Mu...mellc 14.085 8,852 2,948 25.685

Da,Support
L DaylPartial Hotpital. 829 NA 1,310 2,139
b.PSycb~·JR.habU. 4,940 NA 164 5,104
c. Sheltered EmploJ"IMDt 185 2,473 0 2,658
cL Mult De••lop1118lltlDa, NA N3 NA. 943
e. EcI1IeadGalRec:nadoa 72 2.788 0 2,880
t. SupptdIl'rua. Bmp!oyma' 446 1,078 0 1,521
I. Altemad•• 0.,. Support --JI ...JU -UI 718

TOTAL 6,498 7,831 1,807 15,943

HeaId.ada!
L In.DIi.,.Treatmellt 188 152 8,380 6,680
b. PrizD&t1 C.,.. NA NA 1,888 1.888
c. 'nwrapeudc CommwtJ NA NA 1,083 1,083
d. GroupHomes 231 840 430 1,301
e. SuperviMd AputmeDti 511 200 81 792
r. Domiciliary Care 20 52 0 72
,. Empft. ShelllRalid. Respite 2,165 193 188 2,544
h. SpoDlOnc1 Placement 227 67 8 300
L Supported LiYiqArrupmt. ua L1H 33& -U.4l

TOTAL 7,141 2,499 10,347 19,987

Earl, I.IltarY••doa 18,808 2,9" 13,313 35,115

TOTAL 160,200 22,828 79,852 262,880

CSB .. FacWty CDits ofleme. By Dllabillty Area aad Core Service FY 1985·
ConSeme. MHSn. MRS... SASv.. TOTAL

Em.......,. Houri 01Service 251,011 800 28,180 277,971

Inpa'" BecI Days 1,148,8. 1,032,IU 1,572 2,179,456

Oatp...... KoW'lof Service 808,054 21,989 491,874 1,321,717

C_M_••ellt Kouri 01Service 153,863 118,88e 28,968 299,700

Da,SupporC Da,.olServic:e 368,328 571,978 28,434 968,738
Kours olS-nice 22,256 3",349 8,243 392,848

Ruidelldal BedDa,. 210,871 324,347 235,723 770,741
KOW"lofs.mc. 62,109 163,129 8,377 233,815

PnvelldoD Kouri of Service 63,331 11,040 60,847 135.225

Euiy laten-.adoa Houn of Service 30,128 158,144 48,928 235,198

• [npatie"t iDclud.. 10,131 bed days in MH local in.-tient anc11.572 bed days in SA local inpati.nt.
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Characteristics afthe Virginia Service System

Title 37.1, Chapters 1 and 11, of the Code of Virginia, as amended, designates
the Department of Mental Health, Mental Retardation and Substance Abuse
Services as the State Authority for alcoholism, drug abuse, mental health. and
mental retardation services. The State ~Iental Health, ~Iental Retardation and
Substance Abuse Services Board has the statutory authority for the establisbmen t of
policy for the Department. Nine members, appointed by the Governor and confirmed
by the General Assembly, comprise this bow. The Commissioner is the chief
executive of the Department. Under State statute, the Commissioner is appointed by.
the Governor and confirmed by the General Assembly. The Department is one of the
major agencies in the Office of the Secretary of Health and Human Resources and is
the largest state agency ill Virginia. .

Mental health, mental retardation and substance abuse services are provided
in Virginia through a network of community services boards and state-operated
facilities, hospitals and traininr centers. Increasingly, the emphasis is shifting from
an institutional to a community orientation, in terms of numbers of clients served.
units of service delivered, allocation of resources, and responsibility for identifying,
monitoring, and tracking clients.

Community Services Boards

Community Services Boards (CSBs) are the local governmental agencies
which are responsible for delivering mental health, mental retardation and
substance abuse services. Boards were established to provide these services in the
most accessible and responsive and least restrictive setting possible, drawing upon
all available community resources and the clients' natural support system (families,
friends, work, ete.),

In order to accomplish this goal, CSBs must function not only as services
providers, but also as chent advocates, community educators, pro(t'am developers
and planners, advisors to their local governments and as the focal pOint for fiscal and
programmatic accountability. Additionally, CSBs provide clients' access to and use
of state facility services through such mechanisms as preadmission screening, case
and client services management, and predischarge planning.

The ~nablinr Ielislation for CSBs. Chapter 10 of Title 37.1 of the Code of
VirJinia, was enacted in 1968. The first two Boards were established then in
ArhngtoD and Prince William Counties... Since then. 38 additional CSBs have been
created. The original statute and subsequent amendments prescribe the
requirements for Boards, define their characteristics, and establish certain
responsibilities for CSBs. Section 37.1-194 requires every jurisdiction to join a CSB.
Today, some services are available in every city and county in Virginia, although
four jurisdictions have not formally joined a CSB.

The Department first funded local services through CSBs in FY 1971.
distributing $480.078 to 14 Boards. In FY 1989, the Dej)artment distributed more
than $121 million ofstate and federal funds to the 40 CSBs. The total budgets of the
40 eSBs ranged from less thac. $700,000 to more than $40 million in FY 1989.
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The CSBs exhibit tremendous variety. reflecting Virginia's diversity in thfi:­
composition. organizational structure, services and relationships. Boards can
classified in several ways: number of localities served, budget size. ~opulati~...
density, and services delivery modalities. In FY 1989, eleven (11) CSBs served a
sin,ie city or county while twenty-nine (29) served between two and ten localities, as
indicated below:

Table 7
l\'Iulti-Jurisdictional Community Services Boards _. 1989

~umb.ror • N'umberoC ~umberof ~umberof

esas Localities Served csas Localities Served

6 2 4 6

S 3 1 7

8 4 1 9

3 "5 1 to

Many of the single-jurisdiction CSBs function as actual or quasi city or county
departments. Two of the multi-jurisdictional CSBs also function as quasi county
departments. A number of other multi-jurisdictional CSBs rely on the local
government which acts as the Board's Fiscal Agent to keep books and do the payroll.

Another indication of the diversity of the eSB system involves budget size,
rural/urban populatioD, and direct/contractual service delivery modes. Small Boards
are classified u having a total budget of less than $2 million; medium Boards have a
total bud~et of between $2 and $5 million; and larre Boards have a total budget of
over $5 mlllioD.

Rural CSBs are defined as havinJ a population density of less than 120 per
square mile, while the population density In urban eSBs exceeds 120 per square
mile. Direct service delivery lneliDS that either (a) more programs and more dollars
or (b) less programs but more dollaL'!are expended in direct services.

Contracting service delivery means that either (a) more programs but less
dollars are spent in direct services or (b) less programs and less dollan are expended
for direct services. A summary of the number of CSBs, classified by these
characteristics, follows: .

Table 8
Characteristics otCommunity Services Boards « 1989

I Ch....cterildc. of CSB. Number ofCSB.
I

I Small, Crban, Direct 1

! Small, Rural, Contracttni 1

! Small. Rural. Direct 9
~ );[edium, Rural. Direct 12
I );fedium, Rural. Contracting 2

I :Medium, Urban, Direct 6

I LuI', Urban, Contracting 3

; tar" t l:rban. Direct 6
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Section 37.1 .. 194 of the Code of Virginia also lists the types of services which a
Community Services Board may provide. These are emergency (mandatory), local
inpatient, outpatient, day support, residential,' and prevention and early
intervention services. Boards offer varying combinations of these services through
more than 450 separate directly-operated or contractual programs. Eight CSBs
provide all services directly, one Board contracts all of its services, and the
remaining thirty-one CSBs use both modes.

Section 37.1.. 195 and 196 contain Board membership provisions. Each CSB
consists of between fi-..e and sixteen individuals who are appointed by city councils or
boards of supervisors for up to two, three-year terms. Currently, 494 citizens serve
on the 40 established Boards. Individual Boards display marked differences in
member characteristics.

The following tables summarize the characteristics of Board members. The
Department conducted a survey of members' gender and occupations in 1978. CSBs
submitted age, race, gender and occupational characteristics for members this year
as part of the Plan Update.

Table 9
Board ~Iembership·Age (1989)

Ale of Members Number Percenc

i 18·3S 51 10.45
! 3S·55 290 59.42

46·84 93 19.06

6S + 54 11.07

I Total 488 100.00

Table 10
Board l\Iembership· Race (1989)

i Racel Ethnic Orilfa of Mem bers Number Percent

I American Indian 1 .20

I Asian/Pacific Islander 1 .20

Black 71 14.52
I White 416 85.07
I

i Total 489 99.99

Table 11
Board l\lembership .. Gender(1978 and 1989)

Gender 1978 Prom. Pereent 1989 Update Percent

Female 218 47.9 225 46.0 I
I ~tale 237 52.1 264 5-4.0

Total 455 100.0 ..89 100.0
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Table 12
Board Membership • Occupations (1978 and 1989)

Occupational Catelory 1978 Prodle Percent 1989 Update Percent

Businessmenlwomen 92 20.2 115 22.5

: Educators 64 14.1 70 13.7

, Human Service Professionals 54 11.9 61 12.0

, Homemakers 87 19.1 ·n 8.0

, ~edical Professionals 51 11.2 39 i 6

Lawyers 17 3.7 33 6.5

, Elected Government Officials 4 .9 26 5.1

! Appointed Government Otlicials 24 5.3 20 3.9

; ~inisters 27 5.9 13 3,0 I
, ClericallBlue Collar 9 2.0 6 1.2

: Retired 18 3.9 79 IS.S

! ~0 Resl)OnseiVacancies 8 1.8 5 1.0

:Tota! 4S5 100.0 510 100.0

~·ote: The 1989 figures reflect some duplication between the elected and appointed government
officials and other categories. Twelve elected officials were also listed with other occupations. as were
foW' appointed otncials. The unduplicated number of Board memben is 494.

Section 37.1-197 and 197.1 prescribe other CSB duties, includin~

• review and evaluate mental health, mental retardation and substance
abuse services and facilities and advise local governments as to the
findings;

• institute a reimbursement system to maximize the collection of fees;

• accept gifts, donations. requests, and gT&nts;

• disburse funds and apply for and accept loans;

• develop joint annual written arreements with other local human
service a,eneie. about service provision;

• establish and coordinate the operation ofa prescription team;

• provide prescreening services and participate in predischarge planning.

Amap of the CSB service areas follows:
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State Facilities

State mental health facilities and training centers serving persons with
mental retardation, provide highly-structured, intensive services for mentally ill,
mentally retarded, and substance abusing persons. In the evolutionary movement
toward a single, integrated system of care, increased emphasis has been ~laced on
the establishment of community services and on the more effective and efflcien t use
of state facilities. This emphasis has defined the role of state facilities as one of
several resources in an overall continuum of care.

As CSBs b.ave assumed responsibility for the coordination of all services to
clients, the development and maintenance of strong working relationships between
the CSBs and state facilities has increasingly become critically important.
Performance contracting, with both CSBs and facilities, which includes bed
utilization monitoring for adult psychiatric services. anticipates and requires joint
planning among CSBs and facilities for budgetary and service delivery activities.

The specific maximum and operann, (staffed) bed capacities for the state
m.ental health and mental retardation facilities are as follows:

Table 13
~tental Health Facility ~Iaximumand Operatin. Bed Levels

April. 1989

Facility/Category Maximum Space Operating Space
Capacity Capacity

Catawba Hospital 2'10 219

Central State Hospital 545 545

DeJarnette 60 60

Eastem State Hospital 986 L,013

Adult and Adolescent 603 612
Hancock Geriatric Center 383 401

Hiram Davis Medical Center 80 7~

~orthern Virpma Mental Health [nstitute 114

Piedmont 290 210

Southern Virlinia Mental Health Institute 96 96

Southwe.tem State Hospital 29S 294

Adult and Adolescent 199 198
Porterfield ·96 96

Virginia Treatment Center for Children 28 28
Western State Hosl)ital 740 703

Adult Psychiatric: 580 5BO
Shenandoah Geriatric: Center 160 123

TOTAL~IH FACILITIES 3,504 3,356
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A description of each MH facility follows:

Catawba Hospital in Catawba, just outside Roanoke, provides geriatric and adUlt
psychiatric inpatient services. Geri~~ric services (207 beds) ar~ available to patients
65 years of age and older. Additionally, Catawba Hospi tal directly admits
individuals within Planning District Five who are above the age of 18 and in need of
psychiatric treatment in a state facility.

Central State Hospital in Petersburg employs seven functional treatment units
(patients grouped according to treatment needs and level of functioning) to serve
adults in the 18- 64 year a~e bracket. Youth between the ages of 14 and 17 are
served in the Adolescent Uzut. Central State Hospital also has a forensic unit which
serves the entire state.

DeJarnette Center in Staunton provides residential, day treatment and educational
services to emotionally and behaviorally disturbed children aies 2 through 17.
DeJarnette Center has four treaanent programs to provide services to distinct
populations and ages of children. Emphasis is placed on individualized treatment
and programmin,. Affiliation with the University of Virginia Department of
Behavioral ~Iediclneand Psychiatry provides psychiatric consultation services.

Eastern State Hospital in Williamsburi has a physical plant of more than 30
buildings. Eastern State offers active treatment programs to residents of
Southeastern Virginia. Three geographic units accommodate patients in the 18--84
age bracket. YOUDg people between the ages of 7 and 18 are treated in the child and
adolescent unit. Tne acute treatment unit, medical-surgical unit and extended care
unit serve general patient populations. Hancock Geriatric Treatment CentF
located on the Eastern State campus, provides psycho-geriatric treatment and sen
to patients 65 years of age and older.

Hiram W. Davis Medical Center in Petersburg provides skilled nursing, infinnary
and general medical care to patients and residents o(state mental health and mental
retardation facilities, ~rimarily from the Southside Complex of Central State
Hospital and the SouthSide Virginia Training Center.

Northern Virginia Mental Health Institute in Falls Church provides short-term
hospital intensive treatment to persons, age 14 and above, who have acute
psychiatric illness or acute exacerbation of chronic disorders. SOale partial hospi tal
and day treatment is also provided. Patients who are more behaviorally disturbed
and more difficult to treat receive intensive general and specialized medical care.

Piedmont Geriatric Hospital in Burkeville provides psycho-geriatric rehabilitation
services. Pieamont is a chronic disease facility with a primary treatment goal of
helping ~atients65 years of age and older to regain and maintain their highest level
of behavloral and physical functioning. The average age of patients is 76. Emphasis
at Piedmont is placed on providing a therapeutic milieu and active work activity
program.

Southern Virginia Mental Health Institute in Danville provides short-term
psychiatric care to penons ages 14 and over in its 18 county catchment area. The
Institute maintains four treatment teams arranged on a geographic basis, allowing
for close ties between each team and the Community Services Board area it serves.
Patients are referred to programs based on functional level and needs. The progrr
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includes individual. group, family, marital, and activity therapy. as relevant, with
use ora variety of community resources.

Southwestern State Hospital (soon to be Southwestern Virginia Mental Health
Institute> in Marion is a regional psychiatric center with specialized services for
individuals who are acutely mentally ill, chronically mentally ill, adolescent and
aged. Porterfield Geriatric Treatment Center, located on the Southwestern State
campus, provides psycho-geriatric services to patients 65 years of age and older.

Vir~ia Treatment Oenter Cor Children in Richmond serves as the Division of Child
Psyc iatry of the S'Iedical College of VirginiaNirginia Commonwealth University.
The Center provides intensive inpatient services and a small, day-care service for'
former patients, an outpatient follow-up service, a separate outpatient department
for children who are not being hospitalized. consultation for the pediatric service of
the Medical College of Virginia and Field Unit Clinic which visits communities to
screen children and to follow-up children and families who have been treated at the
Center. In addition, it serves as a research and teaching hospital.

Western State Hospital in Staunton provides psychiatric: treatment to adults, 18 to
64, in five units. and to the elderly (65 years of age and older) in the Shenandoah
Geriatric Treatment Center. The 301 acre facilit1 has 22 buildings. The multi­
disciplinary team approach is used in all psychiatric units. Services include:
admission services and special programs for the chronically mentally ill, with
emphasis on preparation for community living; special services for male admissions
who are court referred with misdemeanors or non-violent felony charges; a special
program for the mentally ill hearing impaired; and medical support service.

Table 14
Mental Retardation Training Center Maximum

and Operating Bed Capacities·· 1989

I FacilitylCatelory Maximum Space Operating Space
Capacity Capacity

I Central Virginia Trainin, Center 1.724 1,484

I ~orthern Virpnia Training Center 344 299
I Southeastern Virginia Trainin, Center 200 200
I Southside Virrinia Traininr Center 776 756I

\ Southwestern Virginia Training Center 223 223

\ TOTAL MR BEDS 3,267 2,962

A description ofeach MR training center follows:

Central Vir~niaTraini~Centerin Lynchburg provides four certified levels of care:
acute, skille nursing (8 Fl, intermediate care (lCFIMR), and intermediate care­
general for elderly residents. The Center', programs are designed to improve the
developmental level of all residents, who are served in accordance with Medicaid and
national standards. More than 85% of the residents are severely or profoundly
retarded, many with other handicapping conditions. Special programs for intensive
behavioral intervention and skilled nursing serve the entire state. Other programs
are designed to serve a catchment area of 16 cities and 36 counties in Central
Virginia.
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Northern Virginia Traini~Center in Fairfax provides residential care-and traini,
to severely mentally retar ea and multi·handicapped citizens of Northern Virginia'.
The Center provides a spectrum of health and habilitation services to meet each
resident's individual needs. Education programs are provided through contract with
Fairfax County Public Schools. Also, prevocational programs are available on
campus. Activity centers and sheltered workshops in the community are provided
for all adults. ,

•
Southeastern Virginia Training Center in Chesapeake offen training in self-care.
language, independent living, socialization, academic/cognitive skills, and motor
development. Individualized assistance, rrofessional services and education are also
offered to the families of residents, as wel as to individual residents.

Southwestern Virpnia Training Center in Hillsville provides intensive, relatively
short.. term habihtative services, care and treatment primarily to severely and
profoundly re tarded citizens of far- western Virginia.

A map of the state mental health and mental retardation facility service area
follows:
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Community Services Utilization and Trends

Since 1968, when State legislation authorized the creation of Community
Services Boards, a statewide system of community, mental health, mental
retardation and substance abuse services has been established.

For FY 1988, the eSBs reported that: mental health services were provided to
160,200, mental reta~dation services to 22,828, and substance abuse services were
provided to 79,852. These figures include duplicate counts of clients who received
more than one service. They do not, however, reflect the total number of persons who
received CSB services (e.g. persons benefiting from prevention services).

The following figures illustrate trends in the number of clients reported by
eSBs as being served by disability area (1986-1988); the number of beds and slots by
disability area and the percent of the system total of clients, FTEa and expenditures
by disability area (1988).

Figure 1
Community Services Boards Utilization

Number of Clieats by Disability, 1988 • 1988

SA D
~IR ffiilll.....
~(H mID

1988

......................................•••..•..

1987

................. ......•..•.......•.•.•....••...

1988

.................................•.•••.•....•

!l

98,304

65,536

262,144

229.376

131,072

196,608

163,840
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. Over the past three yean, the number of clients served by eSBs has increased
by 24%. The number ofpersoDs served in mental health programs rose by 169'c, 11 ~c
in mental retardation programs and 49% in substance abuse programs. It 1S
important to remember that the numbers of clients shown here are not unduplicated
counts, since many clients receive more than one core service.
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Figure 2
Community Services Boards Capacity

Number of Residential and Locallnpatieot Beds by Disability. 1988· 1988
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Figure 3
CSB Capaclty « Number of Day Support Slots by Disability 1986·1988
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Fluctuations in numbers or beds and slots over time generally result for more
accurate reporting and changes in definitions of beds and slots. The sharp decrease
ill mlntal retardation slots reflects an increasing shift of resources from sheltered
employment to supported employment services, which are not measured in slots and
clays alsemee but 111 service hours.

Figure 4
CSB Staffing NumberofFTEs by Disability, 1988
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These graphs include client and support staff FTEs. Many other contractual_"acy stafT are not included because the CSBs contract many services on a purchase
o IIrviees basist based on amount of costs, rather than a line-item grant basis.

Figure 5
csa Cllents Served, FTEs and Expenditures Percent of System Total .... 1988

CUeats Served by Disabil1ty

Mental ~etardatlon
e.ea
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CSB FTE Positions by Disability

•

MentaJ ~8tardatlon

37.72 Substance Abuse
20.46

CSB Expenditures by Disability

MentaJ Retardation
32.01

Mental ~.aJth
~~~__....:..- 47.11

Substance Al:)use
zo.ea

Overall CSB expenditures increased by about 26~o from FY 1986 to FY 1988
(24% State funds), with mental retardation reflecting the greatest increase (31 ~o),
mental health the next largest (25%), and thirdly substance abuse with a 24~o
increase.

At the present time, CSB mental health programs account for 610/0 of the
clients served, 42% of all FTEs and 470/0 of system expenditures. Substance abuse
programs serve 30% of the clients served with 200/0 of all FTEs and 21% of the system
budget expenditures. Mental retardation programs serve 90/0 of the total client
served with 38% of all FTEs and 32% of expenditures.
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Figure 8

COMMUNITY SERVICES BOARD
FUNplNG BY SOURCE: FISCAL YEAR 1989

FeDeRAL 5.0"
,,/ 11.404&

TOTAL S228.470,234

The breakout of revenues by source indicate that state and local funds
continue to be the primary sources of revenue funding.
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Fig'U!e 7 provides a summary of CSB revenue information for FY 198r
through FY 1989by disability area.

Figure 7

·COMMUNITY SERVICES BOARD
FUNDING BY DISABILITY: FISCAL YEARS 1980-1989
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In FY 1980, the breakout by disability was: mental health 51.9%, mental
retardation 29.9%, substance abuse 13.7% and administration 4.6%. By 1986, the
proportion of allocations for mental health was 46.3%, mental retardation 28.3"0.
substance abuse 20.3% and administration 50/0.
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Facility Utili2ation and Trends

Mental Health Facilities

•
•
•
•
•
•

•
•
•

The following points illustrate recent~!H facility trends:
~

Linkages between facilities and community services boards continue to be
expanded and improved in order to better plan for services to patients.

Facility performance agreements have been enhanced to increase account­
ability for fiscal, administrative and patient management.

All Virginia mental health facilities are now JCAHO accredited.

Increasing demands for substance abuse services requi:ing specialized
diagnostic services, acute stabilization and detoxification.

Facilities have an increased level ofacademic affiliations.

Facilities have experienced increased costs for more specialized medical care
for patients who have physical as well as psychiatric problems. .

Increasing numbers of AIDS patients have entered the system.

A new facility in Southwest Virginia is being built and another planned at
DeJarnette.

Facilities have continued to have an increase in demand for acute psychiatric
treatment services while the operating capacity have remained the same.

Table 15
Per Diem COlts for Intensive Psychiatric Services

By State Mental Health Facility·· FY 1988
I FacWtyJAr•• Pel' Diem Chari.
I Eastem State (Relton V) S 145
I Central State (Relion IV) $136i
I Southwestem State (Region III) S 170
I

Western Stat. (Repon 1) S 191
I

NVMHI ( Rerion 11) S 182I

SV)dHI (Retion un s 165

Comparison to average private facilities charges illustrate that state facility
costs are quite low:
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Table 18
Per Diem Costs for Private Psychiatric Hospitals

Effective, February, 1988

I FacilitylArea Average Charge Per Patient Day"

1 Region I s504

I Region II $ 495
• Region III $ 449I

I

J
Region IV $ 482

! Refion V s563

I Statewide Per Diem Average s519

• Source: Virginia Health Services Cost Review Commission.

In the future, mental health facilities are projected to focus upon:

• Sustaining JCAHO accreditation/Medicaid and Medicare certification;

• Improved client service management linkages with CSBs as well as
special projects to provide support and incentives to CSBs for reduced
W111ecessary hospital use <e.g., transportation to off campus services,
loan funds, special incentive contracts); and

• Strategies for improved staffing efficiency and increased provision of
active treatment, congruent with recommendations from OPB and
Departmental staffing studies.
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Mental Retardation Training Centers

• The census at Virginia's five, mental retardation training facilities continues
to decrease, although the rate of reduction is significantly less than what was
experienced in the decade prior to 1984. Between 1978·79 and 1987-88 there
was a 23.70/0 reduction in the average daily census. As of May 1989 the total
census at the five facili ties was 2,761 residents.

~

• Client movement into and out of the training facilities remains stable with
fewer admissions (143) and fewer discharges (166) in 1987-88 than in previous
years. Since 1978-79, the admission rate among the facilities has decreased
by 52.2% and the discharge rate has decreased by 30.80/0.

• Although in the past ten yean there has been a significant reduction in
average daily census there has been only a 5.10/0 reduction in the number of
employees serving the residen ts of the training facili ties.

• The total amount of facility expenditures between 1978-79 and 1987-88 has
dramatically increased by 1110/<7. Average per diem costs have jumped from
$60 to $127 during this time period. In 1987-88, per diem costs among the five
facilities ranged from a low of$97.59 at SSVTC to a high ofS143.79 at NVTC.
It should be noted that all five facilities are certified as Medicaid UCF/:\,IR)
providers.

• There are 300 children currently in training centers. This combined wi th the
percentage of children on waiting lists for mental retardation training facili ty
admission is an alarming trend. Currently, 58% of the individuals on the
facility waiting list are under 18 years of age.

• Over the past five years, the following resident population 'characteristics
have essentially remained unch.anged:

• age
~ level ofmental retardation

• ability to ambulate

• hearing disabilities

• visual disabili ties

• epilepsy
• aggression and other maladaptive behaviors.

• In order to provide more effective training to children who have been
diagnosed as being autistic as well as functioning severely/j)rofoundly
mentally retarded, an 8 bed special living unit is being created at SEVTC. The
intent of this new unit is to provide a comprehensive array of services to young
people who were previously placed at DeJarnette Center or other mental
health or mental retard~ltionstate facilities.

• The Department's continuing Commitment of providing behavior change
opportunities to maintain individuals in community residential options is

[-3



evidenced by the Special Behavior Unit (SBU) at CVTC and the new behavio
unit that is being developed at YVTC. These units have been created "tt.
prevent regular facility admission and have a primary goal of returning
individuals back to a community (or facility) living arrangement after
intensive, short term behavior management programming.

• Training facilities have begun to strengthen their outreach. to communities.
Community residential staff training, medication training, health and
psychological consultation are all being done with increased frequency on a
regional basis by facility staff. It is becoming increasingly apparent that the
training facilities in Virginia are not only interested in developing expertise
in resident management within institutional walls, but are also interested in
~et~e~ preparing community service providers to work with severely disabled
individuals.

For the future, mental retardation facilities are projected to focus upon:

•
•

•

•
•

Maintaining Medicaid certification.

Submitting any required staffing improvements based on the final
recommendations of the current mental retardation staffing study.

Providing the Department and eSBs with updarad information on
Medicaid decertified residents and other residents who could be placed
in community programs if such programs were available.

Establishing special programs for elderly persons and individuals
requiring forensic services.

Establishing the capability to provide behavior stabilization
programming for community based persons requiring short term out of
residence intervention and assessment.
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System PoUelel, Future Direetiou aDd Priorities:

MlulOD uuI PoDe, Go•••• the VIrIIaJa Service S,I••

The lIIiJIloa of the Depu1ZDat ia to aaan ucl prcrri•• camprebeuive
lyatem or Ml"ricea that I. nlpoDuve to til. ciduD' ot the COlDlllollwealth.
UllclencoriD. thiamillioll 11 a mmmitawlt to the proviIjOil ofquality procrama that
an botJa ..llIiti.1 to ell'D.t D'" lAel CODceru &lUI accouatable to statutory
':J~:='llti ael cliractiOAl tltabUahlCl bf the State Board. The (allowin,
d GOIl of p)UeJ relat.lcl to til. prniIioa Ol..mCII ... adopted b, the General
~~~~"~ -

l' u· tIN JJOl~ of1M Commo"UNraUA of.V~ 10 aeabliaA. maillJAift, elM
•.,~ 1M tJaeIo,,,,,,,,, ofGI& tIfet:Iioe~.Of"..",...,.~,caMcare of
.mdIalI,. iU. 1IYIIIall, NiGrdMl. ClAd .""".,.. &6..~ citiMM. TA. boaic
priN:ipM of IIaiI "..,... ",.. y ,.., ill .." i"'...., ,.. appropriG"
,....,.."" 'rai"i"" caAd CClN .1&011 H proDia.1J ill ,Ia. l.a' ,.,'ric';»•
....iNa,...,., .ida CttircfIIl colUicMraIioA oftJic lWqu ..... GIld circglrLllcul.ca of
...neI& JMI'IOIL••
I' ia 1MpoJJt:, 01 tIN COllUllOlUNGl,1& tIwJI alll&amaa tcrVicI '¥.ncia, eu bocA eM
".,. aU Ioc:iJl '-ell, ,1taII~ GIldcoo~ ariUlIo ClAW ciAa'" 111M
".. ....,.,., t&a6ilitia cuid 10~ eM~ of iN:IitI.dual, dcfjn.cd a
maIGll, ~petl ..,Iao GN .ubMqulUl, 'lU'Ol,. ill eM ,,*"mcrU alld
~JIO,ulaeiO'L

S, tlUa poUc1, dut CommoDnaltb~ ita NIPOuibiUO to provide
..meet Ille'" .., to ttrlCt:i••l, UlcilaWlWlelJ mtelN'- P!IftOU who have mental
clilabWd. lAta tIM ealDlDwUtJ aDCI to proviclt tboIi aubl. to Uv. iladlpendently,
quality tNat:ma&, ,"'nfnl. ua CUlm the 1...ratric:tivI.'lironm.at.

'nUI'~Uc1ltatai_'tor til. Com'"ODwulth la th. buia for'tIl. State loud
~Uq.lDc1UdlaI '7oUq Dec1lntioa oa a StatewideS~ of Semc:es- (1980) lAd
'''PoUq Goal oltAe Cc-'ODwult1l- De'f"lo~&01. CompnhtUi'f' Community­
B....S,.. for Stmu Kata111 IQ., JWl&a11,. RetarUcl eel Subl&uce AbUliA,
Old.a.... (1811, rae.. III 1181). Sacla. Ratawiele .,... or ..mea must bi=_&IIll prooridIICl u • coat:la_ raqiq &aaa iIldePerutu* .......mUDi*J uri to

tal ,I&ellD'D' ucI wUn ~biBtJ-rorthe coadAai. of all ..men i.
plUM Wltla .. local CSBe. UDMr tbJa .) the caatiJl~ laeu ollUVica
&crall the COAdJa~1IIIl1ll_beoa NIPODdf"I to 1acIiviclual'IIlMdL

FutuN DlrtMnlou for til. Vlrtbda Seme. S,•••

The .,.vall ..mce pal of til.De~'CODtmll. to be to UIUN that a
sWBcie& 1..,. of ..mea is available UuouPoU& VirIJ,Dia • that IUlltall, ill.
Ill_tall, retardecl uullUbI&uce abuiq cid.al j DO matter when the, Uv., caD
receive til. can tIaI'llltCl:

• ill emerpaci. or criIia IituatioU;
• iA ante iatlUi•• iApatiua&tnatmlDtor traWAliD.·liata (acUities;
e iA &Il O1Itpadll\t ..ttiAl;
• ill a cia, ..UiDr;
• iA aboi& lAd loar term raid.nda! houailll iJl the mmmUAity; &Dei
• illearl, UatIrVlIlDOIlUQ PNVIIlDOD prop-ama.
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BeIU.dOD of tbiI pal z,quinl both coDtiAuecl PI'OJI'- iD the d•.,.lopm.Dt of
cammwsitJ bald cart ud QDIftdiq at the quality ofcaN iA Rate facWti-. which
sen. u • Vital CCIIl~IIl' ati compnh,uivi commUDity buecll)'ltlm of MniceL
Over the l1at Melete, th, operatiOIl of the ..mea I1ItIm will collbu to be ruided
by thefoUowiDl~ thllDlC

• Direct cUa' cue win be pv. the hip_ prioritJ. with aclcUtiODal
reIOaretI cIinctecl to luppon aeti-v. treatmut uct cl.velopm.atal
..me..

•

•

•

•

•

•

CurrIIlt eommUllitJ can capacityDrovicled by CSBlmUlt be ~anded.
with I1Ilpb.li. OIl tile jtroviROIl Ofcon ..mea uul iAcreuecl ..mea
to IlION ...enl, clilabfeclad at-risk populatiou.

State (adUti•• will 'lIhuc. their (OCll. 011. active tr.atment,
emph'''''nl acute PtJdUaaic uul at.llded nb.biUtadoll. Mmee••
h.tiUJtadoa azul trafzWlI uullplCialtJprGIrUDL

IIl~ efFOI1I which .pport ..mce prG!iclen at the ltate 1.J14
local1i9_ will be eDbucecl to JUtt buic Detda.c:b u tood,lhelter,
iDOOIU maiD.alDOI, vocatiouJ NhabiUtatlOll aDd protectiOD alonl
with tnacmut aDd traiDiD,ll....

Bziltbl. amUadoa. betwe'D the ,ubUc III1Dta1 h.alth, m.ntal·
retardadOil aDd IDbituce &bUM IIn1ce I1ItIm &Del the ltat. colle..
aDd waivenitJ QIteID will be .nh.acecL

CSBa, tac:lUti. &lUI the catral office will COIltiD.ue to atnqthu their
.dm'Diatrati., cap.blU~ ill order to .Illun that accoWltability
requinzData an IMt aACl that their OperatioDlan tiftcti....

MIlltal Health Semce Develop••llt Prioritl••

. Multal health ..m.clnelo~tprioriti. CODdDue to foeuaOil the aeeda of
~DI - adulta ud cbildnD - ,"ill lerioua melltal illD-. Th. philOlOphy UPOIl
which VirIiDi.'• .,... oImata1llealth ..mea tor perIODi witll ..nOUl mental
illD_ it iuecl CIA be IUIIIIIW'iSICl ill th_ tour ,,&luea atatemeata dev.loped in
COIljUDCtiOll with the Ma&a1JIealtis PI,Dnjn. CoUDCil:

• TAt~of..m.. IIIU1t be COJ181UUrlfamily-oritlltecL emphuiJ:lD,
dipitJ. choice. aDdizulividulU-tlOD for thole Deedin.Mnicea.

Th. IJItaID ot.-.icu IIlUlt be colDlluIJlity-elllterlcl,muimiunl
op~ti.for iDte,ratlOD into a full mmmUDity lilt ud providiDi
.-mea iA the maG utura!.leut ratricti". mvUallllWlt.

• Th, ,,.Item 01 ••nic•• mUlt b. acc,••ibl., coordinated, aad
eomprlheuive; buic DMdI for ho~, iliCOlD. IUpportl, meuinlful
activity or tmp101JUllt, ud lOCialsupporti mUli be IIltt ill a mannlr
campaubl. with elivene ealtural and special nHclp-oupa.

• Thl QIteID or ..mea mQlt provide care and IUpporti of the highest
quality.
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Services Cor seriously emotionally disturbed children and adolescents should reflect
similar core values, in beiDg community-bued and child-eentered and in ensuring
that the needs of the child a.nd family dictate the type and miz of serviees provided.

General service areas tarpted for development include:

• Hou~inl, with emphasis on supported livin, and non-congregate
sel"Vlces;

• Face-to-face emergency services and active involvement in detention
ud commitment proceedinp;

• NOD-residential and individualized residential treatment services for
serioully emotionally disturbed childreD and adolescents (with
emphuiloD interapncy senice linkaps);

• Local inpatient aDd crisis stabilization ..mea u alternatives to state
hOlpitaliatiODj

• CUeDtIU'Yice manapment functions (e.,., cue management, hospital
liailoD. outreach); and

• Increuecl capacity u needed in medication management and day
support.

~or prioriti.. lor the 1990-92 biennium include meetiDI the housing and
auoc:iated sup~rt needs of senowT mentally ill persons DOW on waiting lists or
othenri.. idelli:if1ed u needing service; dev.lopiD, services which reduce frequent
readmiuionl or extended len!thl of stay for personl with a history of state
ho.~italiatioll;and developiDI community services for children which reduce the
neea (or inpatient beds.

TUlet ~pulatioa. for service development include: persons in state
payc:hiatric facilities; persona with serioUi mental i11DeSl; persons with multiple
8J1Dual acimillioDi to state ~c:hiatric facilities; seriously emotionally disturbed
chilcireD eel adoltlCtntl; ua penona with coDcurrent serious mental illnesa and
mental ntanlatioD or IUbltaDce abuse problema.

Prioritie. Cor ltate meatal health Cacilitie. include sustaininl JCAHO
accreditauoDlMeclicaicl eel Medicare certiticatioD; iml?!oved client service
maDa~lJDlDtliDkapt with CSB.; and improved Staftinl efficiency and increased
provil101l of active tnat:ment.

Meaial RetardatioD Serviee Development Priorities

The development of services for persona with mental retardation is shifting
away fram the CODc:ep~ oC specific service models to one in which services are
structured around individualized, flexible supports that respond to the needs of
clienu and their families. This approach requires that adaptations and
accommoclatioDl be made to ensure tb.. effective use of natural and community
resource. and places, such u: schools, work place, health services, aad the home.
This "cUent" focus is to be emphasized rather than simply trying to fit cHents in to
eUltinlprosram models.
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It is critical that resourees be directed at sapport servicel that are
techDolopcally current aDd that build on the concept of e~andiDI choices. Such
efforts nHcl to be directed at servinl the mOlt severely disabled persons in their own
communities. The system'. (ocus must'be OD:

• Developing placementa for persons who have the ~tential to live in less
restrictive, liutiDdividually appropriate, residential alternatives.

• FurnishiDr the needed types and levels, respectively, of clay support
and case lI1&Dapment.

• Continuing re'aesameDtI of client needs and existin, service patterns
to ensure programmatically sound and coat effective options are
utilized.

Waitinl U.b for readeDual and day servic•• -- of persons liviDI in
communities and in traiDinr centers - must be adetre.ed aDd priority attention
giVeD to perIODS ruidiDg ill traiDinl centers who have beeD Medicaid decertified due
to level orcare, PerIODS with th-. most severe disabilities aDd those who are at risk or
out-of-home placement.

There are three prima.ry areu requirinl attention - livin., workiD, and
eommUDity support coordination. These areu are represented in four core services:
residential; day support; CUI man_pIIlent; and early interventioD.

•

•
•

•

Residential- Residential support services need to be located in natural homes
or family-like settiDp with acceu to other sUPp"ort services. All families
should have the option to chooee to have their famdy member with _disability
remaillat home and be .provided with the neeeaary supportll &Del principles ot
providin. sup~rtshould be the same whether or not the peJ'IOU Uve at home
or in a family-like se~1with trained, paid stafT. The development of large

. group homes or ICrlMRa is not encouraged and are Dot priorities for
development. Rather, development of residential services tl1at are small
seale, community iJltepoatedand in family-Uke settinp i.encourapd:

• Additio~ .uond placements, e.I., specialized foster homes with
care provided by traineCl stafT.

AdditionallUpeniIecl apartment optioDL

Additional supported livin" i.e., support provided directly to the
iDdividualandlor family in the natural home u well u ezpanding
independent liviDgalternatives, aDd«tivinl with others" aDd"boarding
in" options for I.. disabled persons.

Additional smalllJ'OUp homes.

Expanded sup~rtservices such as in-home and out-of-home respite and
short term stabilimtion.

Day Sup~rt - Persona with mental retardation require a ranre of work and
educatioDopportunities. Perhaps more thaD any single area, holding a job
or doing productive work is the mOlt visible means by which persoDS who are
disabled can feel like full participants in the culture and society. Service
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priorities iDcludl more supported employment opportunities and center-based
day sup~rt pro~ for persons who.. health or needa for supervision
preclude 1_ restrictive options.

as MUla ment-' ommuni u rt oordinatioD·. The fanle and
vanety 0 ces at persons W1 meD re abOD require must be
coordinated. It is the responsibility of the sup~rtcoordinator to assist clients
aDd famil,. members in (levelo'pUlr the needed package of semces. Special
(ocus shoUld be on the traDaition from early intervention services to school
serviea and from school to adult services. Service priorities include an
adequate Dumber of cue DWlagers focused on servinl the most severely
disabled and perIODi at risk of out-of-home plaeementa.

Early Intervention and Prevention •• Early intervention is a critically
impo~nt..mel tliit essl haveli.d, and will continue to have, a major role
in furDilhiD•• IDc:reumr11, the iDterapncy nature of services to this group
requires coordination of limited resourcel aeroa a,encies with mutual
~uibiliti.. Senice prioritia include adequate in-home or tenter based
iDfut ltimulation capacity iIlcludiDr family/puent support.

TraiDiD, Clnters continue to provide lIWly vital and important services to a
larp Dumber of ViriiDiau. As the service techDololY hu evolved, it has been
demoutrated that maD1 ~rsoaa caD be served ill their home communities, even
persona with Mven eli_blllti.. aDd eomplu needa. For those who are served in
traiDin. centers. prioritiea include:

• MaiDtaiDiD.Medicaidcertification.

• StafflD. improvements bued 011 the final recommendations of the
curreJlt IIlUtal retardation stafflnr study.

• COlltiDwn, work with esse to arranl. appropriate services for
Medicaid decertUlecl reaidentlud other relidenta who Could be placed
ill community prolJ"Ulll itsuch prolJ"Ulll were available.

• EstablilhiD. the capability to provide behavior stabilization program­
min, Cor collUDWllty-baled penon. "equirin, short term out-of­
midenee iDter'llDtioD ud uaeument.

Sub.tance Abu..Servic. Development Priorities

Subltmc. abUII services system development hu included work toward the
establiahmeDt of aD array of community-baaed services that will provide outreach,
stabilizatioll, onlOiD, treatment in a variety of modalities, and intel"-tion into the
community. Future procram development and desip must inelude com~nenta for
ehangin, client populatiolll who pre.ent unique needa. There are lncreasing
demands to serve people who have problems with combinations of abused
substances, including alcohol. AlIo, people who abuse and use drup in~v~~ouS~y
<M will require spaeia1ized approaches and e~ded treatment aVallabill ty 10

order to continue eft"ortl toprevent the spread of AIDS. .

Future subltance abuse semces in Virginia must be inereasiDc1y communi ty- .
bued aDd mutt be prepared to utilize rec:ent advances in the state-of-the-art of
treatment to provide services to an increasingly complex client population. Program
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pl.nnjng aDel development must include a variety orcommunity agencies,organizat.
lOna. ud cidlea. at~. Program desip must address changing clieJ1t ~pulat­
ions. iDelu1a~pl. WIthp»lydrug abuse A~lems; those who are at risk olhaving
AIDS, are positive, or have ARC or S; and thOle who have concomitant
mental health problems, are resistant, or are young (adolescents). General service
are.. targeted for development include the following: .

• Implementation of community.bued services for those people who have
suDatance abuse problema ud who present a "backlog" at discharie
tram state faciUties. The. persons too often remaiD on an inpatient
basis lonrer than is clinically ap::sriate because of their limited
accesa to appropriate commUDity-bl prosramming.

• Development of community-based detoxification services for clients
who require lOCial·settin, manapment durinl the withdrawal phase of
treatment.

• Development or adequate da1 treatment and residential treatment
services lor people who reqwre a service level more intensive than
outpatient services.

• Develo~ent of adequate halt-way house or other transitional arrang.
mentilD the CSB catchment area which will provide housinr and basic
support services to those who have completed intensive treatment
service. aDd who require supported hvin. until they can gain
independent livinr status.

• Provision of s~cia1ized outreach, prevention and other needed services
to undenerved. and previously unidentified populatioDs in need of
substance abuse sernees.

Target populations Cor ziew state-funded services Iaclude persons wi th
substance abuae problema waitinr for discharge from state facilities; people who
have substance abuse problema and are involved in the criminal justice system in
the community (recent releases anel those on probation); people who have both
mental health aDd substance abuse problems; and special populations, including
adolescents, memben of cultural or ethnic minorities, women and elderly persons
who have substance abuse problema.

State plyehiatrie facilities Deed to provide increased attention to the
identification aDd stabilization of admissions with substance abuse problems
through comprehensive aSlessmeDt, integration of substance abuse specific
components in the reaular treatment protocol, and coordinated discharre planning
with. respeet to substance abuse service needs. Additionally, they need to develop
acute stabilization and diagnostic capability for people who require facility care.
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c.

b.

DeflnitioDs of Core Services
Core Service Taxonomy III- December, 1988

Emergency: Unscheduled mental health, mental retardation or substance abuse
services, available 24 hours per day and seven days per week, which provide crisis
interventioD, stabilization, and referral assistance over the telephone or face-ta-face,
if indicated, to individuals seeking such services for themselves or others. These
emergency services may include walk-ins, home visits, jail interventions, and pre­
admission screenings and other activities for the preventioa of institutionalization
or associated with the judicial commitment process and the certification process for
admission to mental retardatioD facilities.

IDpadeat: Mental health, mental retardation, or substance abuse services which
are delivered 011a 24 hour per day buis in a hospital or training center setting.

&. MedicallSurfieal • Acute medical treatment andlor surrieal Mmees provided
in state FaciitIes. Such services may include medical detozification,
ortho~cs,oral sUllery. urololY. care for pl1eumonias. pcst-operative care,
ophthalmololY. ear. no.. Uld throat, and other intensive medical services.

Skill'; Nursin,. Nunin, services ror mentally disabled individuals in state
facilitie. "&0 require DW"SiDr u well u other care. Skilled nursinl servi:es
are mOlt oitea required by acutely ill or severely/profoundly mentally
retarded individuals 611d those elderly mentally ill individuals who suffer
from chronic physical illnesses and 1011 of mobility. These services are pro­
vided by professional nunes, licensed practical nurses and qualified para­
medical persolU1el UDder the general direction and supervision or a physician.

Interm,di. are '.cHit lMentall Retarde • Serviees provided in state
traIning centers or menta y retar e In vidual. who require aetive
habiUtative and training services. including respite and emerr'D.~care, but
not the derree orcare eG treatment provided in a hospital or skilled. nursing
hom••

d.

e.

t.

Intermecliateciare 'aciUty/Geriatric • Service. provided in State geriatric
facilitie. whi mlY inclUdtplychiatric treatment. therapeutic: programs,
medical aDel perloDal care. These service. are provided by an
interdllCiplizlar7 team to patients 85 years of are and older.

A u v 'am or Substance Abuse Services - Intensive short
term pa, ame 01' su ltaJlce a use sernees plOVl III state mental health
raciliff. ud intelllivi short term psychiatric or substance abuse services
provided iDlocal hoapitals which are sup~rtedby CSB. through contractual
arrangemelltl. These services may Include intensive stabilization,

.. eval.uation, chemotherapy, hospital-based medical detoxification, psychiatric
and psyeholopeal services and other supportive therapies provided in a highly
struCtUred and supervised setting.

Extended Rehabilitation· Intermediate or long term treatment proVided in a
state facility for individuals with severe psychiatric impaIrments a~d
emotional disturbances, multiple handicaps (e.g. penons who are mentally 111
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and deaf) and severe/profound mental retardation. These services may
include rehabilitation training, skills building and behavioral management
for those who are beyond the crisis stabilization and acute treatment stages.

Outpatient and Case Management Services: Mental health, mental retardation
or substance abuse services renerally provided in sessions of less than three hours tci
clients in a non-residential setting.

c.

b.

a.

d.

Outpatient .. Scheduled outpatient mental health, mental retardation, or
substance abuse services generally provided on an individual, ~up,or family
basis, and usually in a clinic, similar facility, or other location. These services
may include diagnosis and evaluation, counseling, psychotherapy, behavior
management, psychological testing, ambulatory detoxification and chemo­
therapye.

Methadon. Detoxification - Outpatient services coupled with the use of
methadone u a means to detoxify a person with a narcotic addiction.

Methadone Maintenance .. Outpatient services coupled with the use of
methadone u a meanl to treat narcotic addiction and promote onroing
stability.

Case Mana2ement • Services to assure identification of and outreach to
potential clients and continuity of care for mentally ill, mentally retarded,
and substance abusin, clients by asseslin,. planning with, linking,
monitoring and advocating for clients in response to their changing needs.

Day Support: A planned program of mental health, mental retardation, or
substance abuse treatment or traiDinJ services generally provided in sessions of
three or more hours to group. of clients 1n a non-residential setting.

a.

b.

c.

Day TreatmentIPartial Hospitalization - A treatment program that includes
the major map.oatic, meaicaI, psychiatric, psychosocial, and prevoc:ational
and educational treatment modalities desirned for patients with serious
mental disorders or substance abuse who require coordinated, intensive,
comprehensive, aDd multiclisciplin&ry treatment of pathological conditions
not provided in IJl outpatient clinic setting.

Psyc:hotOCial RehabilitatioD· Programs for mentally ill or substance abusing
clients that provide certain basic opportunities and services· socialization,
evaluation. trainil1l. vocational and educational opportunities. and advocacy ­
in the context of a supportive environment in the community focusin, on
normalizatioD. PsychOlOCial rehabilitation programs emphasize strengthen­
ing client abilities to deal with everyday lire instead of focusing OD the
treatment of pathological conditions.

Extended Sheltered Emplo~entor Work Acti~ - Programs which provide
remunerative employmentor mentally ill, menly retarded, and substance
abusinl clients as one option in the rehabilitation process for those who
cannot be readily absorbed in the c:ompetitivelabor market. These programs
may include sheltered employment and specialized vocational training
services.
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d.

e. EducatioDIRec:reatioD - Programs desirned to provide educatioD, recreation~
enncliiiient, and leisure activities. Programs can consist of daily, weekly,
monthly activities which are carried out during the summer or throughout the
year.

r. Transitional/Supported Employment • Three different types of programs
providing paid employment.

Transitional Employment Prorrams (TEP) provide time-limited services
incluclin, job-related support and paid work. experience placement in
competitiv..settin~jobs intended as temporary employment for mentally ill or
subStance abusin'lnclividuals.

Supported Emplo~ent (SEl programs provide on-lOin. services including
supervision, perle trabl1nlt. eounseline, advocacy and other supports
needed to maintain mentally 111, mentally retarded or substance abusing
individuals in paid employment for an avera.. of 20 or more hours per week
in aDintelJ'teCl setUn••

In the Su rtecl Em 10 ent-Individual Placement Mod 1 SE-IP , aD
integrate settln. meanl mOlt ee-wer erl are not an lcappea or
opportunities exist In the immediate work settinl Cor relUlar contact with
non-handicapped individuals who are not providing support services. To be
considered appropriate for this model, clients IDuatreceive at least two SE
service c:ontactl per month to maintain employment.

In the S'tf:ported Emplo,ent-Group Models (SE-GRP). an integrated setting
means c: entl are part 0 a small work group of not mores thu eight co­
workers with hanclicappa aDd opportunities exist ill the immediate work
setting for regular contact with Don-haDdicapped individuals who are Dot
providin. support servic:es. SE-GRP moclela melude mobile and stationary
crews, enelava. and small bUline.....

i. Alternative na u rt Arran ementa - Day support alternatives not
In u In p DI IU caterofles W lch aSlilt clients in locaun, day
suppqri ..ttiD.... aDd may provide program staff, follow alanI, or assistance to
the clieDtL The focus may be on assistance to the client to maintain the
inciepeDcllDt day support arrangement.

Re.idendah Ovemightcan in conjunction with an intensive treatment or training
proJl'aDl in a setting other than a hospital or training center; or overnight care in
conjunction withsupe~~liviD, and other supportive services.

a. Intensive Treatment or Intermediate are Pro am: Mental Health
ell enti reatm.ent enters. sue as a 0 escent treatment, residential

altematives to hsopitalizatiOD. and dualiT diaposed programs where
intensive treatment rather than just supervIsion occurs; Intermediate Care
Facilities for the Mentally Retarded (ICF/MR), which deliver active
habilitative and training services in a community settin,; and Medical/Social
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b.

c.

d.

e.

f.

g.

h.

1.

Detozification Programs, which are non-hospital based and normally last
(rom 3-7 days. .

PrimarY Care • Substance abuse rehabilitation services which normally last
no more than four months. with three to four weeks as the expected length of
stay.

Therapeutic Community • A substance abuse psychosocial therapeutic milieu
with an expected stay exceeding four months.

Group HomesIHalfwa.,! Houses • Facilities which {)rovide identified beds,
supported or controlleCfby eSBs, and 24 hour supervIsion for individuals who
may require traimng and assistance in basic daily living functions such as
meal preparation, personal hygiene. transportation, recreation. laundry, and
budgeting.

Supervised AgartmentS -Pro~ which provide identified beds, supported
or controlled by CSBs, for inciividuals who have achieved a limited capacity
for independent living but who also require varying derrees or assistance,
support, supervision, and staff intervention in oraer to function in the
community.

Domiciliary Care - Provision of food, shelter, and assistance in routine daily
livin, but not traininr; this is primarily a lonl-term setUnl' but the ezpe'cted
stay can be brief. Tliis is a Ie.. intensive program than a group home or
supervised apartment; an example would bea licensed home for adults funded
by a community services board.

Residential RespitelEmerj[el1c~Shelter - Programs which ~rovide identified
beas: supported or controlled y CSBs, in a variety or settings reserved for
short term stays, usually several days to no more than several weeks. This
includes residential respite services for mentally retarded individuals and
crisis stabilization, emergency shelter. or public inebriate shelter services for
mentally ill orsubltance dependent individuals.

S:dnsored Placementa- Programs which place clients in residential settings
an provide subatantial amounts of financial, pro~am.matic, or service
support. Examples include specialized foster care, flDUly sponsor homes, and
reaiaential service. contracts for specified individuals. The focus is on
individual client residential placements rather than OD organizational
entities with structured statrsupport and set numbers of beds described in
preceding subcategories.

Su~~rted Living Arrangements· Innovative residential alternatives not
inc u ed ill preceding subcategories wbich assist clients in locating or
maintaining residenti8.l settings where aceell to beds is not controlled by
eSB. and may provide proanm staff, follow along. or assistance to the
clients. The focus may be OD assistance to the client to maintain the
independent residential arrangement. Examples include family support
programs, intensive in-home services (such as Homebuilders> and other
programs established to avoid out of home placements of mental1r ill children
and adolescents, homemaker services, public-private partnerships and noa-

. eSB subsidized apartments. This subcategory also includes respite care
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provided in a home setting or a setting other than that described in
subcategory 5.,.

PreventioD Services and Early InterventioD Services: Activities which seek to
prevent, or ameliorate the effects of, m.ental illness, mental retardation, and
substance abuse.

a.

b.

Prevention - This is a proactive process which involves interacting with
people, communities, and systems to promote the strengths and potential of
those currentl9 not in Deed of treatmeat and which is aimed at substantially
reducing the occurrence of menta! illness, mental retardation, and alcohol and
other diul dependency and abuse. Essentially, prevention services are
provided to well populations to keep them from ever needinl mental health,
mental retardatioD or substance abuse services. Prevention interventions,
thus, involve a variety of techniques generally applied to groups, which may
be the population at large or specific: groups identified as high-risk for
developlD, the condition to be prevented. The following kinds of activities
c:omprise preventioll interventions: ieneral competency building, specific
capiDI sllills trainin" support system interventions, stren,thening
carerivers, ecolopcal interventions social-political change suatepes and
community orr&Aization.

Early Intervention • The. activities are intended to improve fUllcUoning in
those people identified u beliJUlinf to experience problema or circumstances
which are likely to result in menta illness, mental retardatioD, or substance
abuse. Such activities provide services to identified individuals. Examples of
early intervention services may include: client-based case consultations,
educatioD. groups, aad pareDt-inCant education or infant intervention
programs.
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ROLE SPECIFIC KNOWLEDGE

The work sheets that follow outline the specific knowledge
requirements for community service board administrators, facility
administrators, and facility directors of human resources included
in phase I implementation of Senate Joint Resolution No. 138. The
work sheets are to be used by the Central Office sponsor to assess
the new director's background and knowledge base and to schedule
the orientation visit. Priorities have been established for
facility staff, as indicated on the outline. Priorities for
community services board staff will be established jointly by the
community services board sponsor and the new staff person.
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COMMUNITY SERVICE BOARD ADMINISTRATOR

CONTENT

I. Legal authority and obligations of
Community Service Boards

A. CS8 table of organization,
mission statement, bylaws

B. Chapter 10 (state law)

C. Civil commitment (state, law,
federal regulations)

D. Confidentiality (state law,
federal regulations)

E. Confl ict of interes t (state
1aw)

F. Freedom of Information (state
1aw)

G. Procurement and Purchasing
(state law)

H. Professional licensing,
certification, or registration

I. Forensic Services

II. Overview of state government in
Virginia

A. Organizational Structure

1. State table of organization
(handout)

2. Overview of legislative
process

B. Key agencies cooperative
agrements

1. Department of Planning and
Budget (oPB)

PRIORITY

10

RESOURCE PERSON
LOCATION

TIME
REQUIRED



CONTENT

2. Department of Personnel and
Training (OPT)

3. Department of Social
Services (DSS)

4. Department of
Rehabilitative Services
(DRS)

5. Department of Medical
Assistance (OMS)

6. Court system, Department of
Corrections~ and Department
of Criminal Justice

7. Department of Mental
Health, Mental Retardation
and Substance Abuse Service
(DMHMRSAS)

III. Department of Mental Health,
Mental Retardation and
Substance Abuse Services
(DMHMRSAS)

A. Table of organization, mission
and goals

B. Disability issues

1. Mental Health

2. Mental Retardation

3. Substance Abuse

4. Prevent ion

5. Geriatric Services

PRIORITY

11

RESOURCE PERSON
LOCATION

Tlr~E

REQUIRED



CONTENT PRIORITY RESOURCE PERSON TIME
LOCATION REQUIRED

( . Administrative Support

1. Financial management

2. Personnel

3. Purchasing

4. Automated data processing

5. Planning process

6. Technical or legal advice
and consultation

7. Staff training resource

D. Institutional Relationships

l. State mental health
facilities

2. State mental retardation
facilities

3. Site visits to programs and
facilities serving that CSB

IV. Performance contracting and
budgeting process for Community
Service Boards

A. Schedule of annual events

B. State agency decision-making
authority

C. Required documents

D. Budget revision process

E. (58 reporting requirements and
schedules

F. Local authority and discretion
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CONTENT

V. Licensing Regulations

A. Authori ty

B. Content

C. Process

VI. State oversight of community
service boards

A. Regional representatives'
functions

B. Disability directors' functions

C. Inspector General functions

D. Program evaluations process

E. Fiscal audit

F. State Human Rights Committee
and Regional Advocate, process

VII. Risk Management

A. Financial

B. Occupational

C. Legal Liability

VIII. State advocacy, State and
national organizations

A. Overview and identification

B. Linkage with Department of
Mental Health, Mental
Retardation and Substance Abuse
Services

PRIORITY

13

RESOURCE PERSON
LOCATION

TIME
REQUIRED



CONTENT

C. Pitfalls and opportunities

D. Virginia Association of
Community Service Boards
(VACSB)

IX. Funding

A. Medicaid Reimbursement System

1. Eligibility

2. Fees

3. Allocating Funds

4. Services

B. Block Grants all CSBs get

C. Competitive grants

I PRIORITY

14

RESOURCE PERSON
LOCATION

TU1E
REQUIRED



FACILITY ADMINISTRATORS

CONTENT PRIORITY RESOURCE PERSON TIME
LOCATION REQUIRED

[ . Regulations governing various High
facilities and court processes.

A. Medicare

B. Medicaid

C. JCAHO

D. Code of VA

E. Attorney General's Office

II. Personnel Practices High

A. Performance Evaluations

B. Classification/Camp.

C. Reallocation

D. Abolishment of position

E. Fair Labor Standards Acts

F. Grievances

G. Role of Employee Relations
Counselors &DMHMRSAS
Personnel Office

H. Employment of wage staff

I. Facility specific personnel
issues) problems, etc.

J. Standards of Conduct

I I I. Facility/CSB Relationships High

A. liThe SCOOpll
B. Where the Buck stops
C. VIPs
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IV.

v.

VI :

CONTENT

Press Relations

A. Briefing on press/media
relationships

B. Central Office expectations
regarding incidents

C. How to work with reporters

"Inner Working"?

A. Limits of Central Office in
provision of guidance

B. Where the B~ck stops

C. Availability of various
resources

D. Networking

E. Central Office organization
and lines of communication

F. Local VIPs

Orientation to State Government

A. Descriptions of secretariats

1. Size of each division,
budget, FTEs, etc.

2. Names, tenure of current
Secretaries, and
Commissioner

3. Roles and
responsibilities of key
departments (OPT, DPB,
DOA, DOE, DOC as
relevant)

PRIORITY

High

High

Med.

16

RESOURCE PERSON
LOCATION

TIME
REQUIRED



CONTENT PRIORITY RESOURCE PERSON TIME
LOCATION REQUIRED

4. Structure of General
Assembly

5. Key committees of
General Assembly

6. Names, tenure, and
committee memberships of
1oca1 legislators
supportive of Departmen~

issues

7. Biennial legislative
process

8. Dynamics of how ideas
become bills then laws

9. Key political groups in
region and state

10. Court structure

II. Introduction to Code of
Virginia statutes
applicable to facilities

II. Orientation to Standard/Important Med.
Current Documents/Concepts

A. Standard Administrative
Practices and Procedures
Manua1 (key chapters)

B. Departmental Instructions
(key)

C. Rules and Regulations to
Assure the Rights of
Residents in Facilities
Operated by the Department of
Mental Health, Mental
Retardation and Substance
Abuse Services
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CONTENT

D. Patient Management Guidelines

E. State Board Policies and
Procedures

F. Comprehensive State Plan

G. Departmental activity
summaries (past year)

H. Nursing shortage document

I. Facility Performance
Agreement

J. Staffing studies

K. Routine reporting
requirements of Central
Office

L. Facility Enhancement Plan

M. Role of the Inspector General

N. Role of the Galt Scholar

O. Moving and relocation

P. Other:

VIII. Money Related Issues

A. Procurement and contracting

B. Reimbursement process

C. Budget cycle process - M&O
and capital outlay

PRIORITY

Med.
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RESOURCE PERSON
LOCATION

TIME
REQUIRED



CONTENT PRIORITY RESOURCE PERSON TIME
LOCATION REQUIRED

D. Do's and Don'ts/Central
Office expectations

E. Handling resident funds

F. Insurance coverage and terms

IX. Orientation to Mental Health
(Advocacy Groups/Persons-Roles)

A. Coalition for the Mentally
III

B. Department for the Rights of
the Disabled

C. Local Human Rights Committee

D. State Human Rights Committee

E. Mental Health Association

F. Parent's Organizaitons ( in MR
Facilities)

G. Persons with specific
interest/issues vis a vis the
facility

X. Orientation to Low
Management/Supervision of
Facilities:

A. Importance of and methods of
supervision

B. Importance of communication
formal, informal, and
grapevine

C. Program organization of
facil ity

D. Handling requests for
admission

E. Handling request for consent
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FACILITY HUMAN RESOURCE DIRECTOR

CONTENT PRIORITY RESOURCE PERSON TI~~E
LOCATION REQUIRED

1. Orientation to the Facility High

A. Organizational structure

B. Policies &Procedures

II. To familiarize individual with High
appropriate parts of State
Government that impact, gUide or
influence Human Resource Manager in
the Commonwealth

A. Structure of the Commonwealth
and the Secretariat of Health I

and Human Resources

!B. Department of Personnel and :

Training (OPT) I
I

I

C. Virginia Retirement System
I

II
(VRS)

D. Department of Employee I

Relations Counselors
;

E. Department of General
Services/Risk Management i

F. Consolidated Risk Management
Services

G. Industrial Commission

H. Office of the Attorney General

I. Central Office

J. Virginia Employment Commission

II 1. Review OPT Policies High

A. OPT Policy and Procedure Manual

B. Employee Handbook

I
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--
CONTENT PRIORITY RESOURCE PERSON TIME

LOCATION REQUIRED

B. Departmental Instruction #26 -
Educational Grant Funds

C. Departmental Instruction #71 -
Educational Assistance

D. Departmental Instruction #33 -
Policy of Reporting Abused
Patients and Residents

E. Departmental Instruction #105 -
Equal Employment Opportunity

F. Departmental Instruction #78 -
Pre-employment Verification

G. Departmental Instruction #92 -
Aids Policy

H. Chapter 35 - Worker's
Compensation Mgmt. Program

1. Departmental Instruction Manual

J. Administrative Policies and
Procedure Manual

IX. Visitation to the Central Office High
Human Resource Office

X. Visitation of Other Facility Human Low
Resource Office

A. One large facility
B. One small facil i ty
C. One comparable facility

XI. Training Required High

A. Employee Relations and the
Grievance Procedure
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CONTENT

C. FLSA Manual

D. Compensation Manual

E. Compensation Plan

F. Employee Suggestion Award
Program

G. State Employee Assistance
Service

H. Hea1th Benefi ts

I. Agency Affirmative Action Plan
&Affirmative Action Plan
Assessment Manual

PRIORITY RESOURCE PERSON
LOCATION

TIME
REQUIRED

V. Department of Employee Relations High
Counselor's Policies

A. Employee Grievance procedure
and brochure

B. Mediation program

v Department of General Services ­
Risk Management Policies

A. Workers' Compensation Act

B. Consolidated Risk Mgmt.
Policies

High

VI. Virginia Industrial Commission Med.
policies and serv~ces

VI I. Vi rg i ni a Emp1oyment
Commission Policies and
Services

VIII. Central Office Policies

A. Departmental Instruction #72 ­
Attendance

Med.

High
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CONTENT PRIORITY RESOURCE PERSON TIME
LOCATION REQUIRED

B. Standards of Conduct and
Performance

C. Performance evaluation

D. EEO and sexual harrassment

E. Recruitment and selection

F. Classification and compensation
processing

G. Transactions

- PMIS
- CIPPS
- BES
- Personnel Data Base

H. Worker's compensation

I. Health benefits

X11. DMHMRSAS Med.

A. Central Office structure and
expectations

B. Department structure

C. Relationship to CSBs

XI I I. Orientation to the legislative Low
process
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SENATE JOINT RESOLUTION NO. 138

Directing the Department of Mental Health, Mental Retardation and Substance Abuse
Services to develop and implement standards and training for community services
facilities and staff.

Agreed to by the senate. February 6. 1989
Agreed to by the House of Delegates, February 17, 1989

WHEREAS. Virginia has taken a significant first step in the 1988-1990 biennium to
upgrade and expand its community programs for the mentally disabled and substance
abusers of the Commonwealth; and

WHEREAS. the legislature is committed to continuing improvements in the quality ot
care to clients with mental disabilities and substance abuse problems in both community
and state facility settings; and

WHEREAS, the requtrement to have well-trained staff at all levels of the community
and state public mental bealth, mental retardation and substance abuse systems is a key
factor in providing quality treatment and care; and

WHEIU:AS, Virginia's system of local community services boards bas great diversity in
staffing levels and in the professional training and expertise of staff; and

WHEREAS. the Department of Mental Health. Mental Retardation and Substance Abuse
Services has now initiated an evaluation system tor community services boards and bas
expanded its licensing of community programs. and both of these activities have identified
the Deed for continuous statf training; and

WHEREAS, the Commonwealth's goal of quality care is linked to the level of training
and skills ot staff providing and managing services: and

WHEREAS, state leadership is needed to ensure that community and facility staff are
adequately trained to deliver and manage services, now, therefore, be It

RESOLVED by the Senate ot Virginia. the House of Delegates concurring, That the
Commissioner of the Department of Mental Health. Mental Retardation and Substance Abuse
Servtces be directed to establish and implement a system of statewide training ~nd staff
development for community and facility staff and that these trainiJ1& requirements meet
Certain minimum standards as established by the Commissioner. and, be it

RESOLVED FURTHER, That the commtsstoner sball submit an intenm report to the

Secretary ot Health and Human Services, the Governor and the General Assembly on the
status ot this training requirement and its implementation by December 1. 1989, and a final
report on implementation ot a comprehensive training system by October 1, 1990, as
provided in procedures ot the Division of Legislative Automated Systems for processing
legislative documents.


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



