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MANAGEMENT SUMMARY 

On behalf of the Community Services Board and staff, we are pleased to present Henrico Area Mental Health & 

Developmental Services (HAMHDS) Fiscal Year 20 Annual Report. This report highlights the importance and impact 

of the programs and services offered to the residents of Henrico, Charles City and New Kent counties.  It also 

provides a snapshot of the tireless and dedicated work to support individuals and families experiencing behavioral 

health, substance use or developmental disabilities to lead full and productive lives in the community.  

Much has been accomplished this year, but what a year it has been. In July 2019, found us settling in and unpacking 

in our beautiful new East Center. In September, we celebrated our 50th anniversary, which included proudly 

remembering our past and committing to build on our foundation of advocacy, partnership, and innovative services. 

October brought our seventh, three-year CARF reaccreditation in 10 service areas. We participated in Henrico’s 

Recovery Roundtable and will lead and support a countywide approach to prevent and treat substance use. We 

continue to implement STEP VA as funding is available. We were successful in creating a small, bilingual team that 

will allow us to provide a full spectrum of outpatient care in a more culturally sensitive manner. We continue to 

implement evidenced-based practices like Parent Child Interaction Therapy and expanded Office Based Opioid 

Treatment. We expanded access to services through same place access, making it possible for individuals in 

hospitals and jails to begin receiving services prior to their release. The number of individuals successfully securing 

housing through Permanent Supportive Housing increased. We have also continued to work diligently to meet the 

requirements of the U.S. Department of Justice (DOJ) Settlement Agreement. Finally, we were pleased to receive 

three National Association of Counties (NACo) awards; Office Based Opiate Treatment Program (OBOT) – Whole 

Person Treatment, REVIVE Training, and Youth Leadership Program. 

However, in March, the COVID-19 pandemic  forced a new way of life for our agency and those we serve. We are so 

proud of the way each person in the agency worked to overcome the immense challenges we have faced. We were 

able to quickly move many of our services to virtual platforms while continuing to provide vital services in person. 

We reduced expenses, applied for grants to supplement services, retrained staff, changed business processes, re-

evaluated job duties on a regular basis, implemented emergency regulations, redeployed staff where needed, 

assisted community events, such as onsite feeding programs, and utilized multiple media strategies to educate 

communities about COVID-19 and to promote substance abuse prevention and mental health wellness. Day Services 

made videos, held groups, and mailed activities to keep clients connected and supported. Access to services and 

crisis calls continued to be consistent. We now are planning how to transition back and reopen services. 

In June, we acknowledged systemic racism and inequities throughout society by having conversations, encouraging 

trainings and readings.  As part of our strategic plan we adopted an initiative to confront these injustices and 

strengthen our workforce and the delivery of culturally sensitive services.  

We remain steadfast in our mission, treatment, and care for the individuals and families who turn to us for help.  The 

ongoing support of the Boards of Supervisors of the Counties of Henrico, Charles City, and New Kent is paramount, 

and we thank them.  

  

 
 
  Karen W. Grizzard    Laura S. Totty, MS 
  Board Chair     Executive Director 
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 VISION & VALUES 

We serve people experiencing the effects of or at risk for mental illness, developmental disabilities and substance 

use disorders and children with developmental delay.  Henrico Area Mental Health & Developmental Services 

(HAMHDS) promotes dignity, recovery and self-sufficiency in the lives of the people we serve.  

 

OUR VISION 

We envision an inclusive, healthy, safe community where individuals lead full and productive lives. 

 

OUR VALUES 

Excellence, Dignity, Partnership 

  

OUR LEADERSHIP PHILOSOPHY 

Leadership is the responsibility of everyone at Henrico Area Mental Health & Developmental Services. If we are to be 

successful, we must lead with integrity, good stewardship, openness, creativity and full participation 

 

 STRATEGIC GOALS AND STRATEGIC PLANNING 

2019-2022 Strategic Initiatives   
The agency continued to follow the strategic planning road map that was developed last year.  At the end of FY20 an 

addition strategic initiative on Social Justice was added.  The strategic initiatives for 2019-2022 are as follows.   

1) To implement DBHDS state wide initiative STEP Virginia 

Overview: 

The Virginia Department of Behavioral Health and Developmental Services (DBHDS) is implementing a state wide  

System Transformation Excellence and Performance initiative  (STEP-VA) to provide access to Virginians to core 

behavioral health and substance use services regardless of where you live. Developmental Disability Services will 

also be impacted based on the implementation of these initiatives. STEP-VA is designed to improve the community 

behavioral health services to all Virginians by July 2021. 

FY20 Accomplishments - To implement DBHDS state wide initiative STEP Virginia 

Henrico Area Mental Health & Developmental Services worked throughout the last fiscal year to implement the 

Department of Behavioral Health and Developmental Services’ STEP-VA initiative.  The COVID-19 created a slight 

pause in implementing new initiatives, but work continued to strengthen and fully implement programs that had 

been initiated prior to the pandemic.  Committee meetings halted during the pandemic, but will be resuming in 

September.   

In addition to the continued funding we receive to support Same Day Access and the Primary Care initiative, we 

were able to add 4 new positions through STEP-VA funding during the last fiscal year.  These new positions served to 

strengthen our Outpatient Services programs.  
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In Youth and Family Services, we added one additional clinician position to serve on an our mini-team supporting 

Spanish speaking youth and their families.  We added a Case Manager to Mental Health Adult Outpatient services in 

recognition of the significant amount of case management support that many of the outpatient clients need.  We 

expanded Outpatient Substance Use Services through being able to hire a part time nurse practitioner to support 

our Office Based Opioid Treatment (OBOT) program. Hiring this position allowed us to expand out OBOT Program to 

our Providence Forge office.  Later in the fiscal year, we received some additional “needs-based” funding that was 

used to create a new Mental Health Outpatient clinician position that is currently being recruited.   

Throughout the last year we also participated in the State’s Veterans Identify, Screen and Refer (VISR) pilot 

program.  This pilot is likely to serve as the basis for much of the Veteran’s Step in the larger STEP-VA plan.   

STEP VA Steps Status 

Same Day Access Fully implemented 

Primary Care  Fully implemented 

Outpatient Services Fully implemented 

Crisis Services In planning stage 

Psychosocial Rehabilitation Pending 

Peer and Family Support  Services Pending 

Veterans’ Behavioral Health Pending 

Care Coordination Pending 

Case Management Pending 

 

2) To implement Welligent and fully maximize its capabilities 

Overview: 

Welligent is new to behavioral health and developmental services in the State of Virginia. Welligent is developing 

capabilities to meet the full needs of all of our services with the intent of becoming fully electronic.  Maximizing it’s 

use to the fullest will increase agency efficiency and effectiveness. Understanding how Welligent works will move 

the agency to more data driven decision making. 

This strategic objective has two phases; Phase one is continuing from the previous strategic initiative to implement 

Welligent, phase two will be to fully maximize the capabilities of Welligent. The current implementation work group 

will continue to work on phase one. Once implemented a new workgroup will implement phase two. Phase two 

work group members will not be identified until phase one is completed. 

FY20 Accomplishments - To implement Welligent and fully maximize its capabilities 

The system continues to be configured and steps toward a go-live implementation are aggressively pursued in 

collaboration with both Welligent and Arlington CSB. There were over 150 Welligent tickets written which would 

refine the out-of-box software to get it to comply with the many State and Federal requirements. About 50% have 

been closed. About 40 Business Process Reviews were identified.  These translate Cerner business process into 

Welligent functionality.  75% of these were completed in partnership with IT and the Programs.  The rest will need 

more Welligent involvement.  The Implementation Team, who is represented by all Agency programs who use the 

Cerner system and the Evaluation & Reporting ITS staff, continues to meet on regular basis as the agency moves 

forward with the implementation. 

3) Substance Use Disorder Recovery Transformation 

Overview: 
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The County of Henrico is committed to developing a comprehensive multi departmental approach to meeting the 

needs of Henrico residents who are involved in the legal system and primarily in need of substance use services. The 

focus is multidimensional to include education, prevention, jail diversion and expansion of services.   

FY20 Accomplishments - Substance Use Disorder Recovery Transformation 

Leslie Stephen started out as a co-chair but due to her work on the Addiction Task Force, it was decided to bring 
Karen Branin in as a co-chair and Leslie to participate as a member of the committee. The committee was able to 
increase awareness of SUD by family members and some folks in recovery speaking on Advocacy Day. The agency 
applied for and received a 1-year grant for a SUD diversion case manager and SUD diversion clinician. A 
subcommittee of this group met to define the role (job duties) of the SUD diversion case manager. Recruitment 
occurred for both positions. At the end of the fiscal year the  case manager was hired and the clinician position was 
re-advertised. The agency also obtained a grant to assist individuals with recovery housing.  The Medical Unit and 
SUD services are working together to develop rapid access to OBOT. The Addiction Task Force continues to consider 
the possibility of opening a Detox Center.  
 
 

FY20 ACCOMPLISHMENTS/ FY20 GOALS 

Administration Accomplishments 
• Quickly revamped AP processes to accommodate staff working from home 50% due to COVID-19 and still process 

payments in a timely manner  

• Administered the NOURISH program for HAMHDS allowing direct service staff in the community during the stay 

at home in order to have one meal/day takeout.  69 staff participated: 448 total meals. 

• Developed and submitted required ongoing COVID-19 reporting to the County and DBHDS – 214 reports, 

expenditures, weekly revenue. 

• Helped the agency to quickly identify $ 821,028 reduction in expenses to meet a County general fund reduction 

due to COVID-19 and implemented quarterly appropriation of FY21 expenditure budget. 

• Applied for many grants – these are the larger ones submitted in FY20: 

o FCC Telehealth Grant $187,399 – waiting to hear 

o CARES Act ESG Funds $50,000 – awarded 

o DBHDS SAMHSA COVID-19 Emergency Grant $125,744 – awarded 

o VHDA COVID-19 Emergency Funding Support Housing Network - $ 49,997 – awarded 

o DARS COVID-19 Emergency Funding - $35,535 – awarded 

• Developed a systematic reporting mechanism to report out to management in the monthly Accounts Receivable 

Meeting 

• Effectively managing all Reimbursement staff working from home during the COVID-19 pandemic to ensure 

agency and county deadlines are continuously met and meaningful work continues to be done by the team. 

• Worked in partnership with IT Cerner specialist to ensure background set up of the system was conducive to the 

needs of the Reimbursement team to ensure timely and accurate billing in the areas of telehealth, retainer 

payment and OBOT billing. 

• Implemented training with front end staff that allows for more entry of more accurate insurance information in 

the area of Medicare Replacement Policy and Anthem insurances. 

• Implemented a new Transportation workflow process to ensure timely entry of transportation charges and 

timely filing of all charges to consumers.  

• Reimbursement now has the ability to allow clients to pay fees electronically through the County’s PAYMETUS 

system allowing for more flexibility for payments for agency clients.  

• Changed 90% of business support processes to be able to work from home and in the office on a daily basis.   

• Re-evaluated the staff duties on a regularly basis, to stay in line with to the changing needs. 
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• Supported prescribers and other clinical staff by scheduling appointments and creating webex invites for the 

prescribers so that they can still see their clients.   

• Completed 3 key projects at Lakeside Center  
o Covered Shelter early in the fiscal year 
o Installed a Fountain with bottle filler at Lakeside Center  
o Restriped parking lot at Lakeside Center 

• 187 Facilities projects, 768 Facilities work orders, and 62 KACE ticket work orders were completed  

• Worked with the County and janitorial vendors to ensure that all COVID-19 related cleaning protocols were 
implemented quickly.  

• Continued Implementation of the Welligent electronic health system 
o Continued work on system set up, including program, security and billing & authorization modalities and 

configured the system 

o Performed second iteration of data migration 

o Worked on Welligent system enhancements in collaboration with Arlington CSB 

o Worked with Welligent on developing required State Reporting 

• Completed move of servers, computers, printers, and other equipment to the new East Center 

• Completed transition of workforce to remote work environment in a very short span of time due to COVID-19 

• Completed billing configuration changes for COVID-19 

• Automated daily, weekly and monthly reports using SSRS/SSIS technology 

• Worked directly with DBHDS on CCS reporting/outcome measures 

• Implemented SPQM 

• Enhanced the iRIS functionality to respond to increased state reporting requirements 

• Implemented a camera recording solution for a specialized Parent/Child Therapy 

• Implemented electronic messaging board TVs at Woodman, East and Providence Forge locations 

• Purchased, configured, and deployed a new SQL server. Moved Cerner database and application to the new 
server. 

• Purchased, configured, and deployed a new disaster recovery server and moved it to secure QTC location. 

• Began absorbing the Training activities done by other areas in the Agency 

• Lowered suspense balances due to credentialing issues with MCOs by over $75,000 
  

Administration Goals 
• Submit a request to HSS for CARES Act funds as a Medicaid provider  

• Improve the EOM closing process to ensure a consistent and timely close each month 

• Continue to reduce the outstanding Accounts Receivable to ensure timely reimbursement in all areas. 

• Streamline the HCFA process to allow for more timely responses from clinical staff.  

• Work with Medical Services to implement the new Meds Only program initiative  

• Obtain verbal consents on ROI’s for MCO’s and follow up on financials needed. 

• Work with County to implement second egress route for East Center 

• Complete 66 Facilities projects that were approved by Leadership Group  

• Complete Staff Lounge Renovation Project 

• Implement new cleaning contract for Hermitage and East Center to include Providence Forge and Cypress. 

• Complete implementation of Welligent and begin operationalizing the system 
o Perform Data Conversion testing interactions before the final conversion with new CCS elements 

o Complete system configuration 

o Complete Business Process Reviews with the programs and write Welligent processes for each 

o Create Testing scenarios 

o Plan training strategy and write training materials 

o Begin reporting from the system 
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o Test and ensure accurate state reporting from Welligent 

o Create Car and Conference Room calendar capability in Welligent 

o Complete forms development and learn how to create forms in Welligent 

o Develop interoperability with the Daily Planet 

o Implement the Patient Portal 

o Develop Meaningful Use reporting 

o Implement 835 capability for all insurance carriers 

o Implement 271 eligibility look up 

o Develop SPQM reporting 

o Work with the Program staff and Financial Management to ensure they receive accurate and meaningful 

data from the new system. 

o Operationalize all Business Support and Reimbursement processes 

• Replace remaining clinician’s desktops with mobile laptops 

• Upgrade five servers, virtualize and move to Parham Road data center 

• Add Telecommunications to Conference Room C 

• Complete centralizing Training and establish strong tracking mechanisms to ensure the Agency is in compliance 
with all regulations 

 

Administration Outcomes  

MEASURABLE 

OBJECTIVE 
100% of 

communication 

devices 

(smartphones) will 

be collected from 

transferring 

employees within 7 

business days of 

notification; 100% 

issued to new 

employees within 7 

business days of hire. 

100% of all other 

communication 

device requests to 

be completed within 

7 business days. 

Year end 

results: 

94% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Total average of 94% of all tickets are completed 

within 7 business days.  There was a total of 244 

KACE tickets opened for devices and 

communications requests.  COVID-19 affected 

the results this fiscal year.  Outside of COVID-19, 

staff will work with IT to acquire alternate 

devices and suppliers to avoid back orders or 

backlogs. We also want to work closer with 

supervisors and employees who are planning to 

leave the agency to ensure devices are unlocked 

prior to the employee leaving to prevent delays 

in reissuing devices. Additionally, Facilities staff 

will work to unlock phones immediately upon 

receiving phones from terminated employees. 

This should result in the device being ready to 

issue when a new employee begins. 

Quality Assurance Accomplishments 
• Assisted the agency in the preparation of its CARF survey October 2020. Four surveyors reviewed multiple 

programs over three days for a very successful three-year re-accreditation and the accreditation for the first time 

for CSS Residential Services and Community Integration/Older Adults/Dementia Care. 

• Held quarterly CARF Lead meetings to review new manuals and prepare for CARF reaccreditation in 2022 

• Began automatic submission of documents as required effective 8/1/19 to the Office of Licensure’s Incident 

Management Unit (IMU) for their mortality reviews within 10 business days of a death of an individual with 

developmental disabilities  

• QA staff attended quarterly, Office of Human Rights CHRIS training and Train the trainer in March 2020 

• Workgroup developed to update iRIS reporting to meet regulation changes and increase efficiency 
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• Assisted the Agency in submitting public comments for numerous updates to regulations, guidelines and 

memos: the new Direct Service Professionals (DSPs) competencies, proposed Licensure changes, DBHDS 

guidance on Individuals with Developmental Disabilities with High Risk Health Conditions 

• QA visited three teams to provide training on serious incident and human rights reporting requirements 

• QA and Youth & Family Services collaborated with the Department of Behavioral Health Services, Office of 

Licensure, and the Office of Human Rights to gain approval of PCIT practices and policies 

• QA Retreat in January - Yearly planning occurred and debriefing of the previous year 

• Began reviewing DBHDS and DMAS guidance on changing procedures due to COVID-19 

• Annual Training PowerPoint updated and posted to intranet 

• During COVID-19 response, notified DBHDS of changes to services and location closures, frequent notification of 

operational status was provided and reported COVID-19 positive cases in DBHDS CHRIS 

• Developed emergency procedures in response to changes in services delivery due to COVID-19 pandemic 

• Created Special Editions of HAMHDS Newsletters to connect to each other and boost moral: Sharing success 

stories (Success and Kudos, A New HAMHDS) 

• Special 50th anniversary time-line edition annual report 

• Assisted CSB with 50th anniversary celebration 

• QA with assistance from programs completed 201 out of 201 RCAs, 100%, within the 30-day requirement 

• 184 Serious Incidents reported to DBHDS in CHRIS 

• 64 Human Rights investigations completed in a timely manner 

• Medical Records responded to 1,229 record requests and 17 subpoenas 

• Supported 57 external audits, 216 records being reviewed  

• Received 17 Corrective Action Plans for violations and provided responses timely 

 

Quality Assurance Goals 
• Assist the agency with implementation of Welligent 

• Training and implementation of the new OL regulations that became effective 8/1/20 

• Update iRIS and training staff on new implementation 

• Expanding QIP to include quarterly internal look behind audits 

 

Quality Assurance Outcomes  

MEASURABLE 

OBJECTIVE 
Quality / Efficiency 

Report incidents 

within required 

timeframe, 24 hours 

Year end 

results: 

6 late reports/3 

CAP issued 

Not met 

 

Recommendations, 

actions taken, 

performance 

improvements: 

Performance Improvements: A total of 184 

reports were made into CHRIS for FY20.  6 were 

late, of which we received 3 CAPs.  3 times the 

Office of Licensure sited us for reporting Level II 

or Level III serious incidents beyond the 24 hrs. 

reporting period.  The incidents occurred in 

different services, not under the same license.  

Staff was retrained on regulation 160.D.  

Continued education provided; Agency 

leadership team discussed expectations and 

policy was reviewed. 

 

MEASURABLE 

OBJECTIVE 
Quality / Efficiency 

Complete RCAs 

within required 

Year end 

results: 

100% 

Met 

 

 

Recommendations, 

actions taken, 

performance 

improvements: 

Performance Improvements: 201 RCAs/0 late 

Continue weekly monitoring.  Conducting QA 

review of RCAs as needed to ensure 30-day 

requirement is met. 
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timeframe, 30 days 

Community Support Services Accomplishments 
Parent Infant Program 
The Parent Infant Program has come together through the global pandemic of COVID-19 to ensure that each family 
had the choice of continuing their services. An immediate transition to Telehealth/Web Ex was put into place when 
face to face visits were no longer an option. This quick and efficient transition allowed all services including: Intakes, 
Assessments, Reviews, Annuals, ongoing therapy, and Transition Planning Conferences to continue without 
interruption to ensure that our families had access to necessary services 
 
Permanent Supportive Housing 
The Permanent Supportive Housing program increased their participants to 27 during the course of FY20.  This 
included moving two individuals into the program for the first time and one individual moving to a new unit during 
the COVID-19 pandemic. 
 
Intake, Eligibility and Housing  
During COVID-19 pandemic, PSH staff received a huge donation of pizza and delivered these personal pizza’s to 
Henrico and provider group homes and some of our homeless citizens. 
 
Residential Services 

• Received 1st CARF Accreditation 

Day support highlight  
When Hermitage and Cypress Enterprises closed due to COVID-19, Day Support staff wanted to make sure that the 

100 + individuals we serve remained connected and continued to learn, grow and maintain skill building.  The skill 

building was implemented through a number of activities: 

• Initiated one on one home visits with those needing and requesting it – activities were all skill building.  

• Initiated web-ex tele-visits with staff and others to help individuals stay connected with friends and to 

understand the nature of the pandemic 

• Daily outreach activities included but were not limited to:  

o weekly phone/email and/or tele- visits;  

o Staff established a YouTube channel and posted over 140 videos for individuals to watch to stay in touch 

with staff, which included instructional videos including skill building activities such as a cooking class, 

learning about history, explaining good hygiene and COVID-19 protocols, eating healthy foods, gardening  

and reading a book  

o Staff delivered activity packets to each home to make sure everyone had daily skill building activities to use 

in while home. 

 

Employment and Day Services 

• Cypress went caroling, singing holiday songs at several Charles City government buildings, including the 

courthouse and county manager’s office. We were very warmly received and invited to make it a recurring 

event. 

• Preston Adkins, who is traditional Native American dancer that has performed throughout the U.S. and 

internationally with the Chickahominy Tribal Dancers came to Cypress to give a presentation about Native 

American culture, history, and music.   

• Charles City Parks and Recreation hosted a holiday party at the Ruthville gym for Cypress individuals including 

music, food, and gift bags for everyone. 
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• A local knitting group (Margie's Minions) visited Cypress and presented each of the people at the program with 

packages of handmade, personalized gifts including bags, shawls, blankets, etc. One of the members of the 

group has a daughter that attends Cypress. Everyone loved the gifts and thanked them for them. 

• Continued volunteer activities with several local organizations and businesses such as The Way, a local yoga 

studio, Feedmore, the YMCA – outings increased by over 8% for fiscal year 2020 despite being closed for 3 

months. 

 

DD Case Management 

• Since the first day of working from home due to COVID-19, this team reported in daily to ensure everyone was 

present, safe, and feeling well. The team sent each other daily positive affirmations, celebrated their successes 

(babies being born, birthdays, anniversaries, graduations) via emails and WebEx meetings, and they rallied 

around each other during some very difficult personal situations. The team presented this type of support to 

each other while being down a FT Case Manager in addition to when coworkers were out on leave. Not one Case 

Manager complained of the load they carried for others but would only comment to the other person “you got 

this and so do we!” East 2 DD Case Manager’s strong work ethics that meet the needs of the individuals they 

serve, while also providing an unwavering support and genuine care for their coworkers is admiral.  This team 

dynamic continues to be displayed daily and is a true asset to HAMHDS. 

• Community Support Teams management requested and was granted the opportunity to offer current staff the 

chance to transfer/move to other teams (west end or east end Henrico case management teams) who had 

vacancies. This request allowed staff the opportunity to put in writing a request to move to other teams and 

locations that might be of interest based upon their tenure and approval from supervisor for those staff who 

were interested. Based upon feedback from staff, this event offered a morale boost for staff and teams for 

many different reasons as well as providing those interested staff different opportunities to try other locations 

and teams which had not been offered previously for quite some time.  

 

CSS Administrative Support Staff assisted with preparing COVID-19 Care Kits to be distributed to Henrico County 
residents, May and June 2020. 

 

Community Support Services Goals 
• Implement mandates and initiatives to meet the Department Of Justice Settlement Agreement and all other 

State and Federal mandates. 

• Achieve compliance for Home and Community Based Services settings 

• Establish and implement post-COVID best practices across the Division 

• Establish initiatives within the CSS Division to promote cultural diversity and inclusion.  

 

Community Support Services Outcomes 
CSS ID CASE MANAGEMENT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Customer 

Value/Effectiveness 

95% of DD Waiver 

charts reviewed will 

have a VIC 

completed 

accurately, 

thoroughly at the 

Year end 

results: 

75.25% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

81 total charts reviewed; 56 charts with yes; 21 

charts with no; 4 charts with “n/a” – desk audit 

during COVID-19 emergency.  The overall 

outcome was not met due to yearly 75.25% 

achievement. The 4th QR review did present 

good results from reviews of 100% yes of the VIC 

present, completed accurately and thoroughly. 

Note, 4th QR time period occurred during COVID-

19 emergency pandemic that resulted in 

modified quality reviews since staff were 

requested to work from home. Supervisors to 
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time of the annual 

and when a change 

occurs 

continue quality reviews in charts on the 

provider choice offered to individuals. 

Supervisors will continue to follow up with staff 

on training to ensure provider choice forms are 

updated, completed accurately and thoroughly 

and files in charts.  

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

90% of Multi Service 

Progress Notes will 

be final approved 

within 5 days of 

opening 

Year end 

results: 

67%  

Not met 

Recommendations, 

actions taken, 

performance 

improvements: 

This outcome was not met for the year as 

ending result had 67% (12,210 of 18,223). 

Supervisors met and discussed outcome and 

will improve on reporting process due to 

progress notes will be approved within 5 days 

of date of service rendered. Supervisors will 

continue to review reports and follow up with 

staff and ensure new staff are trained and 

monitor final approving of progress notes 

within 5 days of date service is rendered. Note, 

the 4th QR time period required adjustment by 

staff due to COVID-19 emergency pandemic 

and working from home.  

CSS DD CASE MANAGEMENT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

75% of Multi Service 

Progress Notes will 

be final approved 

within 5 days of 

opening. Increase 

above baseline. 

 

Baseline: 60% 

Year end 

results: 

64% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

The    year end results had 1,693 notes written 

and 1,075 of them were approved within 5 days 

resulting in 64% of progress notes completed on 

time. The 4th QR time period occurred during 

COVID-19 emergency pandemic with staff 

adjusting from working from home. The year 

also consisted of high caseloads and staff 

turnover which impacted the ability to complete 

progress notes on time. Note,    there was 

improvement shown from the 1st QR to the 4th 

QR. 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

The Developmental 

Disability team of 

Henrico Area will 

conduct quarterly 

supervision meetings 

with the DD 

Contracted Private 

Providers for the 

fiscal year 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Quarterly Supervision occurred throughout year 

and was achieved at 100% rate, accomplishing 

this outcome measure. Note, 4th QR time period 

included the COVID-19 emergency pandemic 

situation.   

CSS HERMITAGE AND CYPRESS DAY SERVICES OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

100% of the 

individuals referred 

to a Day Service 

program will be 

contacted within 20 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

The Day Services section of Employment and 

Day Services received 5 referrals for new 

services during the year.  All five were 

contacted within 20 days of the receipt of the 

referral to discuss and/or schedule an 

assessment.  Meeting this outcome 

demonstrates a commitment to help 

individual’s access services as quickly as 
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days to discuss 

/schedule an 

assessment or visit  

 
Baseline 2019: 100% 

possible.  We will continue with the systems in 

place for prompt receipt and connection with 

new referrals. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

OES:  Complete no 

less than 150 outings 

in the community 

each quarter with 

individuals who do 

not receive waiver 

funding   

 

Baseline: 146 per 

quarter 

Year end 

results: 

Avg 169 outings 

over 3 quarters  

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

Due to COVID-19 crisis, the program was closed 

in the 4th and the 3rd quarter was a shortened 

quarter.  However, we averaged 169 outings 

per quarter during the months we were open.  

This is a significant increase over last year and 

met the outcome of 150 outings per quarter.  

We will continue to ensure individuals get their 

choice of activities including opportunities to 

participant and be active in their community as 

we re-open the programs.   

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

COI:  Will increase 

the number of 

community activity 

hours to no less than 

30% of the 

authorized hours for 

the Community 

Engagement/Coachi

ng services by the 

end of the year  

 

Baseline: 21% 

Year end 

results: 

22% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

1200 of 5478 for 22%. Due to COVID-19 crisis, 

the program was closed in the 4th and the 3rd 

quarter was a shortened quarter.  However, 

we billed for 22% of the billable hours during 

the months we were open.  This was very 

close to the percentage of our billing from last 

year.  We will be evaluating how we measure 

this in the coming year, as factors that impact 

the amount we bill may not be something we 

can overcome, such as the system used to 

determine billable hours and the number of 

hours we can provide in the community given 

our ratios.   We will continue to ensure 

individuals get their choice of activities 

including opportunities to participant and be 

active in their community as we re-open the 

programs.   

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Older 

Adults/Dementia 

Care: Find, 

implement and 

complete an 

assessment process 

for tracking stages of 

dementia 

Qtr 1 – identify the 

tool to be used 

Qtr 2: train staff and 

others in CSS and 

develop procedures 

Qtr 3:  Begin to 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

12 of 12 assessments completed, 100%; met 

outcomes all 4 quarters.  Staff completed the 

National Task Group (NTG) – EDSD (Early 

Screen for Dementia) which is an administrative 

screening to record current functioning and 

over time, documents functional decline and 

health problems. . . . These were completed on all 

12 individuals who attend the Aging program. 

These assessments will serve as a baseline for 

skills as they were intended.  Staff will review 

the screening for each person’s annual meeting 

in FY 2021 to identify if there have been any 

changes.  In addition, the tool will be provided 

for all persons over age 40 who attend all of the 

programs at Hermitage and Cypress as a best 

practice in ensuring we are monitoring and 

meeting the needs of the individuals served in 

the Day Services programs.  
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implement the 

assessment; 

completing at least 2 

per Training 

Specialist 

Qtr. 4 – Complete 

assessments on 75% 

of those in the EDS 

programs who are 

over the age of 40 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

OES, COI:  90% of the 

elements reviewed 

will be met for the 

data collection 

section of the quality 

review for all non-

waiver individuals. 

 

Baseline – overall 

90% average   

Year end 

results: 

90.8%  

Met  
Recommendations, 

actions taken, 

performance 

improvements: 

32 charts, 854 of 948 elements were correct for 

a 90.8% compliance rate. We reviewed 20% or 

more of the charts for each program and found 

several systemic errors, including late dates, 

missing information or minimally compliance 

progress notes.  It was also interesting to note 

that many errors were made by staff who are no 

longer with the agency or brand-new staff still in 

training.  While meeting the outcome for the 

year, it was clear that systemic errors can be 

corrected.  We held several training 

opportunities throughout the year and each 

time, reviewed the common errors and provided 

tools that will assist staff in completing their 

paperwork accurately.   We will continue to 

monitor these reviews, but they will not be the 

emphasis in next year’s outcome system.  

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Older Adults / 

Dementia Care: 

Implement at least 

one dementia 

related support 

activity in each plan 

for the annual 

reviews held 

between July 1, 

2019 and June 30, 

2020 for each 

individual who has 

been identified as 

having dementia 

Year end 

results: 

100% 

Met  
Recommendations, 

actions taken, 

performance 

improvements: 

There were 12 individuals who attended the 

program who have been diagnosed or suspected 

of having dementia.  Of those 12, all 

participated in their annual reviews and agreed 

to include at least one support activity that 

related to maintaining skills or learning 

something new was included in each of their 

annual individual program plans.  This helps to 

ensure the emphasis being placed on 

maintenance of skills and continued stimulation 

will be incorporated into their daily program 

routines.  

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of all individuals 

who attend the 

Hermitage or 

Cypress programs 

will express 

satisfaction for their 

Year end 

results: 

92% 

Met  
Recommendations, 

actions taken, 

performance 

improvements: 

92% (46 of 50) respondents were almost or 

most of the time satisfied with services at 

Hermitage and Cypress.  Of those who did not 

mark one of these categories, all most some of 

the time.  Comments by individuals were to 

continue to have work, more volunteering and 

more community activities available.   People 

like the mix of activities between the center and 

the community.  
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services in the 

annual survey with a 

4 or 5 on 5 pt scale 

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

90% of families or 

caregivers will 

respond with a 4 or 5 

on a 5 pt scale when 

asked if satisfied 

with the services 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

44/44, we received 44 responses from family 

members or other caregivers such as group 

home staff.  100% rated their satisfaction as 

Almost all or Most of the time.  Comments 

varied, but most stated that they liked the 

variety, the work, the individualized attention 

and the longevity of staff.  Suggestions of more 

included community volunteer opportunities 

and more work in house.   Surveys were 

conducted during the COVID-19 shutdown and 

most families acknowledged the ongoing 

efforts of staff to engage individuals through 

You Tube videos, phone calls and dropping off 

activity packets.  One family commented that 

their other son, who attends a different day 

program, had not had the same great customer 

service that we had provided.  

CSS GROUP AND INDIVIDUAL SUPPORTED EMPLOYMENT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

90% of the 

individuals referred 

to an Employment 

program will be seen 

within 10 days of 

assignment to an 

Employment 

Specialist.  

 

Baseline 2019: 46% 

Year end 

results: 

33% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

1 of 3, 33%.  We only received 3 new referrals 

for Group SE or SE services.  We were unable 

to connect with 2 of them prior to the 10-day 

period, primarily due to the individuals’ 

availability.  We are reaching out to them but 

not able to get intake meetings scheduled, 

which is the tracking mechanism.  The third 

person was referred following an email 

opening at a Group site and the contact was 

made within the time frame. We will be 

working with staff and case managers to work 

out a better system for the initial intake 

meeting, possibly tracking the phone contact 

as having made the contact.  We will continue 

this outcome next year.  

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Implement the 

customized 

employment model 

and successfully 

serve 5 people by 

the end of the fiscal 

year 

Year end 

results: 

1 

Not met  
Recommendations, 

actions taken, 

performance 

improvements: 

Customized employment is a new initiative 

within the state to help increase the numbers 

of individuals with disabilities who are 

employed.  We had 2 staff complete the 

required training last year and hoped to 

implement the system this year.  However, 

there were delays from the state getting us 

the payment and tracking system, during 

which time we proceeded with some 

activities for the individual receiving services.  

He is now receiving those services through 

the Waiver services.  One of the two staff 

who was trained left the agency.  This limited 

our ability to identify other individuals; 

coupled with lack of referrals from the Dept 

for Aging and Rehabilitative Services (DARS), 

we were unable to fully implement this 

program.  DARS is working on a phase II of 

their program which we hope to participate 
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in as we enter the new fiscal year.  

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Serve at least 5 new 

individuals each 

quarter in Individual 

or Group Supported 

Employment – 

including both short 

term and long-term 

services.  

 (Short term: 

assessments, 

discovery 

Long term: on-going 

services including job 

development, P&T, 

follow-along)  

 

Baseline:  LT only – 3 

per quarter last year 

Year end 

results: 

8 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Group and Individual Supported Employment 

served a total of 8 new individuals in either a 

short-term assessment situation or a long-

term job opportunity.  Five of the individuals 

are new to services, while three were offered a 

new opportunity when the group site they had 

been working in closed.  New referrals are very 

slow, and we are working closely with case 

managers and Department of Aging and 

Rehabilitative Services (DARS) to increase 

referrals.  

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of the 

individuals served 

will respond with a 

positive response 

(always or almost 

always) when asked 

if they are satisfied 

with the activities, 

they have been 

offered 

Year end 

results: 

94% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

17 of 18, 94%.  Individual Satisfaction surveys 

were distributed at the time of the annual ISP 

meetings.  This has dramatically increased the 

rate of return. There were few comments to 

give us insight, but all but one expresses 

satisfaction Almost all or all of the time.  We 

continue to discuss satisfaction on a quarterly 

basis, and this has also elicited complete 

satisfaction with their jobs and the services 

offered.  

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

90% of Stakeholders 

will respond with a 

positive response to 

the question about 

satisfaction with the 

Group or Individual 

Supported 

Employment 

Services 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

11 surveys were either mailed or hand delivered 

to employers requesting a written response. We 

received 11 very positive responses.  All 

expressed gratitude for the individuals they 

employ.  Staff were noted as bringing 

professionalism and quality work to their 

business.  We will continue to monitor our work 

with employers and other stakeholders.  

CSS INTAKE OUTCOMES 

MEASURABLE 

OBJECTIVE 

Year end 

results: 

99% 

Met 
Recommendations, 

actions taken, 

The intake unit continues to be structured in 

way to be able to conduct screenings in a timely 
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Quality / Access 

90% Individuals 

referred to the 

agency for services 

will be offered a face 

to face intake 

meeting within 10 

days of the first 

contact 

performance 

improvements: 

manner and account for family/individual 

scheduling needs.  At the end of the 3rd Quarter 

and all of the 4th Quarter, the intake team was 

challenged with maintaining our intake 

schedule during the COVID-19 pandemic.  Staff 

quickly made the adjustment to virtual intake 

meetings and while they were learning, taught 

many of the families how to log on and use 

these tools.  When the pandemic began, there 

were 12 transfers from other CSB’s that were 

temporarily put on hold to give Henrico and the 

other CSB’s a chance to figure out the best way 

to proceed.  Those intakes have now been 

finished and most will officially transfer to 

Henrico by 8/1/2020.  The barriers that were 

faced during this time was in obtaining 

diagnostic evaluations due to so many closures; 

and families that did not have the technology 

needed to participate in virtual appointments.  

In June, the intake unit did begin seeing 

individuals again in person who were unable to 

do virtual meetings.  Strict protocols and social 

distancing were followed for everyone’s health 

and safety. 

CSS RESIDENTIAL OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

Vacancies in the 

program will be 

offered and accepted 

by the end of the 

following quarter 

Year end 

results: 

1 vacancy/1 

accepted 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

This outcome was met with the original 1 

opening filled on 11/19/19.   Green Run 

received a referral on the behalf of a 

gentleman with mid-stage dementia.  The goal 

was to accept him in the program after time to 

evaluate his skills, cognitive state, and 

behavioral appropriateness for a nursing home 

setting.  Since his admission, there the 

gentleman has become a good fit for the Green 

Run program.  No nursing home placement is 

required or has been sought at this point; in 

addition, his family has been pleased with the 

transition/place into the residential program 

and has stopped their inquiry into nursing 

home placement.  The family has also inquired 

if Green Run would consider having the 

gentleman “Age in Place.”  

 

The Residential program will maintain a 

standing timeline for notifying SA/CM’s about 

residential openings to 10 calendar days after 

the opening occurs. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

35% of residents will 

participate in a 

volunteer activity 

each quarter 

Year end 

results: 

0 of 4 quarters 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Recommendation for next year is to maintain 

the percentage of 35% each quarter.  This 

outcome is continuing at the same level due to 

many residents decreased participation 

(refusals and possible declining interest); as 

well as, the COVID-19 pandemic prohibited 

even minimal participation during the latter 

part of the 3rd quarter and the entire 4th 

quarter. While we did not meet it, residents 
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continue to express interest in volunteering, 

and it is an important part in demonstrating 

their community participation. 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

80% of required 

employees will 

complete required 

training on time or 

before the due date 

each month 

Year end 

results: 

90% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

This outcome was met each quarter at the 

cited percentage.  The outcome percent was 

been increased to address the performance.  

Issues during the year surround staff failing to 

register for classes early enough to reserve a 

seat in a class that only allows 20 people.  The 

staff that were out of compliance were all 

relief staff, who can only register for classes 

during their shifts.  This is occurring because 

relief staff do not hold a regular/standing 

schedule. 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of residents will 

be satisfied or highly 

satisfied with their 

services and achieve 

desired outcomes. 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

20 of 20, 100%. This goal will continue for next 

year, the percentage rate will change to 100%. 

The residents stated during their quarterly 

reviews that they like their staff, their home 

and some of their housemates.   

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

80% of residents' 

family/AR/guardians 

will be satisfied with 

their services and 

achieve desired 

outcomes 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Performance improvement needed.  Question 

#9 asked about cleanliness of the resident’s 

private areas.  It was noted by one 

respondent, about the Gayton home, that 

they were “satisfied” with the cleanliness of 

the rooms but stated rooms were “untidy.”  

The respondent further responded that they 

recognize this is resident choice and they 

support their choice.   

 

Next year this rating will cite “very satisfied or 

highly satisfied .” 

PARENT INFANT PROGRAM OUTCOMES  

MEASURABLE 

OBJECTIVE 
Quality / Access 

Transition charts 

reviewed each 

quarter will meet all 

standards) as 

outlined in the Part C 

Transition Protocol   

Year end 

results: 

79% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

79% of the transition charts reviewed this 

quarter met 100% accuracy as in outlined in 

the Part C Transition Protocol.  The following 

errors were made on the transition pages of 

the Individual Family Services Plan (IFSP): 

blanks, late referral to Part B, and incorrect 

data captured in the blank. PIP has taken the 

following actions: LSM and supervisor 

completed a training with the Part C office and 

4 meetings/trainings were provided with for 

SC’s by PIP supervisor.  Additional charts were 

reviewed to ensure that errors decreased.  PIP 

will continue to monitor this area.  
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Clinical and Prevention Accomplishments 
 
Adult Recovery Services Case Management 

• Addition of 2 new Case management positions via STEP-VA (Systemic Transformation Excellence and 

Performance) funding to increase coordination and linkage with primary care physicians to assist clients in 

receiving well integrated overall healthcare and meeting clients’ overall health needs. 

• Continued successful partnership with two Managed Care Organizations (MCOs) with the goal to improve 

physical health outcomes of consumers served with serious mental illness.  With one MCO, agency staff were 

able to get 96% of consumers connected and seen by their primary care physicians for annual physicals for 

ongoing care and preventive medical screenings. 

• The vast majority of newly opened clients (88%) to the Mental Health Case Management and Assessment 

program demonstrated a reduction in psychiatric hospitalization rates. 

• Case Management and Assessment staff provided evidenced based group services to consumers to augment 

traditional case management services and to further consumers’ recovery goals.  Groups were provided on 

Illness Management and Recovery (IMR) Wellness Recovery Action Planning (WRAP) and Dialectical Behavior 

Therapy (DBT) at different agency locations to meet client needs. 

 

ICT/PACT Accomplishments: 

• During COVID-19 pandemic, continued to provide direct face-to-face supports-- medication delivery, injections, lab 
work, linkage to medical appointments, and linkage to other needed resources such as food banks 

• Reduced risk of clients acquiring COVID-19 through teaching clients about on-line grocery shopping and 
distributing food from food banks to clients.  

• Provided dual diagnosis (mental health and substance use) groups to better meet the needs of clients struggling 
with substance use disorders.   

• Continued efforts to transition clients from state hospitals to the community. 

• Over the course of the past fiscal year, ICT and PACT have had 17 different clients employed. 
 

InSTRIDE Accomplishments: 

• InSTRIDE served approximately 55 consumers throughout the year.   

• Peer Counselor has provided services to approximately 25 individuals in the program. She initiated a family 
support group which has served an average of 9 families, and she continues to promote and encourage family 
participation. 

• The entire InSTRIDE Team attended a specialized training in Boston regarding the First Episode Psychosis (FEP) 
Program model. 

• Implemented Illness Resiliency Training (IRT) with consumers as well as the “Family Treatment and Resource 
Manual” which has been utilized for InSTRIDE’s family support group. 

• InSTRIDE’s Supported Employment Services assisted 17 individuals throughout the year to either be connected to 
employment or educational opportunities. 
 

Adult Mental Health Outpatient 

• Added Case Manager in MH Outpatient 
 

Substance Use Services 

• Hired 2 part time peers for SUD services 

• Initiated outreach to those who have overdosed in the County 

• NACO award for REVIVE trainings 

• NACO award for OBOT partnership with the Daily Planet 

• Virtual REVIVE trainings 

• Onsite NARCAN dispensing at RMP 
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• Virtual Treatment and Peer Groups 

• Added onsite AA/NA groups at the East Center 
 
Jail 

• Added a full-time peer to Diversion 

• Re-design of MH jail diversion, increase in diversions up 200+% over previous fiscal year 
 
Providence Forge 

• 9% increase in unduplicated clients served—the largest increase in at least 5 years.  

• Implemented Office Based Opioid Treatment services 

• One clinician trained and working on certification as Parent Child Interaction Therapist 
 
Youth and Family 

• Hired Spanish speaking clinician and now can provide a full array of coordinated services including case 
management, therapy, and medication management to Spanish speaking residents. 

• Continue to develop and sustain evidenced based practices including Multisystemic Therapy (4 staff trained), 
Parent Child Interaction Therapy (4 staff training) and Trauma Focused Cognitive Behavioral Therapy (9 staff). 

• Continue to provide case management to over 200 youth and their families each month. 

• Successfully transitioned to providing tele-health and other creative approaches during pandemic. 

• Expanded vocational services to youth. 
 

Same Day Access 

• Expanded access to services through Same Place Access, making it possible for individuals in hospitals and jail to 
be admitted to services prior to their release. 

• Responded effectively to COVID-19 by combining east and west teams using several different technologies 
including Jabber, Microsoft Teams, and Telehealth. 
 

Lakeside Center (LSC) 

• Partnered with Rite Aid who came to LSC and administered the flu and pneumonia vaccine to both staff and 
members with approximately 35 members receiving the vaccines. 

• Continued to support psychosocial programs across the State of Virginia by attending the Annual Virginia 
Psychiatric Rehabilitation Association (VAPRA) Conference. 

• Continued to promote recovery with nine members graduating from LSC. 

• Continued to operate the program during the COVID-19 State of Emergency by supporting members through 
regular phone contact and providing three WebEx psychosocial groups a week.  

• Supported the overall agency during the COVID-19 State of Emergency by having five LSC staff deployed to 
various parts of the agency.  

 
Vocational Services: 

• Supported clients in obtaining 41 new jobs, nearly doubled from the previous year. 

• Continued to provide services during the COVID-19 State of Emergency and shutdowns. During the period of 
March 2020- June 2020 the ARS Vocational team was able to provide supports to persons in obtaining 18 new 
jobs. 

• ARS Vocational Services was able to partner with HAMHDS ID Services/ Hermitage Enterprises  in successfully  

applying  for grant funding through DARS to  continue paying persons in the Consumer Work Program that were 

not able to perform their work duties as a result of the stay-at-home orders in place by the Governor of Virginia  

due to the COVID-19 pandemic. This provided over $20,000 in funding to HAMHDS for persons working through 

the Consumer Work Program and Hermitage Enterprises.  

• The Vocational Team was able to sustain employer relationships to businesses that were closed and/or working 

abbreviated functions during the pandemic that resulted in persons remaining on the employer’s schedule and 

all returned once the closed businesses opened.  
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Walton Farms (WF) Enhanced Support Home: 

• After over 20 years of being a 24/7 staffed home, WF successfully transitioned to an Enhanced Support Home in 

January 2020 with 40 hours a week of staff support.  

• Two out of four residents obtained employment with one resident purchasing her own vehicle. 

• During the COVID-19 State of Emergency worked collaboratively with LSC supervisor who supported having staff 

reassigned to work at WF. Staff provided additional support to the residents by involving them in different 

activities and linking to groups.  

Mental Health Skill Building Services (MHSS): 

• MHSS successfully discharged twenty-two clients during the last fiscal year, this includes six during the State of 

Emergency. Successful discharges were comprised of clients who successfully achieved their independent living 

goals and were deemed ready to graduate from the program. These discharges were well planned with the input 

from the clients regarding readiness to discharge and plans for aftercare.  

• MHSS continued to provide services during the COVID-19 State of Emergency with the majority of clients engaged 

through regular phone contact.  

• With phone and some face to face support from MHSS staff, the clients residing in our support homes have 
shown incredible resilience during the pandemic. They have adapted to the challenges while continuing to cope 
with symptoms of serious mental illness. No clients in the support homes required psychiatric hospitalization 
during this time.  

• MHSS admitted 38 clients during the fiscal year a 30% increase from the previous year with 12 clients referred and 
opened during the COVID-19 State of Emergency.   

 

Prevention Accomplishments FY 20 

• Two hundred (200) Kente cloth face coverings distributed to Connect families to encourage compliance with 

CDC recommendations. Community responded positively. 

• Distributed over 900 medication disposal kits and over 775 lockboxes to individuals in the community to help 

promote safe disposal and storage of medications. 

• Led efforts at on-site feeding programs in communities during the COVID-19 pandemic feeding an average of 150 

individuals per day. 

• Used multiple media strategies—public service announcements, billboards, GRTC Bus banners, website and 

social media—to provide information to educate communities about COVID-19, promote substance abuse 

prevention and MH wellness.  It is estimated that these efforts reached over 4 million individuals. 

Crisis Intervention Team (CIT) 

• 2,014 individuals from Police, Fire and Sheriff departments trained in CIT Basic since 2008; 727 received refresher 

course since 2017 

• Over 6,000 citizens served at the Henrico CIT Crisis Receiving Center from 2018-2020. 
 

Emergency Services 

• 1,797 Preadmission screening evaluations completed in FY20 

• 1,021 Individuals were assessed at our Crisis Receiving Center  

• Supervisory review of 100% of preadmission screening documents 

• Implementation of hospital liaison team to more closely track state hospital admissions, LIPOS funded 
individuals at private hospitals, and to be able to provide and facilitate discharge planning activities for these 
individuals 

• Implemented and expanded telehealth capabilities in response to the COVID-19 State of Emergency 

• Implemented new phone services so that crisis phone line could be answered remotely 24 hours a day 
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• Revised business processes and to adapt to COVID-19 State of Emergency to support remote working so that 
there was not any interruption in emergency services at all and continued to have 1-3 staff in the Woodman 
office each day during the entire COVID-19 state of emergency 

• Continue representation on the interdisciplinary STAR (Services To Aid Recovery) team  

• Offered an increased number of debriefings to community and agency members experiencing a traumatic event 

• Trained and certified an increased amount of clinicians in our own program and in other Agency programs as 
Certified Prescreeners 

• Continued to engage in outreach phone calls and letters for those clients not hospitalized during an emergency 
evaluation  

• Provided consultation and support to First Responders, including the following: 

• Immediate access 24/7 to respond to critical incidents and other challenging situations 

• Support to ongoing clients around identified challenges along with COVID-19 related issues such as exposure 
risks and concerns, PPE usage and availability, testing options and results 

• Supported consultation efforts from command staff and management teams as the need arose 

• Outreach to first responders during this event – periodic and as needed but not too frequently as to be intrusive 

• CID and ATIP protocols from EMDR to assist with critical incidents and issues 

• SCP-C (Self Care Procedure for Coronavirus) EMDR training completed and offered to first responders via our 
team or community resources 

• Providing education about community resources available to police and fire as received 

• COVID-19 resource list for use by them, their partners/spouses and children 

• Kripalu resiliency training for a selected group with follow up 
 

Clinical and Prevention Goals 
• Ensure Division is structured in a manner that supports the priorities of the County and DBHDS, and efficiently 

meets the needs of our clients 

• Enhance substance use services through coordination with Addiction Task Force and community partners 

• Identify strategies to enhance behavioral health equity and identify measures to monitor progress 

• Continue to expand the range of evidence-based programming 

• Strengthen coordination with state hospitals to ensure timely discharge of individuals being treated 

• Develop sustainability plan for Primary Care Services 

• Participate in roll out of regional mobile crisis services 

• Participate in roll out of Alternative Transportation for individuals who are subject to a TDO 

• Continue collaboration with police to expand co-response to individuals in community with mental health 

concerns 

• Continue to utilize community resources, hospital diversion resources, and immediate discharge planning to help 

address the hospital census crisis 

 

Clinical and Prevention Outcomes 
ADULT SUBSTANCE ABUSE OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

100% of clients 

admitted to the 

program will be 

scheduled within 14 

calendar days for the 

next available 

Year end 

results: 

91% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Our ability to schedule appointments within 14 

days was impacted both by the pandemic and 

by staff vacancies.  However, despite those 

obstacles, the SUD team was able to see people 

within that time frame 91% of the time.  We are 

working to implement rapid access to 

Medication Assisted Treatment to reduce wait 

times. 
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appointment (group 

and individual 

sessions combined) 

following the same 

day access 

appointment 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

60% of clients 

opened to this 

service will be 

retained in services 

for a minimum of 3 

months 

(demonstrating a 

service provided 

each of those 3 

months)   

Year end 

results: 

46% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

We would like to improve our retention rates 

and hope that offering rapid access to 

medication assisted treatment will assist us with 

achieving this goal.  We plan on implementing 

this within the first quarter of FY2021.   

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Of planned 

discharges, 70% will 

demonstrate a 

reduction in 

substance use or 

maintain abstinence 

during the course of 

treatment 

Year end 

results: 

63% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

While this rate is higher than the previous year, 

we hope to continue to improve this rate of 

success.  We are working to provide rapid 

access to Medication Assisted Treatment to 

improve engagement, retention and overall 

success. 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of clients 

surveyed in February 

will rate their overall 

satisfaction with 

services. (4 or 5 

rating)   

Year end 

results: 

99% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Of those clients that responded to the survey, 

99% report satisfaction with the services 

provided by the SUD Team.  The team will 

continue to provide current services and will 

address individual concerns as they arise. 

ADULT MENTAL HEALTH OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

100% Clients will be 

seen at their first 

appointment after 

SDA within 14 

calendar days. 

Year end 

results: 

79% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Unfortunately, the MH Outpatient team did not 

meet this goal this past year.  This was impacted 

by vacancies, the pandemic and by the large 

number of people that requested services at the 

beginning of the fiscal year.  As a result, 

HAMHDS has decided to utilize additional STEP 

VA money to fund an additional MH Outpatient 

Clinician.   
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MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

85% of clients 

surveyed in February 

will rate their overall 

satisfaction with 

services at a 4 or 5 

on the survey 

Year end 

results: 

98% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Overwhelmingly, clients have demonstrated 

satisfaction with the services that they receive 

through the Mental Health Outpatient Team.  

We will continue to provide services as currently 

done and will address concerns on a case by case 

basis. 

CHARLES CITY/NEW KENT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

100% of clients will 

be scheduled for 

initial appointment 

within 14 days of 

contacting Phone 

Center  

Year end 

results: 

20.6% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

This past year 20.6% of clients were seen within 

14 days of contacting the Phone Center. For 

FY20, PF clients will go through SDA and this 

measure will be changed. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

80% of clients 

surveyed in quarters 

two and four will 

rate their overall 

satisfaction with the 

session as satisfied 

utilizing the SRS. 

Satisfied is defined as 

8 or above. 

Baseline Lowest 

score was a 5 and 

highest score was a 

10 

Year end 

results: 

87.5% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Due to COVID-19 this goal could only be done 

once instead of twice this year.  There were 16 

clients who completed survey. Out of 16 14 

scored 8 or above (1 score for 8, 3 scored 9 and 

10 clients scored a 10) in overall satisfaction. 

One client scored a 4 and one other scored a 7. 
Compared to last year, satisfaction was down 

from 89% overall to 87.5%, however, the goal 

was met for over 80%   

EMERGENCY SERVICES OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

Individuals who are 

treated in the 

Region IV Crisis 

Stabilization Unit or 

who are LIPOS 

funded during an 

inpatient treatment 

episode and plan to 

follow up with 

HAMHDS will be 

scheduled for an 

appointment within 

Year end 

results: 

76%, 92% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Overall, we met our objective and 76% of the 

individuals identified as being referred here, 

came to appointments. Follow up was 

completed 92% of the time and it appears 

that those who wanted to receive services 

were able to access those services within 7 

days of discharge. It remains difficult to 

identify the individuals referred to services, 

but Same Day Access has made access to 

appointments very easy. Also, several 

individuals have received an Access 

evaluation via telehealth while remaining in 

the hospital. This was increased during the 

last quarter during the COVID-19 state of 

emergency. 
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7 days of discharge 

75% of the time. 

Outreach efforts will 

be used 90% of the 

time for those who 

do not come to their 

appointments.  

 
MEASURABLE 

OBJECTIVE 
Quality / Efficiency 

90% of persons (not 

currently open to 

the agency) not 

hospitalized will be 

contacted by phone 

within 7 days of 

their assessment if 

follow up is 

indicated in 

assessment.  If the 

phone call is not 

able to be 

completed, a letter 

will be sent within 7 

days.  Excluded are 

persons who live in a 

group home or are 

assessed in jail or 

detention.   

Year end 

results: 

92% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

100% of prescreening evaluations completed 

by emergency services clinicians were 

reviewed by supervisors. 263 were 

determined to require follow up. 243 of 263 

(92%) were contacted by a clinician to check 

on their welfare and offer support. An 

average of 76% of those individuals had 

outreach completed within the 7-day 

timeframe. 

 

Overall, we met our objective this year for 

follow up with individuals but still did not 

overall, meet the 7-day timeframe. Due to 

staffing shortages and external responses to 

crises both locally and within the state, our 

follow-up fell behind during the first half of 

the year which dropped our percentage 

overall significantly. From January to June, 

the percentages of those for whom outreach 

was done within 7 days was higher at 87%. 

Supervisors will continue to identify those 

individuals who meet the criteria to provide 

outreach earlier so that the outreach can 

occur more frequently within the 7 day goal, 

however, the current crises will always 

remain the priority in the moment. 

SAME DAY ACCESS OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

80% of clients 

referred to services 

will show for their 

second appointment 

Year end 

results: 

75.9% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Our same day access numbers grew 

considerably during the first half of the year 

and is spite of the pandemic remained high 

during most months of the second half.  The 

percentage of those attending their second 

appointment was markedly higher for the 

second half, indicating that our clients are 

comfortable with use of tele-health services 

 
MEASURABLE 

OBJECTIVE 

Customer Value / 

Effectiveness  

90% of clients 

referred for mental 

health case 

management 

services will be 

offered a primary 

care screening at the 

time of their same 

day access 

Year end 

results: 

93% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

For the year, we achieved the objective with a 

score of 93% overall.  In the first quarter we did 

not measure the objective.  In the second 

quarter, were more successful in offering 

primary care screening to adults than youth, 

likely due to youth case management referrals 

being less straight forward than those for 

adults.  In the third quarter, we scored 100% 

with both populations, although with a smaller 

sample size.  We would have anticipated similar 

results in the fourth quarter.  This objective will 

be resolved and will not be identified in the 

outcomes for next year. 
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assessment   

 

LAKESIDE CENTER OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

Consumers referred 

to the program will 

be admitted within 

an average of 10 

days from receipt of 

the referral 

Year end 

results: 

Avg. 7.85 days 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Our detailed tracking spreadsheet has proven 

to be an effective tool to facilitate consumer 

access to LSC.  Recommendation is to continue 

its utilization to maintain our improved 

admission process. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Consumers will be 

administered both 

pre- and post-

surveys to 

determine an 

increase of the 

retention of 

information 

disseminated in their 

daily groups 

Year end 

results: 

82% pre survey- 

93% post survey 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

As our results were dramatically positive with all 

22 LSC consumers improving their scores or 

maintaining already good scores in Q2, 

recommendation is to continue the utilization of 

interactive materials in LSC Psychoeducational 

Groups.  Specifically, consumers scored an 

overall 82% correct on the Pre Survey and an 

overall 93% correct on the Post Survey.  

Especially when coupled with the two previous 

classes/surveys which employed the use of 

interactive materials, this overall improvement 

in post-survey scores continues to endorse the 

use of interactive materials with LSC consumers 

to assist them with both learning and retaining 

psycho-educational group material.   

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

90% of all Prior 

Authorizations 

submitted will be 

accepted 

Year end 

results: 

98% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Though initially helpful in increasing the accuracy 

of submitted PA’s, LSC staff made such a quick 

adjustment that this measure has not continued 

to be a useful tool to measure Quality/Efficiency.  

In this regard, this measure has been changed for 

FY21. 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of consumers 

surveyed will report 

being “satisfied” 

with services as 

evidenced by an 

average 8-10 rating 

to all survey 

questions 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Our goal for this year was to achieve at least a 

90% score indicating that respondents were 

satisfied with LSC services by rating each survey 

question an average of 8 or better.  Our overall 

results surpassed our target of 90%, as we 

achieved a score of 100% with all six questions 

securing average scores between 8.6 and 9.6.  

This year 34 members (52% of census) 

participated and as with previous surveys, this 

survey of Lakeside Center members also 

included the open question, “How could services 

be improved?” Beyond the many complimentary 

comments, these responses did present a theme 

that would suggest a desire for increased 

consumer/staff interaction.  Recommendation is 

to continue our efforts to increase staff time on 

the floor as well as to continue interactive PSR 

Groups using our relatively new materials. 
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MEASURABLE 

OBJECTIVE 

Stakeholder 

Satisfaction 

90% of 

family/significant 

other stakeholders 

will respond with an 

8-10 rating to all 

survey questions 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Our goal was for 90% of ALF's 

Administrators/Stakeholders for Lakeside Center 

Consumers to respond with an 8-10 rating to all 

survey questions. In FY20, all eight ALF 

Administrators/Stakeholders for Lakeside Center 

Consumers were surveyed, and we surpassed 

our goal with 100% of ALF Stakeholders 

responding with an 8-10 rating to all survey 

questions.  These results will be shared in Team 

Meeting. 

MH CASE MANAGEMENT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

On average non 

crisis clients will be 

scheduled within 7 

days of their Same 

Day Access 

Appointment into 

ongoing case 

management and 

assessment services 

Year end 

results: 

Average 5 days 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

The Case Management and Assessment 

program and the agency as a whole remain 

committed to providing timely services to 

clients seeking treatment and have continued 

to meet and exceed client access benchmarks.  

Wait times have remained steady as compared 

to last fiscal year, despite a 20% increase in 

demand for services and the challenges of 

staffing shortages and COVID-19 pandemic 

precautions to mitigate virus transmission.  

This commitment to timely access to services 

will continue into the upcoming fiscal year.   

 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Newly opened 

clients will 

demonstrate an 80% 

reduction in 

hospitalization rate 

or will maintain 0 

hospitalizations.  The 

baseline (measured 

from 3 months prior 

to initiation of 

service to 3 months 

after initiation of 

service) will be 

compared with their 

hospitalization rate 

from months 4-9.   

Year 

end 

results: 

88%  

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

88% of clients experienced a reduction in 

hospitalization rates or remained at 0 

hospitalizations. A total of 296 clients were 

referred to case management services during 

the reporting period.  At nine months post 

admission to services 121 remained active and 

106 experienced a reduction in hospitalizations 

or remained at zero hospitalizations.  In addition 

to these impressive results, of note is these 

clients experienced a 69% decrease in the 

number of hospitalizations as compared to the 

baseline period – dropping from 88 cumulative 

hospitalizations to only 27 in months 4-9 of 

services. These results speak loudly to the 

importance of clients remaining in case 

management services to increase their 

community tenure and decrease the burden of 

costly and often quite disruptive 

hospitalizations.   
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MEASURABLE 

OBJECTIVE 

Quality/ Efficiency 

At least 75% of 

cases will have a 

minimum of one 

face to face contact 

with their case 

manager every 45 

days to maintain 

engagement in 

services. 

 

Year end 

results: 

63%  

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

63% of clients had at least one face to face 

contact with their case manager monthly.  As a 

result of the COVID-19 pandemic and precautions 

taken to minimize virus transmission, monthly 

face to face contacts with clients was no longer 

the best or safest way to provide case 

management services.  Telehealth and telephonic 

means were used instead to minimize virus 

transmission in quarters three and four to better 

protect clients and staff.  These necessary 

changes had a direct impact of the frequency of 

face to face contacts that case managers had 

with their clients, which therefore negatively 

impacted the annual percentages captured in this 

outcome measure.  On a positive note, case 

management staff did have good success 

connecting with client using these alternative 

means of communication, connecting with 86% 

of their clients when including those means of 

communication.   Client engagement efforts will 

continue to be an ongoing focus in the upcoming 

fiscal year, especially in light of the ongoing 

COVID-19 pandemic, when clients’ feelings of 

isolation can be particularly difficult to manage. 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of client 

responses will be 

one of the two 

highest ratings to 

questions on the 

satisfaction survey. 

Year end 

results: 

94% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

A total of 216 consumers satisfaction surveys 

were returned during the survey return period of 

March 2020. A total of 869 responses were given 

with 821 being one of the top 2 ratings.  The 

satisfaction rate as defined is therefore 94.47%.  

During the second week of survey collection, the 

agency began taking precautions related to the 

COVID-19 state of emergency/pandemic which 

had a negative impact on the numbers of surveys 

that agency staff were able to collect.  To prevent 

the spread of the virus, staff began using 

telephone and telehealth means to provide case 

management services.  As a result, our survey 

return rate suffered and dropped a bit to 31% 

from 36% as compared to last year.  On a positive 

note, the satisfaction rates among clients within 

the Case Management and Assessment teams 

remains quite high with many positive client 

remarks noted.  These results have been shared 

with team supervisors to use in their supervision 

of their individual staff and teams 

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

90% of HAMHDS 

prescribers’ and ARS 

Collaborative 

Services providers’ 

responses will be 

one of the two 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

A total of 40 surveys were collected from 

agency prescribers, Lakeside psychosocial staff, 

and agency mental health skill building staff.  A 

total of 160 responses were given, with all 160 

responses being one of the top 2 responses.  

The satisfaction rate is therefore determined to 

be 100%, which is quite impressive and an 

increase of 2 percentage points from last fiscal 

year.  Of note, the surveys were collected at a 

time when the majority of staff were 
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highest ratings to 

questions on 

satisfaction survey 

rating case managers 

and clinicians within 

CM&A 

 

teleworking, due to the COVID-19 pandemic, 

which likely affected the survey return rate, but 

stakeholders were given the opportunity to 

submit their responses electronically.  These 

positive results speak loudly to collaborative 

relationships that case managers have formed 

with internal stakeholders which undoubtedly 

has a positive impact on the clients’ agency 

treatment experience.  The overall results were 

shared with case management staff and 

supervisors.  Individual staff results, will be 

shared with staff in individual supervision to 

inform services provided and relationships 

formed. 

IN-STRIDE MANAGEMENT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

79% of clients 

referred for 

InSTRIDE will be 

scheduled, on 

average, for an 

assessment within 7 

days of notification 

of the referral.  

Year end 

results: 

80% 

Met 

 

Recommendations, 

actions taken, 

performance 

improvements: 

These results are consistent with last year’s 

results.  In FY19, InSTRIDE opened 79% of 

referrals within 7 days, whereas for this year, 

80% of referrals were opened within 7 days.  

This outcome should continue to be tracked 

since there is still room for improvement.  One 

trend that was noted is that the number of 

openings per fiscal year has been increasing 

(FY18 – 22; FY -19 – 24; FY20 – 30). 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

There will be a 

decrease in the 

number of voluntary 

and involuntary 

hospitalizations 

from InSTRIDE 

recipients as 

compared to the 

previous year. (Per 

consumer report)  

Year end 

results: 

Hospitalizations 

decreased from 21 

(FY19) to 13 (FY20) 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

For FY20, InSTRIDE consumers experienced a 

total of 4 voluntary hospitalizations, and 9 

involuntary. Total of all hospitalizations (13) 

was significantly less, as compared to FY19 

(21 hospitalizations) with the ratio of 

voluntary and involuntary remaining the 

same.  Based on this result, this outcome will 

no longer be tracked here, and instead DLA-

20 scores will be used as the effectiveness 

measure. 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

86% of clients will 

participate at least 

quarterly in activities 

within their 

community such as 

vocational, 

educational, or 

recreational. 

Year end 

results: 

84% 

Not met 

 

Recommendations, 

actions taken, 

performance 

improvements: 

For FY20, 84% of consumers served 

engaged in a meaningful activity which is 

slightly less than FY19 results (86%).  This 

result was adversely impacted by the fact 

that at least 10 consumers were opened to 

InSTRIDE since the start of the COVID-19 

pandemic.  As we move into FY21, InSTRIDE 

should identify strategies to ameliorate the 

isolative impact of COVID-19. 
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MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

Consumer’s will 

complete a service 

satisfaction survey to 

rate the services 

being provided to 

them at a “2” or 

lower. 

 

Baseline: 85% based 

on FY19. 

Year end 

results: 

84% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Fifteen consumer satisfaction surveys were 

administered in FY20.  84% of responses 

were a “2” or lower which is consistent with 

the baseline data of FY19 which was 85% of 

responses were a "2" or lower.  Based on 

these results, no action needs to be taken at 

this time.  Since these surveys were 

administered in the first and third quarter, 

these results were not impacted by COVID-

19; however, the COVID-19 pandemic will 

more than likely impact the results in the first 

quarter of FY21.  This same survey will be 

used for the next fiscal year. 

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

Stakeholder surveys 

to be administered 

to family members of 

clients.  Target is to 

achieve average 

above 4.39 baseline 

average 

Baseline:  To be 

established 

5 point Likert scale: 

1= Strongly Disagree 

2= Disagree 

3= Somewhat Agree 

4= Agree 

5= Strongly Agree 

Year end 

results: 

Average score 4.24 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Twenty-six surveys were returned by family 

members.  Responses are on par with last 

year’s results with all averages being 

between 4 and 5 except for question number 

3 which is much lower than last year’s 

results, and much lower than the second 

quarter results.  Again, question number 

three was clearly and adversely affected by 

the COVID-19 pandemic.    

MH PACT/ICT OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

There will be an 

increase over FY19 

85% in access to 

health care services 

experienced by 

persons receiving 

PACT/ICT services. 

Such individuals will 

see a health care 

provider such as 

primary care 

providers, 

specialists, dentists, 

optometrists, etc., 

but not including ED 

treatment, at least 

once a year. 

Year end 

results: 

89% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

For FY20, 89% of PACT/ICT consumers 

received routine medical care which is 4 

percentage points more than FY19 which 

was 85%, even though consumers were 

linked to fewer medical appointments in 

FY20 due to the COVID-19 pandemic.  In 

FY19, PACT/ICT consumers were 

accompanied to 675 non-psychiatric 

appointments while in FY20, PACT/ICT 

consumers were linked to 510 non-

psychiatric appointments. Since room for 

improvement still exists, this same outcome 

will continue to be tracked for FY21. The 15 

current consumers who were not linked to 

routine medical care will be individually 

addressed to determine barriers to care, and 

to develop strategies to address these 

barriers.  These results will be addressed 

with both teams. 
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MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

There will be a 

decrease in the 

number of 

involuntary bed days 

and an increase in 

the number of 

voluntary/CSU bed 

days 

 

BASELINE:  FY2019 – 

1311 involuntary bed 

days, and 296 

voluntary bed days 

Year end 

results: 

For FY20, the ICT and 

PACT teams had far 

more involuntary bed 

days than each of the 

preceding two years 

(FY20=2158 days; 

FY19=1311 days; 

FY18=1535). 

In terms of voluntary 

bed days, FY20 

yielded similar results 

to FY18, but was 

significantly less than 

FY19 (FY20=168; 

FY19=296; FY18=148). 

Not met 

Recommendations, 

actions taken, 

performance 

improvements: 

Neither aspect of this goal was achieved as 

results demonstrated an increase in 

involuntary bed days, and a decrease in 

voluntary bed days, despite the hospital 

checklist being utilized. Analysis of results 

showed that only two consumers 

experienced rapid re-hospitalizations (i.e. 

re-hospitalized within 30 days of a previous 

hospital discharge).  Results were impacted 

by several consumers being at CSH the 

entire year which adversely impacted the 

number of involuntary bed days, and which 

greatly skewed the data. In an effort to have 

a more recovery focused measure, DLA-20 

scores will start to be tracked as opposed to 

tracking hospitalization data.  These results 

will be shared with both teams. 

 

 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

79% of program 

initial assessments, 

and individual 

service plans will be 

completed within 30 

days on all new 

referrals to PACT 

and ICT services   

 

BASELINE: FY2019 - 

79% of PACT/ICT 

referrals met their 

target   

Year end 

results: 

20/22, 91% 

East PACT 88% 

compliance with 

completing opening 

documents within the 

30-day window, while 

the West ICT Team 

had 100%. 

Met   

 

Recommendations, 

actions taken, 

performance 

improvements: 

The goal of exceeding last year’s results was 

achieved.  Last year (FY19), both teams had 

78% compliance, while this year (FY20), 

both teams had 91% compliance.  Also, 

these results were even slightly higher than 

FY18 which had 89% compliance which 

suggests that both teams have started to 

regain their footing, after changes in 

leadership.  Based on these results, no 

action needs to be taken at this time. Both 

ICT and PACT supervisors will continue to 

monitor opening paperwork deadlines. 

Results will be shared with both teams. 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

Consumers will rate 

their satisfaction with 

PACT and ICT services 

a “7” or higher on the 

PACT/ICT Consumer 

Satisfaction Survey 

Progress:  Amount of 

progress consumer 

feels they have made. 

Respect:  Amount of 

respect consumer 

feels they have 

received from staff. 

Empowerment:  

Extent Staff have 

Year end 

results: 

68% 

Not met 

 

 

Recommendations, 

actions taken, 

performance 

improvements: 

For both teams combined, 45 surveys were 

administered over the course of FY20.  The 

baseline data for FY19 (79%) was not 

exceeded by the results of FY20 (68%).  

Since the second quarter results (80%) were 

on par with baseline data of FY19 (79%), 

results of the fourth quarter clearly 

impacted the annual result, and as 

previously indicated, the fourth quarter was 

adversely impacted by the COVID-19 

pandemic. Since COVID-19 will be around 

for a while longer, supervisors and staff 

should identify strategies to circumvent the 

negative impact of COVID-19.  Results and 

consumer comments will be shared with 

both teams. 
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encouraged and 

empowered 

consumers to be 

more independent. 

BASELINE: FY 2019 - 

79% of responses 

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

identified primary 

support system will 

complete a service 

satisfaction survey 

to rate the services 

being provided to 

their family 

members.  Target is 

to increase over 

baseline of 92%. 

Year end 

results: 

The percentage rating 

their satisfaction as 4 

or higher per question 

as follows: 

#1:  67%   

#2:  83%  

#3:  67%  

#4:  92%  

#5:  92%  

Not met 

Recommendations, 

actions taken, 

performance 

improvements: 

PACT/ICT had 12 stakeholders, mostly family 

members, complete this survey this quarter.  

Results were for the most part similar to last 

year’s results, and the West ICT team and 

the East PACT team had similar results.  

Based on these results, no 

recommendations can be made.  Results will 

be shared with both teams as will family 

comments. 

 

MH RESIDENTIAL OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

Vacancies in the 

program will be 

offered and accepted 

within 45 days from 

the date a resident 

vacates the home to 

the move-in date of a 

new resident 

Year end 

results: 

87 days 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

During this year we had one vacancy during the 

first quarter. The goal to have the vacancy filled 

within 45 days was not met. However, it was 

not due to the program being unprepared to 

accept a new resident but rather the amount of 

time it took to receive referrals. The request for 

referrals was extended due to initial lack of 

interested clients. A referral from the PACT-

team was received and the spot was held for 

the person at the request of the team. 

However, after holding it for nearly two weeks, 

the person continued to report she did not 

want to move to WF and felt she needed more 

care. The second person that was considered 

for the vacancy was psychiatrically hospitalized. 

Again, the vacancy was held and after 

discharged the person was admitted on 

9/26/19. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

100% of the 

residents will 

improve health and 

wellness as 

evidenced by their 

weight loss through 

the reporting period 

Year end 

results: 

85% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

While we did not meet our goal for the full year, 

we are pleased that the last two quarters were 

successful in meeting the goal. Of particular 

note is the during last quarter all the residents 

were successful in losing weight during the time 

of the COVID-19 Stay at Home Order from the 

Governor.  

 
MEASURABLE 

OBJECTIVE 

Year end 

results: 

99% 

Not met 
Recommendations, 

actions taken, 

This objective was measured for the first two 

quarters of this reporting period. While we did 
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Quality/ Efficiency 

100% of required 

staff will be in full 

compliance with 

accurately 

monitoring the  

administration of 

medication. 

performance 

improvements: 

not meet our objective of 100%, we did 

demonstrate significant compliance with a 

score of 99% on all medication administration 

being accurate. Both quarters had 2 medication 

errors and both errors did not result in an 

adverse effect on the resident. Staff followed 

all appropriate protocol including contacting 

the pharmacy for guidance. Staff was also 

counseled by the group home supervisor on 

how to prevent future errors.  Beginning in the 

third quarter this objective was no longer 

measured.  As of January 1, 2020, Walton 

Farms discontinued to operate as a licensed 

residential home. While staff continued being 

present in the home 40 hours a week, residents 

were responsible for holding their own 

medication. When present, staff observed the 

residents self-administer their medication but 

no longer held their medication nor maintained 

a Medication Administration Record. 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

75% (3/4) of 

residents will 

respond with an 8-10 

rating to all focus 

group survey 

questions 

Year end 

results: 

55% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

During this reporting period a focus group was 

conducted during the first and third quarter 

asking the same questions. Due to a vacancy in 

the first quarter the number of residents in 

the group was three. The third quarter 

included four residents with one recently 

admitted to the home. The groups focused on 

the following questions: How would you rate 

the comfort level at WF, How satisfy are you 

with community outings, How would you rate 

your relationship with your fellow 

housemates, How satisfied are you the overall 

sharing of household chores, and How would 

you rate the help you receive from staff at WF 

in achieving your goals. While the focus 

groups were helpful the responses appear to 

change based on the resident’s current mental 

status and its effect on their relationship with 

others. The question related to how they felt 

staff helped them achieve their goals received 

a score of 8-10 during both focus groups. The 

lower scores related to their comfort level 

living at WF and their relationship with their 

fellow resident. A question that typically 

scored high was their satisfaction level with 

community outings and while it was the last 

month of the quarter the COVID-19 Stay At 

Home Order instituted by the Governor 

appeared to have had an effect on this score 

during the third quarter. 

 
MEASURABLE 

OBJECTIVE 
100% of the 

residents’ Lakeside 

Center Case 

Managers will 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

During the second quarter three Lakeside 

Center case managers that have clients residing 

at Walton Farms were given a survey to 

measure their satisfaction level with residential 

staff, in particular the group home supervisor. 

The following areas were addressed: 
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respond with an 8-10 

rating on all survey 

questions 

communication, responsiveness, coordination of 

care, and overall satisfaction with services. A 

fifth question asked if they would recommend 

the program to others which was rated a yes by 

all. While the sample was small, we are pleased 

that the results showed a high rating in all areas. 

The comments provided were very positive and 

indicated a high level of communication and 

coordination of care between residential staff 

and Lakeside Center staff. 

MH SKILL BUILDING OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

MHSS will open 80% 

of referrals within 7 

days of referral from 

the Case Manager 

Year end 

results: 

26% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

For FY20 there were a total of 38 consumers 

opened to MHSS. 10/38 or 26% of these cases 

were opened within 7 days of the referral 

being signed by the Case Manager and sent to 

Supervisor. The longest wait time was 27 days 

and the shortest wait time was 1 day. Some 

extenuating circumstances which contributed 

to the longer wait times included client 

hospitalizations, difficulty on Supervisor’s part 

to get consumer consent to participate in the 

assessment despite significant outreach 

attempts and involvement of Case Manager to 

help encourage the client to have the 

assessment, delay in receiving the referral 

(Case Manager lag time between signing and 

sending the referral to Supervisor), scheduling 

difficulties between client, Case Manager, 

Supervisor and MHSS Specialist when Case 

Manager attendance was clinically indicated, 

client cancellations, no-shows, and issues with 

transportation. Supervisor will remind Case 

Managers again to sign and submit referrals on 

the same day rather than waiting.  

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

75% of all discharges 

from MHSS will be 

considered planned 

with documentation 

supporting 

discussion of the 

plan in the third 

quarter. 

Year end 

results: 

64% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

MHSS did not meet this objective this year 

with only 22/34 (or 64%) of discharges 

considered successful and planned. Supervisor 

repeatedly spoke with all MHSS staff in clinical 

supervision about the importance of discharge 

planning and documenting conversations with 

clients about it especially in the third quarter 

when clients are nearing discharge. Some 

unsuccessful discharges, however, are 

attributed to client lack of engagement or 

non-compliance with treatment despite MHSS 

staff providing outreach. Other discharges, 

while not considered unsuccessful, were 

related to change in client need and client 

moving out of the catchment area. We will be 

continuing to measure discharges in FY21. 

Supervisor will continue to provide direction 

and feedback to staff regarding discharge 

planning during supervision.  

 

 



FY20 ANNUAL PERFORMANCE ANALYSIS                                                                                                                                                                                                                     PAGE 33 

MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

90% of all Prior 

Authorizations 

submitted will be 

accepted 

Year end 

results: 

92% 

Met  
Recommendations, 

actions taken, 

performance 

improvements: 

MHSS met this outcome throughout the year 

with a 100% acceptance rate 3 quarters. 13/14 

or 92% of submitted PA’s were also approved 

this year. One PA request was denied in the 

fourth Quarter. This particular denial came as 

a surprise to Supervisor as the client had been 

having back-to-back hospitalizations for an 

extended period of time. An appeal was not 

made due to the client being unable to engage 

in services after the assessment again due to 

chronic hospitalizations. We will continue to 

measure the rate of Prior Authorization 

acceptance and approval next year. Supervisor 

does wish to note that as the year progressed, 

MCO’s were granting either less time or units 

of service or both.  

 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of consumers 

will respond 

positively to each 

survey question as 

evidenced by a 

score of 8 or higher 

for every question 

Year end 

results: 

33% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

Consumer Satisfaction: There was a significant 

difference between this year and last year's 

Consumer Satisfaction Survey in that only 33% 

of the surveys were within the excellent range 

as compared with last year’s rate of 75%.  

Supervisor concludes that the reduction in 

percentage points is due in part to the 

retirement of one staff who consistently 

achieved scores in the excellent range across 

the board. The rate of return of surveys was 

also lower this year with only 22 surveys 

returned. Supervisor speculates that part of 

the low rate of return might be due to the 

onset of the COVID-19 pandemic in March 

2020. Staff may not have had a chance to 

collect all surveys after face to face contacts 

with clients were largely discontinued in the 

middle to end of March when the surveys 

were due to be returned. Consumers reported 

that the most progress made was in the areas 

of improving their physical health. They stated 

that they had learned to shop for and cook 

healthy meals. They also reported an increase 

in their level of exercise. Consumers also 

reported feeling empowered and encouraged 

by MHSS staff. We will continue to measure 

this objective in FY21. Supervisor will work to 

ensure that there is a bigger sample size for 

next year’s survey. 

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

80% of ARS case 

manager responses 

will be in the 

excellent range (8-

10) 

Year end 

results: 

Q1: 100% 

Q2: 100% 

Q3: 100% 

Q4: 100% 

Q5: 81% 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

We are pleased that we met our objective of 

80% of responses will be in the excellent range 

with a total of 96% of responses scoring in this 

range. The one question with a lower score 

rated the improvement the consumer has 

made since beginning MHSS. The comments 

related to the lower rating were that the client 

was challenging, and progress was related to 

the client’s efforts, not the staff’s. Another 

commented that while significant change had 
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happened overall, only small change occurred 

with the client’s efforts to engage in the 

service and improve their hygiene. We will 

continue to measure Stakeholder Satisfaction 

in FY21.  

MH VOCATIONAL OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

100% of persons 

referred will be 

contacted within 

seven days of referral 

Year end 

results: 

90% 

Not met 
Recommendations, 

actions taken, 

performance 

improvements: 

This objective was not met (Q1 93%, Q2 94%, 

Q3 89%, Q4 80%) but averaged a 90% (56 of 

62) for the year. This was due to factors 

outside of the vocational unit (client 

hospitalization, client non-working phone, case 

manager submitting referral without prescriber 

signature). To better equip programs 

vocational supervisor will meet with CM&A 

teams on referral process (prescriber 

signatures before sending to vocational 

supervisor) and express the importance of 

sharing information of client hospitalizations at 

submitting of referral. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Staff will assist 

program participants 

with obtaining 23 

additional jobs 

during the yearly 

evaluation period 

Year end 

results: 

41 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

All four quarters show accomplishment however 

Q 3 resulted in 11 new jobs and quarter 4 

resulted in 18 new jobs. Q3 and Q4 efforts were 

made in the midst of COVID-19 State of 

Emergency and shutdowns.  Although this goal 

was met and nearly doubled for the year the 

focus will continue with obtaining new 

employment and also an increased focus on 

providing supports to persons in sustaining 

employment. 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Each full-time job 

coach will develop 

24 new employer 

contacts monthly  

Year end 

results: 

Q1 16 

Q2 25 

Q3 35 

Q4 0 

Not met 

 

Recommendations, 

actions taken, 

performance 

improvements: 

Each quarter staff has made forward progress, 

Q1 16 new contacts, Q2 25 new contacts, Q3 35 

new contacts and Q4 produced no new recorded 

face-to face contacts due to COVID-19 

precautions however many virtual, telephone 

and electronic contacts were made with success 

resulting  in 18 placements. To better help reach 

this goal the MH Employer Database has been 

organized according to employment industry.  

The subject has been discussed at length and 

staff is encouraged to increase employer contact 

numbers through having a dedicated time frame 

for community outreach to make improvements. 

Also, monthly employer contact logs will be 

discussed during monthly supervision between 

the ARS Vocational Supervisor and Job 

Developers to monitor progress. 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Full time job coaches 

will average at least 

Year end 

results: 

56 direct service 

hours monthly 

average 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

During the first two quarters the team 

struggled in this objective: Q1 53%, Q2 46%, 

Q3 59%, Q4 62%. Although beginning with a 

rough start the team was able make progress 

meeting the goal for the last 2 quarters and 
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55 direct service 

hours monthly  
ending the year at 56% direct service hours 

monthly.  As To better help with capturing 

contact hours the team has transitioned to 

completing Individual Progress notes instead of 

an Informational Note and Service Log. Contact 

hours to be discussed in monthly supervision 

between Vocational Supervisor and Job 

Coaches.  

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Job coach will 

facilitate applicant to 

employer contact 

within fifteen days 

from ISP meeting, 

85% of the time 

Year end 

results: 

79% average for 

the year 

Not met 

Recommendations, 

actions taken, 

performance 

improvements: 

This objective showed progress during this year, 

Q1 1 64%, Q2 88%, Q3 92% and Q4 67% for a 

79% year average. For quarters 1 and 4 the 

objective was not met due to factors outside of 

the Vocational Team (client surgery, client no 

identification, client discharged from agency) 

however the objective was met in quarters 2 

and 3. In efforts to meet this objective a 

continued emphasis on the IPS initiative of rapid 

job searched will be discussed in Job Club 

meetings and ARS CM&A staff meetings to 

better guide consumers to an informed choice 

in employment desires and career goals.  

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

90% of all 

responders will rate 

each statement 

between “8” to “10” 

in the survey 

Year end 

results: 

#1- 100%  

#2- 94% 

#3- 83% 

#4- 89% 

#5- 88% 

Not met 

Recommendations, 

actions taken, 

performance 

improvements: 

Objective questions 3,4 and 5 (3- Benefits 

planning have been explained to me in a way 

that I understand, 4- My experiences with job 

search has been quick and to my satisfaction , 5- 

My overall satisfaction with employment 

services) were not met for the year. This could 

be partly due to the 1st quarter survey being 

given to all persons in Job Club thus capturing 

some in an audience that were not opened to 

vocational services. To better increase this 

objective, surveys are now given to persons 

currently in vocational service and broadened 

communication on available ARS Vocational 

supports and services will be more frequently 

discussed with referring programs for client 

information and guidance.  

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

90% of all 

responders will rate 

each statement 

between “8” to “10” 

in the survey 

Year end 

results: 

#1- 100% 

#2- 95%  

#3- 100% 

#4- 100% 

#5- 100% 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

This objective was met during all for quarters 

and the for the year with all questions being 

met at 100% and question 2 (My experience of 

vocational staff interactions with assigned 

worker(s).) at 95%. The vocational staff is 

encouraged to sustain current relationships and 

increase employer contact to maintain and 

strengthen our employer base.  
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PREVENTION OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

Consumers will be 

approved for 

admission into the 

CONNECT program 

within 5 business 

days of request for 

services 

Year end 

results: 

100% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Prevention met this objective with 47 of 47 

youth approved for admission within 5 days of 

request. Program Coordinators registered youth 

on-site in the community, and placed youth on a 

waiting list if program capacity was reached. 

Parents of youth placed on a waiting list were 

notified when a spot becomes available. 

 
MEASURABLE 

OBJECTIVE 
90% of CONNECT  

1st – 3rd grade 

participants shall be 

reading on or above 

grade level.  

Year end 

results: 

68% reading on 

or above grade 

level. 

Not met 

Recommendations, 

actions taken, 

performance 

improvements: 

Prevention did not meet this program goal due to 

disruption to school and Connect programming 

because of the COVID-19 pandemic. Reading 

grades reported are from the 3rd report card 

rather than 4th. Youth, as a group, maintained 

baseline reading levels. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Students will show a 

decrease in 

favorable attitudes 

towards Alcohol, 

Tobacco and other 

Drugs (ATOD) as 

demonstrated by 

the evaluation 

outcomes of 

evidence-based 

curriculums 

implemented in the 

community 

Year end 

results: 

Only pretest 

results available: 

Al's Pals = 28 

participants 

completed, 95% 

favorable attitudes 

 

Life skills Training 

= 35        

participants 

completed, 15% 

favorable attitudes 

 

Not met 

 

Recommendations, 

actions taken, 

performance 

improvements: 

Yearend post-test results are undetermined due 

to suspension of programming as the County 

addressed COVID-19. Connect programming has 

since adopted a virtual format for most of its 

programming. The evidence-based curriculums 

will resume with the virtual format option during 

the 20-21 school year. 

 
MEASURABLE 

OBJECTIVE 
Quality/ Efficiency 

Prevention Services 

shall implement 

environmental 

approaches, in 

collaboration with 

community 

partners, to address 

substance use 

prevention and 

mental wellness as 

measured by the 

delivery of a 

minimum of 3 

community-level 

Year end 

results: 

Campaign reach: 

Billboards – 

3,935,129 

PSAs – 370,000 

Medi-bags -

168,000 

GRTC Bus Banner 

(ATQ) – 387,072 

Medication 

lockboxes- 781 

Rx drug disposal 

kits- 978 

Feeding- 150 

persons weekly 

7 activities 

Met 

Recommendations, 

actions taken, 

performance 

improvements: 

Prevention used multiple social norms and media 

strategies in collaboration with community 

partners (HCPS, faith community, County 

agencies) to educate communities about COVID-

19, promote substance abuse prevention and 

MH wellness, as well as provide basic resources 

(i.e., food). Additionally, due to a spike in opioid 

overdoses medication lockboxes and Rx 

medication disposal kits were also distributed in 

all 4 quarters. 
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activities, e.g., 

community forum, 

social norms 

campaign, or 

merchant education 

activities 

 
MEASURABLE 

OBJECTIVE 
Consumer 

Satisfaction 

85% of CONNECT 

participants (3rd 

grade and above) 

shall give a response 

of 1 (i.e., agree) on 

the consumer 

satisfaction survey 

Year end 

results: 

88.5% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

Despite the challenges of COVID-19 and some 

temporary disruption to Connect programming, 

staff maintained contact with youth/families and 

continued to provide services.  Youth gradually 

made the transition to a virtual format and began 

participating with anticipation. Overall, they 

rated the Connect program positively for the 

year. Thus, Prevention exceeded this objective. 

 
MEASURABLE 

OBJECTIVE 
Stakeholder 

Satisfaction 

95% of CONNECT key 

stakeholders  

shall give a response 

of 1 (i.e., agree) on 

the satisfaction 

survey 

Year end 

results: 

98% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

2020 was a challenging year for the Connect 

program in the midst of COVID-19, which 

temporarily disrupted some Connect 

programming. However, Prevention staff were 

flexible and able to shift services to meet basic 

community needs (food) first and then develop 

some virtual programming. The distribution of 

food allowed Connect staff to maintain contact 

with youth and parents in the community and 

coordinate with other community partners to 

bring in additional resources. Parents and 

community stakeholders viewed this transition 

positively as evidenced by ratings of both 

parents and stakeholders. Thus, Prevention 

exceeded this objective for the year. 

YOUTH & FAMILY OUTCOMES 

MEASURABLE 

OBJECTIVE 
Quality / Access 

Youth &Family 

Services Outpatient 

clinicians will 

schedule their clients 

within 14 days of 

their Initial session 

90% of the time 

Year end 

results: 

90% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

This year we met our goal by seeing our clients 

on average within 3-4 days of their SDA 

appointment 90% of the time.  During the 3rd 

and 4th quarters, our community was in a 

“state of emergency” related to the spread of 

COVID-19. SDA has been conducted by phone 

and Web-ex since March 17. This may account 

for our increased ability to meet this goal at a 

higher rate than previous quarters. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Youth and family 

outpatient clinicians 

in training for 

Trauma-Focused CBT 

and Parent Child 

Year end 

results: 

8 clinicians are 

being trained in 

TF-CBT and 4 are 

being trained in 

PCIT. 

One supervisor 

and one clinician 

have been 

certified in TF-

Recommendations, 

actions taken, 

performance 

improvements: 

On the West Team, 5 clinicians have been 

trained in TF-CBT and have completed their 

consultation. These clinicians are preparing to 

take the TF-CBT certification exam. There are 

two clinicians currently going through TF-CBT 

consultation on the West team. At present 

there are 12 clients currently in various stages 

of TF-CBT as evidenced by the clinicians 

completing the PRACTICE component tracking 
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Interactive Therapy 

will complete the 

required elements 

necessary to obtain 

certification within 

one year of initiating 

training 

CBT. 

Not met 

sheet at the West office.  At the East office 

there is one supervisor and one clinician who 

have completed the training and are preparing 

to take the TF-CBT certification exam. At the 

East office there are 5 clients currently in 

various stages of TF-CBT as evidenced by 

clinicians completing the PRACTICE component 

tracking sheet at the East office.  COVID-19 

caused some disruption to TF-CBT, however 

clinicians attended online training on how to 

continue to use TF-CBT through the virtual 

platforms.  

There are currently 4 staff trained and 

providing PCIT at between the West and East 

offices. There are 14 families who are receiving 

PCIT between the two offices. Two clinicians 

have completed both training modules. The 

other two staff will complete the last module 

once it is offered. All PCIT training clinicians are 

currently in consultation. 

 
MEASURABLE 

OBJECTIVE 
Customer Value / 

Effectiveness 

Reoffending rates 

will remain at or 

below 10% for MST 

clients during the 

course of treatment 

Year end 

results: 

4% 

Met 
Recommendations, 

actions taken, 

performance 

improvements: 

1 case of the 25 cases that successfully 

completed a full course of treatment was 

rearrested during treatment.  All 25 of these 

cases were living at home at the end of services, 

96% were in school or working.  Additionally, 

92% of families had shown improved family 

relations, improved network of supports and 

parenting skills necessary to handle future 

problems.  88% of cases had youth involved in 

some prosocial activities or linked with prosocial 

peers.  

 

DBHDS PERFORMANCE MEASURES 

The DBHDS dashboard targets for are set by the DBHDS and the Secretary for all 40 of the State’s Community 
Service Boards.  The data used is submitted monthly by CSBs as outlined in the State’s performance contract with 
CSBs.   Quarterly the performance measures are summarized for the HAMHDS CSB Board’s review.  FY20 ended as 
the following: completion of adult (98.2%) & child (100%) suicide risk assessments, receiving an annual physical exam 
(55.8%), calculating BMI (84.8%), tracking of Individuals Outside the BMI Normal Range (80.9%), following-up of BMI 
plans (75.1%), the initiation (73.9%)/engagement (52.2%)/retention (26.1%) of individuals in SUD services and DD Waiver 
individuals who meet the criteria for enhanced case management have monthly face-to-face meetings (96%, target 
90%), in the residence (97%, target 90%).   

Additional quality measures for completeness, consistency and accuracy were pursued by DBHDS and conveyed in 

the DBHDS Data Quality Reports.  These quality reports assisted CSBs to identify data errors in the electronic health 

record system.  Examples include the following: 

Completeness reports of: employment discussions, employment outcomes, employment status, discussion of last 

physical/date, discussion of last dental exam/date, substance use primary drug type 

Consistency reports of: DD Waiver individuals as compared to those in WaMS, PACT individuals without a recorded 

service, DD Waiver individuals without a recorded service, Medication Assisted Treatment individuals without a 

recorded service 



FY20 ANNUAL PERFORMANCE ANALYSIS                                                                                                                                                                                                                     PAGE 39 

Accuracy reports of: SMI/SED/SED at Risk Individuals age outside correct range, individuals with no substance use 

primary drug type but secondary or tertiary type present, and pregnant substance use women without a recorded 

service 

 

The DBHDS Dashboard and Data Quality Reports have been incorporated as another component of the Agency’s 

Continuous Quality Improvement Plan.  If targets are not met, those measures may be adopted and become a 

program outcome so that trends and development areas be identified and pursued.   

 

DBHDS contracted for 2 years to use Service Process Quality Management (SPQM), an analytical tool offered by 

MTM Services in partnership with the National Council for Behavioral Health.  DBHDS hoped to use SPQM to 

aggregate VA CSB’s data to strategize for the future, demonstrate outcomes, quantify quality and service 

improvements, and measure cost-efficiency gains.  Due to COVID-19 and DBHDS budget cuts, the contract for SPQM 

was not renewed but one year remains and access to SPQM will continue until June 2021. 

 

CSB’s hope to utilize SPQM to prepare for the dynamic new value-based healthcare marketplace while achieving 

better health outcomes for persons receiving their services.  The data from fiscal year 2019-20 was provided to MTM 

and monthly video conferencing meetings with Scott Lloyd, MTM President, were held.  With each monthly upload 

of data, new analysis was reviewed. 

 

SATISFACTION 

SAMHSA’s Performance Accountability and Reporting System (SPARS) Perception of Care 
 
The Substance Abuse and Mental Health Services Administration (SAMHSA) perception of care surveys are an 
important method for involving clients in improving the quality and effectiveness of services.  The Perception of Care 
Survey System (POC) is intended to support service providers in implementing effective client surveys as part of our 
Quality Improvement program. 

• There were 176 total responses from 113 different consumers. 

• The POC is only administered at reassessment and clinical discharge, and an interview with the consumer has to 

be conducted. 

• The last column looks at number of respondents who answered “agree” or “strongly agree”; the combined total 

was between 146 (83.0%) and 168 (95.5%) indicating favorable experience with the clinic. 
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Post Discharge Survey 
Post discharge information is collected for CARF services.  The post discharge surveys are mailed approximately 30- 

60 days after the client is discharge from a CARF service.  Individuals are asked if the service received helped with 

goals with work, school, housing, increasing knowledge, improving daily life or engaging in community activities.  

Each survey includes a satisfaction question.  In order to complete a timely annual report, the reporting period 

covers the period of April 1, 2019 through March 31, 2020.  

During this fiscal year, eleven separate services were tracked.   A total of 483 surveys were mailed and 44 were 

returned.  The response rate for programs ranged from 0% to 23% with an average response rate for all of the CARF 

services of 9%, down from the response rate of 10% for FY19.  Individual comments are forwarded to the respective 

program.  83% of the returned surveys noted satisfaction ratings of either very satisfied or satisfied.  
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INTERNAL AGENCY RECORD REVIEWS 

Approximately 918 quality record reviews and 106 Administrative Reviews were completed in FY2020.The target for 
all programs is 90% compliance with the standards reviewed. 

 

CSS RECORD REVIEW RESULTS SUMMARY 
Targets for all programs is 90%. 

• Reviewed 20-30% Waiver cases, 10-20% 
Non-Waiver cases and 100% of 
Residential cases. 

• More than half of the programs met 
the target goal of 90% (North 1 Waiver, 
East 1 Waiver, West 1 Waiver, East 1 
SPO, West 1 SPO, West 2 SPO, DD CM 
HAMHDS, DD CM Waiver Services, 
Cypress Voc, Enclaves, LEP, STEP, 
Supported Employment, ID 
Administrative) 

• Two programs improved by five or 
more percentage points from FY19 
(East 1 Waiver, LEP) 

• Two programs dropped by five or 
more percentage points (North 1 SPO, 
East 2 SPO)  
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MH/SA RECORD REVIEW RESULTS SUMMARY 
Targets for all programs is 90%. 

• Reviewed  7% Medicaid cases and 3% 
Non-Medicaid cases 

• Half of all programs met the target 
goal of 90% (ESP, SDA, Y&F, MH OP, 
PF Outpatient, SA East, Lakeside 
Center, MH Skills-Building, MH 
Residential) 

• One program improved by five or 
more percentage points from FY19 
(PACT East) 

• Three programs dropped by five or 
more percentage points from FY19 
(SA RMP, PACT West, Lakeside Voc) 

 
 

FY21 Objectives for the Coming Year 
• Continue improvements of the Utilization Review process 
• Question added to all review forms to check for discharge summaries for closed cases to ensure compliance with 

regulations.  
• Update Chart Tracker Summary Report to make NA responses have zero weight on scoring  
• Identify and report trends to AMT 
 
 

EXTERNAL AGENCY REVIEWS 

 

 FY20 FY19 FY18 

Total number of Reviews:  57 66 82 

Admin: 0 1 1 

C&P:  27 21 33 

CSS:  24 37 37 

Across All Divisions: 6 7 11 

# of Desk Reviews 48 59 74 

# of Onsite Reviews 9 7 8 

# of C&P/CSS Licensure/CARF/VHDA 51 N/A 28 

# of C&P client records reviewed 119 72 61 

# of CSS client records reviewed 46 211 381 

Total number of records reviewed 216 283 470 

 

3 unannounced visits (DBHDS/Licensure) 

Onsite visits included JBS, Virginia Supportive Housing, DBHDS, AMIkids, CARF, Permanent Supportive Housing  
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9 “other” requests not sent (nothing sent due to; no client found, referred to Daily Planet) 

Trends/Outcomes 

Reviews were sent by secure email exchange-Virtru or Move-it, FedEx, fax, picked up at office, mailed 

100% of reviews were completed within the specified timeframes 

Requests decreased by 14% 

External Reviewers  

DMAS (Department of Medical Assistance), DBHDS (Virginia Department of Behavioral Health and Developmental 

Services), HHS (Department of Health and Human Services), DOJ (Department of Justice), VHDA (Virginia Housing 

Development Authority),  Anthem Healthkeepers (CIOX), Anthem (Cotiviti), Cigna(CIOX), Virginia Supportive 

Housing, United Healthcare (CIOX, Change) , Optima Health(Ciox), Aetna (Cotiviti), AMIkids,  Commission on 

Accreditation of Rehabilitation Facilities (CARF), Magellan Complete Care (Reveleer), Virginia Premier, United 

Behavioral Health (Optum) 

Types of Reviews  

Mortality Reviews, SIS (Supports Intensity Scale), HEDIS, Risk adjustment; Dx coding,  Shelter Plus Review, 

Monitoring visit of PSH((Permanent Supportive Housing), Block Grants, Follow up on CHRIS reports, Clinical risk 

adjustment, Annual risk adjustment, Unannounced Licensure Review, Incident Management Unit trend of 3 or more 

related incidents, Quality Assurance Review (QAR), Coding accuracy , Adherence to the applicable CARF standards,  

Reclamation billing,  Environmental review, Annual SEMAP, HUD performance review, Contract agreement of 

documentation, Timely Initiation of Services and Transition, Ensure compliance regulations tied to DOJ, Paid claims 

Goals 

• Continue to meet all audit deadlines  

• Continue to review new methods of tracking audits  

 
 

RISK MANAGEMENT COMMITTEE SUMMARY 

The Risk Management Committee (RMC), a cross-functional agency workgroup, met quarterly to monitor the risks 

and accessibility needs that are addressed in the Agency’s FY20 Risk Management and Accessibility Plans.  The 

committee discusses the work of the agency, shares feedback from staff and stakeholders, and provides input into 

agency processes.  

The Risk Management plan also references other planning processes of the agency that better position the agency 

to provide effective services and reduce risks such as the agency’s strategic plan, cultural and linguistic plan, 

technology plan, and performance measurement plans. Summaries of these plans are located in the FY20 

Performance Analysis. These tools also help the agency meet accreditation and regulatory requirements.  

Agency/County highlights:  

• Facility maintenance needs identified in the accessibility plan were addressed. As an agency approximately 

$138,252 was spent on facility projects in FY20. This included items such as repairs to the deck at Providence 

Forge which is part of an accessible egress route, hand rails and grab bars in bathrooms in three of the group 

homes, purchase of a wheelchair for Lakeside Center, solar panels at the East Center, and cypher locks and 

buzz buttons on 2 doors off of the lobby at the Providence Forge Office.   
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• In the wake of the tragic workplace violence incident in Virginia Beach, the County Manager implemented a 

comprehensive review of emergency plans in Henrico County.  This effort includes a facility-by-facility 

security assessment, review, and revision of departmental emergency action plans, and additional required 

training for staff.  Henrico’s Police Division, Department of Mental Health/Developmental Services, and the 

County’s Office of Emergency Management developed and provided training to all employees on Workplace 

Emergency Preparedness.  In August, the County of Henrico conducted an Emergency Response Training 

exercise to assess the preparedness for an - active shooter drill.  

• The County’s Emergency Management and Workforce Safety Unit established a cross-county workgroup to 

increase awareness and standardization of emergency responses when possible across the County of 

Henrico. The agency was asked to provide safety liaisons to be a part of this workgroup. Three safety liaisons 

from HAMHDS were appointed to the workgroup and participated in emergency management training and 

review of County emergency practices.  

• The agency reviewed its processes and systems in preparation for the CARF survey in October 2020. Four 

surveyors reviewed several agency programs for three days. The four CSS group homes and day program 

services for older adults/dementia care - sought accreditation. The agency is now accredited in thirteen 

services for three years, the highest CARF award, until November 2022.  

• Prior to election day, voter registration information was shared with all staff who were encouraged to 

provide and share with individuals receiving services.  

• Staff completed competency-based training on the identification and reporting of critical incidents 

• Agency Safety Committees completed the following emergency drills and entered the information into the 

Agency’s Facility Inspection Drills System (FIDS), Fire, Bomb threats, Natural Disasters, Utility Failures, 

Medical Emergencies and Violent or other threatening situations. Safety Committees also completed health 

and safety self-inspections and uploaded facility external health and safety inspections in FIDS.  

The risk management committee also reviews the data collected by the incident review committee. The agency 

implements strategies to reduce and prevent incidents. For example, the agency is aware of the number of suicide 

attempts and falls that are tracked and reported by incident review committee. September 2019 began with 

campaigns to raise awareness in both of these areas. In support of the national fall prevention awareness day, 

weekly information and resources on fall prevention were shared with staff. In FY21 the committee will continue 

increased education during September to include a training for all staff on fall prevention. National Suicide 

Prevention week is also in September. Although the agency provides Mental Health First Aid training to staff and the 

community year-round that includes a focus on suicide prevention and environmental strategies, the agency 

participated in numerous activities in collaboration with community partners to raise awareness. These included 

social media campaigns, organizing teams to participate in the Out of the Darkness Walk for Henrico and Charles City 

Counties, and sharing resources such as the National Suicide Prevention Lifeline, to name a few. Similar events are 

planned for FY21.  

Revive training was offered throughout the year by SUD services and moved to virtual training by peers in May 

during the pandemic. Staff, persons served, and citizens were offered rapid revive training in about 15 minutes to 

provide lifesaving medication NARCAN to those who have overdosed on opiates.  

DBHDS issued draft guidance in March that became final in May regarding high risk health conditions for individuals 

with developmental disabilities. The guidance document emphasized the need for staff training and development in 

such areas. In response to this guidance, CSS Residential and Day Support programs participated in a dysphagia 

(swallowing difficulties) training conducted by a speech pathologist from Henrico County’s Jackson Davis 

Elementary School to better assist individuals who may have these needs.  



FY20 ANNUAL PERFORMANCE ANALYSIS                                                                                                                                                                                                                     PAGE 45 

The agency provided public comments on a number of draft documents from the Office of Licensure that are 

expected to become effective in FY21;-, these include additional guidance requirements in the area of Risk 

Management that the committee will need to incorporate into the next risk management plan.  

-In response to the COVID-19 global pandemic, the County of Henrico, to include Henrico Mental Health & 

Developmental Disabilities (HAMHDS), declared a State of Emergency on March 13, 2020. This response followed the 

Commonwealth of Virginia’s Declaration of Emergency on March 12, 2020 and the Federal Declaration of Emergency 

on March 13, 2020. Emergency procedures beginning March 13, 2020 were developed to provide guidance in 

administrative and service delivery during this state of emergency.  

The County of Henrico closed on March 16, 2020 for a day of planning for the COVID-19 State of Emergency. - 

Department heads and their direct reports met in the County of Henrico’s Board room for a briefing followed by 

break out planning meetings with like County services and then reconvened again as a larger County group to report 

and share initial plans. The Henrico County Emergency Operations Center (EOC) was mobilized under the Office of 

Emergency Management and Workplace Safety.  County Directors met weekly. Daily situational reports were 

developed and disseminated to County Directors from the EOC. The Agency’s Management team met the afternoon 

of March 16th to brief the members of the Agency’s Leadership Group (Agency Management Team and their direct 

reports) and HAMHDS Safety Liaisons on the County’s morning meeting, to execute our COOP plan, and to review 

suggestions discussed during the initial Leadership Group planning that began on March 9, 2020. Essential- planning 

began to move the workforce from the office to working from home where possible for everyone’s safety.  

Redeployment of laptops occurred, additional cell phones were purchased to provide the resources staff needed to 

work from home, and the challenge began to gain personal protective equipment that was scarce due to these 

resources going to hospitals.  

The Department of Behavioral Health and Developmental Disabilities (DBHDS) and Virginia Department of Medical 

Assistance (DMAS) provided emergency procedures and FAQ’s during this time assisting providers with guidance. 

Services were provided mostly via telehealth, video conferencing, telephone, and with limited face to face contact 

with the wearing of masks and facial coverings and while practicing social distancing of at least six feet from another 

person. Increased meetings occurred with the Agency’s leadership group initially meeting twice per week to review - 

the implementation of our plans and identify any needs. An agency transitional work group met regularly to address 

agency needs, and towards the end of the fiscal year, developed plans to slowly re-open agency buildings, and move 

staff back to the office. The County of Henrico, to ensure consistency across all county departments, assessed all 

buildings for the return of staff and citizens to include social distancing signage, floor markings, recommendation of 

plexiglass and redesign of offices where needed to ensure social distancing can occur.  All re-opening plans must be 

reviewed and approved by the County prior to implementation.  

Looking ahead to FY21  

• HAMHDS will continue to develop and implement approved plans to re-open buildings, have staff return 

back to working from the office and increase face to face services.  

• Follow County guidance on the implementation of VOSH emergency temporary standards for COVID-19. The 

Virginia Occupational Safety and Health (VOSH) Program is part of the Virginia Department of Labor and 

Industry (DOLI)  

• Review and implementation of new Office of Licensure Regulations 

• Implementation of new Office of Licensure Guidance Memo on Risk Management 

 

Effective 8/1/2020, the Office of Licensure requires documentation of serious injuries to employees, contractors, 

students, volunteers and visitors that occur during the provision of a services or on the provider’s property. This 
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information will be tracked by the Risk Management Committee. No reports were received of serious injuries to 

contractors, students, volunteers or visitors. A yearly summary of employee work-related injuries and illnesses is 

posted as required by the U.S. Department of Labor and documented on OSHA’S Form 300A. The following 

information is for the 2019 calendar year (1/2019 – 12/31/2019) tracked by the County of Henrico’s Safety Officer. 

 

CRITICAL INCIDENTS AND COMPLAINTS 

The Incident Review Committee met quarterly to review each incident submitted in the agency’s incident 
reporting information system (iRIS) located on the agency’s intranet. The committee’s review includes a 
review of the incident, discussions of cause, actions for improvement if indicated, prevention strategies 
and other needed strategies. The review of individual incidents is documented in iRIS under committee 
notes. Staff report incidents in iRIS and reportable incidents are submitted to DBHDS through their 
electronic reporting system, CHRIS within 24 hours of agency notification. Effective September 2019 root 
cause analysis of required incidents was completed within 30 days and documented in iRIS.  
 

Incident Type FY19 FY20 Q1 Q2 Q3 Q4 

Assault by client 1 3 2 1 0 0 

Behavioral incident 22 12 5 4 1 2 

Biohazard incident/bomb threats 3 1 0 0 0 1 

Communicable Disease 0 25 0 0 0 25 

County vehicle* 16 8 3 3 2 0 

Death-accidental 4 7 2 2 2 1 

Death-likely homicide 0 1 0 0 0 1 

Death-likely suicide 0 0 0 0 0 0 

Death-natural causes 36 33 11 7 8 7 

Fall- with injury requiring med. Attn 26 11 5 3 3 0 

Fall- without injury 76 51 20 18 12 1 

Fire 0 0 0 0 0 0 

Illness (e.g. seizure, diabetic reaction) 61 34 11 10 7 6 

Licit/Illicit drugs or weapons 0 0 0 0 0 0 

Med incident- req. med. Attn 1 0 0 0 0 0 

Med incident- NO adverse reaction 41 46 9 15 11 11 

Other 67 116 28 26 38 24 

Property damage 3 1 0 1 0 0 
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Property loss/theft 8 3 1 1 1 0 

Self-injurious behavior 7 6 0 1 5 0 

Serious injury 3 3 1 2 0 0 

Sexual incident 3 2 1 1 0 0 

Suicide attempt 44 59 6 23 17 13 

Threats/violence 3 3 1 1 1 0 

Violent crime by client 0 0 0 0 0 0 

Totals 425 425 106 119 108 92 

       
Restraints 2 3 0 2 1 0 

 
Trends and Observations 

• Root Cause Analysis  - RCAs were completed within the 30 day requirement. 
• Began COVID-19 tracking in reports. 
• Falls were down considerably from previous year, prevention efforts seem to be paying off 
• Med errors had a slight increase; Some medication errors may have been related to changing schedules and 

new staff assisting with medications.  
• Other reports continue to increase, primarily due to new reporting requirements 
• There have been three years with no suicide deaths 

 
FY21 Goals 

• iRIS will be updated to include new reporting requirements  
• The agency will continue to provide education and competency- based training to support staff 
• Will monitor increase in suicide attempts by reviewing unduplicated counts and also look at how many were 

youth related 
• Monitor COVID-19 reports and related deaths 
• Monitor med errors more closely. Supervisors will work with teams on ensuring processes are in place to 

reduce the number. 
 

HUMAN RIGHTS INCIDENTS 

In FY20, the number of complaints in iRIS continued to trend upward. There was a total of 114 reports which reflects 
a 29.55% increase from the previous year. Of these, 64 were reported to the DBHDS reporting system, CHRIS. The 
most reports and investigations continue to be in the areas of Confidentiality/Privacy and Peer-to-Peer. There was a 
significant increase in privacy breaches including one incident that involved the unauthorized disclosure of 
information for 23 individuals. These were reported to CHRIS separately and reported to the Office of Civil Rights as 
one incident. Of the 64 CHRIS reports, 31 were determined to be founded violations (30 confidentiality, 1 services).  
Staff training on confidentiality and other human rights continues to be provided at orientation and annually 
thereafter in efforts to improve performance. Trends are shared during new staff orientation and information is 
provided regarding types of privacy breaches and other complaints that have occurred and how they can be 
avoided.   
 

Type FY19 FY20 Q1 Q2 Q3 Q4 

iRIS Human Rights (HR) reports  88 114 
32 

2 founded 
24 

0 founded 
19 

3 founded 
39 

26 founded 

HR reported in CHRIS / OCR  
35 

5 OCR 
64 

8 OCR 
17 

1 OCR 
10 

0 OCR 
9 

3 OCR 
28 

4 OCR 

Late HR reports in CHRIS > 24 hrs/ 
CAP issued 

0/0 0/0 0/0 0/0 0/0 0/0 
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HR appeal to ED 2 0 0 0 0 0 

HR appeal to County Manager 0 0 0 0 0 0 

HR appeal OHR 0 0 0 0 0 0 

HR appeal to LHRC / SHRC 0 0 0 0 0 0 

Restraints 2 3 0 2 0 1 

HR received from or reported to 
MCO 

1/Aetna 1/Anthem 0 0 1/Anthem 0 

Code of Ethics  1 0 0 0 1 

 
 

STAFF TRAINING 

Agency employees can obtain training through a number of venues to include the County of Henrico Employee 
Development and Training, Risk Management, Human Resources Department and internally with Henrico Area 
Mental Health & Developmental Services.  
 
Training is provided at orientation and annually thereafter through a combination of methods, classroom, online, 
through their supervisor or team training. Staff are also able to attend external conferences, classes or workshops 
and add it to their My training account. 
 
Model of Care Training and Provider Overview & Module of Care Training is required by Commonwealth Coordinated 
Care Project for contract with CMS, DMAS, and MCO (Anthem, Va. Premier, Beacon) for MH Programs and ID 
Community Support Teams. There is Preadmission Screening Certification for Emergency Services and other pre-
screeners in the agency. 
 
Henrico Area Mental Health & Developmental Services has a group of 32 staff trainers that provide training in a 
variety of areas such as First Aid & CPR, Prevention of Violence (POV), Therapeutic Options, Cultural Competency, 
Brown Bags, Wellness series; My side of the Story, MH First Aid, EHR and other Professional training 
 
Approximately 54 classroom style training sessions were offered. Staff registers for training directly using an internal 
web-based system known as MyTraining. Examples of training offered included.  
 
Working with young children in therapy, Demystifying Strengths Based Services for Refugees, Mental Health Care 
for Refugees Webinar, ACE, BHE Grant Presentation and Discussion Regarding Work with Immigrants and Refugees, 
UNDERSTANDING THE NEEDS OF LGBTQ+ YOUTH, Resilience in clinical practice with children and families, 
Understanding Me Helps Me Understand Other, Safer Spaces Training for LGBTQ+, OCD: the basics and beyond, 
Wolf Creek Cherokee Museum, International Rescue Committee, Reach TR. Birds of a different Feathers, Autism 
with community supports, Slavery by Another Name, Henrico Mental Health Parent- Child Interaction Therapy, 
Generational Trauma in African Americans, Taping of Generational Trauma in AA, Brown Bag - Keeping our Kids Safe, 
CACC 102: Cultural Aspects of our Community, The Ethics of Admission and Discharge Legal Issues Faced by HAMHDS 
Staff WebEx. 

 
Due to the COVID-19 pandemic, trainers maintained social distancing for contact trainings.  Web based learning was 
used for the classroom component via WebEx for therapeutic Options.  Staff was tested on the skills portion with a 
partner/someone they were comfortable with or had the option of testing with a selected trainer. CPR/First Aid used 
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blended learning staff watched the video online and selected a date to demonstrate the physical portion with a 
trainer.  This was done in a large conference room that allowed for social distancing with the use of manikins. 

Accomplishments 

• Due to the COVID pandemic our trainers graciously adapted to a new form of on-line Webex teaching 

• Purchased cleaning supplies protective gloves, bleach, paper towels, and buckets 

• Recertified 7 TO trainers 

• Certified 4 new Red Cross trainers 

Goals 

• Certify 2 new Red Cross trainers 

• Certify 2 new TO trainers 

• Recertify 3 Red Cross Trainers 

• Update POV of violence training  

• Continue to explore options for grading the competency-based trainings 

• Updating the Medication refresher questionnaire 

 

INFORMATION TECHNOLOGY 

The Information Technology Plan is reviewed yearly to assess the progress of projects and update their timelines as 

needed.  Accomplishments and initiatives of the past year are updated accordingly. For FY20 the team was a part of 

the agency wide initiative implementing a new electronic health record system.     

 Accomplishments 

• Data in Cerner EHR has been normalized and two successful data transfers were 
tested in Welligent. One more clean- up will occur with the final data migration test. 

• Billing Modalities in Welligent are being tested as complete workflows become 
available. 

• The ID Residential Module is fully configured and the Business Process was reviewed 
and refined with program staff. Psychosocial and ID Day Services modules are nearly 
completed and expected from Welligent in early Fall 2020. 

• Initial forms development was completed, transforming over 400 forms in Cerner to 
about 200 in Welligent. With the extension of implementation go-live date, we are  now 
receiving new forms that need to be replicated in Welligent. These will be completed in 
the fall of 2020. 

• 80% of 40 Business Process Reviews are completed. The more complex, such as the 
ID Day Services and Psychosocial modules as well as PIP, ESP, Billing/Accounts 
Receivable and Q/A-Medical Records are pending functionality completion by Welligent.   

• We are collaborating with Welligent on CCS3 and WaMS extract development. The 
WaMS functionality has been successfully tested with the State; new requirements were 
added which are now being configured. CCS3 is ongoing with an expectation that it will 
be tested in the fall of 2020. 

• A Scanning workgroup has been established.  They have met with both County IT and 
Welligent to determine the best approach (direct scanning or 3rd party solution). This will 
be decided in the fall of 2020.  Medical Records is also meeting with each of the 
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programs to determine what the scanned record will look like with enhanced Welligent 
functionality. 

• Welligent was provided with a full list of stock reports being utilized in Cerner. Welligent 
identified stock reports that may be used. IT staff is working with Welligent to identify 
which reports will be acceptable and what will need to be developed. 

• Welligent met with a representative from E-Clinical works to begin the development. 
This functionality is expected to be delivered at go-live. 

• IT is developing training materials in conjunction with Workflow reviews. A Welligent 
basic training video was developed. More of these will be developed as well as in 
person and video training sessions. 

• Within the first two weeks of COVID-19, the staff were outfitted with teleconferencing 
capabilities so that they could work from home. This meant about 125 office-based staff 
were given laptops or connected their home computers to their office PCs. Clinicians 
and Case Managers began to see their clients via telehealth/WebEx or Telephonically. 
Jabber functionality was established for the Agency Call Center, ESP Call Center and 
Same Day Access. Conference Room C project was postponed due to budget freeze, 
related to COVID-19 and will be revisited when funds are available. 

• Developed a prototype which is being test Completion is expected in the winter of 2021. 

• Some office based staff received laptops in the COVID-19 crisis.  The majority of office 
based Clinicians will receive laptops in FY21 and the Administrative staff in FY22.  This 
could be accelerated if the Federal and State grant applications are approved. 

• The Windows 10 implementation and upgrade of Office 2007 to 365, including training 
staff on new enhancements objective was 95% complete and work is on-going. 

• Both the intranet and internet sites have been updated with COVID-19 19 information, and 
additional information is published as it becomes available. 

• The objective to enhance the iRIS database to reflect the new state requirements was 
partially met. About 75% of the upgrade was completed in FY2020.  The remainder of 
the upgrade is expected to be completed in the Fall of 2021. 

 
Goals 

• Complete implementation of Welligent and begin operationalizing the system 
o Perform Data Conversion testing interactions before the final conversion with new CCS elements 

o Complete system configuration 

o Complete Business Process Reviews with the programs and write Welligent processes for each 

o Create Testing scenarios 

o Plan training strategy and write training materials 

o Begin reporting from the system 

o Test and ensure accurate state reporting from Welligent 

o Create Car and Conference Room calendar capability in Welligent 

o Complete forms development and learn how to create forms in Welligent 

o Develop interoperability with the Daily Planet 

o Implement the Patient Portal 

o Develop Meaningful Use reporting 

o Implement 835 capability for all insurance carriers 

o Implement 271 eligibility look up 

o Develop SPQM reporting 

o Work with the Program staff and Financial Management to ensure they receive accurate and meaningful 

data from the new system. 

o Operationalize all Business Support and Reimbursement processes 
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• Replace remaining clinician’s desktops with mobile laptops 

• Upgrade five servers, virtualize and move to Parham Road data center 

• Add Telecommunications to Conference Room C 
 

CULTURAL AWARENESS AND COMPETENCY COMMITTEE SUMMARY 

The Cultural Awareness and Competency 

Committee, CACC, met every six weeks to 

review and implement the FY20 Cultural and 

Linguistic plan. Meetings were held both at 

Woodman and the East Center. After March 

2020 during the COVID-19 pandemic meetings 

moved to WebEx virtual meetings. There was 

a change in leadership this year, the agency 

would like to thank Serina Gaines and Josh 

Pearman for their tenure as Chair and Vice 

chair of the committee. Melanie Spence and 

Yvonne Russell stepped into those roles mid - 

year.   

CACC welcomed new members to the committee; Allen, Annmay, Shereka, Yasamann, Briel and Melanie, thank-you 

to our new and continued volunteers.  

2020 marked a historic moment with nationwide protest of racial inequities and a call for police and social justice 

reform. DMAS, DBHDS, County of Henrico, HAMHDS Agency Management Team (AMT) issued statements 

acknowledging racism exits and on their commitment to work toward racial equity. AMT held two all staff meetings 

and met with every team, over 50 meetings, debriefing the events impacting our communities, raising agency 

awareness of racial inequities and gathering input on how the agency can improve. This work will continue to be a 

priority with strategic planning in FY21.  

The COVID-19 pandemic was declared in March 2020, The Virginia Department of Health reported in June 2020 the 

disproportionate impact by COVID-19 on communities of color. Public health experts encouraged focusing on these 

disparities was crucial for responding to the virus effectively. Stay at home orders were mandated which caused a 

rise in unemployment which created additional hardships. In collaboration with community partners, HAMHDS staff 

assisted with an emergency food pantry, helped feed families in Connect Programs, assisted the County of Henrico 

in assembling and distributing COVID-19 care packages that consisted of face coverings, safety and testing sites 

information.  The distribution of COVID-19 care packages included communities of color in the County of Henrico. 

Staff and family members made face coverings due to the initial shortages.  Additionally, Dr. Juanita White, a 

professor at Walden University initiated a project to provide authentic Kente cloth face coverings for community 

residents and HAMHDS Prevention staff assisted in the distribution.  The pandemic continues in FY21 with the 

coordination of safety planning led by the County of Henrico.  

FY20 Committee highlights: 

At hire, during the agency orientation, new staff receive an overview of CACC, its objective and that all staff are 

required to obtain at least one cultural and/or linguistic training annually.  One of the committee’s tasks is to provide 

ongoing opportunities for staff to accomplish this goal.  The following are examples of trainings offered to staff 

during FY20; Demystifying strength based services for refugees, understanding the needs of LGBTQ+ youth, safer 

spaces training for LGBTQ+ youth, working with immigrants and refugees, presentation from the Wolf Creek 

Cherokee Museum, International rescue committee, understanding me helps me understand others, and 
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collaborating with regional partners to provide training for individuals who are aging with disabilities.  

Black history month for 2020 included a presentation on the history of African American experiences in the Mental 

Health System and contemporary Implications of care, viewing and discussion of the documentary Slavery by 

another name, weekly black history trivia and recommendations of books by African American authors. A highlight 

of the month included the presentation of Understanding Generational Trauma in African Americans and clinical 

strategies for understanding and deconstructing its impact, by Dr. Jessica Brown, a board member, at the Henrico 

Theater on February 26, 2020.  

In 2019, HAMHDS was awarded a behavioral health equity mini grant from DBHDS. The grant focused on increasing 

support for individuals receiving services who speak Spanish and Farsi. Key forms were translated in these 

languages. The focus groups were conducted in participants’ own languages (Spanish and Farsi) to gain input 

regarding services. A focus group of stakeholders was also conducted. Lastly, TV monitors in four sites was 

purchased and mounted. Information in English and Spanish are posted on these monitors. In 2020 an additional 

grant was awarded with plans to continue support for enhancing services for the Latino community.  

CACC conducted a staff survey in FY20, six questions were asked; How can CACC support you in your work? Would 

you like to host or refer someone for a brown bag? Are you interested in joining CACC? We are hoping to rename 

CACC to a more contemporary name, what name should we consider? Do you have any suggestions for CACC's goal 

and scope of work? Responses to these questions will help shape the FY21 work of the committee. 

Yearly CACC reviews and updates the list of interpreters working with the agency and post this information, their 

contact information, rates and certification on the agency’s intranet. The agency spent $97,695 on interpreter and 

translation services using a number of individuals and companies.  

Henrico Area Mental Health & Developmental Services, HAMHDS, values a diverse workforce that is representative 

of the person served. As of 8/21/20 of the approximately 9,649, 45% of consumers served were White/Caucasian and 

42% were Black/African American. The remaining 13% were: Alaskan Native, American Indian, Asian/Pacific Islander, 

and Multi-racial. Of all consumers served 5.64% percent identified themselves as Hispanic.  Needs updating 

As of 6/30/20, of the approximately 363 HAMHDS permanent employees 52% self-identify as White/Caucasian, 44% 

Black/African American, 2% Asian, 1% Multi-Racial, and 2% identified themselves as Latino/Hispanic.  

 

Race & Ethnicity FY20 
Persons 
Served 
 

FY19  
Persons 
Served 

FY18  
Persons 
Served 
 

FY20 
HAMHDS 
Employees 
 

FY19 
HAMHDS 
Employees 
 

FY18 
HAMHDS 
Employees 
 

White/Caucasian 45% 45% 47% 52% 52.86% 53.34% 
Black/African 
American 

42% 43% 43% 44% 41.69% 43.58% 

American Indian, 
Asian/Pacific 
Islander, Multi-
Racial 

13% 10% 10% 3% 2.55% 1.68% 

Persons served 
who identify 
themselves as 
Hispanic 

5.64% 5% 4% 2% 1.53% 1.40% 
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DEMOGRAPHICS 

Total Consumers Served by Program Area 

9,649 individuals were served in FY20.   

For adults: 57% received Mental Health Services, 11% 

Developmental Disability Services and 7% Substance Use 

Disorders Services.   

For youth: 11% received Mental Health Services, 4% 

Developmental Disability Services, 1% Substance Use 

Disorders Services and 9% Early Intervention < 3-year olds. 

Consumers Served by Gender:  Fifty-seven (57) percent of 

individuals served in were male, and 43% served were 

female.   

Distribution by Race and Ethnicity:  45% served identified 

themselves as White/Caucasian, 42% Black/African 

American, 13% Alaskan Native, American Indian, Asian, 

Pacific Islander, Multi-Racial. 

 

 

 

BUDGET 
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FY20 Revenue  

State Funds  $9,671,309  

Federal Funds  $2,760,461  

Local Funds  $16,059,212  

Fee Revenues (3rd Party funds)  $12,425,019  

Other Funds  $156,474  

Total  $41,072,475  

  
FY20 Expenses  

Mental Health Services  $19,881,624  

Substance Abuse Services  $2,881,002  

Developmental Services  $13,484,135  

Administrative Services  $2,765,541  

Total  $39,012,302 

 


