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Texoma Purpose, Vision and Values

PURPOSE:

Strengthening Resiliency and Supporting Recovery

VISION:

Promote and enhance access to intellectual, developmental, and behavioral health services that

improve the lives of those in our community

To achieve this vision, the center is committed to:

e Engaging Individual Recovery Planning, Service Coordination, & Service Monitoring

Activities That Demonstrate Regard for Choice While Improving Levels of Functioning

e Promoting a Network of Providers That Demonstrates Good Cost Management While

e Providing Effective Service Outcomes
Providing Community Education That Focuses on Eliminating Stigma & Promoting the
Capabilities of Persons with Mental & Developmental Disorders
Promoting Satisfying Lifestyles for Persons Served
Promoting Wellness
Promoting Awareness of the Disabling Effects of Mental & Developmental Disorders
Assuring That Services Are Delivered in Environments That are Trauma Informed and
Appreciate Ethnic & Personal Diversity

VALUES:

We pledge to deliver quality services through partnerships with individuals, families, and
community stakeholders.

Texoma Community Center strives to develop and equip all staff with Trauma-Informed Care
knowledge and competency-based skills. Trauma-Informed Care means treating the person,
considering past trauma and the resulting coping mechanisms when attempting to
understand behaviors. Our goal is to provide effective treatment as well as improving the
quality and impact of care.

The Purpose, Vision and Value Statements are written with input from all levels of the
organization. Training on the Purpose, Vision and Values begins with new employee
orientation and permeates throughout the organization on a continuous basis. Upon the
direction of the BOT, the Purpose, Vision, and Values are reviewed with input from
employees, individuals served, families and other stakeholders.

IDD Local Plan Revised 08/25 2



General Description and History of the Center

At a joint meeting held January 27, 1971, the Commissioner’s Court of Grayson County, the City
Council of Sherman, and the City Council of Denison agreed to establish the Grayson County
Mental Health and Mental Retardation Community Center under the authority of House Bill 3 as
enacted by the 59" Legislature.

The original proposed budget was $59,357. Grant-in-aid was to be $44,000 and the three
sponsoring governmental units were to provide a match of $15,348 or $25.6%. The Texas
Department of Mental Health and Mental Retardation could not provide the grant-in-aid because
of the obligation of available grant-in-aid to existing centers. The Texas Department of Mental
Health and Mental Retardation made an alternate proposal to fund a mental health program with
special federal funds and mental retardation services with the $15,000 in local funds. TDMHMR
would be the operator of the program with the local Board of Trustees changing their status to
an advisory board. The Grayson Center opened its door as a state operated center in January
of 1972 with part-time leadership provided by Mary Jo Tonelli, M. D., with consultation from
TDMHMR. In December of 1973, TDMHMR appointed a full-time director.

The TDMHMR State Board of Trustees at their October 2, 1972, meeting encouraged the
development of a local Board of Trustees to confirm to the boundaries of their respective State
Planning Regions. As a result of this action, the Center began efforts to provide services for
Cooke, Fannin, and Grayson Counties. On July 9, 1974, the respective Commissioners’ Courts
of Cooke, Fannin, and Grayson Counties joined the cities of Gainesville, Bonham, Denison, and
Sherman entering into an agreement to operate the Texoma Regional Mental Health and Mental
Retardation Center pursuant to the Texas Mental Health and Mental Retardation Act, Article
5547-201 through 203, V.T.C.S.as amended. The request was submitted to TDMHMR on July
25,1974, and approved by TDMHMR on August 23, 1974. The Center continued to grow steadily
until December of 1977 when the center received a Federal Block Grant for Mental Health
Services which dramatically increased and enhanced service capabilities.

In December 2011, because of Rosa's Law, signed into law on October 5, 2010, by President
Barack Obama, the center experienced a name change. Rosa's Law replaces "mental
retardation,” a term that often stigmatizes and demoralizes those who need our consideration
the most, with a far more respectful and appropriate phrase, "intellectual disability."

Many states have followed the federal legislation by writing their own laws that call for the use
of respectful language in legislation and by service providers. Texas supported this movement
with House Bill 1481, co-sponsored by Senator Judith Zafferini and Representative Vicki Truitt.
The bill was unanimously passed by the Texas Legislature, and signed by Governor Rick
Perry, during the 82" Legislative Session.

The Board of Trustees of Mental Health and Mental Retardation services of Texoma (also known
as MHMR Services of Texoma, or simply MHMR) determined during the latter part of 2011, that
it would change its name to regard a national movement referred to as “Respectful Language
for People.”
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That movement gained great momentum with individuals, and families of individuals, who had a
very personal reason to be concerned about the negative and offensive derivative use of the
term “mental retardation” in common culture. Tens of thousands of people came together from
across the nation, aided by the Special Olympics and other advocacy groups, to petition
congresses to refer to persons affected by the condition with a more respectful term; that being
persons with an intellectual disability.

Texoma Community Center has continued to provide services to the residents of Cooke, Fannin,
and Grayson counties.

Demographic Profile and Organizational Overview

«+ Service Area

Texoma Community Center serves Cooke, Fannin, and Grayson counties. Our service area
covers 2,698 miles, and the population in the tri-county area is 223,306 (US Census Bureau
estimates July 2022).

Texoma Community Center first became a Certified Community Behavioral Health Clinic
(CCBHC) in June 2020. TCC was re-certified as a CCBHC in June 2023 to continue until June
2026.
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+ Governed by a Board of Trustees

Captain Tom Reynolds City of Gainesville
Sheriff Cody Shook Fannin County
Judge James Henderson Grayson County
Chief Deputy Tony Bennie Grayson County
Sheriff Ray Sappington Cooke County
Christina Tillett City of Bonham
Lander Bethel City of Sherman
Holly Jenkins City of Denison
Jackie Melancon City of Denison
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+ Employees

Texoma Community Center (TCC) employs approximately 200 full-time employees.

+ Local Intellectual and Developmental Disability Authority

TCC is the Local Intellectual and Developmental Disabilities Authority (LIDDA) for
Cooke, Grayson, and Fannin Counties. TCC serves as the point of entry for publicly
funded intellectual and developmental disability (IDD) programs, whether the
program is provided by a public or private entity. The LIDDA will provide or contract
to provide an array of services and supports for persons with intellectual and
developmental disabilities. The LIDDA is responsible for planning, policy
development, coordination, including coordination with criminal justice entities,
resource allocation, and resource development for, and oversight of,
Intellectual and Developmental Disability (IDD) services in the most
appropriate and available setting to meet individual needs in the local service
area.

Populations Served

Intellectual and Developmental Disabilities. eligibility definition:

In accordance with the definition of “LIDDA priority population” found in 26 Tex. Admin. Code,
Chapter 304, Subchapter A, §304.102 (Diagnostic Assessment), LIDDA priority population is a
group comprised of individuals who meet one or more of the following descriptions:

An individual with an intellectual disability, as defined by Tex. Health and Safety Code
§591.003(15-a);

An individual with autism spectrum disorder, as defined in the Diagnostic and
Statistical Manual of Mental Disorders;

An individual with a related condition from the HHSC approved list of related
conditions, who is eligible for, and enrolling in services in the ICF/IID, HCS Program,
or TxHmL Program.

A Nursing Facility (NF) resident who is eligible for specialized services for intellectual
disability or a related condition pursuant to Section 1919(e)(7) of the Social Security
Act;

A child who is eligible for Early Childhood Intervention services through the HHSC;
and
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e Anindividual diagnosed by an authorized provider (as defined in 26 Tex. Admin. Code,
Chapter 304, Subchapter A, §304.102) as having a pervasive developmental disorder
(PDD) or Asperger disorder through a diagnostic assessment completed before
November 15, 2015.

The determination of eligibility for the priority population must be made using assessments and
evaluations performed by qualified professionals. Individuals who are members of the priority
population are eligible to receive IDD services identified in the Description of IDD Services and
the Service Definition Manual, as appropriate for the individual’s level of need, eligibility for a
particular service, and the availability of that service.

Since resources may be insufficient to meet the service needs of every individual in the priority
population, GR Services should be provided to meet the most intense needs first. Intense needs
are determined as follows:

an individual is in danger or at risk of losing his or her support system, especially the living
arrangement or supports needed to maintain self;

an individual is at risk of abuse or neglect;
an individual's basic health and safety needs not being met through current supports;

an individual is at risk for functional loss without intervention or preventive or maintenance
services; or

an individual demonstrates repeated criminal behavior.

Miscellaneous

The LIDDA may serve individuals who have resided in a SSLC on a regular admission status,
but who may not be in the priority population.

IDD Services and Supports

Texoma Community Center (TCC) serves individuals with IDD beginning with Eligibility
Determination at Intake, Service Coordination for the development of Individual Person
Directed Plans, and a variety of community services intended to promote independence.
TCC also has responsibilities in Continuity of Services, including implementing the
Community Living Options Information Process (CLOIP) for certain individuals,
Permanency Planning for children in residential facilities, Home, and Community Based
Services (HCS) and Texas Home Living (TxHmL) interest list maintenance, enrollment
into Intermediate Care Facilities (ICF), and the TxHmL and HCS programs. Although the
Center is no longer considered a provider of HCS, TxHmL or ICF services, the center
continues to serve as the LIDDA.
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As the local authority, the following is a summary of the requirements of IDD services
with some optional:

1. Screening and referral: the process of gathering information through structured
interview, and by reviewing medical and school records to determine potential eligibility
for IDD services. Most individuals for whom information is gathered move toward
eligibility determination. For those who clearly will not be eligible for services, referrals
to the most appropriate service resource are made. During the screening process, the
individual’s initial service preferences are documented and placement on the interest
lists for HCS and TxHmL is discussed.

2. Eligibility Determination: the required interview and assessment or an endorsement
conducted in accordance with Texas Health and Safety Code, §593.005, and 40 TAC
Chapter 5, Subchapter D, and in conjunction with HHSC Eligibility Determination Best
Practices Guidelines to determine if an individual has an intellectual disability or is a
member of the IDD priority population.

3. Service Coordination: the assistance in accessing medical, social, educational, and
other appropriate services and supports that will help an individual achieve a quality of
life and community participation acceptable to the individual as described in the Plan
of Services and Supports®. Service Coordination is provided to people in the General
Revenue, HCS, TxHmL, and Community First Choice (CFC) programs. Service
coordination functions are:

* Assessment - to identify an individual’'s needs and the services and supports that
address those needs as they relate to the nature of the individual's presenting
problem and disability.

* Service planning and coordination- activities to identify, arrange, advocate,
collaborate with other agencies, and link for the delivery of outcome-focused services
and supports that address the individual’s needs and desires.

* Monitoring- activities to ensure that the individual receives needed services,
evaluates the effectiveness and adequacy of services, and determines if
identified outcomes are meeting the person's needs and desires; and

* Crisis prevention and management- activities that link and assist the individual
to secure services and supports that will prevent or manage a crisis

*The plan of services and supports is based on a person-directed discovery process that
is consistent with HHSC’s Person and Family Directed Services Planning Guidelines
and describes the individual's:

e Desired outcomes

e Services and supports including service coordination services to be provided to
the individual to meet the desired outcomes.
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4. Habilitation Coordination: performed for individuals with IDD who reside in Nursing
Facilities and includes the basic requirements in Title 26. HHS, Part 1. HHSC, Chapter
303. Additional responsibilities for Habilitation Coordination are included in the PASRR
IDD Handbook. Habilitation Coordination is meant to:

e Occur as a face-to-face service at least monthly.

e Assure that all needs within the nursing facility are met.

e Assure that barriers to community placement are addressed in a way that will
eventually allow the individual to be transitioned from Nursing Facility (NF)
placement to community living.

5. Day Habilitation: required-PASRR only): This service includes activities that have
the outcome of helping individuals to acquire, retain, or improve self-help, socialization,
and adaptive skills necessary to live successfully in the community, and to participate
in home and community life more actively. Individualized activities are consistent with
achieving the outcomes identified in the individual’s person-directed plan and activities
are designed to reinforce therapeutic outcomes targeted by other service components,
school, or other support providers. Day habilitation is normally furnished in a group
setting other than the individual’s residence for up to six (6) hours a day, five days per
week on a regularly scheduled basis.

6. Continuity of Services: activities performed in accordance with:

e 40 TAC Chapter 2, Subchapter F, for an individual residing in a SSLC whose
movement to the community is being planned or for an individual who formerly
resided in a state facility and is on community-placement status, or;

e Article Il. B. 6 of the current HHSC Contract for an individual enrolled in the ICF/ID
program to maintain the individual’s placement or to develop another placement for
the individual.

e HHSC-LIDDA Performance Contract, which requires the completion of PASRR
Level Il evaluations and the implementation of Habilitation Coordination to residents
of Nursing Facilities.

7. IDD Community Services in the General Revenue Program are defined in the IDD
Performance Contract and are services provided to assist an individual to participate in
age-appropriate, community-integrated activities and services. The type, frequency, and
duration of support services are specified in the individual’s Person-Directed Plan and the
Implementation Plans specific to the services provided. The Local IDD Authority (LIDDA)
ensures that an array of support services is available in the local service area. Some IDD
Community Services are mandated by the contract with HHSC; others are optional based
on the ability to provide the service. The services that may be available include:

a. PAS/HAB (previously labelled as Community Support) — optional. This category
includes individualized activities that are consistent with the individual’s person-
directed plan and provided in the individual’s home and at community locations, (e.g.,
libraries and stores). Supports include:
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e Habilitation and support activities that foster improvement of or facilitate an
individual’s ability to perform functional living skills and other daily living activities.
For example, teaching someone to cook meals, to wash clothes, to do basic
housework, or to do comparison shopping at a grocery store because someone
needs these skills as they work on a goal to move into an apartment.

e Activities for the individual’s family that help preserve the family unit and prevent
or limit out-of-home placement of the individual.

e Transportation to facilitate the individual’s search for employment opportunities or
to participate in community activities. For example, providing transportation to pick
up applications at an employment site or to attend a concert in the community.

b. Respite — required and provided. Respite is the planned or emergency short-term
relief to an unpaid caregiver when the caregiver is temporarily unavailable to provide
supports due to non-routine circumstances. Respite can be in-home -- provided at the
home of the individual, or out of home — provided at a Center owned facility. To better
accommodate a family’s needs, we encourage them to find family or friends willing to
provide in-home respite for them.

c. Employment Assistance — optional- This is assisting an individual in locating paid,
competitive employment in the community. Employment Assistance includes helping
the individual identify what they want to do, what their job skills are in relation to what
they want to do, what special work requirements and conditions might need to be in
place so they can work and finding the right employer to meet the individual's
preferences, skills and work requirements and conditions.

d. Supported Employment — optional-This is a service provided to an individual who
currently has paid individualized, competitive employment in the community and
helps the individual maintain that employment. Direct support can be provided to the
individual to improve job skills; support can also be given to the individual's
supervisor or manager to help the manager best train the individual for their job.

e. Behavioral Supports — optional-Behavior Supports are specialized interventions by
a psychologist or Board-Certified Behavior Analyst (BCBA) to assist an individual to
increase adaptive behaviors and to replace or change disruptive behaviors that
prevent or interfere with the individual’s inclusion in home, family, school, or
community life. The Psychologist or BCBA analyzes the causes of the unwanted
behavior and develops a behavior support plan specific to the individual.
Interventions are primarily pro-active, and include family, teacher and/or care-taker
training in the principles of behavior support and the techniques to be applied in the
specific plan for the individual.

f. Nursing — optional-This service includes assessment, treatment, and monitoring of
health conditions or care procedures prescribed by a physician or medical practitioner
or required by standards of professional practice or state law to be performed by
licensed nursing personnel.
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g. Specialized Therapies — optional. These include assessments and treatments by
licensed or certified professionals for social work services, counseling services,
occupational therapy, physical therapy, speech and language therapies, audiology
services, dietary services, and behavioral health services other than those provided
by a local mental health authority pursuant to its contract with HHSC; and training and
consulting with family members or other providers.

8. Crisis Intervention Services

Crisis Intervention Services (CIS), including IDD Crisis Respite, are mandated, and
funded through the HHSC Performance Contract. These services are intended to be used
in a way that allows people with challenging behaviors the support they need to avoid
interactions with law enforcement and subsequent admission to emergency rooms or
inpatient mental health treatment facilities.

a. Crisis Behavior Support: A Crisis Intervention Specialist (CIS) works with Service
Coordinators and Waiver service providers in the community to identify people with IDD
who are prone to require crisis services. Many of these individuals have a challenging
time finding someone in the community to fulfill the need for behavior support, and the
CIS will step in to offer services. The CIS will assess behaviors, write behavior support
plans, do individual skills training related to the plans, and train provider staff and
families, methods to avoid or address significant behavioral issues. A Licensed
Professional Counselor and a full-time crisis team support the CIS.

b. Crisis Respite: Part of CIS services is IDD Crisis Respite (CR). TCC has a crisis
respite facility where space for two individuals receiving IDD Services is reserved. In
crisis respite, the intent being that the individuals may need a brief period to deescalate
before returning to their home; this is a valuable diversion from lengthy ER stays or even
psychiatric inpatient admission. Individuals can be in CR for up to 14 days, during which
time they will be expected to participate in skills training sessions that have as a goal,
learning strategies to deal with stress or frustrations. The CIS will create a transition
plan for the individual/family/staff to use as a planning tool for when the individual
returns home. Typically, the CIS will provide ongoing Behavior Support and skills
training for the individual to avoid future need for CR.

9. Medicaid Waiver Programs

Medicaid Waiver programs are home and community-based programs providing services
and supports to persons with IDD who live in their own or their family home or in other
home-like settings in the community. They are called "waivers" because certain ICF/IDD
requirements are "waived." In most situations an individual who is eligible for the ICF/IDD
Program is also eligible to participate in one of the waiver programs. An important and
distinguishing feature of funding provided in the waiver program is the ability to move that
funding source with the individual to any part of the state. For example, if an individual
enrolled in a waiver program in Sherman, then moves to El Paso, they can continue to
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participate in the waiver program in El Paso. An individual also can change providers
within the same city or county. Public or private entities may provide waiver program
services and supports. All waiver providers are certified by HHSC initially who then
reviews each provider at least annually to ensure the provider continues to meet the
program certification principles. The two waiver programs are:

a. Home and Community-based Services (HCS) Program: The HCS Program
provides services to individuals with IDD who live with their family, in their own home,
in a foster or companion care setting, or in a residence with no more than four
individuals who also receive services. The HCS Program provides services to meet an
individual's needs so that they can maintain themselves in the community and have
opportunities to participate as a citizen to the maximum extent possible. Services
consist of adaptive aids, minor home modifications, counseling and therapies, dental
treatment, nursing, residential assistance, respite, day habilitation, employment
assistance and supported employment. In the HCS Program, individuals who are in a
residential program contribute to their room and board. Service coordination is
provided to the individual by the Local Authority. There is a cost-cap to the yearly cost
of services provided through the HCS Program.

b. Texas Home Living (TxHmL) Program: The TxHmL Program provides essential
services and supports so that individuals with IDD can continue to live with their
families or in their own homes in the community. TxXHmL services are intended to
supplement instead of replacing the services and supports an individual may receive
from other programs, such as the Texas Health Steps Program, or from natural
supports such as his or her family, neighbors, or community organizations. Services
consist of community support, nursing, adaptive aids, minor home modifications,
specialized therapies, behavioral support, dental treatment, respite, day habilitation,
employment assistance, and supported employment. Service coordination is provided
to the individual by the Local Authority. Like HCS, TxHmL Program services are limited
to an annual cost cap. The cap is lower in TxHmL because there is no residential
option.

e Anindividual is typically on both the TxHmL Waiver Interest List (IL) and the HCS
IL. If the individual accepts an offer to enroll in the TxHmML program, their name will
remain on the Interest List for the HCS program.

e |If an individual is offered an opportunity to enroll in either the HCS or TxHmL
Program, the Center will provide information about the applicable timelines for
enrollment.

¢ If anindividual receiving services in the General Revenue program is offered either
TxHmL or HCS and declines participation, the Local Authority will terminate
General Revenue services in accordance with the rules governing the HCS and
TxHmL programs.

¢ A review of the Medicaid Estate Recovery Program is provided by the Center’s
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enrollment staff in accordance with Texas Administrative Code, Title 1, Part 15,
Chapter 373 Medicaid Estate Recovery Program (MERP), to all individuals and
their legally authorized representatives, who seek enrollment in a SSLC, a
community ICF/ID, HCS or TxHmL

10. Intermediate Care Facilities for Individuals with Intellectual and Developmental
Disabilities (ICF/IDD)

The ICF/IDD program is a residential program providing habilitation, medical, skills
training, and adjunctive therapies such as dietary, speech, occupational or physical
therapy, audiology, and behavioral health services. Group homes provide a home
environment for individuals who need a more structured environment to live in the
community. Individuals receive training and assistance as needed in performing basic
self-help and home management skills. Residents are also involved in activities outside
of the home such as day habilitation, vocational services, supported employment, and
community activities. Each home provides twenty-four-hour supervision.

To qualify an individual must:

« Have a determination of an intellectual or developments disability or
documentation from a physician of a related condition.

« Meet specified level of care criteria.

« Need and able to benefit from the active treatment provided in a 24-hour,
supervised ICF/ID setting.

11. Other Services

a. PASRR Evaluations — TCC is mandated by Title 26. HHS, Part 1. HHSC, Chapter 303,
the PASRR IDD Handbook and the FY2023- 2024 HHSC Performance Contract to complete
Level 2 PASRR Evaluations for individuals residing in Nursing Facilities who are identified as
possibly eligible for IDD Specialized Services. The intent of this requirement is to identify those
individuals with IDD in Nursing Facilities that need additional advocacy and support to assure
they receive the services they need and to transition from the nursing facility to a community
setting.

b. Benefits Eligibility — TCC provides individuals with assistance in completing
applications for Medicaid, Medicare, Medicare Part D, and other third-party assistance.
The initial and annual fee assessment identifies individuals who may be eligible for
benefits, but who are not currently receiving benefits. Identified individuals are referred
to Benefits Eligibility staff and those staff work through the entire process of application,
approval, and when necessary, appeal.

c. Permanency Planning Requirements — The Center conducts and documents that
permanency planning for persons under the age of 22 years who are enrolling in or
currently residing in an ICF/IDD or HCS residential setting is completed in accordance
with HHSC rule 40 TAC, Chapter 9, Subchapter D (HCS) and 40 TAC, Chapter 9,
Subchapter E — ICF/IDD — Contracting.
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d. HCS and TxHmL Interest List Maintenance — The Local Authority is responsible for
managing and updating the local TxHmL and HCS Interest Lists, which connect to the
state-wide HCS and TxHmL Interest Lists. The Local Authority adds people to the list
and makes biennial contacts with individuals on the list to confirm their continued
interest in the HCS and TxHmL Waiver programs.

e. Community Living Options Information Process (CLOIP) — In FY 2009, DADS
added CLOIP requirements to those Centers with a State Supported Living Center
(SSLC) within its local service area. The CLOIP unit has the specific responsibility for
annually providing specific community living program and resource information to
residents of the SSLC or their LAR, and to help facilitate provider tours and transition
activities.

In addition to IDD services provided, TCC also provides the following:

12. Integrated Healthcare Services - Over the last 10 years the Texas Healthcare
Transformation and Quality Improvement Program: Medicaid 1115 Waiver, approved by
the Centers for Medicare and Medicaid Services (CMS) has funded several special
projects within the Center, including the Integrated Healthcare Program. Through this
waiver, Regional Healthcare Partnerships (RHPs) comprised of several types of
healthcare providers have been formed to assess barriers and devise methods to
improve access to healthcare. These partnerships utilize 1115 funds to implements these
plans. The Center is in the Region 18 Healthcare Partnership with Collin County serving
as the anchor. This program has allowed greater access and coordination of care for
individuals served through the LIDDA. It has also improved patient care by focusing on
patient needs in integrated care, scheduling appointments, and establishing follow-up
protocols for maintaining stability and patient satisfaction. Overall, the integration of
primary, behavioral and IDD services helps to improve and protect the health and well-
being of individuals receiving IDD Services.

13. Behavioral Health Services - Crisis Hotline, crisis services, screenings, pre-admission
assessments, Case Management, and treatment planning. TCC assures the following
services are provided according to assessed individual need and level or care: respite,
medication administration, medication monitoring, pharmacological management,
provision of medication, individual and group training such as medication training and
supports and skills training and development, counseling, psychosocial rehabilitative
services, supported employment, supported housing and inpatient services. , TCC also
participates in Community Resource Coordination Groups (CRCG) and Jail Diversion
activities.

14. Substance Use Disorder Services - Outreach, Screening, Assessment, and Referral
(OSAR) Services, Outpatient Substance Use Treatment, Adult Specialized Female
Outpatient Services, Office-Based Opioid Treatment (OBOT), Drug Offender Education
Program (DOEP), Fee for Service Classes, and Tele-health Screening Services.
Services may also include Group counseling, Individual counseling, Veteran’s specific
counseling, Family education and counseling and Sober social activities. All treatment
services are aligned with a recovery-oriented and person-centered approach, utilizing
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evidence-based treatment and best practices models provided by credentialed TCC staff
in specific programs vetted by Texas Health and Human Services or SAMHSA for
population served.

% Values That Guide the IDD Service System

Individuals with intellectual and developmental disabilities choose among flexible, dependable
services that meet each individual’s needs and support everyone’s goals and dreams for a
lifestyle of full inclusion, interdependence, and respect.

Families of individuals with intellectual and developmental disabilities are supported in their
efforts to help family members meet their goals and dreams.

The service system supports individuals in their choices by offering support services that are:
Valued by the individuals served.

Responsive to their needs.

Available and easily accessed.

Consistent with everyone’s dreams and goals.

Used by other members of the community; and

Respectful of cultural values and dignity.

The opinions of the people we serve are considered most important when we evaluate the quality
of the services.

Individuals with intellectual and developmental disabilities make choices about how their needs
are met and how their goals/dreams are supported. This means that they:

e Are trained in skills to make choices and to understand and accept the possible results
of their decisions.

e Are given chances to use their power of choice and to experience the results of their
choices; and

e Are supported in making those choices that will govern their lives and futures.

Individuals with intellectual and developmental disabilities have the same legal and human
rights as all citizens and are not deprived of their rights without due process of the law.

+ Local Planning Process

The goal of the planning process is to aggregate the requirements of all stakeholders into a set
of initiatives which guide the center’s resource allocation and priorities, considering fiduciary
responsibility as well as excellence of care. The resulting plan is also developed to ensure that
community needs are communicated to governing bodies and area and state agencies.

The planning process solicits input from a variety of sources and is also held to standards and
requirements of funding and accreditation bodies. The approach chosen by TCC involves not
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only consumers and their families but also referral sources, community representatives and
services, advocacy groups, advisory committees, and employees. This reflects TCC'’s
commitment to understanding the needs of all its constituents.

In May of 2023, TCC conducted a comprehensive community needs assessment survey which
included input from sources including individuals receiving services, family members of someone
receiving services, advocates for those receiving services, emergency responders, local public
health providers, probation and parole, primary care providers, the school systems, as well as
other local providers.

The initiatives of TCC are based on elements of governance, which support the Center in its
obligation as a public steward. These initiatives are developed as part of the planning process
and are further defined as they flow into the development of objectives and strategies. Monitoring
and evaluation activities support the need for ongoing assessment of responsiveness,
effectiveness, and efficacy.

Planning and Network Advisory Committee (PNAC): TCC has a planning and network
advisory committee that meets quarterly and is composed of representatives of the community,
consumers and their families and center’s liaisons. The PNAC serves as a resource to TCC,
objectively evaluating services for quality of care and best value and assuring an appropriately
developed provider network and sound procurement practices. The PNAC also provides
oversight and consumer empowerment, while assuring public input in these processes.

TCC Standing Committees: Several oversight committees within TCC assess the center’s
performance and make recommendations to the Executive Management Team on results of
audits, surveillance, reporting, investigations, and surveys. The Safety, Risk Management, and
Infection Control Committee, made up of staff from all service areas, center Safety Officer and
Director of Quality Management, meet quarterly to monitor safety practices and incidents which
have the potential to put individuals at risk. The Compliance Committee meets quarterly to review
compliance, privacy, rights, and abuse prevention functions. These committees all have the
potential to identify needs for improvement, reporting to Executive Management Team and
identifying issues, which include input from employees, consumers, and consumer’s families.
The IDD Action Team, comprised of the Chief Operations Officer, Chief Administrative Officer,
QM and IDD Directors, Rights Protection Officer, Program Manager as well as other support
staff meet monthly to monitor performance measures and current program functions. This
information is reported back to the CEO via monthly report. Minutes of each meeting are kept
on file to track progress and refer to as needed.
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