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Introduction 

The Consolidated Local Service Plan (CLSP) encompasses all service planning requirements for local 
mental health authorities (LMHAs) and local behavioral health authorities (LBHAs).  The CLSP has three 
sections: Local Services and Needs, the Psychiatric Emergency Plan, and Plans and Priorities for System 
Development.   

The CLSP asks for information related to community stakeholder involvement in local planning efforts. 
The Health and Human Services Commission (HHSC) recognizes that community engagement is an 
ongoing activity and input received throughout the biennium will be reflected in the local plan. LMHAs 
and LBHAs may use a variety of methods to solicit additional stakeholder input specific to the local plan 
as needed. In completing the template, please provide concise answers, using bullet points. Only use the 
acronyms noted in Appendix B and language that the community will understand as this document is 
posted to LMHAs and LBHAs’ websites.  When necessary, add additional rows or replicate tables to 
provide space for a full response.  
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Section I: Local Services and Needs  

 I.A Mental Health Services and Sites  

• In the table below, list sites operated by the LMHA or LBHA (or a subcontractor organization) 
providing mental health services regardless of funding.  Include clinics and other publicly listed 
service sites.  Do not include addresses of individual practitioners, peers, or individuals that provide 
respite services in their homes. 

• Add additional rows as needed.   

• List the specific mental health services and programs provided at each site, including whether the 
services are for adults, adolescents, and children (if applicable): 

o Screening, assessment, and intake 
o Texas Resilience and Recovery (TRR) outpatient services: adults, adolescents, or children 
o Extended Observation or Crisis Stabilization Unit 
o Crisis Residential and/or Respite 
o Contracted inpatient beds 
o Services for co-occurring disorders 
o Substance abuse prevention, intervention, or treatment 
o Integrated healthcare: mental and physical health 
o Services for individuals with Intellectual Developmental Disorders (IDD) 
o Services for youth 
o Services for veterans 
o Other (please specify) 
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• PNAC meetings on October 20, 2020; January 19, 2021; April 20, 2021; July 20, 2021; October 
19, 2021; January 18, 2022; April 19, 2022; July 19, 2022, and October 18, 2022. PNAC pleased 
with CCBHC certification, Covid accommodations to continue services, strategic planning, 
sequential intercept mapping, CLSP/LPND plans, and Linchpin of Care grant-funded activities.  

List the key issues and concerns identified by stakeholders, including unmet service needs. Only include 
items raised by multiple stakeholders and/or had broad support.   

•   Ongoing sustainability of crisis respite for children 
• Professional Development – severe lack of available clinical staff from case managers to    

psychiatrists 
•   Lack of inpatient psychiatric beds 
•   Trauma Informed Care (community wide) 
•   Expansion of services for transitional age youth and young adults 
•   Expansion of mental health services in schools 
•   Reducing high poverty rates 
•   Furthering of human trafficking interventions 
•   Lack of transportation 
• Lack of public awareness of services and outreach to Senior, Hispanic, and African American 

populations 
•   Lack of insurance and access to healthcare 
•   Chronic homelessness 
•   Lack of community-based substance use disorder prevention/treatment programs 
• Lack of viable diversionary beds for law enforcement to take individuals rather than taking them 

to jail 
•   Lack of housing for special populations such as jail and hospital discharges 
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Section II:  Psychiatric Emergency Plan 

The Psychiatric Emergency Plan is intended to ensure stakeholders with a direct role in psychiatric 
emergencies have a shared understanding of the roles, responsibilities, and procedures enabling them to 
coordinate efforts and effectively use available resources.   The Psychiatric Emergency Plan entails a 
collaborative review of existing crisis response activities and development of a coordinated plan for how 
the community will respond to psychiatric emergencies in a way that is responsive to the needs and 
priorities of consumers and their families.  The planning effort also provides an opportunity to identify 
and prioritize critical gaps in the community’s emergency response system.   

The following stakeholder groups are essential participants in developing the Psychiatric Emergency Plan: 

• Law enforcement (police/sheriff and jails) 
• Hospitals/emergency departments 
• Judiciary, including mental health and probate courts  
• Prosecutors and public defenders  
• Other crisis service providers (to include neighboring LMHAs and LBHAs) 
• Users of crisis services and their family members 
• Sub-contractors 

Most LMHAs and LBHAs are actively engaged with these stakeholders on an ongoing basis, and the plan 
will reflect and build upon these continuing conversations.   

Given the size and diversity of many local service areas, some aspects of the plan may not be uniform 
across the entire service area.  If applicable, include separate answers for different geographic areas to 
ensure all parts of the local service area are covered. 
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II.A Development of the Plan 

Describe the process implemented to collaborate with stakeholders to develop the Psychiatric Emergency 
Plan, including, but not limited to, the following: 

Ensuring all key stakeholders were involved or represented, to include contractors where 
applicable; 

• Through ongoing participation in BHLT, OCOF, CRCGs, and other community 
collaborations stakeholder input is solicited and included in Center planning. 

Ensuring the entire service area was represented; and 

• The BHLT is for McLennan County, OCOF which is comprised of representatives from 
throughout the service area, and rural CRCGs cover regional areas. The HOTBHN 
Executive Director has met with each county judge and commissioners’ courts to develop 
relationships and collaborations to identify service gaps.  

Soliciting input. 

• Several meetings have been facilitated by HOTBHN to discuss current crisis services 
available and gaps identified.  There has been representation from County Judges, Local 
Sheriffs, local Law Enforcement, Mental Health Deputies, Hospital administrative staff, ER 
Department staff, juvenile justice, school districts, and CPS.  We have included Veterans 
Representatives, Jail Captains, City and County officials.  The local psychiatric hospital has 
provided input in the process. This agency has been involved in a local poverty reduction 
initiative with Prosper Waco to identify needs in the community and strategies to meet the 
needs.  The Meadows Foundation will be working with HOTBHN and Prosper Waco to 
revise the diversionary efforts in the McLennan County area. 
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• The OCOF committee has been planning for sustaining adolescent mental health crisis 
respite program with the aim of reducing adolescent psychiatric hospitalizations and 
advancing programming to address youth homelessness. 

II.B  Utilization of the Crisis Hotline, Role of Mobile Crisis Outreach Teams (MCOT), and the 
Crisis Response Process 

1. How is the Crisis Hotline staffed?  

During business hours 

• Heart of Texas contracts with I-Care to provide this service. 

After business hours  

• Heart of Texas contracts with I-Care to provide this service. 

Weekends/holidays 

• Heart of Texas contracts with I-Care to provide this service. 

2.  Does the LMHA/LBHA have a sub-contractor to provide the Crisis Hotline services?  If, yes, please list 
the contractor: 

• Heart of Texas contracts with I-Care to provide this service. 
 
3.  How is the MCOT staffed?  

During business hours 
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• A minimum of one MCOT staff is on duty during peak crisis hours for a minimum of 60 
hours a week. 

After business hours  

• A minimum of one MCOT staff member is on-call 24 hours a day, 7 days per week. 

Weekends/holidays 

• A minimum of one MCOT staff member is on-call 24 hours a day, 7 days per week. 

4. Does the LMHA/LBHA have a sub-contractor to provide MCOT services?  If yes, please list the 
contractor: 

•  NA 

5. Provide information on the type of follow up MCOT provides (phone calls, face to face visits, case 
management, skills training, etc.). 

• An individual will receive a follow up phone call with-in 24 hours of the initial crisis call for 
continuity of care. There is a dedicated MCOT staff position for Continuity of Care. 

• Once the immediate crisis is resolved an individual may receive follow up via phone calls or     
face-to-face visits for transitional services.  This is when indicated based on the Adult – 
ANSA or Child - CANS.  (LOC – 5) Transitional services are provided for up to 90 days. 

• Each individual receiving transitional services has a coordinated treatment plan determined 
by the individual and MCOT staff member assigned.  The treatment plan will address 
intervention, outcomes, plans for aftercare, and referrals.  The treatment plan, when 
possible, will include education for the client and family on information related to their 
diagnosis and treatment.  The treatment plan, when appropriate, will also incorporate the 
individual’s response to previous treatment. 
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• MCOT staff work to transition individuals into routine care with an appropriate provider 
through meeting at least weekly with the individual or as needed. 

• Eligible individuals are transitioned to a non-crisis level of care as medically necessary as 
part of the recovery plan. 

• Weekly staffing will occur for monitoring individuals in transitional and crisis services. 

 6. Do emergency room staff and law enforcement routinely contact the LMHA/LBHA when an individual 
in crisis is identified?  If so, please describe MCOT’s role for: 

Emergency Rooms: 

• Emergency rooms:  Our crisis hotline, ICARE, is contacted by the emergency rooms, and 
MCOT will conduct an assessment via LifeSize.  Provide assessments to offer 
recommendations for treatment options.  Recommendations may include referrals to a 
higher level of care, creating a safety plan and follow up, scheduling appointments for 
individual to engage in services, or referrals to appropriate services. 

Law Enforcement: 

• Law enforcement also contacts ICARE to request MCOT deployment to the site of the 
crisis.  This happens routinely in the community.  MCOT will assist law enforcement on 
site by providing a crisis assessment and consultation for the best possible disposition of 
the crisis situation. 

7.  What is the process for MCOT to respond to screening requests at state hospitals, specifically for walk-
ins? 

• Heart of Texas does not have a state hospital in our service area. 
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8.  What steps should emergency rooms and law enforcement take when an inpatient level of care is 
needed? 

During business hours: 

• Contact ICARE at 1-866-752-3451 to request MCOT.  MCOT will respond by phone for 
location, demographic information, and brief description of the situation.  MCOT will then 
deploy to the site as requested or an individual can go to the Crisis Treatment Center 
voluntarily or involuntarily to be assessed for inpatient care. 

                  After business hours: 

• Contact ICARE at 1-866-752-3451 to request MCOT.  MCOT will respond by phone for 
location, demographic information, and brief description of the situation.  MCOT will then 
deploy to the site as requested or an individual can go to the Crisis Treatment Center 
voluntarily or involuntarily to be assessed for inpatient care. 

                  Weekends/holidays: 

• Contact ICARE at 1-866-752-3451 to request MCOT.  MCOT will respond by phone for 
location, demographic information, and brief description of the situation.  MCOT will then 
deploy to the site as requested or an individual can go to the Crisis Treatment Center 
voluntarily or involuntarily to be assessed for inpatient care. 

9.   What is the procedure if an individual cannot be stabilized at the site of the crisis and needs further 
assessment or crisis stabilization in a facility setting?  

• Based on the crisis screening, if the individual is determined to be in mental health crisis 
warranting a full crisis assessment, the following will occur: 
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• If the individual is an adult, MCOT will transport the individual to the Crisis Treatment 
Center. If this cannot safely occur or the individual is opposed to further evaluation, law 
enforcement will be contacted to assist in coordinating transportation through the 
emergency detention process. 

• Once at the Crisis Treatment Center, the procedure will be followed for accepting client 
into crisis mental health services. The needs of the individual are determined and referrals 
and/or recommendations for additional services and supports are offered. 

• If the individual is age 17 or below, MCOT will advise the family to transport the individual 
to the nearest Emergency Room or, if appropriate, to an inpatient psychiatric facility for 
further evaluation and stabilization.  If this cannot safely occur or the individual is 
opposed to further evaluation, law enforcement will be contacted to assist in coordinating 
transportation through the emergency detention process. 

10.  Describe the community’s process if an individual requires further evaluation and/or medical 
clearance. 

• Based on the crisis screening, if the individual is determined to be in mental health crisis 
warranting a full crisis assessment, the following will occur: 

• If the individual is an adult, MCOT will transport the individual to the Crisis Treatment 
Center. If this cannot safely occur or the individual is opposed to further evaluation, law 
enforcement will be contacted to assist in coordinating transportation through the emergency 
detention process. 

• Once at the Crisis Treatment Center, the procedure will be followed for accepting client into 
crisis mental health services.  The needs of the individual are determined and referrals 
and/or recommendations for additional services and supports are offered. 

• If the individual is age 17 or below, MCOT will advise the family to transport the individual to 
the nearest Emergency Room or, if appropriate, to an inpatient psychiatric facility for further 
evaluation and stabilization.  If this cannot safely occur or the individual is opposed to further 
evaluation, law enforcement will be contacted to assist in coordinating transportation through 
the emergency detention process. 
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• If it is determined that the individual, regardless of age, could potentially be experiencing a 
medical crisis, 911 will be contacted immediately. MCOT staff will call the hospital to which 
the individual is being transported in order to provide the screening information and offer 
support services if needed once the individual is medically stable. 

11.  Describe the process if an individual needs admission to a psychiatric hospital. 

• If the individual is an adult without medical concerns, the individual will be brought to the 
Crisis Treatment Center (CTC) for assessment by a psychiatrist and the recommendations by 
the psychiatrist will be followed.  If there are possible medical concerns, the individual will be 
transported to the local emergency department. 

• If the individual is 17 or below, the family is advised to seek further evaluation at the local 
ER, or if appropriate, to an inpatient psychiatric facility.  

12.  Describe the process if an individual needs facility-based crisis stabilization (i.e., other than psychiatric 
hospitalization and may include crisis respite, crisis residential, extended observation, or crisis 
stabilization unit). 

• The individual will be assessed for the current level of need, and they may be transported 
to crisis respite, CTC, etc. 

13.  Describe the process for crisis assessments requiring MCOT to go into a home or alternate location 
such as a parking lot, office building, school, under a bridge or other community-based location. 

• MCOT will go to any location within HOTBHN’s catchment area. If there are safety 
concerns, law enforcement may be contacted to go out with MCOT. The individual will be 
assessed for the current level of need, and they may be transported to crisis respite, CTC, 
etc. 

14.  If an inpatient bed at a psychiatric hospital is not available: 
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Where does the individual wait for a bed?    

• If no psychiatric inpatient facility bed is available, an individual will remain in their current 
environment e.g. ER or jail. An individual who presents to the CTC may be accepted to 
the Extended Observation Unit (EOU) if deemed appropriate for and recommended by a 
psychiatrist.  If the individual’s needs exceed the capacity of the EOU to safely provide 
care, they may be referred to the nearest emergency department or higher level of care. 

15.  Who is responsible for providing ongoing crisis intervention services until the crisis is resolved or the 
individual is placed in a clinically appropriate environment at the LMHA/LBHA?  

• The MCOT team and/or responsible staff will provide continued crisis intervention services if 
the individual is in the community or the local hospital.  If the person is admitted to the CTC, 
then crisis intervention will be provided by the staff. 

16.  Who is responsible for transportation in cases not involving emergency detention? 

• MCOT will provide transportation if appropriate.  If there is a safety concern, a contracted 
security officer may provide transportation. 
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II.C Plan for local, short-term management of pre- and post-arrest individuals who are 
deemed incompetent to stand trial 

What local inpatient or outpatient alternatives to the state hospital does the local service area currently 
have for competency restoration?  If not applicable, enter N/A. 

Identify and briefly describe available alternatives. 

• HOTBHN has an Outpatient Competency Restoration program.  The program allows the 
court to order the individual to participate in outpatient services to restore competency.  
The person will receive psychiatric services, medication management, and psychosocial 
rehabilitation in addition to the competency restoration.   

What barriers or issues limit access or utilization to local inpatient or outpatient alternatives?   

• The availability of local inpatient or other services is limited if the person does not have a 
payment source for services.  There are frequently wait times for inpatient beds. 

Does the LMHA or LBHA have a dedicated jail liaison position? If so, what is the role of the 
jail liaison and at what point is the jail liaison engaged? Identify the name(s)/title(s) of 
employees who operate as the jail liaison.  

• HOTBHN has 5 staff positions that work closely with the jail staff in McLennan County.  
The program supervisor serves as the liaison with the jail as well as with attorneys, 
judges, DA’s office, etc.  The role includes advocating for the individual, resolving 
obstacles for services access, and creating plans for release into the community. One 
additional staff position is designated to work with all rural county jails in the catchment 
area. 

If the LMHA or LBHA does not have a dedicated jail liaison, identify the title(s) of employees 
who operate as a liaison between the LMHA or LBHA and the jail. 
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• NA 

What plans, if any, are being developed over the next two years to maximize access and 
utilization of local alternatives for competency restoration?  

• The stakeholders have discussed plans to increase diversionary strategies from the legal 
system.  The OCR program will be one of the resources offered to the attorneys, judges, 
etc. 

Does the community have a need for new alternatives for competency restoration?  If so, 
what kind of program would be suitable (i.e., Outpatient Competency Restoration Program 
inpatient competency restoration, Jail-based Competency Restoration, etc.)? 

• Jail administration is interested in a jail-based competency restoration program. 

What is needed for implementation?  Include resources and barriers that must be resolved. 

• Funding would be needed for staffing, psychiatric services, medications, etc. 

II.D Seamless Integration of emergent psychiatric, substance use, and physical healthcare 
treatment and the development of Certified Community Behavioral Health Clinics (CCBHCs) 

1. What steps have been taken to integrate emergency psychiatric, substance use, and physical 
healthcare services?  Who did the LMHA/LBHA collaborate with in these efforts? 

• Our agency has a collaborative program with the local FQHC.  We jointly operate an 
integrated clinic located in our main office at 110 S. 12th Street to address the physical and 
behavioral health needs of the clients.  Our agency is also a licensed substance use provider.  
Our CTC works closely with the local hospitals to address health needs of individuals 
admitted to the units.  Our agency frequently reviews cases with multiple programs 
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represented to discuss supports needed by various programs to meet the needs of the 
individual.   

• The Center routinely works with Cenikor locally and other substance use providers to jointly 
serve individuals with substance use disorders. 

  

2. What are the plans for the next two years to further coordinate and integrate these services? 

• We are building a Crisis Hub that will house our MCOT, triage, extended observation unit, 
crisis residential beds, and another Waco Family Medicine Clinic. 

• We will maintain CCBHC certification to holistically address the physical and behavioral 
health needs of our community. 

• We will continue to work together as a team to maintain the integration we have achieved 
and determine any gaps and possible means to resolve issues.  

• The local substance use provider serves on both the Behavioral Health Leadership Team and 
the OCOF.   

II.E Communication Plans 

1. What steps have been taken to ensure key information from the Psychiatric Emergency Plan is shared 
with emergency responders and other community stakeholders? 

• Information is shared in community forum meetings and trainings regularly. 

2. How will the LMHA or LBHA ensure staff (including MCOT, hotline, and staff receiving incoming 
telephone calls) have the information and training to implement the plan? 

• Regular meetings are conducted with staff to provide information on plans, changes, 
procedures, etc.  The information is also provided in written form by emails, training 
materials, etc. 
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for staff that are fully trained to handle 
challenging behaviors. 

All counties in 
catchment area 

• Lack of dual diagnosis services for 
people with IDD who have mental 
health diagnoses 

• Funding to support an IDD/MH dual 
diagnoses unit 

All counties in 
catchment area 

• No short-term residential options for 
families who have children with IDD 
or Autism and severe behavioral 
challenges 

• Community-wide collaboration to 
support funding, building and operating 
a short-term residential treatment 
facility to serve all six counties. 

Section III: Plans and Priorities for System Development 

III.A  Jail Diversion 

The Sequential Intercept Model (SIM) informs community-based responses to the involvement of 
individuals with mental and substance use disorders in the criminal justice system.  The model is most 
effective when used as a community strategic planning tool to assess available resources, determine 
gaps in services, and plan for community change. 

A link to the SIM can be accessed here: 

https://www.prainc.com/wp-content/uploads/2017/08/SIM-Brochure-Redesign0824.pdf 

In the tables below, indicate the strategies used in each intercept to divert individuals from the criminal 
justice system and indicate the counties in the service area where the strategies are applicable. List 
current activities and any plans for the next two years.  If not applicable, enter N/A. 
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• Jail diversion staff provide 
routine screening for mental 
illness when referrals received 
from jail 

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue cross system 
collaboration and 
coordination of initiatives.  
 

• Staff assigned to help 
defendants comply with 
conditions of diversion  

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue 

• Outpatient Competency 
Restoration  

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue OCR 

• Services for persons Not Guilty 
by Reason of Insanity 

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue 

• Services for persons with other 
Forensic Assisted Outpatient 
Commitments 

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue 

• Providing services in jail for 
persons Incompetent to Stand 
Trial 

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue cross system 
collaboration and 
coordination of initiatives 

• Collaboration with jail 
administration to pursue 
jail-based competency 
restoration program. 
 

• Providing services in jail (for 
persons without outpatient 
commitment) 

• McLennan, Limestone, 
Freestone, Hill, Bosque, 
Falls 

• Continue cross system 
collaboration and 
coordination of initiatives 
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III.B Other Behavioral Health Strategic Priorities 

The Texas Statewide Behavioral Health Strategic Plan identifies other significant gaps and goals in the 
state’s behavioral health services system. The gaps identified in the plan are: 

• Gap 1:  Access to appropriate behavioral health services  
• Gap 2:   Behavioral health needs for public school students 
• Gap 3:   Coordination across state agencies 
• Gap 4:   Supports for Service Members, Veterans, and their families  
• Gap 5:   Continuity of care for people of all ages involved in the Justice System 
• Gap 6:   Access to timely treatment services 
• Gap 7:   Implementation of evidence-based practices 
• Gap 8:   Use of peer services 
• Gap 9:   Behavioral health services for people with intellectual and developmental disabilities 
• Gap 10: Social determinants of health and other barriers to care 
• Gap 11: Prevention and early intervention services 
• Gap 12: Access to supported housing and employment 
• Gap 13: Behavioral health workforce shortage 
• Gap 14:  Shared and usable data 

The goals identified in the plan are: 

• Goal 1: Program and Service Coordination - Promote and support behavioral health program and 
service coordination to ensure continuity of services and access points across state agencies. 

• Goal 2:  Program and Service Delivery - Ensure optimal program and service delivery to maximize 
resources to effectively meet the diverse needs of people and communities. 
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planning and level of care decision making.  High scores on the TRR Assessment module, such as items 
of Risk Behavior (Suicide Risk and Danger to Others) or Life Domain Functioning and Behavior Health 
Needs (Cognition), trigger a score that indicates the need for crisis services.       

Crisis Hotline – The Crisis Hotline is a 24/7 telephone service that provides information, support, 
referrals, screening, and intervention.  The hotline serves as the first point of contact for mental health 
crisis in the community, providing confidential telephone triage to determine the immediate level of need 
and to mobilize emergency services if necessary.  The hotline facilitates referrals to 911, MCOT, or other 
crisis services.   

Crisis Residential Units– provide community-based residential crisis treatment to individuals with a 
moderate to mild risk of harm to self or others, who may have fairly severe functional impairment, and 
whose symptoms cannot be stabilized in a less intensive setting. Crisis residential facilities are not 
authorized to accept individuals on involuntary status.  

Crisis Respite Units –provide community-based residential crisis treatment for individuals who have 
low risk of harm to self or others, and who may have some functional impairment. Services may occur 
over a brief period of time, such as two hours, and generally serve individuals with housing challenges or 
assist caretakers who need short-term housing or supervision for the persons they care for to avoid 
mental health crisis. Crisis respite facilities are not authorized to accept individuals on involuntary status.     

Crisis Services – Crisis services are brief interventions provided in the community that ameliorate the 
crisis and prevent utilization of more intensive services such as hospitalization.  The desired outcome is 
resolution of the crisis and avoidance of intensive and restrictive intervention or relapse.   

Crisis Stabilization Units (CSU) – are the only licensed facilities on the crisis continuum and may 
accept individuals on emergency detention or orders of protective custody. CSUs offer the most intensive 
mental health services on the crisis facility continuum by providing short-term crisis treatment to reduce 
acute symptoms of mental illness in individuals with a high to moderate risk of harm to self or others.   
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Extended Observation Units (EOU) – provide up to 48-hours of emergency services to individuals in 
mental health crisis who may pose a high to moderate risk of harm to self or others. EOUs may accept 
individuals on emergency detention.  

Mobile Crisis Outreach Team (MCOT) – MCOTs are clinically staffed mobile treatment teams that 
provide 24/7, prompt face-to-face crisis assessment, crisis intervention services, crisis follow-up, and 
relapse prevention services for individuals in the community. 

Psychiatric Emergency Service Center (PESC) – PESCs provide immediate access to assessment, 
triage, and a continuum of stabilizing treatment for individuals with behavioral health crisis. PESC 
projects include rapid crisis stabilization beds within a licensed hospital, extended observation units, 
crisis stabilization units, psychiatric emergency service centers, crisis residential, and crisis respite and 
are staffed by medical personnel and mental health professionals that provide care 24/7. PESCs may be 
co-located within a licensed hospital or CSU or be within proximity to a licensed hospital. The array of 
projects available in a service area is based on the local needs and characteristics of the community and 
is dependent upon LMHA/LBHA funding.        

 Rapid Crisis Stabilization and Private Psychiatric Beds – Hospital services staffed with medical and 
nursing professionals who provide 24/7 professional monitoring, supervision, and assistance in an 
environment designed to provide safety and security during acute behavioral health crisis.  Staff provides 
intensive interventions designed to relieve acute symptomatology and restore the individual’s ability to 
function in a less restrictive setting.  
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Appendix B:  Acronyms               

CSU  Crisis Stabilization Unit  

EOU  Extended Observation Units                    

HHSC Health and Human Services Commission  

LMHA Local Mental Health Authority  

LBHA Local Behavioral Health Authority  

MCOT Mobile Crisis Outreach Team  

PESC  Psychiatric Emergency Service Center  
 

 




