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Agenda

• Local Intellectual and Developmental 
Disability Authority (LIDDA) Overview 

• Overview of Person-Centered Thinking

• Outpatient Mental Health (MH) Services for 
people with a Dual Diagnosis

• Transition Support Team (TST) 

• How Pre-Admission Screening and Resident 
Review (PASRR) Supports people with MH 
and Intellectual and Developmental 
Disabilities (IDD)
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Learning 
Objectives

• Understand person-centered practices 
when supporting people with a dual 
diagnosis.

• Identify new strategies promoting 
integration of IDD and MH services 
benefiting people with a dual 
diagnosis. 
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LIDDA Overview

• Single point of access to certain publicly-
funded IDD services and supports for 
residents within the LIDDAs service area

• 39 LIDDAs across the state

• Most LIDDAs are the same entity as the 
local mental health authorities (LMHAs)
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Types of IDD Services 
and Supports (1 of 2)

IDD services and supports are delivered 
through: 

• LIDDAs 

 General Revenue (GR) Services

• Intermediate Care Facilities for Individuals 
with an Intellectual Disability or Related 
Conditions (ICF/IID)

 Community-based ICF/IID 

 State Supported Living Centers (SSLC) 
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Types of IDD Services 
and Supports (2 of 2)

IDD services and supports are delivered 
through: 

• Medicaid Community First Choice (CFC) 

• ICF/IID Waiver Programs 

 Home and Community-based Services 
(HCS) 

 Texas Home Living (TxHmL) 

 Community Living Assistance and Support 
Services (CLASS) 

 Deaf Blind with Multiple Disabilities 
(DBMD) 
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LIDDA Services (1 of 2)

• Conduct diagnostic testing and evaluation for 
eligibility of publicly funded programs.

• Provide GR, state funded services to persons 
with IDD.

• Placement of persons on the HCS and TxHmL 
interest list.

• Conduct service coordination for waiver 
programs.

• Conduct PASRR evaluations for persons in a 
nursing facility who are suspected of having 
IDD.

• Conduct planning for the local service area.
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LIDDA Services (2 of 2)

• Conduct permanency planning for certain persons 
under 22 years of age

• Protect the rights of persons

• Perform enrollment activities for HCS and TxHmL 
waiver programs

• Provide support through implementation of 
programs such as: 

 Crisis intervention specialists (CIS);

 Crisis respite (CR);

 Enhanced community coordination (ECC); and

 Transition support teams (TST). 
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HCS Crisis Diversion
A person qualifies if:

• The person is at imminent risk of admission to an institution.

• The person is not being court-committed to a facility for 
competency evaluation, such as an SSLC or state hospital.

• Adequate and appropriate community resources are not 
available, as evidenced by attempts to locate and use 
community-based services and supports, such as ICF/IID, GR 
funded services, CFC services, Crisis Intervention Services, 
other Medicaid waiver programs, or for a person of minor 
age, supports through the local school district.

• The person meets the criteria for a Level of Care (LOC) I. 

 An LOC I requires either a diagnosis of intellectual 
disability (ID) or related condition (RC). Along with the 
diagnosis of an RC, the person’s IQ score must be below 
76. The specific requirements for LOC I are in 40 TAC 
§9.238.
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Nursing Facility Diversion

To be eligible for a Nursing Facility (NF) diversion slot, the 
person must: 

 Be at imminent risk of a long term stay in an NF;

 Have a PASRR Evaluation (PE), conducted within the past 
21 days, indicating the person has ID or DD, meets NF 
medical necessity and is appropriate for community 
placement;

 Have an eligible ID or DD diagnosis and meet medical 
necessity, in addition to being appropriate for community 
placement; 

 Have a diagnosis that will meet HCS diagnostic eligibility 
criteria (an LOC I or VIII); and

 Other adequate and appropriate community resources, 
excluding state supported living centers, are unavailable 
to meet the person’s needs as evidenced by attempts to 
obtain community-based services and supports. 
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HHSC Contact 
Information

For questions regarding LIDDA Services 

and Supports email: 

IDDServicesACOffice@hhsc.state.tx.us
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Person-Centered 
Thinking
The Implementation of Person-Centered Practices

• Kent Allen, HHSC IDD Services
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What are Person-Centered 
Thinking Skills?

• A set of value-based skills 
reinforcing continuous learning 
and practices which:

 Help us support rather than fix;

 Build the culture of learning, 
partnership, and accountability;

 Work for all humans;

 Work at every level in the 
organization; and

 Affirm our belief that everyone can 
learn.
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Person-Centered 
Thinking Definition

Person-centered thinking is a foundational 
principle—requiring consistency in language, 
values and actions—that reveals respect, 
views the person and their loved ones as 
experts in their own lives, and equally 
emphasizes quality of life, wellbeing, and 
informed choice.

https://acl.gov/sites/default/files/news%202019-
01/NCAPPS_Flyer_FINAL_0.PDF 15



Person-Centered 
Thinking

• Basic point of reference is what matters 
most to the person, not to you as the 
professional.

• Everyone has value, and deserves 
engagement that is dignified and 
respectful, no matter what their condition.

• Underlying belief that the person’s life 
provides the context that must be the basis 
of planning. 

• The person is the expert in their own life.

Bourne, Mary Lou (2007). Thinking Differently About Person-Centered Planning 
[PowerPoint Slides]. 16



What is Person-
Centered Planning?

• Person-centered planning is a process by 
which a person, with assistance, identifies 
and documents their preferences, 
strengths, and needs in order to develop 
short-term objectives and action steps to 
ensure personal outcomes are achieved 
within the most integrated setting by 
using identified supports and services.

• This is a living definition and may continue 
to evolve.
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Person-Centered 
Planning
• HCS settings rule requires all HCS services to 

be delivered through a person-centered 
service planning framework.

• While HHSC has until March 17, 2023, to 
transition into compliance; Community First 
Choice and HCS Adult Mental Health had to be 
compliant upon rollout. 

• https://www.federalregister.gov/articles/2014/
01/16/2014-00487/medicaid-program-state-
plan-home-and-community-based-services-5-
year-period-for-waivers-provider

• http://www.hhsc.state.tx.us/medicaid/hcbs/in
dex.shtml
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Person-Centered 
Practices

Person-centered practices are the alignment 
of services and systems to ensure the 
person has access to the full benefits of 
community living and to deliver services that 
facilitates the achievement of the person’s 
desired outcomes.

https://acl.gov/sites/default/files/news%202019-01/NCAPPS_Flyer_FINAL_0.PDF
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What’s Important TO

What is important to a person includes 
results in feeling satisfied, content, 
comforted, fulfilled, and happy.  

• Having relationships  (people to be 
with)

• Able to have status and control 
(valued role)

• Conducting rituals and routines  
(cultural and personal) 

• Keeping a rhythm or pace of life 

• Having things to do and places to go  
(something to look forward to) 

• Owning things

Bourne, Mary Lou (2007). Thinking Differently About Person-Centered Planning 
[PowerPoint Slides]. 21



Important FOR is 
Addressed

What others see as necessary to 
help the person: 

• Be valued (social rules, laws)

• Be a contributing member of their 
community (citizenship) 

Issues of health:

• Prevention of  illness

• Treatment of illness/medical 
conditions

• Promotion of wellness (diet, 
exercise, sobriety)

Bourne, Mary Lou (2007). Thinking Differently About Person-Centered Planning 
[PowerPoint Slides]. 22



Person-Centered Planning 
is Not Either/Or

• A well implemented person-centered 
planning helps to eliminate many 
behavioral challenges and diminishes risk, 
especially when linked with positive 
interventions.

Those who write and implement plans must 
avoid the trap of “either/or” that is: happy 
or safe.  

An effective person-centered plan assures 
BOTH/AND
Both happy and safe

Bourne, Mary Lou (2007). Thinking Differently About Person-Centered Planning 
[PowerPoint Slides]. 23



Learning about Support

Power  
Over Power  

With

© TLC-PCP 2012 www.learningcommunity.us
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Person-Centered Planning

• Involves what is important to the person in 
addition to what is important for the 
person.

• Focus on the person’s individual life 
choices, dreams and aspirations.

• Includes non-clinical areas such as 
relationships, community life inclusion, 
competitive employment, finances, 
wellness, education and other areas, to the 
same degree of access as individuals not 
receiving HCBS.
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Person Centered Thinking 
Skills
Seven Questions you Should be able to Answer 
for each Person you Support:

1. What is important for the person?

2. Is the connection between important to and 
for addressed?

3. Is there a “good” balance between important 
to and important for?

4. What does the person want to learn, what do 
we need to learn?

If the person is to get the balance described 
and we are to learn:

6.What needs to stay the same (be maintained 
or enhanced)? 

7.What needs to change?

© TLC-PCP 2012 www.learningcommunity.us
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HHSC Contact 
Information

For questions regarding Person-Centered 
Planning, email Kent Allen, HHSC at

Kent.Allen@hhs.texas.gov
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Outpatient Biopsychosocial 
approach for IDD Services

Outpatient Biopsychosocial approach for IDD 
Services (OBI)

• Leyla Shaath, HHSC

• Bryan Camphire, Integral Care 

• Melanie Babbitt, LMSW, Integral Care
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Background

• The OBI pilot program originated as 
Exceptional Item (EI) 22 in the 86th Texas 
Legislative, Regular Session, 2019.

• OBI provides outpatient mental health 
(MH) services for persons with IDD and 
mental health needs
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OBI Pilot LIDDAs

• Bluebonnet Trails Community Services 

• Integral Care

• The Harris Center

• Lakes Regional

• Tarrant County
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OBI Program Services

• Biopsychosocial assessment and strength

based recovery plan

• Collaborative Care Case Management 
(CCCM)

• Access to specialized medical and
psychiatric services

• Skills training

• Education and training
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Current Status

• The EI-22/OBI pilot was implemented on 
Nov. 1, 2020.

• Five pilot sites were required to enroll at 
least 25 participants.

• Performance measures are monitored on a 
quarterly basis.

• Example of how data is analyzed: number 
of enrollments and skills training received.
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Prior to OBI and current 
status

Days in psychiatric 
hospitalization prior to 

OBI 

Days in psychiatric 
hospitalization during 

OBI

253 205
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Impacts
The collaborative care case manager (CCCM) is working 
with a pilot participant who was steadily declining 
mentally and physically, he was at risk of losing his 
home and had a warrant out for his arrest.

The CCCM was able to speak with the police department 
and explain what was going on with the person and 
negotiate with the police who agreed that the hospital 
was more appropriate for him. This person is deaf and 
uses American Sign Language to communicate, the 
CCCM was able to find an interpreter (since no 
interpreters are available) for him and were able to get 
him admitted. 

I don’t know how this person would have reacted had 
there not been someone there to communicate what 
medical staff needed to do. This is a great example of 
how OBI enables the LMHA, LIDDA, BH, law 
enforcement, and the hospital to provide care.
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OBI Plans

• A uniform biopsychosocial assessment 
created specifically for the OBI pilot 
program.

• Expansion of OBI to the remaining 34 
LIDDAs across Texas.

• Creating future funding opportunities with 
data and performance measures.
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HHSC Contact 
Information

For questions regarding OBI email Tara 
Devilbiss, LMSW at Tara.Devilbiss
@hhs.texas.gov
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Transition Support 
Team
Supporting People with Disabilities to Successfully 
Remain in the Community

• Susan LaGrone, MS, LBSW, LPC-S 
Nueces Center for Mental Health and 
Intellectual Disabilities 
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Purpose of TST

• Provide Medical, Behavioral, and 
Psychiatric Support to:
• LIDDAs;

• HCS program providers;

• Texas Home Living (TxHmL) program 
providers; and

• Any professionals working with people 
with ID/DD.
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Purpose of TST

• Assist HCS and TxHmL program 
providers and LIDDAS serving 
people with IDD who are:

 At risk of being admitted to institutional 
setting; or

 Transitioning from institutional setting 
back into the community.

* Institutional Setting = nursing facility 
(NF), state hospitals (SH), state 
supported living center (SSLC), or jails
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TST Team

• TST must include:
• Licensed health–related professionals 

with expertise working with persons with 
IDD such as:
 Social Worker
 Physician
 Physician’s Assistant
 Nurse Practitioner
 Registered Nurse
 Psychiatrist
 Psychologist
 Behavior Specialist
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Responsibilities of 
TST’s

• Quarterly Educational Activities

• Technical Assistance

• Case-Specific Peer Review
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Educational Activities

• Educational activities are centered 
around Medical, Behavioral, and 
Psychiatric topics
 Topics are often requested by community 

members

• Offered to private provider agencies, 
LIDDAs, and others who help 
persons with ID/DD
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Educational Activities 
Examples

Person Centered 
Thinking

Facilitating Positive 
Change

Consumer Rights
Cultural 

Competencies 

Intersectionality of 
Race and Disability: 

Best Practice for 
Service Providers

Working with 
Complex Systems 

of Support

Understanding and 
Working with Dual 

Diagnosis

Managing 
Aggression and 

Challenging 
Behaviors

Psychotropic 
medications

Trauma informed 
care/treatment

Dementia and IDD
Sexuality in 

Children and Adults 
with IDD/ASD

Sensory Friendly 
Environments and 

Interventions

Grief and Loss with 
Individuals with 
Developmental 

Disabilities
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Technical Assistance

Information on specific disorders or diseases 
as well as best practices and evidenced-
based services for individuals with specific 
medical, behavioral, and psychiatric 
challenges

Note: TST’s do not provide direct services 
but; assist in finding resources and 
evidence-based practices to enhance the 
supports already in place or to identify 
supports to enhance the continuity of 
services and/or transition of the individual.
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Educational Activities or 

Technical Assistance Process

1. Contact your TST with request;

2. Will receive response within three 
business days with acknowledgment of 
receipt and if required, request for more 
information;

3. Will provide response to technical 
assistance within three business days 
unless otherwise noted; 

4. Will schedule training to fit needs of 
audience.
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Case Reviews

Multidisciplinary team reviews the medical, 
behavioral or psychiatric challenges in 
complex cases
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Case Review Referral 
Process

• Service Coordinator will contact their TST 
for case review

• Will receive response within three 
business days with acknowledgment of 
receipt

• Coordinator will present the individual to 
TST’s multidisciplinary team for 
recommendations 

• Conclude with a written report and 
follow-up instructions provided within 10 
business days.
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TST Contacts
Emergence Health Network (El 
Paso area)
Jordan Wynn, LMSW
jwynn@ehnelpaso.org or mfp-
tst@ehnelpaso.org

StarCare (Lubbock area)
Mitch Brazil, MA, LPC
mbrazil@starcarelubbock.org

MHMR Tarrant (Fort Worth 
area)
Laura Golden, OTR, OTD
TransitionSupportTeam@mhmrtc.or
g

Metrocare (Dallas area)
Karisa Castille
Karisa.Castille@metrocareservices.o
rg

Integral Care (Austin area)

Madison Meadows, M. Ed., LPC

HLC@Intgralcare.org or 

Madison.Meadows@integralcare.org

AACOG  (San Antonio area)

Emily Roman, LMSW

eroman@aacog.com or 

TST@aacog.com

Nueces Center for MHID (Corpus 

Christi area)

Susan LaGrone, MS, LBSW, LPC-S

MFP-HUB@ncmhid.org

Texana Center (Houston area)

Beth Duncan, MS, BCBA

Texana.HELP@texanacenter.com
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TST Involvement with 
Behavioral Health

• YES Waiver

• Adult Behavioral Health 
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PASRR
Preadmission Screening and 
Resident Review 
• Valerie Krueger, HHSC PASRR MH 

Specialist 
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History and 
Compliance
• PASRR is a federally mandated program 

that requires all states to pre-screen all 
individuals  seeking admission to a 
Medicaid-certified NF for MI, intellectual 
disability (ID) or developmental disability 
(DD)/related conditions (RC).

• PASRR was created in 1987 as part of the 
Omnibus Budget Reconciliation Act. 

Note: For this presentation, DD will be used 
for both DD and RC
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PASRR Goals

PASRR has three goals:

1. To identify individuals with MI, ID or DD; 

2. To ensure appropriate placement, 
whether in the community or in a nursing 
facility (NF); and

3. To ensure individuals receive the needed 
services for their MI, ID or DD.
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What is the PASRR Level 1 
Screening (PL1)?

• The PASRR process requires an initial 
screening for all persons seeking admission to 
a Medicaid-certified NF. 

• The PL1 screening form is completed by the 
Referring Entity (RE)to identify whether a 
person is suspected of having MI, ID or DD.

• If the PL1 screening form identifies a person 
suspected of having MI, ID, or DD, then a 
PASRR evaluation (PE) is completed to confirm 
or deny this suspicion.

Note: If the PL1 shows a suspicion of both MI 
and ID or DD, then the PE is completed for both 
MI and ID or DD
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What is the PASRR 
Evaluation (PE)? 

• Face-to-face evaluation of the person who 
is suspected of having MI, ID or DD.

• Completed by the LIDDA, local mental 
health authority (LMHA) or local 
behavioral health authority (LBHA) to 
confirm or deny the suspicion of MI, ID or 
ID.

• If the PL1 shows a suspicion of only MI or 
ID/DD and the person completing the PE 
finds evidence of both MI and ID/DD, they 
can complete the PE for both.  
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What is the PASRR 
Evaluation? 

The PE has three primary objectives:

1. Confirm the criteria for MI or ID/DD or 

both. 

2. Determine the need for NF level of care.

3. If the person does require specialized 

services, identify which specialized 

services may be needed.
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MI PASRR Specialized 
Services

MI Specialized services available to a  person 
who is PASRR positive for MI  include, but 
are not limited to:

 Skills Training and Development

 Medication Training and Support Services

 Psychosocial Rehabilitation Services

 Routine Case Management

 Psychiatric Diagnostic Interview Exam

 Crisis Intervention Services 

 Day Programs for Acute needs 
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IDD PASRR Specialized 
Services
ID/DD Specialized services available to a  person who 
is PASRR positive for ID/DD include:

 Behavior Support Services

 Customized Manual Wheelchairs

 Day Habilitation

 Durable Medical Equipment

 Employment Assistance

 Habilitation Coordination

 Habilitative Occupational Therapy

 Habilitative Physical Therapy   

 Habilitative Speech Therapy

 Independent Living Skills Training

 Supported Employment
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Interdisciplinary Team 
(IDT) Meeting
If the person is determined to be positive for 
MI, ID or DD (or both MI and ID or DD), an 
interdisciplinary team meeting is held.

Mandatory participants are:

• Person with MI, ID or DD

• The person’s Legally Authorized 
Representative (LAR), if any

• A registered nurse (RN) from the NF who 
is responsible for the person

• A representative of the LIDDA or 
LMHA/LBHA or both (if the person is 
PASRR positive for both MI and ID or DD.
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IDT Meeting
The purpose of the IDT is to:

• Discuss the results of the PE and 
recommended specialized services

• Discuss which MI and ID or DD 
specialized services would benefit a 
person who is dually diagnosed

• Identify which specialized services the 
person or LAR on the resident’s behalf 
wants to receive

• Determine whether the person is best 
served in a NF or community setting.  

60



HHSC PASRR Contact 
Information

For questions regarding PASRR, email:

PASRR.Support@hhsc.state.tx.us
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Thank you! 
Questions? 

IDDServicesACOffice@hhsc.state.tx.us
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