NORTHERN VIRGINIA REGIONAL
DUAL DIAGNOSIS (MR/MI) WORKGROUP

FINAL REPORT; JULY 30, 2003

Background

In July 2002, the Department of Mental Health, Mental Retardation, and Substance Abuse
Services (DMHMRSAS) convened a Statewide Dual Diagnosis Steering Committee to address
the needs of the citizens of the Commonwealth of Virginia who require services and supports
due to the co-occurrence of the conditions of mental retardation and mental illness (MR/MI). The
DMHMRSAS Dual Diagnosis Steering Committee Vision Statement is:

The Virginia DMHMRSAS will engage in collaborative partnerships to develop state-of-
the-art services and supports for individuals who require care and treatment related to
the co-occurrence of the conditions of mental retardation and mental illness. The
partnership will seek to (1) identify the prevalence of this dual diagnosis, (2) reduce
barriers to treatment, (3) identify best practices models, and (4) train service providers,
consumers and families.

The DMHMRSAS Dual Diagnosis Steering Committee goals and objectives are to:

Determine the prevalence rate of dual diagnosis in Virginia.
Study the demographics of current cases.
Improve the accuracy of diagnoses for this population.

Develop a vision statement that will foster a creative and cooperative service delivery
system that values integration of services and stressing that this is a joint project for
public and private service providers and specialized agencies (i.e., mental retardation,
mental health and substance abuse services).

Define or identify training needs, standardize training curriculum and requirements,
develop a specific dynamic didactic training model.

Determine the service delivery gaps that exist within the current care or service
delivery configurations through a gap analysis.

Determine incentives for service delivery.

Identify a good practice model and a list of experts.
Establish university contacts and liaisons.
Establish conference planning.

Identify and seek funding, grants and technical assistance.



The DMHMRSAS Steering Committee also requests that each State Health Planning Region
(HPR) create a MR/MI Regional Workgroup to better address regional issues, differences in
population and resource allocation. Every regional workgroup is expected to:

= (Collaborate with and assure membership from all mental retardation and mental
health stakeholders, including consumers, families, advocates, state facilities,
community services boards (CSBs), schools, residential and vocational vendors,
universities, private community hospitals, etc.

= Conduct service and treatment delivery gap analysis for each region.

= Analyze system capacity for service delivery, including emergency services, crisis
prevention, and stabilization.

= Analyze regional strengths and weaknesses; prioritize areas for improvement.
= Define regional priorities.
= Identify regional experts.

= Review and update the regional MR/MI protocols; review other regional protocols for
possible items to include in the regional protocol.

= Validate state-derived prevalence data and provide detailed regional data.

= Develop a regional consultation team (PACT team model) or other appropriate
program alternatives or treatment options. This team would act as a consultation
source for the region.

= Develop topics of regional interest for the upcoming state-sponsored Best Practices
Conference.

Northern Virginia MR/MI Workgroup Process

This report represents the HPR II Workgroup’s efforts to respond to the expectations for each
regional workgroup and to address some of the broader issues identified in the DMHMRSAS
Dual Diagnosis Steering Committee’s goals and objectives. The MR/MI Workgroup has
conducted regular meetings since September 2002. The Northern Virginia Workgroup members
are derived from a large group of stakeholders chosen to best represent the interests of
consumers, families, advocates, the five (5) Northern Virginia Community Services Boards
(Alexandria, Arlington, Fairfax/Fall Church, Loudoun, and Prince William), private residential
providers, vocational day placement providers, community behavioral consultants, Northern
Virginia Training Center (NVTC), Northern Virginia Mental Health Institute (NVMHI), and
George Mason University. Workgroup members are from both mental retardation and mental
health service delivery systems.

The process of the Northern Virginia Regional MR/MI Workgroup (hereafter referred to as the
MR/MI Workgroup) has been similar to other successful regional collaborations. Members have
devoted considerable time and expertise to the Workgroup and significant progress has been
made on a number of issues.



Mission Statement — Work Group

The mission of MR/MI Workgroup is to advance mental wellness for persons with mental
retardation and other related conditions through the promotion of excellence in community-based
mental health services and supports.

Vision and Guiding Principles — Work Group

The MR/MI Workgroup fully endorses the Vision and Guiding Principles set forth by the
Northern Virginia Regional Partnership and the DMHMRSAS Dual Diagnosis Steering
Committee.

Definition of Dual Diagnosis

The MR/MI Workgroup adopted from the National Association for the Dually Diagnosed
(NADD) the broad definition of dual diagnosis as the co-existence of the manifestations of both
mental retardation and mental illness." Additional detailed clarification on the meaning of dual
diagnosis can be found in Attachment 1.

Northern Virginia Regional MR/MI Protocol

The members of the workgroup determined that there are no existing Northern Virginia regional
MR/MI protocols for admission and discharge to review or update. The Northern Virginia
CSBs, Northern Virginia Training Center (NVTC) and Northern Virginia Mental Health Institute
(NVMHI) will use the current DMHMRSAS Admission and Discharge Protocols for Persons
with Mental Retardation Served in State Mental Retardation Facilities, the Discharge Protocols
for Community Services Boards and State Mental Health Facilities, and the Procedures for
Continuity of Care Between CSBs and State Psychiatric Facilities.

Data Analysis and Trends for Northern Virginia

A. Prevalence of Dual Diagnosis

The MR/MI Workgroup experienced difficulty gathering prevalence information from existing
Northern Virginia CSB database sources. Data is not easily found or available; the data system
is not comprehensive; and data is stored only by specific cases or for crisis incidents. As a result
of these limitations, the workgroup was not able to assess prevalence data in Northern Virginia.
Therefore, for planning purposes it was decided to use the following clinical assumption based
upon the published professional literature to determine prevalence:



Persons with a dual diagnosis (MR/MI) can be found at all levels of mental retardation
(mild, moderate, severe, profound). Estimates of the frequency of dual diagnosis vary
widely in the published clinical literature; however, many professionals have adopted the
estimate that 20-35% of all persons with mental retardation have a psychiatric disorder.
The full range of psychopathology that exists in the general population also can co-exist
in persons who have mental retardation.

Based upon above assumption and the estimated prevalence of mental retardation from the
DMHMRSAS Comprehensive State Plan 2000-2006 for HPR II (N = 16,107), the number of
individuals in the Northern Virginia area with dual diagnosis is estimated to be between 3,221 to
5,637 individuals. With current population growth trends, these numbers will continue to
increase and put additional strain on the system. Although the Workgroup could not access
adequate data to perform an actual prevalence assessment in Northern Virginia, the information
that was obtained fell within these estimated prevalence figures. For this discussion, it is also
important to note that 85% of individuals with mental retardation fall within the mild range, 10%
in the moderate range, 3-4% in the severe range, and 1-2% in the profound range of functioning
(Diagnostic and Statistical Manual of Mental Disorders, 4™ Edition/TR; DSM-IV/TR).

B. Current Cases of Dual Diagnosis

The above prevalence information can be used for overall planning purposes, however,
additional information is needed to determine services currently available, service delivery gaps
and other issues. While some individuals with MR/MI issues are served well, there is a general
agreement and understanding among treatment professionals and provider agencies that
individuals with MR/MI are underserved. It was decided that each CSB, NVMHI, NVTC, and
several private providers would review a select group of individual cases currently known to
their MR and MH systems. Forty-two (42) cases were reviewed and represented three (3)
general categories of treatment outcome:

(1) Individuals with excellent outcomes and success;

(2) Individuals who did fairly well but whose outcomes could have been better given
adequate or improved services; and,

(3) Individuals who had poor outcomes and continue not to do well despite tremendous
efforts.

Using these three general categories, workgroup members generated individual consumer
profiles that provided a summary of services that were critical to a successful outcome, services
that could have been improved, services that were lacking, and barriers to service. These
services are listed below; they are NOT in order of priority.

Current Services Critical to Achieving Successful Outcomes for the Studied Cases

= Jointly shared responsibility between mental retardation (MR) and mental health
(MH) services.



= (Collaboration among DMHMRSAS and CSB MR and MH agencies and private
providers of residential and day/vocational services.

= Flexible funding and immediate availability based upon levels of support needed
rather than diagnosis.

= Intensive case management, with smaller case loads allowing the case manager to
take a much more active role in helping the consumer develop and maintain everyday
life skills and build natural circles of support.

= Sufficient staff resources in both residential and day/vocational locations; need for 1-
1 staffing during crisis and during stabilization periods.

= Well-trained staff that receives specialized training in MR/MI issues.

= Development of strategies to address crisis situations, which is an integral part of an
overall treatment or discharge plan.

* Frequent coordination and follow-up with residential and day/vocational placements
to ensure adherence to the treatment plan and to prevent slippage and crisis.

= Suitable day placements to meet consumer needs, including vocational and non-
vocational options, as well as community college life skills degree programs.

= Psychiatrist with previous knowledge and training in MR/MI issues.
= Accurate psychiatric assessment and diagnoses.

= Significant behavioral consultation hours and more hands-on than the typical
behavioral consultation.

= Options for community residential placement with a full range of alternatives such as
group homes, specialized foster care, 2-3 bed homes, supervised apartments, mentor
roommates, Life Coach, etc.

= Family and consumer education and support groups to recognize dual diagnosis, learn
more about treatments, and to offer support for dealing with challengers of a dual
diagnosis.

Barriers and Service Enhancements that Would Have Increased Successful Outcomes for the
Studied Cases

= Formal agreements for collaboration and jointly shared responsibility between mental
retardation and mental health services from both the DMHMRSAS and CSBs.

= Prioritized review of requests/applications for waiver funding for consumers with
MR/MI issues.

=  DMAS staff is typically not familiar with the specialized needs and supports of the
MR/MI population as compared to consumers with only mental retardation.



= Families and consumers are not aware that they can have both a diagnosis of mental
retardation and mental illness and sometimes fail to recognize the signs and
symptoms of mental illness.

= Financial incentives for residential private providers to keep beds available when
consumers are placed out of the home for short durations during crisis.

= Specialized training and supervision in MR/MI issues for all personnel at the clinical,
medical, managerial and direct services levels.

= Specialized outpatient services.

= Partial hospitalization option to avoid removing the consumer from their home and as
an option to inpatient hospitalization.

=  Program for Assertive Community Treatment (PACT) model specialized in MR/MI
issues.

= Mobile crisis intervention teams of both clinical and direct care professionals with
expertise in MR/MI issues.

* On-going dialogue between regional and local representatives of the CSBs and
DMHMRSAS with private residential and day/vocational providers concerning the
types of services needed.

* Frequent coordination and follow-up by CSB case management with residential and
vocational placements to ensure adherence to the treatment plan and to prevent
slippage and crisis episodes.

* Limited number of behavioral consultation providers with knowledge, skills and
abilities with MR/MI issues.

* Limited number of psychiatrists with knowledge, skills and abilities with MR/MI
issues.

Next Steps and Recommendations

While some individuals with MR/MI issues are served well, there is a general agreement and
understanding among treatment professionals and provider agencies that individuals with MR/MI
are underserved due to consumer complaints, excessive lengths of inpatient stay, recidivism rates
at the MH hospitals, staff turnover, and overall treatment costs. Relatively few individuals with
dual diagnosis need institutional-based care; but when it is needed, it should be obtained with
minimum bureaucracy. The greatest needs are for community-based mental health services that
provide in-home supports, partial hospitalization and crisis stabilization; and for behavioral
specialists to support staff working with the MR/MI population in all environments. Community
mental health services must be willing to serve people who have mental retardation, willing to
work across the various environments that the person requires supports, and willing to work
cooperatively with developmental or habilitation specialists. Interdisciplinary assessment and
training is needed for staff of both MR and MH agencies with recognition that one profession or
service orientation does not have all the answers. Services should be based upon individual



consumer needs and supports rather than disabilities, thus avoiding “problem shifting” that
occurs between MR and MH agencies. Much can be accomplished through collaboration with
existing community resources rather than creating new resources in response to present
limitations of single MR or MH service sectors.

System Issues

(1) Families and individuals do not understand that they or their loved ones can have both a
diagnosis of mental retardation and a mental illness. As a result, treatment and quality of life
is compromised for the individual and the family, as they frequently get bounced between
systems and face multiple barriers for getting appropriate services.

Recommendation: Develop educational materials that address various symptoms that are
associated with a person who may have co-occurring diagnoses.

Recommendation: The CSB intake should be more family and consumer friendly, in that,
one case manager should be assigned to help the individual and family negotiate the entire
set of services that are available to the individual with MR/MI issues.

Recommendation: Provide opportunities for the families and individuals to receive
education and actively participate in treatment planning when an individual is beginning to
show signs of decomposition, as well as throughout the crisis period and transition back to
the community.

(2) Service provision, coordination, and oversight should promote and reinforce collaboration
and joint responsibility, and lead to the development of statewide, regional, and local
solutions.

Recommendation: Develop Formal Memorandums of Agreements (MOA) for MR and MH
offices at both the DMHMRSAS and CSB levels. The formats should include the following:

(a) Regional model for service delivery

(b) Community-based focus

(c) Involvement all major stakeholders

(d) Specified tasks and responsibilities for all parties

(e) Services based upon individual consumer needs and supports rather than disabilities.

Recommendation: Continued administrative support from DMHMRSAS and the CSBs for
the DMHMRSAS Steering Committee and the Regional MR/MI Workgroups. Hold regular
meetings with documentation of issues.

(3) The data was difficult to harvest. The MR/MI Workgroup had difficulty gathering
prevalence information from the Northern Virginia CSB database.



Recommendation: Revise the current database or develop system-wide database to
improve the efficacy and usefulness of data collected for individuals with MR/MI, the
services and supports they receive and the environment in which the supports are provided,
and the manner in which costs are reimbursed.

(4) Case management services need to be enhanced. Intensive case management services were
critical to positive outcomes. Case managers must have training in mental health, mental
retardation, functional analysis of behaviors, psychosocial treatment, and psychotropic
medications. Case managers working for individuals with MR/MI issues must have smaller
caseloads and they should provide more hands-on interaction with the consumer, residential
and vocational provider so as to advocate for the appropriate services to support individuals
in different environments and activities throughout the day. An alternative option of
intensive case management relies upon a consultative model, in which several case managers
act as specialized consultants and provide technical assistance to other case managers on
issues related to MR/MI.

Recommendation: The CSBs should review current case management services and develop
a system of intensive case management services that would better address the needs of their
MR/MI consumers.

(5) The existing range of residential options for consumers with MR/MI issues is too limited.

Recommendation: DMHMRSAS and the CSBs should collaboratively develop and fund a
fuller range of residential alternatives beyond the typical group home model. Options may
include specialized foster care, 2-3 bed homes, individual homes, supervised apartments,
mentor roommates, etc. Involvement with local and state HUD should be a critical
component of such efforts.

(6) Behavioral consultation services are currently too limited and insufficiently funded.
Effective behavioral consultation is critical to positive outcomes and successful crisis
resolution. However, the current waiver consultative model is not sufficient. Consumers
require more direct, hands-on service from the behavior specialist for successful clinical
outcomes than is currently allowed. In addition, DMAS and DMHMRSAS have frozen the
development of any new behavior consultation contracts under the waiver.

Recommendation: DMHMRSAS and DMAS should establish clinical skill criteria for new
behavior consultation contracts for MR/MI consumers.

Recommendation: DMHMRSAS and DMAS should review the current waiver consultative
model and consider a more direct, hands-on service delivery approach for the behavior
specialist working with persons who demonstrate MR/MI issues. The funding should also
support on-going training for direct care and managerial staff from pre-admission throughout
the crisis period.

Recommendation: Each CSB should have a behavioral consultant either on staff or as a
specific consultant for MR/MI issues.



Recommendation: In order to meet the current demand and future needs, DMAS and
DMHMRSAS should begin approving new behavioral consultation providers under the MR
Medicaid waiver program. The lack of an approval process for additional behavioral
consultants over the recent years has resulted in a significant resource shortage for service
providers and creates a reliance on staff resources without sufficient expertise in the field.

Treatment

(1) Current assessment and diagnostic protocols and treatment programs are not standardized
or appropriate. The co-existence of mental retardation and a psychiatric disorder can
have serious effects on the person’s daily functioning by interfering with educational or
vocational progress, by jeopardizing residential placements, and by disrupting family and
peer relationships. In short, the presence of behavioral and emotional problems can
greatly reduce the quality of life of persons with mental retardation. Misdiagnosis also
can result in additional stigma and inappropriate treatment (and thus poor outcomes) for
the person. It is imperative, therefore, that accurate diagnosis and appropriate treatment
are obtained.

Recommendation: Develop a uniform set of standards for assessment and treatment
programs for persons with MR/MI. Assessment tools would be based upon levels of
support needed and encompass the entire “circle of need.”

(2) Individuals with MR/MI issues may also need individualized supports in specialized
areas of geriatrics, forensics, and/or substance abuse. The MR/MI Workgroup has noted
that like the general population, there is a large aging MR/MI population who faces the
prospects of age related physical health and mental health issues (e.g., depression,
senility, and dementia issues).

Recommendation: CSB case mangers and other treatment professionals need to
recognize and address appropriate supports in these specialized sub-areas to ensure
stability of placements.

Recommendation: Increased cooperation and shared responsibility for service provision
across single service agencies (e.g., MR. MH, geriatrics, forensics, and substance abuse)
will be needed to address these complex treatment issues.

Recommendation: A global assessment and treatment plan covers all service areas and
interdisciplinary teams encompass all specialized areas so the person can be treated in a
holistic manner.

3) A small number of the MR/MI population will require care in an ICF/MR. The
development of inpatient psychiatric ICF/MR programs should be approached cautiously
and only as one small component of a larger community-based initiative involving NVTC
and NVMHL
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Recommendation: The focus of care should be community-based, with a range of
treatment options, including specialized outpatient services, in-home supports, partial
hospitalization, crisis stabilization, and inpatient treatment.

Community-based residential alternatives with adequate supports for consumers with
MR/MI are very limited. The vast majority of persons with mental retardation function
in the mild to moderate range of mental retardation. These consumers are best served in
a small, supportive community-based residence. Placement in a State Training Center is
not appropriate for several reasons: ICF/MR level of care criteria will not be met;
Training Centers serve predominately persons with severe and profound mental
retardation; and mental health agencies and facilities have the psychiatric and
psychosocial rehabilitation services most appropriate to meet the needs of persons with
mild to moderate mental retardation.

Recommendation: Persons with severe and profound mental retardation who also have
mental health issues will be served in community-based options when possible. If
inpatient care is needed, they will be served only in the Training Centers, not in State
Mental Health Hospitals.

Placement at a Mental Health Facility is appropriate for higher functioning individuals
with mild and moderate mental retardation, but many persons with mental retardation do
not “fit in” with the typical mental health population. At mental health facilities, some
individuals with mental retardation are easily victimized and/or they frequently do not
benefit from the treatment milieu. These individuals pose more serious treatment and
safety issues for Training Centers who serve predominately persons with severe and
profound mental retardation.

Recommendation: Persons with mild and moderate mental retardation who also have
mental health issues will be served in community-based options when possible. If
inpatient care is needed, they will be served only in the specialized units of the State
Mental Health hospital, not in the Training Centers.

Recommendation: Some individuals may lack a mental health diagnosis and will not
meet criteria for admission to a public or private Mental Health Hospitals. However, their
serious behavioral challenges prohibit effective and safe treatment in their current
community setting. A crisis stabilization residential program can meet this need for more
intensive services until an effective treatment program can be developed.

There exists an insufficient provider network of specialized outpatient services in
Northern Virginia. The NVTC Regional Community Support Clinic provides specialized
outpatient services but additional resources are required to provide adequate number of
appointments to satisfy current demand and address future needs.

Recommendation: Provide additional targeted funding to the NVTC Regional
Community Support Clinic to provide specialized outpatient services to consumers with
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MR/MLI. In addition, provide funding to NVMHI to create and support a Regional
Community Support Clinic model program based at that location.

Recommendation: On-going collaboration between NVTC and NVMHI will be
essential to any specialized outpatient effort.

A Partial hospitalization option does not exist in the Northern Virginia region. Partial
hospitalization is less artificial than an inpatient unit, since the person spends nights and
weekends in a community residence. This model can accommodate a shorter psychiatric
inpatient length-of-stay by providing step-down level of care upon discharge from an
inpatient facility. Partial hospitalization can also provide an alternative to inpatient care
for those patients who do not require the restrictive security of a locked environment, but
who are experiencing new onset of psychiatric symptoms or acute exacerbation of
chronic psychiatric conditions.

Recommendation: Create and fund a community-based specialized partial
hospitalization option that can be used as both a step-up and step-down treatment
location.

Each CSB should have a PACT model of care. The treatment literature indicates that
participation in PACT for persons with MI/MR was associated with fewer admissions,
higher social functioning, greater patient satisfaction, lower symptomatology, lower cost,
and shorter length of inpatient and partial hospitalization stay.

Recommendation: Create and fund a CSB PACT model specializing in MR/MI for all
the Northern Virginia CSBs. Currently only Arlington and Fairfax-Fall Church CSBs
have PACT teams, but none specialize in MR/MI issues.

Many community residential and day/vocational providers do not have the necessary staff
resources to handle crisis situations or to provide the necessary staff supports for the
short-term to meet supervision needs.

Recommendation: Train current CSB-based mobile crisis intervention teams of both
clinical and direct care professionals to assure expertise in MR/MI issues. Expand this
training to more traditional emergency response teams, such as police and fire
department.

Recommendation: Allow flexibility in staffing and funding so that staff resources can
stay in the residential and day/vocational locations for enough time to provide needed
stabilization.

Individuals with MR/MI issues who live independently frequently miss follow-up
appointments with psychiatrists and other treatment professionals. Failure to adhere to
prescribed medication and other treatment plans typically result in crisis incidents and
emergency room visits.
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Recommendation: Develop and fund a personal support network, mentor or life coach
program to assist discharged individuals in following treatment plans. Under a model
developed by Sentara Health, individuals are assigned a Life Coach who assists in
applying for benefits, keeping appointments, and accessing other needed services. Data
collected by Sentara during the first year of a pilot program showed that persons assigned
a Life Coach kept more appointments, had fewer emergency room visits, and had lower
inpatient readmission rates than individuals without a Life Coach. The Arc of Northern
Virginia has a Personal Support Network program that provides a similar set of services.

Education and Training

(D

Cross training in MR and MH issues are needed for both service agencies in order for
collaboration and joint responsibility to occur. This training is also necessary to develop
MH service expertise among MR personnel and MR service expertise among MH
personnel who have enduring or recurring contact with persons with MR/MI issues.

Recommendation: In order to develop the “next generation” of MR/MI direct care
professionals, DMHMRSAS should develop a Commonwealth of Virginia Curriculum in
Mental Retardation program. In a joint venture with the Virginia community colleges
and universities, DMRMRSAS should provide funds and programmatic support to
develop: a) training on mental retardation at the undergraduate level for college students;
and b) a post-graduate training program for individuals interested in developing
supervisory skills necessary to provide quality services to individuals with MR/MI.

Recommendation: Cross training of MR and MH personnel at the clinical, medical,
managerial and direct services levels is needed.

Recommendation: Develop uniform system-wide training for State Mental Heath
Hospital psychiatric staff on assessment, evaluation, and treatment of MR/MI issues.

Recommendation: Develop uniform system-wide training for State Training Center
psychiatric staff on assessment, evaluation, and treatment of MR/MI issues.

Recommendation: DMHMRSAS should sponsor and provide funds for a series of
Continuing Education presentations on MR/MI issues based upon statewide and regional
priorities for training.

Recommendation: DMHMRSAS should support and provide funding for a Best
Practices Conference to obtain information from outside Virginia about state-of-the-art

treatment and service delivery models.

Recommendation: The Northern Virginia MR/MI Workgroup will develop topics of
regional interest for the State-sponsored Best Practices Conference.

12
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The Northern Virginia area does not have sufficient psychiatrists with MR/MI treatment
experience. Accurate assessment and diagnosis is critical to positive treatment outcome.

Recommendation: Develop a continuing education program for currently practicing
psychiatrists who are interested in acquiring new skills necessary to provide expert
services to individuals with MR/MI.

Recommendation: In order to develop the “next generation” of MR/MI psychiatrists,
DMHMRSAS should develop a Commonwealth of Virginia Fellowship in Mental
Retardation program. In a joint venture with the three (3) Virginia medical schools,
DMRMRSAS should provide funds and programmatic support to develop: a) additional
training on mental retardation at the required curriculum level for all medical school
students; and b) a post-graduate training program for psychiatrists who are interested in
acquiring skills necessary to provide expert services to individuals with MR/MI.

Education and training efforts in the public sector should be widespread in order to
develop and provide awareness of MR/MI issues, individual needs and service delivery
options.

Recommendation: Provide and education and training within the Public School Special

Education apparatus (both administrators and teachers). This will aid early identification

and treatment efforts and possibly prevent later challenging problems when the individual
has grown physically.

Recommendation: Provide education and training to family members because they need
to understand treatment issues and service options in order to advocate for needed
services and supports.

Funding Issues

(1

Department of Medical Assistance Services (DMAS) staff are typically not familiar with
the specialized needs and supports of the MR/MI population as compared to consumers
with only mental retardation. This lack of knowledge and training results in excess red
tape, delays the funding of necessary supports and services, and prevents the funding of
some needed supports.

Recommendation: Representatives of the CSBs and DMHMRSAS should work with
DMAS to educate them about the special needs of this population. DMAS should
consider establishing a specialized MR/MI utilization review team who could review
service and funding requests and then issue a recommendation to approve or deny
services.

Recommendation: Prioritize review of requests/application for Waiver funding. DMAS

should assign specific person(s) with expertise in the special needs and supports of
MR/MI population. This DMAS group would conduct cooperative reviews with CSBs of
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requests for services and supports submitted by the CSB case manager. This would
promote coordination of services based upon information from specialists with intimate
knowledge of the individual.

Legislative support for funding proposals and reinvestment initiatives will be critical to
success.

Recommendation: Representatives of the CSBs, DMHMRSAS, and DMAS work with
Legislators to educate them about the special needs of this population. Knowledge of
MR/MI issues will aid Legislative support of crucial funding proposals and potential
appropriation of State funds.

Flexibility of funding and immediate availability of funding was identified as crucial to
successful outcomes. Current funding mechanisms are not flexible and a delay in
availability of funds has created gaps in service and supports needed for crisis
management and stabilization.

Recommendation: Funding should be based upon levels of support needed rather than
on diagnoses or service area.

Recommendation: Increased Medicaid Waiver slots for individuals with MR/MI issues
are needed to address the large numbers of individuals statewide who have urgent needs,
yet who remain on waiting lists for services until they are in crises. In addition, there is a
need to identify funding for the growing number of individuals with MR/MI statewide
who are waiting for services but who do not meet eligibility requirements for Medicaid
waiver services.

Recommendation: Develop flexible specialized programs and services to meet the
training and treatment needs of MR/MI persons in residential and day/vocational
placements.

Recommendation: On-going dialogue between regional and local representatives of the
CSBs and DMHMRSAS with private residential and vocational providers concerning the
types of services and supports needed.

Recommendation: Funding should address the actual costs associated with services and
staff supports the individual truly needs to maintain stability in his current environment
and at the same time, affording protection to other individuals. Medicaid funding must
be flexible rather than static to address specialized needs for support and ensure stability
of placement.

Recommendation: Higher reimbursement rates for “complex” psychiatric outpatient

visits and the recognition that the majority of services (particularly
psychopharmacological services) to individuals with MR/MI qualify for the higher rate.
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Recommendation: DMHMRSAS and the CSBs to develop financial incentives for
residential private providers to create new beds and to keep beds available when
consumers are placed out of the home for short durations during crisis.

Since the start of Medicaid Waiver services in Virginia in 1990, there have been no
regular rate increases to adjust for inflation, and there is no rate differential to adjust for
the demonstrated higher cost of providing services in Northern Virginia, unlike other
Medicaid reimbursable programs.

Recommendation: DMAS and DMHMRSAS should consider addressing the need for a
rate increase for both residential and day/vocational placement Medicaid waiver
providers that reflect the actual costs of services.

Recommendation: A rate differential to adjust for the higher cost of providing services
in Northern Virginia programs should be considered also.

The Northern Virginia Regional MR/MI Workgroup appreciates the opportunity to present these
findings and suggested recommendations for consideration.

Respectively submitted,

Mark S. Diorio, Ph.D., M.P.H.
Chairperson
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APPENDIX 1

DMHMRSAS MR/MI STEERING COMMITTEE MEMBERS & AFFILIATES

Martha Adams, Dir., Office of MR Services

DMHMRSAS

P.O. Box 1797

Richmond, VA 23218
804-786-5850
MAdams2@dmhmrsas.state.va.us

Leslie Anderson, Dir., Office of Licensing
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-371-6885
landerson@dmhmrsas.state.va.us

Jane B. Anthony

Parents & Associates of the Institutionalized

Retarded of VA

2055 Wethersfield Court
Reston, VA 20191-3628
703-860-8652
janthonyjane(@comcast.net

Jack Barber, Facility Director
Western State Hospital

P.O. Box 2500

Staunton, VA 24401-9124
540-332-8200
jbarber(@wsh.state.va.us

Rosemarie Bonacum, Director, Office of
FO/QI

DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-786-8834
rbonaum@dmhmrsas.state.va.us
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Charline Davidson, Dir., Office of Planning
and Development

DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-786-7357
cdavidson@dmhmrsas.state.va.us

Jerry Deans, Associate Commissioner
Office of Facility Operations
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-786-0383
gdeans@dmhmrsas.state.va.us

Mark Diorio, Facility Director
NVTC

9901 Braddock Road

Fairfax, VA 22032
703-323-4002
mdiorio@nvtc.state.va.us

James Evans, Director, Office of Health &
Quality Care

DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-786-4136
jevans(@dmhmrsas.state.va.us

Jennifer Fidura, CEO
Fidura & Associates
7501 Boulders View Dr.
Richmond, VA 23225
804-560-4640
fudyra@erols.com
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Sharon Koehler, Mental Health Consultant
Office of MH Services

DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-786-1393
skoehler@dmhmrsas.state.va.us

Mike Hite
mhite@networkfocus.com

Jim Martinez, Dir., Office of MH Services
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-371-0767
jmartinez@dmhmrsas.state.va.us

Mary Clair O’Hara, Mrg., Office of Health
& Quality Care

DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-786-8271
mohara@dmhmrsas.state.va.us

Ray Ratke, Chief Deputy
Commissioner’s Office
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218
804-225-2502
Rratke@dmhmrsas.state.va.us

Linda Redmond,

Facility Operations/Quality Improvement
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218

804-371-0763
Iredmond@dmhmrsas.state.va.us
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Judy Rossi, Dir, MHMR Services
Chesterfield Community Services Board
6801 Lucy Corr Drive

Chesterfield, VA 23832-0092
804-786-7248
rossij@co.chesterfield.va.us

Cynthia Smith, Facility/Community
Consultant

Office of MR Services
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218
804-786-0946
csmith@dmhmrsas.state.va.us

Cheri Stierer, Regional Consultant,
Clinical Reviews & QA

Office of MR Services
DMHMRSAS

P.O. Box 1797

Richmond, VA 23218
804-786-0803
cstierer@dmhmrsas.state.va.us

Sharon Taylor, Division Director

Wise County Behavioral Health Services
3169 2" Avenue East

Big Stone Gap, VA 24219
276-523-8300
staylor@frontierhealth.org

Linda Williams, Director, MHMR Services
Hampton-Newport News CSB

2501 Washington Ave.

Newport News, VA 23607

757-245-0217

lwilliams@hnncsb.org

Dale Woods, Facility Director
Southwestern Virginia Training Center
P.O. Box 1328

Hillsville, VA 24343-8408
276-728-1124
Dwoods@SWVTC.state.va.us
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APPENDIX 2

MR/MI WORK GROUP MEMBERS & AFFILIATES

Jane Anthony

2055 Wethersfield Ct.
Reston, VA 20191
h-703-860-8652
janthonyjane(@comcast.net

Jessica Burmester
h-703-978-4390
jessicab@erols.com

Lynn Delacy, Acting Director
NVMHI

3302 Gallows Rd.

Falls Church, VA 22042
703-207-7111
ldelacy(@nvmbhi.state.va.us

Mark S. Diorio, Ph.D., MPH
Director, NVTC

9901 Braddock Rd.

Fairfax, VA 22032
w-703-323-4002
fax-703-323-4252
mdiorio@nvtc.state.va.us

Kathleen Egelund, Dir. of Case Mgmt.,
Vocational Services

Alexandria CSB

3105 Colvin Street

Alexandria, VA 22314-1941
w-703-519-5932

fax-703-519-5939
kathleen.egelund@ci.alexandria.va.us

Alan El-Tagi, Consultant

Applied Behavioral Concepts, Inc.
9316 Old Keene Mill Rd.

Burke, VA 22015
w-703-455-0051
fax-703-455-0058
aeltagi(@behavioralconcepts.com
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Roseanne Faust, Exec. Director
Fellowship Health Resources
rfaust@fellowship.org

Fred Firestone, MR Case Mgmt. Supervisor

Loudoun County CSB

906 Trailview Blvd., Ste. A
Leesburg, VA 20175
w-703-777-0377
fax-703-771-5367
ffiresto@loudoun.gov

Steve Garcia, MSW, Program Mgr.
Loudoun County CSB

102 Heritage Way, NE, Ste. 302
Leesburg, VA 22175
w-703-771-5100
fax-703-777-0170
sgarcia@co.loudoun.va.us

Russell Garth, Parent

3445 South Utah Street
Arlington, VA 22206-1919
w-202-466-7230
h-703-931-3693
rgarth(@cic.nche.edu

Susan Greene, Exec. Director
Community Systems, Inc.
8136 Old Keene Mill Rd.
Springfield, VA 22152
w-703-913-3150
fax-703-913-0200
sgreene(@csi-va.org

Sharon Hoover, Senior MH Clinician
Prince William County CSB

7969 Ashton Ave.

Manassas, VA 20109-2892
w-703-792-7883

fax-703-792-7817
shoover@pwcgov.org
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Leslie Katz, LCSW, Dir., Social Work
NVTC

9901 Braddock Road

Fairfax, VA 22032

w-703-323-4021

fax-703-323-4252
lkatz@nvtc.state.va.us

Cynthia Kemp, Acting MH Director
Arlington Behavioral Health Care
1725 N. George Mason Drive
Arlington, VA 22205
w-703-228-4843

fax-703-228-5234
ckemp(@co.arlington.va.us

Jennifer F. Kurtz, MA
Supervisor of CM Services
Arlington CSB

3033 Wilson Blvd. Ste. 700A
Arlington, VA 22201
w-703-228-1781
fax-703-228-1146
jkurtz@co.arlington.va.us

Nancy Mercer, Exec. Director
The Arc of Northern VA

100 North Washington St.
Suite 234

Falls Church, VA 22046
w-703-532-3214
nmercer@thearcofnova.org

Brian Miller, Dir. of MR Services
Prince William County CSB
8033 Ashton Ave.

Manassas, VA 20109-2892
w-703-792-5925
fax-703-792-7716
bwmiller@pwcgov.org
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Johannes Rojahn, Ph.D.

Professor of Psychology

George Mason University

Center for Cognitive Development
4400 University Drive, MSN 2C6
Fairfax, VA 22030-4444
w-703-993-4241
fax-703-352-0035
jrojahn@gmu.edu

Lou Rosato, DSW, LCSW

Director, Community Services & SW
NVMHI

3302 Gallows Road

Falls Church, VA 22042
w-703-207-7114

fax-703-207-7146
Irosato(@nvmbhi.state.va.us

Jelena Saillard

Community Residences, Inc.
3508 Lee Highway
Arlington, VA 22207
w-703-241-8222, or
w-703-841-7768, ext. 282
fax-703-841-7776
jsaillard@comres.org

Mary Towle, Regional Advocate
DMHMRSAS Licensure
Northern Virginia Training Center
9901 Braddock Road

Fairfax, VA 22032
w-703-323-2098
fax-703-323-2110
mtowle(@dmhmrsas.state.va.us

Christopher Tull, Team Leader for
Emergency Services, Woodburn
Fairfax CSB/MH Emergency Services
3340 Woodburn Rd.

Annandale, VA 22003
w-703-573-5679

fax-703-876-1640
Christopher.tull@fairfaxcounty.gov
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Jackie Turner, Case Manager
Prince William County CSB
8033 Ashton Ave.

Manassas, VA 20109-2892
Fax-703-792-7716
jjackson@pwcgov.org

Pat Vinson, President/Exec. Director
Job Discovery, Inc.

10345-A Democracy Lane

Fairfax, VA 22030

703-385-0041

patvinson(@erols.com or,
jobdiscovery@erols.com

Alan Wooten, Director, MR Services
Fairfax-Falls Church CSB

12011 Government Ctr Pkwy, Ste 300
Fairfax, VA 22035-1105
w-703-324-4460

fax-703-324-4429
alan.wooten@fairfaxcounty.gov

Joanna Wise-Barnes, MR/DD
State Systems Coordinator
Arlington CSB

3033 Wilson Blvd., Suite 700B
Arlington, VA 22201
w-703-228-1736
fax-703-228-1148
jbarnel@co.arlington.va.us
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APPENDIX 3

DEFINITION: DUAL DIAGNOSIS (MR/MI and MI/MR)

Most broadly ... Dual Diagnosis is the co-existence of the manifestations of both mental
retardation and mental illness" (from the National Association for the Dually Diagnosed (NADD),
2003).

The Diagnostic and Statistical Manual of Mental Disorders, 4™ Edition/TR (DSM-IV/TR) defines
Mental Retardation by three criteria:

e Below average intellectual functioning, as measured by an intelligence quotient (IQ) obtained
by an individual assessment (usually a score of 70 or below):

e Onset before age 18 years; and

e Concurrent deficits or impairments in adaptive functioning.

DSM-IV/TR also specifies different levels of severity - Mild, Moderate, Severe and Profound.

However, there are definitional differences between the DSM-IV/TR and the new American
Association on Mental Retardation (AAMR) Definition, Classification and Systems of Supports
Manual (2002).

e AAMR uses the 1Q score of 70-75 as the marker for below average intellectual functioning,
in order to take into account measurement errors (+/- 5 points) in testing;

e AAMR classifies persons with mental retardation based on "Patterns and Intensity of
Supports Needed”. The levels are Intermittent, Limited, Extensive and Pervasive.

e AAMR does not specity the four (4) levels of severity used by the DSM-IV/TR.

Mental Illnesses are "severe disturbances in behavior, mood, thought processes and/or interpersonal
relationships" (DSM-IV/TR). Common types include: Affective Disorders, Psychotic Disorders,
Depression, Personality Disorders, Anxiety Disorders, and others (per DSM-IV/TR).

[Adapted from the website of National Association for the Dually Diagnosed (NADD,
www.thenadd.org)]

Based on the most significant factor contributing to functional impairment, Dual Diagnosis includes
two major Sub-Groups:

e MI/MR: Persons for whom a serious mental illness is the most significant factor in their
functioning and who has either mild or moderate mental retardation. Problems in daily
living are primarily the result of the mental illness; or manifestations of the mental illness
are creating the most difficulty in successful community living. Although some cognitive
impairment exists, they have limited impact as compared to the mental illness. Example: a
person with Schizophrenia and Mild MR.

e MR/MI: Persons for whom mental retardation is the primary basis for problems in daily

living. Usually the level of mental retardation is severe or profound, and level of supports
needed is extensive and pervasive. In general, the developmental delay was an issue for
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supports prior to development of a serious mental illness. Example: a person with Severe
MR and Major Depression.

Differential diagnosis between these two groups is critical in determining the most appropriate
placement, supports and therapeutic interventions.
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