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NOTICE 
To: 

From: 

Subject: 

Date: 

Program Planning & Evaluation Committee: Nancy Beebe, Glenna Boerner, Claire 
Curcio, Ken Lapin, Susan Muerdler, Jacob Parcell, Sarah Ritchie, Carol Walker, Matt 
Zurasky

Joseph Wickens  
Executive Director 

Program Planning & Evaluation Committee Meeting  
February 14, 2023, 10:30 AM        
600 Jackson Street, Board Room 208, Fredericksburg, VA 

February 09, 2023 

A Program Planning & Evaluation Committee meeting has been scheduled for Tuesday, February 14, 
2023 at 10:30 AM. The meeting will be held at  600 Jackson Street, Board Room 208, Fredericksburg 
VA 22401. 

Looking forward to seeing you on February 14th at 10:30 AM 

Cc: Nancy Beebe, Chairperson 
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RAPPAHANNOCK AREA COMMUNITY SERVICES BOARD 

Program Planning and Evaluation Committee Meeting 

February 14, 2023 – 10:30 AM 

600 Jackson Street, Room 208 Fredericksburg, VA 22401 

Agenda 

I. Extraordinary Barriers List, Newman …………………………………………………….3 
II. Independent Assessment Certification and Coordination Team Update, Andrus ………...5 

III. Information Technology/Electronic Health Record Update, Williams …………………...7 
IV. Crisis Intervention Team Assessment Center Report, Kobuchi …………………………10 
V. Emergency Custody Order/Temporary Detention Order, Kobuchi ……………………..12 

VI. Lucas/Ross ICF Recertification Survey, Curtis....……………………………………….17 
VII. December Waitlist, Terrell ……………………………………………………………...42 

VIII. Licensing Reports, Terrell ………………………………………………………………46 
IX. Dashboard/Data Highlights, Williams …………………………………………….Handout 
X. Strategic Plan Update, Williams …………………………………………………..Handout 

XI. Other Business, Beebe
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MEMORANDUM 

TO: Joe Wickens, 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: Brandie Williams – Deputy Executive Director 
Jacqueline Kobuchi, LCSW – Clinical Services Director  
Amy Jindra – Community Support Services Director 
Nancy Price – MH Residential Coordinator  
Tamra McCoy – ACT Coordinator 
Jennifer Acors – Coordinator Developmental Services Support Coordination 

SUBJECT: Extraordinary Barriers List (EBL) 

DATE: February 14, 2023 

RACSB currently has two individuals on the Extraordinary Barriers List (EBL), to include one 
individual at Southern Virginia Mental Health Institute (SVMHI) and one individual at Western 
State Hospital (WSH). 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. 

Southern Virginia Mental Health Institute 

Individual #1: Was placed on the EBL 12/4/22. Barriers to discharge include identifying and 
being accepted to an assisted living facility (ALF) that can meet both their physical and 
psychiatric needs. The individual’s treatment team is working to complete the Uniform 
Assessment Instrument (UAI), which will be used to refer this individual to ALFs that are 
willing to accept registered sex offenders. This individual is not always cooperative with staff 
with regard to completing their activities of daily living, causing it to be challenging to provide 
them with care. This individual also requires a legal guardian and have been referred to Jewish 
Family Services to continue this process. An additional challenge to identifying an accepting 
placement will be that this individual is a Tier III Registered Sex Offender. This individual will 
discharge once accepted to an ALF and once a guardian is in place. 

Western State Hospital 

Individual #2: Was placed on the EBL 12/27/22. Barriers to discharge include working through 
current legal charges as well as being accepted to an ALF that is able to support their needs. This 
individual has resided in the community as well as in RACSB Supervised Apartments, however 
it has been determined that they require a higher level of care with more support and supervision. 
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They will also benefit from an ALF that has a younger population. The treatment team is 
currently in communication with Heart2Heart ALF regarding possible placement for this 
individual. They will discharge to the community once they are able to work through their legal 
charges and are accepted to an ALF.   
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MEMORANDUM 

To:      Joe Wickens, Executive Director 

From:  Donna Andrus, Child and Adolescent Support Services Supervisor 

Date:    January 6, 2023 

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

***************************************************************************** 

I 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 twelve IACCT referrals and completed eleven assessments in the month of 

January. Seven referrals were initial IACCT assessments and five were re-authorizations. Four 

were from Spotsylvania, five from Stafford, two from Caroline, none from King George and one 

from the City of Fredericksburg. One initial IACCT was withdrawn by the parent. Of the eleven 

completed assessments in January, six recommended Level C Residential, four recommended 

Level Group Home, one recommended community-based services. No reauthorizations 

recommended discharge at this time. 

Attached is the monthly IACCT tracking data for January 2023. 
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Report Month/Year Jan-23

1. Total number of Referrals from Magellan
for IACCT: 12

1.a. total number of auth referrals: 7
1.b. total num. of re-auth referrals: 5

2. Total number of Referrals per county:

Fredericksburg: 1
Spotsylvania: 4

Stafford: 5
Caroline: 2

King George: 0
Other:

3. Total number of extensions granted: 2

4. Total number of appointments that could
not be offered within the prescribed time
frames:

0

5. Total number of "no-shows": 0

6. Total number of cancellations: 1

7. Total number of assessments completed: 11

8a. Total number of ICA's recommending: 
residential:       6

8b. Total number of ICA's recommending: 
therapeutic group home: 4

8c. Total number of ICA's recommending: 
community based services: 1

8g.Total number of ICA's recommending: 
Other: 0

8h.Total number of ICA's recommending:  no 
MH Service: 0

9. Total number of reauthorization ICA's
recommending:  requested service not
continue:

0

10. Total number of notifications that a family
had difficulty accessing any IACCT-
recommended service/s:

0
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To: Joe Wickens, Executive Director 

From:  Suzanne Poe, IT Coordinator 

Re:  Information Technology and Electronic Health Record Update 

Date: February 7, 2023 

This report provides an update on projects related to Information Technology and the Electronic Health Record.  
The IT department completed 983 tickets in the month of January.  Information is provided on state reporting 
initiatives, facility technology needs, and on-going projects.  
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Information Technology and Electronic Health Record Update 

IT Systems Engineering Projects 
During January 2023, 983 tickets where closed by IT Staff.  

The Average number of tickets closed in 2022 was 1,023 per month. 

IT is working with staff from Permanent Supportive Housing to order and setup their networking and IT needs 
for their new space at the Bowman center. All of their equipment and services are on order and should be 
installed prior to the March 1, 2023 move in date.  

Community Consumer Submission 3 
The December 2022 CCS was submitted on January 26, 2023.  Staff reviewed and provided input on the draft 
specifications for the upcoming fiscal year CCS changes. 

Waiver Management System (WaMS) 
DBHDS has released their new 2023 specifications for ISP version 3.4. Netsmart and the IT team have 
implemented the ISP changes into the Avatar test system and are waiting for DBHDS to open the WaMS testing 
period. IT staff are continuing to meet with DBHDS, WaMS, and Netsmart to discuss ISP 3.4 changes/testing 
period. 

On January 30, 2023 DBHDS changed the transfer mechanism of how WaMS and Electronic Heath Records 
communicate. There was a brief testing period the week prior. Netsmart is still working through a 
communication issue, between systems. In the interim, IT is working with ID/DD Case Management to directly 
enter service plans.  

Trac-IT Early Intervention Data System 
In November, RACSB program and IT staff attended a demo on the upload functionality for Trac-It. This 
functionality will be key for our ability to meet expanded data requirements when the new date for that 
implementation is announced.  After the demo, there are system-wide concerns around the functionality.  We 
met as part of the DMC Trac-IT workgroup with DBHDS Part C Staff to express our concerns.  There are no 
additional updates since that meeting. 

Zoom 
We continue to utilize Zoom for telehealth throughout the agency.  

• January 2023 – 2,402 video meetings with a total of 6,668 participants
• Average from January to December 2022 was 2,800 video meetings and 8,154 Participants
• Average from January to December 2021 was 3,648 video meetings and 11,087 Participants

Avatar 
The ACT and PEID teams are using Bells to create notes, however they both discovered a problem with how 
the notes are currently displaying in Avatar. IT met with the Bells team on February 3, 2023 to discuss 
upcoming features and the note display issue. The Bells team is reviewing the issue and will provide guidance 
on how to correct the issue. 

Camera System and Maintenance Request for Proposals- 
The IT department has decided due to the cost of camera maintenance and that we maintain the Axis camera 
systems in house and replace the Alibi systems as they breakdown.   
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Staffing 
The IT department will have 1 vacant Data Analyst position. The current Data Analyst, Robert Rezendes, is 
staying within RACSB but moving back to Quality Assurance. The date of his transfer is TBD.    
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MEMORANDUM 
 
To:      Joe Wickens, Executive Director 

From:  Tabitha Taylor, Emergency Services Law enforcement liaison 

Date:    February 8, 2023 

Re:  Crisis Assessment Center and CIT report January 2023 

 

The CIT Assessment Center assessed 20 individuals in the month of January 2023. The 

number of persons served by locality were the following: Fredericksburg 6; Caroline 4; 

King George 2; Spotsylvania 6; Stafford 4. 

 

The CIT program held it’s first 40-hour training for law enforcement. Twenty two 

individuals were trained from the following jurisdictions: Rappahannock Regional Jail, 

Ft. Belvoir, District 21 probation, Stafford, King George, Spotsylvania, Fredericksburg 

City and Germanna. 

 

 Please see attached CIT data sheet   
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MEMORANDUM 

To:      Joe Wickens, Executive Director 

From:  Kari Norris, Emergency Services Coordinator 

Date:    February 8, 2023 

Re:  Emergency Custody Order (ECO)/Temporary Detention Order (TDO) Report – January, 

2023 

In January 2023, Emergency Services staff completed 389 emergency evaluations. Eighty-one 

emergency custody orders were assessed and eighty six total temporary detention orders 

served of the 389 evaluations. Staff facilitated four admissions to a state hospital. The two adult 

admissions went to NVMHI. Two admissions were adolescents and children and were admitted 

to CCCA. 

A total of nineteen individuals were involuntarily hospitalized outside of our catchment area in 

January. Four individuals were able to utilize alternative transportation and four others were 

appropriate, but unable to utilize due to no available driver. 

Please see attached data reports.  
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Memorandum 

To: Joe Wickens, Executive Director 

From: Steve Curtis, DD Residential Coordinator 

Date: February 2, 2023 

Re: Lucas Street, Ross Drive ICF Recertification Survey 

On January 18th and 19th 2023, the Virginia Department of Health (VDH) conducted on-site visits 
(surveys) at Lucas Street and Ross Drive Intermediate Care Facilities (ICF’s).  Two medical facility 
inspectors (surveyors) conducted the surveys focusing on a sampling of the following from each program: 
Observation of 5 individuals, the supports provided to the individuals, and the individuals’ charts.  The 
surveys were conducted as an annual requirement for each program’s recertification as ICF’s.   

The surveyors’ findings were included in 2 separate program reports which we received by email on 
January 25th.  Each report contained deficiencies listed by federal regulations (W-tags and E-tags) that did 
not meet standards.  Out of the 401 total regulations that the programs are surveyed for, 6 deficiencies 
were noted for Lucas Street ICF and 2 deficiencies were noted for Ross Drive ICF.  

Lucas Street ICF: 

• W111: Facility staff did not ensure the clinical record was complete and accurate.  Specifically: 

o The ISP did not include the need for the use of a cup with a base for an individual, 
whereas the home’s “eating precaution plan”, a meal time quick reference sheet for staff 
use, did mention the need for use of this particular item.  The citation was incurred 
because the 2 documents did not match. 
 

• W125: Facility staff did not provide a dignified dining experience for 1 individual.  Specifically: 

o While supporting an individual with a meal, a staff member was standing beside the 
person assisting them rather than being seated beside them.  The staff member 
responsible was brand new to working in the program and learning program protocols; 
this was an oversight on her part. 

• W153: Facility staff failed to convey information to administration regarding an allegation of 
abuse in a timely manner. 

o A staff member did not make a timely report regarding an allegation of abuse to the 
program coordinator and Quality team in a timely fashion. (Incidentally, the RACSB 
Office of Consumer affairs investigated this incident upon discovery and corrective 
action was taken with staff.) 
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• W159: The Qualified Intellectual Disability Professional (QIDP) failed to accurately document 
the use of a cup with a base on the ISP (individual support plan). 

o This is a result of the above referenced issue with the ISP missing what the “eating 
precaution plan” reference sheet contained about use of the cup with a base for one 
individual.  

• W440: The facility failed to conduct fire/evacuation drills for each shift quarterly, potentially 
affecting all individuals in the facility. 

o Specifically, 1 drill in March 2022 was not completed for the home.  The person responsible 
for this issue has since resigned. 

• W503: Facility staff failed to implement COVID-19 vaccination requirements for 2 of 7 
employee vaccination records reviewed. 

o Out of the random sampling of all staff, 1 contractor failed to turn in a copy of her 
vaccination record.  One staff member failed to turn in evidence of her 2nd dose of the 
vaccine series.  Both issues went undetected in the records prior to the survey. 

Ross Drive ICF: 

• W159: The QIDP failed to ensure the individual’s ISP (individualized service plan) for eating 
was implemented.  The QIDP failed to ensure the individual’s ISP (individualized service plan) 
for medication management was implemented. 
 

o The QIDP bears the responsibility of staff actions for this tag.  During the survey, a staff 
member decided to feed an individual capable of feeding himself to help prevent the 
individual from throwing his food on the floor.  For a second individual that receives his 
medications in applesauce, the ISP states that after staff feeds him the applesauce with 
the meds, he should be encouraged to take the spoon and finish the last bite of applesauce 
independently.  The idea behind this is to slowly promote independence towards taking 
his own medications.  Staff fed him the entire cup of applesauce without offering him the 
chance to participate as dictated in the plan. 
 

• W249: Facility staff failed to implement active treatment for 2 of 3 individuals in the survey 
sample. 

o This tag was cited as a direct result of tag W159 in which support staff were not 
following the ISP support instructions for the 2 individuals. 

Noted deficiencies are being corrected and plans of correction were submitted to VDH on February 2nd, 
2023.  The plans were approved on that same day by VDH. 
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 MEMORANDUM 

To:   Joe Wickens, Executive Director 
From:  Stephanie Terrell, Director of Compliance and Human Rights 
Date:  February 8, 2023 
Re:    January 2023 Waiting Lists 

Identified below you will find the number of individuals who were on a waiting list as of January 31, 2023. 

OUTPATIENT SERVICES 
o Clinical services:  As of January 31, 2023, there are 269 individuals on the wait list for outpatient therapy

services.
o 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.
o Due to an increase in request for outpatient services, the Fredericksburg Clinic implemented a

waitlist for new clients seeking outpatient services beginning October 5, 2021, the Spotsylvania
Clinic implemented a waitlist beginning May 2022, and the Caroline Clinic implemented a
waitlist beginning November 2022.
 The waitlist in Fredericksburg is currently at 160 clients.
 The waitlist in Spotsylvania is currently at 67 clients.
 The waitlist in Caroline is currently at 42 clients.
 This is an decrease of 73 from the December 2022 waitlist.

o 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 February 8, 2023, there are 11 older adolescents and adults waiting longer than 30
days for their intake appointment. This is an increase of eight from the December 2022 waitlist. The furthest
out appointment is 4/26/2023.  There are zero children age 13 and below waiting longer than 30 days for
their intake appointment.
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PSYCHIATRY INTAKE – As of January 3, 2023 the number of individuals waiting longer than 30 days for a 
regularly scheduled psychiatric intake appointment include:  

 Adults Children: Age 13 and below 

o Fredericksburg –   7  (3)    0 (0)
o Caroline –  1  (0)    0   (0) 
o King George –      0   (0)   0    (0)
o Spotsylvania –      0   (0)    0 (0)
o Stafford –  3  (0)    0 (0)

Total  11  (3)           0   (0) 

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.  

Appointment 
Dates 

Fredericksburg Clinic 
3/13/23 
3/20/23 
3/24/23 
3/27/23 
3/29/23 
4/3/23 
4/26/23 

Caroline Clinic 
3/22/23 

King George 
 N/A 

Spotsylvania Clinic 
N/A 

Stafford Clinic 
3/14/23 
3/20/23 
3/21/23 
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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 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 1 
King George 0 
Fredericksburg 0 
Spotsylvania      0 
Stafford 1 

• The one individual on the acceptance list is a referral from the community and has completed two successful trial passes
at Home Road.  He has been accepted for the next community bed that is available at Home Road, which is expected to
be in February 2023.

Intellectual Disability Residential Services – 96 

Needs List: 91 
Referral List: 5 
Acceptance List: 0 

Count by County: 
Caroline 10 
King George 8 
Fredericksburg 7 
Spotsylvania 34 
Stafford 37 
Richmond          1 

Assertive Community Treatment (ACT)– 17 

Caroline:  1 
Fredericksburg:  7 
King George:  0 
Spotsylvania:  4 
Stafford: 5 

Total Needs:  8 
Total Referrals: 9 
Total Acceptances: 0 

Total program enrollments = 50 

Admissions: 0  
Discharges:  1 
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• During the month of January, an ACT South client asked to be discharged after his 90-day Mandatory
Outpatient Treatment Order (MOT) expired in December. This client was compliant while receiving
services again. However, when the MOT expired, they requested to return to the Jackson Street Clinic
for medication management supports only. This client is aware they can resume ACT services in the
future.

ID/DD Support Coordination 

There are 792 individuals on the waiting list for a DD waiver. 

P-1 326
P-2 183
P-3 287
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MEMORANDUM 
To:     Joseph Wickens, Executive Director 

From:   Stephanie Terrell, Director of Compliance & Human Rights  

Date:    February 2023 

Re:     Quality Assurance Report  

 
The Quality Assurance (QA) staff completed chart reviews for the following Rappahannock Area 
Community Services Board (RACSB) programs:  
 

• Galveston Intellectual Disability Group Home     
• Mental Health Outpatient King George  

 
 

Galveston Intellectual Disability Group Home 
 

There was one staff member responsible for the selected charts. 
 
Findings for the six open charts reviewed for Galveston Intellectual Disability Group Home 
was as follows:  
 

• Six charts were reviewed for Documentation compliance: 
o Discrepancies noted with Documentation: 

 Six charts were missing the program agreement.  
 Three charts were missing releases.  

  

• Six charts were reviewed for Individual Service Plan compliance:   
o Discrepancies noted with Individual Service Plan: 

 Three charts were missing signature pages.  
 

• Six charts were reviewed for Quarterly Review compliance:   
o There were no noted discrepancies found. 

 
• Six charts were reviewed for Progress Note compliance:  

o There were no noted discrepancies found. 
 

• Six charts were reviewed for Medical compliance:  
o Discrepancies noted with Medical:  

 Six charts were missing multiple prescriptions.  

 

Comparative Information: 
In comparing the audit reviews of Galveston Intellectual Disability Group Home charts 
from the previous audits to the current audits, the average score decreased from 90 
to 66 on a 100-point scale. 
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Corrective Action Plan  

1. Corrective supervision and coaching have been completed with the program 
manager as of 12/29/2022 to ensure charting is complete and timely moving forward.  
Focusing on ensuring all active prescriptions were filed in the chart was a point of 
emphasis in the corrective action. 

2. Charting standards and expectations have been and will continue to be discussed 
through weekly DD Residential Supervisor meetings, supervision, offered training 
opportunities, and through periodic program audits of charting.  

3. Charting and documentation expectations will continue to be reinforced through 
documented supervision and through the peer auditing and supervision processes to 
help ensure compliance. 

4. Should there be further issue with meeting these expectations, progressive 
corrective action will be issued. 

5. Oversight and corrective action will continue to be overseen by the DD Residential 
Coordinator and the DD Assistant Coordinators. 

 

Mental Health Outpatient King George  
 

There was three staff members responsible for the randomly selected charts. 
 
Findings for the ten open and two closed charts reviewed for Mental Health Outpatient- King 
George was as follows:  
 

• Ten charts were reviewed for Assessment compliance: 
o Discrepancies noted with Assessments:  

 One chart was missing the Daily Living Activities 20 (DLA 20). 
 Two charts were missing current Comprehensive Needs Assessments 

(CNA).  

• Ten charts were reviewed for Individual Service Plan (ISP) compliance:   
o Discrepancies noted with Service Plan:   

 Three charts were missing current ISPs.  
 

• Ten charts were reviewed for Progress Note compliance:  
o Discrepancies noted with Progress Notes: 

 One chart contained notes which were completed more than 24hrs late.  
 

• Ten charts were reviewed for Quarterly Review compliance:   
o Discrepancies noted with Quarterly Reviews: 

 Six charts were missing current quarterly reviews.  
 

• Ten charts were reviewed for Documentation compliance:   
o Discrepancies noted with Documentation: 

 Three charts were missing Consumer Orientations.  
 

 
• Two charts were reviewed for Discharge compliance: 

o No discrepancies noted with Documentation: 
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Comparative Information: 
In comparing the audit reviews of Mental Health Outpatient King George charts from 
the previous audits to the current audits, the average score increased from 70 to 73 
on a 100-point scale. 
 

Corrective Action Plan  
 

1. Staff will block 4 hours documentation time to audit full caseload and update needed 
documentation by February 28th 

2. Moving forward starting week of 1/30/23, staff will block 1 hour documentation time 
weekly for charting, and not book over this time with client sessions-ongoing 

3. At least 15 minutes of administrative supervision time will be devoted to chart audits-
ongoing and starting the week of 1/30/23 

4. Clinic Coordinator, Sarah Davis, will be responsible party for ensuring that corrective 
action plan is followed. 
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