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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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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.   

• Coordinating resources and maximizing the limited funds available within the community 
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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; 

• TCC regularly meets with all the local hospitals in our service areas with a focus on 
emergency room staff. Local psychiatric hospitals are also included. TCC sponsors jail 
diversion meetings/Mental Health Court in Cooke and Fannin counties and participates in 
Drug Court and Veteran’s Court in Grayson County where issues related to jails and the 
legal system are discussed. We also provide training for law enforcement and judges in 
our area. 

Ensuring the entire service area was represented; and 

• The meetings described above encompass all service areas in our three-county catchment 
area.  

Soliciting input. 

• TCC solicits input from the various stakeholders to see where improvements can be made 
in our Psychiatric Emergency Plan. 

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?  
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During business hours 

• Crisis Hotline is available 24 hours/day. 

After business hours  

• Crisis Hotline is available 24 hours/day. 

Weekends/holidays 

• Crisis Hotline is available 24 hours/day. 

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

• Avail Solutions, Inc. 
 
3.  How is the MCOT staffed?  

During business hours 

• MCOT is available and staffed with OCW and LPHA 24 hours/day 

After business hours  

• MCOT is available and staffed with OCW and LPHA 24 hours/day 

Weekends/holidays 

• MCOT is available and staffed with OCW and LPHA 24 hours/day 
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4. Does the LMHA/LBHA have a sub-contractor to provide MCOT services?  If yes, please list the 
contractor: 

•  No 

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

• MCOT provides phone call follow up for every call received, and additional follow ups 
including video face to face, case management and skills training as necessary 

 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: 

• MCOT responds to any requests from emergency rooms or hospitals to provide options for 
treatment and referrals for individuals in crisis. TCC also provides training to ER staff on 
crisis procedures to reduce recidivism and expedite processing through the emergency 
department.    

Law Enforcement: 

• TCC provides training to law enforcement and Judges on crisis procedures and appropriate 
crisis response. MCOT will respond to a crisis at any location requested by law 
enforcement if an officer is present. This often eliminates the need to admit the individual 
in crisis to the emergency department. 
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7.  What is the process for MCOT to respond to screening requests at state hospitals, specifically for walk-
ins? 

• TCC does not have any state hospitals that fall within our catchment area. 

8.  What steps should emergency rooms and law enforcement take when an inpatient level of care is 
needed? 

During business hours: 

• Contact TCC and request a crisis assessment.  

                  After business hours: 

• Contact Crisis Hotline @ 877-277-2226 or 888-592-1515 and request a crisis assessment. 

                  Weekends/holidays: 

• Contact Crisis Hotline @ 877-277-2226 or 888-592-1515 and request a crisis assessment. 

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?  

• Individual may be admitted to TCC CRU depending on clinical need, appropriateness and 
availability. 

• TCC also maintains contracts with local psychiatric hospitals for individuals requiring 
hospitalization who do not have a funding source. 

10.  Describe the community’s process if an individual requires further evaluation and/or medical 
clearance. 
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• Individual can be transported to local emergency room by private vehicle, EMS, or law 
enforcement. The acuity level of the individual will determine the most appropriate form 
of transportation.  

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

• TCC maintains contracts with local psychiatric hospitals for individuals requiring 
hospitalization who do not have a funding source. MCOT responds and makes the 
determination and then activates the contract with the appropriate accepting hospital. If 
the client had funding, MCOT may help facilitate admission to a local psychiatric hospital 
upon request from the emergency department, or law enforcement. If the state hospital is 
deemed necessary, the MCOT makes all the necessary arrangements to facilitate the 
admission.  

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). 

• MCOT makes the determination with supervisor approval for any admission to the CRU 
(Crisis Respite Unit). Length of stay and referral to other programs is determined by 
clinical staff after admission to the unit. 

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. 

• For MCOT to go to a home, law enforcement would be contacted to accompany them. 
• For other locations, MCOT staff would deploy to the location to which they are called. 

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

• Patients wait at the ER until an inpatient bed becomes available. The hospital is 
responsible for coordinating and seeking placement after MCOT’s recommendation.  

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?  

• TCC clinical staff (may include MCOT staff) provide follow-up and continuity of care crisis 
services. 

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

• In some instances, MCOT staff may provide transportation. MCOT coordinates with local 
hospitals and other stakeholders to find appropriate transportation resources for the 
individual in crisis. 

  

















 

26 
 

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. 

• TCC does not currently have a Jail-based Competency Restoration program but would like 
to develop one if funding were available. 

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

• Funding is the primary limitation to expanding access to individuals in crisis. TCC has 
largely funded our CRU and other crisis programs without additional funding. 

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.  

•  

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. 

• N/A 

What plans, if any, are being developed over the next two years to maximize access and 
utilization of local alternatives for competency restoration?  
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• TCC is currently exploring opportunities to develop an OCR program for Cooke, Fannin 
and Grayson counties. 

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.)? 

• Our area would most benefit from an JBCR operated by TCC.  

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

• Local stakeholders are in favor of an JBCR program. The primary barrier to 
implementation is funding. 

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? 

• Between 2011-2013, utilizing 1115 Waiver funding, TCC implemented a substance use 
disorder program, an on-site integrated physical health care program with a primary 
provider and nursing team, and an embedded, contracted Class D pharmacy along with 
four psychiatric providers for immediate referrals for a medical home protocol for 
psychiatric, substance use and/or physical conditions and/or medications. TCC also 
implements a Medication Assisted Opioid Treatment Program through SUD Services as well 
as SUD treatment for juveniles and schools, collaborating with a second medical 
provider.  These providers all have access to the same electronic health records and quick 
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consultation availability.  Crisis services were also expanded at the same time to include 
contracted availability for psychiatric intervention and hospitalization as recommended by 
on-call Licensed clinicians on a 24/7 basis. TCC works with the Grayson County Health 
Clinic, local non-profit substance use disorder services and local emergency rooms upon 
request. All the programs work together to meet the needs of the individuals in our area. 

  

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

• Plans for the next two years include expanding the medical providers to at least two for 
increased capacity, increasing psychiatric prescriber capacity at Intake for improved 
“same-day access,” expanding crisis services capacity even more, developing an 
emergency “co-responder” crisis response program coordinated with local law 
enforcement for at least one county, and expand the number and scope of physical health 
screenings to address more determinants of health across the target population in this 
area.  TCC provides all of the required core CCBHC services and, therefore,  expanding 
capacity will be the future focus. 

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? 

• TCC maintains a website and provides printed information to stakeholders and the 
community regarding the services provided and how to access programs throughout the 
agency.  

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? 
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3 Juvenile 
Forensic 
Services 

• Establish a juvenile forensics program 
modeled after our adult program 

• $170,000 

1 Services 
Expansion 

• Expand current behavioral health services • To be determined 

1 Housing •  • To be determined 

1 Transportation •  • To be determined 

 

Appendix B:  Acronyms               
Admission criteria – Admission into services is determined by the individual’s level of care as 
determined by the TRR Assessment found here for adults or here for children and adolescents. The TRR 
assessment tool is comprised of several modules used in the behavioral health system to support care 
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 
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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.   

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, 
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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  
 

 




