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I.    MISSION & VALUES 
 
 
 
 

Mission… 
 
 
“To ensure access to services and supports that enrich the lives of the individuals and families we serve.” 
 
 
 
 
 
 
 
 
 

Values… 
 
 

�  Self-determination in life’s decisions. 
�  Access to a choice of services. 
�  Respect for each person served. 
�  Efficiency in how we do business. 
�  Integrity in all our relationships. 
�  Accountability to our communities with whom we do business. 
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II.   PREAMBLE 
 
The beginning of Lakes Regional MHMR Center’s creation was the 1996 TDMHMR board’s directive to move the delivery of mental 
health and mental retardation community services to local control. This coincided with TDMHMR’s determination to form State-
Operated Community MHMR Services, in the place of State Facility Community Service Divisions. This reconfiguration of 
community services brought mental health and mental retardation services under one administrative structure and separated 
community services from their host state hospital or state school. As part of this process, Lakes Regional State-Operated Community 
MHMR Services was created. This new entity encompassed services from the following community service divisions: Terrell State 
Hospital and Denton State School. 
 
Discussions continued for several months with other surrounding MHMR centers who were interested in a consolidation of services 
with Lakes Regional SOCS. Then, after all such discussions proved fruitless, on January 28, 1999, the nine County Judges of the 
counties served by Lakes Regional SOCS sent a letter to TDMHMR Commissioner Hale expressing their intent to press forward with 
their desire to form a new MHMR Center. On April 29, 1999, Commissioner Hale responded favorably to the County Judges of  
Camp, Delta, Franklin, Hopkins, Kaufman, Lamar, Morris, Rockwall and Titus Counties In the intervening months, great effort was 
expended by all staff and the Board of Trustees to complete the complicated preparations associated with conversion of this state 
operated program into a private, board governed, community nonprofit agency. Formation of Lakes Regional MHMR Center was 
successfully completed and the Center initiated operations on December 1, 1999. 
 
In September of 2003, after several months of discussion with local officials at TDMHMR and within Hunt County, the 
MHMR Services of that County formally merged with LRMHMRC. Then Crossroads Council on Alcohol and Drug Abuse in Hunt 
County ceased operations early in 2004. Soon thereafter, Lakes’ applied for a facility license from TCADA. We received the licensure 
and hired two Licensed Professional Counselors who had worked for Crossroads. A grant was written and received, in conjunction 
with Hunt County Community Supervision and Corrections Department (HCCSCD), to provide substance abuse treatment services to 
individuals from HCCSCD. This is an Intensive Intervention Diversion Program (IIDP). Those services are provided in our Greenville 
Center. Lakes also provides DWI Education classes, Drug Offender Education classes, and Minor in Possession classes. Lakes 
provides Intensive and Supportive Outpatient services to appropriate individuals through NorthSTAR in our center in Terrell.  In 
addition, Lakes received a grant through DARS to provide Early Childhood Intervention (ECI) Services to children in Hunt County.  
 
Then in April of 2006, the MR services of Ellis and Navarro counties merged with LRMHMRC. Having successfully completed the 
Hunt County merger, we had experience with the tasks required. The transition went smoothly and continues to be a successful part of 
our programs. 
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In 2006, the Northeast Texas Council on Alcohol and Drug abuse in Paris, Texas closed effective November, 2006.  Lakes was asked 
to provide services in Fannin, Grayson and Cooke counties. Once again, Lakes stepped forward to ensure the continuity of services for 
consumers in need. It has been gratifying to foster growth in programs and services in all the areas we have assimilated.  Lakes 
administration is highly skilled in managing new aspects of business and keeping our organization financially viable. 
 
LRMHMR Center serves as the MRA for Camp, Delta, Ellis, Franklin, Hopkins, Kaufman, Lamar, Morris, Navarro, Rockwall, Hunt, 
and Titus Counties. It also serves as the MHA for seven of the above counties. The exceptions are Ellis, Hunt, Kaufman, Navarro, and 
Rockwall counties, which are in the NorthSTAR Medicaid project and for which LRMHMRC is not recognized as the Mental Health 
Authority. Chemical dependency services are provided in Kaufman, Rockwall, Hunt, Fannin, Grayson and Cooke counties. TCOOMI 
adult parole and MH services are provided in Delta, Hopkins and Franklin counties. TCOOMI parole continuity services are provided 
in Hopkins, Delta, Lamar, Titus, Franklin, Morris and Camp counties.  
 
LRMHMR Center operates as authorized under Texas Health and Safety Code, Chapter 531, Section 531.001(h). The TDMHMR 
Board has designated local entities as Mental Health and Mental Retardation Authorities (MHA MRAs). The 74th Texas Legislature 
amended the Texas Health and Safety Code to define a local mental health or mental retardation authority as an entity to which the 
board delegates the authority and responsibility within a specified region for planning, policy development, coordination, resource 
development and allocation, and for supervising and ensuring the provision of services to persons with mental illness or mental 
retardation in one or more local service areas. 
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III.    STAKEHOLDER PARTICIPATION 
 
Approximately 100 people completed a survey that addressed the Local Provider Network Development (LPND) plan, crisis services 
and jail diversion services.  The results are as follows: 

 
LPND 
 

·  Which Lakes Regional Service is most important to the community? 
  57% Medication services 
  43% Counseling 

30% Crisis services 
·  Using the following list of services provided by Lakes Regional, please indicate services for which you would like to have a 

choice of providers. 
58% Medication services for adults 
39% Counseling for adults 
23% Job placement activities 

·  What so you think are the three most important factors you look for when choosing a provider for services? 
66% All services are provided in one location 
45% Location close to my home 
45% Transportation is available 

 
Satisfaction 
 

·  Are the services that Lakes Regional provides important to you? 
99% Yes 

·  Are you/your family satisfied with the services lakes Regional provides? 
96% Yes 

 
Crisis 
 

·  My community has the types of mental crisis services that are needed: 
97% Yes 

·  Have you had interaction with Lakes Regional after hours or on weekends? 
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20% Yes 
 

Jail Diversion 
 

·  Do you support diverting persons with mental illness from criminal justice agencies and programs? 
78% Yes / Probably 

·  Do you believe that adequate resources are in place to divert persons with mental illness from criminal justice agencies and 
programs? 
77% Yes / Probably 

·  Do you believe persons in jail should be released for mental health outpatient treatment? 
78% Yes / Probably 
 

Staff worked closely with our community advisory committees in reviewing previous and new survey results. The results of this 
process validated the original conclusions obtained in the previous planning cycle. 
 
 
IV.  NEEDS ASSESSMENT/SWOT ANALYSIS 
 
Monthly, the Board of Trustees receives reports from senior staff on issues of concern to the Center, as well as recommendations for 
service improvements, investments in resources, or other program improvements.  The Board also gives monthly opportunity for 
public input at   their meetings. This has resulted in the development of additional programming. 
 
The Planning Network Advisory Committee provides another structured mechanism for obtaining ongoing comments about Center 
services. The Public Information Officer reports on committee activities as part of her monthly Board report. Members are also 
encouraged to attend the Board meetings. 
 
SWOT Analysis 
 
LRMHMR Center utilizes an ongoing SWOT (Strengths-Weaknesses-Opportunities-Threats) analysis model to identify key factors 
that may affect desired future outcomes of the Center. The use of periodic staff and stakeholder input is a step in this process. The 
membership of our community advisory committees and  management staff were enlisted to provide feedback. 
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SWOT ANALYSIS 
2010 - 2011 LOCAL PLAN 

  MH  IDD PNAC RPNAC 
STRENGTHS     
Comprehensive services across service areas; full complement of providers - psychiatrists, APNs 
and benefits specialists.  Provide average on services instead of minimums; SP2, even though it is 
expensive; rehab; day programs; C&A Summer programs and more in vivo services. 

X X X X 

Reduced wait time; quick access to services. X  X  
Good staff: nice, courteous, accessible, adaptable and flexible.  Low staff turnover; Authority & 
Provider staff work well together; good relationships with community & law enforcement 

X X X X 

      
WEAKNESSES     
Staff deficiencies.  Inadequate doctor time; few/aging psychiatrists; lack of LPCs and LCDCs.  
Difficult to attract top help due to low salaries.  CBT is costly due to staff turnover, 

X X  X 

Lack of funds for housing and employment opportunities.  Need jobs and job transportation. X X X X 
Lack of options for transitioning from adolescent services; lack of services for teens.   X X 
          
 OPPORTUNITIES MH  IDD PNAC RPNAC 
ETBHN -- grant opportunities; collaboration/staff communication; building more infrastructure for 
the future 

   X 

Additional services:  telepsychiatry; substance abuse; veterans; geriatric; autism and vocational. X X X X 
Healthcare reform:  integrated healthcare; FQHC integration; new service coordination model. X   X 
      
 THREATS     
Lack of inpatient facilities.  No psych beds; no substance abuse beds; shortage of state hospital 
beds. 

X    

Struggling economy and funding limitations.   5% funding cut; 1% doctor rates X X  X 
NorthSTAR expansion. X   X 
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Gaps - MH Adult     
Inpatient beds X   X 
Doctor time X   X 
Housing X   X 
      
Gaps - MH C&A     
Inpatient beds for crisis, detox, residential    X 
Transition services to adult services    X 
      
Gaps - IDD Adults     
Dual diagnosis services  X   
Autism services  X  X 
Behavior analyst services  X  X 
      
Gaps - IDD C&A     
Transition to adult services    X 
Behavioral analysts    X 
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V.  GEOGRAPHIC STATISTICS OF SERVICE AREA 
 

Lakes Regional MHMR Center includes 12 counties that cover 6,832 square miles and has a population of 653,891.  Lakes provides 
discrete chemical dependency services to an additional three counties. The annual budget is $23,956,795 and we employ 338 FTE 
staff.  Mental Health Services are provided to 3,096 consumers; NorthSTAR services to 3,077 consumers; Mental Retardation 
Services to 1,147 consumers; Substance Abuse services to 673 consumers; and 370 consumers receive services through Early 
Childhood Intervention, Private Contracts, etc.  The following table contains statistical information for the counties served: 
 

  
Area  Density POP MALE FEMALE ANGLO BLACK HISPANIC OTHER TOTAL 

Pop. %       
of Total 

Camp 198 68 13,400 6,760 6,640 8,094 2,379 2,860 67 13,400 2.05% 

Delta 277 19 5,330 2,629 2,701 4,616 491 175 48 5,330 0.82% 

Ellis 940 169 159,281 79,763 79,518 99,316 15,536 42,509 1,920 159,281 24.36% 

Franklin 286 38 10,955 5,361 5,594 9,234 444 1,201 76 10,955 1.68% 

Hopkins 785 44 34,605 17,079 17,526 26,929 2,975 4,370 331 34,605 5.29% 

Hunt 841 107 89,977 44,516 45,461 66,400 10,468 11,411 1,698 89,977 13.76% 

Kaufman 786 137 107,604 53,880 53,724 77,056 11,030 18,350 1,168 107,604 16.46% 

Lamar 917 55 50,336 24,118 26,218 39,599 7,675 2,149 913 50,336 7.70% 

Morris 254 53 13,534 6,498 7,036 9,329 3,489 597 119 13,534 2.07% 

Navarro 1,008 51 51,617 25,878 25,739 29,396 8,477 13,135 609 51,617 7.89% 

Rockwall 129 661 85,251 43,452 41,799 66,700 3,135 13,775 1,641 85,251 13.04% 

Titus 411 78 32,001 16,090 15,911 16,273 3,378 12,041 309 32,001 4.89% 

Totals 6,832 96 653,891 326,024 327,867 452,942 69,477 122,573 8,899 653,891 100.00% 
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VI.  LOCAL HEALTH DELIVERY SYSTEM 
 

A.   BEHAVIORAL/MENTAL HEALTH 
 

1.  DSHS GENERAL REVENUE FUNDED SERVICES (Camp, Delta, Franklin, Hopkins, Lamar, Morris, and Titus 
Counties) 

  
DSHS General Revenue funded services are offered in an outpatient setting with the primary focus of treatment being 
Resiliency and Disease Management (RDM) model.  RDM is a treatment model implemented by DSHS in September 2004 
which emphasizes a recovery based outcome to service delivery.  RDM also integrates managed care practices into its 
design with the intention of lowering the cost of providing services.  Individuals are assessed and assigned Levels of Care 
which determine service provision.  The following are services offered depending on the individual Level of Care:    

 
Assessment/Referral  
Assertive Community Treatment   
Benefits Assistance and Pharmaceutical Application 
Assistance 
Case Management 
Continuity of Care 
Co-occurring Psychiatric and Substance Abuse Disorders 
Counseling  
Crisis Services  
Family Training  
Family Partner  
Flexible Community Supports or Flex Funds  
Intensive Case Management  
Medication Monitoring  
Medication Training and Support  
Outreach  

 

Parent Support Group  
Pharmacological Management  
Provision of Medication 
Psychiatric Evaluation  
Psychosocial Rehabilitative Services  
Rehabilitation Services  
Respite Services  
Routine Case Management  
Screening  
Skills Training and Development  
Supported Employment  
Supported Housing  
Transportation  
Vocational Services  
Wrap-around Planning 
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 2.  NORTHSTAR PROVIDER SERVICES (Hunt, Kaufman, and Rockwall Counties) 
 

In Lakes service area where Value Options is the Local Mental Health Authority, Lakes provides the following provider 
services: 

 
Assessment/Referral  
Assertive Community Treatment   
Case Management 
Co-occurring Psychiatric and Substance Abuse 
Disorders 
Counseling   
Family Training  
Inpatient Services  
Intensive Case Management  
Medication Monitoring  
Medication Training and Support  
Parent Support Group  
Pharmacological Management  

 

Provision of Medication 
Psychiatric Evaluation  
Psychosocial Rehabilitative Services  
Rehabilitative Counseling and Psychotherapy  
Rehabilitation Services  
Routine Case Management  
Screening  
Skills Training and Development  
Supported Employment  
Supported Housing  
Vocational Services  
Wrap-around Planning 

 

 3.  SUBSTANCE ABUSE SERVICES (Cooke, Fannin, Grayson, Hunt, Kaufman, and Rockwall Counties) 
 

Substance Abuse services are provided in an outpatient setting with a focus on relapse prevention.  Services offered include: 
 

Assessment/Referral 
Treatment Planning 
Counseling 
Case Management 
Follow Up Services 
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4.   RESIDENTIAL/CONTRACTED HOMES  
 

Titus County has one licensed adult foster care provider with two beds for use by Lakes.  Hunt County has one licensed 
assisted living facility with approximately 65 beds.  We have four slots available at that facility for general revenue 
consumers. 

 
B.   INTELLECTUAL AND DEVELOPMENTAL DISABILITY SERV ICES (Camp, Delta, Ellis, Franklin, Hopkins, 

Hunt, Kaufman, Lamar, Morris, Navarro, Rockwall and  Titus Counties) 
  

1. DADS GENERAL REVENUE FUNDED SERVICES 
 
 Mental Retardation Authorities (MRAs) have the primary responsibility for the provision of mental retardation services for 

members of the priority population who reside in their counties.  MRAs assist consumers in assessing appropriate services 
and supports.  The mix of services delivered at the local level varies, with each MRA identifying local service needs and 
priorities. 
 
Access to MR Services (Program Options)  
Benefits and Pharmaceutical Application Assistance  
Continuity of Services 
Crisis Services  
Day Training Services  
Eligibility Determination for Mental Retardation Services  
ICF-MR Front Door Enrollment  
In Home and Family Support  
Maintenance of Interest List  
Medication Management  
 

Permanency Planning 
Residential Services 
Respite Services  
School Transitional Services  
Service Coordination for Persons with Mental Retardation  
Support Services  
Supported Employment  
Supported Home Living  
Vocational Services  
Waiver Enrollments 

 
2.  HCS WAIVER SERVICES 
 
 Home and Community Based Services (HCS) is a Medicaid Waiver program provides community-based services and 

supports to eligible persons for the purpose of maintaining an individual in the community through various living 
arrangements to prevent institutionalization.  
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 3.  TXHmL WAIVER SERVICES 
 
  This Medicaid Waiver program provides community-based services and supports to eligible persons who live in their  

 own home or in their family’s home.  Individuals receiving these services are also provided Service Coordination from 
the Mental Retardation Authority and have their program plan developed in conjunction with the program provider.  
Service Coordinators also monitor service provision. 

 
 4.  ICF-MR 
 

 This is a residential program that includes an array of services and supports while integrating individuals within the 
community. 

 
C.   EARLY CHILDHOOD INTERVENTION (ECI) SERVICES (H unt County) 

 
 Early Childhood Intervention (ECI) services are funded through the Department of Assistive and Rehabilitative Services 

(DARS).  ECI is a program for families with children, birth to three, with disabilities and developmental delays.  ECI supports 
families to help their children reach their potential through developmental services.  The following are services offered through 
this program: 

 
Assistive Technology 
Audiological Services 
Behavioral Services  
Developmental Services  
Family Counseling 
Nutritional Services  

 

Occupational Therapy  
Physical Therapy  
Service Coordination 
Speech-Language Therapy   
Transition Services  
Vision Services 
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BACKGROUND AND SERVICE AREA DESCRIPTION 
 
Lakes Regional MHMR Center (LRMHMR) initiated operation on December 1, 1999. Originally formed from the community service 
divisions of Terrell State Hospital and Denton State School, the center has quickly expanded over subsequent years to its current 
geographic region. LRMHMR Center serves as the MRA for the 12 counties of: Camp, Delta, Ellis, Franklin, Hopkins, Kaufman, 
Lamar, Morris, Navarro, Rockwall, Hunt, and Titus Counties. It also serves as the Mental Health Authority for seven of the above 
counties. The exceptions are Ellis, Hunt, Kaufman, Navarro and Rockwall counties that are in the NorthSTAR Medicaid waiver region 
surrounding the Dallas area. This crisis planning redesign proposal document is restricted to the service region for which LRMHMR 
Center is the Mental Health Authority.  
 
The counties of Camp, Delta, Franklin, Hopkins, Lamar, Morris and Titus comprise the MHA of LRMHMR Center. In FY06, this 
area contained an estimated population of 157,214 and a total of 3,126 square miles1. The census department now estimates that the 
population is at 154,923 for the same seven counties.   To serve consumers within its MHA LRMHMR Center operates three mental 
health clinics located in the population centers of Paris (Lamar County), Sulphur Springs (Hopkins County) and Mount Pleasant (Titus 
County). The locations of these existing regional sites allow for the timely deployment of clinical staff to any point within our service 
area as needed. The philosophy of the Crisis Response team is to resolve the crisis in the shortest and most expedient amount of time. 
Special Populations such as C&A, Veterans, Victims of Trauma, Substance Abuse will be screened and if appropriate served by Lakes 
Regional MHMR Center. If not, then the most appropriate referral will be made. 
 
The following pages will re-examine LRMHMR Center’s existing crisis system since the inception of the Crisis Redesign Initiative 
and the Rider 65 funding. Implementation of the plan will continue to involve the ongoing coordination of representatives from local 
county government, law enforcement, advocacy groups and healthcare organizations.  
 
PLANNING PROCESS FOR THE REDESIGN OF CURRENT CRISIS RESPONSE SYSTEM 
As stated previously, the original goal of this document was to design a plan for enhancing crisis services based upon approximations 
of funding provided from the Texas Department of State Health Services (DSHS). That funding is a part of the $82 million 
appropriated for improving crisis services statewide by the 80th Legislature for the 2008-09 biennium and the $55 million for Rider 65. 
DSHS had identified several core crisis services that funding should be directed towards. Those core services were: 
 

·  Crisis Hotline (Accredited by AAS )   
·  Mobile Crisis Outreach Team (MCOT) 

                                                 
1 U.S Census Texas Counties Quick facts. 
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·  Crisis Outpatient Services 
·  23-48 Hour Observation 
·  Community Crisis Residential Services 
·  Law Enforcement Crisis Intervention Team (CIT) and MH Deputy Program 

 
DSHS prioritized Crisis Hotline and MCOT services as mandatory upgrades each LMHA must implement. 

 

Funding Allocation 

 
The majority allocation methodology (68%) of this funding distributed among the 39 Mental Health Authorities is influenced by per-
capita proportionality and the equity ranking of each MHMR Center. Because LRMHMR Center’s service area is largely rural with a 
low population density, and its MH equity ranking is relative high, LRMHMR Center received a minimal base level of new crisis 
funding to implement its service enhancements. As a result of the limited funding allocated, LRMHMR Center’s local planning efforts 
and stakeholder informational events focused on the facts that the Center’s limited crisis funding will need to be directed towards 
DSHS’ mandatory services enhancements involving improved crisis hotline capability and the establishment of a dedicated MCOT.  
 

Stakeholder Input and Process 

 
Over the past two years, Lakes Regional MHMR Center has conducted five Stakeholders meetings in our seven counties. The initial 
first two meetings in 2007 were a lengthy presentation to the LRMHMR Public and Network Advisory Committee (PNAC) and at the 
Hopkins County Courthouse. In addition, as a member center of the East Texas Behavioral Network (ETBHN) the ETBHN regional 
PNAC also discussed the crisis redesign plans for each member center at their meeting on 9/27/07. In the meetings held to date, 
stakeholders were informed of the required elements, which LRMHMR is mandated to implement, specifically crisis hotline services 
24 hours a day, 7 days a week and mobile crisis outreach services. They were also informed of additional services that could be 
provided based upon need and funding availability.  
 
LRMHMR Center’s during the past two fiscal years, has conducted three more stakeholder meetings within our seven county areas. 
Those invited to these meetings were County Judges, local law enforcement representatives, local emergency/hospital representatives, 
substance abuse and other community service agencies. A list of county officials and health care service providers that were invited to 
the first round of feedback sessions is included in the table below. These meetings were attempted to be coordinated with the 
assistance of the local County Commissioner’s courts and also included County District Attorneys and other local officials at the 
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request of the County Judges. By educating the leaders in the community as to the resources available in each of their communities 
and the strategy of reducing the number of hospitalizations is one of the focuses of Lakes Regional MHMR Center, a partnership can 
be forged.  

 
 LRMHMR Center Crisis Redesign Stakeholder Regional Meetings List 

County County Judge County Sherriff County Hospital /ER Hospital Administrator 

Camp 
Judge Thomas Cravey Alan D. McCandless East TX. Medical Center 

Pittsburg, TX. 75686 
Perry Anderson 

Delta Judge Ted Carrington Gerald Teague None  

Franklin Judge Gerald Hubbell Paul Fletcher, Jr. East TX. Medical Center 
Mount Vernon, TX, 75475 

Steven Pitts 

Hopkins Judge Cletis Millsap Charles Adams Hopkins Co. Memorial Hospital  
Sulphur Springs, TX. 75482 

Michael McAndrew 

Lamar Judge M.C. Superville B. J. McCoy Paris Regional Medical Center  
Paris, TX. 75460 

 
Dubuis Hospital  
Paris, TX. 75462 

Christopher Dux 
 
 

Holly Powell 

 
Morris 

 
Judge J. C. Jennings 

 
Jack Martin 

 
None 

 

Titus Judge Sam W. Russell Tim Ingram Titus County Memorial Hospital 
Mt. Pleasant, TX. 75455 

Ron Davis 
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DESCRIPTION:  EXISTING CRISIS RESPONSE SYSTEM 
 

Crisis Hotline 

 
During regular weekday hours, crisis calls are handled by LRMHMR Center Crisis Screening and Intake Team (CSI).  LRMHMR 
Center currently contracts with AVAIL Solutions Inc. for its crisis hotline service for 24/7 coverage. AVAIL Solutions Inc. is based 
out of Corpus Christie, Texas and provides crisis answering services to many of the other LMHA’s within the state of Texas. It is 
staffed with at a minimum a Qualified Mental Health Professional (QMHP) level crisis worker. It is an answering service with the 
capability to resolve some crisis situations via telephone intervention and to make some referrals. If the AVAIL worker is not able to 
resolve the crisis via telephone intervention, then LRMHMRC is contacted. Clients are able to contact AVAIL 24/7 for crisis 
resolution.  During FY-09, AVAIL Solutions fielded 792 calls from LRMHMR Center’s crisis hotline. Of that number, the vast 
majority were general non-crisis service inquiries, out of region miscalls (from NorthSTAR counties), dropped calls or other types of 
contact that did not result in AVAIL Solutions forwarding the call to our on-call staff. Of the total number of calls annually made to 
AVAIL Solutions approximately 20% required further handling by our on-call staff. 

 

Mobile Crisis Response 

 
During the day, the crisis calls are handled by the CSI team at each of LRMHMR Center’s three rural Mental Health Clinics (MHC). 
There are six QMHP staff and one LPHA staff that constitute the team.  These staff handle walk-in and mobile crisis events requiring 
screenings in local jails and hospital emergency rooms or wherever the crisis may present. For after hours during the week the center 
staff, at each location, are on call. For the weekends, starting on Friday and continuing until Monday at 8 a.m., CSI staff are the 
primary on-call workers. This crisis rotation is on call 24/7. For emergent crisis situations, the crisis team is deployed within 1 hour. 
For urgent crisis situations, the crisis team is deployed within 8 hours and in routine crisis situations, the team is deployed within 24-
36 hours. The second line consists of the Center Director at each location during the week and the Crisis Coordinator-LPHA as the 
initial administrator on call on weekends. The third line of contact is an LPHA (the Assistant MH Director) who is on call for all seven 
counties 24/7 to assist with any questions that arise. The fourth line is pool of executive administrator staff, who are consulted if any 
issues arise or if the primary on-call staff are not reachable by the answering service. The CSI team is physically on duty no more than 
56 hours per week (7:30 a.m.-7:00 p.m. Monday-Friday). 
 
Crisis Flexible-Funds: 
Crisis flex-funds may be utilized when a person in crisis, is in need of extraordinary support. This support may include funding for, 
but is not limited to the following: food, shelter, clothes, transportation, and fuel allotment.  
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Hospitalizations 
 
Lakes Regional MHMR Center utilizes Terrell State Hospital as its primary reference for hospitalizations. Those referred to Terrell 
State Hospital are, by general rule indigent in nature. Once admitted to Terrell State Hospital, Lakes Regional MHMR Center Hospital 
Liaison begins the process of working closely with the medical and social work staff to discharge these individuals, once stabilized, 
back to the community. Lakes Regional MHMR Center also utilizes private psychiatric hospitals for those individuals that have 
financial resources to stabilize and ameliorate symptoms. For individuals that are incarcerated, Lakes Regional MHMR Center will 
assess and make recommendations and assist in the process as needed. 
 
Special Populations: 
Individuals who may qualify as a special population, who are in crisis have the potential of being served in Crisis Service Packages 
(SP0 or SP5), for up to 90 days. Some services offered include, but are not limited to: skills training, nursing services including 
medication, routine case management, psychosocial rehabilitation, and counseling. Those individuals that need further services will be 
referred out to community providers. 
 

FY06 and FY09 Crisis Data Analysis 

  
During our initial Crisis Redesign Plan, FY06 Crisis Data was reviewed.  For this Crisis Plan Review, FY09 Crisis Data was reviewed 
and compared to the FY06 Data. 
 
FY06 saw 456 face-to-face Crisis situations coded by Lakes Regional staff.  FY09 saw 1386 face-to-face Crisis situations coded by 
Lakes Regional staff.  This is a more than 300% increase in crisis situations in 3 fiscal years. 
 
Of the 456 face-to-face crisis screenings for FY-06, the vast majority (80%) occurred during regular hours.  Of the 1386 face-to-face 
crisis screenings for FY09, 82% occurred during regular hours.  
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CRISIS SERVICES RESPONSE SYSTEM AND BUDGET 
 
The table below illustrates Lakes Regional MHMR Center’s initial proposed crisis services system for FY06 and the current crisis 
services annualized expenditures for FY10: 
 
FY 06 Crisis Response System  FY10 Crisis Response System  
CRISIS HOTLINE 
Crisis calls currently come to each of the 3 centers 8-
5/M-F (3 separate phone numbers) 
Crisis Hotline (AVAIL Solutions answering service) 
– after 5 pm and on weekends/holidays 

Crisis Hotline – AVAIL Solutions operating 24/7 365 days a year. 
Dedicated 1-800 number for all 7 counties.  
Vendor staff have higher credential and are highly trained. They have 
the ability will work with callers for up to one hour. 
Bilingual capable and Vendor has capacity for rapid surge to handle 
sudden increases in calls. 

MOBILE CRISIS OUTREACH TEAM 
During regular business hours, regular available staff 
respond to crisis 
 
After hours, on-call person is contacted (there are 
currently numerous QMHP’s or LPHA’s on-call for 
each night – they are assigned to different parts of the 
MHA area and respond individually) 
On-call staff are supervised by management staff 

Mobile Crisis Outreach Team 
6 QMHP’s , 1 LPHA (MCOT (CSI) Director)  
 
“On-duty” from 7:30am – 7pm daily (peak crisis hours) = faster 
response time. Able to respond individually or as a 2-person team. 
 
On-call by Center Staff and CSI team the other 13.5 hours/day 
Supervised by LPHA at all times (LPHA on-call 24/7) 
LPHA available for telephone or F-F consultation as needed with  
Psychiatrist available for consultation.  

Most frequent response location is center office(s) or 
ER 

MOU are still being developed with local Hospital ER to define “secure 
environment for screening.  
Response location will occur in field with peace officer when necessary. 

Current quantity of crisis screening calls = average of 
400 to 500 calls/annually. 

FY09 1386 Face-to-Face crisis call. There were 1572 total crisis codes 
complete 



��������	
�����	���
���������������� 
�������
 

Current configuration: 27 frontline staff on-call 
(QMHP or LPHA) 
No “team” approach – respond to calls individually 
Crisis is “add-on” to primary job duties 
Supervision is provided by management staff (some 
licensed, some not) 

New configuration: Dedicated Team – 6 QMHP’s and 1 LPHA’s – have 
potential to respond to calls as a pair if necessary.  
Crisis is primary job duty – only “caseload” are clients receiving crisis 
follow-up 
Supervision by LPHA 

Current Budget: 
Current Overtime/on-call pay for  
staff = $48,000 
Atlasta Answering Service = $7,200 
 
Total = $55,200 

FY10 Annual Budget : 
AVAIL Solutions Hotline Vendor  = $30,000 
6 QMHP staff and 1 LPHA staff = $315,504.00 
Travel = $15,000.00 
Other Expenses = $18,792.00 
Total =  $379,296 

 
PERFORMANCE CONTRACT MEASURES 
 
Since the initial Crisis Services Plan for Lakes Regional was submitted in October of 2007, the Texas Department of State Health 
Services (DSHS) has instituted contract performance measures to determine effective and efficient use of crisis redesign funds. The 
performance contract will contain a balanced package of crisis response system measures that describe the outcomes, outputs, and 
efficiencies expected from our crisis response system. 
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As illustrated within this Crisis Service Plan there have been several significant changes to the Crisis services within Lakes Regional 
MHMR Center from the initial Crisis Plan to this one. Lakes Regional MHMR Center continues to strive to serve its communities in 
the most efficient and productive manner, while maintaining high clinical standards. 

# Performance Contract 
Measure 

Reported Definition 

1 Psychiatric hospitalizations after 
community-based crisis services 

The % of persons with a front door or community MH 
crisis episode at LMHAs with a State or community 
psychiatric hospitalization within 30 days after the end of 
the crisis episode. 

2 Linkage to community based 
services as appropriate 

The % of persons with a front door MH crisis episode 
that is followed by a community MH LOC-A, and or a 
service encounter at a DSHS funded SA treatment facility 
or at an OSAR provider within 14 days of their front door 
crisis episode. 

3 Transition from the crisis 
assessment to crisis follow up 
services 

The % of persons with a front door MH crisis episode 
who have a follow up community MH LOC-A = 5, who 
receive a crisis follow-up service encounter within 90 
days of the crisis assessment. 

4 Psychiatric hospitalizations 
with/without a crisis assessment 
within the community prior to 
admission 

Exclusions and 
limitations to 
contract 
performance 
measures will be 
noted within 
Information Item 
C of the DSHS 
FY 2010 
Performance 
Contract 

The % of persons who have a State or community 
psychiatric hospitalization and have a crisis assessment 
within 5 days prior to their hospitalization.  This measure 
would exclude persons hospitalized who have a 
community MH LOC-A =1 through 4. 

5 Intensive and Ongoing services  The number of persons that are in crisis who have a state 
hospitalization and are placed into SP3 or SP 4 within 30 
days of discharge from the state hospital. 

6 Crisis Avoidance  Percent of all adults with time in crisis will not exceed 
2.3% for those authorized for a level of care during the 
fiscal year.  
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Appendix 1:  FY06 Crisis Flowchart 
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Appendix 2:  FY10 Crisis Flowchart  
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VIII. DIVERSION ACTION PLAN 
 
Lakes Regional MHMR Center (LRMHMRC) 
Jail Diversion Action Plan FY2010 
 
This Jail Diversion Plan was developed in accordance with DSHS guidelines in relation to H.B.2292 for MHMR Community Centers 
to develop jail diversion strategies through local planning.  Meetings were held with LRMHMRC’s Mental Health Director and our 
local MH Center Directors with our County Judges and Sheriffs. The content of these meetings focused on this plan’s needs 
assessment, pre/post booking, and those individuals incarcerated. Signed documents of those participating in initial planning activities 
are on file. LRMHMRC has designated the TCOOMMI COC and CSI Coordinator as the lead individuals for Jail diversion as well as 
training issues. Lakes Regional MHMR is in the process of formulating a TCOOMMI funded Tele-Video system into the some of the 
local jails and hospitals to maximize services and expedite responses to individuals with serious and persistent mental illness.  
 
1. Needs Assessment 
A Needs Assessment will be performed relating to individuals with a Schizophrenia, Bi-Polar, and Major Depression diagnosis: 

1) Who reside in Delta, Lamar, Hopkins, Camp, Franklin, Morris, and Titus County 
2) Who are at high risk for criminal justice involvement 
3) Those that are currently incarcerated who exhibit symptoms that may require potential psychiatric care.  

 
Senate Bill 839 has further clarified the method by which local law and LMHA’s across the state will coordinate services for 
individuals that are incarcerated in a local jail. LRMHMRC has an Adult TCOOMMI Contracts program for individuals residing in 
Delta, Hopkins, and Franklin County. This program serves a maximum caseload of twenty (20) individuals a month. The number 
served by this program was prorated for Lamar, Camp, Morris, and Titus Counties. LRMHMRC also has a TCOOMMI COC program 
that is designed for individuals being discharged from state jails that have a mental illness. The counties that this contract covers are 
Camp, Hopkins, Delta, Franklin, Morris, Lamar, and Titus. This program is designed to monitor these referrals for 90 days and assist 
them with the transition back into a community setting. After 90 days, these individuals are transitioned into regular services or 
referred to the appropriate community program. LRMHMRC has a TYC TCOOMMI referral program in which youths from a TYC 
facility are referred to LRMHMRC on or before their release date. LRMHMRC will be available for an intake assessment and assist 
with these clients in determining the most appropriate place of service. 
 
Any individual that is deemed high risk by local law enforcement, Probation or Parole department and meets diagnostic criteria of 
Schizophrenia, Bi-Polar, or Major Depressive Disorder is screened for services via an Intake appointment. When an individual is 
deemed at high risk, 24/7 the local law enforcement can contact LRMHMRC. The method of communication to LRMHMRC may be 
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in the form of telephone (via Crisis Line or regular phone line), televideo or arriving in person. Communication between all agencies 
is critical. This Intake Assessment is performed by an LPHA/QMHP under the scope of their license. FY10 saw the state legislative 
body increase funding specifically for Intensive and Ongoing Crisis services. This increase in funding will allow Lakes Regional 
MHMR Center to follow individuals that are in crisis for a longer period of time in our seven rural counties in a more thorough 
manner.  This team will work with local jails and hospitals to attempt to divert individuals who do not need to be in jail, to the 
appropriate placement. 
 
2. Pre-booking and Post-Booking Engagement Strategies 
LRMHRC has coordinated two Mental Health Deputy training seminars during the last nine years and continues to provide training to 
local jails on crisis services. These law enforcement staff is well known in their communities and they are involved with the majority 
of intervention strategies between peace officers and individuals presenting with mental health related issues.  In those cases where a 
Mental Health Deputy is not utilized an officer who routinely handles such cases does the majority of interventions. These officers 
contact the local Mental Health Center to determine most appropriate screening procedures, generally prior to booking.  
 
For pre-booking diversion, the Center will work with local law enforcement officers to identify individuals eligible for possible jail 
diversion.  This would include individuals involved in committing non-violent offenses, such as Disturbing the Peace or Public 
Intoxication, Theft by Check. Another essential part of the LRMHMRC’s pre-booking diversion is the increase in interagency 
collaboration and communication.  For individuals identified as high risk for criminal involvement, every attempt will be made for 
collateral involvement to be included in the individual’s treatment.  If the individual is on probation or parole, the officer overseeing 
the individual will be included in key treatment decisions. 
Barriers to pre-booking may include: Education of Law Enforcement, location as to where to screen the individuals in a mental health 
crisis, and not having mental health deputies located in all counties. 
 
For post-booking diversion, the Center will work collaboratively with the County jail.  Jail personnel will notify the designated 
TCOOMMI contact at the Center for all new admissions believed to be mentally ill.  If the individual is appropriate for diversion, the 
Center contact staff member will coordinate the diversion with the jail personnel and other appropriate collaterals. After an inmate is 
released from jail, they are referred to the LRMHMRC office for an Intake appointment. If the inmate meets diagnostic criteria, they 
are opened for services. If they do not meet criteria for services, they are referred to an appropriate community resource for further 
assistance. If accepted into services, they have access to all resources and funding deemed appropriate to maximize therapeutic 
benefit.   
 
Barriers to post-booking include: No Psychiatric services in the local jail system, client’s lack of follow-through involvement when 
provided with referrals to the LMHA upon discharge from jail. 
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Peace officers and the Courts are aware of and utilize Mental Health Services and their staff for getting the most appropriate treatment 
for individuals who could benefit from treatment as attested in the attached documents thus diverting them from jail.  The working 
relationship between peace officers and MH staff keeps individuals who are at risk or who perform petty crimes out of jail and into 
treatment. LRMHMRC does not have a waiting list for MH Services and the individuals that qualify for services have open access to 
all MH Services.  
 
When a person has committed a major crime, is incarcerated, and has been identified as appearing to have a mental illness, MH staffs 
are notified. If the individual evidences a relevant need for an evaluation, one is arranged. If the results of this evaluation warrant 
further MH services this results in appropriate inmates/clients being seen by the local jail Doctor and any related prescriptions 
provided by the local jail. If the jail Doctor has any questions concerning psychotropic medications, Lakes Regional Medical staffs are 
available for consultations. Discharge from services occurs when, but is not limited to: the death of a client, the client no longer meets 
criteria for services, moves out of the local service area, declines further services, or has achieved maximum benefits.  
 
When a person who has been incarcerated for some time starts exhibiting behaviors that appear to relate to a severe and persistent 
mental illness, MH staff are routinely called for a consultation by the local jail staff. If warranted the staff from the local MH office 
may conduct an assessment. Again, if the results of this assessment warrant further MH services this results in appropriate 
inmates/clients being seen by the local jail Doctor and any related prescriptions provided by the local jail. When inmates are 
incarcerated for short or long periods of time, the jail Doctor has the option to contact LRMHMRC Psychiatrist for a consultation. 
Early and on-going identification of persons with persistent mental illness occurs through: education in the community with 
stakeholders, which will help identify symptoms in early stages. At the request and/or call for services, a screening and an assessment 
will be completed. 
 
With a grant from TCOOMMI, Lakes Regional MHMR Center is currently developing televideo capabilities to assist with the jail 
diversion process. During FY10, it is planned that five of the local jails and five local hospital Emergency Rooms in the catchment 
area will be equipped with televideo equipment that will assist in resolving crisis situations more expeditiously and potentially 
diverting from jail. 
 
3. Juvenile Services and TYC Referrals 
Juvenile Probation and TYC staff has access to LMHA staff 24-hours a day, 7-days a week, via LRMHMRC’s Crisis Hotline.  All 
Juvenile probation and TYC referrals are sent to the TCOOMMI COC staff within the Center.  This ensures continuity of care and 
timeliness of the service provision.  Inpatient criteria for juveniles is as follows: risk of harm to self, risk of harm to others, severe 
mental deterioration to the point that the individual is unable to care for their basic living needs, and any other symptomatology 
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regarded as at-risk by the individual’s treatment team.  Juveniles in need of inpatient mental health treatment, who have no payer 
source, will have access to Terrell State Hospital.  All discharges from the Terrell State Hospital or any other SMHF are to be 
schedule with the Crisis Screening and Intake Team (CSI).  The TCOOMMI staff will coordinate with Probation, Hospital Liaison and 
family members to ensure continuity and will follow up on all referrals sent to LRMHMRC from Juvenile Probation or TYC regarding 
facility discharges.  Probation and TYC staff will be included as much as possible in the aftercare appointment, and correspondence 
regarding the outcome of the appointment provided. 
 
4. Resource Allocation 
It is difficult to give an exact dollar amount related to activities that surround Jail Diversion activities. Current services will continue 
as identified in Pre-booking and Post-Booking Engagement Strategies, and have the ability to expand current capacity by ten 
percent (10%).  The following data represent a close approximation: 
 

$172,426 Total TCOOMMI TDCJ block grant of which 10% is estimated to be the amount of time utilized in this 
service. 

 
5. Stakeholder Participation 
During FY10 and FY11, the TCOOMMI COC staff will initiate meetings in all seven rural counties with each local sheriff 
department, local jail and county judge to review current jail diversion actions. This will occur a minimum of once per fiscal year. The 
lists of current participants are listed below: 
 

LRMHMR Center - Jail Diversion - Stakeholder participants: 
County County Judge County Sheriff 
Camp Judge Thomas Cravey Alan D. McCandless 
Delta Judge Ted Carrington Gerald Teague 
Franklin Judge Gerald Hubbell Paul Fletcher, Jr. 
Hopkins Judge Cletis Millsap Charles Adams 
Lamar Judge M.C. Superville B. J. McCoy 
Morris Judge J. C. Jennings Jack Martin 
Titus Judge Sam W. Russell Tim Ingram 
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Timeline: 
1st Quarter FY11: TCOOMMI COC Staff will attempt to meet with all stakeholders and solicit their involvement into an ongoing 
workgroup. TCOOMMI COC staff will discuss the formation of the workgroup and request commitments from stakeholders and will 
act as Liaison to the workgroup and other agencies. 
2nd Quarter FY11: TCOOMMI COC will meet with the workgroup, one time per fiscal year and attempt to engage the group for the 
purpose of review of the Jail Diversion Action Plan.  
3rd Quarter FY11: The workgroup will continue to review the Jail Diversion Action Plan and identify barriers within the local service 
are. TCOOMMI COC will be available to discuss any issue that the workgroup may discover. 
4th Quarter FY11: The workgroup will review and discuss the Plan and identify barriers and strategies in an attempt to divert people 
from the jail system. TCOOMMI COC will be available to discuss any issue that the workgroup may discover. 
 
6. Plans for the Future 
With recent staff departures, Lakes Regional MHMR Center is in the process of redesigning its Jail Diversion Workgroup. Within this 
fiscal year, the new TCOOMMI COC staff and the CSI Coordinator will schedule a stakeholders meeting to address barriers to 
services, and methods to improve and expedite services.  They will also attempt to re-form a steering committee to meet quarterly to 
review the status of pending issues.  
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IX. LOCAL PROVIDER NETWORK DEVELOPMENT PLAN 

 

(1)  

(2)  

(3)  

(4)  

 

 

              
Terrell Headquarter                                                       New Sulphur Springs Facility                 
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Complete and submit to performance.contracts@dshs.state.tx.us  according to prescribed due date: 
�  Cohort I:  June 30, 2010 AMMENDED TO July 27, 2010 
�  Cohort II: July 31, 2010 
�  Cohort III:  August 31, 2010 
Refer to Information Item I in the DSHS Performance Contract for a list of LMHAs in each cohort. 
 
Responses should be concise, concrete, and specific.   
Use bullet format whenever possible, and note that many sections have character limits.  
Provide information for the past two years only (since submission of your first network development plan). 
When completing a table, insert additional rows as needed.  

Local Service Area   
Provide the following information about your local service area. Most of the data for this section can be accessed from the following 
 reports in MBOW, using data from the following report:  2010 LMHA Area and Population Stats (in the General Warehouse folder) 
 
 

Population 160,161 

Square miles  3,128 

Population density 51 

Number of counties (total)   7 

�  Number of urban counties   0 

�  Number of rural counties   7 

�  Number of frontier counties  0 
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Major populations centers (add additional rows as needed): 

Name of City Name of County  City 
Population  

County 
Population 

County 
Population 
Density 

County 
Population 
Percent of Total  

Paris Lamar 26,050 50,336 55 31.4% 

Sulphur Springs Hopkins 15,448 34,605 46 21.6% 

Mount Pleasant Titus 15,000 32,001 78 20% 

 
Using bullet format, briefly note other significant information about your local service area relevant to provider network 
development.  Include population characteristics that are atypical and differentiate your local services area from most other LMHAs.  
Distinguishing characteristics might include a high proportion of racial, ethnic, or linguistic minorities, the presence of a large 
military base, or other factors that must be considered in service delivery.  

·  Titus County has a 38% Hispanic population; possibly due to poultry processor Pilgrim’s Pride, the county’s largest 
employer. 

 

Provider Availability 
 
1) Provider Recruitment  
Using bullet format, list steps the LMHA took to identify and recruit external providers over the past two years.  This includes but is 
not limited to procurement associated with the 2008 planning cycle.  

·  JSA Health LLC; contracted for telepsychiatry effective July 1, 2009; serving 4 of our rural counties. 
·  The Wood Group; registered on DSHS website. 
·  AVAIL Solutions Inc.; registered on DSHS website. 
·  Melinda Bird; registered on DSHS website. 
·  Issued RFI during 2008 planning cycle with notices in local newspapers. 
·  US Script expressed interest in 2009; 2 pharmacy contracts already in place. 

 
2) Provider Availability   
List each potential provider identified during the process described in Item 1 of this section.  Include all current contractors, 
providers who registered on the DSHS website, and providers who submitted written inquiries over the past two years.  Note the 



��������	
�����	���
���������������� 
�������
 

source used to identify the provider (e.g., current contract, DSHS website, LMHA website, e-mail, written inquiry). Summarize the 
content of the follow-up contact described in Appendix A.  If the provider did not respond to your invitation within 45 days, document 
your actions and the provider’s response.  In the final column, note the conclusion regarding the provider’s availability. For those 
deemed to be potential providers, include the type of services the provider can provide and the provider’s service capacity. 
 

Provider Source of 
Identification 

Summary of Follow-up Meeting or Teleconference Assessment of Provider 
Availability, Services, and 
Capacity 

East Texas 
Behavioral Health 
Network 

Current contract  Pharmacy, 65% 

NEC Health 
Networks 

Current contract  Pharmacy, 35% 

AVAIL Solutions, 
Inc. 

Current contract 
DSHS website 

Want to continue crisis hotline service; also offer intake 
screenings. 

Available for Crisis Hotline, 100% 

JSA Health LLC Current contract  Telepsychiatry, 100% 

DRL Labs Current contract  Lab, 100% 

MedWest, Inc. Current contract  Lab, 100% 

Adess Silvas Current contract  Spanish Translation, 100% 

Sulphur Springs 
Medical-Surgical 

Current contract  Lab, 100% 

Hardy Teycer Current contract  Adult Foster Care, 100% 

Individual Care of 
Texas 

Current contract  Assisted Living, 100% 

U.S. Script Written inquiry They are in communication with ETBHN Pharmacy 
about subcontracting.  We would be included in that. 

Available for Pharmacy, 100% 
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Melinda Bird DSHS website.  
2008 interested 
provider, but 
did not respond 
to procurement. 

Interested in discrete services and service packages for 
children and adolescents; crisis and / or residential 
services.  However, I have not been able to have a 
meeting or phone conversation.  We have traded 
voicemails. 

Not a viable provider.  She does not 
have a Bachelor’s degree.  She has 
no experience with mental illness.   

The Wood Group DSHS website.  
2008 interested 
provider, but 
did not respond 
to procurement. 

Interested in crisis discrete services and service 
packages.  Would require 75 SP3, which is 75% of our 
entire caseload spread over 7 counties and 3 mental 
health centers.  They provide medical services for 
packages only, not as a discrete service. 

Provider is not available for our 
small number of consumers.  We are 
not budgeted for crisis residential. 

 

Local Planning   
 
Guidelines for Gathering Community Input 
CONDUCT THE PROVIDER ASSESSMENT BEFORE GATHERING INPUT FROM THE COMMUNITY.   
The scope and focus of community input will depend on the availability of external providers.   Seek guidance on network development 
based on your knowledge of provider availability at the time.  Information presented in this section of the plan should be specific to 
the network development plan.   Ensure that stakeholders understand the statutory mandate to develop the provider network when 
qualified providers are available.  Community input should be focused on how to use available external capacity based on local needs 
and priorities.   If an LMHA has no interested providers, community input should be focused on other elements of the plan (e.g., 
reducing identified barriers to new providers, on potential strategies for attracting external providers, improving consumer access 
and choice) .   When gathering input, use the previous plan as the starting point for discussion, including the plans for procurement 
and the results.   Before finalizing your plan, review the DSHS website to identify any additional potential providers.   
  
3) Status of provider availability assessment 
Does the final assessment of provider availability documented above match the information about provider availability on hand at the 
time of community input?    
_____ Yes     X     No  
 
If no, briefly describe the difference. 
  Melinda Bird expressed interest after community input had been completed. 
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4) Community Engagement 
In the chart below, show the process used to provide information and solicit input about provider network development from 
stakeholders.   
Include specific events as well as activities that take place over a period of time, such as surveys. Note that a variety of 
communication formats may be used, including telephonic, electronic, and paper. List surveys and similar activities first, including 
timeframes during which the activities took place, followed by events in date order.  Insert additional rows as needed.  
 

Number of 
Individuals 

Description, 
Location/Format,  
and Date or 
Timeframe 

Participating 
Organizations 
(List) 

Summary of Input  

Briefly summarize input relating to the network development plan.  If the 
LMHA has identified interested providers, include recommendations for 
how the LMHA should implement the mandate to develop the provider 
network. 

 C
on

su
m

er
s 

F
am

ily
 

O
th

er
 

In-perso survey at 
MHMR Centers in 
Sulphur Springs, 
Mount Pleasant, 
Paris; 5/14/10 thru 
6/1/10 

Lakes’ 
consumers & 
families 

Provider choice was requested for:   

•  Medication services                                   58% 

•  Counseling                                                 39% 

•  Job placement activities                             23% 

Rehab was listed by 14%.  There was no provider interested in providing 
these services as a discrete service. 

Most important factors in choosing a provider: 

•  All services are provided in one location   66% 

•  Location close to my home                        45% 

•  Transportation  is available                        45% 

Most significant services for the community: 

•  Medication services 

•  Counseling 

•  Crisis services 

73 8 20 
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In-person Survey Law 
Enforcement 

Provider choice was requested for:   

•  Rehab                                                         50% 

•  Medication services                                   25% 

•  Job placement activities                             25% 

•  Crisis intervention                                      25% 

Most important factors in choosing a provider: 

•  Short wait times                                         50% 

Most significant services for the community: 

•  Services to divert persons with mental 

    illness from jail                                          75% 

  4 

In-person Survey Medical 
Personnel 

Provider choice was requested for:   

•  Rehab                                                          

•  Medication services                                    

•  Counseling                                                 

•  Crisis intervention                                       

Most important factors in choosing a provider: 

•  Short wait times             

•  Convenient hours                                           

•  Clean and professional environment                                        

•  Cost                               

Most significant services for the community: 

•  Crisis services 

•  Counseling                                           

•  Skills training 

  1 
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5) PNAC Involvement 
Show the involvement of the Planning and Network Advisory Committee (PNAC) in the table below.  PNAC activities should include 
input into the development of the plan and review of the draft plan.  Briefly document the activity and the committee’s 
recommendations. 
 
Date PNAC Activity and Recommendations 

5/11/10 
Videoconference 

RPNAC – SWOT analysis and service gaps.   

7/7/10 
Teleconference 

RPNAC reviewed the draft plan.  Two members commented that the center delivers great services and is in the best 
position to be the provider of choice.  It was explained that other providers need to be invited to provide services.  The 
draft plan was approved. 

5/20/10   
Meeting 

PNAC – SWOT analysis and service gaps.  Recommended continuation of AVAIL contract for crisis hotline.  
Recommended not contracting with The Wood Group as their minimum requirement of 75 SP3s is not available in a 
concentrated area, but rather is spread over 7 counties and 3 centers. 

7/15/10 
Meeting 

PNAC thoroughly reviewed this LPND Plan and approved it unanimously. 

 

Provider Network Development 
 
6) Contract Expenditures 

Complete the table below.  Total DSHS funding is the amount described as Total Allocation from Section VIII Budget of the DSHS 
Performance Contract.  The Federal Rehab is equal to the amounts received as 100% payment from Medicaid less the General 
Revenue that is State match.  These amounts should be added to arrive at the total for Adult MH and Child/Adolescent MH Services.  
For FY 2010 data, provide information from the first six months of the year (September 2009 through February 2010). 
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SERVICE CATEGORY Total DSHS 
funding and 

Federal 
Rehab  
2007*

Total DSHS 
funding and 

Federal 
Rehab 
2008*

Total DSHS 
funding and 

Federal 
Rehab 
2009*

Total DSHS 
funding and 

Federal 
Rehab 
2010*

(6 months)

Dollars % Dollars % Dollars % Dollars %
Adult MH Services $3,274,650 $695,518 21% $3,259,398 $789,320 24% $3,486,178 $703,171 20% $1,823,228 $493,717 27%
Child/Adol MH Services $171,917 $1,719 1% $163,479 $1,719 1% $168,935 $1,807 1% $88,665 $1,056 1%

TOTAL MH Services $3,446,567 $697,237 20% $3,422,877 $791,039 23% $3,655,113 $704,978 19% $1,911,893 $494,773 26%

Breakout of 
CONTRACTED 
SERVICES:
Medication and Labs $651,755 93% $732,113 93% $632,635 90% $420,805 85%
Physician Services** 0% 0% $4,260 1% $48,410 10%
Counselor Services** 0% 0% $1,308 0% $960 0%
Crisis Services 0% $15,000 2% $30,000 4% $15,000 3%
Residential Services $45,482 7% $43,926 6% $36,775 5% $9,598 2%
Inpatient Services 0% 0% 0% 0%
Other (list): 0% 0% 0% 0%

0% 0% 0% 0%
0% 0% 0% 0%

TOTAL $697,237 100% $791,039 100% $704,978 100% $494,773 100%

External provider 
contract 

expenditures 
2010 

(6 months)

External provider 
contract 

expenditures 
2009

External provider 
contract 

expenditures 
2008

External provider 
contract 

expenditures 
2007

 
*  Total DSHS funding and Federal Rehab amounts includes funding for the Authority functions of the LMHA, as well as the state 
match for Case Management, which may not be performed by any entity other than the LMHA. 
**  Include only contracts for physician and counselor services with no other associated services.  These will generally be contacts 
with individual practitioners or groups of individual practitioners.  List contracted service packages separately, even though they 
include physician and counseling services.   
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7) FY 2010 Provider Contracts 
List your FY 2010 Contracts in the table below.  In the Provider Type column, specify whether the provider is an organization or an 
individual practitioner.  
 

Provider Service(s) Provider Type Dollars Allocated 

Avail Solutions, Inc. �  Crisis Hotline Organization $30,000 

East Texas Behavioral Network �  Medications Organization $482,447 

NEC Health Networks �  Medications Organization $259,779 

JSA Health LLC �  Telepsychiatry Organization $78,000 

DRL Laboratories �  Lab Organization $ 21,600 

MedWest, Inc. �  Lab Organization $6,500 

Sulphur Springs Medical-
Surgical 

�  Lab Organization $10,000 

Adess Silvas �  Spanish Translation Individual $300 

Hardy Teycer �  Adult Foster Care Individual $16,217 

Individual Care of Texas �  Assisted Living Organization $25,960 
 
8) Current and Planned Network Development  
Complete the following table.  Leave cells blank if the percent is 0.  
·  Column A: Document current capacity for all service packages, regardless of past or planned contracting.  Current service 

capacity is the average monthly capacity based on service data from FY 2009 and FY 2010 through the most recent closed quarter 
for services controlled by the DSHS contract.    Capacity for service packages is expressed as the number of clients served; use the 
following DSHS data warehouse report to determine current service capacity:  PM Service Target LPND (Enterprise: CA 
Utilization Mgt: UM Service Delivery: PM Service Target LPND). If projected capacity is significantly different than current 
capacity, insert a footnote noting the projected capacity.   
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·  Column B:  State the percent of total capacity contracted to external providers in FY 2009.  This is the maximum capacity to be 
served by external provides according to the terms of the contract.  

·  Column C:  Document the percent of capacity served by contractors in FY 2009; this is the actual capacity served by contractors. 
·  Column D:  State the current percent of total capacity contracted to external providers for FY 2010.  This is the maximum 

capacity to be served by external provides according to the terms of the contract. . 
·  Column E: Document the percent of capacity served by contractors in the first six months of FY 2010 (September 2009 through 

February 2010); this is the actual amount paid to external providers during this period.  When calculating percentages, use six 
month figures in both the numerator and denominator. 

·  Columns F and G: If you will be procuring complete service packages in the next biennium, state the percent of current capacity 
planned for contract in 2011 and in 2012.  

·  Column H:  Note the number of available providers based on your provider assessment documented in the previous section. 
·  Column I: Use the following list to identify the number of the applicable condition that justifies the level of service the LMHA will 

continue to provide internally. Include all conditions that apply.  Refer to the Appendix B 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.  Use this condition if only one external 

provider is interested in contracting with the LMHA, and the LMHA will therefore provide up to 50% of the service.  This 
condition does not justify the LMHA providing more than 50% of services. 

3. The external network does not provide equivalent access to services.  Use this condition if access is the only reason the 
LMHA will not use all of the available external capacity.  Applicability of this condition will probably be made after 
procurement.  

4. The external network does not provide sufficient capacity. Use this condition if the LMHA will use all of the available 
external provider capacity and directly provide only the balance of current capacity.  

5. Critical infrastructure must be preserved during a period of transition. Use this condition if the LMHA will not use all of 
the available external provider capacity. Instead, the LMHA plans a phased transition to full utilization of external 
provider capacity, increasing the volume of contracted services over two or more planning cycles. 

6. Existing agreements restrict procurement or existing circumstances would result in substantial revenue loss. Use this 
condition if an external restraint is the controlling factor limiting full use of external provider capacity. 
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PAST and CURRENT PLANNED 

 A B C D E F G H I 

Service Current 
service 

capacity 
 

Percent 
of total 
capacity 
contract
ed in FY 

2009 

Percent total 
capacity 
served by 
contract 

providers in 
FY 2009 

Percent of 
total 

capacity 
contracted 
in FY 2010 

Percent total 
capacity 
served by 
contract 

providers in 
FY 2010  
(6 mo) 

Percent of 
total 

capacity 
planned for 
contract in 
FY 2011 

Percent 
of total 
capacity 
planned 

for 
contract 

in FY 
2012 

Number of 
available 
providers  

Applicable 
condition 

Adult Service Packages          

Adult RDM SP 1 1081       0 1 

Adult RDM SP 2 48       0 1 

Adult RDM SP 3 101       0 1 

Adult RDM SP 4 7       0 1 

Adult RDM SP 0 26       0 1 

Adult RDM SP 5 4       0 1 

TOTAL Adult Services 1267       0 1 

Child Service Packages          

Children’s RDM  SP 1.1 34       0 1 

Children’s RDM  SP 1.2 3       0 1 

Children’s RDM  SP 2.1 0       0 1 

Children’s RDM  SP 2.2 2       0 1 

Children’s RDM  SP 2.3 .50       0 1 

Children’s RDM SP 2.4 .17       0 1 

Children’s RDM  SP 4 16       0 1 

Children’s RDM SP 0 3       0 1 
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Children’s RDM SP 5 .67       0 1 

TOTAL Children’s 
Services 

59       0 1 

 
Use the following table to list any discrete routine services or crisis services with contracting activity (2009, current, or planned) OR 
interested providers.  
 Leave cells blank if the percent is 0.  
·  Current service capacity is the average monthly capacity based on service data from FY 2009 and FY 2010 through the most 

recent closed quarter for services controlled by the DSHS contract.    Capacity for discrete services is expressed as units of service 
delivered.  

 
PAST and CURRENT PLANNED 

 A B C D E F G H I 

DISCRETE ROUTINE 
SERVICES  

And 
CRISIS SERVICES 

 

Units of 
service 

delivered 
in 2009 

 

Percent of 
total 

capacity 
contracted 
in FY 2009 

Percent 
total 

capacity 
served by 
contract 

providers in 
FY 2009 

Percent of 
total 

capacity 
contracted 
in FY 2010 

Percent total 
capacity 
served by 
contract 

providers in 
FY 2010 

Percent of 
total 

capacity 
planned 

for 
contract in 
FY 2011 

Percent of 
total 

capacity 
planned 

for 
contract in 
FY 2012 

Number of 
available 
providers 

Applicable 
Condition 

Physician services 88 3% 3% 35% 35% 35% 35% 1 #3 

Crisis Hotline 791 100% 100% 100% 100% 100% 100% 1 N/A 

Pharmacy + Lab 14,409 100% 100% 100% 100% 100% 100% 6 N/A 
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9) Rationale for LMHA Service Delivery 
 

a) Describe the rationale for your plan for network expansion, including the services to be procured and the volume of services to 
be procured.  If only selected services are identified for procurement, explain why those services are being offered for 
contracting and others are not.  Discuss services for adults and for children and adolescents separately.   
 
Adult service packages could not be procured this cycle as the only potential provider required a minimum of 75 SP3, 
which is 75% of our total caseload spread over seven (7) counties and 3 mental health centers.  Under existing RDM 
constraints, our low numbers are not attractive to external providers.  It is our goal to collaborate with other centers in 
the future to explore options in reaching the needed economies of scale. 
Our child & adolescent caseload is even smaller, and we had no interested, qualified  providers for these services. 
 
Crisis hotline services will continue to be contracted to Avail Solutions, Inc.  They were the only interested provider for 
this service. 

 
b) If the LMHA will continue to provide one or more services because the external network does not provide equivalent access 

(Condition 3), describe how this determination was made, including the source of data.  NOTE:  The LMHA must have 
supporting documentation that can be submitted to DSHS when requested. 

 
Telemedicine will not be utilized exclusively as some consumers prefer face-to-face time with prescribers. 

 
c) If the LMHA will continue to provide one or more services because the external network does not provide sufficient capacity 

(Condition 4), complete the following table.  Use this condition if the LMHA will use all of the available external provider 
capacity and directly provide only the balance of current capacity.  External provider capacity is usually determined through 
the follow-up contacts that take place during the provider availability assessment. 
 
N/A 

 

Service Capacity 
Needed 

External Provider 
Capacity 

Information and Method Used to Determine External Network 
Capacity 
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d) If the LMHA will continue to provide the specified capacity of one or more services in order to preserve critical infrastructure 
to ensure continuous provision of services (Condition 5), identify the planned transition period and the year in which the 
LMHA anticipates procuring the full external provider capacity currently available.    If the same transition period is planned 
for all services, only one entry is required.  When different transition periods are planned, list each separately.  
NOTE: The rule states that this condition can be used only when the LMHA identifies 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.  This timeframe is the LMHA’s best estimate based on the limited 
information currently available, and does not represent a firm commitment.  The timeframe will be reassessed during each 
planning cycle based on the results of procurement, provider performance, and new information.  The current estimate should 
assume that proposed procurement plans are successful and the contractors prove to be stable providers and meet established 
performance standards.    

 
NA 
  
Service Transition Period  Year of Full Procurement 

   

 
e) If the LMHA will continue to provide one or more services because existing agreements restrict procurement or existing 

circumstances would result in substantial revenue loss (Condition 6), briefly describe each of them, including the end date of 
any agreement.  Describe any steps taken to amend the agreements or alter the conditions to allow contracting.  NOTE:  
LMHA may be asked to submit copies of agreements or other supporting documentation. 
 
N/A 

 
10)   Rationale for Volume of Services Provided by the LMHA to Preserve Financial Viability  
If the percentage listed for any service is based on a determination that the service provision by the LMHA would not be financially 
viable at a lower level, explain the budget analysis used to arrive at the specified volume.  Enter NA if you have no interested 
providers or if the volume of services to be provided by the LMHA is not higher than it would otherwise be to ensure financial 
viability.   NOTE:  Supporting documentation may be requested. 
 

N/A 
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11)   Strategies to Protect Critical Infrastructure 
In bullet format, briefly describe the strategies will you implement to protect critical infrastructure and promote a stable, successful 
provider network.  Enter NA if you have no interested providers. 
 

N/A.  The provider was not interested due to the small volume available in our rural centers. 
 
12)   Time to Re-establish Lost Service Capacity   
Estimate the amount of time needed to re-establish the service volume lost if a contract is terminated.  If time varies depending on the 
service type, list each separately. Enter NA if you have no interested providers. 
 
 

Service(s) Time Needed to Re-establish Service Volume 

Crisis Hotline 90 days to establish another contract; however center staff 
would provide this service in the interim as we cannot be 
without this critical service. 

 

Procurement 
 
13)   Structure of Procurement(s) 
In the table below, describe how the 2012 procurement will be structured, making a separate entry for each service or combination of 
services that will be procured as a separate contracting unit.  Enter NA if you have no interested providers. 

�  Note the method of procurement:  competitive procurement (RFP) or open enrollment (RFA). 
�  Identify the geographic area(s) in which the service will be procured, and the percent of your clients living in the designated 

geographic area.  Specify whether an external provider will be required to cover the entire area.  If an external provider will 
be permitted to contract for services in only a portion of the identified area, note how the area may be partitioned.   

�  Describe the rationale for how the procurement will be structured.  In the rationale the following issues must be addressed: 
o Method of procurement (competitive vs. open enrollment) 
o procurement of discrete services rather than service packages (provide a separate rationale for each discrete 

service) 
o bundling of services or service packages 
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o service area (whether the entire local service area is included or only selected counties, and choice of individual 
counties)  

 
N/A 
 

 

Date(s)   Method 
(RFA 
or 
RFP) 

Service or 
Combination 
of Services to 
be Procured 

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

Percent 
of 

Clients 

Rationale 

      

 
14)   Fidelity and Continuity of Care (complete only if discrete services will be procured). 
If you plan to procure discrete services (rather than full service packages), describe how you will maintain fidelity and continuity of 
care in the provider network. The content of this section describes what changes or additions will be made to your standard process to 
address the additional fragmentation that can occur when services for a single consumer are provided by multiple contractors, often 
in multiple locations.  Enter NA if you have no interested providers or plan to procure service packages only. 
 

N/A 
 
15)   Enhanced Staff Qualifications 
Do you require any individual practitioners to meet higher standards than those described in the DSHS performance contract? 
 
_____Yes ___ No       
 
If yes, identify the practitioner(s) and the specific qualifications.  Enter NA if you have no interested providers. 
 
NA 
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Consumer Choice 
 
16)   Single Provider 
List all services to be provided by a single provider (regardless of provider availability) and the reason(s) for not offering consumers 
a choice of providers.  Identify any economic factors involved in the decision.  Enter NA if you have no interested providers. 

 

Service to be Provided by a Single Provider Reason(s) for Limiting Client Choice 

Crisis hotline Cost is based on population; not economically feasible to have 
multiple contractors. 

 
17)  Choice and Access 
Using bullet format, briefly describe plans for maximizing consumers’ choice of providers and access to services, including relevant 
procedures, procurement specifications, and contract provisions.  
 

·  Consumers can choose medication services by telepsychiatry or by an in-person prescriber in four (4) of our counties.  
This was the number 1 service for which a choice of providers was important, according to our survey. 

 
 
18)   Diversity 
Using bullet format, briefly describe how the LMHA will ensure its provider network meets the diverse cultural and linguistic needs in 
the local community.   Include relevant standards, procedures, procurement specifications, and contract provisions. 
 

·  Crisis hotline services utilize bilingual staff. 
·  Telepsychiatry is bilingual, English and Spanish.  These services are provided in our county with the highest prevalence 

of Hispanic citizens. 
·  Cultural diversity training will be provided to all  new providers.  Cultural respect and dignity will be monitored 

through consumer complaints and satisfaction surveys. 
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Capacity Development 
 
19)   Cost Efficiency 
Using bullet format, list steps taken in the past two years to minimize overhead and administrative costs and achieve purchasing and 
other administrative efficiencies.  Do not report efforts included in the 2008 network development plan.  
 

·  Teleconference capacity was established  at all mental health centers, thus reducing travel expense for meetings. 
·  Telepsychiatry was initiated in our center that is farthest from the origin of our doctors, thus reducing travel expense.  
·  Lakes receives a 10% reduction in market electric rates through a joint utility contract with ETBHN. 
·  Lakes received PAP meds valued at $912,623.00. 
·  Participation in the ETBHN pharmacy resulted in savings of $373,762.00. 
 

List partnerships with other LMHAs related to planning, administration, purchasing and procurement or other authority functions, or 
service delivery.  Include current, ongoing partnerships (regardless of date established) and time-limited activities that occurred over 
the past two years. 
 

Start 
Date 

Partner(s) Functions 

2004 East Texas Behavioral Health 
Network (ETBHN) 

Pharmacy, RPNAC, WAN, SharePoint, Veterans Grant, Board of Trustees 
Training, Housing Summit, Autism Summit, Utility Purchasing. 

 
Identify any current efforts and plans to develop new opportunities for working jointly with other LMHAs. 
 
Continue joint projects with ETBHN.  We anticipate further grant opportunities. 
 
20)  Previous Network Development Efforts 
In the table below, document your procurement activity over the past two years.   

�  List each service separately, including the percent of capacity and the geographic area in which the service was procured. 
�  State the results, including the number of providers obtained and the percent of service capacity under contract. If no 

providers were obtained as a result of procurement efforts, please note under results. 
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Procurement (Service, Capacity, Geographic Area) Results (Providers and Capacity) 

Telemedicine, 100%, Titus, Franklin, Morris and Camp 
Counties. 

JSA Health; 100%  

   
List the comments you received after posting the draft procurement documents during the 2008 planning cycle, and how you 
responded to the comments, including any modifications made to the procurement document.   
 

Comment or Suggestion LMHA Response   

None  
 
In bullet format, list specific steps taken over the past two years to develop the LMHA’s internal capacity to develop and manage the 
external provider network.  The scope of activity should be appropriate to the level of interest from external providers. 

·  Contracted for approximately three (3) days per week with a person to assist in the Contracts/Provider Network 
department. 

 
21)  Barriers 
Identify the barriers you encountered when trying to recruit external providers, including any local circumstances that make 
recruitment difficult.  Describe how you plan to address each barrier or reduce its impact during the 2012 procurement. 
 

Barriers Plans 

Low number of clients in SP3 spread over seven (7) counties Collaborate with other centers to explore how they have dealt with 
the issue of low client numbers. 
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22)  Long Term Planning 
Note:  Long term plans are based on the limited information currently available, and will be reassessed during the next planning 
cycle; they do not represent a firm commitment. 
 
If the LMHA is continuing to provide services in order to protect critical infrastructure, briefly describe your plan for transitioning to 
full utilization of the service capacity being offered by external providers.  Assume that proposed procurement plans are successful 
and the contractors prove to be stable providers and meet established performance standards.   The plan must include a target date 
for the transition and measurable objectives for each procurement period. 
 
If your proposed procurement is successful, what are your current plans for expanding the external provider network during the 2012 
cycle? Identify the services and general volume capacity you are considering for procurement in the next planning period. If this 
information is documented in your critical infrastructure transition plan, simply reference it.  Enter NA if you have no interested 
providers. 
 
NA 
 
23)  Public Comment 
Using bullet format, list the steps you will take to publicize and get public comment on the draft network development plan.  Include 
outreach and activities directed to consumers, local advocacy groups, and potential providers. 
 

·  Publish notice of postings in area newspapers. 
·  Mail to Interested Providers. 
·  Post notice in lobbies of Lakes Regional MHMR Centers. 
·  Route copies to management staff. 
·  Post on website. 
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Implementation  
 
24)  Procurement Timeline 
Provide your procurement timelines in the following table.  Allow at least 14 days for public comment to the draft procurement 
instrument. If more than one procurement is planned, provide a separate timeline for each (copy and paste additional rows to the 
table).  Enter NA if you have no interested providers. 
 
 N/A 
 

Date  Key Activities and Milestones 

 Draft procurement document (RFA/RFP) posted for public comment (at least 14 days)  

 Publication of final procurement 

 Due date for procurement responses 

 Award date 

 Contract start date 
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25)  Consumer Transition 
Provide your consumer transition timeline in the following table.  If more than one procurement is planned, provide a separate 
timeline for each (copy and paste additional rows to the table).  Enter NA if you have no interested providers. 
 
 N/A 
 
Date or 
Timeframe 

Key Activities and Milestones 

 Date provider list will be posted to website and distributed to consumer and advocacy groups 

 Timeframe for hosting provider forums to allow providers to share information with consumers 

 Date to begin offering consumers choice of providers in the new network  

 Period of time given to consumers to select provider 

 Timeframe for transitioning current clients to new providers 
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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 LMHA’s 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 LMHA’s rationale for rejecting the comment. 

 

Comment Stakeholder 
Group(s)  

LMHA Response and Rationale  

No comments received.   

   

2. COMPLETE AND SUBMIT ENTIRE PLAN TO performance.contracts@dshs.state.tx.us AS REQUIRED. 
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Appendix A 
 

LPND Potential Interested Provider Contact Steps 
 

1. Provider Interest Inquiry form is submitted for posting on DSHS web site.  
2. DSHS Staff review information and post form 
3. Provider and LMHA are notified via e-mail from DSHS staff that the form has been posted. 
4. LMHA contacts provider to schedule a teleconference or site visit.  
5. The LMHA may conclude that a provider is not interested in contracting with the LMHA if the provider does not participate in 

a teleconference or in-person meeting (whichever is requested by the LMHA) within 45 days of the initial LMHA contact.  
 
Through the DSHS website, a provider can submit a Provider Inquiry Form to register interest in contracting with an LMHA.  DSHS 
will notify both the provider and the LMHA when the Provider Inquiry Form is posted.  
 
During its assessment of provider availability, it is the responsibility of the LMHA to review posted information and contact potential 
providers to schedule a time for further discussion.  This discussion, which can take place in person or by phone, provides both the 
LMHA and the provider an opportunity to share information so that both parties can make a more informed decision about potential 
procurements.    
 
If the LMHA does not contact the provider, the LMHA must assume the provider is interested in contracting with the LMHA.   
 
The LMHA may request a teleconference or an in-person meeting, and must work with the provider to find a mutually convenient 
time.  If the provider does not respond to the invitation or is not able to accommodate a teleconference or a site visit within 45 days of 
the LMHA’s initial contact, the LMHA may conclude that the provider is not interested in contracting with the LMHA. 
 
An LMHA is not obligated to go through procurement if no providers have demonstrated interested in contracting with the LMHA. 
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Appendix B 

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 LMHA’s 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 LMHA’s provider 
network for service packages and from two or more qualified individual practitioners in the LMHA’s provider network for specific services within 
a service package. 

 
c) The network of external providers does not provide consumers of the LMHA’s 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 LMHA’s service capacity for 

each RDM service package as identified in the LMHA’s 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 LMHA’s 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 LMHA’s ability to contract with external providers for specific services during the two-

year period covered by the LMHA’s 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: 
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(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 LMHA’s ability to meet its financial 

obligations, either in whole or in part; and  
(4) leases or contracts that cannot be terminated. 

 
 


