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I. Overview of MHMR Services for the Concho Valley 
 

A.      Mission, Vision and Values 

Mission  
      Offer an array of services and supports which respond to the needs of people with mental illness, mental retardation  

and autism, enabling them to make choices that result in lives of dignity and respect. 
 
Vision 
We envision this community to be a place free of stigma that includes everyone, regardless of ability or disability, enabling all its 
members to participate fully in satisfying and productive lives.  To achieve this vision, we will: 

 provide quality services; customer focused and accountable 

 promote a safe and healthy environment 

 foster a spirit of mutual respect, dignity and cooperation among the people served, their families, staff, Board and all of the 
communities in our area 

 advocate for those we serve 

 educate the people we serve, their families and the community about mental disabilities and; 

 work with other agencies towards the provision of early intervention services to reduce the effects of mental disabilities  
 

    Values 
     The following are the values that guide the service delivery system of this Center: 

 provide a safe secure and independent environment where everyone is treated with dignity and respect 

 provide the best quality services to help those served achieve their individual goals and maximum potential 

 promote teamwork and cooperation 

 promote choice, control and individuality throughout services to ensure the highest personal satisfaction of everyone 

 

B.    Agency History and Overview 

Located in San Angelo, Texas, MHMR Services for the Concho Valley (hereinafter referred to as the Center or MHMRCV) is a tax-

exempt, contract agency of the State of Texas and is governed by a nine-member Board of Trustees. The Center was established in 

June of 1966 pursuant to the laws of the State of Texas and the Articles of Organization approved by its sponsoring agencies. Original 

names for the Center include The Mental Health and Mental Retardation Center for the Greater West Texas and Concho Valley Center 
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for Human Advancement.  The Center is designated the Mental Health Authority (MHA) and the Mental Retardation Authority (MRA) 

through a contractual relationship with the Health and Human Services Commission under the Department of Aging and Disability 

Services (DADS), Department of State Health Services (DSHS) and Department of Assistive and Rehabilitative Services (DARS).  

Sponsoring agencies for the Center include the City of San Angelo, Tom Green County, Angelo State University and the San Angelo 

Independent School District.  

The driving principle for the establishment of community centers is that persons with mental illness and persons with mental retardation 

should be educated, live, work and play in the same setting as all Texans ï in their community near family and friends.  This principle 

remains at the core of the Centerôs mission today.  In 2006, MHMRCV celebrated 40 years of providing services to those most in need - 

especially those individuals identified as priority population.  Over the years the Center has expanded its services, created working 

partnerships with other service agencies, formed a Planning Network Advisory Committee, created a Mental Health Deputiesô program 

that has won state awards, implemented the Resiliency and Disease Management process, enhanced crisis services and accepted the 

challenges presented by an ever changing service delivery environment. During the development of this 2009-2010 Local Plan, the 

Center will continue to build on its history and experiences and strive to assure quality services, public understanding of the Center and 

its services and effective leadership and management at all levels.   

C. Service Area and Demographics 

The area of the Concho Valley that the Center serves occupies about 8,000 square miles of the northwestern Edwards Plateau and the 

southern margin of the Rolling Plains.  Counties in the Centerôs service area are Coke, Concho, Crockett, Irion, Reagan, Sterling and 

Tom Green.  The Concho Valley is a rural, sparsely populated region of Texas.  Approximately 122,000 people live in the area with 

104,000 of them living in Tom Green County where the only large city, San Angelo, is located.  Approximately 17,500 individuals live in 

the other six counties.  Some counties average only three people per square mile.  Over three quarters of the service area is rangeland.  

Ranching, farming and oil and gas mining dominate the economy of the Concho Valley.  

For all the counties served, over 90% of the population in each is designated as White.  People of Hispanic or Latino origin are included 

in this grouping with percentages of this population as low as 18.9 in Coke County and as high as 57.4 in Crockett County.  The Black 

population ranges from .3% in Sterling County to 4.1 in Tom Green County.  In FY 2007, the Center served an unduplicated count of 

1,239 individuals.  The ethnic makeup of those served is as follows:  Black ï 100; Hispanic ï 336; White ï 773; and Other ï 30.  
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Coke, Concho, Crockett, Irion, Sterling, Reagan & Tom Green Counties 

II.  Local Planning Process  

A. Stakeholder Participation 

MHMR Services for the Concho Valley bases its local planning process on the realities impacting the organization and the need for 
adjustments in operations as major forces such as increased legislative regulations continue to push the Center for change.  The 
Center is responsible for developing, updating and maintaining a Local Service Area Plan in compliance with The Department of State 
Health Services Performance Contract.  The Plan is designed to develop a Network of Providers that will meet the local needs and 
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priorities, allow for more consumer choice, improve access to services, make best use of available funds and promote consumer, 
provider and caregiver partnerships. 

The Center is committed to continually obtaining as much input as possible from many sources to use in the process of Local Planning 
and Network Development.  The most significant contributions to the Plan come from the community stakeholders who provide key 
information in developing services unique to the communities and needs they represent.  The Centerôs planning has also provided the 
basis for its annual budgeting, assisted in the preparation and submission of additional funding source requests and initiatives and 
provided a means to evaluate the Center and its operations.  While some of the information for this Plan is based on informal 
discussions, meetings, concerns and feedback from the community, the Center also used structured mechanisms to obtain input from 
its stakeholders. 

1.  Surveys 

Stakeholder surveys were made available to the public via the internet (www.mhmrcv.org), handout, face-to-face interviews at the clinic 
and through a mass mail-out.  This polling technique encompassed a broader range of respondents than that normally inclined to 
attend a meeting or forum.  The Center designed a ñYou Have a Voiceò postcard that was mailed to hundreds encouraging them to go 
to the Center website and complete the survey or call to have one mailed to them and/or drop by one of the Center sites for a hard 
copy.  The survey instruments were printed and made available in both English and Spanish. 

2.  Planning and Network Advisory Committee 

The center currently has one Planning and Network Advisory Committee (PNAC).  The members of the committee are residents of our 
service area and are appointed by the Centerôs Board of Trustees.  The PNAC is composed of 12 voting members, serving on a 
volunteer basis, who are chosen without regard to sex, race, sexual orientation, color, creed, national origin, age or disability.  As 
mandated, at least half of these committee members are consumers or are family members of consumers who have had a diagnosis of 
mental illness, serious emotional disturbance, mental retardation or developmental disability.  The Centerôs PNAC members typically 
represent a range of community-based organizations that have had a stake in and advocate for persons with disabilities.  Current 
members represent such organizations as the National Alliance on Mental Illness (NAMI), San Angelo Independent School District and 
Tom Green County Probation. 

As active participants in the Centerôs planning process, member of the PNAC were notified prior to the commencement of planning of 
the Centerôs need for their input at three points in the Local Planning and Network Development process:  during the needs assessment 
phase; concurrent with the public posting of the plan draft; and before the resulting procurement of services.  The PNAC has been 
informed that it will be able to review the plan before it is submitted to DSHS in October 2008.  In May 2007, the Centerôs Executive 
Director reported to the committee about Provider of Last Resort legislation.  Again in August and October of 2007, local planning and 
crisis redesign services planning were discussed and reviewed. An update was given to the committee again in February 2008 on 
Crisis Redesign Services.  In June 2008, the PNAC meeting was devoted to Local Planning and Network Development training.  Input 

http://www.mhmrcv.org/
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was also given on the survey instruments and suggested changes were made.  Members will receive draft copies of plan before 
committee meeting in September and subsequent posting. 

3.  Public Forums and Meetings  

Stakeholders were invited to express their feedback through a public forum and informal meetings.  A public forum was held in July in a 
convenient location.  Public notice of this event was made by e-mail, mass mail-out of postcards, city and county postings, NAMI 
newsletter and the local media.  During the past year, the Center has also been involved with a number of small focus groups and 
meetings where feedback was solicited from consumers, advocates, public officials and providers.  DSHS stakeholder educational 
materials concerning LPND were made available by printed handout or PowerPoint presentation. 

B.  List of Participating Organizations  

1.   Organizations and Individuals Who Have Participated Since the Last Planning Cycle 

The Centerôs last planning cycle ended in October 2007.  Since that time, the Center has continued its efforts to ensure that the needs 
and priorities of its local community are being addressed as well as addressing new initiatives.  One of those initiatives was the new 
Crisis Redesign Plan.  Center staff actively sought information for that plan from consumers, family members, local officials and others.  
The stakeholders and organizations that participated in various planning efforts in the crisis service redesign and LPND planning were: 

Planning & Network Advisory Committee MHMRCV, Board of Trustees 

Big Spring State Hospital NAMI-Concho Valley 

River Crest Hospital San Angelo Community Medical Center 

Shannon Behavioral Health San Angelo Independent School District 

Mental Health Deputy Program Tom Green County Commissioners Court 

Emergency Services Respite Center Local Advocacy Representatives 

Alcohol and Drug Abuse Council-Concho Valley Mental Health America of Texas 

Juvenile Probation Constable-Precinct 3 

Consumers and Family Members County Judges 

JANUS Project San Angelo Health Foundation 

Permian Basin Area Foundation  
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2.  Participating Agencies, Organizations and Other Stakeholders     

The table below depicts the information-gathering meetings for this planning cycle as well as those who participated in each of the 
meetings.   

Description and Date or Timeframe Participating Organizations Number of  
Consumers 

Number of  
Family  
Members 

Number of  
Interested 
Individuals   

August 9, 2007 
MH: Crisis Intervention/Challenges & Solutions 
in West Texas 

All levels of elected officials 
Including the Lieutenant 
Governor  

NA NA 200 

August 28, 2007 
Mental Health Matters in San Angelo 

Mental Health America-TX 
River Crest Hospital 
Juvenile Probation 
Alcohol & Drug Abuse Council 
Shannon Behavioral Health 
NAMI-Concho Valley 
Tom Green County Constable 

0 2 9 

October 30, 2007 
Review of Crisis Services Plan 

Planning & Network Advisory 
Committee (PNAC) 

4 4 7 

February 27, 2008 
Crisis Services Update 
 

PNAC  3 3 6 

March 27, 2008 
LPND training (PowerPoint) 
 

MHMRCV ï Board of Trustees 1 4 8 

June 25,2008 
LPND-training video, input on surveys,  
recommendations to Board 

Planning & Network Advisory 
Committee  

4 6 5 

June 26, 2008 
LPND training video, update, input 

MHMRCV Board of Trustees 0 4 11 

July 24, 2008 
Video, input, surveys 
 

Public Forum - MHMRCV 0 8 10 

September 4, 2008 
Meeting, surveys 

NAMI-Concho Valley  4 6 1 

September 9, 2008 
Monthly Meeting-Mental Health Services 

Chamber of Commerce NA NA 150 
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C.  Stakeholder Input:  Service Needs and Priorities 

Information gathered from meetings, public forum and surveys included service needs and priorities, the development of an external 
provider network; and other significant issues and concerns.  There were 31 Consumer/Family surveys and 20 Stakeholder surveys 
completed for a total return of 51.  At a minimum, the goal was to collect information on the following:  

 1.  What are the most important factors you look for in a provider of services? 
 2.  What services do you receive that are the most helpful to you? 
 3.  What services would you like to have a cho8ice of provider for? 
 4.  What is your degree of satisfaction with current services? 
 5.  From your experience with the Center, what or where are gaps in services? 
 
The following graphs show some of the consumer and family input received during the planning process. 
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30%

70%

Individuals aware all MHMR Centers are required by law to explore 
contracting services to third party.

Yes
No

19%

13%

15%

17%

Most important factors when choosing a  provider of services 

Wait time to see the 
doctor

Reputation of provider

Cost of services

Convenient location to 
home
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15%

23%

20%

13%

12%

Help to find and get a job

Counseling

Learning skills to take care of yourself  

Doctor services for MHMR

Help to find and get a place to live

Most important services to have a choice of provider

4%

7%
11%

21%

57%

Not important at all Not very Important No opinion Somewhat important Very important

Importance of choice of provider
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On the Stakeholder Survey (separate from the Consumer/Family), the most important services to the Center were Pharmacological 
Management, Adult Rehabilitation Services, Intensive/Assertive Community Treatment for Adults and Crisis Hotline.  Services that 
stakeholders felt should be contracted to outside providers were Supported Housing, Supported Employment and Counseling. 

 

D.  Service Gaps and Priorities 

The following items were identified as a service gap or barrier to services through consumer and stakeholder surveys, public forum and 
meetings. 

1.  Services Gaps/Barriers 

 Expressed most often was that consumers would like more counseling 

 Insufficient funding to provide more services for those in need 

 Too much time between intake and evaluation by psychiatrist 

 Long term care facilities for the mentally ill 

 Transportation to services/appointments 

 Limited resources available for alcohol detoxification 

 Housing opportunities for the homeless 

Very unsatisfied

Somewhat unsatisfied

Neutral

Somewhat satisfied

Very satisfied

15%

4%

12%

35%

35%

Satisfaction with services at MHMR Services for the Concho Valley
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 More peer and family support groups and/or group therapy 

 Residential care for children 

 Community resources for non-priority population 

Many of the gaps in services identified are due to inadequate funding and/or shortage of certain professional staff especially in rural 
west Texas. 

 

2.  Strengths 

 Informed and committed Board of Trustee and Management staff 

 Extensive experience in providing services to consumers and their families 

 Collaborative work in the community and state 

 Experienced, qualified and tenured staff in key positions 

 Knowledge of resources 

 Ability to be adaptable and flexible     

 

3.  Opportunities/Challenges 

 Seek additional grant funding 

 Promote community awareness around behavioral health issues 

 Expand technology to better serve our consumers 

 Diversify to other services to broaden base 

 Need for more substance abuse services in community 

 Legislation restricts what Centers can do    

 Funding Cuts 

 Inflation     
 

 

E.  Changes to the Service Delivery System in the Next Biennium 

 Initiate waiting list for mental health services 

 Over time, reduce the total number served over DSHS target 

 Further strengthen crisis response for those currently in services 

 Request for Proposal (RFP) for medications 

 Strengthen the credentials of the Mobile Crisis Outreach Team (MCOT) 
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 Strengthen our veterans crisis services in conjunction with Emergency Services Respite Center 

 Strengthen the Mental Health Deputy Program by providing funds for additional deputy 

 Reduce the number of non-priority population that has been served through a grant 

 Redesign delivery system to strengthen family services and childrenôs rehabilitation services 

 American Association of Suicidology certification ï contract with Avail Solutions 

 Expand the number of counselors (providers) thus giving consumers more choice 

 

IV.   Current Services and Providers 

The following is an overview of rationale for the methodology used to calculate the amounts listed in the columns entitled, ñDollars 
Spent on Direct LMHA Servicesò and ñDollars Spent on External Provider Services.ò 

As recommended by DSHS, the Texas Council of Community MHMR centers utilized members of its various consortia to develop a 
consistent methodology.  The basis of the methodology developed is cost.  Costs (as opposed to revenues) were utilized because of 
their direct relationship with the services delivered.  The rationale to use cost is summarized as follows ï the costs are the costs, 
regardless of the funding source. 

To utilize the methodology, the Center isolated the costs associated with the services delivered under contract by external providers 
during FY07.  The Center conducted a detailed allocation of all costs associated with the services it provided directly, including direct 
costs, provider-related overhead costs and the appropriate proration of general administrative costs.  As instructed by DSHS, 
administrative expenses associated with Authority functions were not included in the calculations.  The data submitted by the Center to 
DSHS in response to the FY07 Cost Accounting Methodology requirement was the basis for the unit costs used in the methodology. 

While methodology used does, to the best of the Centerôs ability, identify the costs associated with services delivered directly by the 
Center in FY08 and identifies the amount of DSHS-related funding spent on External Provider Services in FY07, one should not 
consider the form as the definitive amount of DSHS-related funding available for contracting under the LPND rule.  Other factors must 
be considered and are discussed in later sections of this plan. 

To reiterate, the chart below is an overview of the service delivery system for the operating period of FY07; and provides a snapshot 
picture of the Centerôs service delivery network for that period of time.  As the Center moves forward in its network development goals 
and the service delivery system changes due to legislative requirements, funding, community needs and other factors; the available 
funding will also change accordingly.  Review of this chart and the information contained will provide the initial foundation for the 
upcoming sections on service capacity and procurement as well as give the Center and its stakeholders a starting baseline for 
considering progress towards the network development goals.  
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DSHS-Funded Services 

Service Type LMHA  

Dollars Spent on 

Direct LMHA 

Services 

External Provider*  
Dollars Spent on 

External Provider 

Services 

External 

Provider 

Contract Start 

and End Dates (Name/address) 

ROUTINE SERVICES 

     Intake (Screening, Pre-admission 

Assessment) 

 

$               15,377 

 

$                             

- 

 Routine Case Management (Adult) 
X $             231,307 N/A N/A N/A 

Routine Case Management (Child/ 

Adolescent) 
 

$               57,513 N/A N/A N/A X 

Respite Services 

 

$                          - 

 

$                             

- 

 Supplemental Nursing Services 

 

$                 8,730 

 

$                             

- 

 Pharmacological Management 

 

$             182,704 

 

$                             

- 

 Provision of medication 

  

IGA Food Basket $                 88,041 

 Psychiatric evaluation 

 

$               48,607 

 

$                             

- 

 All Rehabilitation Services (Adult) 

 

$             397,027 

 

$                             

- 

 All Rehabilitation Services 

(Child/Adolescent) 

 

$             421,368 

 

$                             

- 

 Supported Employment 

 

$               30,717 

 

$                             

- 

 Supportive Housing 

 

$                          - 

 

$                             

- 

 Assertive Community Treatment 

 

$                          - 

 

$                             

- 

 Inpatient services 

 

$                          - 

 

$                             

- 

 Residential Treatment 

 

$                          - 

 

$                             

- 

 Intensive Case Management 

(Child/Adolescent) X $                          - N/A N/A N/A 
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Counseling (Adult) 

      

 $                 3,409    

 $                             

-    

 

Counseling (Child/Adolescent) 

  
 $               40,752    

 $                             

-    

Parent/Family Support Activities (e.g., 

family case management, family training, 

family partner, parent support group) 

      

 $                          

-    

 $                             

-    

Flexible Community Support 

(Child/Adolescent) 

       $                          

-    

 $                             

-    

Multi -Systemic Therapy 

(Child/Adolescent) 

       $                          

-    

 $                             

-    

Consumer Peer Support        $                          

-    

 $                             

-    

CRISIS & OTHER DISCRETE 

SERVICES  

  

Per the October 31, 2007 memo from Rod Swan, DSHS Unit Manager of MH Contracts 

 

The crisis redesign initiative was completed just prior to this local planning initiative which began March 1, 2008. 

The development of local crisis service plans occurred using then existing planning and procurement requirements. 

The efforts related to crisis services are not subject (at this time) to the new Local Planning and Network 

Development rules for FY08.  Current crisis service planning efforts are summarized in this plan. 

 

Important to note:  Centers are not required to repeat the process of local planning for crisis services when 

considering the Network Development Plan, thus Crisis services are not subject to further procurement at this 

time. 

  

Crisis Hotline        $                          

-    

 $                             

-    

Crisis Intervention Services    

 $                 1,664    

 $                             

-    

Mobile Outreach    $                          

-    

 $                             

-    

23 Hour Observation    $                          

-    

 $                             

-    

Extended Observation Unit        $                          

-    

 $                             

-    

Crisis Residential Services        $                          

-    

 $                             

-    

Crisis Respite Services    $                          

-    

 $                             

-    

Crisis Stabilization Unit        $                          

-   Shannon Behavioral/River Crest   $               229,358    
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Crisis Follow-Up and Relapse Prevention    $                          

-    

 $                             

-    

Crisis Transportation    $                          

-    

 $                             

-    

Crisis Flexible Benefits    $                          

-    

 $                             

-    

Laboratory Services   
   Shannon Hospital   $                 23,895    

  
 Contracted CBT dollars in 2010 are not shown on the budget grid because as we reviewed the available providers, the 

most likely source is an organization that is currently housed in one our facilities on a rental basis.  Our intent would be 
to arrange an in-kind situation whereby the Center would exchange rent for services.  We can and have assigned a 
dollar value to the in-kind agreement but no funds will change hands therefore no dollars on the budget grid. 

 
V. Provider Network Development 
 
A.  Provider Availability 
 
In an effort to ensure consumer choice and develop a network of appropriate and competent providers, invitations to 
participate in the public planning process and to be considered in the provider network were sent out via direct mailing as well 
as newspaper advertising and other media resources such as public service announcements.  Information was placed in 
service delivery sites, the Center website and provided during the public forum and meetings.  Additionally, a specific 
postcard was designed to convey to potential providers, consumers and the general public information necessary to 
participate in the planning process.  Information was provided during information gathering and training activities regarding 
the actions necessary for providers to be considered during the procurement process.   
 
In a rural area such as the Concho Valley, the number of providers for any given service is limited.  The Centerôs current 
private providers have expressed no interest in terminating their current contractual relationship with the Center as well as 
their preference to continue their contractual arrangement when the time comes for contract renewal discussion.  Therefore, 
any possible expansion of the local network with additional external providers in this area will be a challenge.  The logical 
method for the Center to obtain external providers at the present time is the open enrollment process.  One advantage of this 
process is that it is open to new applicants throughout the contract term.   
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B.  Provider Inquiries 
 
 

Date of Inquiry 
 

Summary of Inquiry 
 

LMHA Response 

7-8-08 JSA Health ï provide telemedicine Currently under review ï Contact 
information noted for mailing list of 
potential providers 

  6-6-08 Brown Consulting -  MH planning 
consultants 

Currently under review ï Contact 
information noted for mailing list of 
potential providers 
 

5-3-08 Crestview Associates ï MH planning 
consultants 

Currently under review ï Contact 
information noted for mailing list of 
potential providers 
 

2-15-08 Sunwest Behavioral Health 
Organization completed the Provider 
Interest Form on DSHS website 

Currently under review ï Contact 
information noted for mailing list of 
potential providers 

12-15-07 The Wood Group completed the 
Provider Interest Form on DSHS 
website 

Currently under review ï Contact 
information noted for mailing list of 
potential providers 

6-8-07 US Script, Inc. ï Pharmacy/Medication 
Services 

RFP will be completed in 2008 ï 
Contact information noted for mailing 
list of potential providers 
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C.  Service Capacity and Procurement 

     Tips for understanding the table below: 

 Column 3a reflects the service capacity data supplied by DSHS.  If the service is not provided, N/A is entered. 

 Column 3b:  The current and projected capacity will often be the same number.  However, if service minimums and RDM targets are not being 

met, the projected capacity may be lower than the current capacity. 

 Column 3c reflects the Centerôs assessment of the availability of current and potential external providers. 

 Column 3d reflects whether the Center plans to procure/contract the service during FY08-09. 

 Column 3e indicates the capacity to be procured/contracted. 

 Column 3f indicates whether procurement is via Request for Proposal (RFP) or open enrollment 

 

 3a 3b 3c 3d 3e 3f 

Service Current 
Capacity 

Projected Capacity Availability of Current and Potential 

External Providers 

Procurement 

Planned? 

Capacity  to 

be Procured 

Method of 

Procurement 

ADULT SERVICES       

RDM SP 1 519 519 2 interested providers No                                         

RDM SP 2 20 20 2 interested providers No   

RDM SP 3 32 32 2 interested providers No   

RDM SP 4 6 6 2 interested providers No    

RDM SP 0 N/A N/A 1 interested provider N/A   

RDM SP 5 N/A N/A 1 interested provider N/A   

CHILD/ADOLESCENT 

SERVICES 

      

RDM  SP 1.1 84 84 1 interested provider No   

RDM  SP 1.2 21 21 1 interested provider No   
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RDM  SP 2.1 0 5 1 interested provider No   

RDM  SP 2.2 0 5 1 interested provider No   

RDM  SP 2.3 0 5 1 interested provider No   

 RDM SP 2.4 0 3 1 interested provider No   

RDM  SP 4 85 85 1 interested provider No   

CRISIS & OTHER 

DISCRETE SERVICES  

      

 Crisis Hotline 

 

 

Current Provider is Avail Solutions and they provide 100% capacity as set forth in the Crisis Redesign Plan 
______________________________________________________________________________________________________________________ 

 

Per the October 31, 2007 memo from Rod Swan, DSHS Unit Manager of MH Contracts 

The Crisis redesign initiative was completed just prior to this local planning initiative which began March 1, 2008.  The 

development of local crisis service plans occurred using then existing planning and procurement requirements.  The 

efforts related to crisis services are not subject (at this time) to the new Local Planning and Network Development rules 

for FY08.  Current crisis service planning efforts are summarized in this plan. 

Important to note: Centers are not required to repeat the process of local planning for crisis services when considering the 

Network Development Plan thus Crisis services are not subject to further procurement at this time. 

 

Mobile Crisis Outreach 

Team 

Extended Observation 

Day Program for Acute 

Needs  

 

 Day Program for Acute 

Needs  

 

Crisis Stabilization Unit 

Respite Services 

Inpatient/Hospital 

Services  

Crisis Residential 

Treatment Services 
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Safety Monitoring      

Crisis Follow-Up and 

Relapse Prevention 

 

Crisis Transportation 

Crisis Flexible Benefits 

Laboratory Services   Currently under contract -Shannon 
Hospital  

   

Supported Housing 15 15 0 N/A N/A N/A 

Supported Employment 15 15 0 N/A N/A N/A 

 

D.  Justification for Procurement of Discrete Services 

Not applicable  

Plan for Fidelity and Continuity of Care 

Fidelity will be accomplished incrementally with adequate training, supervision and ongoing quality management review and 
assessment.  In order to be certain that consumers receive services delivered that maintain fidelity, providers will be 
expected to know fidelity measures, provide adequate staff training and submit documentation of those efforts.  The provider 
will be subject to on-site audits, desk reviews, provider assessments, surveys and profiling, credentialing and compliance 
with applicable federal and state laws. 
 

E.  Rationale for Keeping Services 

According to the rule, the rationale for the decision to continue providing services at any level for any of the services listed above must 

be based on: 

 A determination that the current network of external providers serves 100 percent of the service capacity and meets levels of 

consumer choice and access specified in 25 TAC §412.758(a)(2) and (3). 

 OR one of the following conditions (Refer to the Appendix for complete language as specified in 25 TAC §412.758): 

1.  Willing and qualified providers are not available. 

2.  The external network does not provide minimum levels of consumer choice. 



22 
 

3.  The external network does not provide equivalent access to services. 

4.  The external network does not provide sufficient capacity. 

5.  Critical infrastructure must be preserved. 

6.  Existing agreements restrict procurement or existing circumstances would result in substantial revenue loss. 

For each service in the table below, describe the rationale for a decision to continue providing service at any level.  For each 

service the LMHA will be providing, state the percent capacity to be provided by the LMHA, identify the condition from 25 TAC 

§412.758(a) that applies if the LMHA will continue to provide services at any level, and provide an explanation of why the 

condition from 25 TAC §412.758(a) is applicable. In addition, state the percent capacity of service necessary to make service 

provision by the LMHA financially viable and the rationale for arriving at this volume.  

If discrete services are being procured separately from one or more service packages, enter them in the blank rows at the end of the table (enter 

additional rows as needed) and follow the instructions above.  

     

Service Percent 

Capacity 

provided 

by the 

LMHA 

Condition 

1ς6 

(listed 

above) 

Explanation Percent 

Capacity 

necessary 

for LMHA 

Viability 

Rationale for this Volume 

 

ADULT SERVICES      

RDM SP 1 100% 4,5 Interested providers have not expressed sufficient 

capacity to serve the present SP1 consumers. 

100% In order to maintain critical infra- 

structure and ensure adequate 

safety net, 100% of package will be 

maintained. 

 

RDM SP 2 100% 

except  

for 

discrete 

service 

listed 

below 

5 Maintain role as safety net with gradual 

procurement of services 

100%  

except for 

discrete 

service 

listed 

below 

The Center shall gradually increase 

choice via discrete services 

procurement -   see services listed 

below. 



23 
 

RDM SP 3 100% 5 Maintain role as safety net with gradual 

procurement of services 

100% Maintain role as a safety net, thus 

we must preserve some critical 

infrastructure. 

RDM SP 4 100% 5 A phased transition is planned in order to protect 

the safety net.  Critical infrastructure, including 

the ability to accept & process an external 

ǇǊƻǾƛŘŜǊΩǎ ŎƭƛƴƛŎŀƭ ŀƴŘ ŦƛǎŎŀƭ ƛƴŦƻǊƳŀǘƛƻƴΣ ǘƘŜ 

organizational structure and technical experience 

and expertise in managing a network and assuring 

access and choice, are relevant to decision. 

100% In order to maintain role of safety 

net, 100% of package will be 

maintained. 

RDM SP 0      

RDM SP 5      

CHILD/ADOLESCENT 

SERVICES 

     

RDM  SP 1.1 100 5  Critical infrastructure, including the ability to 

accept and process an  ŜȄǘŜǊƴŀƭ ǇǊƻǾƛŘŜǊΩǎ ŎƭƛƴƛŎŀƭ 

and fiscal information, the organizational structure 

and technical experience and expertise in 

managing a network and assuring access and 

choice,  are relevant to decision. 

100% Needed to maintain safety net 
services as well as the critical 
infrastructure of the organization. 

RDM  SP 1.2 100 2, 5 The Center must ensure adequate safety net as 

well as other critical infrastructure of the unit.   

100% Our present arrangement would 

likely not continue if there were 

disruptions or decreased capacity.  

In order to maintain the critical 

infrastructure essential to the safety 

net, that service is not being 

procured. 

RDM  SP 2.1      

RDM  SP 2.2      

RDM  SP 2.3      

RDM  SP 2.4      
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 RDM SP 4 100 5 Only one provider has noted an interest in 
providing child and adolescent services. 

100% To maintain role of safety net, we 
must preserve critical infrastructure. 

RDM SP 0      

RDM SP 5      

CRISIS & OTHER 

DISCRETE SERVICES  

     

Hotline Per the October 31, 2007 memo from Rod Swan, DSHS Unit Manager of MH Contracts 

 

The Crisis redesign initiative was completed just prior to this local planning initiative which 

began March 1, 2008.  The development of local crisis service plans occurred using then 

existing planning and procurement requirements.  The efforts related to crisis services are not 

subject (at this time) to the new Local Planning and Network Development rules for FY08.  

Current crisis service planning efforts are summarized in this plan. 

 

Important to note:  Centers are not required to repeat the process of local planning for 

crisis services when considering the Network Development Plan thus crisis services are 

not subject to further procurement at this time. 

Mobile Crisis 

Outreach Team 

Extended Observation 

Day Program for 

Acute Needs  

Crisis Stabilization 

Unit 

Respite Services 

Inpatient/Hospital 

Services  

Crisis Residential 

Treatment Services 

Safety Monitoring 

Crisis Follow-Up and 

Relapse Prevention 

Crisis Transportation 

Crisis Flexible Benefits 

Laboratory Services      

 

F.  Structure of Procurement 

The table below describes 1) the individual services to be provided   2) which geographic areas procurement is planned  3) how 

procurement will be structured as well as the rationale. 



25 
 

Service or Combination of Services 
to be Procured 

Geographic area(s) in Which 
Service(s) will be Procured 

Rationale 

CBT/Counseling ï Adult Tom Green County Counseling was indicated as one of the most 
important to have a choice of providers.  Limited 
provider choice currently.  Open enrollment will be 
utilized in the hope of building a pool of providers 

 

G.  Choice and Access 

 The Center agrees that maximizing choice of those who receive services is a primary goal of this Plan.  However, there is a realistic 
expectation of a shortage of willing and qualified providers available in a rural service delivery area.  While the Center may not initially 
be successful in developing a large external provider network during this planning cycle, leadership is cognizant that choice can also 
occur and be maximized at an organizational level.  Minimally, it is expected that individuals who receive services can expect high 
quality of services and improved access.  Feedback has generally indicated consumers are pleased with current service locations and 
desire to continue to receive their services at these sites. Through the public input process, consumers have expressed a desire to 
have more counseling services, transportation to services and appointments and community resources for the non-priority population.  
They also desire timely appointments and shorter wait for services.  Consumers also want to be engaged with providers who are 
friendly, sensitive and who clearly communicate expectations of care.  This feedback will be used to improve internal services.  The 
goal of future procurement will be to create a network that gives consumers a choice in who provides their services. 

 

H.  Single Provider 

Will any services be provided by only one provider (internal or external) because it would not be financially viable to fund two or more 
providers? 

 __X__ Yes _____No   

 

If yes, specify which services will be provided by a single provider and identify the economic factors which prevent the LMHA from 
offering consumers a choice. 
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Service to be Provided by a Single Provider Economic Factors Preventing Consumer Choice 

Child & Adolescent CBT Counseling Due to small caseload, internal provider is able to provide all 
counseling services required by packages 1.2 and 2.3.  If 
consumers wish to utilize external counselors, resource 
information is given to them and their LAR. 

Routine and Intensive Case Management Only the LMHA may provide this service. 

 

I.  Diversity 

The Center believes that all individuals receiving services have the opportunity to communicate effectively with providers regardless of 
their cultural background or language preference.  The Center encourages full participation for all consumers and their families.  We 
strive to ensure that individuals receive effective, understandable and respectful care from our internal staff and from contracted 
providers.  Bilingual staff are recruited for specific job positions and the Center routinely arranges for sign language interpreters when 
special accommodations are needed for appointments and meetings. As we continue to build our network of providers, the Center 
desires to maintain services which fully meet the needs of the community and the diversity within that community.  Requirements that 
all individuals receiving services will have the opportunity to effectively communicate with their service providers will be included in 
provider contracts.   

Concho Valley serves a seven county area.  The ethnic makeup of the area is depicted in the following chart. 

 

County % Foreign Born % > 5 Years of Age Who Speak a 

Language Other Than English in the 
Home 

Coke 2.8 14.4 

Concho 2.8 29.2 

Crockett 10.5 48.0 

Irion 3.5 22.8 

Reagan 16.4 47.6 

Sterling 9.2 26.9 

Tom Green 5.1 26.0 
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J.   Administrative Cost Efficiency 

 

MHMR Services for the Concho Valley operates under the guiding principal of maximization of direct service dollars and lowest 

administration costs possible.  Lowest does not infer ñnoneò.  As the local authority, there are responsibilities and requirements. 

Strategies to minimize non direct costs include outsourcing of duties where possible, and utilizing administrative MHMR resources to 

oversee business not in the operating budget. 

MHMRCV has worked aggressively with our stakeholders to put more direct service dollars into the system. Tom Green County, as a 

sponsoring agency, has been generous in providing funds.  The City of San Angelo has continued to provide service dollars to MHMR. 

The San Angelo Health Foundation has provided grants to allow more dollars to be directed to direct services. 

 

K.   Previous Effort to Establish a Provider Network 

 

In fiscal year 2004, the Texas Department of State Health Services required the Center to complete an official request for information 
process for all mental health and mental retardation services.  The Center developed and released the Request for Information (RFI) to 
the general public and providers in our service area.  The Center received a total of 19 unduplicated responses from individual 
providers interested in providing somewhat limited services in our geographic area.  At least two of these providers were already in the 
Centerôs provider network.  The RFI included a geographic description of the local service areas and a verbatim service descriptions 
from the Centerôs Performance Contract ï Attachment IX, Exhibits A, B, and C. 

 

 Mental Retardation Services 

Six of the 19 respondents were interested in providing mental retardation services.  Two of the providers indicated they were interested 
in providing all services.  One respondent is currently contracting with the Center.  The Center began an open enrollment network in the 
early 1990ôs and has continue to expand the network which now includes day habilitation, foster care, respite, audiology, speech 
therapy and dietician services.  While providers can submit an open enrollment application at any time, the Center does plan to 
schedule a publication of the application this fiscal year. 
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 Mental Health Adult Services 

Of the eight respondents, three providers responded to providing the entire service package.  In 2004, consumers generally did not 
express a desire to expand mental health provider network.  Years past, the Center contracted its psychiatric services and often 
individuals did not see the same physician at all appointments. They expressed a desire for more continuity with their care and the 
Center subsequently hired a full-time psychiatrist. This response increased consumer satisfaction and improved quality of care.  
Currently, the mental health network includes pharmacy/medication services, crisis hotline, crisis stabilization unit and the mental health 
deputy unit. 

 Mental Health Childrenôs Services 

Of the five respondents, one indicated they wanted to provide the entire service packages.  Currently, the Center contracts for PADDI 
assessments to be completed. 

 

 

L.   Barriers to Attracting External Providers 

 

Barriers to Attracting Providers Plans 

Providers Reluctant to meet DSHS Contract Requirements Continue working with DSHS and private providers to streamline 
regulations and contract requirements 

Reimbursement Rates Insufficient to Support External Provider Continue supporting legislation and advocacy to improve funding 

Rural Area Marketing activities 

Limited Public Transportation Advocate and work within local communities to identify and 
expand local transportation opportunities 

Capacity for Caseload is small in rural areas ï travel is costly Consider ways to use telemedicine 
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M.   Attraction of Providers 
 

The Center realizes that there are barriers and challenges to attracting external providers to this market and service area and have 
identified a few of those in the table above.  However, there are several positive things about this area of Texas (Concho Valley).  A few 
attributes of the area are: 

 A local university and a junior college 

 Lower cost of living as compared with other metropolitan areas of the state 

 Community support for health and human service agencies 

 Within three to four area of Austin and San Antonio 

 No heavy traffic 

 Positive public recognition of Center 

 

N.   Long Term Planning 

 

The Center is responsible for developing, updating and maintaining a local service area plan that complies with DSHS Performance 
Contract.  This plan is built upon the input of our consumers, family members and other stakeholders with interest in the local service 
options.  At minimum, it is expected that this plan will serve as a guide in assisting to enhance consumer choice, improve access to 
services, make the best use of public funds and promote partnerships among consumers and providers. 

 

The Center presently contracts out a number of services.  We will continue to review existing contracts and opportunities for new 
service agreements with providers.  Under the new LPND rules, the Center will actively engage our stakeholders in plan review and 
changes in the network.  During the two year period that this plan spans, the Center will proceed with caution in regard to ensuring that 
the safety net is not damaged and that consumers have adequate access to services. 

 

Training, quality monitoring and fiscal stability will continue to be assessed during the first years of the plan.  These functions will 
continue to evolve as the Center also maintains a very robust, viable provision of services to consumers and a safety net capable of 
meeting the needs and requirements of the consumer and the local community.  It is important to remember the Center will continue to 
be required to capture, retain and report certain information to DSHS and to continue to manage key internal processes.  These 
operations and internal processes are applicable to all consumers and all services whether provided internally or by an external 
provider.  These key operations include providing certain services and adhering to acceptable clinical practices, generating and 
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managing operational revenue, accommodating state reporting and fiscal requirements and managing the general operations of 
standard business and clinical practices.  

  

In advance of the next planning cycle, the Center will have opportunity to: 

 Review areas where additional training and technical assistance may be needed 

 Identify other interested providers who may be viable providers in the network 

 Determine whether or not our capacity determinations need further review 

 Continue to educate stakeholders 

 

In summary, in this initial planning cycle, as external providers are trained to provide services in compliance with rules and standards, it 
is essential for our internal network to remain operational as a provider of services and as a safety net.  Training, quality monitoring and 
fiscal stability need to be assessed during the first two years prior to further reduction of the internal network.  In September of 2011 
(second planning cycle), the Center will repeat the procurement process.  The proposed date for full implementation of this process for 
all services is 2018.  The Center recognizes that plans and timeframes are dependent on how the process unfolds and may need to be 
amended if assumptions are not accurate. 

 

 

V.  Procurement and Transition Timelines 

 

Date Key Activities and Milestones 
  

January 1, 2009 ï March 2, 2009 Develop draft procurement document ï RFP and RFA 

March 6, 2009 ï March 25, 2009 Publicize draft procurement document for public comment 

March 26, 2009 ï April 3, 2009 Consider public comment and revise procurement document with 
PNAC 

April 13, 2009 Publication of final procurement document 

April 27, 2009 Due date for procurement responses 

April 28, 2009 ï May 15, 2009 Contract development and negotiation phase 

May 27, 2009 Final review and any recommendations by the PNAC 

May 28, 2009 Approval of the Board of Trustees 
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Time Frames for Completion Steps 
  

April 28, 2009 ï May 27, 2009 Verify provider information 

May 27, 2009 Develop a Provider List 

June 1, 2009 Post Provider List to website and distribute to consumer and 
advocacy groups 

June 1, 2009 ï August 1, 2009 Conduct provider forums to allow providers to share information with 
consumers, LARS and other stakeholders 

June 1, 2009 ï August 31, 2009  Develop internal procedures and forms for consumer selection of 
providers 

  

June 1, 2009 ï August 31, 2009 Develop consumer information relating to selection of providers 

June 1, 2009 ï August 31, 2009 Train external staff on consumer selection procedures 

August 31, 2009 Ensure external providers are trained on consumer selection 
procedures 
 

Time Frames for Completion Steps 

September 1, 2009 Implement provider selection procedures for new intakes 

September 1, 2009 Implement provider selection procedures for current clients (in 
conjunction with treatment plan reviews) 

September 1, 2009 ï August 31, 2010 Develop and implement continuity of care plans for transitioning 
individual clients to new providers 

August 31, 2010 Client transition complete 

 

 

Service Time Needed to Re-establish Service Volume 

  

Adult CBT 180 days 
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VI.   Staff Qualifications 

 

All providers must meet qualifications as determined by the Texas Department of State Health Services.  All providers must meet all 
requirements as defined by the DSHS performance contract, Texas Administrative Code and Center essential function requirements.  
The Center does not currently exceed the standards for staff qualifications as set forth in the DSHS performance contract. 

 

VII.   Stakeholder Comments on Draft Plan and LMHA Response 

 
         Allow 14 days (minimum) for public comment on draft plan. 
In the following table, summarize the public comments received on the draft plan. Use a separate line for each major point 
identified during the public comment period, and identify the stakeholder group(s) offering the comment. Describe the 
LMHAôs response, which might include: 
 

 Accepting the comment in full and making corresponding modifications to the plan; 

 Accepting the comment in part and making corresponding modifications to the plan; or 

 Rejecting the comment. Please explain the LMHAôs rationale for rejecting the comment. 
 

Comment Stakeholder 
Group(s) 

LMHA Response and Rationale 

   

No public comments received on plan 
during posting of draft document. 
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COMPLETE AND SUBMIT ENTIRE PLAN TO performance.contracts@dshs.state.tx.us AS REQUIRED. 

Appendix 25 TAC §412.758 LMHA Provider Status.  
 
 
1) The LMHA shall provide services only under one or more of the following conditions. 
a) The LMHA determines that interested qualified providers are not available to provide services in the LMHAôs service area or 
that no providers met procurement specifications. 
b) The network of external providers does not provide the minimum level of consumer choice. A minimal level of consumer choice is 
present when consumers and their legally authorized representatives can choose from two or more qualified provider organizations 
in the LMHAôs provider network for service packages and from two or more qualified individual practitioners in the LMHAôs provider 
network for specific services within a service package. 
c) The network of external providers does not provide consumers of the LMHAôs service area with access to services that is 
equivalent to or better than the level of access as of a date to be determined by DSHS. Any LMHA relying on this condition 
shall submit to DSHS information necessary for DSHS to verify level of access. DSHS will use the latest healthcare access 
technology available to the agency to measure access. 
d) The combined volume of services delivered by external providers is not sufficient to meet 100 percent of the LMHAôs service 
capacity for each RDM service package as identified in the LMHAôs local network development plan. 
e) The LMHA documents that it is necessary for the LMHA to provide certain services specified by the LMHA during the two year 
period covered by the LMHAôs local network development plan in order to preserve critical infrastructure to ensure 
continuous provision of services. Under this condition, the LMHA will identify a timeframe for transitioning to an external 
provider network, during which the LMHA procures an increasing proportion of the service capacity of the external provider 
network in successive procurement cycles. The LMHA shall give up its role as a service provider at the end of the transition 
period when the network has multiple external providers if the LMHA determines that external providers are willing and able to 
provide sufficient added service volume within the timeframe specified by the LMHA in its approved local network 
development plan, as provided in §412.756(g)(8)(F) of this title (relating to Local Network Development Plan), to compensate 
for service volume lost should any one of the external provider contracts be terminated. 
f) Existing agreements impose restrictions on the LMHAôs ability to contract with external providers for specific services during 
the two-year period covered by the LMHAôs local network development plan, or existing circumstances would result in the 
loss of a substantial source of revenue that supports service delivery during the two-year period covered by the plan. If the 
LMHA invokes this condition; DSHS may require the LMHA to provide DSHS with a copy of the relevant agreement(s). 
Examples of such agreements and circumstances include: 
(1) grants or other sources of funding that require direct service provision by the LMHA and that cannot be amended; 
(2) buildings or other physical infrastructure that are not reasonably expected to be sold, leased, or otherwise disposed of; 
(3) tax-exempt government bonds or other long-term financing that place restrictions on the LMHAôs ability to meet its 
financial obligations, either in whole or in part; and  
(4) leases or contracts that cannot be terminated 


