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ABSTRACT  

San Angelo and surrounding communities suffer from both a lack of adequate mental 

health services and a lack of professional staffing to serve the entire community (American 

Medical Association Physician Masterfile, 2017; U.S. Census Bureau, 2014). A 2011 data 

report collected by the Substance Abuse and Mental Health Services Administration 

(SAMSHA) found that over 10 million adults age 18 or older felt that, although they needed 

mental health treatment, they received inadequate or no mental health care. Rural Texas 

communities, as opposed to urban communities, are more likely to face difficulties in 

providing adequate mental health treatment options to residents. As such, mental healthcare 

providers must identify relevant challenges in providing care and adapt evidence-based 

practice methods to meet the needs of individuals living within these rural communities. This 

thesis analyzes existing mental health services available to Tom Green County residents to 

discover issues currently limiting access to proper care and make preliminary 

recommendations to address those limitations.  
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PROLOGUE 

The day is 16 February. A young woman preparing to graduate college completes a 

Beck Depression Scale with her psychologist whom she meets with weekly for a past history 

of Major Depressive Disorder and Generalized Anxiety Disorder. The psychologist expresses 

concern. However, the young woman is not actively suicidal, nor experiencing any current 

crisis. She is not a harm to herself or anyone else. However, she is still in need of help. 

Medication has been prescribed in the past, but the patient’s primary care physician (PCP) 

has a limited range of medications that can be prescribed before a specialist must be 

consulted. The patient states that she is interested in better medication management, and 

deriving a long-term plan prior to the loss of her insurance plan in May following her 

graduation. 

The patient signs a consent form, and the psychologist contacts the referring PCP. 

The PCP recommends that the patient be referred to a psychiatrist. An appointment is 

immediately made. Due to the very limited number of psychiatrists in the area, the earliest 

date to be seen is 16 May, three months away and one day after the patient’s insurance plan 

expires. The PCP contacts the young woman’s insurance company, which advises that the 

fastest way to be seen by a psychiatrist and for it to be paid for is to go to the emergency 

room immediately. At this point, the patient is told that she has 24 hours to go to the 

emergency room to ensure insurance coverage. If she does not go, this will count against her 

in future insurance claims.  

After being admitted into the hospital, blood is drawn and nurses take notes. The 
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patient must wait for two hours for the blood results to return prior to being seen by a 

telepsychiatrist. A social worker accompanies the patient and conducts an assessment prior to  

the patient being seen to ensure the best treatment plan for the patient. The social worker 

informs the patient that the telepsychiatrist makes a recommendation to the attending ER 

physician, neither of which are employees of the hospital, but rather contractors. This 

recommendation can vary from specific medications to a recommendation that the patient 

receive inpatient treatment at a behavioral healthcare facility. The ER physician is not 

required to abide by the recommendation and has the ability to reject the advice of the 

specialist.  

The patient informs the social worker that her insurance is to run out soon and that 

she wants to establish a treatment plan and to meet with a psychiatrist prior to this occurring 

so that a relationship is already established. MHMR services are offered to nonfunded 

patients; however, the patient is currently funded and would not qualify for treatment 

coverage. The patient would then be required to be rescreened following the loss of her 

insurance by MHMR and established with a new psychiatrist, all of which may take another 

three-month waiting period. 

Following an hour-long assessment with the patient, the telepsychiatrist offers a 

diagnosis of Post-Traumatic Stress Disorder and Bipolar tendencies and recommends that the 

patient be placed on two separate mood stabilizers and be seen by a local psychiatrist as soon 

as possible. The patient is given two prescriptions totaling to over $300 without insurance. 

The psychiatrist recommends that she be seen by her PCP to establish a treatment plan as she  
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is only given a one-month supply of medication with no refills. The PCP, who referred the 

patient to the hospital, is unable to prescribe such medications. Once again, the patient is left, 

with two fresh diagnoses, to be seen on 16 May, with no insurance, and no PCP. 

This is my story, similar to the experiences of many, and what continuously inspires 

me to research rural mental health and advocate on behalf of individuals who lack the 

information, available resources, and funding to advocate for themselves. 
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METHODS 

Research for this project began with a review of existing literature on rural healthcare, 

evidence-based practices, social work practices and community mental health resources. It 

also involved an analysis of state and national published statistics on issues related to access 

to care. This research utilized interviews from personnel at Tom Green County agencies 

including Shannon Medical Center, MHMR of the Concho Valley, West Texas Counseling 

and Guidance, Angelo State University Counseling Center, and Tom Green County Sherriff’s 

Department to gain insight from local practitioners into existing services available to clients. 

These interviews were conducted over a six week period of time between February and April 

2017. Interview questions were developed from the Standard Interview for Evidence Use 

(SIEU), which acts as “a measure to assess the level of engagement in acquiring, evaluating, 

and applying research evidence in health and social service settings” (Palinkas, Aarons, 

Velasquez, Holloway, Mackie, Leslie, Chamberlain, 2014, p. 550). This study analyzes 

methods of assessment, prevention, intervention, and evaluation to determine the most 

effective options for services which benefit the agencies as well as the clients. Through this 

research, needs and resources were identified and methods on how to best utilize the 

available resources to meet the needs of clients in the area are recommended. 
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LITERATURE REVIEW 

 A 2011 data report collected by the Substance Abuse and Mental Health Services 

Administration (SAMSHA) found that over 10 million adults age 18 or older felt that, 

although they needed mental health treatment, they received inadequate or no mental health 

care. Rural Texas communities, as opposed to urban communities, are more likely to face 

difficulties in providing adequate mental health treatment options to residents. These 

difficulties develop from factors such as geographic isolation and limited availability of 

services to low income and low socioeconomic status (Wendel, Brossart, Elliott, McCord, & 

Diaz, 2011). 

Tom Green County’s suicide rate has been well above average for the last 14 years 

(Stewart and Jones, 2013). Nationally of patients seen in an emergency room for a suicide 

attempt, approximately 10% will die by suicide within the next ten years. It is important for 

healthcare professionals to recognize the implications of cultures and resources which affect 

small communities. Statistics show that rural communities evidence higher rates of child 

abuse, domestic violence, substance abuse, depression and suicide compared to urban 

communities (Bushy, 1998; Cellucci and Vik, 2001; Smalley et al., 2010). In addition, rural 

areas have less resources than urban areas can provide, thus causing a serious issue in 

healthcare services that must be addressed through advocacy and policy change.  

Recent empirical studies have shown that the current setup of the financing and 

delivery of behavioral health services within the United States for individuals living with  

mental disorders are inadequate in the areas of care and access to community-based treatment 

options (Salkever, Gibbons & Ran, 2014). Texas in particular suffers from a shortage of 
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qualified mental health professionals, especially within rural communities (Texas 

Department of State Health Services, 2014). Due to this shortage, mental health concerns are 

often first addressed by law enforcement or primary care physicians (Robinson, et. al., 2012). 

With only a handful of providers serving over 100,000 people, it is easier, quicker and more 

efficient to be seen by the patient’s primary care physician. Considering that the quality of 

mental healthcare provided by one’s PCP is minimal and far below recommended guidelines 

of specialty mental healthcare providers (American Academy of Family Physicians, 2011), 

adequate treatment is not generally achieved merely by seeing one’s PCP.  

Special care is to be taken when working specifically with rural communities as 

opposed to urban communities. Rural communities differ significantly from urban areas in 

attitudes, beliefs and values (Breen & Drew, 2012; Saba, 1991). Although the Texas 

Department of State Health Services has worked to improve mental health services, shortages 

remain throughout the state in the areas of staff training and available providers. These 

shortages are exacerbated in rural communities.  

In rural mental health care, accessibility, acceptability and availability are integral 

factors which contribute to the likelihood of services being received and utilized. The 

Substance Abuse and Mental Health Services Administration (SAMHSA) identifies cost and 

affordability, stigma, minimization of symptoms, low perceived effectiveness, and structural 

barriers as limitations to individuals receiving mental health services (SAMSHA, 2016). The 

resources provided for members of the community are limited depending on factors such as 

legislation, the administration of local agencies, and their funding sources.  
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San Angelo and surrounding communities suffer from both a lack of adequate mental 

health services and a lack of professional staffing to serve the entire community (American 

Medical Association Physician Masterfile, 2017, U.S. Census Bureau, 2014). Research 

shows that rural areas are often less densely populated, with the population widely dispersed. 

In smaller communities many residents struggle with the feeling of a lack of privacy 

regarding their personal business or information. This proves to be a negative characteristic 

of small communities which can be a barrier to seeking any mental healthcare or treatment. 

This may also contribute to a fear of being stigmatized for seeking treatment. These stigmas 

are often powered by attitudes, cultural beliefs, race and ethnic backgrounds, and 

misconceptions in regards to mental health related illness (Bischoff, 2014). 

Texas has about 5.7 psychiatrists per 100,000 people, compared to the nationwide 

average of 16 psychiatrists per 100,000 people. There is currently no recommended ratio for 

psychiatrists to beds in hospital facilities. However, researchers for the Treatment Advocacy 

Center have found that 40 to 60 public psychiatric beds and 14.7 psychiatrists per 100,000 

population is needed for minimally adequate psychiatric care in the U.S. (Torrey, Fuller, 

Gellar, Jacobs & Ragosta, 2012). As Texas is far below recommended standards, more 

effective outpatient services in a community would relieve some need for psychiatric hospital 

beds. 

According to Torrey et al.’s findings, Texas, a large and demographically varied state, 

has a pronounced shortage of physicians in particular counties and in certain medical 

specialties, as well as fewer physicians per capita overall than the national average. Some 

rural counties have no physician of any kind, many have very few physicians, and an 
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inordinate number have no physicians in certain key specialties (American Medical 

Association Physician Master File, 2014). In these instances, patients must travel to see a 

primary care physician even for minimal treatment which has not always proven to satisfy 

the need for adequate mental healthcare.  

In addition to lack of treatment providers and facilities, sociodemographic disparities 

such as race and ethnicity, age, income, education and region are significant potential barriers 

to treatment. Demographic information regarding rural areas is important as this further 

contributes to the culture of the community. West Texas is a region which spans 131,323 

square miles and is home to more than 2.6 million people, or 14 percent of the population of 

the state of Texas (U.S. Census Bureau, 2014). Of the 108 counties of West Texas, 99 are 

classified as rural and 54 are sparsely populated, with fewer than seven persons per square 

mile. As of 2010, Tom Green County specifically was home to 110,224 residents. 

Education is imperative to mental health care as higher levels of education are 

correlated to improved health literacy (U.S. Department of Education, 2003). Of all San 

Angelo residents, 82.1% have a high school diploma or higher which is consistent with the 

state average. Of the population over age 25 categorized under “Educational Attainment,” 

30% have at minimum a high school diploma or equivalent; 7.3% earned an associate’s 

degree, compared to the state average of 5.2%; and 14.5% earned a bachelor’s degree 

compared to 15.6% statewide (U.S. Census Bureau, 2014).  

Racial minority groups are more likely to be misdiagnosed and receive inadequate or 

inappropriate mental health services. For example, African Americans have higher rates of 

involuntary hospitalization (Aubuchon-Endsley, Callahan, & Scott, 2014). These poor 
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outcomes for minority groups may be seen as a barrier to effective treatment and may affect 

client success. As of 2010, 80.4% of San Angelo’s population is categorized as “White 

Alone,” 10% higher than the state average. However, these statistics are skewed due to 

inconsistent reporting of Hispanic status, as Hispanics may identify with multiple races. A 

more accurate breakdown reveals that 54.4% are considered “White, Not Hispanic or Latino” 

and 38.5% are Hispanic or Latino. State averages are 45.3% for the former and 37.6% for the 

latter. In addition, 4.6% of the population is considered to be “Black Alone,” a percentage 

which is significantly lower than the state average of 11.8% (U.S. Census Bureau, 2014; City 

of San Angelo Development Corporation, 2015). Of San Angelo’s population, there are 22% 

that go without health insurance with 16% of residents currently living in poverty (U.S. 

Census Bureau, 2010).  

It is important that mental healthcare professionals be sensitive to the culture of the 

community in which they are working and to recognize implications of behaviors in small 

communities (Bischoff et al., 2014). The San Angelo community includes a military training 

base, a community college serving approximately 2,500 students and a regional university 

consisting of approximately 10,000 undergraduate and graduate students. Major employers 

include Goodfellow Air Force Base, Angelo State University and Shannon Health System 

(City of San Angelo Development Corporation, 2015). Each of these major employers also 

provides mental health service options available for students and employees of the respective 

institutions. The complex community demographics contribute to the overextension of 

existing mental healthcare services.  
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Social work is a field which can contribute significantly to ensuring that mental 

healthcare treatment needs are met, particularly in areas lacking sufficient medical personnel. 

Sixty percent of the country’s mental health services are provided by clinically trained social 

workers, while only 10% is provided by psychiatrists, 23% of psychologists, and 5% by 

psychiatric nurses (NASW, 2017). The National Association of Social Workers defines 

Social Work as a practice which “consists of the professional application of social work 

values, principles, and techniques to one or more of the following ends: helping people 

obtain tangible services; counseling and psychotherapy with individuals, families, and 

groups; helping communities or groups provide or improve social and health services; and 

participating in legislative processes” (NASW, 2017, n.p.). This field is unique in that it 

utilizes theory and ethics to advocate for social and economic justice for marginalized and 

oppressed populations. Social work is a unique profession in that it focuses on the person and 

environment, the strengths perspective, and has an established NASW Code of Ethics 

(Suppes and Wells, 2013). 

SOCIAL WORK THEORIES  

Social work theories are generalized explanations supported by evidence obtained 

through the utilization of the scientific method. These theories are used to comprehend and 

explicate human behavior by describing how humans interact with one another and with 

outside stimuli. Social work practice models aim to describe how social workers can 

implement these theories. Practice models provide social workers with a blueprint of how to 

help others while utilizing the underlying social work theory. Evidence-based 

practices (EBP) are methods which combine “well-researched interventions with clinical 
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experience and ethics, and client preferences and culture to guide and inform the delivery of 

treatments and services” (Social Work Policy Institution, 2017, n.p.). 

Life Course Perspective 

The life course perspective is looks at human behavior from a biological, 

psychological, and social perspective considering how each shapes the human experience 

across the life span (Hutchinson, 2015). Concepts of the life course perspective include 

cohorts, transitions, trajectories, life events and turning points, each playing a significant role 

in one’s life. This perspective is utilized to evaluate the patient or clients and meet their 

needs based on their current stage in life. 

Systems Theory 

The systems theory aims to describe human behavior through the use of multiple 

systems which ultimately describe the “systematic determinants of behavior” (Parsons, 

1951). This theory is premised on the idea that an effective system is based on individual 

needs, rewards, expectations, and attributes of the people living in the system. Systems 

include the Client System, Family Systems, Exosystems and Micro, Mezza and Macro level 

systems. These systems are utilized when working with individual patients, their families and 

large groups such as a hospital team.  

Erikson’s Theory of Psychosocial Development 

Erikson’s (1950) theory of psychosocial development embodies a theological framework 

used to understand the life course perspective. Often, adapting the stages of the theory to 

clients provides a better understanding of their needs. The developmental stages are divided 
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into eight stages which are defined by age. The tasks at each stage are to be mastered prior to 

moving on to the next stage with the caretaker facilitating the child’s learning of the tasks. 

Trust vs. mistrust (0–2 years)  

At a very primal level, infants develop a sense of trust for their providers and 

caregivers with an assured understanding that their needs are being met by adults. An 

emotional bond forms which aids in the facilitation of early relationship formation. At this 

age, infants begin to learn about distrust as well. 

Autonomy vs. shame and doubt (early childhood, 2–4 years) 

This stage is centered on the life of the toddler age group. These toddlers are learning 

to explore and begin to learn about self-control and how it works. Oftentimes clients within 

this age group get frustrated easily due to difficulty communicating and understanding. 

Children at this age require firm limits and boundaries as well as a rich and stimulating 

environment. It is imperative that at this stage children receive affirmation for completing 

tasks that are expected of them (such as toilet training) or it may potentially result in an 

identity crisis.   

Initiative vs. guilt (preschool, 4–5 years) 

Children at this age begin more decision-making tasks and are more likely to feel 

guilty about their capacity to initiate actions and make decisions. Upon completion of this 

stage children will learn to gain satisfaction from completing tasks. Children learn about 

family roles and begin to understand limits and boundaries. At this age, children learn about 

sharing and utilizing peer relationships. 

Industry vs. inferiority (school age, 5–12 years) 
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This age group encompasses most school-age children. During this time, children 

learn to master tasks which aid them in the mastery of this stage such as developing healthy 

relationships with peers. Children learn right from wrong and develop skills that foster a 

sense of responsibility for their actions.  

Identity vs. role confusion/diffusion (adolescence, 13–19 years) 

Most individuals who fall into this category of psychosocial development are at a 

transition between childhood and adulthood. During the adolescent period, individuals begin 

to “develop a sense of who they are” and may often become confused about their identity. 

Those who are unable to master this stage often find themselves struggling with self-esteem 

and self-realization of goals.  

Intimacy vs. isolation (early adulthood, 20-39 years) 

During this state in psychosocial development individuals embark on the early 

adulthood years. Young adults commit to relationships and oftentimes feel a sense of 

isolation when these relationships are not formed or maintained. Those in young adulthood 

often find themselves searching for love and stable relationships. Those who are unable to 

formulate these relationships may feel alone and isolated. Mastery of this stage involves 

developing relationships with others while still maintaining one’s identity.  

Generativity vs. stagnation (middle adulthood, 40–64 years) 

Often called middle adulthood, this stage encompasses adults developing the 

capability of succeeding in the area of self interest in an effort to halt a sense of stagnation. 

Generativity requires an individual to place personal interests aside to care for other 

generations (Hutchinson, 2015). A primary goal of this stage is productivity and raising the 
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generations to follow. These generative adults rely on their experience and wisdom to mentor 

and inspire younger generations while also providing for the aging population. Lack of 

success in this area may lead to feelings of stagnation which is a common occurrence in 

middle adulthood.  

Ego integrity vs. ego despair (late adulthood/maturity, 65+) 

During the stages of late adulthood, individuals grasp accepting life in their older 

years. In Erikson’s idea of integrity, this encompasses the ability to cope with their life 

experiences. The sense of social responsibility increases with age along with growth of 

various personality traits including self-confidence and sociability.  

EVIDENCE-BASED PRACTICE METHODS 

Evidence-based practices (EBP) are methods which combine “well-researched 

interventions with clinical experience and ethics, and client preferences and culture to guide 

and inform the delivery of treatments and services” (Social Work Policy Institution, 2017, 

n.p.). 

Biopsychosocial Assessment 

In conducting adult acute assessment, social workers gather information from a 

patient for use in developing evidence-informed care plans (NASW, 2016). The Evidence-

Based Practice of biopsychosocial assessment looks at all contributing factors to ones stay in 

the hospital. According to NASW standards, “a biopsychosocial–spiritual perspective 

recognizes the importance of whole person care and takes into account a client’s physical or 

medical condition; emotional or psychological state; socioeconomic, sociocultural, and 

sociopolitical status; and spiritual needs and concerns” (NASW, 2016, n.p.). The guidelines 
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for social work practice in healthcare settings assert the importance of these initial 

screenings, stating that “the presence of psychosocial screening programs has become a 

criterion for institutional accreditation in certain health care settings” (NASW, 2016, n.p.). 

During this assessment, social workers engage clients to identify their needs and strengths 

and help them to establish their goals. Early identification of psychosocial issues can assist 

health care social work staff in effectively prioritizing situations that may affect client safety 

or indicate a high need for social work services. 

Care Planning 

Care planning entails developing a plan of care for a client during the hospital stay as 

well as to ensure success upon discharge. These plans are usually collaborative plans 

developed with the nursing staff and nurse case managers, social workers, doctors, and any 

specialists or agencies that the patient may be affiliated with.  

Social workers are essential members of interdisciplinary hospital teams who 

collaborate with doctors, nurses, and allied health professionals to coordinate best care plans 

for patients. Hospital social workers utilize case management skills to help patients and their 

families address and resolve the social, financial, and psychological problems related to their 

hospital stay. Social works assist with patient needs such as initial screening and evaluation 

of patient and families, helping patients and families understand the illness and treatment 

options, exploring emotional/social responses to illness and treatment, interpreting 

information, educating patients on community resources and advance directives, making 

referrals and coordinating patient discharge and continuity of care planning (NASW, 2016). 
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Case Management  

Case management is defined by the NASW Standards for Case Management as “ a 

process to plan, seek, advocate for, and monitor services from different social services or 

health care organizations and staff on behalf of a client”. This allows social workers to 

coordinate their efforts with other disciplines and organizations to serve clients. A social 

work case manager is to “participate in ongoing, formal evaluation of her or his practice to 

maximize client well-being, assess appropriateness and effectiveness of services, ensure 

competence, and improve practice” (NASW, 2013, p.13).  

Assertive Community Treatment Model and Intensive Case Management 

The assertive community treatment model is a highly-researched intervention method 

that was created in an effort to broaden the dissemination of evidence-based mental health 

treatment options. Intensive case management utilizes assertive community outreach, 

assessment of client need, and coordination of client care in collaboration with the client’s 

desired health outcomes. These programs could be utilized at agencies which offer case 

management as a service.  

Jail Diversion Programs 

Effective mental health jail diversion programs are evidence-based designs used to 

reduce jail recidivism and frequency of arrest and incarceration among persons with mental 

illness. In 2017, a Mental Health Jail Diversion Pilot (MHJDP) program was evaluated by the 

Texas Health and Human Services commission. This program was developed as a 

collaborative model in which health and human services and criminal justice agencies work 

together. Additionally, the program incorporated core elements of the evidence-based model 
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of assertive community action teams and high utilization of its case managers. San Angelo 

has already begun this process by employing and utilizing mental health deputies (Williams 

Interview). 

The implementation of such a program involves a comprehensive planning process 

between behavioral health, criminal justice, and law enforcement workers. Receiving input 

from these individuals during the planning period proved to enhance the program's 

effectiveness. The strong collaboration between local law enforcement, mental health 

agencies, and the courts provide a framework for sustainability essential to effective program 

implementation. This model has successfully reduced overcrowding in jails and unnecessary 

incarcerations dramatically (Texas Department HHS, 2017). 

It is critical for social workers to fully understand the range of agencies and mental 

health services available to ensure that the client’s needs are met. This thesis aims to identify 

challenges facing rural areas, like Tom Green County, in providing adequate services to 

clients with mental health related illness and offer preliminary recommendations to overcome 

existing limitations.  

PRINCIPLE AGENCIES 

Tom Green County is served by multiple agencies which offer many different mental 

health treatment options. To better understand unique challenges, interviews were conducted 

with agency personnel based on a predetermined set of questions. Individuals were given the 

freedom to respond and elaborate at their discretion.  
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MHMR for the Concho Valley 

MHMR (formally known as Mental Health, Mental Retardation), is the Local Mental 

Health Authority (LMHA) for seven counties in West Texas and is located in Tom Green 

County in San Angelo, Texas. These seven counties are Coke, Concho, Crockett, Irion, 

Reagan, Sterling, and Tom Green. 

MHMR services for the Concho Valley’s Behavioral Healthcare Services are aimed 

towards individuals with a diagnosis of Schizophrenia, Bipolar Disorder or Major Depression 

(MHMR, 2017). Services provided by the agency utilize the Texas Recovery and Resiliency 

(TRR) model provided by the Texas Department of State Health Services. Resiliency and 

Disease Management (RDM) is the State of Texas’ design for public mental health services 

for individuals with severe and persistent mental illness. Treatment is based on an outpatient 

basis within the community. 

Individuals seeking treatment are met by intake staff.  Intake personnel consist of 

Licensed Professional Counselors (LPC) who are credentialed professionals that are 

entrusted to work within the scope of their license, job description, and contract 

specifications to determine one’s eligibility for services. Eligibility criteria have been 

established by the Health and Human Services Commission (HHSC) – formerly called the 

Department of State Health Services (DSHS). The criteria are as follows: 

For individuals 18 or older (adult services), initial eligibility is defined as those with a 

diagnosis of: 

(a)  Schizophrenia as defined in the DSM-5 

(b)  Bi-polar disorder as defined in the DSM-5 
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(c) Major Depression as defined in the DSM-5 with a Global Assessment of 

Functioning (GAF) score of 50 or below 

(d)  Other mental health diagnosis whose current GAF is 50 or below and needs on-

going Mental Health (MH) Services 

(e)  An individual 18 or older who was served in children’s MH services and meets 

the children’s Mental Health priority population diagnosis definition prior to turning 

18 is considered eligible for one year. 

For individuals 3-17 (children services), initial eligibility is defined as those 

individuals in that age group with a serious emotional disturbance who have a serious 

functional impairment or who: 

(a) Are at risk of disruption of a preferred living or children care environment due to 

psychiatric symptoms 

(b) Are enrolled in special education because of a serious emotional disturbance” 

(Wallace, Personal Interview, February 13, 2017). 

Individuals are referred to the agency by self-referrals, schools, state hospitals, local 

crisis stabilization units such as River Crest Hospital and Shannon Behavioral Health, private 

doctors, other Local Mental Health Authorities, Legally Authorized Representatives (LARs), 

the Department of Aging and Disability (DADS) electronic referral system known as Long-

term services and Supports Referral System, the Probation Department, the Parole 

Department, emergency rooms, jails, and other referring agencies (Wallace interview, 2017).  

The screening tool which the MHMR of the Concho Valley utilizes for adults is the 

Adult Needs and Strengths Assessment (ANSA).  The eight domains included in the ANSA 
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address:  Risk Behaviors, Behavioral Health Needs, Life Domain Functioning, 

Family/Caregiver Strengths and Needs, Strengths, Acculturation, Psychiatric 

Hospitalizations, and Psychiatric Crisis History. At minimum, the ANSA is assessed every 

180 days. The screening tool used for children is the Child and Adolescent Needs and 

Strengths (CANS).  The eight domains included in the CANS address: Child Risk Behaviors, 

Child Behavioral/Emotional Needs, Life Domain Functioning, Caregiver Strengths and 

Needs, Child Strengths, Culture, Psychiatric Hospitalizations, and Psychiatric Crisis History. 

The CANS assessment is re-administered every 90 days while the child is receiving services 

(MHMR, 2017).    

Individuals presenting with suicidal ideations are screened on a case-by-case basis.  A 

Qualified Mental Health Professional is tasked with attempting to assess the underlying 

reasoning for the suicidal ideations.  One process professionals utilize is a technique called 

Motivational Interviewing.  During the screening process, a Qualified Mental Health 

Professional is also attempting to determine the action steps to ensure the safety of the 

individual. 

If someone presents with suicidal ideation because they missed a routine nurse 

appointment, a Qualified Mental Health Professional will not seek state hospitalization to 

remedy the ideations.  Instead, the QMHP may assist the individual by coordinating another 

appointment and then determine if the suicidal ideations have been alleviated. In more 

pressing cases, the LMHA’s 24-hour suicide prevention hotline may be contacted. This 

hotline is staffed with professionals that are accredited by the American Association of 

Suicidology.  These professionals can make a determination as to whether or not 911 needs 
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to be immediately contacted, non-emergency police officers need to be notified, or the 

Mobile Crisis Outreach Team (MCOT) needs to be activated.  If the hotline determines the 

LMHA’s MCOT needs to respond on location to an emergent situation, the MCOT is 

expected to respond to any location in the LMHA’s service area (MHMR, 2017). 

One responsibility for Local Mental Health Authorities is to provide treatment to the 

served individuals in the least restrictive environment.  The goal of any recovery team should 

be to provide services in the least restrictive environment for one to reach their full potential 

in their chosen community.  To accomplish this, outside referrals are often made and 

followed through if the individual agrees.  Referrals are made on a case-by-case basis and are 

often generated by the need of the individual at the time.   

If someone needs a referral for counseling, this LMHA has a working contract with 

West Texas Counseling and Guidance. If someone needs access to food stamps, the 

appropriate referral is made.  In crisis situations, clients are treated in the least restrictive 

environment possible, retaining their individual integrity while reducing access to lethal 

means. If a referral to the local Crisis Respite facility is necessary to provide safety for 

someone from harm to self or others, the referral is made.  If it is assessed that Crisis Respite 

will not suffice to adequately address the individual’s perceived crisis, an assessment is made 

to determine if the individual’s crisis can be alleviated locally at the Shannon Behavioral or 

River Crest Hospital.  An individual can also be referred to a state hospital if the crisis is 

assessed to require that level of care.   

 Referrals are made to other agencies typically by a Recovery Coach- a relatively new 

term to better explain the job responsibilities of what is generally referred to as a case 
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manager.  A Recovery Coach is responsible for providing routine case management.  Routine 

case management is a service that assists an individual in gaining and coordinating access to 

necessary care and services appropriate to the individual’s needs (MHMR, personal 

communication, 2017). 

West Texas Counseling and Guidance 

West Texas Counseling & Guidance (WTCG) is a non-profit social service agency 

providing outpatient mental health services to residents of the Concho Valley. In 2016, 

WTCG saw 2,547 clients over the course of over 11,000 therapy sessions (WTCG, 2017). 

The center offers services such as cognitive behavioral therapy, trauma-focused cognitive 

behavioral therapy, play therapy, behavioral intervention programs, individual counseling, 

family therapy and couples counseling. West Texas Counseling and Guidance is the only 

non-profit counseling center in the Concho Valley.  

The counseling staff is diversely comprised of licensed staff including Licensed 

Professional Counselors (LPC), Licensed Chemical Dependency Counselors (LCDC), 

Licensed Marriage and Family Therapists (LMFT) and one full time Licensed Clinical Social 

Worker (LCSW). All staff at minimum have a Master’s degree and a license within their 

field. It is advantageous for an agency to staff an LCSW as they are able to bill specific 

insurance companies such as Medicaid and Tricare. Only social workers at the LCSW level 

are qualified to bill Medicaid (WTCG, 2017). The only other mental health care providers 

qualified to do so are psychiatrists, though often times they will not conduct therapy. Some 

LPCs who were previously verified by Tricare to bill for services are able to do so; however 

new LPCs cannot be Tricare verified due to shifting national standards. For nonfunded 
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patients, funding options such as grants and co-pay assistance are available for those who 

meet a pre-determined income requirement. The center also uses a sliding scale based on 

household size and income to determine session cost.  

WTCG employees participate in continuous learning through regularly hosting and 

attending trainings such as Continuing Education (CEU) courses at River Crest Hospital, 

play therapy and cognitive behavioral therapy trainings across the state of Texas, as well as 

participating in trainings held at the Beck Institute, the governing body of the usage of the 

Beck Depression Inventory. Cognitive Behavioral Therapy entails health education within its 

treatment, which is particularly beneficial for patients with poor health literacy.  

For patients presenting with suicidal ideation, an assessment is conducted and a safety 

plan put in place employing a means restriction, which is a method of limiting access to 

lethal methods which could be used for suicide. The PDQ9 is a frequently used assessment to 

determine psychiatric care needs. From this point, the client is either referred to River Crest 

Hospital or to the emergency room.  With a focus towards being a more crisis centered 

facility, WTCG aims to have a training crisis therapist available for such crisis situations 

(Wade, Personal interview, February 15, 2017). 

Tom Green County Sheriff’s Department Mental Health Deputy Program 

The Tom Green County Sheriff’s Department Mental Health Deputy Program 

consists of six mental health deputies who cover Tom Green County and respond to people 

who are in crisis. Specially trained Mental Health Deputies have the authority to determine 

that a person meets the criteria for emergency detention without issuing a warrant if the 

person proves to be “an imminent, substantial risk of serious harm to self or others” (Texas 
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Health and Safety Code, 2015). The assessment used to determine if a person is considered to 

be a risk was developed by the Tom Green County Mental Health Deputies and utilizes 

questions on an axis system “similar to the social work Person In-Environment evidence 

practice model” (Williams, Personal Interview, February 13, 2017). Following this, an 

emergency detention application may be filled out by either the peace officer or a staff 

member (typically a social worker) at the hospital to which the patient was taken. From there, 

a Justice of the Peace issues an Emergency Detention Warrant. This warrant essentially 

prohibits the patient from leaving the hospital without facing legal ramifications.  

The policies regarding emergency detentions are defined in the Texas Health and 

Safety Code, (Title 7, Mental Health and Intellectual Disability, Subtitle C, Texas Mental 

Health Code, Chapter 573, Emergency Detention). Individuals under an emergency detention 

order are detained legally for 48 hours. The Texas Mental Health code states that if the 48-

hour period ends on a weekend (Saturday, Sunday, legal holiday, or before 4 p.m. on the first 

succeeding business day), the individual may be detained until 4 p.m. on the first succeeding 

business day. If the 48-hour period ends at a different time, the person may be detained only 

until 4 p.m. on the day the 48-hour period ends. 

The magistrate relies heavily on the evaluation of mental health professionals such as 

the hospital psychiatrists and physicians to determine whether the criteria for detention exist. 

Patients presenting with suicidal and homicidal ideations, hallucinations, aggression and 

threatening behavioral issues are seen by a telepsychiatrist at Shannon Hospital per the order 

of a physician.  Following medical clearance, a hospitalization recommendation from a 

physician or the telepsychiartist is required for further detention of the person under the 
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temporary mental health commitment laws of Texas. In such case, an emergency detention 

order is issued and the patient is then transported to a mental health facility such as River 

Crest Hospital or Shannon Behavioral Center (Williams interview).  

Angelo State University Counseling Center 

The Angelo State University counseling center is located on the ASU campus and 

serves the students, faculty and staff members of the university. Clients are often referred by 

fellow students, professors, Resident Advisors, Area Coordinators, the housing department 

and the Texas Department of Assistive and Rehabilitative Services (DARS) program. Many 

patients who come to the ASU clinic are students are dealing with mood disorders such as 

depression, anxiety, and relationship issues often from unresolved childhood family issues, 

love relationships, and test anxiety as well as other issues (Favor, Personal Interview, March 

1, 2017). 

Patients are referred to outside therapists if the issue involves family members who 

are not ASU students. If the family member is a student, the center does offer family or 

couples counseling.  The clinic has a partnership with Shannon Medical Center and clinic 

staff are able to refer to inside medical staff if medication is recommended. For academic 

concerns, the center often refers to the tutoring center, to Disability Accommodations, and 

sometimes to Campus Police a legal matter is involved along with the Title IX office if 

necessary. The counseling center also refers externally to River Crest Hospital, Shannon 

Behavioral Health, Alcoholics Anonymous and local psychiatrists if needed. Referrals are 

made to outside agencies through phone calls to the agency and by giving the student the 
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information to contact the agency directly. If the student has a treating PCP the clinic will 

often refer back to them to develop a treatment plan for the patient.  

A face-to-face clinical interview is conducted with every student who comes in for a 

counseling appointment. The primary screening instruments utilized are the PHQ-9 which 

screens for depression using a scale from mild to severe, and the GAD-7 which screens for 

anxiety, again from mild to severe depending on the scores provided.  The Adult Self-Report 

Scale VI.I is also utilized to determine if the student has ADD or ADHD.  If a patient does 

present with ADD or ADHD, the counseling center will often refer to a local Psychologist 

who does the testing for the patients and follows up with a written report given to the 

counseling center.   

If a student presents with suicidal ideation several questions are asked such as: 

Do you have a plan?  

Have you ever attempted suicide? If so when and how?  

How many times have you attempted suicide?  

If the student presents to have a plan and intent to harm, the patient is referred to one 

of the psychiatric hospitals in town or a local emergency room (Favor interview). 

The staff at the ASU Clinic may interact with a student’s PCP for treatment issues, 

but typically the medical staff refers the student back to their PCP for any additional 

treatment that may be necessary. The counseling services are provided for no fee since the 

students pay a Medical Services fee when they enroll. The clinic staff will treat students who 

don’t have health insurance as long as they are enrolled at ASU (Favor interview).  
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Shannon Medical Center: Shannon Hospital and Shannon Behavioral Health Center 

Shannon Medical Center is the primary county hospital located in San Angelo, Texas, 

with 298 beds and services more than 13 West Texas counties and hospitals in its primary 

service area. Shannon Medical Center receives its patients through direct admit from 

physician offices, transfers from other facilities, or admissions to the emergency room 

through either voluntary or involuntary fashion. As the primary regional hospital, Shannon 

offers 24-hour emergency care for area hospitals in counties across West Texas.  

For patients who present to the hospital who are actively in crisis, they are referred to 

the emergency room to be assessed by a physician and a telehealth psychiatry specialist. 

Shannon’s social workers visit with patients and conduct a biopsychosocial assessment. 

Following the assessment, the social worker will make referrals if needed to outside agencies 

to meet the needs of the clients. For psychiatry, patients with insurance discuss options for 

preferred providers. Non-funded patients are referred to agencies which serve patients with 

no insurance such as La Esperanza and MHMR of the Concho Valley. Mental health 

assessments for adult patients are staffed with both psychiatrists and telepsychiatrists. 

Prior to discharge, patient risk factors are evaluated. Patients with suicidal ideation 

are evaluated via adult acute assessment, and an inpatient referral is made to Shannon 

Behavioral Center or Rivercrest Hospital if they are at risk for suicide. If the physicians feel 

as though the patient is in need of additional treatment or if a patient continues to be a danger 

to themselves or others, least restrictive treatment methods are set in place if at all possible. If 

patients are unwilling to go to inpatient treatment voluntarily, these patients are then placed 

under emergency detention order.  
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Care planning services for the patient include an interdisciplinary team consisting of a 

physician, a nurse case manager, a registered nurse, a charge nurse and a social worker if 

needed. This team aims to facilitate services and ensure a safe discharge plan for the patient 

prior to their discharge. Following discharge, the social worker will often follow up with the 

patient or agency to ensure that their needs have been met or to provide additional treatment 

options. Shannon Medical Center has case management staff consisting of nurses and social 

workers aimed at coordinating the best possible discharge plan for the patient. The staff aim 

for care which meets more than simply the physical needs of their patients. Special attention 

is also given to the psychological and social needs of patients and family to ensure the best 

possible care for the patient. When working with patients with substance abuse issues, 

patients must have their blood ethyl alcohol levels below intoxication levels to be evaluated. 

Telepsychiatry cannot be consulted if the patient is intoxicated. For patients who do not have 

funding, they will be referred to MHMR for mental health services.   

 Within a hospital setting there are a plethora of potential ethical dilemmas that 

healthcare professionals may face. In the interest of client safety, Shannon has comprised a 

multidisciplinary team of staff including nursing staff, medical social workers, physicians 

and surgeons to make up an Ethics Committee which hosts discussions on ethical dilemmas 

that must be resolved on a multifaceted level (Jansa, Personal Interview, March 17, 2017). 

These ethical dilemmas include matters such as medical power of attorney, end-of-life care, 

decision making status and other factors which may be pertinent to a patient’s stay or 

discharge from the hospital (NASW, 2016). 
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DIVERSITY ISSUES ENCOUNTERED 

Research has established that it is important that mental healthcare professionals be 

sensitive to the cultures of the community in which they are working (Bushy, 1998; Cellucci 

and Vik, 2001; Smalley et al., 2010). It is important for professionals to remain cognizant of 

their roles within social systems and how they impact potential clients. As the NASW Code 

of Ethics states, “Social workers should promote conditions that encourage respect for 

cultural and social diversity within the United States and globally. Social workers should 

promote policies and practices that demonstrate respect for difference, support the expansion 

of cultural knowledge and resources, advocate for programs and institutions that demonstrate 

cultural competence, and promote policies that safeguard the rights of and confirm equity and 

social justice for all people” (NASW, 2017, n.p.). 

Cultural Diversity 

Being culturally competent includes remaining self-aware of one’s own culture and 

promoting awareness and advocacy for not only race and ethnicity, but also factors such as 

sexual orientation, gender identity, religion, age and disability to name a few. Self-reflection 

is imperative as the recognition of one’s own culture could potentially enhance service to 

clients. Being knowledgeable and aware is important as culture is passed down from 

generation to generation. With so many recent and upcoming changes to the demographic 

makeup of the nation, these changes will increase diversity. Social work professionals utilize 

an interdisciplinary approach and viewpoint to analyze cultural competency and examine the 

forms of oppression and discrimination of cultural groups in efforts to eliminate disparities 

(NASW, 2015, p.4).  
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ETHICAL ISSUES ENCOUNTERED 

Ethics are the core of social work and are an essential element to the profession 

providing accountability to a higher standard. These ethical standards guide the decision-

making process and ensure that the needs of the client are at the forefront. Social workers are 

to adhere to this code of ethics in order to promote social and economic justice as well as 

resolve potential ethical dilemmas should they arise in practice.  

According to the National Association of Social Workers, social workers are to 

“respect and promote the right of clients to self-determination and assist clients in their 

efforts to identify and clarify their goals. Social Workers may limit clients’ right to self-

determination when, in the social worker’s professional judgement, clients’ action or 

potential actions pose a serious, foreseeable, and imminent risk to themselves or others” 

(NASW, 2008, n.p.). 

Social workers aim at maintaining the client’s integrity and wishes in the 

determination of end-of-life matters. Even in instances where the client can no longer make 

decisions for themselves, it is an ethical responsibility to clarify the client’s goals and ensure 

their wishes. However, this does not apply when the client poses a serious risk to him or 

herself in the situation. In essence, these ethical rules could be used to ultimately take a 

client’s rights and decision-making capacity away, an action that in no way should be taken 

lightly.  However, if the patient’s goal interests are to end his or her own life, social workers 

are then ethically obligated to limit their right to self-determination (Jansa interview). 
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SOCIAL AND ECONOMIC JUSTICE ISSUES ENCOUNTERED  

Social and economic justice is an integral part of social work’s field education 

pedagogy and expectations for students who intend to become social workers. According to 

the NASW, “Social justice is the view that everyone deserves equal economic, political and 

social rights and opportunities. Social workers aim to open the doors of access and 

opportunity for everyone, particularly those in greatest need” (NASW, 2013, n.p.). Being an 

advocate for social justice entails recognizing injustices and what causes them whether it be 

prejudices and discrimination or poor availability of resources. Economic justice involves 

equity of resources available to all who need them. Economic justice is an important issue 

when it comes to matters such as poverty and welfare.  

A primary economic justice issue regarding rural mental health care are the disparities 

in healthcare funding. Many poverty-stricken clients do not have insurance or are utilizing 

services such as Medicare, Medicaid, Supplemental Security Income (SSI) and Social 

Security Disability (SSDI) (Cubanski, Casillas, and Damico 2015). Clients who are disabled 

receive funding called SSI or SSDI. If a client were to work, eligibility for Medicare would 

be denied. However, while on SSI one is often unable to work enough to afford many things 

and your entire income comes from being disabled only. If one were to work, they risk the 

option of losing insurance coverage and SSI payments and must pay for medical treatment on 

their own. This proves to be too expensive for most clients and thus most clients are forced 

not to work to be able to have insurance and afford to live. This proves to be an economic 

justice issue which social workers are able to advocate for. 
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Health Literacy 

An integral component of social justice is recognizing the fact that all people do not 

receive resources equally. This includes ensuring adequate education and information. Health 

literacy is defined by the Patient and Affordable Care Act of 2010 as “the degree to which an 

individual has the capacity to obtain, communicate, process, and understand basic health 

information and services in order to make appropriate health decisions." Health literacy is 

important to clients as it may limit their understanding of the medical treatment which they 

are receiving which may limit their decision-making capacity. It is important for the social 

workers to ensure that the patients are as informed as possible and resources are provided for 

the patient if there is difficulty understanding.  

In an article titled “Disparities and the Social Determinants of Mental Health and 

Addictions: Opportunities for a Multifaceted Social Work Response” (Bowen & Walton, 

2015) factors regarding treatments options for those with substance abuse history and mental 

health history are examined. Racial and ethnic minorities in the United States tend to have 

poorer physical and mental health outcomes. The authors of this article argue that the social 

work profession has a unique role to play in eliminating racial and ethnic health disparities, 

particularly in the areas of mental health and addictions, where social workers have an 

opportunity to intervene, advocate and manage cases. This aforementioned response entails 

looking at biological, social, and psychological factors to develop a plan of action which will 

best work for these clients. Minorities are often less encouraged to seek treatment or have a 

more stringent stigma in place. A social worker could potentially work with these clients, and 
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advocate on a larger scale to reduce this stigma and ensure safe and non-judgmental care for 

all.  

RESULTS 

Interviewees ranged vastly in field and specialty in order to attempt to incorporate an 

accurate scope of the individuals in this community who provide mental health services. 

Interview participants ranged from a county sheriff to Social Work Case Managers, 

Registered Nurse Case Managers and the Director of Mental Health Services for the local 

mental health authority. These results from the interviews are interesting because the 

interviewees were able to openly acknowledge the needs that are not being met by their 

agencies, as well as provide solutions or options that they believed would help the 

community increase its resources and satisfy healthcare needs. Of the agencies who were 

contacted, it took an average of three days for a reply, with five out of the twelve mental 

health service agencies neglecting to respond altogether. It should also be noted that while 

attempting to gather information from these agencies, in 50% of these cases, the researcher 

was referred to other agencies or other departments within the agency. This is worthy of note 

as patients who may be seeking services or the correct point-of-contact at an agency may 

experience similar circumstances. 

Interviewees noted the differences in training and employment qualifications for 

working with clients with a mental health illness. Some agencies required extensive 

licensures, a master’s degree, trainings and mandatory continuing education credit, while 

others only required initial training at the discretion of the agency. Some agencies require 
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their case managers to be either licensed social workers or registered nurses whereas many 

principle agencies only require a bachelor’s degree and train individuals in case management 

specifically for their role at that agency. This difference in training is important because the 

standard for services and what is expected from employees can vary based on the training 

received. Social workers have a license and an ethical code which holds them accountable for 

their actions and liable if they do not honor their responsibilities.  

This study confirms that there is a need for additional psychologists and psychiatrists 

in the San Angelo community. San Angelo falls below the number of recommended 

psychologists needed for adequate healthcare treatment (American Medical Association, 

2014; Merritt Hawkins, 2015). Interviewees noted that the implications of this shortage 

manifest in factors such as homelessness, frequent visits to the emergency room for acute 

treatment, and even lost time at work. A pivotal factor to this result is also communication 

between agencies. Patients known as “frequent flyers” have exhausted resources at nearly all 

of the agencies where they may need or receive services. If a system were put in place where 

agencies worked together, the need for emergent care could be reduced, and these “frequent 

flyer” patients would have a majority of their mental healthcare needs met. Utilization of the 

aforementioned Assertive Community Treatment Model could be implemented to satisfy this 

need (Lexén and Svensson, 2016). 

Results indicated that a need exists for larger treatment facilities which offer more 

services. Currently, it can be very difficult for an individual in San Angelo to receive 

treatment for a comorbidity of mental health illness and substance abuse as few agencies 

have the capacity to treat both and the primary institution that does is a private facility. 
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Establishing a larger facility which is capable provided a vast variety of services was 

recommended by almost all of the interviewees. Developing a facility of this nature would 

require funding, of course. Though it is recommended that in rural communities that non-

profit funding come from the community (SAMSHA, 2015), many interviewees noted 

concern that members of a conservative community such as San Angelo were unlikely to 

donate to a cause such as this. Residents of rural communities are more likely to donate to 

causes such as those with a religious or spiritual compass involved and those which are able 

to benefit them personally in the future (The Center on Philanthropy at Indiana University, 

2010). Funding for a project of this level would most likely have to come from national block 

grants. 

Lastly, all interviewees mentioned the harrowing factor of incarceration rates for 

individuals living with a mental health illness. All hoped to reduce this number and 

potentially implement a Jail diversion program of some sort. These types of programs have 

proven to be successful across Texas when implemented correctly.  

 

DISCUSSION 

Implications 

Economic 

Providing the necessary psychological treatment options enhances both employment 

and output, with gains exceeding the cost of treatment. For each $1 spent on providing 

psychological services $2 is saved, with around $1 saved on welfare benefits and another $1 
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save on physical health care (Layard, 2016). As a result, less money will be spent on welfare 

programs and more on actual treatment options. 

Living with a mental health illness impacts one’s ability to perform at work. 

Individuals with a mental illness are more likely to take time off of work or use sick leave, 

with between one-third and one-half of all days off work attributable to mental illness 

(Organization for Economic Co-operation and Development, 2012). In at least 80% of such 

cases this underlying mental health problem makes it impossible to cope with the normal 

working environment. The total employment for the U.S. would be almost 4% higher if 

individuals living with a mental illness or mental disability were able to work an amount 

equivalent to those without a mental illness. Receiving adequate evidenced-based treatment 

such as therapy enhances employment and productivity while increasing life satisfaction 

(Layard, 2016). 

Criminal Justice 

Texas prisons with inmates with no mental health diagnosis cost the government an 

estimated $22,000 a year (Henrichson and Delaney, 2012). Costs for inmates with a mental 

illness are considerably higher with each individual costing the state of Texas between 

$30,000 to $50,000 annually. This amount does not include the cost of lawsuits filed by the 

relatives of the mentally ill patients after accidental deaths of the mentally ill inmates in 

prison. (Miller and Fantz, 2007). Diverting individuals with these problems from the criminal 

justice system to the community mental health system will decrease state inmate spending 

drastically and reduce the number of unnecessary incarcerations. 
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Legislative 

This thesis is written at a crucial time as the Texas Sunset Advisory commission is 

currently meeting for its 85
th

 legislative session to determine the need for boards which 

regulate licenses such as Licensed Social Workers, Licensed Professional Counselors and 

Licensed Marriage and Family Therapists. Advocates urge the legislature not to decimate the 

board as these licensures and requirements are in place to keep the patients safe and ensure 

adequate and equal treatment for all. Without it, access to and quality of service can fluctuate 

and the ones who are left to suffer are the patients. The implications of this study stress the 

importance of the continued need for such communities to ensure at least minimally adequate 

treatment for clients. 

Limitations 

Limitations of this study include a limit on the amount of time to conduct the 

interviews and gather data and information. The interviews were conducted over a six week 

period of time. Agency participation was at the discretion of the agency itself. As previously 

mentioned, only six out of the twelve agencies initially contacted chose to participate. This 

study was also limited to primarily San Angelo, the metropolitan center for Tom Green 

County. This study was meant to be an analysis of resources throughout the county; however 

all of the responding agencies are within the limits of San Angelo, Texas, but have a 

catchment area which covers all of Tom Green County. Thus, the data collected may not be 

representative and may have skewed results. 
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Potential Solution Implementation and Recommendations 

Upon conclusion of each interview, the interviewees were asked to propose 

recommendations for the San Angelo community that they deem fitting based on their 

expertise and experience. These recommendations were compiled and further research was 

conducted to assess their feasibility.  

Recommendation 1: Develop Larger, More Appropriate Facilities  

San Angelo is in need of a larger and more intensive facility, capable of hosting 

individuals with mental health and substance abuse comorbidities In addition, case managers 

should be employed to link individuals to other community resources to help with recovery 

and establishing services for the client. 

Recommendation 2: Employ Additional Local Psychiatrists 

As previously mentioned, San Angelo has a shortage of mental healthcare providers, 

especially psychiatrists. This cost would mostly likely need to be covered by a mental health 

grant. San Angelo should recruit and hire professionals to meet the empirically based 

standards of 14.7 psychiatrists for every 100,000 population (Merritt Hawkins, 2015). 

Employing additional staff would provide relief to current psychiatrists who are often 

overbooked and unable to accept any additional clients. 

Recommendation 3: Establish a designated Mental Health Crisis Center 

San Angelo is in need of a mental health crisis center other than the emergency room 

where people are able to present in crisis and get the help that they need. This may entail 

seeing a counselor, being given respite care service, and being assessed for further mental 
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health needs. West Texas Counseling and Guidance is working towards developing a 

program of this nature, however, this requires some support from other principle agencies.  

Recommendation 4: Create Jail Diversion Programs 

A mental health jail diversion program could reduce jail recidivism and frequency of 

arrest and incarceration among persons with mental illness in the San Angelo community 

while ensuring them treatment as opposed to incarceration. The proper utilization of this type 

of program has reduced overcrowding in jails and unnecessary incarcerations dramatically 

across Texas (Texas Department HHS, 2017).  

Recommendation 5: Establish Universal Training Standards 

Training and education level requirements at the agencies differ widely. There is no 

standard or requirement beyond a high school diploma required at many agencies. Adopting 

some standard credentials and qualifications for case managers, mental health deputies, and 

employees working in direct practice with mental health patients may lead to more equitable 

care for clients.  

Recommendation 6: Obtain Mental Health Grant funding from SAMSHA 

In order to implement many of the aforementioned programs, additional funding will 

be needed. SAMSHA offers a Community Mental Health Services Block Grant (MHBG). 

This grant was developed to provide financial aid to communities in need of assistance in 

providing mental health services. The funding may be used for either the development of 

new programs or the enhancement of existing programs and may be used by both 

government and non-government agencies (SAMSHA, 2014).  

Recommendation 7: Utilize Collaborative Community Action Teams  
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A Community Action Team utilizes the assertive community treatment model and 

involves a multidisciplinary team of professionals, recommended to contain at least one of 

each of the following: registered nurse, psychiatrist, vocational specialist, substance abuse 

specialist, and social worker. In a self-contained community with may be seen as isolated, 

this assertive community treatment team would be fitting for such demographics and 

community culture that exists in San Angelo. Research conducted on the intensive care 

model, however, does suggest that it is most successful in areas with sufficient services to 

ensure that the needs of the patients/clients are met (Lexén and Svensson, 2016). To combat 

this issue, adjustments and adaptations are to be made such as formulating smaller teams 

with highly specialized individuals. Establishing a collaborative team consisting of 

individuals from different professions along with case managers could possibly relieve the 

cycle for “frequent flyers” as the agencies are working together and pulling together their 

resources to ensure that the patient has what they need prior to discharge or referral to the 

next agency. 
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CONCLUSION 

This study, sought to explore and learn more about the issues faced by rural 

communities when providing mental healthcare treatments and discover possible solutions 

while remaining cognizant of potential implications. Feedback indicated that although there 

are many shortages in care, feasible options exist which could be utilized to better provide 

services for clients. The results found and recommendations provided are important not only 

to social workers but to community members and other healthcare providers as well. 

Increasing effectiveness of mental health treatment reduces numbers of incarcerations, 

emergency hospitalizations and homeless populations, (Texas Department HHS, 2017) 

leading to a healthier community. This study provides a framework for addressing mental 

health needs; however, it is up to the members of the San Angelo community to implement 

policies which will result in better mental health outcomes for patients and thus a healthier 

community for all. 
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APPENDIX A. 

Interview Questions 

Confirm name, agency and position at agency 

1. How do you receive your clients?  

2. What is your service area?  

3. How are referrals made to other agencies? (psychologists specifically?)  

4. Who do you often refer to, if anyone?  

5. What screening is used for mental health (Beck Depression Scale, etc.) What does the 

assessment for psychiatric care needs consist of?  

6. What is your course of action regarding a client with suicidal ideation?  

7. What is offered to clients with poor health literacy?  

8.  What patient support is offered while in your care? (i.e., social workers, case 

managers) 

9. What are your discharge guidelines and what is your termination process? 

10. After care, what is done as a follow-up?  

11. What communications do you have with the patient’s PCP?  

12. Who coordinates patient’s discharge/care planning?  

13. What home services are offered, if any?  

14. What services are available to clients with no insurance or who are nonfunded/self-

pay?  

15. In dealing with patients with substance abuse/ use, what takes precedence? When 

there are medical comorbidities, what takes precedence?  
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16. What trainings or qualifications must an employee have when working directly with 

patients/clients? 

17. What could be done in your opinion to improve access to mental health treatment in 

San Angelo and surrounding areas? What obstacles stop you from achieving this?  
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