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The Office of Inspector General (OIG) was established by the Code of Virginia § 37.2-423 to 
provide an independent system of accountability to the Governor, the General Assembly, 
service recipients and other interested parties for the services provided by the state 
operated facilities and the network of public and private providers licensed by the 
Department of Behavioral Health and Developmental Services (DBHDS). 
 
We are pleased to submit this Semi-Annual Report for the period ending September 30, 
2010 pursuant to § 37.2-425 of The Code that requires the OIG report periodically on its 
activities and outstanding recommendations, and to provide a description of significant 
systemic problems, abuses, and deficiencies.  
 
During the past six months, the OIG has completed unannounced inspections at eleven (11) 
facilities operated by the DBHDS and three (3) investigations at state facilities. We are 
pleased to provide for your consideration a summary of these activities in this Semi-Annual 
Report.  
       
       Sincerely, 
 
 
       G. Douglas Bevelacqua 
       Inspector General 
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FOREWORD FOREWORD 
The Mission of the Office of the Inspector General is to 
provide an independent system of accountability to the 
Governor, the General Assembly, and the citizens of the 
Commonwealth for the quality of services provided by the 
Department of Behavioral Health and Developmental 
Services (DBHDS), and other licensed providers of 
behavioral health and developmental services, in order to 
protect the health and welfare of service beneficiaries.  

The OIG’s Mission is authorized by the Code of Virginia      
§§ 37.2-423, 37.2-424, & 37.2-425 that requires the Office to 
inspect, monitor, and review the quality of services in state 
facilities, and other licensed providers, and to make policy 
and operational recommendations in response to complaints 
of abuse, neglect or inadequate care.  

To support its Mission, the OIG reports semi-annually to the 
Governor, the General Assembly, and the Joint Commission 
on Health Care concerning significant problems, abuses, and 
deficiencies relating to the programs and services of state 
facilities and other licensed providers. 

The Code requires that the SAR identify “each significant 
recommendation, described in previous reports under this 
section, on which corrective action has not been completed.”  
Inasmuch as the current Inspector General was appointed on 
May 1, 2010, it is appropriate, and required, to review 
previous SAR’s and identify past significant recommend- 
dations that are still in-process. The results of this review are 
contained in the section of this SAR captioned Significant 
Outstanding Findings and Recommendations from Past OIG 
Reports.  

The Code also requires that the SAR provide “A description 
of significant problems…during the reporting period” and, 
therefore, a discussion of the U. S. Department of Justice’s 
(DOJ) activity in Virginia is contained in the section captioned 
OIG Monitoring of the U. S. Department of Justice 
Involvement at Central Virginia Training Center.  
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“CREATING OPPORTUNITIES: 
A PLAN FOR ADVANCING 
COMMUNITY-FOCUSED 
SERVICES IN VIRGINIA” 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

THE DECERTIFICATION OF 
EASTERN STATE HOSPITAL’S 
HANCOCK GERIATRIC UNIT 

 

 

 

EXECUTIVE SUMMARY 

 

 

 

The Commonwealth’s system of behavioral health and 
developmental services has experienced both significant 
problems and opportunities in recent months, and the 
highlights of these are summarized below as required by  
§ 37.2-424 and § 37.2-425 of The Code.  
 
The Creating Opportunities Plan is likely the most 
consequential document created by the DBHDS in a 
generation. Commissioner Stewart and the State Board 
deserve accolades for the plan that will guide the 
Commonwealth’s behavioral health and developmental 
services initiatives for the next three and a half years – and 
beyond.  

The Creating Opportunities Plan fashions strategic initiatives 
and action steps to realize the Department’s Strategic Plan 
vision of a community-focused system of care “that promotes 
self-determination, empowerment, recovery, resilience, 
health, and the highest possible level of participation by 
individuals receiving services in all aspects of community 
life.”  With its focus on person-centered community-based 
services, achieving the highest level of independence – while 
engaging in meaningful activities and participating fully in the 
community, this impressive Plan holds-out the promise of 
achieving Governor McDonnell’s goal of creating a true 
Commonwealth of Opportunity for all Virginian’s – including 
those served by the Department of Behavioral Health and 
Developmental Services. We have appended a copy of The 
Creating Opportunities Plan to this SAR for convenient 
reference.  

Following repeat site inspections during the spring and 
summer, the Federal Center for Medicare and Medicaid 
Services (CMS) decertified Eastern State Hospital’s (ESH) 
Hancock Geriatric Unit on September 12, 2010. Hancock 
Geriatric is a 150 bed geriatric facility on the campus of ESH 
in Williamsburg serving geriatric residents with a co-occurring 
behavioral health diagnosis.  

The decertification means that ESH is ineligible to receive 
approximately $1.2 million monthly in Medicaid and Medicare 
payments until the Hancock Center is surveyed and deemed 
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EXECUTIVE SUMMARY 

 

 

 

 

an acceptable provider to deliver services. The DBHDS and 
ESH are working to prepare for a re-inspection, but as of 
October 21, 2010, they had not scheduled a follow-up 
inspection from CMS to reinstate Hancock’s certification.  

The Inspector General believes that Hancock’s residents are 
well cared for; nevertheless, all residents, and/or their legal 
guardians, were officially notified of the decertification, and 
given the option of relocating to another facility. The OIG 
understands that all residents chose to remain at ESH.      

Since the fall of 2008, the United States Department of 
Justice (DOJ) has been actively investigating the Central 
Virginia Training Center (CVTC) and the Commonwealth’s 
system of care for persons with developmental disabilities. 
Under the current DOJ leadership, the investigation has 
expanded and evolved, from a review of CVTC’s compliance 
with the Civil Rights of Institutionalized Persons Act (CRIPA), 
into an examination of the state’s training center system, and 
an evaluation of Virginia’s community capacity measured 
against the requirements of the Americans with Disabilities 
Act (ADA) and the Supreme Court’s Olmstead Decision. 

If the DOJ follows the model it created in Arkansas this year, 
Virginia can expect a Federal complaint alleging that the 
Commonwealth has failed to transition people confined to 
training centers to the most integrated setting appropriate to 
their needs, and that the state has inadequate community 
services to serve its developmentally disabled residents. 
These themes have undergirded DOJ’s Olmstead actions this 
summer against Arkansas, Georgia, New Jersey, Illinois, and 
Florida and are embedded in the Amicus Curiae brief DOJ 
filed in Federal Court in support of The Arc of Virginia v. 
Timothy M. Kaine, et al. (Civil Action No.: 3:09cv686). A 
summary of DOJ’s findings at CVTC can be found on page 
25 below. 

The tragic alleged patient-on-patient homicide earlier this 
year at CSH highlights the danger inherent in co-mingling 
patients with serious mental illness (SMI) with persons 
undergoing court-ordered evaluation who may have 
personality disorders like psychopathology. The forensic 
population is the fastest growing segment of Virginia’s 
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EXECUTIVE SUMMARY 

 

 

 

 

EXCESSIVE OVERTIME 
INVESTIGATION 

behavioral health system and a top priority of the OIG for the 
upcoming year is to study this aspect of the system and 
recommend changes that will improve both patient and staff 
safety. Most forensic patients are admitted pursuant to a 
court order authorized by The Code including evaluation of 
competency to stand trial, restoration of competency to stand 
trial, emergency treatment prior to trial, or after, sentencing, 
various NGRI petitions, and TDOs & ECOs.  

While overtime has been a systemic problem for several 
years in state facilities, this year overtime reached 
unprecedented levels at one state-operated facility. The OIG 
conducted an investigation of this facility’s use of overtime 
and concluded that, by any reasonable standard, its reliance 
on overtime was excessive. This facility’s unsustainable use 
of overtime, as opposed to employing a right-sized workforce, 
had a measureable and detrimental impact on resident care, 
employee retention and recruiting, and staff morale. The 
DBHDS has taken steps to correct the immediate problem at 
this facility and will presently issue clear instructions to 
establish overtime guidelines for the Commonwealth’s state-
run facilities.  
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Inspections, 
Investigations and 
Reviews Conducted by 
the OIG 

 

 

 

 

 

 

 

 

 

 

 

 

 

Summary of Reports 
Issued this Reporting 
Period 

INSPECTION REPORT 

 

 

 

 

 

ACTIVITIES OF THE 
OFFICE OF INSPECTOR 
GENERAL 

 

The OIG is required by Code § 37.2-424.3 to conduct at least 
one unannounced visit annually at each of the fifteen state-
operated behavioral health and developmental services 
facilities. Unannounced visits are conducted at a variety of 
times and across shifts. During this semi-annual reporting 
period, the office conducted 12 unannounced visits at the 
following facilities:  

• Central State Hospital in Petersburg 
• Eastern State Hospital in Williamsburg (Inspection) 
• Central Virginia Training Center in Lynchburg 
• Western State Hospital in Staunton 
• Southern Virginia Mental Health Institute in 

Danville 
• Northern Virginia Mental Health Institute in Falls 

Church 
• Commonwealth Center for Children and 

Adolescents in Staunton 
• Eastern State Hospital in Williamsburg 

(Investigation) 
• Southwestern Virginia Mental Health Institute in 

Marion 
• Piedmont Geriatric Hospital in Farmville 
• Catawba Hospital in Catawba 
• The Pine’s Treatment Center (Crawford Campus) 

in Portsmouth 
 
The OIG also conducted an announced follow-up review at 
Central Virginia Training Center during this period. 
  
 
 
The OIG generates three types of reports: Inspections, 
Investigations, and Reviews.  A brief description of each type 
of report created by the OIG follows:  

INSPECTION REPORT: The purpose of an inspection by the OIG 
is to assess the quality of care provided by a facility or 
program.  The focus may be on any aspect or service 
delivery, treatment, or operations.  Inspections will normally 
include assessments related to some aspect of active 
treatment, staffing, and the service delivery environment. An 
inspection may be conducted to follow-up on progress made 
by a provider in response to earlier OIG findings and 
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INVESTIGATION REPORT 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REVIEW REPORT 

 

 

recommendations. Inspection reports are routinely placed in 
the public domain, via the OIG’s website, after the OIG has 
accepted the provider’s response to findings and 
recommendations.   

INVESTIGATION REPORT: An investigation is conducted by the 
OIG in response to a specific incident, complaint, or event. 
The purpose of an investigation is generally to determine if 
abuse or neglect has occurred, inadequate quality of care 
has been provided, or a policy/procedure has been violated. 
The incident, complaint or event may come to the attention of 
the OIG through a variety of avenues: email, phone call or 
letter from an individual, a service provider, DBHDS, or any 
other source.  An investigation most often, but not always, 
will involve a site visit to a facility or program.  The 
investigation process may include: interviews with the 
complainant(s), service recipient, family members, provider 
staff and/or others, the review of policies/procedures and 
records, observations, and analysis or assessment of 
pertinent data.  Each investigation will be documented in a 
report, and the report may include one or more findings and 
recommendations if the findings warrant specific actions by 
the provider, DBHDS or other parties.  Investigation visits to 
providers can be announced or unannounced.  Investigation 
reports will normally remain classified as “Confidential 
Governor’s Working Papers” because they contain 
confidential information about service recipients, family 
members or provider staff.   

REVIEW REPORT: A review by the OIG is a series of 
inspections that focus on the quality of care provided by a 
system of care.  The system of care on which the review 
focuses may include all state facilities, all state facilities of a 
similar type (behavioral health hospitals or training centers), 
all community services boards (CSBs), a region of CSBs or 
providers, all providers (public and private) that serve a 
defined population, or any other combination that is identified 
by the OIG.  Each review will be documented in a report, and 
the report may include one or more findings and 
recommendations if the findings warrant specific actions by 
the providers, DBHDS or other parties.  
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Findings and 
Recommendations from 
Reports Published 
During This SAR 
Reporting Period 

During the period covered by this SAR, the OIG completed 
four reports: one inspection and three investigations. These 
reports are cited below: 

• OIG Report No.190-10, Eastern State Hospital 
Inspection. 

• Three reports were completed on investigations 
that were conducted to investigate specific 
incidents or complaints at facilities operated by 
DBHDS, which are not published due to the 
confidential nature of incidents. 

 
 
 
 

OIG Report No. 190-10, Eastern State Hospital 
Unannounced Inspection 

Finding No. 1: ESH’s risk management program is not in 
compliance with DI 401. Most notably, the facility does not 
have a risk management plan that establishes the authority of 
the program.  

Recommendation No. 1a: It is recommended that ESH create 
and implement a comprehensive risk management plan, 
which addresses the program’s authority, visibility, 
accountability, communication, and coordination with all 
organizational functions, including abuse/neglect 
investigations.  

Recommendation No. 1b: It is also recommended that the 
plan be submitted to the Central Office Risk and Liability 
Management/ Director to assure that the plan is consistent 
with the DBHDS Risk Management Plan, as required by DI 
401.  

Recommendation No. 1c: Upon the completion of the risk 
management plan, it is recommended that ESH provide 
competency based in-service training to all staff regarding the 
importance of, and their role in, assuring risk prevention and 
risk reduction.  
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Findings and 
Recommendations from 
Reports Published 
During This SAR 
Reporting Period 

Finding No. 2: ESH does not have a current quality 
improvement plan that integrates risk prevention and risk 
monitoring activities. 

Recommendation No. 2a:  It is recommended that ESH 
create and implement a comprehensive quality improvement 
plan that addresses the program’s authority, visibility, 
accountability, communication, and coordination with all 
organizational functions, including methods for integrating 
risk prevention and risk monitoring activities in quality 
improvement activities.  

Recommendation No. 2b: Upon the completion of the quality 
improvement plan, it is recommended that ESH provide 
competency based in-service training to all staff regarding the 
importance of, and their role in, assuring quality care/ quality 
improvement.   

 

Finding No. 3:  There was significant variation in the 
thoroughness and consistency of detail of the information 
provided by staff on the incident report forms.  

Recommendation No. 3a: It is recommended that the risk 
manager at ESH, in consultation with the Central Office Risk 
and Liability Director, prepare and conduct an in-service 
training for all staff regarding documenting events to assure 
that the reports are fact based, thorough, and identify the 
actions taken towards assuring the proper care and treatment 
of the individual.   

Recommendation No. 3b: It is also recommended that 
DBHDS conduct a study of incident reporting in all the state-
operated facilities to assure that information being provided 
by staff is thorough and consistent. 

 

Finding No. 4: ESH does not adequately analyze and trend 
the event information currently collected to ensure that its 
services address all identified individualized areas of risk for 
its patients. Without accurate and comprehensive trending of 
incident data, including BAR (Baseline Analysis and Review) 
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Findings and 
Recommendations from 
Reports Published 
During This SAR 
Reporting Period 

reviews, the facility cannot recognize emerging trends before 
potentially serious conditions arise. 

Recommendation No. 4: It is recommended that ESH, with 
input from Central Office risk management and quality 
improvement specialists, develop a system for in-depth 
analysis and trending of aggregate event information in order 
to:  

1) Inform clinical teams and administrative leaders of potential 
risks and,  

2) Support the development of both individual and facility-wide 
risk reduction strategies.  The thoroughness of clinical 
assessments, staffing patterns, and other factors, such as 
staff overtime, need to be assessed to assure that all potential 
and contributing risk issues are identified.  Unit specific 
feedback is recommended so that staff can openly discuss the 
unit’s strengths and areas for improvement in a non-
threatening manner.    

 

Finding No. 5:  ESH does not have adequate risk 
management or quality improvement links to treatment 
planning to assure that the optimal levels of care are 
occurring.  When the data collected through event reporting 
and other mechanisms does not inform the treatment planning 
process, persons served at the facility are exposed to 
needless risk. 

Recommendation No. 5a:  It is recommended that, in the 
development of the facility’s risk management and quality 
improvement plans, responsibilities for the development and 
monitoring of clinical quality indicators that support effective 
treatment planning be clearly delineated.   

Recommendation No. 5b: It is recommended that quality 
indicators be established that link nursing care plans to patient 
outcomes. Quality indicators that are designed to provide 
feedback on nursing risk assessments, plans of care, and 
post-incident review tools can provide valuable information 
regarding overall nursing functioning within each unit.  



Finding No. 6:  Abuse and Neglect investigations are not 
analyzed collectively or from a systemic perspective. Failure 
to complete in-depth analysis of the investigations prohibits 
the discovery of patterns among the investigations that have 
broader implications for the staff, patients, and treatment 
environments.     

Recommendation No. 6a: It is recommended that ESH 
develop a process for collecting and evaluating the aggregate 
data and the circumstances surrounding abuse and neglect 
events so that potential administrative issues are discovered 
and addressed.   

Recommendation No. 6b: It is recommended that DBHDS 
consider a similar process at all the state-operated facilities 
to assure that all the factors relevant to effective risk and 
liability management are identified, tracked, and monitored 
until corrective actions are completed.    

 

Finding No. 7:  While many of the environmental risk factors 
identified by the DBHDS safety review team have been 
addressed, alternatives to the actual physical plant changes, 
which were reported by DBHDS to be cost prohibitive, have 
not been implemented as reported. Increased staff 
supervision and on-going risk assessment have not been 
consistently implemented to diminish the risks factors 
associated with suicide or other patient safety risks, such as 
falls and unexplained injuries.  

Recommendation No. 7:  It is recommended that ESH, in 
consultation with the DBHDS safety review team, review 
staffing patterns and the use of clinical risk assessments to 
assure consistent application of these methods in areas 
where environmental changes were determined to be too 
costly or impractical to address. The goal would be to 
determine whether the proposed alternatives are adequate in 
addressing patient safety issues and to make the necessary 
adjustments to increase patient safety.   
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Division of Behavioral 
Health Services 

 

Summary of 
Outstanding 
Recommendations 

Significant Outstanding 
Findings and 
Recommendations 
(From Past OIG Reports) 

 

 

 

 

 

Section 37.2-425.A.3 of the Code of Virginia requires that the 
OIG identify in its Semi-Annual Report, each significant 
recommendation on which corrective action has not been 
completed. Not all reports generated by the OIG are classified 
as public documents; investigations that focus on the care of 
specific individuals and/or the actions of personnel are 
considered Confidential Governor’s Working Papers and not 
placed in the public domain. Active findings from previous 
reports have been briefly summarized in this section in order 
to provide areas of general concern. This section includes a 
summary of significant recommendations that remain active as 
of September 30, 2010.   
 
 
State Operated Facility System 
 
RECRUITMENT AND RETENTION OF REGISTERED NURSES: Just as 
the recruitment and retention of qualified nursing personnel 
has been a national concern, it has been an issue for the 
state-operated facilities, most notably at Eastern State 
Hospital. ESH has experienced challenges with recruitment 
and retention at the facility since 2005. DBHDS has involved 
Central Office personnel in supporting the facility in 
addressing critical shortages. However, recruitment and 
retention problems have consistently resulted in the facility 
operating below previously defined staffing levels for 
registered nurses: one registered nurse assigned per unit per 
shift.  
 
OIG follow-up interviews with facility personnel in 2010 
demonstrated that inadequate staffing patterns continue to 
result in increased overtime and decreased staff morale, 
increased safety risks, and decreased quality services. In 
addition, outstanding environmental safety issues in the 
Hancock Geriatric Treatment Center are being addressed 
through joint efforts by DBHDS and the OIG.  
 
VIRGINIA CENTER FOR BEHAVIORAL REHABILITATION: DBHDS 
operates a facility designed to provide treatment for sex 
offenders who, after evaluation, are judged to present a 
danger to themselves and/or others. Since it opened in 2003, 
the number of sex offenders receiving treatment has grown 
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Summary of Outstanding 
Recommendations 

Division of Behavioral 
Health Services 

significantly, as have the challenges faced by the facility in 
providing treatment for this, often controversial, population. 
There were 17 residents at the facility when it was first 
inspected by the OIG in 2003. The current census for this 
300-bed facility is approximately 260. On average, the 
facility’s current admission rate is 6 to 8 admissions a month.  
 
Inspections by the OIG for the past three years have 
consistently documented concerns at the facility including, 
but not restricted to the following: limited treatment 
opportunities provided the residents; inadequate or untimely 
clinical assessments and treatment planning; failed 
programming initiatives; insufficient clinical integration of 
nursing and medical staff into the overall treatment provided; 
and inadequate staffing to assure safety and effective 
programming. Ongoing concerns resulted in the 2008 OIG 
recommendation that an advisory committee be established 
to provide consultative support to the facility’s leadership 
team in making operational and programming decisions.  
 
After the retirement of the facility’s original Director, the 
facility’s Acting Director identified a number of additional 
issues in operations and treatment, which resulted in a joint 
DBHDS and OIG review. Issues from that review are 
currently being addressed. In August 2010, DBHDS hired a 
permanent facility director to oversee previously identified 
operational and programmatic changes. The hiring of a new 
clinical director, and re-establishing links to the Central Office 
Coordinator for Sexually Violent Predators Services, has 
created an increased focus on balancing the necessary 
treatment and security components of this program. Ongoing 
monitoring of this program will be a priority of the OIG during 
the next reporting period. 
   
FILING CHARGES AGAINST FACILITY PATIENTS:  Following the 
investigation of a critical incident at one of the mental health 
facilities in August 2009, the OIG recommended the revision 
of Departmental Instruction #205 (RTS) 89 Filing Charges 
Against Patients or Residents. This DI, which has not been 
revised since 1989, governs procedures for when charges 
are placed against a person while s/he is being served in a 
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Summary of Outstanding 
Recommendations 

Division of Behavioral 
Health Services 

state-operated facility. A draft of the policy is being developed 
by DBHDS. The considerable delay in completing the 
revision of this DI speaks to the complexity of developing an 
instruction that considers the diverse special populations 
served by the Department.  
 
ADULT FORENSIC SERVICES: Issues that impact the delivery of 
forensic services have been the focus of a number of 
investigations completed by the OIG regarding critical 
incidents in several mental health facilities. As one of the 
fastest growing populations being served by the behavioral 
health facility system to-date, with approximately 40% of the 
facility population receiving forensic services, procedures for 
addressing the active treatment needs for this population 
remains an important area of focus for DBHDS.  
 
Outstanding recommendations that impact this population 
center on the inherent safety risks of mixing persons with a 
severe mental illness with individuals with a primary 
personality disorder. Violence within the forensic settings 
continues to be one of the foremost concerns identified by 
the OIG. Acts of peer-to-peer aggression occur in all the 
facilities, but are a primary area of concern at Central State 
Hospital. While the acts of violence in this setting primarily 
consist of minor physical altercations, the violence in this 
setting extended to the 2010 publicized homicide of one of 
the individuals served.  
 
Of the 27 critical incidents that occurred at Central State 
Hospital between April 1, 2010 and September 30, 2010, 13 
or 48% were related to acts of peer-to-peer aggression.  In 
order to diminish the safety risks associated with the mixing 
of the forensic populations, the OIG recommended that 
options for expanding the use of outpatient assessment (e.g. 
jail-based) and evaluations be reviewed with the courts to 
allow for increased screening of defendants prior to inpatient 
treatment and that DBHDS explore establishing increased 
security measures for individuals referred by the courts for 
forensic evaluations.    
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Summary of Outstanding 
Recommendations 

Division of Behavioral 
Health Services 

JUVENILE FORENSIC SERVICES: As with the adult forensic 
population, the OIG has identified concerns with the mixing of 
the juvenile forensic population with children with a serious 
mental illness and/or intellectual disability.  

Adolescents who are court-ordered for evaluation 
represented 11% of the facility’s population during the most 
recent OIG inspection (2009). The OIG recommended that 
DBHDS review the current utilization of child and adolescent 
resources in the facility setting and redirect funding in order 
to provide secure specialized community based crisis 
stabilization services for children and adolescents. Many of 
these individuals could be evaluated in the detention center, 
or other settings in the community from which they came, if 
sufficient clinical expertise and funding for these services 
were available in the child’s home community. Redirection of 
funds could provide appropriate clinical capacity to conduct 
juvenile forensic evaluations through the CSBs or regional 
teams. With the proposed closing the Commonwealth Center 
for Children and Adolescents during the past two legislative 
sessions, efforts at focusing on this issue have not been 
thoroughly addressed to date.  

The use of seclusion and restraint with the children and 
adolescent population has been an area closely monitored by 
the OIG for several years. The use of prone restraint was 
eliminated at the facility as a result of a 2008 OIG 
recommendation. While progress has been made at the 
facility to address the cultural and programmatic changes 
needed to eliminate the use of seclusion and restraint within 
this setting, issues associated with these practices are still 
unresolved. Ongoing monitoring of facility utilization, staffing 
patterns, and the use of seclusion and restraint remain a 
priority for the OIG.   

 
RECOVERY PRINCIPLES: Over the course of three years, the 
OIG monitored recovery initiatives in the adult behavioral 
health facilities. As a result of the initial review, the OIG 
recommended that all of the facilities develop recovery plans 
with at least annual updates of progress completed until 
December 2011. The OIG recommended that the recovery 
plan and the annual updates be posted on each facility’s 
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Summary of Outstanding 
Recommendations 

Community Studies 

Summary of Outstanding 
Recommendations 

Division of Behavioral 
Health Services 

 

 

 

website for increased transparency and accountability. While 
updated plans have been submitted to the OIG for review, 
when the OIG checked on 10/01/10, a number of facilities 
updated plans were not posted on the websites as 
recommended.  In the 2008 and 2009 reviews by the OIG, it 
was recommended that DBHDS create a vehicle for 
measuring recovery initiatives in the facilities through staff 
training, consumer satisfaction surveys, and the increased 
use of peer counselors. A Recovery Workgroup was 
established to guide recovery initiatives both in the facilities 
and in the CSBs; however, the group did not meet regularly 
and system-wide efforts were discontinued. As an aspect of 
the Department’s “Creating Opportunities” work plan, a 
committee has been re-established to address the issues 
identified and agreed upon by DBHDS in 2009, including the 
establishment of recovery principles and practices in 
programs and services provided by the CSBs. The OIG will 
monitor the work of this committee.  

 

Community Studies 

EMERGENCY SERVICES: In 2005, the OIG reviewed access to 
and the quality of the emergency services provided by the 
CSBs for individuals experiencing a crisis in their home 
community. Several outstanding recommendations remain 
from that report, including the recommendation that DBHDS 
develop consistent expectations for all state hospitals 
regarding 1) admission of consumers when acute beds are 
not available in local community hospitals and 2) admissions 
procedures during weekday, evening and weekend hours. Of 
particular concern was the availability of timely and 
appropriate emergency admissions for persons with 
intellectual disabilities experiencing acute behavioral 
challenges. These concerns, while improved, have not been 
resolved.  
  
In addition, the OIG recommended that DBHDS lead an 
initiative that will enable a sharing of psychiatric resources 
between state facilities and CSBs. The recommendation was 
intended to maximize the effectiveness of physicians already 



17 

 

                                           

in the public provider system and enhance the continuity and 
quality of care provided in facilities and in the community. 
After considerable facility resistance to this recommendation, 
efforts to address this were discontinued by DBHDS in 2009.  
 
Additional recommendations that remain outstanding include: 
the development of a training curriculum that is competency 
based regarding the principles of recovery that is consistent 
across the service system, including the CSBs, state facilities 
and licensed private providers; that CSBs work with 
consumers to develop advance directives or crisis plans to 
identify consumer and family preferences, resources and 
requests that should be honored if the consumer experiences 
a crisis; and that CSBs, with the assistance of DBHDS, 
develop electronic record systems that are accessible to 
ESPs around the clock.   
 
DBHDS has established a committee to address the delivery 
of emergency services across the state to assure timely and 
appropriate services is provided in the least restrictive setting 
and to resolve outstanding OIG recommendations. The OIG 
will monitor the work of this committee.  
 
PERSON-CENTERED CASE MANAGEMENT:   In 2006, the OIG 
conducted separate studies of CSB mental health case 
management and CSB substance abuse outpatient services. 
Among the outstanding recommendations from those 
reviews, the most significant one centers on the development 
of a “model service planning system and format that is 
person-centered, reflects the principles of recovery, and 
meets all regulatory requirements”1.  
 
In response to the OIG recommendation for case 
management services, DBHDS indicated its intent to 
establish a workgroup to address the overall service planning 
system as well as the more specific recommendations made 
by the OIG which included: the studying and establishing, if 
determined advisable, a caseload standard for CSB case 
managers; supporting the funding of caseload standards; 

 

Summary of Outstanding 
Recommendations 

Community Studies 

1 Cited from OIG Report No. 128-06 and OIG Report No. 129-06 
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developing strategies for increasing outreach by case 
managers; and developing a curriculum for the certification of 
case managers across the CSB system.  In its 2009 follow-
up, the OIG was informed that the intended workgroup never 
was effectively established so consequently a number of the 
recommendations made by the OIG were never addressed.  
DBHDS has currently initiated a task force to examine these 
issues and advance case management services within the 
Commonwealth.  The OIG will monitor the work of this group.  
 
In response to the OIG recommendations for substance 
abuse services, DBHDS reported that the System Operations 
Team recommended that the Case Management Best 
Practices Workgroup be re-convened and adaptations to 
address the specific needs of the substance use population 
would be made at the completion of that workgroup’s activity. 
As previously noted, this particular workgroup was not 
reestablished in any meaningful way so this recommendation 
for the substance abuse services report remains unresolved 
as of the 2009 OIG follow-up.   
 
CRISIS STABILIZATION UNITS: In 2009, the OIG conducted a 
review of residential crisis stabilization units (CSU) operated 
or contracted by the CSBs.The report was issued in February 
2010. All of the recommendations from that report remain 
active. Significant findings and/or recommendations from that 
report include the following: that DBHDS failed to establish 
clear expectations for missions, target populations, program 
criteria, or date requirements for the CSUs that received 
General Assembly funding from FY2006 to early FY2010; 
that each CSB that operates a CSU conduct a review, with 
stakeholder feedback, regarding the ways that real and 
perceived delays in prompt and timely admissions of persons 
in crisis can be reduced, including increased access to 
medical and psychiatric services in the evenings and 
weekends, and resolving delays in providing medications; 
and that crisis stabilization services to persons with co-
occurring intellectual disorders are virtually non-existent. 
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Summary of Outstanding 
Recommendations 

Division of Developmental 
Services 

State Operated Facility System 

EXCESSIVE OVERTIME:  The excessive use of overtime in one 
of the training centers operated by DBHDS was an area of 
recent focus by the OIG. The use of overtime raised 
concerns regarding resident and staff safety as well as the 
quality of the services provided. DBHDS is conducting an 
investigation into the circumstances surrounding this issue. 
Findings of the DBHDS investigation will be forwarded to the 
OIG for review and regular updates will be provided to the 
OIG until this issue is resolved. The results of this 
investigation are confidential and, as such, are not available 
for public disclosure.    
 
DENTAL SERVICES: In August 2009, the OIG investigated 
concerns regarding the delivery of dental services for one of 
the state-operated training centers. Given the extent of risks 
to the residents revealed during this investigation, the OIG 
recommended that DBHDS develop guidelines for dental 
services across the facility system, to include a number of 
elements such as:  
 

a.  The scope of services to be provided;  
b.  Credentialing of service providers, including dental 

hygienists;  
c.   Expectations regarding assessment and 

treatment;  
d.   Expectations regarding the documentation of 

services, including informed consent;  
e.   Expectations regarding the role of dental services 

in the development of individualized habilitation 
plans;  

f.   The establishment of quality indicators based on 
Standards of Care which are monitored both at 
the facility level and departmental level; and,  

g.  Ongoing peer review process for chart audits.  
 
The guidelines are in development, but DBHDS’ completion 
of this guideline has been delayed because of the specificity 
required in defining dental practices in institutional settings.  
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EQUIPMENT PROTOCOLS:   Since 2006, four residents in 
DBHDS training centers have experienced unfortunate 
accidents associated with the mechanical failure of 
equipment. As a result, the OIG recommended that 
associated protocols, procedures, and training be reviewed at 
all facilities operated by DBHDS and provisions made to 
insure that caregivers personally and physically assure the 
comfort and safety needs required by residents. DBHDS is 
actively addressing this issue and draft protocols are being 
reviewed by the newly established Quality Management 
Steering Committee.  All mechanical systems have been 
updated and systems safety checks established and routinely 
monitored.  
 
TRAINING CENTER EMERGENCY SERVICES:  Since 2007, the OIG 
has been concerned about the lack of clearly defined policies 
regarding the role of the training centers in providing 
emergency services to consumers with intellectual disabilities 
who demonstrate severe behavior management problems 
and consumers who are dually diagnosed with intellectual 
disabilities and severe mental illness. Each region has 
developed practice standards that focus on the coordination 
of admissions to the most appropriate facility setting, for 
persons with intellectual disabilities in crisis; however, 
DBHDS has not formalized these practices into admission 
protocols that state clearly what conditions are appropriate 
for emergency admission, which are not, and when it is 
appropriate for an individual with either of these conditions to 
be treated in alternate settings.   
 
As with emergency admissions practices, the OIG has 
expressed concern since 2007 regarding the process for 
determining readiness for discharge for persons served in the 
state-operated training centers. Discharge readiness is 
inadequately defined, varies significantly among the facilities, 
and does not drive an active process by which the program 
staffs at the facilities determine when a person is ready for 
discharge. The current discharge process does not always 
support active engagement between the facility and the 
community in identifying and pursuing more integrated 
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Monitoring of the U.S. 
Department of Justice 
Involvement at CVTC 
(2008 – 2010) 

settings for the persons served. Without this active process, 
neither the person nor the authorized representative has the  
opportunity to participate in transition planning from an 
informed perspective.  
 
Efforts among the training centers to actively educate family 
members and/or authorized representatives regarding 
community options are limited. This lack of education does 
not help to reduce family resistance to community placement, 
which is identified by facility staff as the biggest barrier to 
discharge planning.  
 
DBHDS is in the process of completing the long delayed 
revisions to its admissions and discharge protocols. Active 
discharge planning has been expedited by the U.S. 
Department of Justice’s (DOJ) recent focus on the state’s 
Olmstead initiatives through its involvement at Central 
Virginia Training Center (CVTC).  The OIG also 
recommended that DBHDS initiate a system-wide quality 
improvement process that creates a process for 
comprehensive assessment of the barriers to discharge and 
community support needs for each person in the facilities. 
DBHDS has selected to use the Supports Intensity Scale 
(SIS) as the standardized assessment tool within all the 
training centers. It is anticipated that this will be completed for 
all residents within the next two years. The OIG will continue 
to monitor DBHDS’ compliance with Olmstead and other 
initiatives associated with the DOJ’s investigation at CVTC.  
 
 
 
 

By letter dated August 2008, the U. S. Department of Justice 
(DOJ) notified the Commonwealth of Virginia that it intended 
to investigate potential civil rights violations at Central Virginia 
Training Center (CVTC) in Lynchburg.  The DOJ’s 2008 letter 
stated, “We are obliged to determine whether there are 
systemic violations of the Constitution or laws of the United 
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Monitoring of the U.S. 
Department of Justice 
Involvement at CVTC 
(2008 – 2010) 

States in the conditions at CVTC. Our investigation will focus 
on protection of residents from harm, and habilitation and 
treatment programming.”2   

The DOJ’s staff attorneys and experts subsequently visited 
the Lynchburg facility to determine CVTC’s compliance with 
Federal law. The first site investigation of this facility occurred 
on November 18-21, 2008 and focused primarily on potential 
violations of The Civil Rights of Institutionalized Persons Act 
(CRIPA).  According to the DOJ, CRIPA authorizes the 
United States Attorney General to conduct investigations and 
to initiate any consequent litigation relating to the conditions 
of confinement in state operated institutions. Under CRIPA, 
the DOJ investigates covered facilities to determine whether 
there is a pattern, or practice, of violation of federal rights of 
persons related to reasonable safety, (including freedom from 
unreasonable restraints), adequate medical and mental 
health care, and individualized habilitation and education 
(active treatment).3   

The second DOJ site investigation took place on August 18-
20, 2010 and, during this phase of the DOJ involvement at 
CVTC, the DOJ experts focused on both CVTC’s and the 
DBHDS’s system wide activities in response to the ADA and 
the Supreme Court’s Olmstead decision. According to the 
Assistant Attorney General currently leading DOJ’s Civil 
Rights Division, “The full and fair enforcement of the ADA 
and its mandate to integrate individuals with disabilities 
is a major priority of the Civil Rights Division of the DOJ. 
The ADA protects individuals with disabilities from 

22 

 

                                            
2 According to DOJ, its, authority in this area is underpinned by the following statutes:  

•Civil Rights of Institutionalized Persons Act (CRIPA) USC § 1997 
•Americans with Disabilities Act (ADA) 42 USC § 12131 
•Individuals with Disabilities Education Act, (IDEA) 20 USC § 400 
•Rehabilitation Act of 1974, 29 USC § 794 

3 CRIPA defines the term ‘institution’ as “any facility or institution (A) which is owned, operated, or 
managed by, or provides services on behalf of any State or political subdivision of a State;  and (B) which 
is for persons who are mentally ill, disabled, or retarded, or chronically ill or handicapped.”  All of Virginia’s 
state-operated training centers meet this definition.  
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discrimination by public entities.”4 [Emphasis Supplied by 
OIG] 

The OIG is actively monitoring the DBHDS’ response to the 
DOJ review at CVTC and the facility’s on-going efforts to 
address issues identified by the DOJ experts during their site 
visits. From the outset, the OIG has participated in the site 
reviews, monitored the facility’s compliance with its action 
plan, participated in telephone conference calls between the 
facility, the department, and the DBHDS consultants and 
participated in the exit conferences.5   

In the 1990's, the DOJ investigated civil rights concerns at 
four DBHDS mental health facilities and one facility serving 
persons with intellectual disabilities – Northern Virginia 
Training Center (NVTC). These inspections led to a series of 
settlement agreements in which Virginia pledged to make 
certain improvements in care under DOJ supervision. The 
OIG was created in 1999, in part, to provide oversight of on-
going compliance with the conditions outlined in the 
settlement agreements.  In 2003, the DOJ dismissed its case 
against Western State Hospital in Staunton, ending a 13-year 
process of federal investigations of state mental health and 
mental retardation facilities (currently called behavioral health 
and developmental services facilities).   

Since 2000, the DOJ has conducted investigations in at least 
10 states, including most recently in Illinois, Georgia, 
Maryland, Texas, and Arkansas.  Past DOJ investigations 
focused primarily on the conditions that existed in the state 
facilities; however, recently the DOJ has also included 
reviews of where services are provided - not simply how they 
are provided - by examining the states’ processes for 
assuring the provision of services in the most integrated 
setting as a key component of its investigative process.   

 
4 Briefs Filed in Florida, Illinois and New Jersey to Support the Supreme Court’s Olmstead Decision, 
News Release, U. S. Department of Justice, May 26, 2010 http://www.justice.gov/opa/pr/2010/may/25. 
 
5 Consistent with the national standard of practice, the DBHDS hired a team of consultants to “shadow” 
the DOJ investigators during their initial 2008 visit, and to assist the Department in preparing a plan of 
correction based on the preliminary areas of concern identified during the DOJ site reviews.   
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The DOJ has voiced a commitment to assuring that persons 
served in institutional settings are provided with the care and 
treatment they deserve under the law by placing an emphasis 
on a state’s response to the Olmstead Decision.6  In 
upholding Title II of the ADA, the Supreme Court has held 
that “unjustified [institutional] isolation . . . is properly 
regarded as discrimination based on disability.”7 Specifically, 
the Court established that states are required to provide 
community-based services and supports for persons with 
developmental disabilities. This three-pronged litmus test on 
the road to community placement includes the following: 

•   The state’s treatment professionals have determined 
that community placement is appropriate;  

•   The transfer is not opposed by the affected individual; 
and,  

•   The placement can be reasonably accommodated, 
taking into account the resources available to the state 
and the needs of others with disabilities. 

 

The regulations promulgated pursuant to the ADA state that 
“A public entity shall administer services, programs, and 
activities in the most integrated setting appropriate to the 
needs of qualified individuals with disabilities” [28 CFR 
35.130(d)]. These regulations define the most integrated 
setting as one that “enables individuals with disabilities to 
interact with non-disabled persons to the fullest extent 
possible” [28 CFR pt.35, App. A at 450]. 

The most recent DOJ investigation has included a systematic 
examination of facility utilization (admission and discharge), 
discharge planning, and the capacity of communities to 
provide equivalent levels of services for persons now served 
in facilities.  During the August 2010 onsite DOJ Investigation 

 
6 Statement of Thomas E. Perez, Assistant Attorney General, Department of Justice / The Subcommittee 
on the Constitution, Civil Rights, and Civil Liberties Committee on the Judiciary; United States House of 
Representatives entitled “The Civil Rights Division of the Department of Justice” presented December 3, 
2009 

History of DOJ Activities 
in Virginia and 
Nationwide 

7 Olmstead v. L.C., 527 U.S. 581, 597, 600 (1999) 



25 

 

                                           

at CVTC and in its request for document production this 
summer, the DOJ focused on these aspects of Virginia’s 
service delivery systems for people with developmental and 
intellectual disabilities.   

Areas of concern that were identified by the DOJ experts 
during the November 2008 site visit included the following:  

A.  Active Treatment  
 
DOJ Standard of Care8: Active treatment includes, 
but is not limited to, individualized training, education, 
and skill acquisition programs developed and 
implemented by interdisciplinary teams with the 
person and their authorized representatives to 
promote the growth, development, and independence 
of the individual.  Residents are constructively 
harmed if not provided adequate habilitation 
assessments and active intervention because they 
are not able to build skills for success in a more 
integrated environment. Residents should be learning 
skills and supports that they will need to pursue their 
personal goals and improve their quality of life.  

At CVTC, the DOJ experts reported the following: 

•    Individual support plans (ISP) and interventions 
do not reflect person-centered approaches. 

•    Assessments do not focus on outcomes important 
for the individual and his/her life. 

•    Treatment planning is not guided by choice and 
preferences.  

•    Individual schedules reflect minimal amounts of 
meaningful activities 

•    Interdisciplinary team meetings are inefficient and 
not oriented toward meaningful outcomes for the 
persons served.  

 
 

 

 

 

 

 

 

 

 

 

 

Areas of Concern 
Identified by DOJ 
Experts: Active 
Treatment, Protection 
from Harm, QI and Risk 
Management, & 
Transition Planning 

 

 

 

 

Areas of Concern 
Identified by DOJ Experts 

 

8 The DOJ “Standard of Care” descriptors were extrapolated by the OIG from language in the DOJ 
Settlement Agreements with Texas (2008), Maryland (2009) and Illinois (2009).  
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B. Protection from Harm – Behavioral Services   
 
DOJ Standard of Care: The purpose of active training 
is to enable the movement of individuals into the most 
integrated setting appropriate to their needs as 
required by Olmstead. 527 U.S. at 607. Generally 
accepted professional standards of care require that 
appropriate psychological interventions, such as 
behavior programs and individual support plans,

 
be 

used to address significant behavior problems and 
enable residents to live in more integrated settings. 
Inadequate behavioral programming increases a 
person’s risk, denying residents the right to reside in a 
safe environment.  

 

At CVTC, the DOJ experts reported the following: 

•    The behavioral assessment process at CVTC is 
underdeveloped and largely inadequate.  

•    There exists an inordinately high use of restrictive 
interventions. 

• The facility needs additional staff resources in 
behavioral services. 

• Direct care staff are not sufficiently trained and 
monitored to assure reliable implementation of 
behavior support plans.   

 
C.  Protection from Harm – Psychiatric Services 
 
DOJ Standard of Care: Constitutional9 and 
professional standards dictate that psychotropic 
medications are prescribed consistent with a 
documented psychiatric diagnosis and empirically 
based evidence of the medications’ efficacy. 
Moreover, psychiatric professionals should record 
empirically based evidence of the psychotropic 

 

 Areas of Concern 
Identified by DOJ Experts 

9 The Supreme Court recognized that persons with developmental disabilities who reside in state-
operated facilities have a “constitutionally protected liberty interest in safety”. Youngberg v. Romeo, 457 
U.S. at 318 
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medications’ efficacy, along with all attempts to 
determine the minimum effective dose of the 
medication for the resident. Without this information, 
treating professionals are unable to conduct an 
adequate risk analysis to determine whether the 
medication’s inherent side effects are outweighed by 
the efficacy of the drug. The inappropriate use of 
psychotropic medications may undercut the other care 
and treatment provided making it more difficult for the 
individual to move to a more integrated setting. 

At CVTC, the DOJ experts identified: 

•    That there was some disconnect between 
diagnosis and therapeutic decisions. 

•    That the use of psychotropic medication was not 
consistent with generally accepted practice 
standards because there was excessive intra-class 
poly-pharmacy, specifically with regard to use 
typical and atypical antipsychotic medications.  

•   There was a problem with the long-term use of 
benzodiazepines in high doses.  

•   The facility lacked continuous quality improvement 
protocols to assess psychotropic medication 
usage. 

•    There was a lack of adequate coordination 
between psychology and psychiatry. 

 

D. Quality Improvement and Risk Management  
 
DOJ Standard of Care: Constitutional requirements10 and 
generally accepted professional standards mandate that a 
facility develop and maintain an integrated comprehensive 
continuous quality improvement (CQI) program to monitor 
and ensure quality of care across all aspects of care and 
treatment, as well as an incident and risk management 
system that seeks to prevent incidents and requires 
appropriate corrective action when incidents do occur. An 
effective quality management program must incorporate 

 

 

Areas of Concern 
Identified by DOJ Experts 

10 Youngberg v. Romeo, 457 U.S. 307 
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Areas of Concern 
Identified by DOJ Experts adequate systems for data capture, retrieval, and statistical 

analysis to identify and track trends. The program should also 
include a process for monitoring the effectiveness of actions 
taken in response to issues that are discovered. Effective 
incident and risk management depends on: (1) accurate data 
collection and reporting; (2) thorough investigations; (3) 
identification of actual or potential risks of harm, including the 
tracking and trending of data; and (4) implementation and 
monitoring of effective corrective and/or preventive actions.  
 
 
At CVTC, the DOJ experts reported the following: 
 

•    The Quality Assurance department is external to 
the day-to-day operations of the facility.  The QA 
function is not integrated into the operation of the 
service planners and service providers.  The 
principles of ongoing quality are not integrated into 
ongoing operations, as it is a “look behind” system.  

•    The QA system does not “close the loop” through 
monitoring. 

•    Incident management is a “response to harm” 
process and not “prevention from harm” process.   

 
During the DOJ onsite visit in August 2010, the following 
areas of concern were identified:  
 
A. Comprehensive Transition Planning  
 
DOJ Standard of Care: Comprehensive transition planning is 
grounded in Olmstead’s requirement of placing the persons 
served in the most integrated setting consistent with their 
needs. Generally accepted professional standards and 
federal law require that the treatment of individuals with 
developmental disabilities be focused on the development of 
skills and abilities that aid those individuals in overcoming 
their personal barriers to living as independently as possible. 
Thus, a focus on helping individuals move to live successfully 
in more integrated settings should underlie all aspects of the 
care and treatment.   
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•    At CVTC, the DOJ experts reported in 2010 that 
the transition to less restrictive settings is too 
slow, resulting in individuals not having timely 
opportunities to live and work in such settings. 
The DOJ experts reported that this is due in part 
to the persons’ served not receiving the training in 
the skills necessary to permit them to move to 
more integrated settings. 

 
 
 
Critical Incident Reports  
 
Documentation of critical incidents (CI) as defined by The 
Code § 2.1-817503 is forwarded routinely to the OIG by the 
DBHDS operated state hospitals and training centers.  
During this semi-annual reporting period, 461 critical 
incidents related to injuries and other areas of risk were 
reported to the OIG through the PAIRS database. Of these 
incidents, 234 (51%) incidents occurred in the state-
operated training centers and 227 (49%) occurred in the 
state-operated behavioral health facilities. The OIG reviewed 
each of the 461 critical incident reports forwarded by 
DBHDS with an additional level of inquiry and follow up 
conducted on 98, or 21% of the CIs.  
 
  
Quantitative Data 
 
In order to refine the inspection process so that core risks 
could be monitored, a monthly facility report was instituted 
by the OIG. This report provides raw data on trends within 
facilities that might indicate a need for further clarification 
and onsite attention. Areas that are monitored through this 
monthly report include census, staffing vacancies and 
overtime use, staff injuries, and complaints regarding abuse 
and neglect. The office used this data to process clarification 
requests during this six-month reporting period as data 
elements in three of its investigations.  
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Monitoring of Deaths  
 
The OIG receives reports from the Medical Examiner’s office 
for all of the deaths that occur in the state operated facilities.  
The OIG reviews each of the autopsy reports with the 
participation of a physician consultant. There were 49 deaths 
in the state-operated facilities from 4/1/10 to 9/30/10; 21 of 
the deaths occurred in the training centers and 28 deaths 
were reported in the behavioral health facilities.  All of the 28 
autopsies forwarded by the Medical Examiner’s office for this 
period were reviewed.    

  
 

 Complaints and Requests for Information/Referrals 
 

 The OIG responded to 20 complaints and requests for 
information/referrals from citizens, service recipients, and 
employees.  Of these contacts, 13 were complaints/concerns 
and 7 were requests for information/referrals.   

 

 
   
  
During this semiannual reporting period, the OIG reviewed 
and/or made comments on the following regulations, polices 
and plans: 

 

Review of Regulations, 
Policies and Plans 

 
•    DBHDS State Board Policy 2012(FIN) 86-1, 

Behavioral Health and Developmental Services 
Budget Priorities 

•    DBHDS State Board Policy 4023(CSB) 86-24, 
Residential Services 

•    DBHDS State Board Policy 5010(FAC) 00-1, State 
Facility Uniform Clinical and Operational Policies 
and Procedures 

•    DBHDS DI 803(ADM) 93, Central Office Grant 
Development Process and Commitment of 
Resources to Pursue or Support Grant Proposals 

•    DBHDS DI 214(RTS) 10, Use of Seclusion and 
Restraint in State Facilities 

•    DBHDS DI 215(RTS) 10, Use of Restraint for 
Secure Transport 
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Other Activities 

The OIG engages in a number of other activities, such as 
making presentations and serving on committees. 
Engagement in these activities results in increased knowledge 
of the system and allow for interaction of the OIG with state-
level stakeholders. The following activities occurred during this 
semi-annual reporting period: 
 
 
A.  OIG staff made 6 presentations regarding the work of the 

office or served as the guest speaker;   
 

•    KOVAR Institute 
•    National Alliance on Mental Illness (NAMI) 
•    VOCAL state convention 
•    DBHDS Expert Input Panel on Children’s 

Behavioral Health Services 
•    The Advisory Consortium for Intellectual and 

Developmental Disabilities 
•    Virginia Department of Social Services 

 
 
B.  Staff of the OIG participated in the two conference and 

training events; 
 

•    Reinventing Quality 2010 Conference 
•    Seclusion and Restraint Training with National 

Association of State Health Program Directors 
 
 
C.  The OIG participated in a variety of forums and on various 

committees that address issues relevant to mental health, 
intellectual disabilities and substance abuse and to state 
government; 

 
•    DBHDS Clinical Services Quality Management 

Committee 
•    DBHDS Systems Leadership Council  
•    Children’s Mental Health Forum 
•    Supreme Court Commission on Mental Health Law 

Reform 
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Other Activities Other Activities 
D.  The OIG staff met with the following agencies, 

organizations and other groups to seek input to the 
design of specific OIG projects;   

 
•    DBHDS central office staff 
•    DBHDS facility staff 
•    Service recipients and family members 
•    DOJ staff, DBHDS staff, and DBHDS consultants 

 
 

 
 

This concludes the Semi-Annual Report of the Inspector 
General required by The Code § 37.2-425 covering the 
period April 1, 2010 to September 30, 2010.  

If additional information about the contents of this Report is 
required, please direct inquiries to the below address, call 
(804) 692-0276, or fax questions to (804) 786-3400.  

Office of the Inspector General 
P. O. Box 1797 
Richmond, Virginia 23218-1797 
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