
Josiah H. Beeman 
 Commission

Report to the 
Fairfax County Board of Supervisors

Presented to the 
Human Services Committee 
of the Board of Supervisors
Monday, October 27, 2008



� l Josiah H. Beeman Commission Report to the Fairfax County Board of Supervisors

Commission Membership
Mary Ann Beall
Former chair and current member, Fairfax-Falls 
Church Community Services Board, and National 
Center for Trauma-Informed Care. Fairfax, VA

Mary Ann Bergeron
Executive Director, Virginia Association of Com-
munity Services Boards. Glen Allen, VA

Gary Cyphers
Former deputy executive director, American Pub-
lic Human Services Association. Washington, DC 

David Dangerfield, D.S.W.
President/CEO, Avalon Health Care, Inc., and 
former CEO, Valley Mental Health. Salt Lake 
City, UT

Joan Dodge, Ph.D.
Senior Policy Associate, National Technical 
Assistance Center for Children’s Mental Health, 
Georgetown University. Washington, DC

Diane Grieder, M.Ed.
Owner/President, AliPar, Inc./Quality Behavioral 
Health Resources. Suffolk, VA

Charles Hall, M.Ed.
Executive Director, Hampton-Newport News 
Community Services Board; and Member of 
Commonwealth of Virginia Commission on Men-
tal Health Law Reform. 

Ronald Manderscheid, Ph.D.
Director, Mental Health and Substance Use Pro-
grams, Global Health Sector, SRA International, 
Inc.; and Secretary of the U.S. Department of 
Health and Human Services’ Advisory Commit-
tee on National Health Promotion and Disease 
Prevention Objectives for 2020. Rockville, MD

Mattie Palmore
Former vice chair and current member, Fairfax-
Falls Church Community Services Board; and 
Special Magistrate. Fairfax, VA

Russell Pierce, J.D.
Regional Coordinator of Recovery and Inclusion 
Services, Pathway Homes. Fairfax, VA

Sherry Rose
Peer Advocate. Fairfax, VA

Yvette Sangster
Program Director, Protection and Advocacy for 
Individuals with Mental Illness, Georgia Advo-
cacy Office. Decatur, GA

James Scott
Delegate, 53rd District, Virginia House of Del-
egates; and Assistant Vice President for Commu-
nity Affairs, INOVA Health Systems. Fairfax, VA

James Stewart, III
Inspector General for Mental Health, Mental 
Retardation and Substance Abuse Services; and 
Member of Commonwealth of Virginia Commis-
sion on Mental Health Law Reform. Richmond, 
VA

Carol Ulrich, Esq.
Former president, National Alliance on Mental 
Illness - Northern Virginia; and Member of Com-
monwealth of Virginia Commission on Mental 
Health Law Reform. Reston, VA

Larry Davidson, Ph.D.
Associate Professor of Psychology in Psychia-
try; and Director, Program for Recovery and 
Community Health, Yale University School of 
Medicine. New Haven, CT

Robert Drake, M.D., Ph.D.
Professor of Psychiatry and Community and 
Family Medicine, Dartmouth Medical School 
and Dartmouth Psychiatric Research Center. 
Lebanon, NH

Sonia Jurich, M.D., Ed.D.
Senior Research Associate, RMC Research 
Corporation. Arlington, VA

Thomas Kirk, Jr., Ph.D.
Commissioner of the Connecticut Department of 
Mental Health and Addiction Services

Ruth Ralph, Ph.D.
Retired senior research associate, Edmund S. 
Muskie School of Public Service, University of 
Southern Maine. Portland, ME

James Reinhard, M.D.
Commissioner, Virginia Department of Mental 
Health, Mental Retardation and Substance 
Abuse Services

Mary E. Smith, Ph.D.
Consultant 

Acknowledgements
Other contributors to our work included:



Josiah H. Beeman Commission Report to the Fairfax County Board of Supervisors l �

Commission Membership / Acknowledgements . . . . . . . . . . . . . . . . . . . . . �

Executive Summary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4

Introduction. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8

Foundation for Recommendations. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10

Vision. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10

Philosophy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10 

Values and Guiding Principles. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10 

Roles of the Public Mental Health System . . . . . . . . . . . . . . . . . . . . 1� 

Stakeholder Input  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1�

Current System Assessment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15

Recommendations for a Transformed System . . . . . . . . . . . . . . . . . . . . . 18

Leadership and Governance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 19 

Fiscal Management . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . �� 

Prevention and Early Intervention . . . . . . . . . . . . . . . . . . . . . . . . . . . �7 

Services and Supports  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . �� 

Workforce and Training . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 54 

Data and Outcomes. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 58 

Technology and Information Sharing . . . . . . . . . . . . . . . . . . . . . . . . . 6� 

Conclusion  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69 

Next Steps. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 70 

Appendix A:  Glossary of Terms . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7� 

Appendix B:  Commission Charter . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 76 

Appendix C:  Survey on Mental Health Services  . . . . . . .(separate document)

Appendix D:  Stakeholder Input  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8�

Appendix E:  Universe of Measures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 86 

Sources . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 89 

Table of Contents



4 l Josiah H. Beeman Commission Report to the Fairfax County Board of Supervisors

Background
This report conveys to the Fairfax 

County Board of Supervisors a series of 
recommendations for transforming the 
Fairfax-Falls Church system of mental 
health care.  As outlined in its charter, 
the Josiah H. Beeman Commission 
was established to advise the Board of 
Supervisors on the future direction and 
design of the mental health services 
delivery system serving Fairfax County, 
the City of Fairfax, and the City of Falls 
Church.  This Commission was named 
in recognition of the late Josiah H. Bee-
man, former chairman of the Fairfax-
Falls Church Community Services 
Board (CSB), and his dedication to the 
recipients of mental health services and 
supports.  The Commission was asked 
to recommend a vision for the service 
delivery system and to develop recom-
mendations and strategies for facilitat-
ing the transformation to achieve this 
vision.  

The Fairfax-Falls Church area is not 
alone in seeking to transform its system 
of mental health care.  Transformation 
has been happening across the coun-
try.  Many of these efforts are following 
guidance of the 2003 New Freedom 
Commission on Mental Health to re-
duce the stigma that surrounds mental 
illness, build individual and community 
resilience, and strengthen the hope of 
recovery for every individual with men-
tal illness.  Few would dispute the value 
of achieving these goals.

We believe that mental health is 
fundamental to overall health.  As with 
primary health care, mental health care 
is shifting toward practices that are sup-
ported by research, providers who are 
skilled and up-to-date in these practices, 

and individuals who are partners in 
decisions about their care.  Technology 
is an essential support of these three 
components of quality health care.

Timing
We are well aware that this report is 

being delivered to the Board of Supervi-
sors at a time when local, state and fed-
eral resources are greatly constrained 
due to economic conditions.   However, 
we must emphasize the long-range 
nature of our recommendations for this 
transformation.  As with most success-
ful change efforts, the organizational, 
infrastructural, and business process 
changes we have recommended will 
require several years to complete.  This 
would be the case even if our recom-
mendations were delivered at a time 
of great prosperity.  Successful trans-
formation takes time: time to mark the 
end of old behaviors and practices, 
time to navigate new paths toward a 
new vision, and time to celebrate and 
build on successes that demonstrate 
improved results.  We commend the 
Board of Supervisors for chartering this 
transformation and strongly encourage 
each member to take the “long view” in 
supporting our recommendations.

Finally, we were pleased to note that 
the CSB began to make recovery- and 
resilience-oriented changes before the 

Executive Summary

Reduce the stigma that suRRounds 
mental illness, build individual 
and community Resilience, 
and stRengthen the hope of

RecoveRy foR eveRy individual 
with mental illness.
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inception of this Commission and has 
accelerated changes during the time 
this Commission has met.  We believe 
that the very existence of this Com-
mission has amplified early progress 
toward transformation, and our recom-
mendations are designed to build upon 
this early progress.

Transformation 
Recommendations

Our road map for transforming the 
mental health system is described be-
low in seven broad themes followed by 
general recommendations that are sup-
ported by specific strategies.  Imbedded 
in our recommendations and support-
ing strategies are service and business 
practices that reflect the goals of system 
transformation.  Just as they have in 
other states and localities, we believe 
these practices will improve access, 
optimize efficiency, enhance financing 
mechanisms, and promote favorable 
outcomes for adults, children, youth, 
and their families.

Leadership and Governance
►Recommendation: Promote effective 
leadership and governance to attain and 
sustain the vision for the mental health 
system.  

Among the strategies to support 
this recommendation are reviewing 
the structure of the CSB board; docu-
menting needed skills for the board; 
strengthening public and private part-
nerships; recruiting, developing, and 
assuring accountability of leaders; and 
establishing an Office of Consumer and 
Family Affairs.

Fiscal Management
►Recommendation: Maximize and 
leverage all potential sources of funding 
for the system and for individuals with 
psychiatric disabilities.  

Strategies include maximizing reve-
nue and reimbursements from Medicaid 
and other entitlements, improving assis-
tance for individuals seeking federal and 
state benefits, seeking grant funding 
for initiatives that are sustainable after 
the term of the grant, and exploring the 
establishment of a foundation.

Prevention and Early Intervention
►Recommendation: Increase preven-
tion and early intervention efforts for 
children, youth, and adults in order to de-
crease the need for mental health services.  

Strategies include raising public 
awareness of mental health and related 
services and supports, assuring that 
prevention is a responsibility of all 
providers, integrating fully with the 
schools to support the mental health of 
children, and expanding early interven-
tion practices to prevent the need for 
emergency care. 

Services and Supports
►Recommendation: Build a service 
delivery system that, in its entirety, sup-
ports recovery and resilience.  

Strategies include essential design 
practices of a transformed system such 
as ensuring access to care, person-cen-
tered care and care coordination; using 
peers throughout the system; shifting 
care into the community; and increasing 
support to families of children, youth, 
and adults with psychiatric disabilities.
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►Recommendation: Assure safe, af-
fordable, and stable housing for persons 
with psychiatric disabilities.  

Strategies include supporting the 
Housing First approach, expanding 
housing options with support services, 
creating a housing development fund, 
and optimizing collaboration between 
mental health and housing services.

►Recommendation: Expand employ-
ment and education support for persons 
with psychiatric disabilities. 

Among the strategies to expand 
employment and education are imple-
menting services consistent with the 
principles of evidence-based supported 
employment, accessing federal and state 
funding for employment programs, and 
strengthening connections with local 
educational institutions.

►Recommendation: Facilitate connec-
tion with primary health care for persons 
with psychiatric disabilities.

Strategies include supporting 
cross-system collaboration in providing 
primary and behavioral health care, 
exploring modification of the affordable 
healthcare system, and exploring the 
possibility of a locally developed group 
health insurance plan.

Workforce and Training
►Recommendation: Assure a work-
force that possesses skills, values, and 
attributes consistent with the vision of a 
recovery- and resilience-oriented system.  

Among the strategies to support 
this recommendation are developing 
a recovery- and resilence-oriented 
workforce, demonstrating expectation 
for accountability through productiv-
ity standards, assuring training for 
persons interested in providing peer 
support, and using person-first language 
throughout the system.

Data and Outcomes
►Recommendation: Ensure cross-
system accountability with performance 
and outcome measures, and use the data 
to improve the system.  

Strategies include adopting a system 
of performance measures and assuring 
that data is used to improve system ef-
fectiveness; seeking information on suc-
cessful service approaches to serving 
children, youth, and adults; and conduct-
ing periodic analyses of system function-
ing to identify points for improvement.

Technology and Information Sharing
►Recommendation: Utilize technology 
to support providers in delivering quality 
care, individuals in participating in their 
care, and the system in collecting data for 
effective management. 

Strategies include purchasing tech-
nology that supports service and busi-
ness practices and facilitating access to 
electronic information.
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we stRongly believe theRe aRe compelling business Reasons foR action . . .

Complementary Initiatives
The work of this Commission is complementary to, but not inclusive in scope of, 

state and regional mental health initiatives.  At the state level, the Commission on 
Mental Health Law Reform (charged with conducting a comprehensive examination of 
Virginia’s mental health laws and services) has been identifying gaps in mental health 
services and developing ways to use the law more effectively to serve the needs of 
persons with mental illness.  That commission’s preliminary report identified recom-
mendations for the 2008 session of the General Assembly.  A final report, which will 
include recommendations for addressing gaps in the service delivery system, will be 
submitted this winter.  Three members of the Josiah H. Beeman Commission serve as 
members of the Commission on Mental Health Law Reform.  At the regional level, the 
local Health Planning Region is charged with regional planning, service coordination, 
and service delivery.  Mental health efforts of this region have included utilizing local 
hospitals for purchase of inpatient beds, providing regional hospital discharge assis-
tance, enhancing services for older adults, and building regional crisis stabilization 
capacity.

Compelling Reasons to Act 
The primary objective of our recom-

mendations is to promote increased 
wellness and employment of individu-
als with psychiatric disabilities, and 
decreased reliance on the public system 
of mental health care.  In addition, we 
strongly believe that there are compel-
ling business reasons for action, and 
risks associated with inaction or failure 
to implement our recommended strate-
gies.  Fairfax is currently not maximizing 
nonlocal sources of revenue and reim-
bursements.  A significant number of our 
recommended strategies were designed 
to produce additional state, federal, and 
nonpublic financial resources for the 
mental health system.  We believe that 
many of our strategies to transform and 
improve the system can be implemented 
at no additional cost, by reallocating exist-
ing resources or staff.  Finally, we believe 
that many of our strategies — designed 
to strengthen efficiency and effective-
ness as well as enhance prevention and 

early intervention — will assure that 
Fairfax-Falls Church area residents are 
getting the most value for their tax dol-
lars and will ultimately decrease demand 
for expensive and traumatic emergency 
services and hospitalization.

Next Steps
We understand that an implementation 

plan will be developed for our recom-
mended strategies and have outlined, 
in this report, the next step for the CSB 
board and staff.  That next step is to 
conduct a high-level analysis, with initial 
estimates of level of investment required, 
degree of difficulty anticipated, and 
timeline needed for implementation of 
each recommended strategy.  Addition-
ally, because we have recommended a 
series of strategies to maximize potential 
sources of funding, we propose that this 
analysis also capture estimated levels of 
additional funding.
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In 2003, the New Freedom Commis-
sion on Mental Health recommended 
“fundamentally transforming how men-
tal health care is delivered in America.”1  
The commission noted that “advances 
in research, technology, and our under-
standing of how to treat mental illnesses 
provide powerful means to transform 
the system,”2  and that transformed 
care focuses “on facilitating recovery 
and on building resilience, not just on 
managing symptoms.”3   Recovery is the 
“process in which people are able to 
live, work, learn, and participate fully in 
their communities.”4  Resilience is “the 
personal and community qualities that 
enable us to rebound from adversity, 
trauma, tragedy, threats, or other 
stresses – and to go on with life with 
a sense of mastery, competence and 
hope.”5   In order to fulfill its charge 
from the Fairfax County Board of 
Supervisors, the Josiah H. Beeman 
Commission began its work by crafting 
a vision, philosophy, and set of values 
that reflect recovery and resilience as 
the goals of the transformed system of 
mental health care.

The Commission examined exten-
sively the Fairfax-Falls Church Com-
munity Services Board (CSB) mental 
health system.   We found that, in many 
cases, people feel well-served.  Others 
have had negative experiences.  Persons 
who feel well served say that they have: 

• Been listened to in terms of their 
needs early in their CSB experience.

• Experienced respect in their CSB 
interactions.

• Been participants in decisions about 
their own  treatment.

• Learned or are learning to man-
age the symptoms of their illness and 
become well.

• Been assisted with employment, 
health care, housing needs.

• Been supported in identifying and 
fulfilling their goals.

• Become more and more independent.

These are outcomes of a recovery/
resiliency-focused system and are fully 
present in the Ohio, Utah, Rhode Island, 
and Connecticut state systems; in some 
CSB systems in other parts of Virginia; 
and in some aspects of the Fairfax-Falls 
Church CSB system. 

Similarly, many states and communi-
ties across the country have developed 
comprehensive, community-based 
systems of care for children with or at 
risk for mental health disorders.  These 
systems have demonstrated positive out-
comes for children and their families. 
We asked youth and families about their 
needs and experiences with the mental 
health system.  As with adults, we heard 
positive as well as negative experiences. 
When youth and families have felt well-
served, we found that CSB has:

• Responded quickly to their needs.

• Provided family support and educa-
tion about the mental health conditions 
of youth.

• Assisted them in becoming more 
resilient and less dependent upon inten-
sive services.

• Utilized the latest evidence-based or 
promising practices.

• Helped them identify and fulfill their 
goals.

Introduction
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• Provided an array of culturally and 
linguistically competent services and 
supports.

We understand that this commission 
was formed to create a blueprint for 
transformation of the mental health sys-
tem consistent with recovery and resil-
ience principles that are being adopted 
by cities, counties and states across 
the nation.  We also understand that 
challenges to accessing mental health 
services in the Fairfax-Falls Church 
area, including unacceptably long waits 
for service, created a sense of urgency 
around this goal of system transforma-
tion.  The overarching recommendation 
of the Commission is to structure the 
CSB and transform the system around 
the business, governance, and service 
practices that characterize a recovery/
resiliency-focused system.  Just as they 
have in other states and localities, these 
practices will improve access, optimize 

efficiency, enhance financing mecha-
nisms, and promote favorable outcomes 
for adults and children, youth and their 
families.  In transforming its system 
of mental heath care, the Fairfax-Falls 
Church area will experience the tan-
gible benefits of increased wellness and 
employment, decreased reliance on the 
public system, and reduced need for ex-
pensive emergency and crisis services.

The New Freedom Commission 
noted that the “process of transform-
ing mental health care in America 
drives the system toward a delivery 
structure” that will give individuals 
with psychiatric disabilities “broader 
descretion in how care decisions are 
made.”6  We agree with the commission 
that this shift will give these individuals 
“more confidence,” which will “enhance 
cooperative relationships with mental 
healthcare professionals who share the 
hope of recovery.”7 

Just as they have in otheR states and localities, we believe these pRactices will 
impRove access, optimize efficiency, enhance financing mechanisms, and pRomote 
favoRable outcomes foR adults, childRen, youth, and theiR families.
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Vision
The Commission adopted as its 

vision for the system this statement 
from the New Freedom Commission on 
Mental Health:

“We envision a future when every-
one with a mental illness will recover, 
a future when mental illnesses can be 
prevented or cured, a future when mental 
illnesses are detected early, and a future 
when everyone with a mental illness at 
any stage of life has access to effective 
treatment and supports – essentials for 
living, working, learning and participat-
ing fully in the community.”1

Philosophy
Mental health is fundamental to over-

all health and is a shared community 
responsibility.  Anyone with, or at risk 
for, mental illness should have access to 
a comprehensive, coordinated system of 
services and supports including preven-
tion and early intervention.  This system 
should include treatment and other 
critical supports such as affordable 
and safe homes, meaningful work op-
portunities and/or education, primary 
health care, and supports for families 
and  children.  This shared community 
responsibility comprises services and 
supports provided by public, nonprofit, 
and private entities, and by partnerships 
among them, as well as services and 

supports provided by families, peers, 
friends, advocates, and other individuals 
and groups in the community.  Services 
and supports should be designed to 
build resilience and facilitate individual-
ized recovery.

Values and Guiding Principles
In framing the values and principles 

to guide the Commission’s work, 
members referred to Improving the 
Quality of Health Care for Mental and 
Substance-Use Conditions,2 From Study 
to Action: A Strategic Plan for Transfor-
mation of Mental Health Care,3 Building 
Systems of Care: A Primer,4 and Recov-
ery Core Values for the Mental Health 
and Addictions Recovery (Treatment) 
System.5   Not surprisingly, the values 
and principles in these references had 
much in common.  While each member 
brought his or her own set of values 
to guide this work, we were heartened 
by the commonality of values among 
members. 

As a group, we agreed to the follow-
ing values and principles for guiding our 
recommendations and the transforma-
tion of this system: 

 Access: Services and supports are 
timely, appropriate, and sufficient to 
reach the identified outcomes in order 
to restore and sustain individual and 
family integration in the community.

Foundation for Recommendations
As a Commission, we began by building a foundation for our recom-

mendations.  This foundation includes our recommended Vision, 
Philosophy, Values and Guiding Principles, and Roles of the Public 
Mental Health System, as well as input from stakeholders and our 
assessment of the current system. 
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Community-Based Services and 
Supports: Services and supports are 
located in the community, keeping 
management and decision-making 
responsibility at the local level, and are 
directed by the individual along with the 
individual’s choice of persons in his/her 
natural support system.

Cultural and Linguistic Compe-
tence: Persons providing services and 
support have a full understanding of, 
and responsiveness to, cultural, racial, 
ethnic, and linguistic differences.  

Effectiveness and Measurable Re-
sults: Services are based on the best 
available scientific evidence, resulting in 
the achievement of desired outcomes of 
choice for the individual.

Equity: Services and supports do not 
vary in quality based on individual char-
acteristics such as severity of disability, 
gender, ethnicity, geographic location, 
and socioeconomic status.

Family and Individual Involvement, 
Support, and Education: Individu-
als and their families participate in all 
aspects of the planning and delivery of 
appropriate services and supports as 
chosen by the individuals. A robust sup-
port system for families is important to 
service delivery.

Involvement with Natural Commu-
nity Supports: Individuals and families 
are seen as having important social 
connections with other people, organiza-
tions, and services in the community.  
These connections are resources for 
supports, activities, and education.

Person-Centered Services and 
Supports:  A highly individualized and 

family-directed approach that recog-
nizes each individual’s and family’s 
history, strengths, needs, and vision of 
their treatment, and the needed natural 
supports to promote resiliency and 
recovery.

Prevention and Early Intervention: 
Early identification, early intervention, 
and maintenance of wellness to build 
protection and resiliency and enhance 
the likelihood of positive outcomes. 

Respect: Honoring the unique prefer-
ences, strengths, and dignity of each 
person in his/her choice of services and 
supports.

Safety: Services and supports are 
provided in an emotionally and physi-
cally safe, compassionate, trusting, and 
caring treatment/working environment 
for all.

Service Integration: Services and 
supports are coordinated and collabora-
tive, with consistent practice models 
and strategies and cooperation across 
systems and among mental health 
providers, to ensure the appropriate and 
timely exchange of information and the 
coordination of effective services and 
supports.

Transparency: All stakeholders have 
the information necessary to support 
both person/family-centered and sys-
tems-level informed decision-
making.  The policies, priority setting, 
and practices of the mental health deliv-
ery system should be transparent and 
accessible to the community.
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The Commission spent considerable 
time discussing the role of manager of 
access to mental health services and the 
complementary roles of direct provider 
and capacity builder of services.  We 
believe a successful transformation of 
this system will require re-conceptual-
ization of these roles and continuous 
attention to assure that they are ad-
equately balanced.  This re-conceptu-
alization will be apparent in our recom-
mendations for a design with increased 

access to services and supports, a more 
business-focused approach to the man-
agement of access, productivity stan-
dards to demonstrate the expectation 
of shared accountability for outcomes, 
financing strategies that maximize 
revenue from all sources, and scaling of 
the system to determine what services 
the CSB itself provides as a public entity 
and what services it purchases or part-
ners with others to provide.

Roles of the Public Mental Health System
The Commission’s recommended roles for the public mental health system are out-

lined below.  The 2007 Overview of Community Services Delivery in Virginia served 
as a resource for recommended roles.6 

The public mental health system (CSB and its board) would function as a(n):

PRovIDER of services directly by mandate (care coordination or case management, 
emergency services, discharge planning), directly by choice, and indirectly through part-
nerships or contracts with other organizations and providers. 

PLANNER of services and systems to meet identified needs. 

ADvISoR to local government and the community about unmet needs, future service 
trends, and public policies related to mental health. 

ADvoCAToR for individuals not receiving needed services; for community acceptance 
of, and support for, individuals receiving mental health services; and for the elimination 
of stigma associated with mental illness. 

CAPACITY BUILDER to coordinate the development of needed services and support 
networks (including peer support) by working with public and private organizations, indi-
viduals receiving mental health services, families, and advocacy groups.

SINGLE PoINT oF ENTRY into publicly funded mental health services to include care 
coordination (case management), coordination of services, and access to state-funded 
hospital services through preadmission screening. 

MANAGER of access to services and integration between services; i.e., integration be-
tween mental health care and other services including primary health, housing, employ-
ment, and education.

 CoMMUNICAToR to expand knowledge through ongoing training on the recovery and 
resilience framework for services; to increase public understanding of the need for ser-
vices and supports in the community; and to seek and assess input from, and partici-
pation by, individuals receiving mental health services, family members, and advocates.

EvALUAToR to assure the accountability and effectiveness of services provided and to 
inform policymakers and management of those services, with emphasis on quality, feed-
back mechanisms and measurable outcomes, continuous improvement, and learning. 



Stakeholder Input
As we built the vision, philosophy, 

and value elements of the foundation 
for our recommendations, we con-
ducted a parallel process of gathering 
input from various stakeholder groups 
through conversations and surveys.  
These stakeholder groups included 
individuals (youth and adults) receiving 
mental health services, family members 
and significant others, service provid-
ers, leaders of county human services 
departments, advocates for individuals 
receiving mental health services, and 
the general public.

To ensure stakeholder input in the 
process of developing recommenda-

tions, the Com-
mission heard 
from individu-
als during the 
guest forum 
component of 
each scheduled 
meeting.  Ad-
ditionally, we 
conducted a 
variety of input 
activities, which 
are described 
below, followed 
by a list of over-
all themes from 
all stakeholder 

input activities.  (See Appendix C for 
detailed findings of the survey we con-
ducted, and Appendix D for a summary 
of themes from each input activity.)

Conversations with Individuals 
Receiving Services and Staff: Com-
mission members, working in pairs, 
conducted conversations with stake-
holders, including CSB staff members 
and individuals receiving mental health 
services at the following facilities:  Con-
sumer Wellness Center of Falls Church, 
Franconia Road Treatment Center, Ju-
venile Detention Center, Leland House 
Youth Crisis Care, Residential Extensive 
Dual Diagnosis, and Stevenson Place.

Survey on Mental Health System: 
The Commission utilized the Recovery 
Oriented Systems Indicators (ROSI) 
survey to gather input from individuals 
receiving mental health services (re-
ferred to as consumers of mental health 
services in the survey) and similar 
surveys for family members/significant 
others of individuals receiving services 
and for providers of services.  The ROSI 
survey is available through the Virginia 
Department of Mental Health, Mental 
Retardation, and Substance Abuse Ser-
vices, and was developed by individu-
als receiving mental health services in 
cooperation with Columbia University.

As noted earlier, Appendix C pro-
vides a detailed summary of survey 
findings. Overall, the survey ratings 
were more favorable than unfavorable.  
As illustrated in the above graph from 
Appendix C, mean responses across 
stakeholder groups in the eight recov-
ery theme areas were, with one excep-
tion, above the midpoint of 2.5 (highest 
possible score of 4 and lowest score of 
1). Additionally, this graph illustrates 
the relative consistency among ratings 
of the three stakeholder groups.

The type of sampling used for the 
ROSI survey was a non-probability sam-
pling.  Self-selected samples were col-
lected from library sites and Web-based 
responses.  Opportunity samples were 
taken from mental health service and 
support locations. Therefore, results 
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may or may not be representative of the 
general mental health population. The 
survey was meant to provide direction 
for further information gathering and 
aid in the formation of recommenda-
tions for the future direction of the 
mental health services delivery system 
serving Fairfax-Falls Church area 
residents.   

Conversations with Families of Indi-
viduals Receiving Services: Two ac-
tivities expanded opportunities for input 
from families. Working in pairs, Com-
missioners met with parents of youth 
in the Teen Alternative Program (a 
comprehensive day-treatment program 
for students in grades 9 to 12) and, 
through NAMI-NoVa (National Alliance 
on Mental Illness - Northern Virginia), 
families of adults who had experience 
with emergency services. 

Conversation with County Human 
Services Leaders: At a meeting of the 
Human Services Leadership Team, the 
agenda included a conversation regard-
ing the opportunities and challenges for 
greater integration in providing services 
to people with mental illness.  Two 
Commissioners attended this meeting 
and had the opportunity to hear from 
the Directors of Family Services, Com-
munity and Recreation Services, the 
Office for Women, the Department of 
Housing, and the Court Services Unit 
of the Juvenile and Domestic Relations 
District Court.  They also heard from 
the Deputy Director of the CSB and the 
Deputy County Executive for Human 
Services.  

Stakeholder Input on Draft Recom-
mendations: After drafting our initial 
recommendations, we sought feedback 

from representatives of all stakeholder 
groups and other interested individu-
als.  Specifically, draft recommendations 
were posted for comment on the Josiah 
H. Beeman page available through the 
Fairfax County Government website.  
Additionally, three public input sessions 
were conducted to solicit in-person com-
ments.  Based on this input, our draft 
recommendations were refined and 
reshaped. 

Overall, when looking at all stake-
holder input-gathering activities, includ-
ing input on the draft recommendations, 
some recurring themes across these 
various participant groups and input 
methodologies include the need for:  

• Improved access to mental health 
services and supports.

• Improved assistance for individuals 
seeking benefits.

• Increased availability of public infor-
mation on mental health services and 
supports.

• Greater collaboration among service 
providers and system partners.

• Increased contact with staff (i.e., psy-
chiatrists, psychotherapists, and case 
managers).

• Increased support and education for 
families of individuals receiving ser-
vices.

• Greater number of meaningful activi-
ties (employment, education, commu-
nity activities).

• More prevalent use of peer advocates 
and peer service providers.

• Expanded housing options with men-
tal health services and supports.   
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Current System Assessment
In addition to stakeholder input on 

the current system, the Commission 
gathered information about the mental 
health system from CSB service provid-
ers.  Staff responded to our questions by 
providing categorized portfolios of data 
and information.  In response to our 
request to visit some service delivery 
sites, we were given the opportunity to 
tour sites including Consumer Wellness 
Center of Falls Church; Crisis Care Pro-
gram at Woodburn Place; Crossroads; 
Eleanor Kennedy Shelter; Program of 
Assertive Community Treatment; PRS, 
Inc.; Project to Assist Transition from 
Homelessness Team; and Woodburn 
Center for Community Mental Health. 
Finally, we listened to presentations by, 
and had multiple conversations with, 

CSB staff regard-
ing mental health 
services and sup-
ports.

Highlights 
of this assess-
ment are 2007 
demographics of 
persons served 
by the CSB, early 
CSB recovery- 
and resilience-
oriented accom-
plishments, and 
issues relating 

to transformation progress.  Specific 
findings of our assessment of the cur-
rent CSB system of mental health are 
imbedded in our recommendations and 
strategies.  

2007 DEMogRAphICS

The CSB is structured in discrete 
disability areas that include Mental 
Health, Alcohol and Drug, Intellectual 
Disabilities (formerly known as Mental 
Retardation), and Infant and Toddler 
Connection.  The following chart shows 
the number of individuals served in 
2007 for each area.  These numbers 
clearly indicate the magnitude of need 
for mental health services and supports 
relative to other disability areas.

The chart below shows the age dis-
tribution for individuals served by CSB 
Mental Health in 2007.  

Income levels for persons served 
by CSB Mental Health in 2007 are il-
lustrated on the following page. These 
figures indicate that nearly 60% of 
persons served by the mental health 
system in the Fairfax-Falls Church area 
have incomes under the federal pov-

neaRly 60% of 
peRsons seRved by 
the mental health 
system in the 
faiRfax-falls 
chuRch aRea 
have incomes 
undeR the fedeRal 
poveRty level of 
$10,400.

CSB Area

Mental Health

Alcohol and Drug

Intellectual Disabilities (MR)

Infant & Toddler Connection

Persons 
Served

11,190

 5,458

 2,026

 1,850

Age

0 – 17

18 – 22

23 – 59

60 and over

Percent of 
Persons Served

17%      

10%

65%

8%
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erty level of $10,400.7   In comparison, 
4.9% of all Fairfax County residents fall 
below the federal poverty level.8   These 
income figures are further amplified 
by responses to the survey item “I 
have enough income to live on,” which 
received the most negative responses 
from all stakeholder groups. (Appendix 
C: Survey Summary, p. 31.)  

CSB ACCoMplIShMEnTS

Highlights from among the many 
accomplishments of the CSB and its 
progress toward a recovery- and resil-
ience-oriented system include: 

• A system-wide Mental Health Servic-
es Recovery Workgroup — comprising  
advocates, individuals receiving mental 
health services, family members, and 
staff — was established to provide guid-
ance in transforming the system. 

• Crisis Care at Woodburn Place hired 
Peer Specialists who have designed an 
Introduction to Wellness Recovery Ac-
tion Plan (WRAP) program that empha-
sizes overall wellness and health.

• Individuals receiving services, with 
support from CSB mental health staff, 
established three peer-operated drop-in 
centers.

• The Program of Assertive Community 
Treatment (PACT) significantly reduced 
hospital bed days and has begun turn-

ing apartment leases over to individuals 
receiving services.

• The CSB deploys psychiatric resourc-
es to Community Health Care Network 
clinics; alternatively, primary care is 
provided to individuals in crisis care 
at CSB’s Woodburn Place and to those 
with co-occurring disorders (COD) at 
two residential programs. 

• The CSB overhauled the “front door” 
of its system for adults and decreased 
waits for initial assessments from 
months to an average of six business 
days. 

• As a pilot in the Virginia Service 
Integration Program, aimed at integrat-
ing and improving mental health and 
substance abuse assessment and treat-
ment, the CSB completed an exhaustive 
system survey and organized change 
agents to address system issues in 
achieving co-occurring capabilities in all 
programs.  

• The CSB collaborated with system 
partners to launch Leland House, which 
provides short-term intervention and 
stabilization to youth ages 12-17. Staff 
works extensively with youth in crisis 
and families to prevent out-of-home or 
out-of-community placements. 

• The CSB, working with the Area 
Agency on Aging, developed a plan to 
enroll as many people as possible in 
Medicare, Part D.  This effort resulted 
in more than 90% of eligible individuals 
being enrolled.  

• The CSB, working with the Depart-
ment of Family Services (DFS), devel-
oped a tool that helps staff determine 
who may be eligible for Medicaid ben-

Income

$0 – $9,999

$10,000 – $24,999

$25,000+

Percent of 
Persons Served

58%      

25%

17%
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efits.  DFS deployed staff to three mental 
health outpatient sites to assist eligible 
individuals with Medicaid applications.

These achievements are many; 
however, they seem to have been ac-
complished more as a series of initiatives 
than as an integrated approach to system 
transformation.  As CSB continues its 
transformative work, we encourage lead-
ers to be mindful of the need to communi-
cate to all involved an overall design and 
how changes are integrated as elements 
of that design.    

ISSuES

In assessing the current system, we 
found issues that must be addressed to 
assure that transformation is achieved. 
Overall we found that the Fairfax-Falls 
Church CSB: 

• Has a multiplicity of initiatives versus a 
refined focus on priorities. 

• Has significantly reduced wait time for 
initial access of adults but continues to be 
challenged in providing timely access to 
services and supports.

• Lacks a clear operational philosophy to 
achieve the vision.

• Collects a substantial amount of data 
but does not use it to drive performance 
and outcomes.

• Lacks focus on individuals in their 
entirety, including their goals of health, 
housing, income, and relationships.

• Has been challenged in optimizing 
integration with systems partners.  

• Lacks prevention and early interven-
tion strategies to reach individuals before 
they seek emergency care.

• Does not maximize state, federal, and 
nonpublic funding to the fullest extent. 

• Lacks up-to-date information technol-
ogy to support evolving service and busi-
ness practices.

While recovery- and resilience-
oriented efforts of the CSB began before 
the inception of the Commission, the 
work of the Commission has acceler-
ated those efforts.  CSB leadership has 
reported that their experience with the 
Commission has facilitated a better 
understanding of recovery principles and 
practices, has led to greater emphasis 
on the importance of resilience, and has 
enabled greater “traction” with staff for 
transformational work.  In short, the 
Commission seems to have amplified, 
energized, and validated the progress of 
the CSB toward a transformed system, 
and our recommendations are designed 
to build on that progress. 
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Our road map for transforming the mental health system is described in seven 
broad themes with ten general recommendations (listed below).  Specific strategies to 
support each recommendation follow in the report.  

Leadership and Governance
RECoMMEnDATIon:  Promote effective leadership and governance to attain and sustain 
the vision for the mental health system.

Fiscal Management
RECoMMEnDATIon:  Maximize and leverage all potential sources of funding for the sys-
tem and for individuals with psychiatric disabilities. 

Prevention and Early Intervention
RECoMMEnDATIon:   Increase prevention and early intervention efforts for children, 
youth, and adults in order to decrease the need for mental health services.

Services and Supports
RECoMMEnDATIon:  Build a service delivery system that, in its entirety, supports 
recovery and resilience. 

RECoMMEnDATIon:  Assure safe, affordable, and stable housing for persons with 
psychiatric disabilities.

RECoMMEnDATIon:  Expand employment and education support for persons with 
psychiatric disabilities.

RECoMMEnDATIon:  Facilitate connection with primary health care for persons 
with psychiatric disabilities.

Workforce and Training
RECoMMEnDATIon:   Assure a workforce that possesses skills, values, and attributes 
consistent with the vision of a recovery- and resilience-oriented system.

Data and Outcomes
RECoMMEnDATIon:  Ensure cross-system accountability with performance and outcome 
measures, and use the data to improve the system.

Technology and Information Sharing
RECoMMEnDATIon:  Utilize technology to support providers in delivering quality care, 
individuals in participating in their care, and the system in collecting data for effective 
management.

Recommendations 
For a Transformed System
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leadership and governance

 THEME

RECoMMEnDATIon 1:  
Promote ef fective leadership and governance to attain and sustain the 

vision for the mental health system.

Strategy 1.1: Review and, as needed, restructure the CSB board to promote service 
integration and system effectiveness.

Strategy 1.2: Document the skill set needed for overall CSB board member composition 
and advise the Board of Supervisors accordingly.

Strategy 1.3: Strengthen partnerships within the public and private sectors.

Strategy 1.4: Encourage and recognize creativity and innovation while balancing risk 
with results.

Strategy 1.5: Recruit or promote leaders who possess competencies required to man-
age evolving service and business practices.

Strategy 1.6: Provide ongoing leadership development.

Strategy 1.7: Assure a mechanism for accountability of leaders.

Strategy 1.8: Require and model respect in all interactions throughout the system.

Strategy 1.9: Establish an Office of Consumer and Family Affairs with well-defined 
responsibilities and a leader who reports directly to the CSB Executive 
Director.
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“The vision of a transformed mental 
health system has created a national im-
perative to recognize the importance of 
effective leadership in initiating change 
and sustaining each step towards mak-
ing the vision a reality.”1   It is the gov-
ernance of the system (i.e., the Board 
of Supervisors and the CSB board) that 
will oversee movement of the CSB from 
vision to results.  Effective governance 
holds the system accountable for out-
comes.  Transformational leadership (at 
all levels) sets the organizational tone 
and works to ensure that the organiza-
tion attains and sustains the vision.  

Strategy 1.1:  Review and, as needed, 
restructure the CSB board to promote 
service integration and system effective-
ness. 

The CSB board is currently struc-
tured by service disability areas — intel-
lectual disability (formerly known as 
mental retardation), mental health, and 
alcohol and drug services.  The Com-
mission encourages the board to move 
away from this segregated structure 
as we believe these divisions promote 
separation instead of integration of 
services.  We acknowledge that the dis-
ability structure may promote advocacy 
efforts; however, advocacy is only one 
role of the CSB board among many, 
including management of the business 
of service delivery.  The Commission 
recommends that the CSB board work 
with the Deputy County Executive for 
Human Services, the County Executive, 

and the Human Services Committee of 
the Board of Supervisors to assure a 
board structure that promotes service 
integration and system effectiveness. 

Strategy 1.2: Document the skill set 
needed for overall CSB board member 
composition and advise the Board of 
Supervisors accordingly.

A recovery- and resilience-oriented 
board will require competencies such 
as business acumen, systems thinking, 
strategic planning, and outcome mea-
surement to assess system performance 
in serving youth, adults, and families. 
To further promote service integration 
and improve effectiveness, we believe 
the skill set of the CSB board should 
be broadened. Competencies and skills 
that reflect the needed roles of the 
board must be sought as new members 
are appointed.

Strategy 1.3: Strengthen partnerships 
within the public and private sectors.

Mental health is a shared community 
responsibility.  This shared responsibil-
ity comprises services and supports 
provided by public, nonprofit, and 
private entities and by partnerships 
among them, as well as services and 
supports provided by families, peers, 
friends, advocates, and other groups 
and individuals in the community.  To 
strengthen these partnerships, CSB 
board members and the executive direc-
tor must focus outside the CSB and 

leadership and governance
 THEME

RECoMMEnDATIon 1:
Promote effective leadership and governance to attain and sustain the 

vision for the mental health system.  
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develop partnerships with organizations 
and individuals with a commonality of 
purpose.  We encourage exploration of 
public-private partnerships in the provi-
sion of services (e.g., in the areas of out-
patient, residential, and day-treatment 
services) to amplify public resources 
and build behavioral healthcare capacity 
in the community.

Strategy 1.4: Encourage and recognize 
creativity and innovation while balancing 
risk with results. 

According to the National Institute of 
Mental Health, an idea is “innovative” 
if it “challenges existing paradigms or 
clinical practice, addresses an innova-
tive hypothesis or critical barrier in the 
field, [and/or] develops or employs 
novel concepts, approaches, methodolo-
gies, tools, or technologies.”2   A work 
environment that encourages recovery 
demands innovation and requires cre-
ative thinking at all levels of the organi-
zation. 

We recognize that innovation in-
creases risk.  A risk-averse environment 
is not compatible with the values or 
beliefs of a transformed, recovery- and 
resilience- oriented mental health sys-
tem.  Staff in a risk-averse system are 
often anxious that they will be blamed 
if things go wrong and are therefore 
reluctant to take initiative.3   To assure 
an environment where innovation is 
welcomed and expected, the CSB board 
and leadership must support staff and 
continually encourage them to pursue 
innovative treatment options.

Strategy 1.5: Recruit or promote leaders 
who possess competencies required to 
manage evolving service and business 
practices.

As new leaders are chosen, the CSB 
must hire or promote individuals with 
leadership attributes that are consistent 
with the vision of a recovery- and resil-
ience-oriented system.  Inherent in the 
shift to a more business-focused model 
is the need for business management 
skills at all levels of leadership.  Addi-
tional competencies needed to manage 
evolving services and business practices 
include, but are not limited to, change 
and transition management, external 
awareness, strategic planning, and sys-
tems thinking.  While some CSB leaders 
already possess these competencies, 
a consistent skill set is needed among 
leaders across the organization.

Strategy 1.6: Provide ongoing leadership 
development.

To successfully imbed a recovery- 
and resilience-oriented philosophy 
throughout the system, leadership 
development needs to be part of the or-
ganization’s DNA.  We understand that 
the county has invested in a leadership/
management development program 
that focuses on personal competencies 
needed to realize vision-driven, values-
based organizations.  We encourage 
the CSB to take full advantage of this 
program for its organizational leaders 
and to imbed its principles in the work 
culture.  Effective succession planning 
will anticipate upcoming transitions and 
include development and mentoring as 
part of staff members’ evolution into 
leadership roles. 
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Strategy 1.7: Assure a mechanism for 
accountability of leaders. 

Leadership and accountability are 
essential ingredients for sustainable 
change.  Leaders must embrace ac-
countability and establish clear systems 
for checking progress throughout the 
system.  Similarly, there must be a 
mechanism for assessing the effective-
ness of leadership. 

We have learned that the county 
has a 360 evaluation tool available to all 
managers, which involves ratings by 
supervisors, peers, and direct reports, 
as well as by the individual.  The com-
petencies and performance rated in this 
instrument have been aligned with the 
competencies adopted by the county 
for managers.  With the addition of a 
mechanism to receive feedback from 
individuals receiving mental health ser-
vices, this tool would be a valuable asset 
for leadership accountability.

Strategy 1.8: Require and model respect 
in all interactions throughout the system.

In our values for the transformed sys-
tem, we emphasized the need to honor 
the unique preferences, strengths, 
and dignity of each person.  While we 
believe it is critical that respect be dem-
onstrated to all individuals receiving 
services, we also believe that a culture 
of mutual respect among those provid-
ing services is a key element of this 
transformation.

Strategy 1.9: Establish an Office of 
Consumer and Family Affairs with well-
defined responsibilities and a leader 
who reports directly to the CSB Executive 
Director.

Forward-looking states and localities 
across the country have been estab-
lishing Offices of Consumer Affairs 
since the early 1990s.  As of January 
2007, thirty-seven states had estab-
lished these offices, several of which 
subsequently changed their name to 
Office of Consumer and Family Affairs.4   
Because we believe that persons with 
psychiatric disorders and their families 
should be involved in all aspects of CSB 
services, we support efforts already 
under way to establish an Office of 
Consumer and Family Affairs.  This 
office will be a resource to individuals, 
families, and staff in system transforma-
tion, service quality assurance, and the 
leadership and engagement of individu-
als receiving mental health services. 
The leader of this office should be a 
person with lived experience of mental 
illness, as is the case in many states and 
localities. 

We agree with the National Associa-
tion of State Mental Health Program 
Directors that a core element of a 
successful Office of Consumer Affairs 
is that its “establishment, planning, 
and hiring must be supported by and 
involve consumers.”5  We envision that 
this office would seek and encourage a 
healthy advocacy process. 
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Fiscal Management

 THEME

RECoMMEnDATIon 2:  
Maximize and leverage all potential sources of funding for the system 

and for individuals with psychiatric disabilities.

Strategy 2.1: Maximize revenue and reimbursements from Medicaid and other entitle-
ments for individuals receiving mental health services, including Medi-
care, State Children’s Health Insurance Plans (S-CHIP), Comprehensive 
Services Act (CSA), Supplemental Security Income (SSI), and Social Se-
curity Disability Insurance (SSDI) to complement local, state, and federal 
grant/tax dollars.

Strategy 2.2: Deploy Benefits Coordinator positions to mental health service sites in 
order to assist and advocate for individuals seeking benefits.

Strategy 2.3: Seek opportunities for grant funding and assure that the CSB is prepared 
to sustain initiatives originally financed by grants after the grant money is 
depleted.

Strategy 2.4: Explore the establishment of a foundation whose purpose would be to as-
sure an accessible, affordable, and integrated mental health system.
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As the county grows in population 
and complexity, the most advanced 
policies and procedures for increas-
ing revenues must be utilized.  County 
general funds contribute 67% of funding 
for the CSB’s mental health services. 
The Commission recommends that the 
CSB maximize existing federal and state 
safety-net revenue and track progress 
in this area.  After consideration of 
the current financing of the CSB, the 
Commission recommends the following 
financing strategies:

 

Strategy 2.1: Maximize revenue and re-
imbursements from Medicaid and other 
entitlements for individuals receiving 
mental health services, including Medi-
care, State Children’s Health Insurance 
Plans (S-CHIP), Comprehensive Services 
Act (CSA), Supplemental Security Income 
(SSI), and Social Security Disability Insur-
ance (SSDI) to complement local, state, 
and federal grant/tax dollars.  

In Virginia, 50% of adults receiving 
mental health services are enrolled 
in Medicaid; within the Fairfax-Falls 
Church CSB, however, the Medicaid 
enrollment rate is 33%.  We believe that 
the CSB can improve this rate to match, 
and perhaps exceed, the state enroll-
ment rate.

People in need of mental health 
services are considered disabled, and 
some income can be provided to them 
through Social Security Disability Insur-
ance (SSDI) for workers and families 
and/or Supplemental Security Income 

(SSI).  The eligibility process for utiliz-
ing these programs is daunting.  Only 
one out of three claims for SSDI is 
initially approved.1  Sometimes multiple 
appeals are required.  We found through 
our conversations with people that 
those receiving services are perplexed 
and troubled by the plethora of rules, 
which may result in loss of benefits.  In 
order to maximize the independence of 
individuals receiving services, and to as-
sure continuity in provision of income, 
individuals with psychiatric disabilities 
will need enhanced assistance.   

To maximize revenue and reimburse-
ments from SSI and SSDI, the Commis-

sion encour-
ages Fairfax 
County to work 
to increase ac-
cess to benefits 
for its home-
less population.  
It is important 
to reach this 
population 
because 72% of 
homeless in-
dividuals were 
identified in a 
2008 Point in 
Time Survey as 

having serious mental illnesses and/or 
substance abuse disorders, which may 
qualify them for SSI or SSDI.2   A federal 
program, SSI/SSDI Outreach, Access, 
and Recovery (SOAR), may be help-
ful in this endeavor.  This program for 
homeless individuals is supported by 
the Substance Abuse and Mental Health 

Fiscal Management

 THEME

RECoMMEnDATIon 2:
Maximize and leverage all potential sources of funding for the system 

and for individuals with psychiatric disabilities.

in viRginia, 50% 
of adults Receiving 
mental health seR-
vices aRe enRolled 
in medicaid; within 
the faiRfax-falls 
chuRch csb, how-
eveR, the medicaid 
enRollment Rate is 
33%.
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Services Administration (SAMHSA) 
and the Health Resources and Services 
Administration. SOAR helps states and 
communities “develop strategies and 
provide training to caseworkers who 
counsel individuals in preparing accu-
rate and complete SSI or SSDI applica-
tions.”3 

Currently, Comprehensive Services 
Act (CSA) funds support residential 
placements of children and youth with 
serious emotional disturbances.  How-
ever, CSA has been underutilized as a 
financing mechanism for nonresidential 
services such as day treatment, care 
coordination (case management), and 
psychiatric services. 

Maximizing revenue and reimburse-
ments will begin the transformation to a 
more business-focused model of mental 
health care with greater emphasis on 
optimizing available sources of funding. 

Strategy 2.2: Deploy Benefits Coordina-
tor positions to mental health service 
sites in order to assist and advocate for 
individuals seeking benefits.

The need for improved assistance 
for individuals seeking benefits was a 
recurring theme among stakeholders 
during activities we conducted to gather 
input.  Many challenges exist in the 
Virginia benefits administration envi-
ronment for persons with behavioral 
healthcare needs who want to access 
Medicaid benefits and other entitle-
ments including Medicare, SSI and 
SSDI.  Follow-up with, and advocacy for, 
the service recipient until such time as 
the individual is enrolled or disqualified 
is critical. Given the poverty level of 
service recipients (nearly 60% of those 
served have incomes under the federal 

poverty level), eligibility for other feder-
ally sponsored programs such as food 
stamps should also be assessed.  

We believe that deployment of Ben-
efits Coordinators from the Department 
of Family Services to mental health ser-
vice sites will enable more individuals 
to qualify for needed state and federal 
benefits. 

Strategy 2.3: Seek opportunities for 
grant funding and assure that the CSB is 
prepared to sustain initiatives originally 
financed by grants after the grant money 
is depleted. 

Overall, we believe that grants offer 
opportunity to enhance mental health 
services and supports; however, careful 
analysis is needed before initiating an 
application to determine if sustainability 
of an initiative would be an issue after 
the term of the grant.  We recommend 
a strategic approach in seeking grant 
funding, to include adequate planning 
in order to assure the CSB’s readiness 
to take on and sustain the work.  Cur-
rently, the CSB has a number of federal 
and state grants that are subject to 
renewal or reconsideration.  CSB lead-
ers acknowledge that the system has 
been challenged in knowing whether to 
bypass grant opportunities when grant 
expiration would result in service reduc-
tion.

Strategy 2.4: Explore the establishment 
of a foundation whose purpose would be 
to assure an accessible, affordable, and 
integrated mental health system.

A robust system of mental health 
care requires the collaboration of 
public, private, and nonprofit service 
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providers and the utilization of all fund-
ing streams.  Private philanthropic dona-
tions are an important aspect of overall 
funding, and we believe the establish-
ment of a foundation is one way to maxi-
mize philanthropy for this population. 

Virginia Code would allow Fairfax 
County to establish and operate a foun-
dation as a regional entity.  The purpose 
of establishing an outside foundation 
is to receive private contributions for 
which only 501(c)(3) entities are eli-
gible (monies for which Fairfax County 
government organizations, including 
the CSB, are not eligible).  The founda-
tion would function as a repository for 
funds, increase opportunities for work-
ing with other foundations such as the 

Greater Washington Council on Founda-
tions, and work to develop public and 
private partnerships and resources that 
will promote and assure an accessible, 
affordable, and integrated mental health 
system for Fairfax-Falls Church area 
residents. 

We understand that there are similar 
nonprofit charitable organizations 
such as CareFaxLTC (long-term care) 
and Fairfax Futures (early childhood 
education) with strong commitments 
to targeted county populations.   We 
believe creation of a foundation would 
help facilitate support from the county’s 
large and diversified business commu-
nity. 
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prevention and Early  Intervention

 THEME

RECoMMEnDATIon 3:
Increase prevention and early intervention ef for ts for children, 

youth, and adults in order to decrease the need for mental health ser-
vices.

Strategy 3.1: Organize and deliver education and public awareness activities and cam-
paigns about mental health and wellness.  Actively publicize information 
about public mental health services and supports to the community.

Strategy 3.2: Assure that prevention is a fundamental responsibility of every provider in 
the system.

Strategy 3.3: Integrate more fully with Fairfax County Public Schools to support the 
mental health of children and youth.

Strategy 3.4: Expand early intervention practices to prevent the need for crisis and 
emergency care, and to mitigate further progression of the illness.
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We have included prevention and 
early intervention in our values because 
we believe that early identification, 
early intervention, and maintenance of 
wellness build protection and resilience, 
and enhance the likelihood of positive 
outcomes for all individuals with, or at 
risk for, mental illness.  This belief is 
based on our collective understanding 
that a system that supplies prevention, 
early identification, and early interven-
tion services will minimize demand for 
more expensive emergency and crisis 
services.  Growing awareness of the 
mental health benefits of prevention 
and early identification is evidenced in 
services provided by public and private 
organizations across the country.  

Strategy 3.1: Organize and deliver edu-
cation and public awareness activities 
and campaigns about mental health and 
wellness.  Actively publicize information 
about public mental health services and 
supports to the community.

Education efforts are necessary to 
increase public awareness of mental 
health and wellness, which in turn will 
reduce the stigma surrounding mental 
illness and promote the positive effects 
of prevention practices and early inter-
vention.  The Commission believes that 
the CSB and its system partners have 
a responsibility to provide education 
about mental health issues, thus raising 
the public’s awareness.  Information 
about mental health, wellness, resil-
ience, and recovery should be easily 

accessible so that all residents of the 
Fairfax-Falls Church community can 
benefit by knowing more about these 
issues.

Education efforts should include 
outreach and publicity to inform the 
public about mental health services and 
supports.  Access to such information 
was a theme in our stakeholder input-
gathering activities.  We believe that the 
CSB’s publicizing of its mental health 
services could be more effective.  The 
CSB has begun to address this by hiring 
a new Communications Director. 

Strategy 3.2: Assure that prevention 
is a fundamental responsibility of every 
provider in the system.

We have learned that prevention 
programming for youth includes, but is 
not limited to:

• Al’s Pals: A resiliency-based preven-
tion curriculum and teacher training 
program that develops personal, social, 
and emotional skills in children ages 3 
to 8.

• Girl Power: A nationally recognized 
program developed by the CSB for girls 
ages 9 to 13 that teaches mental health 
promotion through skill-building groups 
and activities, community service proj-
ects, and other activities.

• Leadership and Resiliency: A nation-
ally recognized licensed model program 
developed by the CSB for 14- to 18-year-
old high school students that enhances 

prevention and Early  Intervention

 THEME

RECoMMEnDATIon 3:
Increase prevention and early intervention ef for ts for children, 

youth, and adults in order to decrease the need for mental health ser-
vices.
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resilience by teaching about goal-set-
ting, healthy relationships, and coping 
strategies, while preventing involvement 
in substance use and violence.

• Signs of Suicide (SOS): A program 
that teaches high-school-age youth how 
to identify symptoms of depression, 
self-injury, and possible suicide in them-
selves or their friends, and to respond 
effectively by seeking help from a 
trusted adult.

We applaud these prevention and 
early intervention efforts, which focus 
on children and youth;  however, pre-
vention and early intervention should 
include adults as well. We believe that 
all mental health services must be built 
around the premise that prevention is 
a fundamental function of the system. 
This will require the CSB to integrate 
a prevention philosophy throughout its 
system of services and supports and to 
develop and train its workforce accord-
ingly.  

Strategy 3.3: Integrate more fully with 
Fairfax County Public Schools to support 
the mental health of children and youth. 

With a nationally estimated “20% of 
children having a mental health disor-
der and 1 in 10 youth having a serious 
mental health problem that is severe 
enough to impair how they function 
at home, school, or in the community, 
there is tremendous need to target ser-
vices effectively and efficiently for youth 
and their families.”1   The need may be 
even greater in Fairfax County:  In its 
2005 Youth Survey, 32.3% of students 
reported that in the previous twelve 
months they had experienced extended 
periods of sadness or hopelessness 
every day for weeks at a time, which 

had prohibited them from performing 
their usual activities.  Additionally, 12.9% 
of students indicated that they had seri-
ously considered suicide in the previous  
twelve months, and 3.4% reported that 
they had actually attempted suicide.2  

Since “the majority of children at-
tend school…, schools are one of the 
best locations in the community to 
reach young children, youth, and their 
families” – making the schools essential 
partners with the mental health sys-
tem.3  The Commission, supported by 
comments from stakeholders, envisions 
stronger integration with the school 
system, where the school system, as 
part of an individual’s natural commu-
nity, shares in responsibility for mental 
health care.  

CSB’s Infancy and Early Childhood 
program partners with Fairfax County 
Public Schools (FCPS) to offer compre-
hensive mental health services to young 
children (birth through six years) 
and their parents in seven preschools 
throughout the county.  A therapist 
goes to the schools to identify and serve 
young children with behavioral, emo-
tional, and/or developmental problems 
that affect their daily functioning at 
home or school.  Additionally, the CSB 
partners with the school system to offer 
Student Assistance Programs, a compre-
hensive model for the delivery of pre-
vention, early intervention and support 
services, primarily for high-school-aged 
youth.  Student assistance services are 
designed to reduce student risk factors, 
promote protective factors, increase as-
set development, and create a bridge to 
needed services.  

Optimized integration with the 
school system would include the provi-
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sion of mental health services in the 
schools; strengthen the overall supports 
available to children, youth, and their 
families; and increase the likelihood of 
families caring for their children and 
youth at home.

Strategy 3.4: Expand early intervention 
practices to prevent the need for crisis 
and emergency care, and to mitigate 
further progression of the illness. 

 By making information on mental 
health more readily available to those 
in the community – specifically through 
awareness activities, more prevalent 
prevention initiatives through provid-
ers, and stronger collaboration with the 
school system – mental health issues 
can be addressed before a crisis arises 
and emergency care is needed.  Fur-
thermore, we have learned from the 
consumer movement that individuals 

can and have developed early interven-
tion strategies that help them avoid cri-
sis services and hospitalization.  These 
strategies include Wellness Recovery 
Action Planning (WRAP), psychiatric 
advance directives, and a community of 
support. Practitioners who are sensi-
tive to strategies that prevent crisis can 
facilitate such planning for people as a 
standard component of care. 

Overall, the Commission believes 
that prevention and early intervention 
activities in the community as well as 
the development of individual plans for 
relapse prevention are fundamental to 
mitigating the progression of mental 
illness to a point of crisis. 

optimized integRation with the school system would include the pRovision 
of mental health seRvices in the schools; stRengthen the oveRall 
suppoRts available to childRen, youth, and theiR families; and incRease 
the likelihood of families caRing foR theiR childRen and youth at home.
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►SERvICES AnD SuppoRTS, nExT pAgE
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Services and Supports

 THEME

RECoMMEnDATIon 4:
Build a service delivery system that, in its entirety, supports recovery 

and resilience.

ACCESS

Strategy 4.1: Assure that all who seek access to the mental health system secure either 
access to public mental health services and supports or linkage to private 
or nonprofit mental health services and supports. Build a robust network 
of care with practices that ensure cross-system accountability for referral 
connections.

PERSON-CENTERED CARE

Strategy 4.2: Ensure integration of person-centered practices and processes in working 
with individuals with psychiatric disabilities.

CARE COORDINATION 

Strategy 4.3 Make care coordination (case management) a centerpiece of the mental 
health service delivery design.  Utilize a strengths-based model for deliver-
ing care coordination.

Strategy 4.4: Build continuity of care into the model for delivering care coordination.

CARE IN THE COMMUNITY 

Strategy 4.5: Implement a policy that completes the shift from office to community-based 
provision of care. Care in the community would include, but not be limited 
to, care coordination (case management) and emergency mental health 
services.

Strategy 4.6: Enable persons to be served in their natural communities by assisting staff 
in transportation needs.

Strategy 4.7: Increase support to families of children, youth, and adults with psychiatric 
disabilities as part of the shift to care in the community.
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PEER INVOLVEMENT 

Strategy 4.8: Assure that peer services and supports permeate the mental health system.

Strategy 4.9: Invest in and enhance peer-run drop-in centers.

INTEGRATED TREATMENT 

Strategy 4.10: Continue efforts to integrate mental health and substance abuse assess-
ment and treatment for individuals with co-occurring disorders.

Strategy 4.11: Support and expand existing examples of cross-system collaboration that 
emphasize treatment in lieu of or in addition to incarceration.

RECoMMEnDATIon 5:
Assure safe, af fordable, and stable housing for persons with 

psychiatric disabilities.

HOUSING

Strategy 5.1: Support the Housing First model and efforts to maximize housing as out-
lined in the county’s Ten-Year Plan to End Homelessness.

Strategy 5.2: Engage individuals receiving services, families of individuals receiving ser-
vices, and national and local nonprofit organizations in expanding housing 
options with accompanying support services.

Strategy 5.2: Create a housing development fund to support housing for persons with 
psychiatric disabilities.

Strategy 5.4: Explore existing systemic challenges between housing and mental health 
services in order to optimize collaboration for the benefit of persons with 
psychiatric disabilities.
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RECoMMEnDATIon 6:
Expand employment and education support for persons with psychiat-

ric disabilities.

EMPLOYMENT 

Strategy 6.1: Implement employment services, consistent with the principles of evidence-
based supported or individualized employment.

Strategy 6.2: Identify an employment liaison to facilitate collaboration at the system level 
in order to reduce barriers that hinder employment and expand opportuni-
ties that promote employment.

Strategy 6.3: Access the federal funding for Ticket to Work by creating an employment 
network.

EDUCATION 

Strategy 6.4: Strengthen connections with local educational institutions in order to sup-
port adults wishing to further their education.

RECoMMEnDATIon 7:
Facilitate connection with primary health care for all persons with psy-

chiatric disabilities.

PRIMARY HEALTH CARE 

Strategy 7.1: Support and expand the existing examples of cross-system collaboration 
between primary and behavioral healthcare providers.

Strategy 7.2: Explore modification of the affordable healthcare system to a Federally 
Qualified Health Center Look-Alike to strengthen the interface between 
primary and mental health care.

Strategy 7.3: Explore the possibility of a locally developed group health insurance plan.
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Services and Supports
 THEME

RECoMMEnDATIon 4:
Build a service delivery system that, in its entirety, supports recov-

ery and resilience.

“Recovery is an ‘everybody wins’ 
scenario.”1   In a recovery- and resil-
ience-oriented system, individuals re-
ceiving mental health services “rebuild 
meaningful lives while decreasing their 
dependence on the system…. Rather 
than creating long-term users of a sys-
tem…individuals will receive services 
that will enable them to recover and 
decrease their dependence on the sys-
tem.”2   “Long-term follow-up research 
that tracks people with serious mental 
illnesses for 30 years or more shows 
that large numbers of individuals over-
come their disabilities and recover.”3 

The way in which services are 
provided to individuals receiving mental 
health services is fundamental to creat-
ing and maintaining a recovery- and 
resilience-oriented system of care.  The 
Commission believes that ensuring ac-
cess to care, person-centered care, care 
coordination (case management), conti-
nuity of care, the use of peers through-
out the system, and shifting care into 
the community are essential design 
practices of a transformed system.  
These design concepts are intended to 
be equally applicable to adults as they 
are to children and youth.  As indicated 
in our vision statement, we envision a 
future when everyone, at any stage of 
life (from infants and children to aging 
adults), will have access to effective 
services and supports.  

While this report does not address  
treatment and medication options, we 
believe that choices among alternatives 
should be based on research with dem-
onstrated effectiveness.  For example, 
Dialectical Behavioral Therapy (DBT) is 

an evidenced-based practice with dem-
onstrated improvement in outcomes 
that is currently provided by the CSB.  
We were pleased with survey results for 
the items “Staff give me complete infor-
mation in words I understand before I 
consent to treatment and medication” 
and “Staff (do not) lack up-to-date 
knowledge on the most effective treat-
ments,” both of which were among 
the top 10 positive responses for 
individuals receiving services (Appen-
dix C: Survey Summary, p. 32).  It also 
should be noted that the survey item 
“The doctor worked with me to get on 
medications that were most helpful 
for me” was among the top 5 positive 
responses from individuals receiving 
services (Appendix C: Survey Sum-
mary, p. 26). 

ACCESS

Strategy 4.1: Assure that all who seek 
access to the mental health system 
secure either access to public mental 
health services and supports or linkage 
to private or nonprofit mental health 
services and supports. Build a robust 
network of care with practices that 
ensure cross-system accountability for 
referral connections.

 “The public mental health system 
serves as a safety net for people who are 
poor, uninsured, or for those whose pri-
vate insurance benefits run out during 
their illness.  The public system ensures 
that mental health treatment is available 
for those in need, enabling individuals 
to return to their communities and lead 

RecoveRy is an 
‘eveRybody wins’ 
scenaRio....RatheR 
than cReating 
long-teRm useRs 
of the system, 
individuals will 
Receive seRvices 
that will enable 
them to RecoveR 
and decRease 
theiR dependence 
on the system.
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more productive lives.”4   In addition 
to serving those in the safety net, we 
believe that the public system has an 
obligation to assure either access to 
public mental health services and sup-
ports or linkage to private or nonprofit 
mental health services and supports.  In 
a transformed system, every resident 
of the Fairfax-Falls Church area would 
have a path into the public mental 
health system or a referral to a non-
profit or private provider in the care 
network.  This belief is based on our 
philosophy for the system that mental 
health is a shared community respon-
sibility. 

Public mental health care cur-
rently provided by the CSB includes 
an extensive array of services and 
supports.  For example, some individu-
als have brief access to public care 
(e.g., relatively short-term supportive 
counseling, participation in a psycho-
educational group).  Others may have 
longer-term access to public care (e.g., 
intensive care coordination or case 
management, medication manage-
ment).

The primary “front door” for non-
emergent adult callers entering the 
mental health CSB system is through 

the Access Unit.  This unit was estab-
lished in 2006 in response to unac-
ceptably long waits for an assessment 
appointment.  Other portals of entry 
for adults include, but are not limited 
to, Emergency Services, Crisis Care, 
Homeless Outreach, Hospital Dis-
charge, and Day Treatment.  Children, 
youth, and their families in need of ser-
vices are screened at first contact and 
given an assessment appointment or 
referred to other appropriate services 
or agencies.  Other portals of entry for 
children, youth, and their families in-
clude, but are not limited to, Emergency 

Services, Adolescent Day Treatment, 
Youth & Family Residential Services, 
Psychiatric Inpatient units, Juvenile and 
Domestic Relations District Court, Com-
prehensive Services Act, Fairfax County 
Public Schools, and the Department 
of Family Services.  Emergent callers 
are referred for immediate attention to 
Emergency Services.  

As illustrated in Figure 1 on the next 
page, 91% of adults are scheduled for an 
assessment in the Access Unit within 
ten business days of initial contact, and 
the average wait for adults from initial 
contact to assessment appointment in 
the Access Unit is six business days.  As 
illustrated in Figure 2, the average wait 
for children, youth, and their families 
from initial contact to assessment 
(intake) appointment is fourteen busi-
ness days; 41% are scheduled within ten 
business days, and 17% within five busi-
ness days. CSB staff indicated that wait 
time for families of children and youth 
is negatively affected by staff vacancies 
and availability of Spanish-speaking 
staff.  

We understand that the standard wait 
within the behavioral health industry 
(i.e., managed behavioral healthcare 
organizations) for routine access to 
services is within ten business days.5   
The CSB may strive to comply with the 
industry standard (for routine access 
within ten business days), and this may 
be a realistic target for the system at 
this time.  However, we believe the CSB 
should ultimately set its target based on 
benchmarked targets of high-
performing public behavioral healthcare 
systems and an assessment of the needs 
of adults, children, youth, and their 
families in the Fairfax-Falls Church 
area.  Whatever the chosen target, we 
believe that analysis of the process for 
accessing services and supports may 

in a tRansfoRmed 
system, eveRy 
Resident of the 
faiRfax-falls 
chuRch aRea 
would have a path 
into the public 
mental health sys-
tem oR a RefeRRal 
to a nonpRofit oR 
pRivate pRovideR in 
the caRe netwoRk.
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CHILDREN, YOUTH AND THEIR FAMILIES

Other
59%

10 Days
6%

9 Days
0%

8 Days
4%

7 Days
6%

6 Days
8%

5 Days
7%

4 Days
1%

3 Days
4%

2 Days
4%

1 Day
1%

Number of individuals: 200
Scheduled within 5 business days of request: 17%
Scheduled within 10 business days of request: 41%
Average wait: 14 business days

7 Days
8%

8 Days
8%

9 Days
5%

10 Days
4%

Other
9%

1 Day
2%

2 Days
13%

3 Days
15%

4 Days
16%

5 Days
10%

6 Days
10%

16-30 Days
3%

Over 30 Days
8%

11-15 Days
6%

Business Days Between Initial Contact and Assessment Appointment
4/1/08 to 6/30/08 (90-day period)

ADULTS

Number of individuals: 454
Scheduled within 10 business days of request: 91%
Average wait: 6 business days

FIGURE 1

16-30 Days
37%

11-15 Days
16%

Over 30 Days
6%

FIGURE 2
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identify steps that could be altered or 
eliminated.  

The CSB estimates that approximate-
ly half of adults who enter the system 
complete public care because their 
needs are met through time-
limited services and supports or they 
are referred to other community re-
sources; the remaining 50% transition 
deeper into the system of public care. 
Children, youth, and their families have 
fewer eligibility constraints to access 
deeper end services. 

As of September 1, 2008, the wait 
from assessment appointment to receipt 
of deeper end services varies by service 
type and level of care, as outlined above.  
Individuals with emergent needs can 
receive immediate attention through 
Emergency Services.

The need for improved access to 
service was a theme among stakehold-
ers, which we believe reflects perceived 
challenges to accessing services.  Based 

on our review of wait times, we would 
encourage analyses of processes associ-
ated with initial contact with the system 
as well as with accessing more intensive 
services.  Emphasis on measurement to 
include regular monitoring of the met-
rics associated with access will be criti-
cal in assuring sustained improvement 
in accessing mental health services.    

The “back door” for adults to exit 
the system is utilized less often than 
the front door.  This is because many 
adults require ongoing psychotropic 
medication and/or experience complex 
disorders and, even in the context of 
improvement, may continue contact 
with case managers or psychiatrists/
nurse practitioners.  The “back door” for 
youth to exit the system is utilized by 
youth who have benefited by care coor-
dination (case management), supportive 
counseling, and psychotherapy.  As with 
adults, however, a significant percent-
age of youth receiving medication ser-
vices remain in the system.  Currently, 

SERvICE

Outpatient and
Case Management

Day Treatment

Crisis Care

Psychiatrist or 
Nurse Practitioner

Residential

ADULT WAIT TIME

1-3 weeks or within 1 week of hospi-
tal discharge

4-8 weeks (routine) or within 
1 week (urgent)

3 days or less for hospital diversion 
or 7 days or less for hospital step-
down

1-4 weeks for initial appointment or 
within 1 week of hospital discharge

Varies by setting and preference: 
range is 9 months to multiple years

YoUTH WAIT TIME

0-12 weeks, depending on site, pro-
gram and staff vacancies

No wait

No wait

4 weeks for initial appointment

Varies depending on setting and prefer-
ence

(Youth needing other residential place-
ments wait depending on availability of 
nonmandated funds)
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62% of youth receive medication. 

To promote mental health and well-
ness in the community, we believe that 
any Fairfax-Falls Church area resident 
seeking care, regardless of insurance 
or ability to pay, should have access to 
time-limited public care or a referral/as-
sessment for connection to nonprofit 
or private mental health services and 
supports.

Those served longer term by the 
CSB would include adults, children, and 
youth:

►Who are uninsured or underin-
sured or are unable to pay and are:

• Experiencing psychiatric crisis.

• Experiencing a serious mental illness 
(adults), a serious emotional distur-
bance (up to 18 years of age), or are at 
risk of developing a serious emotional 
disturbance (birth to age 7).

• Experiencing a serious mental ill-
ness with a concomitant substance use 
disorder.

• Functioning poorly in the community 
as a result of mental health symptoms 
and in need of a specific service or a 
constellation of services provided by the 
CSB and otherwise not available. 

►Who, regardless of insurance and 
ability to pay, are:

• Found to be in need of public mental 
health services and supports to prevent 
further decompensation and/or reliance 
on the public system. 

In accordance with our value of 
person-centered care, the duration of 
longer-term service and supports would 
be dependent on the individual’s needs 

and preferences.

The Commission believes that the 
capacity of the public system would be 
enhanced through a robust network 
of care that brings together public, 
private and nonprofit providers, insur-
ers, employers, and people in recovery 
to address the needs of the community.  
An optimized network of care would 
potentially increase both contractual 
relationships with private practices and 
capacity in the nonprofit community.  
Additionally, as the CSB forges stronger 
relationships with insurance companies, 
there may be potential for increased 
insurance collections by the CSB.  The 
CSB currently has the ability to serve 
persons with private insurance (through 
participation on many insurance pan-
els); however, the number of individuals 
receiving services who have private 
insurance represents a low percentage 
of the total served.

The unique capacities of the public 
system (such as emergency coverage 
and service, care coordination or case 
management services, and skill in as-
sisting people with severe psychiatric 
disabilities) are a major asset to the 
community.  The CSB must educate 
others in the network as to its unique 
capacity to serve.  Similarly, the private 
and nonprofit entities in the care net-
work enrich the community with assets 
that could be better understood by all 
network partners. 

Building a robust network would re-
quire the development of more focused 
business policies and practices, with 
built-in accountability and follow-up as 
essential components of the process. 
Partners in the network would not only 
be responsible for making referrals but 
also for ensuring that connections in 
the care process are secured.  Business 
practices regarding referrals between 

building a Robust 
netwoRk would 
RequiRe the devel-
opment of moRe 
focused business 
policies and pRac-
tices, with built-in 
accountability 
and follow-up as 
essential com-
ponents of the 
pRocess. 
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primary healthcare providers may serve 
as examples for enhancing accountabil-
ity among system partners.

 Our recommendation to increase 
collaboration and accountability would 
not be complete without some assur-
ance of system incentives to accomplish 
the transformation.  We hypothesize 
that a robust network of care would 
enhance cross-system access to ser-
vices and supports and would increase 
opportunities for cross-system referrals 
(i.e., referrals between public, private, 
and nonprofit providers).  As an initial 
step in building this network, we recom-
mend that a detailed market analysis 
be conducted in order to map network 
assets, identify barriers to access (e.g., 
the practice of requiring full payment at 
time of service), identify incentives for 
shared accountability and collaboration, 
and evaluate current system capacity 
against projected need.

PERSON-CENTERED CARE

Strategy 4.2: Ensure integration of 
person-centered practices and processes 
in working with individuals with psychiat-
ric disabilities.

“The ideas of recovery, wellness, and 
resiliency embody a functional model 
of what it means to be person-centered; 
they simultaneously address both 
process and outcome.  The creation and 
implementation of an individual plan are 
the points at which these values should 
be most evident in practice…. Plan-
ning is the foundation upon which the 
provision of person-centered services is 
built.”6 

The primary focus of recovery- and 
resilience-oriented care is to offer 

people with psychiatric disabilities a 
range of effective interventions from 
which they construct a personal plan by 
choosing the services and supports that 
they believe will be most useful in their 
recovery journey.7  “[The plan] needs to 
include personally defined goals along 
with realistic objectives that address 
relevant and immediate barriers and im-
pediments…. The plan must be cultur-
ally relevant and outcome-oriented.”8  

CSB leaders have indicated that indi-
viduals receiving services are involved 
in the development, monitoring, and 
changing of their treatment plans.  Sur-
vey item ratings confirm involvement, 
with 69% responding positively (i.e., 
“Almost Always/Always” and “Often”) 
to “Staff see me as an equal partner 
in my treatment program,” and 58% 
responding positively to “My treatment 
plan goals are stated in my own words” 
(Appendix C: Survey Summary, p. 21).  
CSB should be commended for these 
results.  By way of comparison, in an 
ongoing Yale study on people’s involve-
ment in the development of their own 
plan, 24% of participants report never 
having a treatment plan. Of those who 
had experienced a treatment plan, half 
felt involved only “a little” or “not at all.” 
Only 21% report being “very much” 
involved.9  

The maintenance of person-centered 
practices in the CSB will be evidenced 
by ongoing measurement of involve-
ment in treatment plans.

CARE COORDINATION

Strategy 4.3: Make care coordination 
(case management) a centerpiece of the 
mental health service delivery design.  
Utilize a strengths-based model for deliv-
ering care coordination.
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As a Commission, we believe that 
care coordination is foundational to the 
design of a mental health system.  For 
the purpose of this report, care coordi-
nation or case management is defined 
as the process of assisting those with 
mental health disabilities in identifying, 
securing, and sustaining the environ-
mental and personal resources needed 
to live, work, and recreate as part of the 
larger community.10   Example resourc-
es include housing, primary health care, 
and employment.

Strengths-based care coordination 
(case management) “was developed on 
the central premise that persons with 
mental health disabilities can engage 
in recovery and develop their full 
potential when given the opportunity 
to garner the necessary material and 
emotional supports needed to achieve 
their goals…. This model focuses on 
strengths or assets, rather than the 
deficits or problems, of the person with 
a psychiatric disability and utilizes an 
individual’s natural community supports 
to facilitate community integration.”11    

Our recommendation to build mental 
health care around care coordination 
will necessitate an examination of work-
force resources.  As public entities in 
Virginia and across the nation are find-
ing, the path to transformation requires 
changes to the mix of care coordina-
tion, peer support, and psychiatric and 
psychotherapeutic resources.

Strategy 4.4: Build continuity of care 
into the model for delivering care coordi-
nation. 

Continuity of care is a fundamental 
requirement of the model for providing 
care coordination.  Continuity is how 
the individual experiences the integra-
tion of services and coordination of 

care.  “It is the degree to which a series 
of discrete care events is experienced as 
coherent and connected and consistent 
with the individual’s needs, values and 
personal context.”12  The Commission 
envisions processes that make the re-
ceipt of services and supports as seam-
less as possible for individuals seeking 
mental health care.  Continuity of care 
will be evidenced in processes that limit 
transfers of service recipients from one 
provider to another. 

Comments received through the 
survey process, as well as during the 
stakeholder input sessions, suggest 
that individuals receiving services 
would like to see improvements in the 
transitioning of individuals to a new 
therapist, in the follow-up process after 
individuals leave hospitalization, and in 
the transferring of individuals between 
programs (Appendix C: Survey Sum-
mary, pp. 37, 39 & 41). 

CARE IN THE COMMUNITY

Strategy 4.5: Implement a policy that 
completes the shift from office to com-
munity-based provision of care.  Care in 
the community would include, but not 
be limited to, care coordination (case 
management) and emergency mental 
health services.

 “Due to the stigma that continues 
to accrue to mental illness in popular 
culture, the lack of education or informa-
tion provided to the lay public regarding 
psychiatric disorders, and the denial 
and disbelief that accompanies the onset 
of many serious illnesses, people often 
struggle with serious mental illness for 
many years before coming to under-
stand that what they are struggling with 
is a psychiatric disorder.  It then may be 
another prolonged period before they 
can muster the courage and trust to 

we believe that 
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accept their need for treatment and sup-
port.  As a result, community-based prac-
titioners cannot assume that people will 
come to them of their own volition.”13 

Providing mental health services 
and supports in an individual’s natural 
community setting, as opposed to the 
provider’s office, involves a paradigm 
shift. Mental health providers must shift 
the locus of their efforts to offer practi-
cal assistance in the community envi-
ronments in which individuals receiving 
mental health services live, work, learn, 
and play.  In order to effectively address 
basic needs for housing, food, work, 
and connection with the community, 
providers must be willing to go where 
the action is (i.e., they must get out of 
their offices and into the community).14   
With this shift, services and care coordi-
nation would be less scheduled in an of-
fice-based setting, and more as needed 
in the home, at work, and in the school 
setting.  The shift to care in the com-
munity would ultimately be evidenced 
in processes, skills, and technology that 
support working in the community. 

An existing example of care in the 
community is the CSB’s Mobile Crisis 
Unit, which provides emergency care 
for individuals experiencing psychiat-
ric disorders.  Emergency care that is 
mobile (provided in the community) can 
reduce the involvement of law enforce-
ment and prevent re-traumatization and 
hospitalization of persons with mental 
illness.  It is our understanding that the 
CSB is making the shift toward care in 
the community for adult and youth out-
patient and care coordination services. 
To facilitate completion of this shift for 

these services and to expand mobility of 
emergency services, we believe a policy 
about care in the community must be 
clearly and broadly articulated.

Strategy 4.6: Enable persons to be 
served in their natural communities by 
assisting staff in transportation needs.

Care coordination (case manage-
ment) is the core of an improved system 
of mental health care in the Fairfax-Falls 
Church area.  The objective of recovery 
requires that persons are served in 
their natural communities, assisted in 
developing daily life strategies, and sup-
ported prior to a crisis.  Both emergen-
cy and care coordination staffs need the 
capacity to be mobile and responsive.

Ideally, the CSB would have a fleet 
of vehicles with take-home privileges 
for those staff whose need for mobility 
is clear.   As an alternative, the county 
could consider utilizing staff personal 
vehicles with mileage reimbursement. 
Issues such as insurance, mileage, 
and transportation of individuals with 
psychiatric disabilities would have to be 
addressed from a policy perspective by 
the county.  The Commission recom-
mends that transportation assistance for 
staff in providing care in the community 
be studied systemically as part of the 
budget planning process.

Strategy 4.7: Increase support to fami-
lies of children, youth, and adults with 
psychiatric disabilities as part of the shift 
to care in the community.

At least 75% of persons with psychi-
atric disabilities have some variety of on-
going interaction with their families, and 
between 30% and 65% of persons with 
a psychiatric disability are estimated 
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to live with their families. Regardless 
of whether an individual lives with his 
or her family, the family often provides 
some support or assistance.15 

Natural supports may be diminished 
for families of children with psychiatric 
disorders due to stigma, embarrass-
ment, or the lack of time and energy on 
the part of the caregivers to seek help 
from others.  Many “parents report that 
limited social support decreases their 
quality of life” and that they feel “less 
competent, more depressed, worried, 
and tired, and have more problems with 
spouses and other family relationships 
than other parents [do].”16  In order 
to care for their children at home and 
within the child’s natural community, 
families may need support.

Family members desire information 
about an individual’s psychiatric dis-
ability (specifically, information about 
diagnosis, prognosis, and treatment), 
as well as skills to cope with the illness, 
and resources about support options 
available to help them deal with the 
stresses and strains they might encoun-
ter.  Many families report a lack of un-
derstanding from mental health practi-
tioners about the care-giving experience 
and the kinds of burdens experienced 
by the family.17 

The need for increased family sup-
port was a theme among stakeholders.  
As an illustration, approximately 30% 
of family members responded “Never/
Rarely” to a survey item asking if they 
get the education or supports they 
need to be helpful (Appendix C: Survey 
Summary, p. 27).   The CSB currently 
conducts some support groups for fami-
lies of children, adolescents, and adults 
served by the CSB.  Additionally, the 
CSB refers families to support groups 
conducted by community partners in-
cluding the National Alliance on Mental 

Illness - Northern Virginia Family to 
Family Education Groups.

The Commission recommends an in-
crease in family support consistent with 
the shift to care in the community.

PEER INVOLVEMENT

Strategy 4.8: Assure that peer services 
and supports permeate the mental 
health system.

 “Peer” refers to an individual who 
publicly acknowledges that he/she has 
a mental illness and has used or is using 
mental health services.  “Peer services 
and supports are, by their very nature, 
recovery oriented, as these services and 
supports engender empowerment and 
are based on the principles of self-deter-
mination.”18   Peers can boost perfor-
mance and outcomes as they: 

• Reach out and engage people reluc-
tant to use behavioral health services.

• Work alongside professional staff to 
provide evidence to service providers 
that people can and do recover.

• Free up professional staff to do other 
tasks that can be done only by profes-
sionals because of licensing issues and 
regulations.

• Add their first-person knowledge and 
stories of recovery to the service mix.19 

 The need for peer support was a 
recurring theme across our stakeholder 
input activities.  The CSB has begun to 
hire peers as support in several areas 
including Emergency Services, Crisis 
Care at Woodburn Place, the Program 
of Assertive Community Treatment 
(PACT) Team, and the Pharmacy As-
sistance Program.  Responses to the sur-
vey item “There was a consumer peer 
advocate to turn to when I needed one” 
suggest the need to accelerate progress 
in utilization of peers.  When compared 
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with all 42 survey items, this item was 
among the top six negatively rated items 
for all stakeholder groups served (Ap-
pendix C: Survey Summary, p. 33).

We believe the system will have 
achieved significant progress towards a 
recovery- and resilience-oriented system 
when peers are present in every part of 
the organization.  The Commission envi-
sions the use of peers as support: at the 
point of access, in emergency and crisis 
situations, for care coordination (case 
management), in jails and hospitals, for 
those transitioning back to the commu-
nity after hospitalization, and to families 
of children and youth.

Strategy 4.9: Invest in and enhance 
peer-run drop-in centers.

Peer-operated services are planned, 
delivered, and evaluated by persons 
who have experienced, or are experi-
encing, psychiatric disorders.  These 
services enable those with lived experi-
ence to share their stories with others 
and use their own experience to offer 
guidance, support, and assistance to 
others.  Peer-operated services are pro-
vided within a formal organization that 
“conforms to peer values of freedom 
of choice and peer control.”20   These 
services are especially valuable in the 
community as they tend to attract peers 
from ethnic minority groups,21  dually 
diagnosed individuals,22  and peers who 
are hesitant to utilize the formal mental 
health system.23 

Drop-in centers are an example of 
peer-run or peer-operated services, 
where individuals with mental illness 
plan, operate, administer, deliver, and 
evaluate the services.  Individuals with 

psychiatric disabilities worked with the 
CSB and established three drop-in cen-
ters.  Our survey results indicated that 
the system is promoting use of these 
centers.  All three categories of respon-
dents gave mostly favorable responses 
to the item “I am encouraged to use 
consumer-run programs.”  To state this 
finding more specifically: 77% of recipi-
ents of services, 86% of service provid-
ers, and 54% of family members agreed 
or strongly agreed with this statement 
(Appendix C: Survey Summary, p.13).

INTEGRATED TREATMENT

Strategy 4.10: Continue efforts to 
integrate mental health and substance 
abuse assessment and treatment for 
individuals with co-occurring disorders.

“Numerous studies of substance 
abuse and mental health treatment 
populations and two major studies of the 
general population document significant 
rates of co-occurrence of substance use 
with certain other mental disorders.”24  

A significant effort is under way 
in CSB to build co-occurring capable 
programs able to treat co-occurring sub-
stance abuse and mental health disor-
ders and to establish a “no wrong door” 
policy for these individuals.  As a pilot in 
the Virginia Service Integration Pro-
gram, aimed at integrating and improv-
ing mental health and substance abuse 
assessment and treatment, the CSB 
completed an exhaustive system survey 
with the Compass instrument that 
provided data about practice and policy 
changes to better serve individuals with 
these needs.  All of these results are 
being addressed.  The CSB organized 
staff change agents to work collectively 
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around systemic changes, to engage 
individuals receiving services and their 
families for guidance and input, and 
to improve the care provided by their 
teams.  The goal is to ensure dual diag-
nosis capable services throughout the 
system.  The Commission supports and 
recommends continuation of this effort.

Strategy 4.11: Support and expand ex-
isting examples of cross-system collabo-
ration that emphasize treatment in lieu 
of or in addition to incarceration.

“People with mental illness are falling 
through the cracks of this country’s 
social safety net and are landing in the 
criminal justice system at an alarming 
rate. Each year, ten million people are 
booked into U.S. jails; studies indicate 
that rates of serious mental illness 
among these individuals are at least 
three to four times higher than the rates 
of serious mental illness in the general 
population.”25 

“In some jurisdictions, the greatest 
challenge to initiating successful cross-
system collaboration is simply getting 
prospective partners to the table.”26   
Fairfax County has met that challenge.  
Recognizing the county’s lack of a 
coordinated response for individuals 
with mental illness who had commit-
ted minor, nonviolent offenses, the 
Jail Diversion Coalition was formed in 
2003 to develop a systemic approach to 
diverting persons from jail to treatment 
and support services.  After sponsoring 
a summit, coalition sponsors (including 
representatives from NAMI-NoVa, area 

police departments, the Sheriff’s office, 
the CSB, the Public Defender’s office, 
and county shelters, among others) 
tasked a work group to develop a diver-
sion program, which was launched in 
2005.  Sponsors meet annually to review 
progress of this effort.  As part of this 
effort, the Police Department partners 
with individuals receiving services and 
families in conducting crisis interven-
tion training for its officers.  We un-
derstand that 10% of the department’s 
patrol officers have participated in this 
training, and we encourage the depart-
ment to conduct crisis intervention 
training for all officers.

In a briefing on the many services 
provided to juveniles in the justice 
system, the Commission learned that in 
an eight-month period of study, 41% of 
youth at the Juvenile Detention Cen-
ter were identified as having serious 
mental health concerns.  As noted in the 
Stakeholder Input section of this report, 
we had the opportunity to hear from 
participants in the Beta Post-Disposi-
tional Program at the Juvenile Deten-
tion Center.  This is another example of 
cross-system collaboration in that these 
youth are served by representatives 
from the CSB, the Juvenile and Domes-
tic Relations District Court, and the 
Fairfax County Public Schools. 

We believe that support of collabora-
tive efforts such as these two examples, 
which emphasize mental health treat-
ment, will improve the potential for 
recovery among individuals involved 
with the justice system and can serve as 
the basis for expanded collaboration.
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Securing a home and housing are 
crucial to the recovery process.  Re-
search has shown that “assistance in 
finding safe and affordable permanent 
housing, which is consistent [with the 
preferences of those receiving mental 
health services], leads to better out-
comes – most notably, reduction of 
homelessness and hospitalization.”27 It 
costs essentially the same amount of 
money to provide for a person in stable, 
supportive housing as it does to keep 
the same person homeless and provide 
him or her with expensive crisis care 
and emergency housing.   A study by 
the University of Pennsylvania’s Center 
for Mental Health Policy and Services 
Research concluded that supportive 
and transitional housing is no more 
expensive than the use of public health 
services, shelters, and jails.28  Data col-
lected locally by Pathway Homes, Inc., 
supports the national data.29  

Despite the proven, critical role hous-
ing plays in the rehabilitation process 
for persons with psychiatric disabilities, 
the Commission understands that the 
supply of housing in the Fairfax-Falls 
Church area that meets the needs of 
the lowest-income families and single 
adults is sorely inadequate.  The need 
for improved access to housing was a 
recurring theme across all stakeholder 
input activities.  As an illustration, the 
survey item “I have housing that I can 
afford” was among the top 10 negative 
responses of all stakeholder groups, 
with family members and service pro-
viders responding in relation to indi-
viduals receiving services (Appendix 
C: Survey Summary, p. 33).  The 2008 
Point in Time Survey found that 72% of 
single homeless individuals had serious 

psychiatric disabilities and/or substance 
abuse disorders.30   A February 2008 
CSB survey of housing needs found that 
an estimated 1,000 adults enrolled in 
CSB mental health services were wait-
ing for housing.31 

HOUSING 

Strategy 5.1: Support the Housing First 
model and efforts to maximize housing 
as outlined in the county’s Ten-Year Plan 
to End Homelessness.

We are aware that the Fairfax County 
Board of Supervisors has endorsed 
a strategic plan to prevent and end 
homelessness within ten years in the 
Fairfax-Falls Church community and 
has chosen to adopt the Housing First 
approach in its efforts to end homeless-
ness.  We endorse the Housing First 
approach, in which “housing becomes 
the first step in moving out of homeless-
ness, not the last, and is based on adher-
ence to a lease (payment of rent, upkeep 
of unit, peaceful and orderly conduct), 
not compliance with a ‘service plan’.”32  

Strategy 5.2: Engage individuals receiv-
ing services, families of individuals 
receiving services, and national and local 
nonprofit organizations in expanding 
housing options with accompanying sup-
port services.

While successful implementation of 
the Housing First initiative will satisfy 
the needs of many Fairfax-Falls Church 
residents, not all persons who need 
housing are capable of independent 
living.  The county must work to as-
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sure housing for individuals needing 
assistive services at all points on the 
spectrum of care — from the largely 
independent to those needing daily 
services.  The long waiting list for the 
Stevenson Place Assisted Living Facility, 
which provides housing and support to 
persons with mental illness, is evidence 
of the continuing need for housing at 
the intense end of spectrum of care. 

Consistent with recovery principles, 
the CSB is increasing the number of 
leases held by individuals receiving 
mental health services and providing 
these individuals with the accompany-
ing support services that they need to 
live independently in the community. 
This involves no loss in overall unit 
capacity and results in a reduction in 
CSB-leased dwellings.  In this arrange-
ment, an agency or individual serves 
as the third-party representative or 
‘mentor payee’ and handles the finances 
for the person who is receiving mental 
health services.  The role of mentor 
payee is modeled after the Social Secu-
rity Administration’s third-party money 
manager, where the representative 
is paid directly by the Social Security 
Administration and is responsible for 
the financial obligations of the person 
receiving services.33   Expansion of 
leases held by individuals receiving 
mental health services, in order to as-
sist them with the financial stability that 
leads to long-term success in permanent 
housing, will require the development 
of community-based mentor payee 
capacity through either nonprofits or 
the families of individuals receiving 
services.

One local nonprofit serves as an 
example of collaboration between two 
organizations to assist individuals who 
are able to live independently with 
minimal services.  The Brain Founda-
tion raises funds to purchase homes 

for persons experiencing mental illness 
and then contracts with Pathway Homes 
to provide services to residents in 
the home.34   Each Brain Foundation 
residence houses four to six individuals, 
and each tenant pays a portion of his 
or her income (between $175 and $300, 
usually provided by SSI or SSDI).   

The Commission supports the expan-
sion of supportive housing models such 
as this one and believes that parents 
and other family members of persons 
with psychiatric disabilities would be 
able and willing to collaborate with the 
county in providing housing in their pri-
vate homes if the CSB brought services 
to individuals in the home.  Given the 
size and scope of housing needs in Fair-
fax County, we recommend a working 
relationship with large organizations, 
such as the Corporation for Supportive 
Housing, in addition to local groups.  

Strategy 5.3: Create a housing devel-
opment fund to support housing for 
persons with psychiatric disabilities.

A tool that may aid in assuring 
housing is the establishment of a fund 
dedicated to housing for persons with 
psychiatric disabilities.  Financing 
mechanisms that could be explored to 
establish this housing development fund 
include, but are not limited to, proceeds 
from zoning proffers, endowments, and 
grant money.   

Strategy 5.4:  Explore existing systemic 
challenges between housing and mental 
health services in order to optimize col-
laboration for the benefit of persons with 
psychiatric disabilities.

While the Commission recognizes 
that the CSB and the Department of 
Housing have different and distinct 
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responsibilities, they share the goal of 
providing safe, secure, affordable, and 
accessible housing for persons with psy-
chiatric disabilities.  Achievement of this 
goal requires optimal collaboration be-
tween staff of each agency, their govern-
ing bodies (i.e., CSB board and Rede-
velopment Housing Authority), and the 
Disability Services Board.  The need for 
greater collaboration was a recurring 
theme across stakeholder groups (e.g., 
the Consolidated Community Funding 
Advisory Committee noted that greater 

cross- system collaboration is needed in 
the areas of information exchange and 
service coordination.35 ) The Commis-
sion recommends establishing a work 
group, with representatives of each 
of these entities, to explore the sys-
temic challenges between housing and 
mental health services, benchmark best 
practices in collaboration on the issue of 
housing, and develop innovative solu-
tions to these challenges.
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“We now know that most people with 
mental illness want to work competi-
tively and can do so.  Moreover, employ-
ment seems to help them in other areas 
of their lives and long-term benefits ap-
pear to be even better than short-term 
benefits.”36  The term “employment” is 
highly individualized and comes in a 
variety of forms, with some individuals 
seeking full-time employment and oth-
ers seeking volunteer opportunities or 
short-term work experiences.  

We believe a priority of the mental 
health system is to meet individuals 
wherever they are in their lives and pro-
vide them with the resources and sup-
ports that will enable them to participate 
fully in the design and implementation 
of their own growth and development. 
In order to assist individuals in pursuing 
their personal goals, the mental health 
system needs to support an array of 
options including full-time and part-time 
employment as well as educational and 
volunteer opportunities.

EMPLOYMENT 

Strategy 6.1: Implement employment 
services, consistent with the principles of 
evidence-based supported or individual-
ized employment.

The Commission supports the strat-
egy of supported employment that “has 
emerged rapidly since the 1980s as an 
evidence-based service that supports re-
covery” for persons with mental health 
disabilities.37  The goal of supported em-
ployment is “to help [individuals] find 
jobs they are interested in as quickly as 
possible and to provide the training and 
supports they need in order to succeed 
on the job.”38  

Principles of evidenced-based sup-
ported employment include the follow-
ing:

• Zero exclusion:  “Rather than profes-
sionals making decisions about readi-
ness, individuals themselves should 
make such decisions.”

• Integration:   “Mental health and vo-
cational staff should work together on 
multidisciplinary teams.  The services 
should appear seamless to [individu-
als].”

• Benefits counseling:   “In order to 
make good decisions about vocational 
goals and pursuits, [individuals] need 
to have an accurate understanding of 
their benefits, including Social Security 
payments, health insurance, housing 
assistance, and food assistance.”

• Individual preferences:  “Vocation-
al goals, supports, and timing should 
be highly individualized according to 
the [individual’s] preferences.”

• Rapid job search:   “Assessment is 
minimized in favor of rapidly helping 
the individual to pursue a job that he or 
she chooses.”

• Follow-along supports:  “Services 
to help ensure vocational success are 
individually tailored…and provided as 
needed without time limits.”

• Team-based services:   “Supported 
employment services are most effective 
and efficient when they are provided by 
a multidisciplinary team that works with 
the [individual] closely to identify a vo-
cational plan, find a job, and help ensure 
success on the job.”39

The need for a greater number of 
employment opportunities for individu-
als receiving mental health services 

RECoMMEnDATIon 6:
Expand employment and education support for persons with psychiat-
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was a recurring theme in stakeholder 
input activities.  Additionally, in the 
survey we conducted, the item “Mental 
health services helped me get or keep 
employment” received the second-most-
negative response for both individuals 
receiving services (consumers) and 
family members (Appendix C: Survey 
Summary, p. 33).  In the six months fol-
lowing this survey, the CSB has begun 
to emphasize the importance of employ-
ment for individuals receiving services 
and has expanded pre-employment 
workshops to all mental health outpa-
tient sites.  

Stigma remains a serious barrier to 
the employment of individuals with psy-
chiatric disabilities.  Enhanced focus on 
supported employment, followed by as-
sessment of the effects of employment 
on recovery, would create additional op-
portunities for individuals with psychiat-
ric disabilities to be seen as contributing 
members of the community. 

Strategy 6.2: Identify an employment 
liaison to facilitate collaboration at the 
system level in order to reduce barriers 
that hinder employment and expand op-
portunities that promote employment.  

In a transformed system that pro-
vides person-centered care, care coor-
dination involves individually assisting 
persons in seeking employment.  In 
order to successfully expand employ-
ment opportunities and reduce barriers 
that hinder employment for individuals 
with psychiatric disabilities, collabora-
tion is needed at the system level.  The 
Virginia Department of Rehabilitation 
Services (DRS), the Fairfax Department 
of Family Services, the Fairfax-Falls 
Church CSB, and the Workforce Invest-
ment Board must work together to 

assure adequate employment opportuni-
ties for this population. 

Currently, the Integrated Referral 
and Transition Team, consisting of CSB 
staff, contract vocational specialists, 
and a representative from DRS, meets 
weekly to match individuals who are 
ready to work with contracted vocation-
al services in the community.  In 
FY2008, 253 individuals receiving men-
tal health services were connected with 
supported employment.  The Commis-
sion applauds the efforts of this team.  
However, we believe that as the scope of 
care coordination is expanded to more 
actively involve supported employment, 
there will be a need for a liaison at the 
system level to facilitate collaboration 
across all system partners.

Strategy 6.3: Access the federal funding 
for Ticket to Work by creating an employ-
ment network. 

As we gathered input from stake-
holders, we learned that many people 
fear becoming employed because they 
might lose their health coverage and 
other benefits.  Both the Ticket to Work 
program (through an Employment 
Network) and the VA Medicaid Works 
Initiative are designed to address this 
issue.

The goal of Ticket to Work, a pro-
gram run by the Social Security Admin-
istration (SSA), is to assist individuals 
with disabilities who are receiving 
Supplemental Security Income (SSI) 
or Social Security Disability Insurance 
(SSDI) “to become self-sufficient.  The 
program is completely voluntary.  One 
benefit is that current participation in 
the program will keep beneficiaries 
from medical continuing disabilities 
reviews as long as they are making ex-



Josiah H. Beeman Commission Report to the Fairfax County Board of Supervisors l 51

pected progress towards self-supporting 
employment.  Also, during participation 
in the program services are received at 
no extra cost.”40  

In the federal Ticket to Work pro-
gram, services are provided through 
employment networks, which consist 
of private (for-profit and nonprofit) 
organizations, government agencies, 
employers, and others that agree to 
provide services and supports to assist 
beneficiaries in entering or re-entering 
the workforce.  The SSA pays participat-
ing employment networks for mile-
stones and outcomes that beneficiaries 
achieve in moving towards self-support-
ing employment.  Examples of network 
services include, but are not limited to, 
counseling/guidance, education/train-
ing, job search/placement, and job 
coaching.41 

The Virginia Medicaid Works Initia-
tive is a new work-incentive opportu-
nity offered by the Virginia Medicaid 
program for individuals with disabilities 
who are employed or want to work.  The 
program is available to current and new 
Medicaid enrollees who are disabled 
and have countable income in 2008 of 
no more than $694 per month ($934 for 
a couple) and resources of no more than 
$2,000 ($3,000 for a couple).  Individuals 
enrolled in Medicaid Works are entitled 
to the standard benefits available to full-
benefit Medicaid enrollees.42  

We understand that CSB is currently 
exploring the creation of an Employ-
ment Network.  We recommend gain-
ing access to the funding for these 
programs so that potential barriers to 
seeking employment can be removed, 
and individuals can make work-related 
decisions based on work readiness 
rather than benefits availability.  

EDUCATION 

Strategy 6.4: Strengthen connections 
with local educational institutions in 
order to support adults wishing to further 
their education. 

Mental health issues may begin very 
early in life; half of all lifetime cases 
of mental illness begin by age 14, and 
three-quarters of these cases have 
begun by age 24.  Young people with 
mental disorders therefore “suffer dis-
ability when they are in the prime of life, 
when they would normally be the most 
productive.”43   As a consequence of the 
usual age of onset, many of the adults 
whom the CSB serves have missed 
some of the important educational op-
portunities that typically occur during 
late adolescence and early adulthood, 
such as high school graduation and 
entrance into vocational schools or 
college.  There are also many adults 
receiving mental health services who 
wish to further develop their skills and 
knowledge through various educational 
opportunities.  Both of these adult popu-
lations report difficulty in finding and 
accessing educational opportunities.  
Responses to the survey item “I have 
a chance to advance my education if I 
want to” were among the top 10 nega-
tive responses from individuals receiv-
ing services (consumers) and service 
providers who completed the survey 
(Appendix C: Survey Summary, p. 33).

Stronger connections with local uni-
versities, colleges, vocational schools, 
and General Educational Development 
(GED) programs, and utilization of 
FCPS Adult Education opportunities  
will aid in serving the adult population 
and further support the empowering 
notion of a recovery- and resilience-ori-
ented system. 
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 “In 2006, the Medical Directors 
Council of the National Association of 
State Mental Health Program Directors 
(NASMHPD) reported that people with 
serious mental illnesses served by the 
public mental health system die on aver-
age 25 years earlier than people in the 
general population…. NASMHPD found 
that the high morbidity and mortality 
rates for persons with serious mental 
illnesses are largely due to preventable 
medical conditions and modifiable risk 
factors that may be addressed with 
medical support and interventions such 
as appropriate food selection and better 
nutrition, stress reduction and smoking 
cessation.”44  

Primary care is a prime portal for 
access to mental health services.  Many 
individuals who make contact with the 
health system do not necessarily make 
contact with the mental health system 
because of the stigma surrounding 
mental illness.45   Primary care has the 
potential to increase the early identifica-
tion of symptoms as well as strengthen 
the coordination and continuity of care 
for both mental and somatic disorders.

“Primary care is not only where 
individuals receive care; it is also where 
family members receive care.  By es-
tablishing relationships with the family, 
primary care providers have the advan-
tage of tapping the family as a source of 
support.”46   These relationships with 

the family are key for children and older 
individuals with psychiatric disabilities. 

PRIMARY HEALTH CARE

Strategy 7.1: Support and expand the 
existing examples of cross-system col-
laboration between primary and behav-
ioral healthcare providers. 

We were encouraged with results for 
the survey item “The mental health staff 
(do not) ignore physical health,” which 
was among the most favorable respons-
es from all three stakeholder groups 
(Appendix C: Survey Summary, p. 31). 

The CSB has collaborated with the 
Health Department to provide psy-
chiatric services at the county’s three 
Community Health Care Network 
(CHCN) clinics.  These clinics provide 
primary health care to individuals who 
are indigent (less than 200% of the Fed-
eral Poverty Level) and have no private 
or public health insurance.  A CSB 
psychiatrist goes to the Community 
Health Care clinic to evaluate, consult, 
and provide psychiatric treatment for 
individuals identified/referred by the 
CHCN medical staff and/or the CHCN 
mental health clinician.  In addition, the 
CSB psychiatrist provides education for 
the CHCN medical staff with the goals 
of increasing the awareness of mental 
illness and increasing the capacity of 

RECoMMEnDATIon 7:
Facilitate connection with primary health care for all persons with 

psychiatric disabilities.
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the CHCN medical staff to diagnose 
and treat mental illness.  The effort has 
been very successful.  Additionally, a 
pilot program has been developed in 
which a CHCN primary care physician 
will travel to the Woodburn Mental 
Health Center to provide primary health 
care and enroll individuals in CHCN. 

Strategy 7.2: Explore modification of 
the affordable healthcare system to a 
Federally Qualified Health Center Look-
Alike to strengthen the interface between 
primary and mental health care. 

One possible strategy to strengthen 
the interface between primary and 
behavioral health care would be to 
explore modification of the status of the 
county’s primary care centers to a Fed-
erally Qualified Health Center (FQHC) 
Look-Alike.  We understand that Fairfax 
County currently has three primary 
care centers that are integral parts of 
the safety net and provide critical care 
to residents.  A Federally Qualified 
Health Center (FQHC) is a mechanism 
the federal government has utilized to 
bring primary and behavioral health 
care to communities that lack access to 
medical care and have a high level of 
poverty.  The level of poverty in Fair-
fax is not high enough to qualify for a 
FQHC.  However, the county could seek 
FQHC Look-Alike status, an official 
federal program.   Behavioral healthcare 
services are required to be delivered in 
an FQHC, and Medicaid is the primary 
reimbursement for such services.

Currently, Medicaid is not accepted 
at the three centers in the Community 

Health Care Network, which means that 
the centers are financed completely by 
local dollars.  FQHC Look-Alike status 
would allow the county to establish 
Medicaid reimbursement rates directly 
with the federal government, which 
would cover the cost of services ren-
dered and thereby leverage Medicaid 
dollars to increase access to behavioral 
health care. 

The Commission recommends that 
CSB and Health Department staff, work-
ing with the CSB board and the Health 
Care Advisory Board, jointly explore the 
feasibility, benefits, and implementation 
strategies of this modification.

Strategy 7.3: Explore the possibility of a 
locally developed group health insurance 
plan. 

While modification to FQHC Look-
Alike status would enhance the safety 
net, there would still be individuals 
unable to access behavioral health care 
because they have neither Medicaid 
coverage nor private insurance.  The 
Commission therefore recommends 
that Fairfax County explore the possibil-
ity of a locally developed group health 
insurance plan.  This would require 
collaboration with the Commonwealth 
of Virginia, small businesses, hospitals, 
private insurance companies, and non-
profit organizations.
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Workforce and Training

 THEME

RECoMMEnDATIon 8:
Assure a workforce that possess skills, values, and attributes consis-

tent with the vision of a recovery- and resilience-oriented system.

Strategy 8.1: Create, within the defined budget, flexibility to authorize and reallocate 
positions in order to respond to the needs of individuals receiving mental 
health services.

Strategy 8.2: Recruit and develop a workforce that possesses competencies that sup-
port and sustain the vision for the system.

Strategy 8.3: View personal experience with mental illness as a preferred qualification 
in recruiting applicants for positions.

Strategy 8.4: Assure training opportunities for persons interested in offering peer sup-
port.

Strategy 8.5: Demonstrate high expectations for efficiency and accountability through 
clear performance and productivity standards.

Strategy 8.6: Promote person-first language that is consistent with a recovery- and resil-
ience-oriented system of care.
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The Substance Abuse and Mental 
Health Services Administration 
(SAMHSA) commissioned the Annapo-
lis Coalition to develop a national strate-
gic plan on behavioral health workforce 
development.  Strategic goals in this 
national plan focus on broadening the 
concept of the workforce, strengthening 
the workforce, and instituting struc-
tures to support it.1  As the Fairfax-Falls 
Church mental health system shifts to a 
transformed culture focused on recov-
ery and resilience, new and different 
workforce skills and competencies are 
required.  This shift will necessitate a 
transformed approach to recruiting, de-
veloping, and evaluating the behavioral 
healthcare workforce. 

We fully expect that as the system is 
transformed, changes will occur in how 
positions are used and how staff mem-
bers are deployed.  As public entities in 
Virginia and across the nation are find-
ing, the path to transformation requires 
changes to the mix of care coordination, 
peer support, psychiatric, and psycho-
therapeutic resources.  

Strategy 8.1: Create, within the defined 
budget, flexibility to authorize and real-
locate positions in order to respond to 
the needs of individuals receiving mental 
health services.

Currently, the Board of Supervisors 
exercises legislative control over an 
agency’s appropriated funds and allo-
cated number of positions.  Adjustments 
to either require board action.  The 

design elements of this system transfor-
mation require increased emphasis on 
care coordination (case management) 
and peer support.  To accomplish this 
transformation, the agency needs flex-
ibility in the workforce planning process 
to create and reallocate positions as 
necessary to meet the changing needs 
of individuals receiving mental health 
services.  For example, if an assessment 
determines that two peer support posi-
tions would achieve greater results than 
one mental health therapist position, 
individuals served would benefit by sys-
tem flexibility to make that change as 
long as CSB manages within its overall 
funding allocation.

Strategy 8.2: Recruit and develop a 
workforce that possesses competencies 
that support and sustain the vision for 
the system.

Competency identification, develop-
ment, and assessment are receiving 
increased attention in all areas of health 
care, including behavioral health.  “This 
trend is driven by the compelling notion 
that, for a field to advance, there must 
be more precision in specifying the 
optimal attitudes, knowledge, and skills 
of the workforce.”2  Once competencies 
unique to a recovery- and resilience-
oriented system “have been identified, 
the objective is to build them into the 
workforce [through ongoing compe-
tency-based education/training] and to 
demonstrate, using various assessment 
strategies, that the competencies have 
been acquired by individual providers.”3     

Workforce and Training

 THEME

RECoMMEnDATIon 8:
Assure a workforce that possesses skills, values, and attributes con-

sistent with the vision of a recovery- and resilience-oriented system.
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As a specific example, linguistic 
competency – the communication of 
information in a manner that is eas-
ily understood by diverse audiences 
including the deaf population as well as 
persons of limited English proficiency, 
low literacy skills, and/or linguistic 
disabilities – is becoming an essential 
skill for providers in today’s behavioral 
healthcare workforce.4   Recognizing 
the diversity of cultures in the Fairfax-
Falls Church area, we were pleased to 
note that all stakeholder groups rep-
resented in the survey gave a 65% or 
greater positive rating (i.e., “Almost Al-
ways/Always” and “Often”) to the item 
“Staff treat me with respect regarding 
my cultural background” (Appendix C: 
Survey Summary, p. 20).  The challenge 
of this system, as previously noted in 
this report, appears to be in attracting 
bilingual staff to serve an increasingly 
multicultural population.

The Commission encourages the 
CSB to build into the recruitment and 
development processes a continuous 
assessment of identified workforce com-
petencies and ongoing development to 
update thinking, skills, and practices.   

Strategy 8.3: View personal experi-
ence with mental illness as a preferred 
qualification in recruiting applicants for 
positions.

Some mental health systems hire 
peers to fill existing positions.  The 
terminology “personal experience pre-
ferred” or “lived experience preferred” 
in position advertisements sets the tone 
that personal experience with mental ill-
ness is viewed as an asset, not a deficit. 
Furthermore, viewing a person’s lived 
experience with mental disability as an 
additional qualification during the hiring 

process sets an organizational prec-
edent that reduces stigma.  

In addition to viewing personal 
experience with mental illness as an 
asset in the recruitment of applicants, 
the Commission believes that staff 
members who have experienced mental 
illness should feel safe identifying 
their disability and find comfort in the 
knowledge that they will be treated as 
an asset to the organization because of 
their personal experience.  Individuals 
who choose to self-disclose their history 
of mental illness are expected in, and 
evidence of, a recovery- and resilience-
oriented system. In a transformed sys-
tem, staff will understand the purpose 
and importance of being open about 
their own lived experience and will rec-
ognize that, by sharing their story, they 
are helping to reduce the stigma sur-
rounding mental illness and providing 
invaluable support to other individuals.

Strategy 8.4: Assure training opportuni-
ties for persons interested in offering 
peer support. 

The use of peers in the provision 
of mental health services has many 
benefits but requires support systems in 
order to be as successful and purpose-
ful as possible.  These support systems 
include the proper training and quality 
supervision of peers, an atmosphere 
that is friendly and accepting toward in-
dividuals receiving services, and oppor-
tunities for discussion among peer and 
non-peer providers.5   The Commission 
strongly believes in the use of peers in 
the recovery process but acknowledges 
that some of these supports are lacking 
in the Fairfax-Falls Church area.  One 
challenge is that peer training programs 
are not available locally, making it time-
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“‘peRson fiRst’ language is used to acknowledge that the 
diagnosis is not as impoRtant as the peRson’s individuality 
and humanity, e.g., ‘a peRson diagnosed with schizophRenia’ 
veRsus ‘a schizophRenic’.”

intensive and expensive for peers to get 
the training they need.

As the Fairfax-Falls Church mental 
health system expands its utilization of 
peers, more training opportunities will 
be needed. Programs such as the Peer-
to-Peer education course offered by 
the National Alliance on Mental Illness 
(NAMI) could be brought to local col-
leges so that willing peers can get the 
training they need.6  As the Northern 
Virginia Regional Recovery plan also 
recognized the need for local training 
opportunities, it is possible that more 
training options will become available 
in the years to come.7  The Commis-
sion also would encourage the county 
to consider establishing a local institute 
to provide training, ongoing education, 
and a continual support network for 
peers serving in the community. 

Strategy 8.5: Demonstrate high expec-
tations for efficiency and accountability 
through clear performance and produc-
tivity standards. 

Productivity can be encouraged by 
building productivity measures into the 
county’s pay-for-performance system.  
These productivity measures would 
serve as incentives and would be es-
tablished through benchmarking other 
system standards and having conversa-
tions with staff and individuals receiving 
mental health services.  These stan-
dards would be periodically re-evaluated 
to assure that they are reasonable but 
challenging.  Advances in technology 
that impact the work would also affect 
these standards. 

Strategy 8.6: Promote person-first lan-
guage that is consistent with a recovery- 
and resilience-oriented system of care. 

“Creation of a recovery-oriented sys-
tem of care requires behavioral health-
care practitioners to alter the way they 
look at persons with mental illness and 
addiction, their own roles in facilitating 
recovery from these conditions, and 
the language they use in referring to 
individuals they serve.”8 

“‘Person first’ language is used to 
acknowledge that the diagnosis is not 
as important as the person’s individual-
ity and humanity, e.g., ‘a person diag-
nosed with schizophrenia’ versus ‘a 
schizophrenic’.”9  Person-first language 
recognizes that the person to whom 
one is referring is firstly a multidimen-
sional human being like everyone else, 
and secondarily has a disability with 
which he or she is dealing.  Employing 
person-first language does not mean 
that a person’s diagnosis is hidden or 
seen as irrelevant; however, it also is not 
the sole focus of any description about 
that person.10  The intentional use of 
person-first language helps to promote 
an environment in which people with 
mental illness are valued, motivated to 
gain hope for the future, and reach their 
goals.
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Data and outcomes

 THEME

RECoMMEnDATIon 9:
Ensure cross-system accountability with performance and outcome 

measures, and use the data to improve the system.

Strategy 9.1: Adopt a robust system of performance measures and ensure that the 
performance data is used to improve system effectiveness.

Strategy 9.2: Seek information from other organizations about successful approaches 
to serving the mental health needs of children, youth, and adults.

Strategy 9.3: Conduct periodic analyses of system functioning to identify points for 
improvement.
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As previously identified in this re-
port, we believe the CSB collects a sub-
stantial amount of data but does not use 
it to drive performance.  Consequently, 
we spent considerable time developing 
our recommendations related to mea-
suring performance and outcomes.

We began by reviewing the National 
Outcome Measures (NOMs) developed 
by the Substance Abuse and Mental 
Health Services Administration’s 
(SAMHSA) Center for Mental Health 
Services.  To develop these measures, 
SAMHSA worked with state mental 
health authorities, individuals receiv-
ing mental health services, and family 
members.  Example NOMs include 
increased access to services, employ-
ment, and stability in housing.  To 
assure that we had the benefit of the 
latest research, we commissioned Mary 
Smith, Ph.D., to develop an up-to-date 
compendium of outcome and perfor-
mance measures for mental health.  
This work, along with input provided by 
Ronald Manderscheid, Ph.D., served as 
a base for our recommended measures. 

Strategy 9.1: Adopt a robust system of 
performance measures and ensure that 
the performance data is used to improve 
system effectiveness. 

In developing this recommended 
strategy, we considered measures that 
have been broadly adopted and imple-
mented in the public mental health 
sector, yet focused on some initial goals 

and measures specific to the Fairfax-
Falls Church area.  This would enable 
the CSB to compare performance by 
benchmarking performance indicators 
of other comparison groups.  Tracking 

or benchmark-
ing indicators at 
regular inter-
vals allows lead-
ers to focus on 
those aspects of 
the organization 
that are critical 
to achieving the 
desired out-

comes.  In addition to selecting indica-
tors of performance that can be easily 
benchmarked, we believe it is critical to 
set realistic and achievable targets for 
each measure.

While there are multiple audiences 
for performance measures, our recom-
mended measures focus on availability 
of data for decisions by those who drive 
the system (mental health leaders, 
members of the CSB board, the Deputy 
County Executive for Human Services, 
and the Fairfax County Board of Su-
pervisors).  We envision a “dashboard” 
of measures selected as indicators of 
system performance.  The system will 
measure many aspects of performance 
(see Appendix E for a list of the larger 
universe of measures), but for this dash-
board we recommend more selectivity 
in order to focus on those indicators of 
performance that are key to transform-
ing the system, including measures 
related to evidenced-based practices.  

ouR Recommended 
measuRes focus on 
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foR decisions by 
those who dRive the 
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Data and outcomes

 THEME

RECoMMEnDATIon 9:
Ensure cross-system accountability with performance and outcome 

measures, and use the data to improve the system. 
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This system of measures would be 
facile enough to provide timely input to 
system leaders and decision-makers.  In 
keeping with the value of transparency, 
we recommend that these key indicators 
be publicized to system stakeholders. 

The following measures are recom-
mended for inclusion in the initial dash-
board of measures.  Status and tentative 
targets, provided by CSB staff, are listed 
below each recommended measure:

InITIAl DAShBoARD oF MEASuRES

1. Percentage of adults indicating they are participating in the design and implementation of 
their service plan

TARGET: 100% by June 30, 2009

2. Percentage of adults actively participating in the annual review of their service plan

TARGET: 100% by June 30, 2009

3. Percentage of adults reporting positively about social connectedness at admission and 
discharge

TARGET: TBD

4. Percentage of individuals receiving services who are involved (incarcerated) with the 
criminal justice system at admission and at discharge

TARGET: TBD

5. Percentage of individuals with a medical home (consistent provider of health care)

TARGET: 100% of individuals served have a medical home, including access to general
medical, vision, and dental services

6. Number of individuals served moving from housing waitlist to housing

TARGET: TBD

7. Percentage of adults employed at admission and at discharge

TARGET: by June 30, 2009: 22%  

8. Percentage of adults receiving mental health services who receive an assessment ap-
pointment within ten business days of their first call for service

TARGET: 100% by June 30, 2009 (last quarter of FY2008: 91%)

9. Percentage of youth who receive an assessment appointment within five business days of 
their first call for service

TARGET: 100% by June 30, 2009  (last quarter of FY2008: 17% ) 
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The CSB has initiatives under way 
that involve performance and outcome 
measures including, but not limited to, 
requirements in the State Performance 
Contract related to both process and 
data, the county performance measures 
required in the yearly budget process, 
and the county’s recent balance score-
card initiative.  We understand that 
work is already under way to integrate 
these initiatives with our recommended 
initial dashboard of measures.  The first 
challenge to the CSB in utilizing this 
dashboard will be to define and test 
methods for collecting the measures.

Strategy 9.2: Seek information from 
other organizations about successful 
approaches to serving the mental health 
needs of children, youth, and adults.

We know that the CSB studies and 
compares its service practices with 
those of other organizations in the state.  
We would encourage expansion of such 
efforts as part of developing a learning 
culture in the organization. 

As an example, the system may ben-
efit by reviewing successful approaches 
in other jurisdictions to serving the 
needs of transitioning youth.  “For most 
teenagers, turning 18 or 21 years old 
is a milestone of accomplishment and 
hope, ushering in the start of advanced 
education or a career.  But for young 
adults with severe mental health condi-
tions…, the transition from adolescence 
to adulthood can be much more difficult 
– the dangers of ending up jobless, 
homeless or even in jail loom large.”1   
When employment, incarceration, and 
post-secondary education statistics are 
measured, youth with mental health 
conditions have the worst long-term 
outcomes across all disability groups. 
“Long-term, failing to help youth suc-

cessfully transition to adulthood can be 
costly to individuals as well as govern-
ments.”2 

Strategy 9.3: Conduct periodic analyses 
of system functioning to identify points 
for improvement. 

In addition to routine outcome and 
performance measurement, we believe 
the CSB would benefit by implement-
ing a continuous process improvement 
approach ensuring periodic analyses of 
its processes.  As an example, earlier in 
this report we recommended analysis of 
processes associated with initial contact 
with the system.  The goal of periodic 
analyses would be continuous improve-
ment and maximized efficiency.  In 
advance of implementing a continuous 
process improvement approach, it is 
recommended that a thorough process 
analysis of key customer service pro-
cesses takes place.  This analysis might 
include documenting current process 
steps; documenting timeframes such 
as cycle time (length of time to deliver 
a service from beginning to end), and 
touch time (actual amount of time spent 
working with or for the individual being 
served); looking for ways to reduce 
cycle time in relation to touch time 
by designing inefficiencies out of the 
process (rework loops, delays, unnec-
essary handoffs, and non-value-added 
steps) and by designing into the process 
value-added steps such as feedfor-
ward (providing information about the 
process before it happens) and feed-
back (gathering information about the 
process after it happens).
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Technology and Information Sharing

 THEME

RECoMMEnDATIon 10: 
Utilize technology to support providers in delivering quality care, in-

dividuals in participating in their care, and the system in collecting data 
for ef fective management.

Strategy 10.1: Support improvements in efficiency and recovery through the purchase 
and support of a new electronic health record/personal health record 
(EHR/PHR) following county funding and procurement procedures. Fund-
ing for this recommendation would be considered through the county’s IT 
Enhancement fund.

Strategy 10.2: Purchase hardware (laptops and similar portable devices) that supports 
changes in business practice.

Strategy 10.3: Establish, through a collaborative effort with the county Department of 
Information Technology, CSB-specific security guidelines and procedures 
that provide CSB greater flexibility to grant authorized staff certain sys-
tem administrative rights when using desktops, laptops, and related pe-
ripherals.

Strategy 10.4: Facilitate access to information for individuals receiving services by ex-
tending public access to CSB sites and purchasing computer “kiosks” for 
key CSB service sites.
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The successful implementation of 
changes to practices, structure, and 
philosophy identified in this report is 
critically linked with the leveraging 
of appropriate technology solutions.  
Technology can bring alive the set of 
values established by this Commission, 
affording the opportunity to improve ef-
ficiency, facilitate access to services and 
information, provide data for measuring 
effectiveness, and promote transparency 
and participation.  More specifically, 
efficiency gained through the real-
time entry of information via a variety 
of hardware into an electronic health 
record rather than on paper, or paper to 
electronic transfer, ensures that infor-
mation is available across physical sites 
and between CSB providers of service.  
For the individuals receiving service, 
the end result is better coordination and 
quality of care, not to mention the effi-
ciency gained by not having to reiterate 
information already provided (both clini-
cal and administrative).  Likewise, for 
staff it affords the opportunity of time 
savings and enhanced decision support.  
For individuals receiving service as well 
as for staff, support for decisions about 
care is enhanced through access to the 
most current research and information 
on service practices.  Data that is gener-
ated on service type and amount can be 
utilized to compare what is being pro-
vided with demand and need, to evaluate 
productivity, and to realign resources as 
needed.   Having information available 
on outcomes and productivity on a regu-
lar basis is itself an important manage-
ment tool for system improvement.   

Strategy 10.1:  Support improvements 
in efficiency and recovery through the 
purchase and support of a new electron-
ic health record/personal health record 
(EHR/PHR) following county funding and 
procurement procedures. Funding for 
this recommendation would be consid-
ered through the county’s IT Enhance-
ment fund.

Across the nation, technology is 
playing an increasingly important role 
in the delivery of health care, behav-
ioral health care and, most significantly, 
the integration of the two.  Key to this 
are ePrescribing, the electronic health 
record (EHR) and the personal health 
record (PHR) that support health infor-
mation exchange (HIE), and supportive 
technologies that improve the efficiency 
and quality of service.  An EHR is an 
individual’s health record in digital for-
mat that is accessed on a computer, of-
ten over a network.  Typically an EHR is 
generated by the service provider, while 
a PHR is maintained by the individual 
receiving service.  A PHR is a vehicle 
for the individual to organize and re-
trieve his or her own health information, 
including emergency contact informa-
tion, a description of problems, history 
of treatments, and preferences.   The 
integration of EHR and PHR information 
promotes a person-centered approach 
to services.   On a larger scale, the EHR 
and PHR are facilitators of HIE, which 
is the electronic movement of clinical in-
formation between information systems.   
Ultimately, HIE will improve the safety, 
efficiency, and effectiveness of services.

Technology and Information Sharing
 THEME

RECoMMEnDATIon 10:
Utilize technology to support providers in delivering quality care, in-

dividuals in participating in their care, and the system in collecting data 
for ef fective management.   

technology can 
bRing alive the 
set of values 
established by this 
commission by 
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efficiency, 
facilitating access 
to seRvices and 
infoRmation, 
pRoviding data 
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paRticipation.
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The development of an electronic 
health record and related infrastruc-
tures is required by both state (target 
date for Virginia Health Information 
Exchange initiative is 2012) and federal 
initiatives (target date for Federal EHR 
and Interoperability initiative is 2014) 
to facilitate the movement of informa-
tion.  The Fairfax-Falls Church CSB has 
set a goal of full electronic connectivity 
by 2010.  Anasazi Software, behavioral 
health care software, was implemented 
in 1999 as the CSB Electronic Health 
Record.

As a county agency, the Fairfax-
Falls Church CSB relies on the county 
Department of Information Technology 
(DIT) for infrastructure support of its 
1,100 staff, more than 80,000 consumer 
records, connectivity for 75 main sites 
and additional smaller sites where indi-
viduals receiving CSB services reside, 
and policy implementation/guidelines.  
The county has a modern enterprise-
wide communications network connect-
ing all agencies to data center re-
sources.  Most agency applications are 
on servers in the county’s data center, 
including the current CSB system.  DIT 
provides desk-top support and secu-
rity standards.  DIT also has provided 
funding for technology improvements 
including a more secure and improved 
database environment to comply with 
HIPAA (Health Insurance Portability 
and Accountability Act) regulations as 
well as expansion of the infrastructure 
to support increased capacity require-
ments.  These enhancements have 
enabled the CSB to expand its user 
base (growing from 300 current users 
to 1,100 by the spring of 2009) without 

increasing DIT support staff.  The 
transformation of the behavioral health-
care business model and advances in 
technology support the acquisition of a 
product that provides an up-to-date sup-
portable system architecture capable 
of serving the CSB’s evolving business 
needs.

Use of a strong EHR, integration of 
that EHR with a PHR, procurement of 
state-of-the-art software, and consistent 
network connections are critical success 
factors in supporting the CSB’s service 
delivery system.  The following basic 
principles underlie the CSB technology 
development:

• The Fairfax-Fall Church CSB must 
meet the federal and state guidelines 
for implementation of EHR and HIE in a 
timely manner.

• Privacy and confidentiality must be 
maintained.

• The EHR of the CSB should have the 
capacity for integration with a PHR and 
meet the needs of individuals receiving 
services and staff alike.

• Adequate infrastructure and staff 
resources should support the EHR.

• The type and implementation of this 
technology should be consistent with 
transformation principles.

• The use of technology that is more 
suitable for the unique and dynamically 
evolving requirements of the CSB and 
behavioral health industry should be 
embraced and championed by CSB 
leadership and incorporated in county 
technology strategic directions. 

A critical juncture exists that could 
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be capitalized on.  The CSB is facing 
expensive upgrades to its current sys-
tem over the next two years that involve 
ePrescribing and changes to the Assess-
ment and Treatment Planning module 
of the product.   Newer products on the 
market have additional features that 
would enable the CSB to best support 
the transformation.  In addition, a large 
number of the CSBs in Virginia are cur-
rently evaluating their software systems 
and, as a result, there is timely infor-
mation available about these products 
and their ability to meet the needs of a 
transforming behavioral healthcare sys-
tem.   Through the county IT funding 
process, the funds have been approved 
to build additional server capacity and 
corresponding software licenses to 
meet an increased user base.  Strategic 
implementation opportunities, includ-
ing an upgrade of the system and/or 
the EHR with the vendor, could provide 
more efficiency and potential better use 
of county resources, while also ensuring 
that the CSB EHR supports the system 
reform that is under way. 

To meet future requirements and in 
keeping with trends in technology, the 
EHR software for the CSB should be:

• A Web-based application (uses a 
browser) that is secure, user-friendly 
and intuitive.

• Accessible by individuals who 
receive services to view and update 
information in the EHR; capable of 
integration with PHRs maintained by 
individuals receiving services for self-
management.

• Capable of health information 
exchange with other software, including 
what is used by medical practices and 
laboratories, and meet software guide-
lines for this interoperability

• ePrescribing capable.

• Document management ready, 
including the scanning and indexing 
of information generated on paper or 
electronically and its interface with the 
CSB EHR. 

• Structured to integrate data collec-
tion and reimbursement functions.

• Capable of robust reporting to 
ensure that information in the system 
can be reported out and analyzed.  This 
includes producing a dashboard of daily 
indicators for executive/manager/su-
pervisor/staff.

• Inclusive of decision support op-
portunities that enhance the skills of 
staff and those receiving services.

The first steps to secure this EHR/
PHR include the CSB, county staff, and 
outside experts, as appropriate, working 
together to:

• Assess current agreement, fund-
ing, support structure and capacity 
(including county IT, CSB and vendor 
staff) for the implementation of the 
EHR/PHR.  Large-scale purchases or 
upgrades of software and related infra-
structure are not included in the CSB 
budget, but rather handled through 
a process of county prioritization and 
funding through the county’s IT Invest-
ments Fund.

• Issue a Request for Information 
(RFI) to assess the availability of EHR 
software to meet the future needs and 
requirements of the CSB.  The process 
of review of respondents to this RFI 
should involve not only the staff sup-
porting the CSB EHR efforts, but also 
line staff, individuals receiving CSB 
services, and county IT staff.

• In conjunction with this RFI, review 
the current application used by the CSB 
and upcoming upgrades to determine 
the most effective use of the funds to 
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either upgrade or purchase a new soft-
ware product.  This includes identifying 
gaps with the CSB’s evolving behavioral 
healthcare business model requirements 
as well as the degree to which this appli-
cation meets the needs of the CSB and 
those who receive its services.

• Analyze the possibility for hosting 
the current or future EHR application 
at the vendor site as an Application 
Service Provider (ASP) as opposed to 
within the county.

• Identify other hardware and con-
nectivity requirements for the CSB to 
realize improved system performance at 
all sites and enhanced user capabilities 
in the implementation of a state-of-the-
art EHR and PHR, and HIE; and provide 
adequate support for the system and 
individuals receiving CSB services 
through the use of technology.

To effectively support this EHR/
PHR, the appropriately specified hard-
ware and infrastructure that support the 
system and CSB business requirements 
must be in place.  These items include:   

• A system that is available 24/7 with 
sufficient redundancy to avoid down 
time.

• Increased funding and purchasing 
flexibility to determine and efficiently 
implement an appropriate system life-
cycle so that the CSB can benefit most 
from state-of-the-art technology (com-
puters, laptops, PDAs).

• Expanded network bandwidth 
regardless of location, allowing fast, 
consistent and reliable system response 
and facilitating secure remote access.

• Public access at CSB sites so that 
individuals receiving services can ac-
cess not only the EHR/PHR at a CSB 
site, but also Internet sites that support 
their job seeking, information gather-

ing, and connection with others.

• Sufficient CSB support staff for 
ongoing training, and real-time support 
for clinical staff.

• Service Level Agreement with the 
service provider and county IT that 
provides a comprehensive support and 
system management capability based on 
roles, benchmarks, and best practices 
to enhance the ability of the CSB to 
maintain the EHR, including business 
continuity and disaster recovery.

Strategy 10.2:  Purchase hardware (lap-
tops and similar portable devices) that 
supports changes in business practice. 

Technology clearly can support 
the move away from an office-based 
approach to service delivery to one 
of working in the community.  Use of 
laptops and similar portable devices 
would improve the usability of the EHR 
and maximize its efficiency.  Although a 
transition has occurred from desktops 
to laptops for certain identified posi-
tions within the CSB, rapid changes in 
technology are making available many 
different options that might prove more 
efficient and cost-effective. 

Strategy 10.3:  Establish, through a 
collaborative effort with the county 
Department of Information Technology, 
CSB-specific security guidelines and 
procedures that provide CSB greater 
flexibility to grant authorized staff certain 
system administrative rights when using 
desktops, laptops, and related peripher-
als.

In their daily work, staff encounter 
technology issues that need to be re-
solved quickly and efficiently.  Support 
for these issues is frequently slowed 
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by the fact that the CSB is spread out 
across many sites.  The CSB has staff 
identified by the county as “super users” 
who could assist with some of these 
common technical issues with comput-
ers and applications.

Strategy 10.4: Facilitate access to infor-
mation for individuals receiving services 
by extending public access to CSB sites 
and purchasing computer “kiosks” for 
key CSB service sites. 

The Internet has spawned a wealth 
of information that is a critical support 
to individuals receiving mental health 
services and their families.  Websites 
are helpful in getting information about 
jobs and living arrangements.  Other 
sites, including the Network of Care, 
provide opportunities for research on 
the latest medications, help groups, and 
connection with others seeking sup-
port.  Some EHR products currently 
have methods for individuals receiving 

services to complete information online 
as they wait for scheduled appoint-
ments.  This information is then used to 
focus the time with staff as well as aid 
in overall decision support.  For those 
individuals residing in CSB facilities, as 
well as those participating in outpatient 
activities, access to this type of infor-
mation where they get service further 
supports their recovery and resilience.  
Computers and kiosks at sites, as well 
as staff computers with both staff- and 
public-access capacity, are required to 
realize this goal.  Additionally, adequate 
training for individuals receiving 
services and their families around the 
use of computers and kiosks, relevant 
websites, and the use of the EHR will be 
critical to assure access to information. 

Ultimately, the right combination of 
technology capabilities, software and 
hardware, and support for system re-
form will lead to increased efficiency.
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►
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In summary, we have recommended a vision for the mental health system and de-
veloped recommendations and strategies for facilitating the transformation to achieve 
this vision.  We believe that the Fairfax-Falls Church area will experience tangible ben-
efits by transforming the mental health system to a recovery- and resilience-oriented 
model of care as outlined in this report.

Specific outcomes that can be 
expected as a result of this shift 
include:

• Increased wellness and employment

• Decreased reliance on the public 
system of mental health care

• Reduced demand or need for expen-
sive emergency and crisis services

These outcomes can be achieved 
through the adoption of business-
focused strategies including:

• A data-driven approach to the man-
agement of access to mental health 
services and supports 

• Ongoing feedback mechanisms to 
assure system accountability and ef-
fectiveness

• Maximized state, federal, and nonpub-
lic revenue and reimbursements

• Productivity standards that demon-
strate the expectation of shared account-
ability for outcomes  

We strongly believe that there are 
compelling reasons for action, and 
would-be risks associated with inaction 
or failure to implement our recom-
mended strategies.  Fairfax is currently 
not maximizing non-local sources of 
revenue and reimbursements.  A sig-
nificant number of our recommended 
strategies were designed to produce 
additional state, federal, and nonpublic 
financial resources for the mental health 
system.  Another reason to act is we 
believe that many of our strategies to 
improve and transform the system can 
be implemented at no additional cost 
and by reallocating existing resources 
or staff.  Finally, we believe that many of 
our strategies — designed to strengthen 
efficiency and effectiveness as well as 
enhance prevention and early interven-
tion — will assure that Fairfax-Falls 
Church area residents are getting the 
most value for their tax dollars and will 
ultimately decrease demand for expen-
sive and traumatic emergency services 
and hospitalization.

Conclusion

►
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Implementation Preparation
As we deliver our report, we understand that an implementation plan will be de-

veloped for the strategies we have recommended.  To prepare for work on this plan, 
we would encourage the CSB (board and staff) to conduct over the next few months 
a high-level analysis of the strategies, including initial estimates of the level of invest-
ment required, the degree of difficulty anticipated, and a timeline for implementation 
of each recommended strategy.  Outlined below are criteria from another source1  that 
we believe would be useful in making this initial analysis.  

lEvEl oF InvESTMEnT: 

The funding required to implement the strategy through redirection of funds and/
or identification of new funds. 

NONE: Would require reallocation of existing resources 
or staff at no additional cost.

LOW: Would require reallocation of existing resources 
or staff at no additional cost, and minimal amounts of new 
funding at a cost of up to $250,000. 

MEDIuM: Would require reallocation of existing resourc-
es or staff at no additional cost, and moderate amounts of 
new funding at a cost of $250,000 to $1 million. 

HIgH: Would require reallocation of existing resources 
or staff at no additional cost, and a large investment of 
new funds of $1 million or more. 

DEgREE oF DIFFICulTy: 

The complexity, volume of work required, and degree to which the strategy neces-
sitates changes in how people work together in the Fairfax-Falls Church area. 

LOW: Somewhat or not difficult to begin implementation 
due to the complexity of the issue, degree to which people 
need to change how they work together, and/or volume of 
work needed prior to implementation. 

MEDIuM: Moderately to somewhat difficult to begin 
implementation due to the complexity of the issue, degree 
to which people need to change how they work together, 
and/or volume of work needed prior to implementation. 

HIgH: Very to moderately difficult to begin implementa-
tion due to the complexity of the issue, degree to which 
people need to change how they work together, and/or 
volume of work needed prior to implementation. 

$

$ $

$ $ $

¢

next Steps
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TIMElInE FoR IMplEMEnTATIon:

Proposed start of implementation. (Note: Does not imply completion of the strategy 
in year 1, 2 or 3, but rather that the strategy will be initiated during that timeframe.) 

                

           Year 1  (FY09)

           Year 2  (FY10)

           

           Year 3  (FY11) 

A significant number of our recommended strategies were designed to generate ad-
ditional state, federal, and nonpublic financial resources for the mental health system.  
While we understand that these additional resources will not be readily available to 
the system at the initiation of implementation, we would encourage that this analysis 
include estimated increases in system funding. We believe that some of the initial 
costs of implementing transformation strategies may eventually be offset by increased 
sources of system funding.  Therefore, we propose that this analysis also capture esti-
mated Level of Additional System Funding (low, medium, and high).

1 

2

3
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ACCESS: The pathway individuals seek-
ing mental health services follow to obtain 
care.1 

CARE CooRDINATIoN (case manage-
ment): The process of assisting those with 
mental health disabilities to identify, secure, 
and sustain the environmental and per-
sonal resources needed to live, work, and 
recreate as part of the larger community.2 

CHoICE: “Refers to the central role 
people with psychiatric disabilities and/or 
addictions play in their own treatment, 
rehabilitation, recovery, and life. Within 
the behavioral health system, people in 
recovery need to be able to select services 
and supports from among an array of 
meaningful options based on what they will 
find most responsive to their condition and 
effective in promoting their recovery. Both 
inside and outside of the behavioral health 
system, people in recovery have the right 
and responsibility for self-determination 
and making their own decisions, except for 
those rare circumstances in which the im-
pact of the illness or addiction contributes 
to their posing imminent risks to others or 
to themselves.”3 

CoMPREHENSIvE SERvICES ACT: A 
1993 Virginia law that pooled eight specific 
funding streams into one, which is used 
to purchase services for high-risk youth. 
The purpose of this money is to provide 
high-quality, child-centered, family-focused, 
cost-effective, community-based services 
to high-risk youth and their families.4 

CoNSUMER: An individual receiving 
mental health services. In accordance with 
the Commission’s emphasis on person-first 
language, the phrases “individuals receiv-
ing mental health services” and “individu-
als with psychiatric disabilities” have been 
substituted for the term “consumer” in this 
report. “Consumer” is used in Appendix C 
(the survey summary).

CoNTINUITY oF CARE: “Phrase used to 
underscore the importance of sustained, 
consistent support over the course of re-
covery. Such support can come from living 
within a community of shared experience 
and hope, but also can refer to the reli-
able and enduring relationship between 
the individual in recovery and his or her 
recovery coach. Such sustained continu-
ity is in marked contrast to the transience 
of relationships experienced by those who 
have moved through multiple levels of care 
or undergone multiple treatment relation-
ships.”5 

Co-oCCURRING DISoRDERS: “refers to 
co-occurring substance-related and mental 
disorders. Clients said to have COD have 
one or more substance-related disorders as 
well as one or more mental disorders.”6 

CoRPoRATIoN FoR SUPPoRTIvE 
HoUSING: A national nonprofit intermedi-
ary organization that helps communities 
create permanent housing with services to 
prevent and end homelessness.7 

CULTURAL CoMPETENCE: “The level of 
knowledge-based skills required to provide 
effective clinical care to [individuals] from a 
particular ethnic or racial group.”8  Specifi-
cally, “cultural competence is an approach 
to delivering mental health services 
grounded in the assumption that services 
are more effective when they are provided 
within the most relevant and meaningful 
cultural, gender-sensitive, and age-appro-
priate context for the people being served. 
The Surgeon General defined cultural 
competence in the most general terms 
as ‘the delivery of services responsive to 
the cultural concerns of racial and ethnic 
minority groups, including their languages, 
histories, traditions, beliefs, and values.’ In 
most cases, the term cultural competence 
refers to sets of guiding principles, devel-
oped to increase the ability of mental health 
providers, agencies, or systems to meet the 

Appendix A: glossary of Terms
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needs of diverse communities, including 
racial and ethnic minorities.”9 

DECoMPENSATIoN: “Temporary return to 
a lower level of psychological adaptation or 
functioning, often occurring when an indi-
vidual is under considerable stress or has 
discontinued psychiatric medication against 
medical advice.”10 

EvIDENCE-BASED PRACTICES: “Clini-
cal, rehabilitative, and supportive practices 
that have scientific support for their efficacy 
(under ideal conditions) and effective-
ness (in real world settings). Advocacy of 
evidence-based practice is a commitment 
to use those approaches that have the 
best scientific support, and, in areas where 
research is lacking, a commitment to mea-
sure and use outcomes to elevate those 
practices that have the greatest impact on 
the quality of life of individuals, families, 
and communities.”11  

HoPE: Refers to the notion that “recovery 
provides the essential and motivating mes-
sage of a better future – that people can 
and do overcome the barriers and obsta-
cles that confront them. Hope is internal-
ized; but can be fostered by peers, families, 
friends, providers, and others. Hope is the 
catalyst of the recovery process.”12 

LINGUISTIC CoMPETENCE: The com-
munication of information in a manner that 
is easily understood by diverse audiences 
including the deaf population as well as 
persons of limited English proficiency, low 
literacy skills, and/or linguistic disabilities.13 

MEDICAID: A “jointly funded, federal/state 
health insurance program for low-income 
and disabled people who meet needs-
based eligibility requirements. Nationally, it 
covers approximately 36 million individuals 
including children, the aged, the blind, and/
or disabled and people who are eligible to 
receive federally assisted income mainte-
nance payments.”14 

MEDICARE: “Federal health insurance 
program primarily for older Americans and 
people who retired early due to disability.”15 

MENTAL HEALTH: “Mental health is more 
than the absence of mental disorders…. 
Mental health can be conceptualized as a 
state of well-being in which the individual 
realizes his or her own abilities, can cope 
with the normal stresses of life, can work 
productively and fruitfully, and is able to 
make a contribution to his or her com-
munity. Mental health is the foundation for 
well-being and effective functioning for an 
individual and for a community.”16 

PEER: Refers to someone “who has expe-
rienced first-hand, and is now in recovery 
from, a mental illness and/or addiction.”17 

PERSoN-CENTERED CARE: Care that 
is built around an individual’s personal 
assessment of hopes, aspirations, de-
sires, and goals.18  A person-centered care 
plan is highly individualized, established 
in conversation with the individual being 
served, and respectful of the unique prefer-
ences, assets, strengths, and dignity of the 
individual.19 

PRIMARY HEALTH CARE: Care “pro-
vided by physicians specifically trained for 
and skilled in comprehensive first contact 
and continuing care for persons with any 
undiagnosed sign, symptom, or health 
concern…. Primary care includes health 
promotion, disease prevention, health 
maintenance, counseling, patient educa-
tion, and diagnosis and treatment of acute 
and chronic illnesses in a variety of health 
care settings.”20 

RECovERY: A journey of healing and 
transformation enabling a person with a 
mental health problem to live a meaning-
ful life in a community of his or her choice 
while striving to achieve his or her full 
potential.”21
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RECovERY oRIENTED SYSTEMS INDI-
CAToRS (RoSI): A survey tool available 
through the Virginia Department of Mental 
Health, Mental Retardation and Substance 
Abuse Services that was developed by 
individuals receiving mental health services 
in cooperation with Columbia University to 
measure the extent to which a mental health 
system is oriented toward recovery goals. 

RECovERY-oRIENTED PRACTICE: “A 
practice oriented toward promoting and 
sustaining a person’s recovery from a 
behavioral health condition…. A recov-
ery-oriented practice is one that identifies 
and builds upon each individual’s assets, 
strengths, and areas of health and compe-
tence to support the person in managing 
his or her condition while regaining a mean-
ingful, constructive, sense of membership 
in the broader community.”22 

RESILIENCE: Means “the personal and 
community qualities that enable us to 
rebound from adversity, trauma, tragedy, 
threats, or other stresses – and to go on 
with life with a sense of mastery, compe-
tence, and hope. We now understand from 
research that resilience is fostered by a 
positive childhood and includes positive 
individual traits, such as optimism, good 
problem solving skills, and treatments. 
Closely-knit communities and neighbor-
hoods are also resilient, providing supports 
for their members.”23

SoCIAL SECURITY DISABILITY INSUR-
ANCE (SSDI): “Individuals who worked are 
‘insured’ by the Social Security taxes…that 
are withheld from their earnings to replace 
part of a person’s earnings upon retirement, 
disability, or for survivors with a worker dies. 
If insured workers (and, in some cases, 
their dependents or survivors) become dis-
abled, they may become eligible for SSDI 
benefits. The amount received is dependent 
upon how many years an individual has 
worked and the individual must apply to 
determine if (s)he is eligible for benefits.”24

SSI/SSDI oUTREACH, ACCESS, AND 
RECovERY (SoAR): A federal program 
that can expedite disability determination 
for the homeless population.

STIGMA: Refers to “a cluster of nega-
tive attitudes and beliefs that motivate the 
general public to fear, reject, avoid, and 
discriminate against people with mental 
illnesses…. Responding to stigma, people 
with mental health problems internalize 
public attitudes and become so embar-
rassed or ashamed that they often conceal 
symptoms and fail to seek treatment.”25 

SUPPLEMENTAL SECURITY INCoME 
(SSI): “The SSI program was established 
in 1974 as a mechanism for incorporating 
various state programs into one federal 
program. SSI is a program that provides 
direct federal payments to the aged, blind, 
and disabled people who have limited 
income and resources.”26

SUPPoRTIvE HoUSING: “A system of 
professional and/or peer supports that 
allows a person with mental illness to live 
independently in the community. Such 
supports may include regular staff contact 
and assistance as needed with household 
chores, as well as the availability of crisis 
services or other services designed to 
prevent relapse, such as mental health, 
substance abuse, and employment. Also 
known as supported housing.”27

SYSTEM oF CARE: A system of care 
“incorporates a broad array of services 
and supports…[in] a coordinated network, 
integrates care planning and management 
across multiple levels, is culturally and lin-
guistically competent, and builds meaning-
ful partnerships with families and youth at 
service delivery and policy levels.”28 

WELLNESS RECovERY ACTIoN PLAN-
NING (WRAP): A self-help approach to 
psychiatric illness management and promo-
tion of wellness developed by Mary Ellen 
Copeland.29  This is a structured program 
in which an individual works with a case 
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manager to develop a personal written plan 
aimed at managing or reducing troubling 
symptoms and making other desired 
changes in his or her life. WRAP plans 
emphasize overall wellness and health, and 
avoid providing information about specific 
disorders.30

Acronyms Used in This Report:
ASP: Application Service Provider

CHCN: Community Health Care Network

CoD: Co-occuring Disorders

CSA: Comprehensive Services Act

CSB: Community Services Board

DBT: Dialectical Behavioral Therapy

DFS: Department of Family Services

DIT: Department of Information Technology

DRS: Department of Rehabilitation Ser-
vices 

EHR: Electronic Health Record

FCPS: Fairfax County Public Schools

FQHC: Federally Qualified Health Center

HIE: Health Information Exchange

HIPAA: Health Insurance Portability and 
Accountability Act 

MIS: Management Information System

NAMI: National Alliance on Mental Illness

NASMHPD: National Association of State 
Mental Health Program Directors 

NoMs: National Outcome Measures

PACT: Program of Assertive Community 
Treatment 

PHR: Personal Health Record

RFI: Request for Information 

RoSI: Recovery Oriented Systems Indica-
tors

SAMHSA: Substance Abuse and Mental 
Health Services Administration

S-CHIP: State Children’s Health Insurance 
Program

SoAR: SSI/SSDI Outreach, Access, and 
Recovery

SSA: Social Security Administration

SSDI: Social Security Disability Insurance

SSI: Supplemental Security Income

WRAP: Wellness Recovery Action Planning
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Charter and General Work Plan
The Fairfax County Board of Super-

visors is establishing a blue-ribbon com-
mission, designated the Josiah H. Bee-
man Commission in honor of the former 
Chairman of the Fairfax-Falls Church 
Community Services Board, to advise 
the Board of Supervisors on the future 
direction and design of the mental 
health services delivery system serving 
Fairfax County, the City of Fairfax, and 
the City of Falls Church.  The Josiah H. 
Beeman Commission will consist of a 
mix of national, state, regional, and local 
mental health service delivery experts 
and consumers, consumer advocates, 
and/or family members of consumers to 
bring fresh knowledge and perspective 
to the task of recommending a vision 
and blueprint for revamping/transform-
ing the local mental health delivery sys-
tem for Fairfax County, Fairfax City, and 
the City of Falls Church.  The Josiah H. 
Beeman Commission shall make recom-
mendations to the Board of Supervisors 
on changes to the mental health service 
delivery system that it believes are nec-
essary to enhance the system of care to 
be more coherent, responsive, efficient, 
and effective for adults of all ages and 
children and families in need of public 
mental health services. 

ThE CoMMISSIon WIll:

n Recommend a vision and blueprint for 
the direction for public mental health 
service delivery. 

n Establish a broad roadmap for the 
transformation of the County’s mental 
health care system required to achieve 
this vision.

n Recommend key strategies for facili-

tating this transformation.

In gEnERAl, ThE BoARD oF SupERvISoRS 
DESIRES RECoMMEnDATIonS ThAT WIll: 

• Focus the system on services and 
treatments that are consumer- and fam-
ily-centered – that provide consumers 
with reasonable and timely access to 
services, meaningful and appropriate 
choices about treatment options, and 
supportive services and providers that 
are consistent with highly effective pub-
lic mental health service delivery.

• Facilitate and maximize consumer 
recovery, resiliency, and the ability to 
successfully cope with life’s challenges 
and not just symptom management.

• Assist the Board, in collaboration 
with the Community Services Board, 
to clarify priority populations to be 
served through the public mental health 
system as well as those populations who 
may not be able to be served or are best 
not served or served less extensively 
by the public system given limited 
resources.

• Assist the Board in identifying the 
potential for linkages with the County’s 
primary healthcare programs to support 
certain types of mental health service 
delivery that can be offered in a primary 
care environment. 

• Assist the Board in identifying ad-
ditional partnership opportunities with 
the Commonwealth of Virginia to better 
collaborate on mental health service 
delivery policy and funding, and with 
other Community Services Boards in 
the region to address such issues as 
inpatient bed shortages and opportuni-

Appendix B: Commission Charter
Josiah H. Beeman Commission
On the Fairfax-Falls Church Mental Health Service Delivery System
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ties for collaborative programming.

• Identify best practices and service 
strategies for integrating mental health 
and substance abuse treatment for per-
sons with co-occurring disorders.

• Identify clear and measurable stan-
dards and consumer outcome measures 
that focus on recovery, resilience, and 
success.

• Highlight best practices for public 
mental health service delivery linkages 
and integration with other public ser-
vice functions (social services, public 
education, homelessness services, 
family and child services, child welfare 
services, juvenile and domestic rela-
tions, housing services, etc.) to better 
enable an integrated approach to meet-
ing citizen service needs.   

• Facilitate integration with the Com-
monwealth’s Integrated Strategic Plan 
for transforming Virginia’s publicly 
funded mental health, mental retarda-
tion, and substance abuse services 
systems and are consistent with the 
State’s ongoing review process related 
to compulsory treatment and medica-
tion.

Commission Deliverables
1. Recommendations on the Appro-
priate Role of public Mental health 
Services in the Fairfax County Service 
Delivery System

Drawing on best practices in public 
mental health service delivery at the 
local level from around the nation, rec-
ommend the appropriate role(s) for the 
County’s mental health system in the 
provision of services to individuals and 
families in need of services.  Include 
recommendations on proven strategies 
for optimum collaboration with partners 

in the service community such as the 
local school system and the county’s 
housing, social services, juvenile justice 
and other human service agencies, to 
best meet the needs of both adults and 
children and families.

2. Recommendations 
on Service populations 

Based on best practices in local pub-
lic mental health services delivery from 
around the country, the recommended 
roles for local public mental health 
identified in (1) above, and the general 
resource levels currently being invested 
in mental health service delivery:

a. Identify critical service populations 
whose needs must receive priority atten-
tion and resources from the local mental 
health system. 

b. Identify those populations who 
should/can be served outside the public 
system and summarize the potential 
impacts, if any, of not serving these 
populations in the public system.

c. Identify any populations who might 
receive more limited services from the 
public mental health system.

3. Recommendations 
on Service Delivery Design

Recommend a core service delivery 
model and mix of service offerings 
with proven effectiveness in achieving 
optimal outcomes for populations to be 
served and which: 

a. Are best suited to implement a con-
sumer-driven, recovery-based approach 
to meeting the needs of consumers.

b. Are consistent with providing timely 
access to services and providing accept-
able levels of service choice to consum-
ers. 

c. Outline a general mix of publicly 
provided services - directly operated 
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services, contracted services, and con-
sumer-operated services - necessary to 
implement the recommended practice 
model.

d. Are evidence-based and will result in 
a coherent efficient and effective ser-
vice system for both adults and children 
and families.

e. Are consistent with the appropriate 
role of the mental health system in the 
overall service delivery system. 

f. Can be implemented within the 
general level of public investment that 
the system currently enjoys as well as 
determine priority services should ad-
ditional resources become available in 
the future.

g. Address a best practices approach to 
integration of mental health and sub-
stance abuse services that best meet the 
needs of consumers with co-occurring 
disorders.

h. Explore opportunities for regional 
collaboration in mental health service 
delivery.

i. Provide for service delivery in set-
tings appropriate for the various con-
sumer populations to be served. 

4. Recommend Strategies for Funding 
and Resource Development to Support 
the Service Delivery Design

The Fairfax Board of Supervisors 
and the other partner governing bodies 
make a significant investment of local 
resources in support of public mental 
health service delivery.  While it is 
anticipated that current levels of local 
investment will be sustained, long-term 
local revenue forecasts suggest that 
opportunities for expansion of local 
investment are very limited.  The Board 
desires recommendations on financing 
strategies that optimize federal, state, 
and other resources to sustain the ser-

vice delivery system and seeks to learn 
about additional creative financing ap-
proaches that may have been developed 
in other areas.

5. Recommend outcomes and a System 
of Measures to gauge performance

Drawing on best practices, recom-
mend a system of both consumer and 
system outcomes as well as a relevant 
set of program and process measures 
that will facilitate assessment of the on-
going performance of the mental health 
system in terms of efficiency, effective-
ness, access to services, and consumer 
recovery and which will support ongo-
ing accountability, transparency, and 
continuous improvement in the system 
and promote a passion for operational 
excellence in delivery of mental health 
services.

Together, deliverables 1 through 5 
will establish a vision and framework 
for a revamped mental health delivery 
system grounded in best practices.  Us-
ing this framework as a baseline against 
which the current system of mental 
health service delivery can be assessed, 
the following deliverables are designed 
to provide the Board of Supervisors 
with a blueprint that can be used to de-
sign and implement necessary changes 
in the system. 

6. Assessment of the Current System 
of Mental health Services Delivery

Provide an assessment of the current 
system of care in terms of treatment 
approach, service offerings, financing, 
resource allocation, service system 
partnerships, service integration, and 
populations served against the system 
blueprint envisioned in deliverables 1-5 
above.  This assessment should identify:

a. The strengths of the current system 
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of care that should be preserved.

b. Necessary changes in the funda-
mental role the mental health system of 
care plays in the overall human services 
delivery system.

c. Proposed changes in the system’s 
response to the various key populations 
in need of mental health services.

d. Proposed changes in the overall 
design, delivery, measurement, and 
management of the system of care in 
light of the best practices framework.

e. Essential workforce core competen-
cies required for the recommended 
system of care and the necessary 
changes, if any, in the general staff skill 
sets necessary to implement the system 
of care.

f. New partnerships and service deliv-
ery relationships that are required for 
the best practices framework.  

g. Proposed changes in the financing of 
the system.  This should include a re-
view of the current allocation of resourc-
es for mental health services and an as-
sessment of resource allocation changes 
that would be required to implement the 
proposed system blueprint. 

h. Necessary changes in the system 
of measures for assessing the ongoing 
performance of the system.

 

7. Transformation Roadmap 
And Strategies 

Provide recommendations on the 
staging, sequencing, and key strategies 
necessary to implement the system 
transformation.  

Commission Timetable and Re-
sources: It is anticipated that prepara-
tory work for Commission meetings 
will begin in November of 2006 and that 

the Commission’s first meeting will be 
held in January.  The Commission will 
deliver an interim report to the Board of 
Supervisors within 180 days of its initial 
meeting and updates to the Board every 
90 days until its work is completed.  
To accomplish this work, the County 
Executive shall:

1. Identify a staff director who will be 
responsible for facilitating the Com-
mission’s work and deliberations and 
will assure that the necessary County 
staff and contractual service resources 
(including administrative support 
resources) are brought to bear on the 
Commission’s activities.  

2. Working with the Commission, 
identify other staff resources necessary 
to complete the Commission’s work 
plan and deliverables. An interagency 
staff team will be identified that will 
provide research and analysis support 
to the Commission.  Working with the 
staff director, this interagency team will 
identify, assemble, and send information 
for Commission member review prior to 
the initial meeting of the Commission. 

3. In conjunction with the Community 
Services Board and the staff director to 
the Commission, engage mental health 
employees in the process by assuring 
an opportunity for them to express their 
ideas about service populations, service 
delivery design, funding, and measures 
of success.  

4. Identify appropriate work space and 
other support resources that the Com-
mission should require.

5. Assure, in conjunction with the 
Executive Director of the Commu-
nity Services Board, timely access to 
Community Services Board staff, data, 
and other resources necessary for the 
Commission’s work.
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Commission Composition: Commis-
sion membership will include national, re-
gional, state, and local mental heath lead-
ers; mental health consumers, consumer 
advocates and/or family members of 
consumers; recognized experts in mental 
health law and the criminal justice sys-
tem; experts in workforce development; 
experts in mental health quality and 
accountability; and recognized experts in 
specific mental health populations.  

As the Commission progresses in its 
work, it is expected that individuals will 
be needed to serve as part of a growing 
cadre of expert resources.  Similarly, 
the Commission may wish to assemble 
a group of consumers, consumer advo-

cates, and/or family members of consum-
ers to serve as resources on an as-needed 
basis.

Commission Work Plan and Activi-
ties: There is no prescription for specific 
Commission work activities.  Rather, it is 
expected that a detailed work plan will be 
determined by the Commission itself in 
consultation with the County Executive 
and the designated staff director of the 
Commission.  The Board does desire that 
the Commission consult with key stake-
holders throughout its process. 
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Appendix C: 
Survey on Mental health Services
This appendix is a separate document.
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Conversations with Individuals 
Receiving Services and Staff: Com-
mission members, working in pairs, 
conducted conversations with stake-
holders, including CSB staff members 
and individuals receiving mental health 
services at the following facilities:  Con-
sumer Wellness Center of Falls Church, 
Franconia Road Treatment Center, Ju-
venile Detention Center, Leland House 
Youth Crisis Care, Residential Extensive 
Dual Diagnosis, and Stevenson Place. 
Comments from individuals receiving 
services and staff at all of these sites 
were combined, summarized, and 
organized according to recurring theme 
areas, as listed below.

n Overall, participating individuals 
receiving services expressed satisfaction 
with:

program effectiveness: program content 
and applicability

person-centered manner of treatment: 
staff friendliness and compassion, 
involvement of individuals receiving ser-
vices in treatment and decisions, choice 
of outside activities

Resources: variety available to individu-
als receiving mental health services

n Participating individuals receiving 
services suggested greater emphasis be 
placed on:

Being person-centered: more skill devel-
opment (training) and employment/
volunteer opportunities for individuals 
receiving services, respect for individu-
als receiving services, wellness promo-
tion (nutrition and healthy living)

providing transparency: more educa-
tion for individuals and families about 
programs, processes, medication, the 
Medicaid application process, and the 
rights of those receiving services.

Ensuring timeliness: time to get into 
programs

providing access: transportation for indi-
viduals receiving services 

promoting effectiveness: individual-
therapist relations, community-based 
programs, consistency of information 
and treatment to individuals receiving 
mental health services, number and 
range of outside activities

Ensuring safety: physical condition of 
facilities, supporting safe individual 
behavior 

n Overall, participating staff members 
expressed satisfaction with:

program effectiveness: variety and range 
of services, quality and dedication of 
staff, family involvement, and therapy 
effectiveness

person-centered manner of treatment: 
involvement of individuals receiving 
services and families in treatment and 
goal-setting

Collaboration and coordination: inte-
grated systems approach, collaboration 
of staff, crisis management, and creative 
problem-solving

Internship programs: quality and potential 
of interns as future staff

For ease of reference, input activity descriptions from the Stakehold-
er Input section of the report are repeated as an introduction to themes 
from each stakeholder activity.

Appendix D: Stakeholder Input
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n Participating staff members suggest-
ed greater emphasis be placed on:

providing access: housing and program 
admittance, transportation, number of 
available psychiatrists, insurance/ben-
efits assistance, referral process for care 
continuity, reaching out to culturally 
diverse populations

Ensuring efficiency: amount of paper-
work, information technology system 
and support, clear work processes, 
clarification of staff responsibilities

promoting collaboration: partnerships 
with government agencies to improve 
processing of benefits; and collaboration 
within the CSB, with other county agen-
cies, and with outside organizations

Supporting staff: organizational staff-
ing needs, training and development, 
performance evaluation system, and 
staff wellness

Ensuring strong leadership: organizational 
priorities in line with mission, leader-
ship training, leadership structure, 
staff input, and involvement in making 
decisions

promoting effectiveness: number and 
range of outside activities, more day-
treatment and step-down programs, 
follow-up with individuals receiving 
services

Ensuring safety: physical condition of 
facilities, supporting safe behavior of 
individuals receiving services, safety of 
program locations

providing transparency: more education 
for individuals receiving services and 
families about programs and processes

Supporting free flow of information: com-
munication between leadership and staff 
(response time, sharing of information)

Ensuring timeliness: intra-agency respon-
siveness

Survey on Mental Health System:  
The Commission utilized the Recovery 
Oriented Systems Indicators (ROSI) 
survey to gather input from individuals 
receiving mental health services (re-
ferred to as consumers of mental health 
services in the survey) and similar 
surveys for family members/significant 
others of individuals receiving services 
and for providers of services.  The ROSI 
survey is available through the Virginia 
Department of Mental Health, Mental 
Retardation, and Substance Abuse Ser-
vices, and was developed by individu-
als receiving mental health services in 
cooperation with Columbia University.

The type of sampling that was used 
for the ROSI survey was a non-probabil-
ity sampling. Self-selected samples were 
collected from library sites and Web-
based responses. Opportunity samples 
were taken from mental health service 
and support locations. Therefore, re-
sults may or may not be representative 
of the general mental health population. 
The survey was meant to provide direc-
tion for further information-gathering 
and aid in the formation of recommen-
dations for the future direction of the 
mental health services delivery system 
serving Fairfax-Falls Church area 
residents. 

n As highlighted in the summary of the 
survey results (Appendix C), participat-
ing individuals receiving mental health 
services (consumers), family members/
significant others, and providers gave the 
highest percentage of positive responses 
to survey statements related to:

• The respect shown by staff in terms 
of the cultural background of individuals 
receiving mental health services 

• The lack of pressure, threats or force 
in treatment

• The non-interference of staff in the 
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personal relationships of individuals 
receiving mental health services

• Being treated as a person, not a psy-
chiatric label

• Belief shown by staff that the individ-
ual receiving services can grow, change, 
and recover

• The complete information given to 
them in words they understand before 
having to consent to treatment and 
medication

n Participating individuals receiving 
mental health services (consumers), family 
members/significant others, and providers 
gave the highest percentage of negative 
responses to survey statements related 
to:

• Having enough income to live on

• Having enough good service options 
to choose from

• The presence of a peer advocate when 
needed

• Having affordable housing

• Family members getting the educa-
tion and support needed 

Conversations with Families of Indi-
viduals Receiving Services: Two ac-
tivities expanded opportunities for input 
from families. Working in pairs, Com-
missioners met with parents of youth 
in the Teen Alternative Program (a 
comprehensive day-treatment program 
for students in grades 9 to 12) and, 
through NAMI-NoVa (National Alliance 
on Mental Illness – Northern Virginia), 
families of adults who had experience 
with emergency services. Comments 
from both of these sessions were sum-
marized. The topics that engaged the 
most interest are listed below.

n Families of youth in the CSB’s Teen 
Alternative Program shared positive re-
marks about the program and provided 
key suggestions that included:

• Increasing the education of staff 
members in the school system on avail-
able options for students experiencing 
mental health issues

• Improving the availability of infor-
mation to the general public on youth 
mental health programs and resources

• Improving the transition process for 
youth leaving a psychiatric hospital or 
mental health program

n Again, in addition to positive remarks, 
key suggestions made by the families 
of individuals who had experience with 
emergency services included:

• Examining the restrictions that pre-
vent individuals from receiving emer-
gency services unless they are deemed 
a threat to themselves or others

• Increasing the availability of the Mo-
bile Crisis Unit

• Ensuring a consistent follow-up pro-
cess after each crisis visit

• Assessing the methods of support 
available for families and significant 
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others of individuals receiving mental 
health services

Conversation with County Human 
Services Leaders: At a meeting of the 
Human Services Leadership Team, the 
agenda included a conversation regard-
ing the opportunities and challenges for 
greater service integration in serving 
people with mental illness.  Two Com-
missioners attended this meeting and 
had the opportunity to hear from the 
Directors of Family Services, Commu-
nity and Recreation Services, the Office 
for Women, the Department of Hous-
ing, and the Court Services Unit of the 
Juvenile and Domestic Relations District 
Court. They also heard from the Deputy 
Director of the CSB and the Deputy 
County Executive for Human Services.  

One strong theme that emerged from 
this meeting was the need to strengthen 
collaborative relationships between 
agencies in order to provide complete 
services to people with mental illnesses.  
It was noted that there is a need for in-
creased mental health services and sup-
ports provided by the CSB for elderly, 
homeless, and multicultural popula-
tions.  Connection points between the 
CSB and the housing agency need im-
provement in order to assist adults with 
mental health disabilities in accessing 
and maintaining homes.  Conversely, 
the assistance of therapeutic recreation 
services for youth and adults is under-
utilized in the mental health arena.  

The need for greater willingness to be 
flexible on the part of CSB staff who 
are assisting people in other agencies 
was noted, particularly in reference 
to scheduling around the educational 
needs of children and youth.  A more 
rapid hiring process for filling CSB 
vacancies is desired.  In terms of the 

broader community of the Human 
Services system, there is a need for 
the following: 1) a better system-wide 
response for families and significant 
others of individuals receiving mental 
health services; 2) a more collaborative 
approach to prevention; and 3) assis-
tance for individuals receiving mental 
health services on quality-of-life issues 
such as housing, health care, and em-
ployment. 

Stakeholder Input on Draft Recom-
mendations: After drafting our initial 
recommendations, we sought feedback 
from representatives of all stakeholder 
groups and other interested individu-
als.  Specifically, draft recommendations 
were posted for comment on the Josiah 
H. Beeman page available through the 
Fairfax County Government website.  
Additionally, three public input sessions 
were conducted to solicit in-person 
comments from stakeholders. Based on 
this input, our draft recommendations 
were refined and reshaped.  Topics that 
engaged the most interest were:

• Care network

• Care coordination

• Continuity of care

• Service integration

• Peer support and advocacy

• Peer-operated services

• Publicizing of services

• Financing a transformed system
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The following information outlines 
the overall goals and universe of 
measures related to individuals served, 
transformation of mental health ser-
vices and programs to a recovery- and 
resilience-based system of care, meeting 
service access standards/benchmarks, 
and reduction of uncompensated care.  
All goals and measures will be collected 
and evaluated, with implications for 
continuous improvement planning rela-
tive to the overall goals for the system 
of care.  

Data in support of these goals and 
measures can be collected from surveys 
completed by individuals receiving 
services and information collected in 
data elements contained in the CSB’s 
Management Information System 
(MIS). Modifications to the MIS will be 
made to collect information needed for 
measures related to some of the trans-
formation goals for the system of care.

goAl:
Strengthen living, learning and work-
ing skills and supports for living self-
determined and productive lives 
Adult Measures (Sampling of individu-
als receiving outpatient or residential 
services):

• Percentage of adults employed at 
admission and discharge

• Percentage of adults reporting 
positively about social connectedness at 
admission and discharge

• Percentage of adults with a medical 
home (including vision and dental care) 
upon admission and discharge

• Percentage of adults involved with the 
criminal justice system at admission and 
discharge; decreased criminal justice 
involvement 

• Annual percentage of individuals 
moving off the CSB housing waitlist into 
housing

Youth and Family Measures (Sam-
pling of individuals receiving outpatient, 
day treatment, and in-home services):

• Percentage of youth attending school 
at admission and discharge

• Percentage of youth living in the com-
munity at admission and discharge 

• Percentage of youth with a medical 
home upon admission and discharge 

• Percentage  of youth involved with 
juvenile justice system at admission and 
discharge

goAl:  
Meet access to service standards

Adult Measures: 

• Percentage of nonemergency outpa-
tient appointments kept by individuals 
within seven business days from hospi-
tal discharge 

• Percentage of individuals who receive 
an appointment with the Access Unit 
within ten business days of their first 
call for service 

• Percentage of no-shows for initial ap-
pointments 

• Percentage of direct-service staff who 
meet CSB performance standards for 
hours of services provided and number 
of individuals served 

Youth and Family Measures:

• Percentage of youth who receive an 
intake appointment within five business 
days of their first call for service

• Percentage of nonemergency outpa-
tient appointments kept by individuals 
within ten business days of their first 
contact

Appendix E: universe of Measures
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• Percentage of direct-service staff who 
meet CSB performance standards for 
hours of services provided and number 
of individuals served 

goAl: 
Increase satisfaction of adults re-
ceiving mental health and substance 
abuse outpatient services.   Increase 
youth and family satisfaction with 
youth services and programs.

Adult Measures:

• Percentage of individuals reporting 
positively about their experience via 
annual surveys

• Quarterly Sampling of Satisfaction 
surveys after most recent appointment

Youth and Family Measures:

• Percentage of individuals reporting 
positively about their experience via 
annual surveys

• Quarterly Sampling of Satisfaction 
surveys after most recent service ap-
pointment

goAl: 
Reduction of uncompensated care

Adult Measures:

• Become a Community SSI Initiative 
Partner under the federal program 
SOAR (SSI/SSDI Outreach, Access, 
and Recovery), expediting disability 
determination for homeless population, 
which will translate into Medicaid reim-
bursement of CSB services

• Percentage of adults using Medicaid 
funds to access mental health services

• Percentage of adults using Medicaid 
Part D funds to access mental health 
services

• Ensure proper documentation for bill-

ing Medicaid services

Youth and Family Measures:

• Percentage of children and youth with 
Medicaid

•  Percentage of children and youth 
in State Children’s Health Insurance 
Program (S-CHIP)

• Ensure proper documentation for bill-
ing Medicaid services

•  Maximize all funding streams  

goAl:  
Transformation of mental health 
services and programs to a recovery- 
and resilience- based system of care

Adult Measures (ratings from selected 
items listed below from the ROSI):

• My treatment plan goals are stated in 
my own words

• Staff do not use pressure, threats or 
force in my treatment

• Staff treat me with respect regarding 
my cultural background

• Staff give me complete information in 
words I understand before I consent to 
treatment and medication 

• There was not a consumer peer advo-
cate to turn to when I needed one

• I do not have enough good service 
options to choose from 

• Staff sees me as an equal partner in 
my treatment program

• Overall ROSI profile

Youth and Family Measures (Rat-
ings from selected items from the State 
Youth and Family Survey, and from the 
survey George Mason University devel-
oped for the CSB):

• Youth and family members treated 
with respect by program staff 
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• Youth and family members feel 
comfortable and welcomed by reception 
staff 

• Youth and family members report 
that staff discussed what is important to 
them

• Youth and family members receive 
information about medication

• Youth and family members access 
needed services to help maintain the 
youth in the home and community

goAl:  
Youth and family community-based 
treatment and outcomes under 
development by the Comprehensive 
Services Act (CSA) 

Youth and Family Proposed Mea-
sures under Development: 

• Access to youth system of care 

• Access to primary health care

• Criminal justice involvement

• School performance

• Children need to be present at treat-
ment meetings in the school system

• Stability at home/community 

• Improved child and family functioning

• Improved parenting skills

• Suspensions/expulsions, school at-
tendance over enrollment

• Increased school attendance

• Access to services for youth who are 
homeless

• Access to services for children with a 
parent who has a mental illness and/or 
substance use disorder

• Access to services for foster-care 
parents
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