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Monmouth Medical Center's child and adolescent acute inpatient psychiatric unit is
designated by the New Jersey Department of Children and Families Division of Child
Behavioral Health Services (DCBHS) as a Children's Cirisis Intervention Service (CCIS).
Qur 19 bed unit provides intensive treatment and stabilization to males and females
ages 5-17 who, at time of admission, are at risk at harming themselves, others, and/or

property.

Our vision is to provide excellence in child and adolescent inpatient services through staff
expertise, family involvement, and a comprehensive continuum of care. We meet the
changing needs of our communities by acting as a system partner to state and local
providers. We are dedicated fo confinuous quality improvement of mental health services for
the children/families we serve.

This handbook will provide you with information regarding the unit's daily program,
confidentiality, team members, child/adolescent responsibilities, visitation and telephone
privileges, discharge planning, community resource education, and the value of family
involvement. Attachments include a unit daily schedule, unit rules, level system, and CCIS
important general information.



PURPOSE

. Jur inpatient psychiatric service provides a thorough diagnostic assessment utilizing various
psychiatric freatment methods. Acute stabilization is achieved, on average, within five to
seven days. Our primary treatment goals are to stabilize the acute phase of mental and/or
emotional illness by teaching ways to establish new and appropriate coping skills, to assist in
resocializing the individual to family and community life, and to develop treatment plans to
prevent and/or reduce future hospitalizations.

It is the policy of Monmouth Medical Center's Behavioral Health Department to adhere to the
Federal and State laws regarding the Health Information Privacy and Portability Act (HIPPA).

TREA AV

The CCIS freatment team consists of individuals trained and educated in the needs of children
and adolescents. Psychiatrists, psychiatric nurse practitioners, pediatricians, psychiatric nurses,
social workers, adjunctive therapists, and mental health associates work together to develop
individualized treatment plans. The child/adolescent, parent/guardian, and members of the
freatment team work together to formulate a freatment plan with goals to facilitate a return
to the community.

CHILD AND ADOLESCENT PSYCHIATRIST: licensed physician who bear the
clinical responsibility for diagnosis and treatment, provide direct care, and lead the other
freatment team members.

PSYCHIATRIC NURSE PRACTITIONER: Works in collaboration with the psychiatrist
and freatment team to formulate diagnoses and plan treatment, provides direct care, and
interacts with other disciplines to facilitate ongoing treatment.

PEDIATRICIAN: Provides routine pediatric assessments and treatment of common
medical problems and makes referrals to apporpriate pediatric specialists when necessary.

PSYCHIATRIC SOCIAL WORKER: Provides evaluative mental health services while
maintaining necessary contact with community providers. In addition, social workers perform
psychotherapy freatment services according to established goals and objectives of individual
patfient treatment plans.

PSYCHIATRIC NURSE: Provides nursing care and maintains a therapeutic milieu by
providing structure, ensuring patient safety, and protecting patient's rights. Nurses assess
individual needs, plan, implement, and evaluate patient care, facilitate individual group
therapies, and engage in family teaching.

ADJUNCTIVE THERAPIST: Provides assessments to determine the individual's level of
functioning as well as direct therapeufic intervention in creative arts activities to aid
in the development of necessary skills for appropriate functioning in the community.

MENTAL HEALTH ASSOCIATE: Functions as a care partner to the nursing staff and
provides supportive mental health services including the facilitation of psycho-educational
groups, exercise, recreation, art, and community meetings, while promoting safety and
security on the unit.



TREATMENT PROGRAMMING

‘Nhile hospitalized., the child/adolescent participates in daily activities and events. The
program components are geared toward healthy functioning within the cumrrent treatment
setting and the community. There are two separate fracks; assignment is based on
chronclogical age, developmental level, and current unit dynamics.

A GROUP: This cognitive-behavioral program component provides adolescents guidance
for developing skills to manage behaviors, discuss feelings, manage problems, address lifestyle
changes and develop insight info how to cope with a psychiatric disorder.

B GROUP: This cognitive-behavioral program component focuses on latency age on
children with a history of emotional dysregulation, impulsive, or aggressive behaviors and
encourages them to examine the way in which they are thinking, feeling. and acting.

BRIEF DESCRIPTION OF KEY PROGRAM COMPONENTS

THERAPEUTIC COMMUNITY MEETINGS: Community meetings provide an arena for
discussion of feelings regarding hospitalization, getting along with peers and staff, unit rules,
and advancement within the CCIS level system.

PSYCHO-EDUCATIONAL AND PSYCHO-THERAPY GROUPS: These groups
provide support, education, and an opportunity to learn skills which foster insight. Topics
addressed include anger management, relationship building, communication and
assertiveness, self development, coping and stress, decision making, goal setting, and overall
1ealthy living.

ADJUNCTIVE THERAPY: Adjunctive therapists add unigue and creative perspectives to
the delivery of treatment services, promoting self-expression and positive social interactions
through the use of music, art, and recreational therapy.

EDUCATIONAL TUTORING: During the school year, children/adolescents receive
classroom style instruction delivered by teachers that are certified in the state of New Jersey,
in addition to their treatment on the unit. Once the teacher receives a signed parental
consent form, the home bound services director at the home school district is notified, and in
turn, contacts the guidance department at the school that the child/adolescent is currently
enrolled to obtain school work. In handling this information, all teachers are bound by HIPPA
regulation, so that each individual is assured that their right to privacy is maintained.

PARENT/GUARDIAN AND CHILD/FAMILY COMMUNITY SUPPORT: Parenfs/
guardians collaborate with an assigned social worker for the purpose of gathering relevant
information in order to complete a psychosocial assessment and to begin to define issues for
treatment. Together the parent/guardian and social worker address treatment goals and
explore methods for solutions. Mutually identified community based child/adolescent service
agencies involved with freatment are also encouraged to participate.

MEDICATION EDUCATION: Medication education is an on going process that begins
upon admission and continues throughout treatment. Emphasis is placed on medication
«nowledge, understanding, and the therapeutic benefits of compliance. Our clinical pharma-
cist leads a weekly medication group, provides consultation regarding the use of medication,
and monitors the efficacy and side effects of psychotropic medications.



AVIOR AGEMENT

The unif philosophy regarding the behavioral management component of treatment
smphasizes the use of positive reinforcement for appropriate behaviors, Occasionally, o
child/adolescent may require staff assistance in regaining conftrol of their behavior. Staff
members, at all times, begin with the least restrictive interventions.

INTERVENTIONS

LEVEL SYSTEM: As part of the unit routine each child/adolescent participates in a level
system. While allowing the individual to earn privileges, the level system monitors compliance,
participation, and progress on the unit.

VERBAL DE-ESCALATION: Staff members will talk to the individual to assist them in
regaining control of behavior and in problem solving.

TIME OUT: The use of time-out is an intervention that directs attention away from negative
behaviors. This simply means going to the time-out area, such as, the child/adolescents room,
fime out room, or sitting in a chair away from the activity. Disruptive behaviors in group,
aggressive behaviors, and noncompliance with unit rules and/or staff directives may call
for the use of involuntary time outs. The children/adolescents are also encouraged to utilize
voluntary fime outs when feeling angry, aggressive, disruptive, or out of control, prior to the
institution of involuntary time outs.

TIME OUT ROOM: The unit is equipped with a time out room for the purpose of remaoving

the child/adolescent when they need to be completely separated from the community.
The length of time in the time out room depends on the individual's behaviors, but typically
corresponds with their numerical age.

MEDICATION: Medications may be recommended by the CCIS physician or nurse
practifioner for the treatment of specific psychiatric disorders. In a crisis situation, a physician
or nurse practitioner may order medication to be administered orally or to be given
inframuscularly.  All psychotropic medications require parental/guardian consent, except
in the case of an exfreme emergency, in which case the parent/guardian will be notified
immediately after the emergency is stabilized.

SECLUSION: There may be occurrences when a child/adolescent may require isolation
from others due to their assaultive and/or dangerous behaviors. The unit has a seclusion room
that may be locked. Locked seclusion is utilized to provide patient or unit safety, and requires
a physician or nurse practitioner's order.

RESTRAINTS: Restraints are used when the time out room, medication, or seclusion room,
has not been effective in assisting the child/adolescent in regaining control of his/her
assaultive and/or dangerous behaviors. Restraints are only used if the individual is in danger of
harming themselves or others, and requires a physician or nurse practitioner's order.

REFLECTIVE TIME: The staff can provide “reflective time" for the child/adolescent who
may be overly aggressive and/or violent, Reflective time treatment will be individualized
and separate from the community until the individual is able to reflect on the incident and
demonstrate improved behavior control.

CHILD/ADOLESCENT UNIT RESPONSIBILITIES: Each individual is required to
assume certain responsibilifies as a member of the CCIS community. In addition to
maintaining personal hygiene, bedrooms are expected to be kept in order and personal
areas are to be clean up after activities and meals. Independence is fostered and assistance
by staff provided as needed.



PARENT/GUARDIAN INVOLVED PROGRAM COMPONENTS

SPARENT/GUARDIAN INVOLVEMENT: Parent/guardian communication and
involvement is essential and a requirement of the CCIS unit. Although day to day interaction
is primarily between the child/adolescent and the treatment team, contact with the
parent/guardian is necessary for proper assessment and discharge planning.
Communication is maintained via family/team meetings and telephone conversations by
members of the CCIS freatment team. A parent/guardian must be present at the time of
the admission of the child/adolescent to the CCIS unit to sign consents for treatment, discuss
events leading to admission, and clarify expectations of the therapeutic process. Parent/
guardian consultation via phone or in person with the psychiafrist or nurse practitioner is
necessary to begin freatment planning and obtain consent for any psychotropic medications
that are proposed for treatment.

INPATIENT COURT HEARINGS: It is possible that during your child/adolescent's stay
he/she will have a scheduled court hearing, as required by New Jersey State Laws, before a
Monmouth County judge who has been assigned to the CCIS unit. An attorney from the State
of New Jersey's Office of Public Advocate is assigned to represent your child/adolescent at the
hearings. The purpose of this is to ensure that the individual has not been hospitalized
unnecessarily, and if hospitalization is warranted, that the hospitalization is not unnecessarily
long. Court hearings occur weekly. Parents/guardians are notified by mail, from the court, of the
date andfime of the hearings. Parents/guardians are welcome, howeveritis notrequired. If you
receive nofice after your child/adolescent has been discharged, please disregard the notice.

DISCHARGE PLANNING: Discharge planning for your child/adolescent begins from the
time they are admitted to the unit and remains an on-going process until the actual day of
discharge. The goalis for all children/adolescents to stabilize and return to the least restrictive
community based setting. Outpatient services and appropriate referrals to providers, based
on family preference, geographic location, and if applicable, insurance benefits are secured.
As determined by the unit psychiatrist, if a child/adolescent can not be safely discharged to
the community and requires additional tfreatment, referrals can be made directly to a CCIS
intermediate unit or an Intensive Residential Treatment Services (IRTS) unit for 11-17 years olds.
The child/adolescent, however, must meet eligibility criteria and determination for admission
to the CCIS intermediate unit or the IRTS is made by that provider. All other out of home
referrals are coordinated through DCBHS via Perform Care (1-877-652-7424) after all other
oufpatient services have been exhausted. Discharges are usually scheduled between 11AM
and 3:30PM Monday-Friday. Discharges can be arranged during the weekend or after hours;
however the primary treatment team will not be available in person at time of discharge.

CHILDREN’'S SYSTEM COORDINATION: Our Regional Response Coordinator (RRC)
monifors and supports the coordination of children's servicing agencies in order to maximize a
smooth fransition from acute care to community based care. A monthly schedule is posted as
to when she is available on the unit to act a support and provide rescurce education for
community based services. Post discharge, the RRC is available to assist in answering any
further questions that you may have regarding community based services.






