MENTAL HEALTH SERVICES
DEVELOPMENTAL SERVICES
SUBSTANCE ABUSE SERVICES

EARLY INTERVENTION/PREVENTION
RAPPAHANNOCK AREA

Service Area: Caroline/Fredericksburg
COMMUNITY SERVICES BOARD King George/Spotsylvania/Stafford

600 Jackson Street / Fredericksburg, Virginia 22401 / www.rappahannockareacsb.org

VOICE/TDD (540) 373-3223 FAX (540) 371-3753

NOTICE

TO: Program Planning and Evaluation Committee
Ken Lapin, Chair, Melissa White, Linda Ball, Nancy Beebe, Matt Zurasky, Susan
Gayle, Carol Walker

FROM: Joe Wickens
Incoming Executive Director

SUBJECT:  Program Planning and Evaluation Meeting
March 8, 2022, 10:30AM
600 Jackson Street, Board Room 208, Fredericksburg, VA

DATE: March 3, 2022

A Program Planning and Evaluation Committee meeting has been scheduled for Tuesday,
March 8, 2022 at 10:30am. The meeting will be held at 600 Jackson Street, Board Room 208,
Fredericksburg, VA 22401.

Looking forward to seeing you on March 8, 2022 10:30AM

cc: Kheia Hilton, Chairperson
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RAPPAHANNOCK AREA COMMUNITY SERVICES BOARD

PROGRAM PLANNING & EVALUATION COMMITTEE MEETING
Tuesday, March 8,2022 10:30 a.m.
In Person
600 Jackson Street, Room 208
Fredericksburg, VA 22401

agenda

I. Extraordinary Barriers List — March 2022 Newman
II. Independent Assessment Certification and Coordination Team (IACCT) Update Kobuchi
I1I. Information Technology/ Electronic Health Record Update Williams
IV. Crisis Intervention Team (CIT) Assessment Center Report — March 2022 Kobuchi

V. Emergency Custody Order (ECO)/Temporary Detention Order (TDO) —March 2022 Kobuchi

VI. Myers Drive Respite Update Curtis
VII. March 2022 Wait List Terrell
VIII. DBHDS Office of Licensing Corrective Action Plans Terrell
IX. Quality Assurance Quarterly Incident Report Review Terrell
X. Data Dashboard Williams
XI. Other Business Lapin
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MEMORANDUM
TO: Jane Yaun, Executive Director

FROM: Patricia Newman — Mental Health Case Management Supervisor
Elizabeth Wells — Lead State Hospital Liaison & NGRI Coordinator
Chanda Bernal — Adult Mental Health Case Manager

PC: Joe Wickens, Incoming Executive Director
Jacqueline Kobuchi, LCSW — Clinical Services Director
Amy Jindra — Community Support Services Director
Brandie Williams — Director of Operations
Nancy Price — MH Residential Coordinator
Tamra McCoy — ACT Coordinator
Jennifer Acors — Coordinator Developmental Services Support Coordination

SUBJECT: Extraordinary Barriers List (EBL)

DATE: March 8, 2022

RACSB currently has four individuals on the Extraordinary Barriers List (EBL), to include two
individuals at Western State Hospital (WSH), one individual at Piedmont Geriatric Hospital (PGH)
and one individual at Central State Hospital (CSH). Individuals ready for discharge from state
psychiatric hospitals are placed on the EBL when placement in the community is not possible
within 7 days of readiness, due to barriers caused by waiting lists, resource deficits, or pending
court dates.

Western State Hospital

Individual #1: Was placed on the EBL 2/15/22. Barriers to discharge include identifying and
being accepted to a residential placement that can provide the necessary supports for this
individual to be successful in the community. This individual has diagnosis of Schizoaffective
Disorder and Antisocial Personality Disorder. They have struggled with verbal aggression, have
very little insight to their illness and have struggled to follow through with their treatment. This
individual is a mandatory parolee and a registered sex offender as a result of past charges of
indecent liberties with a child and has also made threats to family members in the past, which has
impacted any family support. An all male assisted living facility placement has been
recommended by their treatment team as this would provide this individual with the necessary
supports as they have never lived independently and have a history of inappropriate sexual
behaviors. This individual has been accepted at Candis Assisted Living Facility and will require
Discharge Assistance Program (DAP) funding to help pay for this placement. A discharge date
will be set once DAP funding is approved. Additional information must be obtained from the
provider before submitting the DAP plan.
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Individual #2: Was placed on the EBL 2/22/22. Barriers to discharge include working through
current legal charges as well as identifying and being accepted to a residential placement. This
individual is currently admitted to WSH from the jail, on a court order for restoration services, as
they were found not competent to stand trial. This individual is homeless and is not able to live
independently. It is hopeful that their charges can be resolved while they are at the hospital so
that they can be discharged to a supervised setting in the community and won’t have to return to
the jail to be discharged from the jail, which would limit the placement and funding options. At
this time, RACSB’s liaison and their treatment team are exploring placement options and
maintaining communication with their attorney to monitor the status of their legal charges.

Piedmont Geriatric Hospital

Individual #3: Was placed on the EBL 2/7/2022. Barriers to discharge include making
arrangements for services in the home in order to support this individual in remaining in their
community with family. This individual has diagnosis of Vascular Dementia and Major Depressive
Disorder as well as some physical limitations as a result of suffering a major stroke and an accident,
causing burns to much of their body. At this time this individual does not qualify for Medicaid or
Disability benefits due to their citizenship status, therefore DAP funding has been secured to fund
in home services, incontinence products, medications, outpatient services as well as devices to
support them in maintaining safety in the home and in the community. Initially, family had planned
to provide the in home services, however they have since determined that they will not be able to
provide the care, therefore services are now being coordinated through an in home provider.
Discharge will take place once a provider is secured.

Central State Hospital

Individual #4: Was placed on the EBL 2/2/2022. Barriers to discharge include establishing
housing and services in the community in order to have the supports necessary to maintain
stability as well as working through the Not Guilty by Reason of Insanity (NGRI) process. This
individual has a diagnosis of Bipolar Disorder and was acquitted NGRI on a felony charge of
Assault on Law Enforcement. They have been accepted to Home Road Supervised Apartments
as they will benefit from support as they transition out of the hospital. Both Temporary Custody
Evaluations have recommended Conditional Release and their Conditional Release Plan (CRP)
has been submitted for review and approval. Discharge will take place after the CRP is approved
by the Court on 3/25/2022.
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RAPPAHANNOCK AREA

COMMUNITY SERVICES BOARD

MEMORANDUM

To: Joe Wickens, Incoming Executive Director

From: Donna Andrus, Child and Adolescent Support Services Supervisor

Date: March 1, 2022

Re: Independent Assessment Certification and Coordination Team (IACCT) Update

| am writing to provide an update to the Independent Assessment Certification and Coordination
Team (IACCT) program. The Department of Medical Assistance Services (DMAS) with
Magellan launched the IACCT program July 1, 2017. The Rappahannock Area Community
Services Board is the IACCT provider for Planning District 16.

RACSB received twenty IACCT referrals and completed eighteen IACCT assessments in the
month of February. Eleven referrals were initial IACCT assessments and nine were re-
authorizations. Seven were from Spotsylvania, six from Stafford, four from Caroline, none from
King George and three from the City of Fredericksburg. Of the eighteen completed assessments
in February, eleven recommended Level C Residential, four recommended Level B group
home, one initial IACCT recommended community-based services and one reauthorization
recommended step-down from group home to community based services in a therapeutic foster
home or independent living placement. One initial IACCT was cancelled by the parent who did
not want to proceed. One reauthorization was not needed as the member discharged home
prior to the due date. One initial IACCT is still in process so a recommendation has not been

made yet.

Attached is the monthly IACCT tracking data for February 2022.

600 Jackson Street e
Fredericksburg, VA 22401 -

hb(y(,starter

RappahannockAreaCSB.org
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Report Month/Year

Feb-22

1. Total number of Referrals from Magellan

for IACCT: 20
1.a. total number of auth referrals: 11
1.b. total num. of re-auth referrals: 9
2. Total number of Referrals per county:
Fredericksburg: 3
Spotsylvania: 7
Stafford: 6
Caroline: 4
King George: 0
Other: 0
3. Total number of extensions granted: 3
4. Total number of appointments that could
not be offered within the prescribed time 0
frames:
5. Total number of "no-shows": 0
6. Total number of cancellations: 1
7. Total number of assessments completed: 18
8a. Total number of ICA's recommending: 11
residential:
8b. Total number of ICA's recommending: 4
therapeutic group home:
8c. Total number of ICA’s recommending: >
community based services:
8g.Total number of ICA's recommending:
0
Other:
8h.Total number of ICA's recommending: no
. 0
MH Service:
9. Total number of reautharization ICA's
recommending: requested service not 0
continue:
10. Total number of notifications that a family 0

had difficulty accessing any IACCT-
recommended service/s:
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To: Joe Wickens, Incoming Executive Director

From: Suzanne Poe, IT Coordinator

Re: Information Technology and Electronic Health Record Update
Date: March 1, 2022

IT Systems Engineering Projects
During February, 891 tickets were closed by IT Staff. In previous months, 894 tickets were closed in January

2022 and 863 in December 2021.

Community Consumer Submission 3

CCS submission for data from July 1, 2021 to January 31, 2021 was submitted to DBHDS on February 24,
2022. The final CCS 8.1 specifications for state reporting have been released and have been sent to Netsmart
for programing into our system. Go-live for new changes will be July 1, 2022. There are minimal changes for
this upcoming year.

Waiver Management System (WaMS)

IT staff represented RACSB in the development and review of specifications for next year’s changes. The final
specifications were provided by DBHDS the end of December. There are over 60 changes for this year with a
go-live date of May 1, 2022. All changes have been configured in our test environment. We have worked to
create the test clients necessary on the DBHDS test platform so that we can maximize testing during the 35-day
UAT window slated to begin in March. IT staff meet weekly with Netsmart state reporting resource and every
two weeks with DBHDS and all vendors to support this implementation. In addition, Virginia Medicaid
(DMAS) has made changes in their reporting process attached to WaMS. These new procedures will go into
effect April 1, 2022. RACSB has prepared for this transition and anticipates no major impact at this time.

Trac-IT Early Intervention Data System

On May 16, 2022, DBHDS will launch a state-wide data platform/electronic health record for Part C Early
Intervention Services. This system will replace the current ITOTS and Provider Certification Systems. Staff
were provided a “sneak peek” demo of the system on January 20, 2022, Further system requirements were
received via memo on February 11, 2022 which will outlined which of the 300+ data elements housed in the
system will be required data entry and which will be optional. RACSB followed procedures to indicate interest
in accessing a partial data import process to reduce duplication in data entry. There will be a significant data
and administrative lift due to requirements from the DBHDS Part C office. Of note, these changes and
expectations occur at the busiest time of the year for Early Intervention Services. Alison Standring, Part C
Coordinator, has been a strong voice in advocating for system support during this transition, contributing
valuable questions to ensure a smoother transition.

Zoom

We continue to utilize Zoom for telehealth throughout the agency.

February 2022 - 3,248 video meetings with a total of 9752 participants
e January 2022- 2,942 video meetings with a total of 8,870 participants
e Average from January to December 2021 was 3648 video meetings and 11,087 Participants
e Average from April to December 2020 was 3,836 video meetings and 11,435 participants

Avatar
We moved to AvatarNX on Tuesday March 1, 2022. We are working through issues as they arise and meeting
with the implementation team daily for the first week to discuss and resolve issues.

Continuity of Care Document Exchange meetings and testing continued with a pilot group which includes
members from DBHDS and other CSB systems. Since our first meeting, other CSBs have joined the pilot

group.
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In partnership with Medical Director, Dr. Young, IT initiated the process to integrate the Prescription Drug
Monitoring Program (PDMP) within OrderConnect to optimize work flow for our medical prescribers. We now
also have access to District of Columbia records in addition to Virginia records. Kick-off training is scheduled
for March 7, 2022.

Phone Systems
Spotsylvania Clinic: We are working to schedule a time to install the new UPS (Uninterruptable Power
Supply), as it will require phone and network downtime.

4815 Carr Drive: The phone system has been ordered for this location and has arrived and is being programed.
Furniture is due to arrive for Carr Drive mid-April. Once the furniture arrives and is in place the phone system
will be installed.
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The CIT Assessment Center Assessed 24 individuals in the month of February 2022. The
number of persons served by locality were the following: Fredericksburg 4; Caroline 2; King
George 2; Spotsylvania 12; Stafford 4.

The January 40 hour CIT had to be cancelled due to lower enroliment. Law enforcement partners
are experiencing significant staffing issues impacting the ability to send officers. The next
training will be in April 2022,
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Emergency Services Activity Reports

Month| Contacts | Evaluations ECOs TDOs Issued | TDOs Executed
July 2014 603 346 80 80
August 2014 638 280 71 71
September 2014 1009 394 86 86
October 2014 1084 315 81 81
November 2014 912 313 77 77
December 2014 1023 349 74 74
January 2015 975 341 91 91
February 2015 975 292 68 67
March 2015 1151 403 91 90
April 2015 1132 377 99 99
May 2015 918 363 77 77
June 2015 967 339 82 82
July 2015 972 336 77 77
August 2015 933 339 65 65
September 2015 956 386 82 82
October 2015 1060 429 83 82
November 2015 358 78 77
December 2015 474 88 81 81
January 2016 433 76 73 73
February 2016 512 83 99 99
March 2016 565 90 86 86
April 2016 622 96 85 85
May 2016 607 98 91 91
June 2016 560 94 89 89
July 2016 441 64 57 57
August 2016 547 101 105 105
September 2016 470 65 70 70
October 2016 483 65 62 62
November 2016 377 85 78 78
December 2016 400 83 83 83
January 2017 395 80 83 83
February 2017 385 76 82 82
March 2017 408 82 98 98
April 20-17 425 85 99 99
May 2017 435 109 111 111
June 2017 428 75 95 95
July 2017 334 89 95 95
August 2017 408 97 105 105
September 2017 427 101 104 104
October 2017 453 109 113 113
November 2017 449 104 122 122
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December 2017 382 109 109 109
January 2018 394 102 98 98
February 2018 420 87 92 92
March 2018 463 94 116 116
April 2018 421 90 107 107

May 2018 404 99 90 90

June 2018 449 103 109 108

July 2018 355 74 83 83
August 2018 374 84 89 89
September 2018 423 91 85 85
October 2018 482 92 85 85
November 2018 373 79 63 63
December 2018 330 66 70 70
January 2019 359 79 73 73
February 2019 417 72 71 71
March 2019 438 103 79 79
April 2019 477 77 70 70

May 2019 442 84 85 85

June 2019 512 110 83 83

July 2019 467 69 67 67
August 2019 510 101 89 89
September 2019 527 89 74 74
October 2019 586 94 89 89
November 2019 509 91 98 98
December 2019 490 87 89 89
January 2020 471 85 76 76
February 2020 548 93 86 86
March 2020 464 86 77 77
April 2020 353 83 90 920

May 2020 335 74 76 75

June 2020 396 91 81 80

July 2020 429 112 111 111
August 2020 401 90 82 81
September 2020 422 94 91 91
October 2020 492 113 85 85
November 2020 413 88 88 88
December 2020 373 75 79 79
January 2021 374 88 89 89
February 2021 358 84 83 83
March 2021 465 82 100 100
April 2021 449 92 100 100

May 2021 507 93 93 93

June 2021 453 95 95 92
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July 2021 379 76 74 74
August 2021 394 86 77 77
September 2021 517 98 86 86
October 2021 422 60 72 72
November 2021 425 59 60 60
December 2021 401 67 66 66
January 2022 355 74 63 63
February 2022 442 87 64 64
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Memorandum

To:  Jane Yaun, Executive Director

From: Steve Curtis, DD Residential Coordinator
Date: February 28™, 2022

Re: Myers Drive Respite Update

Navigating the COVID-19 pandemic, especially prior to vaccine availability, presented us with a
unique set of challenges at Myers Drive. Due to the nature of guests coming and going, infection
risk was so much higher than that of our other residential services where individuals served remains
a constant. Consequently, over the past 2 years, we have found ourselves closing our program doors
twice to ensure safety was prioritized (closed from 4/1/2020 until 9/8/2020 and again from
11/20/2020 until 8/29/21).

As Myers Drive relies on subsidy help from our other residential programs and grants to operate
(expenses annually average approximately $480,000), we examined how closing our doors during
heightened COVID-19 outbreaks impacted bottoms lines. We found that prior to COVID-19, Myers
drive averaged a $344,000 loss annually. Impacts of COVID-19’s closure in FY 2021 on the other
hand yielded a $196,000 loss. Looking ahead to the end of FY 2022, we anticipate an approximate
$224000 net loss at our current pace.

At these costs, over the last few months, we have taken opportunity to assess Myers Drive’s added
value to residential services despite our challenges. Most apparent, staffing shortages in residential
during the pandemic were softened by Myers’ leaders and direct line staff filling positions in other
programs. The same has remained true of Myers’ staff when respite censuses have been low (i.e.
during holidays when families tend not to book reservations). Equally valuable, even when closed
or short on reservations, Myers has served as an emergency alcove for our other residential
programs. (i.e. the site hosted 6 residents in April 2021 when a water main broke at our Churchill
Drive Group Home). We have likewise utilized Myers Drive for individuals to stay in order to
complete much needed renovations in several of our other group homes.

We are beginning to get back into the swing of what Myers’ is intended to offer our community.
Since reopening in late August 2021, we have slowly increased guest reservations, putting processes
in place to help ensure as risk-free an environment as possible for guest stays. Last quarter of
calendar year 2021 yielded the following results. A total of 20 different individuals were provided
respite supports at Myers Drive during the period of 10/1/2021 through 12/31/2021. The total hours
billed for those 20 individuals’ services during this time frame yielded 1741 hours. Of these 1741
hours, 1225.75 hours were billed to Medicaid, 57.25 hours were billed to the individual or their
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family at the sliding scale rate, and 515.25 hours were billed to an awarded KOVAR grant. The
revenue total for the quarter time period was $15,197. As we venture into this new 2022 calendar
year, we are working to schedule visits for each of our guests, to include 10 new guests from our
waitlist. We have likewise set a goal to identify and serve another 8 additional guests by December
2022. We look forward to helping provide families in our area with much needed relief from the

care they provide their loved ones.
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Myers Drive Respite Quarterly Report

2019
1/1-3/31 4/1-6/30 7/1-9/30 10/1-12/31
Total Individuals Served 36 36 38 36
Waiver Hours Billed 1975.50 3024.25 3133.75 2302.75
Private Pay Hours Billed 48.75 1267.50 693.25 1058.00
Grant Hours Billed 1114.00 N/A N/A N/A
Total Hours Billed 3138.25 4291.75 3827.00 3360.75
Waiver Revenue 31146.00 48009.00 50547.39 36022.32
Private Pay Revenue 675.00 2036.00 1435.00 1730.00
Total Grant Used 2109.83 funds expended | funds expended | funds expended
Total Revenue 33930.83 50045.00 51982.39 37752.32
2020
1/1-3/31 4/1-6/30 7/1-9/30 10/1-12/31
Total Individuals Served 31 0 9 11
Waiver Hours Billed 1271.35 0 192.25 684.25
Private Pay Hours Billed 588.75 0 184 146.75
Grant Hours Billed 0 0 0 285.75
Total Hours Billed 1860.1 0 376.25 1,116.75
Waiver Revenue 20506.87 0 3,101 11,332.87
Private Pay Revenue 1090 0 640 335
Total Grant Used funds expended 0 0 3,580.42
Total Revenue 21596.87 0 3,741 15,248.29
2021
1/1-3/31 4/1-6/30 7/1-9/30 10/1-12/31
Total Individuals Served 7 20
Waiver Hours Billed C C 222.25 1,225.75
Private Pay Hours Billed L L 0 57.25
Grant Hours Billed (0] 0] 116.25 515.25
Total Hours Billed S S 338.5 1,798
Woaiver Revenue E E 5,059 7,960.34
Private Pay Revenue D D 0 75
Total Grant Used 2,094.83 8,161.56
Total Revenue 7,154 15,196.90

*closed 4/1/20-9/7/20
*closed 11/20/20-12/31/20

*closed 1/1/21-8/28/21
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MEMORANDUM

To: Jane Yaun, Executive Director

From: Stephanie Terrell, Director of Compliance and Human Rights
Date: March 2, 2022

Re: February 2022 Waiting Lists

Identified below you will find the number of individuals who were on a waiting list as of February 28, 2022.

OUTPATIENT SERVICES
o Clinical services: As of February 28, 2022, there are 165 individuals on the wait list for outpatient therapy

services.

o Waiting list is defined as having to wait 30 calendar days or more to be offered an appointment.

o

Due to an increase in request for outpatient services the Fredericksburg Clinic implemented a waitlist
for new clients seeking outpatient services began October 5, 2021. Individuals are placed on the wait
list if they cannot be seen at a regularly scheduled appointment within 30 days of request. Individuals
who fall in a priority category are seen during open access.

» The waitlist in Fredericksburg is currently at 165 clients.

If an individual is not in a priority category the following may occur: 1) he or she may be placed on a
waiting list and called weekly by a therapist to review presenting situation, individuals are then
offered an appointment as one becomes available; 2) if an individual has private insurance staff will
assist in locating a private provider if the individual does not wish to wait for an appointment. Staff
are working to avoid scheduling an individual too far into the future as this increases the likelihood of
no-shows.

o Clinical services are initiated through Same Day Access. Due to COVID-19 concerns, Same Day Access
appointments are scheduled versus having multiple individuals come to the clinic and having to wait for their
appointment time. Same Day Access schedules are as follows:

» Fredericksburg Clinic: Monday, Wednesday, and Thursday 8:30a.m. to 2:30 pm
Tuesday 9:30am — 2:30PM

* King George Clinic: Tuesday-1:00 pm-5:00 pm and Wednesday- 8:00 am- 12:00 pm

» Stafford Clinic: Tuesday and Thursday 9:00 am — 12:00 pm

» Spotsylvania Clinic: Tuesday, Wednesday, and Thursday 9:00 am —2:00 pm

» Caroline Clinic: Tuesday and Thursday 8:30am — 11:30 am

o Psychiatry intake: As of March 2, 2022, there were no older adolescents and adults waiting longer than 30 days
for their intake appointment. This is a decrease of three from the January 2022 waitlist. There is zero children age
13 and below waiting longer than 30 days for their intake appointment.

PSYCHIATRY INTAKE — As of March 2, 2022 the number of individuals waiting longer than 30 days for a

regularly scheduled psychiatric intake appointment include:

O 0O O 0 O

Adults Children: Age 13 and below
Fredericksburg — 0 (2) 0 (0
Caroline — 0 (0 0 O
King George— 0 (0) 0 O
Spotsylvania— 0 (0) 0 O
Stafford — 0 (1) 0 (0)
Total 3@3) 0 (0)
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Appointment

Dates
Fredericksburg Clinic
N/A
Caroline Clinic
| N/A
King George Clinic
|  N/A
Spotsylvania Clinic
| N/A
Stafford Clinic
| N/A

*denotes child under age of 13

Community Support services:

Waitlist Definitions

Needs List - A person is placed on the Needs List when an individual, family member, RACSB staff, or external
agency notifies that particular program service that the individual needs services provided by that program.

Referral - Persons are placed on this Referral List when services have been requested and all necessary
documentation for the referral process is submitted to the program Coordinator. At this time, the person is placed on
the Referral List and removed from the Needs List.

All referrals are sent to the Coordinator for initial review. The Coordinator determines that all information is in the
packet and makes a disposition for acceptance, rejection, or assessment. The Coordinator will forward the referral
packet to the appropriate staff for assessment. Time frame for completion of assessment is also be indicated.

If the assessment leads to acceptance the client will be placed on the acceptance list. If the assessment leads to a
decision which does not involve acceptance, the program Coordinator will reach a decision about disposition of the
referral.

Acceptance List - This list includes the names of all persons who have been assessed for services and accepted to the
program. These individuals are waiting for appropriate supports.

MH RESIDENTIAL SERVICES - 2

Needs List: 0
Referral List: 1
Acceptance List: 1

Count by County:
Caroline 0
King George 0
Fredericksburg 0
Spotsylvania 1
Stafford 1

e The individual on our acceptance list is currently hospitalized at WSH and is awaiting court on March 25. He
was found NGRI and must be approved by the court prior to discharging from WSH. He is expected to be
admitted to Home Road by the end of March. He will be moving into a transitional bed. The other individual
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was extremely delusional and paranoid during the assessment, so she was not able to answer the questions. His
case manager agrees it will be best to reassess him once he is at baseline.

Intellectual Disability Residential Services — 95

Needs List: 89
Referral List: 5
Acceptance List: 1

Count by County:
Caroline 10
King George 7
Fredericksburg 6
Spotsylvania 34
Stafford 38

e One individual has been accepted into residential contingent upon finding a placement that can meet his current needs
and having the required documentation in place prior to move-in.

Assertive Community Treatment (ACT)— 15

Total Needs: 9
Total Referrals: 6
Total Acceptances: 0

Total program enrollments = 58

Count by County:

Caroline: 1

Fredericksburg: 4

King George: 0

Spotsylvania: 3

Stafford: 4
Homeless/unknown/Incarcerated: 3

Admissions: 0
Admissions: 2

Discharges: 2

Total Program enrollment = 58

During the months of February, ACT enrolled two individuals, one for each team. Each team also had one client
discharge from services resulting in status census.

ID/DD Support Coordination

Currently there are 784 individuals on the DD Waiver Waiting list
This is an increase in 3 from last month.

Priority 1 —311
Priority 2 — 172
Priority 3 — 301

We are being awarded waivers in March- we will be assigning 56 slots a combination of slots that are available
through attrition and new slots. The breakdown is 9 Community Living and 47 Family and Individual Support
slots.
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MEMORANDUM

To: Jane Yaun, Executive Director

From: Stephanie Terrell, Director of Compliance and Human Rights
Date: March 2, 2022

Re: Developmental Disability (DD) Support Coordination

The Department of Behavior Health and Developmental Services (DBHDS) requires
submission of 3 months of documentation for the mortality review committee of all
individuals open to DD services who pass away. On December 15, 2021, quality assurance
staff sent Licensing Investigator, Rebekah Greenfield, the required documentation after
receiving notification that an individual who was receiving DD support coordination
services had passed away. The individual was receiving nursing care services and the only
service the individual received from the Rappahannock Area Community Services Board
(RACSB) was DD support coordination.

Mrs. Greenfield is required to review the submitted documentation in addition to the review
conducted by the DBHDS mortality review committee. Based on Mrs. Greenfield’s review,
RACSB received a citation related to the individual’s service plan.

The attached document includes RACSB’s action plan in response to the received citation.
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MEMORANDUM

To:  Jane Yaun, Executive Director

From: Stephanie Terrell, Director of Compliance and Human Rights
Date: March 2, 2022

Re:  2nd Quarter FY 2022 Incident Report Review

The second quarter incident summary report provides an overview of incident reports submitted by
Rappahannock Area Community Services Board (RACSB) staff during the months of October 1, 2021
through December 31, 2021, The purpose of the report is to communicate information about trends,
remain vigilant for emerging issues, and use data to plan, prioritize, and implement preventative and
proactive initiatives.

The population covered includes all people receiving services by RACSB, which includes Mental
Health, Substance Use, Developmental Disability, and Prevention services. RACSB provided services
to 7,404 individuals, unduplicated by service area, from October 1, 2021 through December 31, 2021.

Quality Assurance staff received and triaged 522 Incident Reports from October 1, 2021 through
December 31, 2021. Of those 522 incident reports received, 76 incidents were reported to Department
of Behavior Health and Developmental Services (DBHDS) through the Computerized Human Rights
Information System (CHRIS) as a serious incident.

Quality Assurance staff triaged all incident reports into one of four categories.

1. N/A - these reports do not fit into the DBHDS definitions of a serious incident. Incidents of this
sort may be staff having to report a child protective or adult protective case to the Department of
Social Services, or an incident which occurs when the individuals is not in the provision of care,
(for example: when a report is received by a Support Coordinator regarding an individual who
resides with parent/guardian or a private provider.)

DBHDS categories of serious incidents

2. Level I: a serious incident that occurs or originates during the provision of a service or on the
premises of the provider that does not result in significant harm to individuals, but may include
events that result in minor injuries that do not require medical attention, or events that have the
potential to cause serious injury, even when no injury occurs.

3. Level IL: a serious incident that occurs or originates during the provision of a service or on the
premises of the provider that results in a significant harm or threat to the health and safety of
an individual that does not meet the definition of a Level III serious incident. Level II serious
incident; also includes a significant harm or threat to the health or safety of others caused by an
individual.

4, Level III : a serious incident whether or not the incident occurs while in the provision of a
service or on the provider’s premises and results in:
1) Any death of an individual;
2) A sexual assault of an individual;
3) A serious injury of an individual that results in or likely will result in permanent physical or
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psychological impairment;
4) A suicide attempt by an individual admitted for services that results in a hospital admission.

In addition to the nonfiction to QA staff, program supervisors, and coordinators, staff must also notify
the individual’s parent/guardian/authorized representative, as appropriate, regarding the incident.
Verification of the notification and the parent/guardian/authorized representative response is to be
included on the incident report.

Below is a list of the incident categories and the definition:

Aggressive Behavior —Physical - _hit, slap, push, shove, pull hair, spit, bite, intimidate, demean,
threaten, curse etc...

Agoressive Behavior —Verbal - yelling, screaming, intimidate, demean, threaten, curse efc...

Individual Safety - situations that may cause a safety risk for individuals served involving physical
environment or structures (faulty equipment, smoking.)

Individual Injury - situations that may cause a safety risk for individuals served involving minor
injury such as a scraped knee

Health Concerns - individual served exhibiting health concerns, i.e. possible seizure activity, sick,
sudden weight +/-, etc.

Elopement/Wandering - unexpectedly leaving program/premises with possible risk to safety

Biohazardous Accident - needle stick or instance requiring testing of individual served or staff

Infection Control - lack of infection control and use of universal precautions in relation to risk of
non-life threatening communicable diseases i.e. Flu, Lice... etc...

Exposure to Communicable Diseases - instance of exposure due to lack of infection control and/or
use of universal precautions in relation to risky communicable diseases i.e. TB, HIV/AIDS, HEP
A, B, Cor MRSA...

Vehicle Accident - Accident of RACSB or personal vehicle while delivering services. This
requires additional paperwork and follow up to protocol contact Human Resources & Supervisor
Property Damage - damage to property

Weapon Use/Possession - Weapons are not allowed in any RACSB facility. Knives, carpet knives,
swords, guns etc...

Staff Injury - injury to staff- ensure proper HR forms are completed

Use of Seclusion/Restraint -_if emergency intervention required to deescalate threatening
behavior

Med Non-Compliance - not following medication regime- staff attempt evident- non compliance

Med Error- Staff additionally to complete med error report. error has been made in administering a
medication to an individual (wrong- med, individual, route, dose, time)

Possession of Illicit/Licit Substance - possession of illegal or non-prescribed drug —possible intent
of abuse

Sexual Assault - is an act in which a person intentionally sexually touches another person without
that person's consent, or coerces or physically forces a person to engage in a sexual act against
their will
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Suicide/Suicide Attempt - is the act of intentionally causing one's own death/ is the act of
intentionally unsuccessfully trying to cause one's own death

Sentinel Events - An unexpected occurrence involving death or serious physical or psychological
injury or the risk thereof- warrants immediate investigation and response

Other — incident which does not fit into a category above

Type Total
Accidental Overdose 1
Aggressive Behavior - Physical 30
Aggressive Behavior - Verbal 14
Bio hazardous Accident 0
COVID 57
Elopement/Wandering 4
Exposure to Communicable 0
Diseases
Health Concern 197
Individual Served Injury 61
Individual Served Safety ' 43
Infection Control 1
Med Error 11
Med Non-Compliance 30
Medication non-adherence 10
Medication poor adherence 15
other S 0
Possession of Illicit/Licit
Substances :
Property Damage 1
Sentinel Event 11
Sexual Assault J 3
Staft Injury 3
Suicide/Suicide Attempt 05
Use of Seclusion/Restraint 0
Vehicle Accident 2
Weapon Use/Possession 1

'--Missgg"PErson"- . . 1

Total 522

The table above depicts the total number of incident reports received,
October 1, 2021 through December 31, 2021 by category.

Page 26 of§3



Approximately 37% of the incident reports received were categorized as health concerns. When
compared to previous quarters, health concerns continue to be the category with the highest number of
incidents. This can be contributed to all health-related conditions, such as colds, flu, and vomiting or
diarthea. RACSB Residential Services submitted twenty-four of the health concern reports. Reports
consisted of concerns related to red marks, potential decubitus, kidney stone, nausea, feeling ill,
seizure, cellulitis, and feeling tired. Devon Group Home submitted the highest number of incident
reports for Developmental Disability Group Home Services; however, no two concerns were the same.
Review of reports reveled no trend concerns.

Fifty-seven COVID related reports were submitted during the October 1, 2021 through December 31,
2021 time frame. This category includes incident reports for individuals who were tested and for
individuals who received positive test results. Of the 57 reports 41 noted positive cases of COVID.
Case Management, 2 RACSB Intermediate Care Facilities (ICF), 2 RACSB Group Homes, RACSB
Sponsored Placement Provider, Mental Health (MH) Outpatient, and Adult Drug Court all reported
positive cases. Residential programs owned and operated by RACSB followed CDC guidelines related
to COVID. In addition, program staff were provided personal protective equipment during working
hours. RACSB will continue to follow Center for Disease Control (CDC) guidelines in an effort to
keep everyone safe and healthy.

In analyzing the reports for the program with the highest occurrence of health concerns reported,
Developmental Disabilities (DD) Support Coordination Services submitted the highest number of
reports. The health concerns consisted of individuals that reside either with family or in a non-RACSB
residential program. The program with the second highest number of reports submitted, with reports
submitted related to poor medication adherence is the Assertive Community Treatment (ACT)
Program. Due to the nature of the ACT services it is projected that there would be a high number of
medication adherence incident reports. The ACT program staff will continue working with individuals
in an effort for the individuals to obtain a higher level of medication adherence.

RACSB Residential programs, both Developmental Disabilities and Mental Health Services, submitted
128 incident reports. There were 19 reports regarding health concerns. Health concerns reported
included fainting, gastro issues, colds, injury resulting from self-injurious behavior, blister, chest pain,
abdominal pain, swollen ankle, cellulitis, and general just not feeling well. There was a total of 11
medication errors which occurred in RACSB residential programs. Six errors related to single dose
missed, three wrong doses administered, and two multiple doses missed. Four of the 11 errors occurred
at the same program. Review and analysis of medication policy, medication administration area,
staffing pattern, and cause of errors took place in an attempt to mitigate future errors. There were 12
instances of physical aggression reported. Of the seven individuals involved in the different incidence
three have behavioral intervention plans which were reviewed and deemed appropriate. Incidence
involving the other four individuals appeared to be isolated and not typical behavior.

There was a total of 10 incidence categorized as a level I. Of the 10 incidents categorized as a level 1,
the majority were the result of minor or superficial cuts, scratches, or bruise, which required first aid.
Five of the incidents occurred in residential services, two of the incidents occurred at RAAI Day
Support, and two incidents occurred at Kenmore Club:

e Individual was in the community with Companion Aid, playing with a dog and
the dog scratched them. First aid was applied.
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As staff was assisting an individual with personal hygiene staff observed open
sores on the individual’s leg. The individual has previously had the same
condition. Staff provided first aid and contacted the caregiver.

Individual residing in the Supervised Apartment Program reported having cold
symptoms. PRN was provided to elevate symptoms.

As staff was assisting with personal hygiene a bruise was noted the individual
had a bruise. Due to medications currently taken by the individual the individual
is prone to bruising.

As staff was assisting with personal hygiene a blister was noted on an
individual’s foot. Staff provided first aid. Upon review staff noted that the socks
that were worn may have bunched up causing the blister on the foot.

While in programing at Kenmore Club a Club member stepped on another
members foot, casing paint. First aid applied.

Two incidents involving, as individual was exiting the van a peer shut the door
on their finger. First aid applied.

As staff was assisting an individual in cutting up fruit, the individual accidently
cut their finger. First aid applied.

While participating in program an individual fell and scraped his elbow. First
aid applied

Based on review of the level 1 incidents there does not appear to be patterns or trends.

There were 46 incidents classified as a level 2 and 30 incidents classified as level 3. Root Cause
Analyses were conducted for all Level 2 and Level 3 Incidents. No extended root cause analyses were
required during this quarter. Based on review of the Level 1, Level 2 and Level 3 there does not appear
to be a pattern or trends. However, in an effort to mitigate any risk associated with the incident reports
received during this quarter, the following action steps were taken.

Program actions as a result of Incident Reports

1.

Quality assurance staff conducted remedial training for DD residential staff on completing body
charts and the appropriate information to include in case notes when abnormalities were found
during physical assessments of individuals.

DD residential reviewed and revised policy related to seeking medical attention to provide
additional clarification as it relates to when to seek medical attention for individuals.

A review of medication errors showed that the errors occurred due to staff being distracted
during the time they were administering medications or staff not following policy as written.
Medication errors resulted in both personnel action and remedial training depending on the error.
The current medication administration policy includes procedure for staff to follow to eliminate
distraction. Personnel action included standards of conduct.

Based on review of medication non-compliance, program staff continue to assess the ability of
individuals enrolled in the program to continue self-administration of medication. Staff
counseled and educated individual on the importance of taking their medication and are working
with family member to assist individuals in maintaining and improving individual’s medication
compliance.

DD Residential Nurse Manager was asked to attend weekly DD Coordinator meeting to report on
medical concerns of individuals residing in DD residential programs and to add input to case
discussions as it relates to medical concerns.

Action plans for aggressive behavior included recommendations for behavior plans, assisting the
individual in learning, and using coping skills during times when they become upset, review and
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10.

11,

revision of individual’s service plan, and continuance of using interventions that are currently in
the individual’s service plan.

Action plans for health concerns varied based on the concern. RACSB staff contact 911 in cases
of medical emergencies. Ad-hoc medical appointments will continue to be made by RACSB staff
to address health concerns for those individuals residing in RACSB residential programs. In
addition, for RACSB non-residential programs staff will continue to assist individuals and family
members with health concerns that are identified during program hours.

For those incidents which involve individuals that do not reside in RACSB residential programs,
support coordinators and case managers monitor health concerns and document in case notes.
Root cause analyses were conducted on all incidents that fell into the level 2 or level 3 category.
Findings of root cause analysis resulted in programs revising individual service plans, ad-hoc
reviews of program files, policy and procedure revisions, staff training, and personnel action.
Multiple residential and day support staff participated in training related to skin integrity
conducted by the office of integrated health.

Though there have been no medication errors classified as a level 2 or level 3 incident, it has
been discussed and during the next quarter quality assurance staff will implement the
requirement for root cause analysis for medication errors.
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To: Joe Wickens, Incoming Executive Director

From: Brandie Williams, Director of Operations

Re: Data Highlights Report for Program Planning and Evaluation
Date: March 1, 2022

The Rappahannock Area Community Services Board is committed to using data-driven decision-making to
improve performance, quality, and demonstrate the value of services. This report will provide an overview of the
new and on-going Behavioral Health and Developmental Disability performance measures.
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Department of Behavioral Health and Developmental Services Performance Dashboard

This month’s report will detail the new measures and ongoing measures set by DBHDS as performance metrics.
The targets indicated have been set by DBHDS and are subject to change at the department’s discretion. These
targets did not take effect until July 1, 2021.

Behavioral Health Measures

Same Day Access

Measure #1: SDA Appointment Offered: Percentage of individuals who receive a Same Day Access assessment
and were recommended for services through the CSB who were offered a follow-up appointment within 10
business days. The benchmark is set at 86%.

Measure #2: SDA Appointment Kept: Percentage of individuals who receive a Same Day Access assessment
and were recommended for services through the CSB who attended that follow-up appointment within 30
calendar days. The benchmark is set at 70%.*RACSB started a modified Same Day Access process due to COVID
and started back with full Same Day Access in January 2021.

100.00
98.10
550 6.20
; 4.40
’ 92.40 92.80
90.00 Same Day
Access-
Appointments
Kept
85.00
00 2.70 ——Same Day
= Access-
80.00 Appointments
) 79.80 Offered
75.00
70.00

2021July 2021 Aug 2021Sept 20210ct 2021 Nov 2021 Dec

Suicide Risk Assessment *The reports for these measures are still in development by DBHDS. These
results are provided for a general idea of RACSB performance, but are not finalized or official.

Measure #1: Universal Adult Columbia Screenings: Percentage of adults who are 18 years old or older and have
a new MH or SUD program opening (denominator) who received a suicide risk assessment completed within 30
days before or 5 days after case opening(numerator). The benchmark is set at 60 % for FY22 and 86% for FY23.
*Not yet benchmarked in performance contract.

Month of Assessment..

July I, - 23 Te et
August Py =R L R Y o e :
September R e N ool - L A | 75"
October B SRR D T o e |
Nowernber I - 22 T=rg-t [ 7c°: '

0% 10% 20% 30% 40% 50% ©53% V0% 83%  91%
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Measure #2: Child Suicide Assessment: Percentage of children who are 7 through 17 years old who have a new
MH or SUD program opening (denominator) who received a suicide risk assessment completed within 30 days
before or 5 days after case opening(numerator). The benchmark is set at 60 % for FY22 and 86% for FY23. *Not
yet benchmarked in performance contract.

Month of Assessment..

July I oo FY23 Target
August P R 1 55% i
Septemoer S o ST - O 57% l
October I 10% | |
Movermber N FY22 Target | 61% |

0o 10%  20% 30%  40% 50% 60% 70%  90%  90%

Physical Health Coordination

Annual Physical Examination: Percentage of adults who are18 years old or older, are identified as having a
serious mental illness (SMI), and are receiving mental health (MH) case management services (denominator) who
received a complete physical examination in the last 12 months (numerator). (July 2021-November 2021) *This
is same as last month as DBHDS has not yet provided updated information.

53.5% 62.2% 50.8%

Substance Use Disorder Engagement Measures

Engagement of SUD Services: Percentage of adults and children who are 13 years old or older with a new episode
of SUD services as a result of a new substance use disorder (SUD) diagnosis (denominator, who initiated any
SUD service within 14 days of diagnosis and who received two or more additional SUD services within 30 days
of the first service (numerator). Benchmark is 50%.

6-2-Engagement of SUD Services

60

1
50 ¢ 51.7
-—l(;.3/.—u 8

40 2.6

30
20

10

2021 July 2021 Aug 2021 Sept 2021 Oct 2021 Nov 2021 Dec
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Developmental Disability Measures

Percent receiving face-to-face and In-Home Developmental Case Management Services

Definition: Percent of total individuals with an ID/DD Waiver who meet criteria for Enhanced Case Management
who received a face-to-face case management service within the reporting month and previous case management
visit was 40 days or less. Target: 90%

Definition: Percent of total individuals with an ID/DD Waiver who meet criteria for Enhanced Case Management
who received In-Home face-to-face case management services every two months. Target: 90%. *This is same
as last month as DBHDS has not yet provided updated information.
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