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Authority: N.J.S.A. 30:4-27.1 et seq., specifically, 30:4-27.5.
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                           August 16, 2010, Amendments, Repeal, New Rules and Recodifications.
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Summary of Public Comments and Agency Responses:
 
Subchapter 1. General Provisions
 
N.J.A.C. 10:31-1.1 Scope

COMMENT: The Warren County Mental Health Board (WCMHB) and the New Jersey Association of Mental Health Agencies (NJAMHA) supported amendments removing the requirement that a screening service be physically located within a hospital, as this change would support the creation of a more mobile screening service. However, NJAMHA cautioned that "this change is not clearly captured in the wording of the proposed amendments" and that this "expanded option" must be accompanied by adequate funding, staffing and follow-up resources (especially for medications) for non-hospital mental health providers to avoid "shift[ing] the locus of the problem" of long waits in crowded hospital emergency rooms. NJAMHA also argued for increased funding for additional extended crisis evaluation beds (ECEBs) and security.

RESPONSE: The Department appreciates the commenter's support for the amendment deleting the requirement that screening services be physically located within a hospital. However, the Department disagrees with the commenter's characterization of this change as an "expansion" of screening services. Rather, the change will create a system more reflective of that envisioned in the authorizing legislation (N.J.S.A. 30:4-27.1 et seq.). Nothing in the screening law requires a screening service to be located within a hospital. By eliminating the regulatory provision imposing a restriction on physical location, the amendment will allow for more flexible and responsive screening services by encouraging a presence more central to the community's needs. The end result will be greater consistency with the statutory directive that screening services be "accessible to all persons in the State" who need them (N.J.S.A. 30:4-27.4). Finally, because this change will not result in an expansion of existing screening responsibilities, the Department does not anticipate an increase in costs.
 
Extended Crisis Evaluation Beds
 
N.J.A.C. 10:31-1.3 Definitions

COMMENT: NJAMHA objected to that part of the definition for ECEB that limited a consumer's stay to 24 hours. NJAMHA advocated for establishment of the 24-hour limit as a "benchmark," and suggested that the systems review committee (SRC) be responsible for collecting data on lengths of stays in ECEBs as the basis for improving the system.

RESPONSE: The Department is unable to accede to the commenter's request to change this provision, as it is rooted in statutory mandate. The screening law states that a screening service may detain a person "up to 24 hours for the purpose of providing the treatment and conducting the assessment." (N.J.S.A. 30:4-27) The clear legislative intent here is that a screener should make an initial determination regarding the appropriate disposition for an individual experiencing a psychiatric crisis within 24 hours of that individual's entry into the screening service. If the screener determines that involuntary commitment is indicated, that determination must be documented by the screener's completion of a screening document, before the end of that 24-hour period. (N.J.S.A. 30:4-27.5b) If the screener's assessment leads to the conclusion that a period of stabilization may be helpful to reveal a less restrictive treatment, a stay in an ECEB may be appropriate. While the Department is well aware that pressures on the acute care system have, in fact, resulted in stays that extend longer than 24 hours, the standard for ECEBs must reflect statutory parameters. This is the source of the 24-hour limitation in the ECEB definition. As to NJAMHA's comments regarding benchmarking and the SRC, the Department notes that the SRC already collects information regarding the use of ECEBs. The Department anticipates prospective use of this data for benchmarking and quality control purposes.
 
N.J.A.C. 10:31-2.1(a)8

COMMENT: Family Guidance Center of Warren County (FGC) objected to the requirement that screening programs maintain ECEBs with 24-hour capability for the purpose of assessment, intensive supervision, medication monitoring and crisis stabilization. FGC contended that this requirement would force certain screening programs to apply for a waiver, triggering a waiver process that it perceives as problematic and risky. It recommended that the ECEB standards be "expanded and made more flexible to allow for the use of alternative resources and means for extended evaluation, crisis stabilization and follow-up services to divert consumers from involuntary hospitalizations." FGC cited the recently funded and implemented Intensive Outpatient and Support Services Program as an example of an alternate means.

The Mental Health Emergency Services Association (MHESA) contended that as screening services move from hospital-based to community-based locations, an increase in costs, not considered in the regulations, will be incurred from the need to access ECEBs. MHESA read the regulation as requiring a "move toward parallel services both hospital based and in community which requires a significant increase in funding." Finally, MHESA claimed that it "has long called for clear regulations regarding the operation of ECEBs, and this continues to be markedly absent in the proposed regulations."

RESPONSE: The Department respectfully disagrees with the comments. ECEBs are an important factor in the Statewide acute psychiatric care system, offering an important opportunity for de-escalation and stabilization in cases where a consumer's condition might [page=1873] improve and hospitalization may be averted. The Department also respectfully disagrees with FCG's suggestion that other community-based resources (such as the Intensive Outpatient and Support Services Program) could serve as alternatives to ECEBs. Such a measure would misconstrue the purposes of both ECEBs (which are meant as temporary stabilization areas limited in duration and easily accessible to screening staff) and community services, which are meant to offer on-going support in the consumer's community integration. As to FGC's argument that the ECEB requirement will necessitate obtaining a waiver for non-hospital-based screening services, the Department acknowledges that in such cases, waivers will be necessary, but believes that an open, public process is necessary to assure that any departure from the letter of the rule is justified, does not threaten public health and safety and can be met by an agreement between the screening service and a hospital allowing the use of hospital ECEBs.

Regarding MHESA's comment that the proposed amendments will result in increased costs, the Department is unaware of any demonstrated evidence substantiating this claim. ECEBs are currently in place and in use at hospital-based screening services and non-hospital-based screening services have affiliation agreements with hospitals to access such beds when needed.

As for MHESA's criticism that the proposed amendments do not provide detailed guidance for ECEB usage, the Department notes that this issue has arisen frequently in discussions between the Department and acute care providers. As previously noted in these discussions, ECEBs are hospital beds, regulated by the Department of Health and Senior Services, and their use is or should be the subject of affiliation agreements between hospitals and screening services. The Department anticipates continued dialogue with screening providers on the subject of costs.
 
Enhanced Screening Service

COMMENT: NJAMHA objected to the new definition, "enhanced screening service." NJAMHA perceived the definition as effecting a "mandated expansion for all enhanced screening services presently serving the deaf and hearing impaired" and recommended instead that, such a service should be a matter of individually negotiated contracts, so that such services are available "only where sufficient resources" exist.

RESPONSE: The Department respectfully suggests that NJAMHA has misunderstood the rule provision. Nothing in the definition for "enhanced screening services" states or implies that all screening services must attain this status. Further, N.J.A.C. 10:31-2.1(b) states that: "Enhanced screening services shall perform additional duties, as negotiated and agreed to in their contracts with the Division." (emphasis added) Thus, only those screening services that have negotiated and executed screening contracts with the Division that stipulate their status and responsibilities as enhanced screening services shall be held to this standard.

COMMENT: NJAMHA supports the inclusion of PACT.

RESPONSE: The Department appreciates the commenter's support.

COMMENT: Regarding the definition of "mental illness," NJMHA objected to amendments including the impairment of an individual's "capacity to control" behavior.

RESPONSE: The proposed amendment tracks the statutory definition of "mental illness" (N.J.S.A. 30:4-27.2).
 
Subchapter 2. Program Requirements
 
N.J.A.C. 10:31-2.1 Functions of a screening service
 
N.J.A.C. 10:31-2.1(a)1

COMMENT: Regarding the proposed amendments adding jails and nursing homes to the sites where screening services may be performed, the New Jersey Hospital Association (NJHA) requested that the "nursing homes" be replaced with the phrase "residential settings for the elderly, including nursing homes, specialty hospitals and other locations within the continuing care community."

RESPONSE: The Department believes that the commenter's suggested language is unnecessary. As amended, the relevant sentence reads:

"This shall take place throughout the geographic area served by the service including such sites as other emergency services, jails, and nursing homes;". Clearly, the regulatory language directs that assessment may take place "throughout the geographic region," and as indicated by the use of the words "such as" and "including," gives three locations as examples. Nothing in this codified paragraph can be construed as prescribing an exhaustive list, limiting assessment locations to the delineated examples.
 
10:31-2.1(a)4 Referral

COMMENT: NJAMHA commented on the proposed amendments requiring screening services to refer consumers to the most appropriate, least restrictive treatment setting indicated, to perform linkage and follow-up and to maintain contact with all consumers until they are engaged in another service licensed by the appropriate authority, where applicable or are no longer in crisis. First, NJAMHA recommended deletion of the licensing reference, arguing that it was "too narrow" because not all appropriate referral sources are licensed. Second, NJAMHA recommended replacing "engagement" with "until linkage with another service has been arranged." NJAMHA objected to the proposed "engagement" requirement, based on its perception that long waits at overburdened outpatient services will cause screening services to be responsible for the continued care and supervision of consumers no longer in need of immediate crisis evaluation, to the detriment of those who do.

RESPONSE: First, the proposed amendment requiring consumers to be referred to a community service that is "licensed by the appropriate authority where applicable" (emphasis added) addresses the commenter's concern that in some cases, the right referral will be to an agency that is not subject to any licensing requirements. Second, regarding NJAMHA's objection to requiring screening services to maintain contact with all consumers until they are engaged in another service, the Department notes that this requirement has been part of N.J.A.C. 10:31 since its inception. The purpose of requiring screening services to continue their relationships with consumers until they are engaged, not just linked with a community service, is to avoid the potentially dangerous and harmful scenario in which a person, whose immediate psychiatric crisis has been stabilized but who needs ongoing support to maintain such stability, does not experience a worsening or decline during a waiting period in which psychiatric services may not be available. Merely referring the consumer to a community provider without concern for the consumer's or the community's welfare between referral and engagement would be irresponsible and may potentially result in the consumer's return to the screening service because of an escalation of symptoms in the absence of interim treatment or support. Therefore, it is imperative that screening services maintain responsibility for the consumer until engagement with community services can be achieved. The Department notes that community mental health services are required to give priority to consumers referred by screening services. (See N.J.A.C. 10:37E-2.2(c)1, requiring outpatient services to see such consumers within seven days of referral from the screening service.)
 
N.J.A.C. 10:31-2.1(c)

COMMENT: Regarding the requirement that screening services should maintain a physical environment that protects vulnerable populations from dangerous, potentially upsetting or inappropriate stimuli, NJAMHA also argued for the elimination of the reference to children, contending that children are not covered under the screening law and that screening services are inappropriate sites for children.

MHESA also commented that this provision was not within the ability of screening services to control and requested that the reference to children be eliminated, as "they are not addressed in the legislation that established screening."

RESPONSE: The Department added the language at proposed N.J.A.C. 10:31-2.1(c), after it heard, at a public meeting held at DHS offices on September 17, 2008, extensive and impassioned testimony from family members stating that certain, more vulnerable or impressionable members in their family had been subjected to inappropriate, disturbing stimuli while waiting for the family member in crisis to be seen in the screening service. Clinical common sense and best practices suggest that screening services should have differentiated environmental approaches based on the age and vulnerabilities of people who are present within its location. Screening services must take care to [page=1874] ensure that its environment is not potentially dangerous or upsetting to anyone. Further, standards promulgated by both the Joint Commission and the Centers for Medicare and Medicaid Services require providers to maintain environs that are protective of the safety and well-being of those present.
 
N.J.A.C. 10:31-2.1(a)10 and (a)12ii

COMMENT: NJAMHA objected to the requirement that screening services maintain responsibility for medication monitoring for up to seven days until transferred to another agency according to its agreement with an affiliation agreement with that agency. NJAMHA argued that the amendment would require screening staff to "serve as proxies for outpatient services or other types of non-emergency mental health programs" and that carrying caseloads for seven days would be "an inappropriate and inefficient use of screening services." In addition, NJAMHA contended that the "State must provide for the coverage, continuation and availability of medications at the point of completion of service by the screening service until another program can accept/admit the consumer."

RESPONSE: The Department notes that provision of medication monitoring (including medication for the purpose of crisis stabilization) is not a new requirement. Proposed language at N.J.A.C. 10:31-2.1(a)12ii requires screening services to develop and maintain affiliation agreements with other community agencies to ensure priority access to psychiatric evaluation within seven days of referral and to other mental health services within 14 days of referral, and to maintain this responsibility until it is transferred to another agency. Funding for carrying out this consumer assistance may be negotiated and included in the screening services' contract with the Division. The Department respectfully disagrees with the commenter's assessment that it would be unreasonably burdensome for screening services to arrange, through affiliation agreements with community agencies, to have priority access to psychiatric evaluation for medication within seven days of referral and access to other mental health services within 14 days of referral and to require screening services to maintain responsibility for medication until transferred to another agency. The health, safety and welfare of both the consumer and the general public require such arrangements, which are critical to ensuring that an individual experiencing a psychiatric crisis receive, in a timely manner, necessary medication while waiting to receive therapeutic, in-community treatment.
 
N.J.A.C. 10:31-2.1(a)17

COMMENT: Regarding the amendments requiring screening services to develop and maintain a written plan to provide training or technical assistance to police and to present a Division-approved curriculum at the police academy level, NJAMHA argued that these requirements could "quickly outstrip the meager resources in screening services." As alternatives, NJAMHA recommended that: (1) the current provisions be readopted, allowing affiliations with other organizations who would then conduct the training; (2) police authorities be required to financially contribute to the cost of training; or (3) the State assume responsibility for more centralized training on standard topics at the police academy level.

MHESA contended that this requirement "discounts the reality that the police are not required to accept the training" and claimed that "the regulation holds the screening service responsible for providing training it cannot control." It recommended that the provision be amended to require screening services to "offer" training to police departments.

MHESA questioned what "Division-approved training" would look like, as the "trainings we are able to conduct vary widely regarding the time available and the audience needs." MHESA expressed concern that Division approval would limit individually tailored trainings.

RESPONSE: The Department respectfully suggests that the commenters have misread the proposed amendments and hopes to clarify any confusion. First, in response to the request that "current provisions be readopted, allowing affiliations with other organizations who would then conduct the training," the Department notes that proposed N.J.A.C. 10:31-2.1(a)17 allows exactly the arrangement requested by the commenter: screening services must either provide the requisite training directly themselves or arrange for its provision through affiliations with other agencies. As to the request that police authorities be required to financially contribute to the cost of training, the Department has no statutory authority over local police departments. Finally, regarding the request that the State assume responsibility for more centralized training at the police academy level, the Department notes that screening services are allocated funding for police training on an individual basis through their contracts with the Division and believes that provision of training can serve as an opportunity for dialogue and bridge-building between screening services and police.

Regarding MHESA's comments that the required Division approval would limit the content of trainings, N.J.A.C. 10:31-2.1(a)17ii states that the training must include, but need not be limited to, certain core elements, such as an overview of the screening system and statutory provisions, explanation of mental illness and crisis intervention skills. Thus, the rules allow a screening service to add other relevant topics and to devise a training that meets the needs of its geographic area.
 
10:31-2.1(a)19

COMMENT: NJAMHA objected to the amendment expanding the requirement that screening services provide crisis intervention training to affiliated emergency services (AES) and consultation services to AES, police and other community referral sources in the geographic area. NJAMHA acknowledged the change as ideal, but contended that, as it went beyond their control and service capability, the phrase "as needed - as determined by the screening service" should be added. In addition, to avoid an overly broad and financially prohibitive application of "consultation," NJAMHA requested that screening services be allowed to define the parameters of this service based on their resource limitations and the individual needs of their geographic area.

RESPONSE: The obligation of screening services is to provide crisis intervention training to AES, as needed, is not a new requirement. The recent amendments relocate this requirement from N.J.A.C. 10:31-2.1(f)7 to new 2.1(a)19 and added "consultation" to the services that screening staff must make available, and added "other community referral sources, and police" to those eligible to receive this service. The Department believes that the added responsibilities created by the consultation language should be minimal. AES coordinators will retain primary responsibility to ensure adequate levels of clinical staff supervision, skill development and support (N.J.A.C. 10:31-4.2(b)). The Department expects that some of the consultation may take place during meetings of the systems review committee, when AES providers and their fellow acute care providers meet to discuss issues and developments in their geographic area. In light of NJAMHA's comments regarding current fiscal restraints, the Department will not adopt the proposed language. Upon adoption, N.J.A.C. 10:31-2.1(a)19 will read as follows: "Provide, as needed, crisis intervention training for AES providers in the geographic area;"
 
N.J.A.C. 10:31-2.1(a)11 and 18; 2.3(i)2; 2.4(d) and (j); and 3.3(g)
 
Transportation Costs

COMMENT: The WCMHB expressed concern that the requirement that screening services develop a plan for transportation implies a financial responsibility for which they are inadequately funded. FGC requested that the above-cited provisions be changed to clarify that the screening service is not responsible for the cost of transportation unless: (1) such costs are covered under the screening contract with DMHS; or (2) it is required under Federal or State laws applicable to the screening service or the facility of which it is a part. FGC also stated that N.J.A.C. 10:31-2.1(a)18 should be changed to reflect the fact that not all screening services are located in a general hospital.

RESPONSE: Transportation costs may be partially funded in the screening services' contract with the Division, depending upon individual circumstances. For example, a screening service may be part of a larger provider organization that maintains a fleet of vehicles for use by multiple programs; or the screening service may be a part of or have an affiliation with a hospital that has ambulance service. Moreover, where a consumer presents at a hospital emergency room, it is established practice that transportation of that consumer is the responsibility of the hospital and in such cases, transport is accomplished through hospital ambulance. [page=1875] Consideration of these variables will occur during negotiation of the screening contract and funding set accordingly.

Regarding FGC's point that N.J.A.C. 10:31-2.1(a)18, requiring screening services to collaborate with the general hospital to transport consumers, should be changed to reflect the fact that not all screening services are located in a general hospital, the Department respectfully disagrees that any further change is necessary. The provision specifically states that this requirement holds only "where applicable."
 
N.J.A.C. 10:31-7.1(b)

COMMENT: The WCMHB objected to amendments stating that police escorts should not be automatically utilized on mobile outreaches to private residences. While acknowledging that "not all responses may require police involvement," the WCMHB claimed that screening services are not adequately funded to allow screeners to respond in teams and that police must be available whenever safety concerns so indicate.

RESPONSE: The Department respectfully suggests that the commenter has misread the relevant provision. N.J.A.C. 10:31-2.1(a)7 requires screening services to maintain 24-hour-per-day screening outreach capability in any location in the geographic area under certain circumstances. Among the three delineated circumstances is the scenario where a consumer's history, behavior or location presents safety concerns that cannot be resolved solely through consultation with the police and coordination of transportation to the screening service with the police. In this instance, the screening service must implement an outreach to assess the consumer in situ. Pursuant to N.J.A.C. 10:31-2.1(d), a screening service should have in place a plan prioritizing response to outreach calls, response timeframes that reflect the unique characteristics of the geographic area and a protocol for police involvement, other emergency personnel and other professionals.

N.J.A.C. 10:31-7.1(b) states: "The screening service shall maintain written policies and procedures delineating the circumstances under which a police response to a mental health crisis or outreach is to be considered and the procedures to be followed in such a case. The fact that a location is a private residence shall not be, without additional factors, a justification for police involvement." Thus, the sole fact that an outreach is needed at a private residence is not, by itself, reason to request a police escort. However, the occurrence of additional factors (for example, a dangerous neighborhood, information suggesting the presence of weapons at the residence, a locked residence) may create justification for requesting police assistance.
 
N.J.A.C. 10:31-2.3 Screening process and procedures
 
N.J.A.C. 10:31-2.3(a)

COMMENT: MHESA requested clarification of the respective roles and liabilities of DMHS and screening programs when the services required by a consumer cannot be accessed within 24 hours from the consumer's entry into the screening service. MHESA noted that while the regulations make clear that a screener must make a determination regarding the ability to be committed within 24 hours of the consumer's presentation to the screening service, the "timeframes and setting within which care occurs" are unclear.

RESPONSE: The Department respectfully disagrees with MHESA's claim that the "timeframe and settings within which care occurs" are unclear. N.J.A.C. 10:31-2.3 delineates in great detail the procedures, responsibilities and timeframes required of screening services by statute (N.J.S.A. 30:4-27.5).
 
N.J.A.C. 10:31-2.3(b)2 Advance Directives

COMMENT: While supporting the creation of a registry of advance directives, the WCDHS contended that "until there is a Statewide electronic depository for advance directives, screeners have no way to make this determination."

NJAMHA recommended that the rule reflect the limited accessibility imposed by the lack of an accessible registry.

RESPONSE: While it is true that the electronic registry for advance directives is not yet operable, as of August 2, 2010, screeners may contact the Centralized Admissions Unit at DMHS for this information at (800) 382-6717 during business hours. For evening and weekend hours all call should be made to (609) 777-0289.
 
N.J.A.C. 10:31-2.3(b)3vi

COMMENT: The Council on Compulsive Gambling of New Jersey, Inc. (CCGNJ) recommended that screeners be required to conduct a "brief screen for any gambling problems or a history of such problems." CCGNJ noted that compulsive gambling is included in the Diagnostic and Statistical Manual of Mental Disorders (DSM IV-TR, 312.31) and emphasized that gambling problems, when they are not apparent, will complicate treatment of individuals in crisis. CCGNJ further noted the high rate of suicidal tendencies among compulsive gamblers and claimed that asking two or three questions could identify persons at greatest risk and permit them to be referred for further evaluation or treatment. Finally, CCGNJ contended that such steps would lead to appropriate referrals; improve retention, compliance with treatment plans and outcomes of treatment; and reduce the likelihood of relapse.

RESPONSE: The Department does not agree that a specific reference to compulsive gambling, an addiction, is necessary. First, including addiction disorders within the scope of screening responsibility would enlarge the system's mission beyond statutory parameters. Second, the Department believes that good clinical practice would lead a competent screener, exercising due diligence, to uncover any facts in a consumer's presentation that may indicate the need for other services. N.J.A.C. 10:31-2.3(b)3iii requires that, while performing an assessment, a screener must probe and record any relevant consumer information, including psychiatric or social history.
 
N.J.A.C. 10:31-2.3(f)2 Telepsychiatry

COMMENT: The WCMHB, NJAMHA and FGC supported the inclusion of telepsychiatry, with NJAMHA noting its potential to "address the current logjam of medically inappropriate consumers waiting in emergency rooms." However, all three entities requested that a waiver not be required for the use of telepsychiatry, contending that the amendments contained ample safeguards and protections assuring appropriate utilization of this tool.

FGC argued that three procedural preconditions necessary in the waiver application process would imperil the issuance of telepsychiatry waivers and thus, result in the time-consuming and expensive need to hire on-site psychiatrists. First, it objected to the requirement that a waiver applicant notify members of the public of its waiver application, arguing that this step could "open the door to other lawsuits." Second and for similar reasons, it requested reconsideration of the requirement that waiver requests be submitted annually. Finally, FGC objected to the requirement that a waiver applicant "outline a plan to make the waiver unnecessary and a timetable for doing so," arguing that this step" would necessitate the practical difficulty and expense of hiring psychiatrists to be available on-site - a long-existing difficulty that has led to the widespread of telepsychiatry in the first place.

FGC recommended that, in lieu of the waiver requirement, the quality of screening services could be more efficiently safeguarded through the inclusion in N.J.A.C. 10:31 of standards regulating the use of telepsychiatry. FGC suggested that as with other screening standards, compliance with these telepsychiatry provisions could be monitored through regular licensing site reviews.

Where telepsychiatry is not available and face-to-face assessments are required, NJAMHA recommended that advance practice nurses (APNs) be allowed to complete the first physician certificate along with the screening document.

NJAMHA urged that telepsychiatry services be eligible for reimbursement by Medicaid to "offset much of the cost for equipment purchase and maintenance." NJAMHA noted the "savings to the State, in terms of inpatient hospital diversions, and to providers, in terms of avoidance of higher costs necessary to attract the few psychiatrists for on-call/on-site evaluations ..."

RESPONSE: The Department appreciates the commenter's support for the use of telepsychiatry to accomplish assessment. However, the Department respectfully disagrees with the commenters' contention that telepsychiatry should be allowed without the necessity of obtaining a waiver. The waiver process is necessary to ensure that the screening process is respectful of consumers' preferences and needs, as well as protective of public safety. As for FGC's objection that third-party notification may result in costly lawsuits, the Department notes that [page=1876] public notification of a waiver request has been existing requirement of N.J.A.C. 10:31 and serves the important purpose of allowing providers, consumers and family members to keep apprised of developments and issues in the public mental health system. Regarding FGC's objection to the annual re-submittal of waiver requests, this requirement has also been a longstanding provision and is necessary to ensure that the Division can determine whether the equitable considerations justifying a departure from regulatory strictures still exist.

The Department agrees with the commenters' objection that the proposed requirement that a screening service applying for a waiver in order to implement telepsychiatry submit a "plan to make the waiver unnecessary, and a timetable for doing so." The Department recognizes that most often, telepsychiatry is necessitated by the shortage of psychiatrists or by the prohibitive expense of hiring and maintaining psychiatrists who must be available on a round-the-clock basis. Therefore, upon adoption, the Department will delete N.J.A.C. 10:31-11.2(b)1iii.

The Department respectfully disagrees with FGC's contention that licensure and oversight of compliance with rules regarding the practice of telepsychiatry could more efficiently safeguard quality. Because telepsychiatry is a relatively new development and is still being introduced in some parts of the State, the Department believes that public safety and consumer rights would be better protected through the annual review and approval process that the waiver requirement would impose prior to implementation of telepsychiatric service.

The Department is unable to comply with NJMAHA's request that advanced practice nurses be allowed to complete the first physician certificate along with the screening certificate, as the statute does not allow anyone other than a physician or a psychiatrist to complete these documents (N.J.S.A. 30:4-27.5b).

NJAMHA's request that telepsychiatry services be eligible for Medicaid reimbursement cannot be addressed within N.J.A.C. 10:31, as this issue is outside the scope of the authorizing statute.
 
N.J.A.C. 10:31-2.3(f)2iii(1) and (3)

COMMENT: Citing the shortage of psychiatrists, budgetary constraints and administrative burdens, FGC objected to the requirement that consumers be afforded, in all instances, the opportunity to have a face-to-face assessment with a psychiatrist, rather than a telepsychiatric assessment, unless clinical circumstances require a more timely assessment. FGC contended that the decision of whether to use telepsychiatry should be left to screening programs "who are in the best situation to make these determinations based on clinical reasons, consumer needs and their own situations," such as programs located in rural areas.

MHESA and FGC objected to the requirement that screening programs to "obtain and document a consumer's valid consent to being assessed through the means of telepsychiatry." FGC requested that the standard allow consumers objecting to telepsychiatric assessments to be afforded a face-to-face assessment "as soon as one can be arranged." MHESA and FGC cited unnecessary administrative burdens, the shortage of psychiatrists (especially in rural areas), and a desire to avoid the misimpression that telepsychiatry is a less effective means of performing an assessment.

RESPONSE: The Department cannot consent to the commenter's request to delete the language allowing consumers to object to a telepsychiatric assessment and to request a face-to-face assessment. The Department recognizes the effort and expense in arranging for the presence of a psychiatrist. However, because the psychiatrist's assessment may lead to the involuntary commitment of the consumer and the resulting deprivation of the consumer's liberty, it is imperative to honor the consumer's desire to sit and converse with a psychiatrist who is in the same room. Moreover, respecting and empowering the consumer's decisions (especially with regard to recovery) are key components of the wellness and recovery philosophy. The consumer's choice in this matter must be prevail and must be documented.
 
N.J.A.C. 10:31-2.3(f)3i Completion of Screening Certificate

COMMENT: NJAMHA recommended that this provision be made more flexible by allowing any physician (not just the screening psychiatrist or another physician if allowed by the contract between the Division and the screening service) to conduct the assessment and complete the screening certificate. To highlight this additional option, it recommended the addition of a signature line in the certificate, indicating the specialty of the physician completing the certification.

RESPONSE: The Department respectfully disagrees. As noted above, where the psychiatrist's assessment may lead to a deprivation of the individual's liberty, it is critically important that the psychiatrist performing the assessment be knowledgeable in the areas of diagnosis and treatment of mental illness, the commitment process and the public mental health system, and be well-versed in the policies and procedures of the hospital where the screening service is located. Further, the rule provision follows the statutory mandate, and therefore, cannot be changed. Specifically, N.J.S.A. 30:4-27.5b states, in relevant part: "The screening certificate shall be completed by a psychiatrist except in those circumstances where the division's contract with the screening service provides that another physician may complete the certificate.
 
N.J.A.C. 10:31-2.3(f)3ii

COMMENT: Regarding the requirement that within 72 hours of the psychiatrist's completion of the screening/clinical certificate, the consumer must be admitted to a short-term care facility or a psychiatric facility, or a special psychiatric hospital," the NJHA noted that "consumers continue to experience excessive wait times, often being held in New Jersey's emergency departments for days at a time after determination of need has been made and medical clearance has been completed." The NJHA contended that it was the Department's responsibility, "working with appropriate stakeholders," to conduct "Statewide mapping of services" to assure that "resources are appropriately developed and that consistency in practice of medical clearance for and admission to State, county and short-term care facility beds" are established.

RESPONSE: The Department notes that these issues are the subject matter of two recent pieces of legislation. P.L. 2009, c. 241 requires the Department to develop procedures to facilitate the identification of appropriate behavioral health settings for individuals deemed in need of such services. The emergency departments in general hospitals would contact the Department facilitator in the case of patients who remain in the emergency department for 24 hours or longer awaiting placement in an appropriate behavioral health setting (N.J.S.A. 30:4-177.60). P.L. 2009, c. 242 requires the Department, in consultation with the Department of Health and Senior Services, the State Board of Medical Examiners, the New Jersey Hospital Association, the Hospital Alliance of New Jersey, the New Jersey Council of Teaching Hospitals, the New Jersey Chapter of the American College of Emergency Physicians and the New Jersey Psychiatric Association, along with other groups deemed appropriate by the Department, to develop standardized admissions protocols and medical clearance criteria for transfer or admission of a hospital emergency department patient to a State or county psychiatric hospital or short-term care facility. The Department looks forward to working with its private and public partners in these endeavors.

COMMENT: MHESA commented that "individual screening services negotiating affiliation agreements with individual STCFs has resulted in a disparity of services provision around the State. It recommended that the State assume "leadership in the instituting and textual development of affiliation agreements" to "insure uniformity in relationships and process within the entire system.

RESPONSE: The Department stands ready to work in cooperation with its public partners to facilitate this process.
 
N.J.A.C. 10:31-2.3(g)

COMMENT: NJAMHA criticized as impractical the requirement that the psychiatrist who assesses the consumer in the screening service not be the same psychiatrist who treats the consumer in the short-term care facility (STCF). Noting the scarcity of psychiatrists, NJAMHA emphasized that even reassignment or schedule changes would alleviate this problem. It appreciated the inclusion of the option allowing the screening and treating psychiatrists to be the same individual, after reasonable attempts were made to retain different psychiatrists.

[page=1877] RESPONSE: This regulatory provision parallels a statutory mandate. The screening law requires that when an individual's liberty is at stake, that individual is entitled to receive the evaluation and judgment of two psychiatrists on the question of whether the standard for involuntary commitment is met. Specifically, N.J.S.A. 30:4-27.10 states: "A short-term care or psychiatric facility or a special psychiatric hospital shall initiate court proceedings for involuntary commitment by submitting to the court a clinical certificate completed by a psychiatrist on the patient's treatment team and the screening certificate which authorized the admission of the patient to the facility; provided, however, that both certificates shall not be signed by the same psychiatrist unless the psychiatrist has made a reasonable but unsuccessful attempt to have another psychiatrist conduct the evaluation and execute the certificate." To allow the same individual to assess the consumer in both the screening service and the short-term care facility would compromise this statutory guarantee of fairness and impartiality in the commitment decision.
 
N.J.A.C. 10:31-2.4 Procedures for the Rehospitalization of Consumers who Violate Their Conditions of Release

COMMENT: Regarding the amendments detailing the assessment of consumers who violate the terms of their conditional release orders, NJAMHA noted that the amendments pertain only to those situations where the mental health agency, charged by the court with monitoring and supervisory responsibilities, notifies the judge of the consumer's violation of those conditions. NJAMHA claimed that often, consumers subject to such orders "just show up at screening services" and the screener has no knowledge of the order. It recommended that the rules clarify the roles, relationships and communication among the screening service, the mental health agency charged with monitoring and the court. It anticipated that with the implementation of the involuntary outpatient commitment law, this issue will become more prevalent.

RESPONSE: The Department acknowledges the practical difficulty posed where a consumer presents at screening service and is unable or unwilling to communicate the existence of a conditional release order. In such a scenario, best clinical practices would indicate that the screener proceeds as usual - that is, the screener must conduct a screening assessment to determine whether the individual meets the standards for commitment. If the screener uncovers evidence suggesting the existence of a conditional release order, the screener should undertake reasonable steps to locate and get a copy of that order. These steps may include contacting a provider identified as the monitor of the consumer's compliance with a conditional release order. In this pursuit, the screener should take care to avoid violating the consumer's privacy rights and should not expend so much time and effort that care is compromised. If a pre-existing conditional release order cannot be located and the consumer meets the standard for commitment, the screener should complete the steps in the commitment process. Without a conditional release order, the screener must obtain the consumer's permission before contacting any community provider, so that privacy rights are not violated. If a conditional release order is subsequently located, the screener should notify the relevant mental health program, the county adjuster and the hospital, so that all records can be updated. With the conditional release order, the screener need not obtain the consumer's permission to make these notifications.

COMMENT: The WCDHS suggested that the term "conditional release" be changed to "conditional discharge."

RESPONSE: As "conditional release" is the term used in the Appellate Division decision outlining the procedures to be followed in these cases, the Department has used this term in the rule. (See In re Commitment of B.L., 346 N.J. Super. 285 (App. Div. 2002)).
 
N.J.A.C. 10:31-2.5(a)1ii Off-site Evaluation by a Psychiatrist

COMMENT: NJAMHA requested the elimination of the requirement that psychiatrists be available to provide off-site evaluation when indicated, based upon contractual agreement with the Division. It contended that this requirement would be impractical, given the shortage of psychiatrists and the high compensation levels required to purchase on-call/off-site availability, and recommended that the standard be lowered to allow "preference" for this availability. In the alternative, NJAMHA requested that the State provide additional compensation and that Medicaid reimbursement be extended for this service "to level the playing field."

RESPONSE: The presence of telepsychiatry obviates the need for off-site availability of psychiatrists. Further, in the event that the consumer requests a face-to-face assessment, the consumer can be transported to the psychiatrist's location. Therefore, upon adoption, N.J.A.C. 10:31-2.5(a)1ii will be deleted.
 
Mobile Outreach

COMMENT: NJAMHA urged the adequate funding of mobile outreach services and noted that in many communities, this service is not offered "to the extent envisioned by the screening law" and to a degree sufficient to meet increasing demand, due to lack of sufficient funding.

RESPONSE: The report of the Governor's Task Force on Mental Health recognized the important role played by screening services in the public mental health system and the necessity for screening services to be flexible and mobile. While budgetary constraints have prevented the funding of these services in the full amount recommended by the Task Force, an additional $ 14 million was allocated to the screening system to better enable screening programs to accomplish their statutory mission, including mobile outreach. As demographics and the needs of the mental health acute care system are reviewed, the Division will work to identify future needs and will advocate that they be addressed to the extent fiscally possible.
 
Centralized Admissions

COMMENT: The WCDHS recommended that the role of centralized admissions as it relates to screening services be incorporated into the rule.

RESPONSE: The Department respectfully disagrees with the commenter's position. Currently, the Centralized Admissions Unit functions internally as an operational intake unit within the State psychiatric hospital system. Its purpose is to appropriately manage limited inpatient beds within State psychiatric hospitals. In the future, its role in the acute care system may evolve to the point where it is more active in triage determinations. At such time, an amendment of this provision, after consultation with interested parties and public comment, prior to publication of a notice of proposal and a notice of adoption, respectively, may be appropriate.
 
Subchapter 3. Screening and Screening Outreach Personnel Requirements
 
N.J.A.C. 10:31-3.2 Screening Service Coordinator Requirement, Qualifications and Duties

COMMENT: NJAMHA recommended the elimination of the requirement that screening service coordinator have at least one year of supervisory experience, based on its assertions that such a requirement would prevent the promotion or hiring of a screener with years of experience and that most screening services have only one supervisory position. NJAMHA claimed that these requirements would present a hardship for consumer advocates/peers to advance and would make the hiring and retention of staff difficult.

RESPONSE: The Department respectfully disagrees with the commenter. The duties of a screening coordinator include a variety of managerial functions, such as developing and implementing an adequate staffing plan (N.J.A.C. 10:31-3.3(b)), devising and implementing affiliation agreements and formal liaison activities with community partners (N.J.A.C. 10:31-3.3(b)2 and 3), monitoring and documenting all screening functions (N.J.A.C. 10:31-3.3(b)5), participating in local mental health planning, ensuring coordination with STCFs and psychiatric facilities (N.J.A.C. 10:31-3.3(b)7) and coordinating the SRC and area training requirements (N.J.A.C. 10:31-3.3(b)9). The Department believes that an individual should possess the time management and leadership skills, among other things, that will enable proper execution of the all of the above tasks.

COMMENT: CCGNJ recommended that N.J.A.C. 10:31-3.2(b)3 through 6 and 4.2(b)3 be amended to require screening services to maintain affiliation agreements with CCGNJ and/or a local provider of gambling treatment services.

RESPONSE: Determining the needs of the consumer is a task within the responsibility and expertise of the screener. The language of N.J.A.C. [page=1878] 10:31-3.2(b)3 through (6) and 4.2(b)3 is broad enough to allow a referral to gambling treatment services, where the screener determines that such a referral would be appropriate. N.J.A.C. 10:31-4.2(b)3 requires an affiliation agreement with "other mental health, social service and health service systems."
 
N.J.A.C. 10:31-3.3 Screener Certification Requirement, Qualifications and Duties

COMMENT: NJAMHA also recommended allowing one year for the completion of the screener certification course, instead of six months.

RESPONSE: The Department respectfully suggests that the commenter has misconstrued the relevant provisions. An individual, who possesses the requisite education (N.J.A.C. 10:31-3.3(b)) must serve as a temporary screener for one year before attaining status as a fully certified screener. Within one year of submitting an application for temporary certification, the individual must successfully complete the screener certification course and pass the proficiency exam (N.J.A.C. 10:31-3.3(c)). Temporary screeners who fail to complete each class in the training series must make up the missed class(es) in the next Basic Screening Training Certification series (N.J.A.C. 10:31-3.3(c)3ii). Should a temporary screener fail to complete the training course or pass the exam before the one-year expiration of temporary status, he or she will be placed on conditional status and must abide by certain restrictions (N.J.A.C. 10:31-3.3(f)). While on conditional status, the individual has six months to remediate the outstanding conditions (N.J.A.C. 10:31-3.3(f)4). Thus, an individual could have as long as 18 months to complete the training course - 12 months following the application for temporary status and six months following the initiation of conditional status.

COMMENT: CCGNJ recommended that basic training on compulsive gambling be included in the Basic Screening Certification Training series.

RESPONSE: The Department respectfully disagrees with this recommendation. N.J.A.C. 10:31-2.1(a)1 requires screeners to "assess the crisis situation" presented by the consumer's condition. N.J.A.C. 10:31-2.3(b)3iii requires that while performing an assessment, a screener must probe and record any relevant consumer information, including psychiatric or social history. Appropriately educated, experienced and certified screeners should be able to recognize all relevant issues and should be sufficiently knowledgeable to discern appropriate treatment. Thus, detailed specification in the rule of any and all possible issues that could be presented during a consumer's assessment would be unnecessary and impractical.
 
N.J.A.C. 10:31-3.3(b) Screener Qualifications

COMMENT: NJAMHA contended that the screener qualifications requiring a master's degree for a screener, post-bachelor supervisory experience and the limitation to degrees only in mental health fields were overly restrictive, would exclude otherwise qualified candidates, and would "seriously reduce the pool of qualified applicants in a pool that is already drained."

RESPONSE: N.J.A.C. 10:31-3.3(b) provides that a certified screener must possess one of four different educational and experiential backgrounds: a master's degree plus one year of experience, a bachelor's degree plus three years of experience, a bachelor's degree plus two years of experience (one of which is in a crisis setting) and current enrollment in a master's program, or a licensed registered nurse with three years experience (one of which is in a crisis setting). Thus, there are other education options, besides a master's degree, which will provide an individual with relevant knowledge and experience for the screener position. To make this point more clear, the Department will add the phrase "at least one of" regarding the list of educational credentials. Regarding the NJAMHA's objection to "post-bachelor's supervisory experience," the Department believes that the commenter is under the misimpression that the rule requires screeners to have this level of experience. Only screening coordinators must have supervisory experience, as their job responsibilities entail managerial functions. Staff-level screeners need not have supervisory experience. As to NJAMHA's objection to the requirement that degrees be in mental-health-related fields, the Department respectfully disagrees. Screeners fulfill a critical role in the mental health system and must have the knowledge and competence to accurately assess and determine the appropriate treatment for an individual in a possible psychiatric crisis. Their judgment has implications for the liberty of individuals and the safety of the general public.

COMMENT: NJAMHA recommended expanding the "mental health-related" degree to a human services degree, noting that the experience requirements stipulated mental health experience. It also noted that many mental health professionals possess degrees in divinity or social work and should not be considered unqualified to work in a crisis setting, especially when certification courses and passage of a proficiency exam are required.

RESPONSE: As noted above, a screener's job functions can have critical impacts for the individual consumer, as well as the general public. A screener must possess the knowledge and experience sufficient to exercise astute clinical judgment in a crisis setting, so that the consumer's well-being and liberty are appropriately safeguarded and the public is protected. Specific knowledge of mental illness, their presenting symptoms and appropriate treatment required may not be within the expertise of all human services professionals.
 
Subchapter 4. Affiliated Emergency Service Personnel Requirements
 
N.J.A.C. 10:31-4.3(d) Crisis Intervention Specialist Requirements, Qualifications Duties

COMMENT: Regarding the proposed requirement that "at least one crisis intervention specialist be a registered nurse," the NJHA asked whether this requirement would be applicable to affiliated emergency services, when "the service is located within a general hospital emergency department where every patient has an assigned nurse as a part of their total care." Would the emergency department RN qualify as the "mandatory" staff when an additional non-nurse is the crisis intervention specialist.

RESPONSE: Each AES may employ one or more crisis intervention specialist(s) (N.J.A.C. 10:31-4.3(a)). If the AES chooses to have crisis intervention specialist on staff, N.J.A.C. 10:31-4.3(b) requires that individual's qualifications to meet the specifications delineated in N.J.A.C. 10:31-3.4(c) - that is, the individual must hold either a master's degree in a mental-health-related field, a bachelor's degree in a mental-health-related field plus two years of experience in a psychiatric setting or licensure as a registered professional nurse. The Division may waive these educational requirement to allow a peer advocate to serve as a crisis intervention specialist (N.J.A.C. 10:31-3.4(c)). To answer NJHA's question, the rules do not require that one member of the AES staff must be a nurse. However, in the absence of a full staff complement, the AES may not consider the emergency room nurse to be a member of the AES staff. A nurse who works in the AES must have sufficient availability and knowledge to competently serve as a crisis intervention specialist in a psychiatric crisis setting, without competing demands from emergency room duties.
 
Subchapter 5. Systems Review in the Acute Care System
 
N.J.A.C. 10:31-5.2 Composition of the Systems Review Committee

COMMENT: NJAMHA criticized the requirements concerning the composition of the SRC as "prescriptive" and leaving "insufficient discretion to the SRC Coordinator to identify the entities to comprise the local SRC." NJAMHA also objected to a requirement that only one entity, outside of those delineated by the State, may be added. NJAMHA recommended that the Division define and specify the minimum set of agencies and stakeholders required to be members of the SRC, but also stated that the "overall composition of the SRC should be left up to the discretion of the local/county SRC based on the unique needs of the locality ..." In view of "local differences," NJAMHA urged that SRC composition contain "multiple entities, depending upon each geographical area's needs," and that individual SRCs be allowed to ultimately make that determination.

RESPONSE: The Department believes that each of the concerns expressed by the commenter is met in Subchapter 5, as proposed. The monitoring of the Statewide screening system shall be the responsibility of the systems review committee (N.J.A.C. 10:31-5.1(b)). Contrary to NJAMHA's claim that only one non-State-related entity is allowed to be [page=1879] represented on the SRC, N.J.A.C. 10:31-5.2 provides that the required composition of the SRC shall include each of the separately identifiable programs compromising the acute care services in the geographic area; psychiatric hospitals and STCFs in the area; the county mental health board; family and consumer organizations, as well as family members from the area; and any additional entity who is deemed appropriate and necessary by the SRC chair (who shall be a screening coordinator) and approved by the Division. These provisions allow for the diversity of interests and perspectives sought by the commenters and allow for representation by community members identified by the SRC chair, who must be a screening coordinator. The Division retains approval authority to assure relevant and qualified membership and a manageable committee size.
 
N.J.A.C. 10:31-5.3 Role of the Systems Review Committee

COMMENT: The WCMHB recommended the deletion of the SRC responsibility, "to ensure the effectiveness of referrals and linkages," arguing that "it is unclear how the SRC can be accountable for accomplishing this task."

RESPONSE: The Department respectfully disagrees. As noted in a prior response, SRC composition is broadly inclusive of the many interests and viewpoints relevant in the mental health system. These uniquely qualified representatives have the knowledge and ability to monitor the operations of the system, with the goal of making recommendations and comments that will ensure that effective referrals and linkages are made.
 
Subchapter 7. Police Involvement
 
N.J.A.C. 10:31-7.1(b) Transportation of Consumers

COMMENT: FGC objected to the provision stating that a consumer's location in a private residence shall not, by itself, be justification for police involvement when screening staff conducts a mobile outreach. FGC pointed to "staffing cuts and shrinking budgets" as factors that may reduce police availability and argued that the regulation's language may serve as an "invitation to local police departments (and to State Police who function in this role in designated areas) to resist requests from screening staff to intervene, which is likely to result in serious injury to consumers, family members, screening staff or the community." FGC requested that the provision, or just its reference to "private residence," be deleted.

RESPONSE: The Department respectfully suggests that the commenter has misconstrued the provision. N.J.A.C. 10:31-7.1(b) states: The screening service shall maintain written policies and procedures delineating the circumstances under which a police response to a mental health crisis or outreach is to be considered and the procedures to be followed in such a case. The fact that a location is a private residence shall not be, without additional factors, a justification for additional involvement." Thus, the express language of the rule (1) requires screening services to develop policies that will set forth the circumstances that will justify police involvement in a screening outreach; and (2) states that a private residence, by itself, is not enough justification. Nothing in the rule prohibits a request for police involvement where the outreach will occur at a private residence. However, not all such outreaches present safety or other issues warranting police assistance.
 
Subchapter 9. Continued Quality Improvement
 
N.J.A.C. 10:31-9.1 Continued Quality Improvement

COMMENT: Noting that the "system review function is referenced as a component of continuous quality improvement," the NJHA supported the strengthening of this function, "in total, focusing on the collection and analysis of appropriate data at both the local and Statewide level in order to assure ongoing system evaluation and improvements."

RESPONSE: The Department appreciates the commenter's support.
 
Subchapter 10. Planning
 
N.J.A.C. 10:31-10.1 Designation of Screening Services

COMMENT: While supporting the amendment allowing a screening service to be located outside the physical location of a general hospital, the NJHA recommended that hospital emergency departments be "partners in the design of protocols that may impact or be impacted upon by hospital-based emergency medical services." The NJHA cited the fact that screening for medical conditions and subsequent medical clearance for placement is a necessary part of the screening process.

RESPONSE: The Department agrees that effective working relationships between hospitals and screening services (regardless of their locations) are essential to the proper functioning of the screening system and encourages full and cooperative communications between the hospital and screening services on the medical clearance and all other relevant issues.
 
Subchapter 11. Waiver
 
N.J.A.C. 10:31-11.2 Procedures for all but Personnel-Related Waivers

COMMENT: NJAMHA expressed concern about the addition of new parties able to review and comment upon a waiver application submitted by a screening service, arguing that such an expansion would make notification requirements overly burdensome and subject to error. NJAMHA requested that the State offer protection shielding screening services from possible litigation where oversight was unintentional.

RESPONSE: The Department respectfully disagrees. Waiver applicants are required to notify parties interested and involved in the mental health system, as those parties have been identified by the county mental health board. As the waiver applicant is not required to independently ascertain the identities of interested parties, the Department does not agree that the requirement is overly burdensome. As to NJAMHA's request that the State offer immunity from possible litigation where parties were not notified, legislative authority for this action does not exist.

COMMENT: FCG objected to the requirement that a waiver applicant submit a plan for making the waiver unnecessary and a timetable for doing so. FGC contended that fiscal constraints, whether in hiring on-site psychiatrists and maintaining on-site ECEBs, were significant and immutable obstacles to making waivers of such requirements unnecessary.

RESPONSE: The Department agrees with the commenter that the proposed amendment requiring screening services to submit a plan for making the waiver unnecessary and a timetable for doing so would be unreasonably burdensome and even, in the case of telepsychiatry, impractical or infeasible. Therefore, upon adoption, proposed N.J.A.C. 10:31-11.2(b)1iii will be deleted.
 
N.J.A.C. 10:31-11.4 Renewal Requests and Extensions

COMMENT: FCG requested elimination of the requirement that waiver requests be submitted annually, contending that such a requirement was administratively burdensome and subjected the screening program to a risk of expensive litigation by third-party objectors. It recommended that a waiver that is acceptable in every way other than the plan obviating the need for a waiver (due to funding limitations) be granted for the "entire proposed seven-year designation time period or until such time as DMHS can provide the funding required to remediate the need for the waiver."

RESPONSE: The respectfully disagrees with the commenter's suggestion. The granting of a waiver allows, for certain specified reasons, a departure from the rules. It is necessary to limit the duration of a waiver to a one-year period, so that the Department can determine whether the conditions justifying the waiver still exist and the public can be informed.
 
N.J.A.C. 10:31 Appendices A and B

COMMENT: The NJHA recommended that standardized forms, "including those referenced in the standards, as well as others determined by the Division and its stakeholders," be used whenever possible for clarity and consistency.

RESPONSE: Forms commonly used by screening services are incorporated into N.J.A.C. 10:31 in the appendices.
 
Summary of Agency-Initiated Change:

At N.J.A.C. 10:31-2.3(m), the Department is correcting an oversight by updating the term "screening center" to "screening service," as was proposed and adopted elsewhere in the chapter.
 
[page=1880] Federal Standards Statement

A Federal standards analysis is not required because the rules readopted with amendments and new rules comply with, but do not exceed any Federal requirements or standards as stated in the notice of proposal Summary statement at 41 N.J.R. 4014(a).
 
Full text of the readopted rules can be found in the New Jersey Administrative Code at N.J.A.C. 10:31.
 
Full text of the adopted amendments, new rules and recodifications follows (additions to proposal indicated in boldface with asterisks *thus*; deletions from proposal indicated in brackets with asterisks *[thus]*):
 
SUBCHAPTER 1.    GENERAL PROVISIONS
 
10:31-1.1   Scope
 
(a) The Screening and Screening Outreach Program is designed to provide screening and crisis stabilization services, 24 hours per day, 365 days per year, in every geographic area in the State of New Jersey. These services may be provided at a designated screening location or wherever the individual who may be in need of such services is located. The mode of stabilization will depend on the seriousness of the impairment, degree of potential dangerousness and the availability of appropriate services. The locus of treatment will be as close to the individual's home as circumstances permit.
 
(b) The Screening and Screening Outreach Program shall be established in every geographic area as a new program or as an expansion of an existing emergency service. The Screening and Screening Outreach Program shall be provided by a screening service, designated by the Division.
 
10:31-1.2   Purpose
 
(a) The purposes of the Screening and Screening Outreach Program are as follows:
 
1. To provide clinical assessment and crisis stabilization in the least restrictive, clinically appropriate setting, as close to the individual's home as possible, in a manner that is culturally competent and recovery-oriented and assists the consumer in achieving a self-directed transition to wellness;
 
2. To provide outreach to individuals who may need involuntary commitment and are unable or unwilling to come to the screening service location, as stipulated in N.J.S.A. 30:4-27.5(d);
 
3. To provide outreach for the purpose of crisis intervention and stabilization;
 
4. To assure referral and linkage, which is voluntary in nature to appropriate community mental health and social services;
 
5. To coordinate access, where appropriate, to the publicly affiliated acute care psychiatric resources serving a designated geographic area, that is, acute partial hospitalization/care, crisis housing or voluntary inpatient services;
 
6. To screen individuals, so that only those persons who are in need of involuntary commitment, as set forth in N.J.S.A. 30:4-27.2m, are committed;
 
7. (No change.)
 
8. To provide training and technical assistance concerning psychiatric emergencies to other social service, law enforcement and mental health providers in the geographic area;
 
9. To coordinate a system for review and monitoring of the effectiveness and appropriateness of screening and screening outreach service use, including impact upon admissions to State and county psychiatric hospitals; and
 
10. To provide leadership within the acute care network of services and advocate for services to meet consumers' needs and encourage the system to respond flexibly.
 
10:31-1.3   Definitions
 
The following words and terms, when used in this chapter, shall have the following meanings, unless the context clearly indicates otherwise.
 
"Acute care" means community out-patient and in-patient psychiatric services designed to provide stabilization during the acute phase of psychiatric illness.
 
"Acute care system" means those services either contracted for or identified by the Division of Mental Health Services, in consultation with the appropriate county mental health board, as part of a geographic area's acute care services. They may include, but are not limited to, the screening service, affiliated emergency services, short-term care facility, inpatient psychiatric service, acute partial care/hospitalization, crisis housing, integrated case management services (ICMS), programs of assertive community treatment (PACT), and peer support, self-help and acute family support services.
 
"Acute partial hospitalization/care" means a day treatment program whose purpose is to promote stabilization and acute symptom reduction through structured individual and group activities and interventions, which are provided throughout the day and early evening.
 
"Affiliated emergency service (AES)" means a mental health provider responsible for the provision of service to people in psychiatric crisis. AES includes mental health and social service provision or procurement and advocacy. Affiliated emergency services offer immediate crisis intervention services and service procurement to relieve the consumer's distress and to help maintain or recover his or her healthful functional level. Such services include, where indicated, the initiation of involuntary commitment proceedings or the referral of a consumer to a screening service for that purpose. Emphasis is on stabilization, so that the consumer can actively participate in needs assessment and service planning.
 
"Affiliated emergency service coordinator" means an individual employed by an affiliated emergency service who meets the educational and experiential requirements set forth in N.J.A.C. 10:31-4.2(a) and fulfills the duties set forth in N.J.A.C. 10:31-4.2(b).
 
"Assessment" means evaluation of the individual in psychiatric crisis in order to ascertain his or her current and previous level of functioning, psychosocial and medical history, potential for dangerousness, current psychiatric and medical condition factors contributing to the crisis and support systems that are available.
 
. . .
 
"Commitment" means the procedure for authorizing admission to a treatment facility of an adult who is mentally ill, whose mental illness causes the person to be dangerous to self or dangerous to others or property, and who is unwilling to be admitted to a facility voluntarily for care, and who needs care at a short-term care facility, psychiatric facility or special psychiatric hospital because other services are not appropriate to meet the person's mental health care needs.
 
"Community referral source" means an individual, such as a police officer, religious leader, family member or other person, who may refer an individual for mental health services.
 
"Consensual admission" means the type of admission applicable to a person who has received an assessment from a screener and screening psychiatrist in a screening service, who is determined to be dangerous to self, others or property by reason of mental illness, and who understands and agrees to be admitted to a short-term care facility for stabilization and treatment.
 
"Consumer" means an individual 18 years of age or older receiving assessment or treatment in a screening service or any ambulatory mental health service.
 
"Consumer protected health information (consumer PHI)" means all information, certificates, applications, records and reports that directly or indirectly identify a consumer currently or formerly receiving services, or for whom services were sought.
 
"Continuous quality improvement" means the ongoing objective and systematic monitoring and evaluation of a service's or system's components to ensure the quality, effectiveness and appropriateness of care and the pursuit of opportunities to further improve the care.
 
"Covered entity" means the professional staff of a community agency under contract with the Division of Mental Health Services, or of a screening service, short-term care or psychiatric facility as those facilities are defined in N.J.S.A. 30:4-27.2.
 
"Crisis housing" means a community-based crisis residential stabilization program providing an alternative setting for stabilization of individuals who are assessed by a screening service as being in acute psychiatric crisis, but who do not meet the standard for commitment.
 
. . .
 
[page=1881]"Crisis intervention specialist" means an individual employed by a screening service or an affiliated emergency service who meets the educational and experiential requirements set forth in N.J.A.C. 10:31-3.4 and 4.3 and provides assessment, crisis stabilization services, hotline coverage, outreach and referral to people who are in crisis.
 
"Crisis outreach" means outreach provided by a screening service or an affiliated emergency service for the purpose of crisis stabilization. It does not include the screening process.
 
"Crisis stabilization" means intensive crisis intervention efforts toward or the result of a significant reduction of positive symptoms and some improvement in level of functioning, bringing the individual closer to the level of functioning demonstrated prior to the crisis.
 
. . .
 
"Division" means the Division of Mental Health Services, Department of Human Services.
 
"Enhanced screening service" means interventions that are made available to assist consumers who are hearing impaired to meaningfully access screening services. Enhanced screening services may also include consultative services for consumers who are developmentally disabled.
 
"Extended crisis evaluation bed (ECEB)" means a bed provided in a secure area where an individual can be held for up to 24 hours while being assessed and receiving intensive psychiatric supervision and medication monitoring.
 
"General hospital" means any hospital that maintains and operates organized facilities and services for the diagnosis, treatment or care of persons suffering from acute illness, injury or deformity and in which all diagnosis, treatment and care are administered by or performed under the direction of persons licensed to practice medicine or osteopathy in the State of New Jersey.
 
"Geographic area" means a geographically distinct area designated by the Commissioner to be served by one screening service. This area may be a county, portion of a county or a multi-county area.
 
. . .
 
"In need of involuntary commitment" means that an adult who is mentally ill, whose mental illness causes the person to be dangerous to self, others, or property and who is unwilling or unable to be admitted to a facility voluntarily for care, and who needs care at a short-term care facility, psychiatric facility or special psychiatric hospital because other services are not appropriate or available to meet the person's mental health care needs.
 
"Integrated case management service (ICMS)*"* means personalized, collaborative and flexible outreach services, offered primarily off-site, designed to engage, support and integrate individuals with serious mental illness into the community of their choice, and facilitate their use of available resources and supports in order to maximize their independence.
 
"Linkage" means referral to and voluntary enrollment in a mental health and/or ancillary program.
 
"Medical director" means the person who is designated by the director or chief executive officer of the screening center to provide medical leadership in a screening center. This may be a full or part-time position.
 
. . .
 
"Mental health care representative" means the individual designated by a consumer pursuant to the proxy directive part of the consumer's advance directive for mental health care for the purpose of making mental health care decisions on the consumer's behalf, and includes an individual designated as an alternate mental health care representative who is acting as the consumer's mental health care representative in accordance with the terms and order of priority stated in an advance directive for mental health care.
 
"Mental illness" means a current, substantial disturbance of thought, mood, perception or orientation, which significantly impairs judgment, capacity to control behavior or capacity to recognize reality, but does not include simple alcohol intoxication, transitory reaction to drug ingestion, organic brain syndrome or developmental disability, unless it results in the severity of impairment as described in this definition. The term mental illness is not limited to "psychosis" or "active psychosis," but shall include all conditions that result in the severity of impairment as described in this definition.
 
. . .
 
"Peer advocate" means a person who works for a screening service and is or has a family member who is a consumer of mental health services. The responsibilities of a peer advocate are to raise awareness, provide education and serve as a resource to other consumers and family members on issues related to the effective management of mental illness in areas, such as symptom reduction, relapse prevention, stress management, social skills, depression, anxiety and healthy relationships. The peer advocate may resolve conflicts, and document and refer consumer concerns and complaints to professional staff, where appropriate. Peer advocates also serve as positive role models and demonstrate positive decision-making skills in both their personal and professional lives.
 
. . .
 
"Physician" means a person who is licensed to practice medicine in any one of the United States or its commonwealths or territories or the District of Columbia and who has complied with all relevant New Jersey professional licensing laws, including, but not limited to, the requirements of the New Jersey State Board of Medical Examiners.
 
. . .
 
"Programs of assertive community treatment (PACT)" means the community mental health program that provides comprehensive, integrated rehabilitation, treatment and support services to individuals with serious and persistent mental illness, who have had repeated psychiatric hospitalizations, and who are at serious risk for psychiatric hospitalization. PACT, provided in vivo by a multi-disciplinary service delivery team, is the most intensive program element in the continuum of ambulatory community mental health care. Services to an individual may vary in type and intensity.
 
. . .
 
"Psychiatric unit of a general hospital" means an inpatient unit of a general hospital that restricts its services to the care and treatment of persons with mental illness who are admitted on a voluntary basis.
 
"Psychiatrist" means a physician who has completed the training requirements of the American Board of Psychiatry and Neurology or the American Osteopathic Board of Neurology and Psychiatry and who has complied with all relevant New Jersey professional licensing laws and the requirements of the New Jersey State Board of Medical Examiners.
 
"Psycho-education" means information dissemination, professional guidance and consultation and skill development to families of consumers and consumers themselves, aimed at assisting families and consumers in becoming essential contributors and participants in the rehabilitation process.
 
"Psychotherapy notes" means notes recorded (in any medium) by a health care provider who is a mental health professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint or family counseling session and that are separated from the rest of the of the individual's medical record. Psychotherapy notes excludes medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis and progress to date ( 45 CFR 164.501).
 
"Referral" means services, which are voluntary in nature and which direct, guide and link a consumer with appropriate services, which promote the achievement of the goals of wellness and recovery and which include diversion from hospitalization, as clinically appropriate.
 
"Screener" means an individual who has fulfilled the requirements set forth in N.J.A.C. 10:31-3.3 and has been certified by the Division to assess a consumer's eligibility for involuntary commitment.
 
. . .
 
"Screening certificate" means a physician's certification on a form developed by the Division and approved by the Administrative Office of the Courts stating that the person designated therein is in need of commitment. The form shall also state the specific facts upon which the examining physician has based his or her conclusion and shall be certified in accordance with the Rules of Court. The certificate may not be executed by a person who is a relative, by blood or marriage, of the person who is being screened.
 
"Screening coordinator" means an individual who is employed by a screening service, who meets the educational and experiential [page=1882] requirements set forth in N.J.A.C. 10:31-3.2(a) and fulfills the duties set forth in N.J.A.C. 10:31-3.2(b).
 
"Screening document" means a form developed by the Division and completed and signed by a screener after that screener has assessed the consumer. The screening document serves as the first step of the involuntary commitment process.
 
"Screening outreach" means an evaluation provided by a certified screener, wherever the person to be screened may be located, when clinically relevant information indicates the person may need involuntary commitment and is unable or unwilling to come to a screening service.
 
"Screening service" means a public or private ambulatory care service with mobile capacity designated by the Commissioner, which provides mental health services, as specified in N.J.A.C. 10:31-2.1. In addition to affiliated emergency services, a screening service is the program in the public mental health care treatment system wherein a person believed to be in need of commitment to a short-term care facility, psychiatric facility or special psychiatric hospital undergoes an assessment to determine what mental health services are appropriate for the person and where those services may be most appropriately provided.
 
"Short-term care facility*["]* (STCF)*"* means a closed acute care adult psychiatric unit in a general hospital for *[short term]* *short-term* admission of individuals who meet the legal standard for commitment and require intensive treatment. The STCF shall be designated by the Division to serve residents of specific geographic areas within the State. All admissions to *[short term]* *short-term* care facilities shall be referred through a designated screening service.
 
"Special psychiatric hospital" means a public or private hospital licensed by the Department of Health and Senior Services to provide voluntary and involuntary mental health services, including assessment, care, supervision, treatment and rehabilitation services to persons with mental illness.
 
"Stabilization options" means treatment modalities or means of support used to remediate a crisis. They may include, but are not limited, to early intervention programs, crisis intervention counseling, acute partial care/hospitalization, crisis housing, acute in-home services, extended crisis evaluation bed with medication monitoring or emergency stabilization regimes, voluntary admission to local inpatient unit, referral to other 24-hour treatment facilities, referral and linkage to other community resources and use of natural support system.
 
"Treatment facility" means a legal entity, public or private, providing mental health, developmental disability, nursing, rehabilitative and/or drug and alcohol services.
 
SUBCHAPTER 2.    PROGRAM REQUIREMENTS
 
10:31-2.1   Functions of a screening service
 
(a) A screening service shall perform the following functions:
 
1. Assessment of the crisis situation and identification of stabilization, diversion and support services needed and/or screening for commitment. This shall take place throughout the geographic area served by the service, including such sites as other emergency services, jails and nursing homes;
 
2. Provision of emergency and consensual treatment to the person receiving the assessment;
 
3. Crisis/early intervention counseling;
 
4. Referral via personal contact to the most appropriate, least restrictive treatment setting indicated, linkage and follow-up in order to maintain contact with all consumers until they are engaged in another service licensed by the appropriate authority, where applicable, or are no longer in crisis;
 
5. Initiation of involuntary commitment proceedings, where appropriate and pursuant to N.J.S.A. 30:4-27.10 and N.J.A.C. 10:31-2.3;
 
6. Operation of a 24-hour hotline, which shall be answered at all times directly by a certified screener, crisis intervention specialist or other clinical personnel under the supervision of the screener or crisis intervention specialist and which shall receive calls that have been forwarded from other AES during off hours;
 
7. Maintenance of 24 hour per day screening outreach capability, which shall include provision of screening services in any location in the geographic area under the following circumstances:
 
i. Whenever there is indication that there may be a reasonable likelihood of dangerousness to self, others or property due to mental illness;
 
ii. Whenever the individual is unable or unwilling to come to the screening service or when transporting the individual may put him or her or others at further risk; and
 
iii. If the consumer's history, behavior or location presents safety concerns that cannot be resolved through consultation by the screening outreach team with the police and coordination of transportation to the screening service with the police;
 
8. Provision of extended crisis evaluation bed(s) (ECEBs) with 24-hour capability, for the purpose of assessment, intensive supervision, medication monitoring and crisis stabilization;
 
9. Direct or indirect provision of appropriate medical services for consumers who are receiving screening services;
 
10. Provision of medication monitoring, which shall include medication for the purpose of crisis stabilization. Medication shall be administered in accordance with P.L. 1991, c. 233 and shall not be given to consumers in non-emergency situations without their consent;
 
11. Arranging transportation of consumers in need of commitment to the receiving facility;
 
12. Provision of face-to-face follow-up visits and/or telephone calls until the crisis is resolved or linkage completed.
 
i. Consistent with the agency's policies regarding informed consent, the designated screening service shall make referral for aftercare services with mental health care providers who are licensed by the appropriate authority, as applicable.
 
ii. Affiliation agreements shall be developed and maintained with other community agencies to ensure priority access to psychiatric evaluation for medication within seven days of referral and to other mental health services within 14 days of referral. The screening service shall be responsible for medication until this responsibility is transferred to another agency;
 
13. In accordance with the procedures set forth at N.J.A.C. 10:31-2.4, assessment of the commitability of consumers who are returned for screening services when they fail to meet the terms of their conditional release orders;
 
14. Psycho-educational and/or supportive services to consumers and family members who are involved at time of initial crisis;
 
15. Advocate, in conjunction with affiliated mental health care providers, for services to flexibly meet consumer needs;
 
16. Maintain a written affiliation agreement with the designated STCF(s) serving the screening services' geographic area;
 
17. Develop and maintain a written plan to provide training or technical assistance for police and other community referral sources directly or through affiliations with other agencies.
 
i. The screening service may accomplish police training through presentation of a Division-approved curriculum at the police academy and through periodic consultation and advisement to the police and other community referral sources.
 
ii. Training shall be provided on a continuing basis and shall include, but not be limited to, orientation to the screening system, provisions contained within the screening law, explanation of mental illness, crisis intervention skills, systems interaction and transportation;
 
18. Develop a plan, in collaboration with the general hospital that houses the screening service, where applicable, for transporting consumers in crisis, in accordance with all applicable Federal and State laws. This plan shall include transportation between an AES or screening service and transportation from these services to an appropriate treatment facility (for example, psychiatric facility, psychiatric unit of a general hospital, special psychiatric hospital or STCF), once identified;
 
19. Provide, as needed, crisis intervention training and consultation for AES providers, other community referral sources and police, in the geographic area;
 
20. Develop and coordinate a mechanism for acute care system review for all acute care services listed in N.J.A.C. 10:31-2.1(a) and in accordance with N.J.A.C. 10:31-5;
 
21. Maintain a system for tracking currently available treatment openings in the acute care mental health services system for which the [page=1883] screening service is granted access either directly, by subcontract or by affiliation;
 
22. Ensure that screening services are made known to the community at large through, among other modalities, publication of services in the local telephone directory; and
 
23. Comply with N.J.A.C. 10:37-6.79 regarding records of all persons seen by the screening service and compile information regarding disposition of such persons for review by the systems review committee (N.J.A.C. 10:31-5).
 
(b) Enhanced screening services shall perform additional duties, as negotiated and agreed to in their contracts with the Division.
 
(c) A screening service shall maintain a physical environment that is cognizant of, and responsive to, the varying needs and vulnerabilities of the diverse population it serves, especially children and older persons. When such vulnerable individuals are presented, screening staff shall take steps to ensure that they are protected from exposure to dangerous, potentially upsetting or inappropriate stimuli.
 
(d) Each screening service shall submit to the appropriate Division regional office and have approved by the Division a plan for prioritizing response to screening outreach calls. The plan shall include the following provisions:
 
1. Response timeframes that reflect the unique characteristics of the geographic area;
 
2. A requirement that outreach shall be provided in a timely manner when the screener determines, based on clinically relevant information, that the person is dangerous by reason of mental illness and unable or unwilling to come to the screening service;
 
3. A protocol for the involvement of the police, other emergency response personnel and other professionals; and
 
4. A plan for the expansion of screening services to provide additional prevention, intervention and stabilization services, when resources are available.
 
10:31-2.2   Functions of an affiliated emergency service (AES)
 
(a) In addition to the screening service, a geographic area may include one or more affiliated emergency services (AESs). All AESs shall be affiliated by written agreement with the geographic area's screening service. All AESs shall operate in accordance with contractual agreements with the Division and affiliation agreements with the designated screening service. Each AES shall provide all of the following services:
 
1. Crisis intervention counseling for consumers, family members and/or significant others;
 
2. Provision of or arrangement for appropriate medical services for consumers receiving care at the AES; and
 
3. Provision and monitoring of medication for the purpose of crisis stabilization and provision for medication until this responsibility is transferred to another agency or service. Medication shall be administered in accordance with N.J.S.A. 30:4-27.11e.a(1) and shall not be given to consumers in non-emergency situations without their consent;
 
4. Assessment, referral, linkage and follow-up, which shall include maintenance of contact with all consumers until they are engaged in another service or the emergency has been resolved. The AES shall also:
 
i. Refer the individual to the most appropriate and least restrictive treatment setting, licensed by the appropriate authority, where applicable, in the consumer's county of residence unless contraindicated. The AES records shall document these efforts;
 
ii. Facilitate linkage to acute care services, such as crisis housing, acute partial and acute mental health in-home services; and
 
iii. Provide linkage to, and necessary follow-up regarding, other mental health and non-mental health services; and
 
5. A hotline, answered directly by clinical staff during peak hours, and forwarded to the designated screening service at other times.
 
(b) The following services may also be directly provided by the affiliated emergency service:
 
1. Extended crisis evaluation beds with 24-hour capacity;
 
Recodify existing 3.-5. as 2.-4. (No change in text.)
 
10:31-2.3   Screening process and procedures
 
(a) In accordance with N.J.S.A. 30:4-27.5.a, upon entry of a consumer to the screening service, staff at the screening service may detain the consumer for up to 24 hours from entry for the purpose of providing emergency and consensual treatment, medical clearance and conducting an assessment.
 
(b) The screening service or affiliated emergency service shall provide a thorough assessment of the consumer and his or her current situation to determine the meaning and implication of the presenting problem(s) and the nature and extent of efforts that have already been made.
 
1. The screening service or affiliated emergency service, consistent with State and Federal laws regarding patient confidentiality, shall contact the consumer's family, spouse, civil union partner or significant others and current or previous service providers to determine what the clinical needs of the consumer are and what services are in the best interest of the consumer.
 
2. The screening service or affiliated emergency service staff shall consult with each adult consumer, significant others as permitted by law and the DMHS Registry established pursuant to N.J.A.C. 10:32-2.1, to determine whether the consumer has executed an advance directive for mental health care, has a guardian or has executed a durable power of attorney, and shall take no action that conflicts with those documents, insofar as they exist and compliance is required by law.
 
3. The screening service or affiliated emergency service procedures shall require recording of pertinent consumer information, where available, including, but not limited to:
 
i. Basic identifying data as it relates to the presenting crisis;
 
ii. The history and nature of the presenting problem;
 
iii. The psychiatric and social history;
 
iv. The medical history, including current medical status problems, allergies and current medication;
 
v. The mental status and level of functioning;
 
vi. Any drug and alcohol use and history;
 
vii. Any indication of dangerousness;
 
viii. Exploration of available resources and natural support system;
 
ix. Preliminary diagnosis; and
 
x. Whether or not the consumer has executed an Advance Directive for Mental Health Care.
 
(c) All stabilization options shall be fully explored before involuntary commitment is considered. Such options shall include, but shall not be limited to:
 
1.-4. (No change.)
 
5. Acute partial care/hospitalization;
 
6. (No change.)
 
7. Extended crisis evaluation bed with medication monitoring;
 
8.-9. (No change.)
 
10. Voluntary admission to a State psychiatric hospital or the psychiatric unit of a general hospital or special psychiatric hospital.
 
(d) After exploring the appropriateness of, and exhausting all options listed in (c) above, the screener shall ascertain whether commitment is indicated. In making this determination, the screener shall consider whether the individual:
 
1. Has a mental illness; *[and]*
 
2. Is dangerous to his or her self, others or property because of mental illness; and
 
3. Understands the nature of the recommended treatment and is unwilling to accept appropriate, available inpatient treatment at an STCF, psychiatric facility or special psychiatric hospital.
 
(e) If the screener determines that the individual is dangerous to self, others or property by reason of mental illness under the standard referenced above, the screener shall fully complete, within 24 hours of the individual's presentation for screening services, all sections of the screening document found at N.J.A.C. 10:31 Appendix A, incorporated herein by reference, after exhausting all reasonable efforts to stabilize the individual or divert him or her to less restrictive care. Through the screening document, the screener shall certify that the individual is in need of commitment.
 
1. If the screener determines that the individual is dangerous by reason of mental illness under the standards referenced in (d)1 and 2 above and is willing to accept appropriate inpatient treatment at an STCF, psychiatric facility or special psychiatric hospital, the screener shall complete all relevant sections of the screening document, indicating that the individual has agreed to voluntary admission.
 
[page=1884] (f) After fully completing the screening document, the screener shall contact the screening service psychiatrist for further assessment of the individual.
 
1. The screening psychiatrist shall review the screening document and consult with the screener.
 
2. The screening psychiatrist shall conduct and document a thorough psychiatric evaluation of the consumer.
 
i. Notwithstanding the above, the psychiatric evaluation may be accomplished through technologically assisted means, also known as "telepsychiatry," provided that the screening service is granted a waiver for this purpose, in accordance with the provisions set forth at N.J.A.C. 10:31-11, and has a Division-approved plan delineating a procedure for evaluation via telepsychiatry.
 
ii. Prior to seeking approval of the plan for telepsychiatric assessment, the screening service shall make and fully document all reasonable efforts to have psychiatrists available on-site during the hours to be covered by the telepsychiatry program.
 
iii. A screening service's plan to utilize telepsychiatry shall contain and document to the Division the following conditions and provisions:
 
(1) The consumer shall be afforded, in all instances, the opportunity to have a face-to-face assessment with a psychiatrist, rather than a telepsychiatric assessment, unless clinical circumstances require a more timely assessment;
 
(2) Telepsychiatry shall not be used where it is clinically contraindicated;
 
(3) Screening staff shall obtain and document the consumer's valid consent to being assessed through the means of telepsychiatry;
 
(4) A screener or registered nurse shall be with or available to the consumer at all times during the telepsychiatric assessment;
 
(5) Pursuant to State and Federal laws, confidentiality shall be preserved by both electronic safeguards and through the training of on-site and off-site staff;
 
(6) The psychiatrists involved in telepsychiatry may be employed as staff of the screening service or may be under contract with the screening service. A screening service that contracts for telepsychiatry pursuant to an approved Division waiver shall still be required to hire and credential psychiatrists to perform any other duties or services required by this chapter;
 
(7) The psychiatrist performing the telepsychiatric assessment shall hold a full, unrestricted medical license in New Jersey;
 
(8) The psychiatrist performing the telepsychiatric assessment shall be capable of performing all the duties that an on-site psychiatrist can perform, including prescribing medication, monitoring restraints and other related interventions that require a physician's orders or oversight;
 
(9) As appropriate, the screening service shall ensure that the telepsychiatrist performing the assessment maintains privileges with the general hospital affiliated with the screening service, and is actively and routinely involved in the quality improvement process of the screening service;
 
(10) The psychiatrist performing the telepsychiatric assessment shall be considered an active part of the treatment team and shall be available for discussion of the case with facility staff, or for interviewing family members and others, as the case may require; and
 
(11) The technology used in the telepsychiatric assessment shall be consistent with the current technological state of the art acknowledged in the profession.
 
3. If the psychiatrist determines that the consumer meets the standards for commitment, the psychiatrist shall fully complete all sections of the screening certificate (on the form approved by the Administrative Office of the Courts, designated a "screening/clinical certificate," and also known as the "physician's certificate").
 
i. The screening certificate shall be completed by the screening psychiatrist, except in those circumstances where the Division's contract with the screening service provides that another physician may conduct the assessment and complete the certificate.
 
ii. In accordance with N.J.S.A. 30:4-27.9(c), within 72 hours of the psychiatrist's completion of the screening certificate, the following events must occur:
 
(1) The consumer must be admitted to a short-term care facility, psychiatric facility or special psychiatric hospital;
 
(2) A psychiatrist on staff at the admitting facility must complete the clinical certificate; and
 
(3) Staff at the admitting facility must commence court proceedings for involuntary commitment by filing with the court both the screening certificate (completed by the screening psychiatrist) and the clinical certificate (completed by the treating psychiatrist on staff at the admitting facility).
 
4. Where the consumer is dangerous by reason of a mental illness, but is willing and able to consent to treatment, the psychiatrist shall document these findings in the consumer's medical record and recommend that the consumer be admitted consensually. There is no need to complete a screening certificate in the case of a consensual admission; however, the documentation will become part of the referral packet for admission to the short-term care facility.
 
(g) The screening psychiatrist completing the assessment delineated in (f) above shall not be the consumer's treating psychiatrist.
 
1. The screening service's policies and procedures shall specify that the psychiatrist who assesses the consumer in the screening service and who completes the screening certificate shall not be the psychiatrist who treats the consumer in the STCF, psychiatric facility or special psychiatric hospital and who completes the clinical certificate, unless and only after reasonable but unsuccessful attempts were made to have another psychiatrist conduct the assessment and execute the certificate.
 
i. The screening service policies and procedures shall stipulate that the "reasonable attempts" referred to in (g)1 above shall include, but not be limited to, reassignment, scheduling changes or any other mechanism that may result in another psychiatrist treating the patient in the STCF, psychiatric facility or special psychiatric hospital.
 
ii. The screening service policies and procedures shall require the documentation in the consumer's medical record of all reasonable but unsuccessful attempts made to avoid the same psychiatrist completing both the screening and clinical certificates.
 
(h) If the assessment reveals that a consumer does not meet the commitment standard, the screening service shall refer the consumer, for voluntary admission to the appropriate psychiatric unit of a general hospital or a special psychiatric hospital, community mental health or social service agency(s). It shall be the responsibility of such agencies to procure needed services.
 
(i) After the screening psychiatrist has completed the screening certificate, the screener shall:
 
1. Determine the appropriate facility in which the consumer shall be placed taking into account the consumer's prior history of hospitalization and treatment and the least restrictive level of care that is locally available.
 
i. If a consumer has been admitted three times or has been an inpatient for 60 days at a short-term care facility during the preceding 12 months, consideration shall be given to not placing the consumer in a short-term care facility.
 
ii. The consumer shall be admitted to the appropriate facility as soon as possible;
 
2. Arrange for the transport of the consumer to the receiving facility; and
 
3. Ensure compliance with the medical clearance requirements of the accepting facility for the transfer.
 
(j) Screening staff shall ensure that the screening process is documented in the clinical record.
 
1. Clinical decision-making and rationale for decisions must be clearly delineated in documentation included in the clinical record.
 
2. Copies of the screening document and screening certificate shall be maintained in consumers' charts.
 
(k) Screening staff shall maintain, review and update annually written policies and procedures concerning the screening process. Specifically, these policies and procedures must be located in a manual and must:
 
1. Clearly describe the procedures and contain those individuals authorized to complete screening documents;
 
2. Delineate individual responsibilities and authority of the members of the screening team, including a process that addresses conflict resolution between screeners and psychiatrists; and
 
3. Include copies of all forms used in the commitment process.
 
[page=1885] (l) Each screening service shall have the capability to provide mobile screening outreach in the community, 24 hours per day. Outreach teams shall be utilized, when it is appropriate to do so after an evaluation of clinical and safety considerations. Such outreach shall take place whenever clinically relevant information indicates that a person may be mentally ill and a danger to himself, herself or others, and is unwilling and/or unable to come to the screening service for evaluation. The mobile team shall determine priority. Screening outreach shall take place wherever the consumer is located, whether in a private home, hospital, boarding home or other location. Police shall be requested to accompany the mobile team when necessary. The outreach screener shall provide appropriate intervention, referral and linkage following a face-to-face assessment whether or not the consumer is found to meet the commitment standard.
 
(m) The screening of consumers seen in an AES (other than the screening *[center]* *service*) may be accomplished in any of the following ways, in accordance with affiliation agreements developed between the screening service and the AES, based upon the best interest of the consumer, and with the goal of avoiding the transportation of the consumer, except where necessary for treatment purposes:
 
1. Outreach by a screener to the AES: If this option is utilized, the screener shall be available within the timeframe stipulated in the affiliation agreement to provide the outreach. There shall be sufficient staff and space at the AES to care for the consumer until the screener arrives.
 
2. By a screener stationed in the AES: If AES utilization justifies this option, a screener, employed by the designated screening service and credentialed by the host AES, shall be stationed at the AES during peak hours.
 
3. By transportation of a consumer to the screening service: This option shall be utilized only after a telephone consultation with the screening service confirms that there is reason to believe that the consumer may meet the criteria for commitment and the screening center has given approval for the transfer. If this option is utilized, alternative treatment planning shall occur at the screening service if the consumer does not require commitment; that is, the consumer shall not be transferred back to the AES for such alternative treatment planning. During the telephone consultation, if there is a disagreement about disposition, a face-to-face evaluation by the screener shall take place prior to transport.
 
4. In the case of (m)1 and 2 above, if the screener has seen the consumer, explored all options and involuntary commitment is needed, the screener shall fill out the screening document and the consumer may be seen by the AES psychiatrist for assessment and, if necessary, the completion of a screening certificate, prior to admission to an inpatient service. The AES psychiatrist who completes the screening certificate shall not be the consumer's treating psychiatrist, unless the procedures described in N.J.A.C. 10:31-2.3(g) are followed.
 
i. If the consumer is in an inpatient unit at the hospital, the screening certificate cannot be completed by the consumer's treating psychiatrist.
 
ii. This process must be delineated in a Division approved affiliation agreement between the AES and the screening service.
 
10:31-2.4   Procedures for the rehospitalization of consumers who violate their conditions of release
 
(a) A consumer who has been involuntarily committed may be discharged from that commitment by a court subject to conditions recommended by the facility and mental health agency staff, with the consumer's participation.
 
(b) The mental health agency designated in the court order has the responsibility to notify the court if the consumer fails to meet the order's conditions.
 
(c) The judge may authorize the mental health agency or the police to transport the consumer to the appropriate screening service for further assessment and evaluation. If the order is a verbal one, the judge will subsequently sign a written order containing the same information as set forth in the verbal order.
 
(d) If the consumer is unable or unwilling to go to the screening service, the mental health agency shall contact the screening service to request a mobile outreach. If the screener determines that the consumer is in need of further assessment, or other services provided by the screening service, the screening staff shall arrange to have the consumer transported to the screening service. Transportation procedures shall comply with the screening standards and existing affiliation agreements.
 
(e) Upon presentation of the consumer at the screening service, a screener shall assess the consumer's condition and, if the screener determines that the consumer meets the standard for commitment delineated at N.J.S.A. 30:4-27.1 et seq., the screener shall complete the "Certification for Return Following Conditional Release" found at N.J.A.C. 10:31 Appendix B, incorporated herein by reference, indicating that the consumer is in need of involuntary commitment.
 
(f) The screener shall complete the certification in a manner that will enable the judge to have all required findings of fact including: a description of the violation of condition(s); evidence of mental illness and dangerousness, including facts, observations and the basis for recommending rehospitalization; and a recommendation for the appropriate type of facility for psychiatric treatment (that is, STCF, county hospital, State hospital).
 
(g) The screener shall convey, via telephone call or fax, to the committing judge, the information included on the "Certificate for Return Following Conditional Release." If the information is conveyed verbally, a written, signed certification with the same information shall be sent to the judge as soon as possible.
 
(h) Upon review of the findings of fact and conclusions of law supported by the information provided by the screener's certification, the judge may complete an "Order for Temporary Rehospitalization Following Conditional Release" found at N.J.A.C. 10:31 Appendix C, incorporated herein by reference, ordering the consumer to be committed to an STCF or other inpatient setting without a screening certificate or any further court order until the 20-day hearing required by N.J.S.A. 30:4-27.10 is held.
 
(i) If the judge provides a verbal order or faxes the completed order to the screening service, the time, date and name of the person receiving the order shall be documented on the order and in the chart.
 
(j) The screening service shall arrange to transport the consumer to the appropriate facility for rehospitalization, which may be the place from which the consumer was conditionally released or any other appropriate inpatient treatment facility the screening service identifies that has the capacity to accept the consumer. Both the certification and the order must be sent to the receiving facility along with the consumer.
 
10:31-2.5   Availability of staff
 
(a) A screening service shall have, at a minimum, the following personnel:
 
1. A psychiatrist, who shall be available 24 hours per day, 365 days per year, to provide telephone consultation, medication orders and face-to-face evaluation as needed. Psychiatrist availability may be accomplished through telepsychiatry, upon prior approval from the Division and consistent with the terms of N.J.A.C. 10:31-2.3(f)2.
 
i. The amount of on-site coverage should be appropriate to the amount of volume experienced by this service.
 
*[ii. The psychiatrist shall be available to provide off-site evaluation when indicated based upon contractual agreement with the Division.]*
 
*[iii.]* *ii.* A written protocol shall indicate the procedures, timeframes and circumstances under which a psychiatrist is to respond. The psychiatrist must be on scheduled duty as the screening service psychiatrist while performing the screening process;
 
2. Screeners who shall be available 24 hours per day, 365 days per year, to provide screening as needed on site at the screening service and off-site through mobile screening outreach services.
 
i. A written protocol shall indicate the procedures, circumstances and timeframes within which screeners will respond to off-site locations.
 
ii. When screeners are available via on-call system, agency protocol shall indicate the timeframes and circumstances under which screeners will be required to respond on-site;
 
3. Qualified personnel who shall be on-site to provide continuous monitoring of the patient in the ECEBs and administration of medication, as needed;
 
4. A screening service or affiliated emergency service coordinator, or his or her designee, who shall be available 24 hours per day, 365 days per [page=1886] year, to provide administrative and treatment planning direction as needed.
 
i. A written agency protocol shall delineate the chain of command and procedure for contacting the coordinator or designee 24 hours per day.
 
ii. A written protocol shall indicate situations when the coordinator or designee must be contacted;
 
5. A medical director who shall be a psychiatrist, who shall be available on either a full-time or part-time basis to provide/coordinate medical services; and
 
6. Qualified personnel, as specified in the contract between the screening service and the Division, sufficient to provide required consultation and education, hotline coverage, psycho-education, and other appropriate services, including coordination of the acute care system review procedures.
 
(b) An affiliated emergency service shall have, at a minimum, the following personnel:
 
1. A psychiatrist, who shall be available 24 hours per day, 365 days per year, to provide telephone consultation, medication orders and face-to-face evaluation, as needed. Psychiatrist availability may be accomplished through telepsychiatry, upon prior approval from the Division and consistent with the terms of N.J.A.C. 10:31-2.3(f)2;
 
2. (No change.)
 
3. Those emergency services that have ECEBs and administer medication must have personnel qualified to treat and monitor patients, as specified in the contract between the center and the Division.
 
10:31-2.6   Written policies and procedures
 
(a) Written policies and procedures shall be developed to ensure that the screening service/affiliated emergency service system complies with Federal and State law (N.J.S.A. 30:4-27.1 et seq.) and rules and regulations governing these services for persons with mental illness.
 
(b) Each policy and/or procedure shall be designed to ensure accessibility to services and to ensure that consumers receive treatment in the least restrictive, clinically appropriate setting, as close to their own community as possible, with the achievement of wellness and recovery as its goal. Service provision shall balance the value of liberty with the need for safety or treatment.
 
1. The policy and procedures manual shall be reviewed and revised annually, and updated as necessary. The review and revision process shall be documented.
 
2. Provider policy and procedures shall require attempts to obtain informed patient consent to receive treatment, except where involuntary treatment is legally authorized and consistent with State law.
 
3. The policies of the screening service/emergency service, consistent with confidentiality provisions at N.J.A.C. 10:31-12, shall require contact with the consumer's family, spouse, civil union partner or significant other and current or previous service providers to determine what the clinical needs of the consumer and what services would best meet those needs in the best interest of the consumer. Agency policy shall require that the extent of these efforts be documented in the consumer's record.
 
4. The screening service shall develop written protocols that describe the role of the screening service staff with police at the scene of an outreach.
 
5. The screening service shall have written policies and procedures for providing outreach services.
 
6. Written policies and procedures regarding the provision of extended crisis evaluation services shall include, but not be limited to, the following: admission criteria, intensive observation and continuous monitoring of consumers, use of physical restraints, administration and monitoring of medication and documentation of all treatment interventions provided to consumers while in extended crisis evaluation beds.
 
i. Policies and procedures for the use of physical restraints and the administration and monitoring of medication shall be consistent with Division and Department of Health and Senior Services requirements, and any other applicable Federal and State laws.
 
ii. Screening services shall submit aggregate data on restraint use to the Division on a quarterly basis.
 
7. The screening service shall develop and maintain written protocol and procedures for use of various medication techniques, including emergency stabilization regimes.
 
8. Interventions on behalf of the consumer shall be documented in a clinical record.
 
9. The screening service shall develop and maintain policies and procedures that address clinical supervision of screeners possessing temporary certification in the completion of their assessment process.
 
10. All duties to be performed by psychiatrists shall be described in the screening service's policies and procedures.
 
11. Records of the certification of screeners and completion or fulfillment of recertification requirements shall be maintained in the screening service.
 
SUBCHAPTER 3.    SCREENING AND SCREENING-OUTREACH PERSONNEL REQUIREMENTS
 
10:31-3.1   Composition of screening and screening outreach staff
 
Screening service and screening outreach staff shall include psychiatrists, certified screeners and a screening service coordinator. The screening staff may also include crisis intervention specialists, social workers, registered professional nurses, psychologists, and/or other mental health professionals, as well as peer advocates. Each screening service shall have, on each shift, one or more screeners who are certified by the Division.
 
10:31-3.2   Screening service coordinator requirement, qualifications and duties
 
(a) Each screening service shall have a coordinator possessing the following minimum requirements:
 
1. A master's degree from an accredited institution in social work, psychology, nursing or a related field;
 
2. A minimum of three years post master's work experience in the provision of mental health services;
 
3. At least one year of post-master's supervisory experience in the mental health field; and
 
4. Successful completion of the Division-sponsored screener certification course and passage of the proficiency exam within six months of the date of hire.
 
(b) The duties of the screening service coordinator shall include, at a minimum, the following:
 
1. Devise and implement a written staffing plan that:
 
i. Ensures appropriate staff availability 24 hours per day, 365 days per year.
 
(1) A certified screener shall be available on-site or on-call at all times;
 
ii. Provides appropriate coverage in the event of unscheduled absence of staff; and
 
iii. Ensures adequate levels of clinical staff supervision, skill development and support;
 
2. Facilitate access to all acute services in the screening service's geographic area;
 
3. Devise, implement and document compliance with a written plan for the completion and monitoring of affiliation agreements with acute services, police, corrections, other mental health, social service and health service systems;
 
4. Create and document formal liaison activities with police agencies, sheriff departments, and human services organizations regarding intersystem issues, transportation, screening outreach, escort/accompaniment and similar matters;
 
5. Establish a procedure for monitoring and documenting the performance of all screening service functions listed in N.J.A.C. 10:31-2.1 and 2.2;
 
6. Ensure the participation of the screening service in local mental health, health and human services planning activities;
 
7. Ensure coordination between the screening service and short-term care facility, psychiatric facility and special psychiatric hospital.
 
i. This process must be delineated in a Division-approved affiliation agreement;
 
8. Coordinate the systems review committee; and
 
[page=1887] 9. Coordinate the required emergency service training and education in the geographic area.
 
10:31-3.3   Screener certification requirement, qualifications and duties
 
(a) Screener certification shall be granted to individuals who possess the qualifications delineated in (b) below who have completed the Division's screener certification course and who have passed the screener certification proficiency examination.
 
1. The screening service shall maintain records of the certification of screeners and their completion or fulfillment of re-certification requirements.
 
(b) Individuals who apply for status as a certified screener after *[(the effective date of these amendments)]* *August 16, 2010*, shall possess *at least one of* the following educational credentials, which shall serve as prerequisites to admission to the Division's screener certification course and to subsequent status as a temporary or fully certified screener:
 
1. A master's degree in a mental-health-related field from an accredited institution, plus one year of post-master's, full-time, professional experience in a psychiatric setting;
 
2. A bachelor's degree in a mental-health-related field from an accredited institution, plus three years post-bachelor's, full-time, professional experience in the mental health field, one of which is in a crisis setting;
 
3. A bachelor's degree in a mental-health-related field from an accredited institution, plus two years post-bachelor's, full-time, professional experience in the mental health field, one of which is in a crisis setting and currently enrolled in a master's program; or
 
4. A licensed registered nurse with three years full-time, post-RN, professional experience in the mental health field, one of which is in a crisis setting.
 
(c) Prior to achieving full status as a certified screener, an individual shall serve as a temporary screener and shall receive a "T" number.
 
1. Temporary screener certification entitles a mental health professional to perform emergency screening in a screening service for one year from the issuance of the "T" number.
 
2. While a temporary screener may perform all the functions of a certified screener during this one-year period, a certified screener must review and approve the screening document completed by the temporary screener.
 
3. Within one year of submitting an application for temporary status, the temporary screener shall attend and successfully complete a Division-approved Basic Screening Certification Training Series and shall pass the Screener Proficiency Exam.
 
i. Screeners who have not attended and completed every class in the training series shall not be allowed to sit for the proficiency exam.
 
ii. Temporary screeners who fail to complete each class in the training series must make up the missed class(es) in the next Basic Screener Training Certification series.
 
iii. Temporary screeners who fail to pass the proficiency exam must pass a make-up exam.
 
iv. Temporary screeners who fail to either complete each class in the basic training series or pass the exam before the one-year expiration of their temporary status will be placed on conditional status, pursuant to the terms of (g) below.
 
v. Temporary screeners who have successfully completed all basic certification classes and passed the proficiency exam shall be issued a permanent screening (or "S") number, which shall be valid for two years.
 
(d) (No change.)
 
(e) Biennial recertification shall be granted after a screener has submitted evidence of completion of 15 continuing education hours approved by the Division on a case-by-case basis, with regard to the relevance of the subject matter to emergency or screening services. These may include courses, conferences or in-service training. At a minimum, six of those 15 hours shall be provided by the Division-sponsored screener training course.
 
(f) A temporary screener who fails to complete the basic certification training series and pass the screener proficiency exam within the required one-year period or, a certified screener who fails to complete the recertification requirements set forth at (e) above, shall be placed on conditional or "C" status.
 
1. Screening documents and police transport forms completed by a screener on conditional status shall be co-signed by the screening coordinator within one working day of the screener's completion.
 
2. All documents signed by a screener on conditional status shall indicate that status.
 
3. A screener on conditional status shall have six months from the date of conversion to such status to satisfy all outstanding certification requirements.
 
4. Failure to remediate the conditions resulting in conditional status within six months shall result in the loss of all screening status until these requirements are met. In addition, the screening coordinator, agency director, Division regional coordinator, and the Department's Office of Licensing shall be notified as to this loss of screening status.
 
(g) The duties of a screener shall include, but not be limited to, the following:
 
1. Screening of consumers who may be in need of commitment;
 
Recodify existing 1.-6. as 2.-7. (No change in text.)
 
8. Supervision and monitoring of consumers;
 
9. (No change in text.)
 
10. Screening for admission to STCFs;
 
11. Arranging for a consumer's discharge or transfer out of the screening service;
 
12. Arranging for a consumer's appropriate transport to a receiving facility; and
 
13. Determining whether the consumer has executed an Advance Directive for Mental Health Care.
 
10:31-3.4   Crisis intervention specialist qualifications and duties
 
(a) A screening service may employ one or more crisis intervention specialist(s).
 
(b) The screening service shall maintain records concerning the educational and experiential background of all crisis intervention specialists.
 
(c) The crisis intervention specialist shall possess, at a minimum:
 
1. A master's degree in a mental-health-related field from an accredited educational institution;
 
2. A bachelor's degree in a mental-health-related field from an accredited educational institution, plus two years of experience in a psychiatric setting; or
 
3. (No change.)
 
(d) The Division may waive the educational requirements delineated in (c) above to allow a peer advocate to serve as a crisis intervention specialist.
 
(e) The duties of the crisis intervention specialist shall include, but are not limited to, the following:
 
1. (No change.)
 
2. The monitoring and supervision of consumers;
 
3. Assessment under the supervision of a certified screener;
 
4. Referral and linkage, including referral to a screening service, if indicated;
 
Recodify existing 4. and 5. as 5. and 6. (No change in text.)
 
(f) The screening service utilizing crisis intervention specialists shall have written policies describing orientation and training for all new crisis intervention specialists, prior to unaccompanied and unsupervised performance of their duties, except for assessment.
 
(g) The Division recommends that at least one of the crisis intervention specialists employed by the screening service be a registered professional nurse, who, in addition to the duties listed above shall:
 
Recodify existing i.-iii. as 1.-3. (No change in text.)
 
10:31-3.5   Psychiatrist requirements, qualifications and duties
 
(a) Each screening service shall employ one or more psychiatrists. The psychiatrist shall be a physician, who has completed the training requirements of the American Board of Psychiatry and Neurology or the American Osteopathic Board of Neurology and Psychiatry, and who has complied with all relevant New Jersey professional licensing laws and the requirements of the New Jersey State Board of Medical Examiners.
 
(b) The duties of the psychiatrist shall include, but not be limited to, the following activities with documentation:
 
1. Psychiatric assessment to determine if the consumer meets the standard for commitment, regardless of consensual or involuntary status.
 
[page=1888] i. The assessments in (b)1 above may be accomplished by means of a Division-approved telepsychiatry program, upon grant of a waiver under N.J.A.C. 10:31-11 and in accordance with the telepsychiatry standards in N.J.A.C. 10:31-2.3(f);
 
2. Psychiatric evaluation and management;
 
Recodify existing 2. and 3. as 3. and 4. (No change in text.)
 
5. Participation in the planning of alternatives to hospitalization;
 
6. Consultation with screeners;
 
7. Consultation with other treating psychiatrists and physicians, as needed; and
 
8. Consultation with emergency room doctors involved in the case and those at the receiving facility.
 
10:31-3.6   Medical director requirement, qualifications and duties
 
(a) Each screening service shall employ a medical director in a full- or part-time capacity. The medical director shall be a psychiatrist.
 
(b) The duties of a medical director shall include, but not be limited to, the following:
 
1. The organization of medical services provided by the screening service;
 
2. The organization and participation in clinical training for the screening service staff;
 
3. The assurance of available psychiatric services; and
 
4. Assuming a leadership, supervisory role over all clinical operations and quality improvement activities of the screening service, including, but not limited to, supervision of any telepsychiatric services to ensure that the telepsychiatrist is familiar with the quality standards and clinical practices of the screening service.
 
SUBCHAPTER 4.    AFFILIATED EMERGENCY SERVICE PERSONNEL REQUIREMENTS
 
10:31-4.1   Composition of affiliated emergency service (AES) staff
 
The AES staff shall include psychiatrists and other mental health professionals, such as registered nurses, social workers and psychologists and may include peer and family advocates.
 
10:31-4.2   AES coordinator requirements, qualifications and duties
 
(a) Each AES shall have a coordinator. The coordinator shall possess the following minimum requirements:
 
1. A master's degree from an accredited institution in social work, psychology, nursing or a related field;
 
2. A minimum of three years post-master's work experience in the provision of mental health services;
 
3. One year of post-master's supervisory experience in the mental health field; and
 
4. Successful completion of the Division-sponsored screener certification course, passage of proficiency exam within six months of the date of hire, and maintenance of recertification credentials.
 
(b) The duties of the AES coordinator shall be to ensure the following:
 
1.-3. (No change.)
 
4. Monitoring of the fulfillment and appropriate documentation of the various AES functions.
 
10:31-4.3   Crisis intervention specialist requirements, qualifications and duties
 
(a) Each AES may employ one or more crisis intervention specialist(s).
 
(b) The crisis intervention specialist shall possess, at a minimum, the requirements listed at N.J.A.C. 10:31-3.4(c), with the exception provided for under N.J.A.C. 10:31-3.4(d) (peer advocates).
 
(c) The duties of the crisis intervention specialist shall include, but are not limited to, the following:
 
1.-2. (No change.)
 
3. Assessment, referral and linkage, including referral to a screening service, if indicated; and
 
4. (No change.)
 
(d) At a minimum, one crisis intervention specialist shall be a registered professional nurse. In addition to the duties listed above, the registered professional nurse shall:
 
1.-2. (No change.)
 
3. Provide education to AES staff regarding health care issues.
 
10:31-4.4   Psychiatrist requirements, qualifications and duties
 
(a) Each affiliated emergency service shall employ one or more psychiatrists. The psychiatrist shall be a physician, who has completed the training requirements of the American Board of Psychiatry and Neurology or the American Board of Osteopathic Neurology and Psychiatry and who has complied with all relevant New Jersey professional licensing laws and the requirements of the New Jersey State Board of Medical Examiners.
 
(b) The duties of the psychiatrist shall include, but not be limited to, the following activities with documentation:
 
1. Psychiatric evaluation and management;
 
2.-3. (No change.)
 
4. Consultation with screeners and crisis intervention specialists, when appropriate;
 
5. Consultation with and provision of support for families and/or significant others regarding emergency services received by clients;
 
6. Consultation with other treating psychiatrists;
 
7. Consultation with emergency room physicians involved in the case and those at the receiving facility;
 
8. Completion of the screening certificate; and
 
9. As appropriate, other duties as defined in a Division-approved affiliation agreement.
 
SUBCHAPTER 5.    SYSTEMS REVIEW IN THE ACUTE CARE SYSTEM
 
10:31-5.1   Acute care system review
 
(a) The screening service in each geographic area, in consultation with the Division, shall monitor the provision of acute care services.
 
1. The monitoring process shall be accomplished by a committee, known as the systems review committee, which shall meet monthly.
 
2. The screening service shall coordinate with the systems review committee to ensure the discussion of relevant issues and follow-up with the Division and the county mental health board.
 
3. Technical assistance shall be provided by the Division as necessary.
 
10:31-5.2   Composition of the systems review committee
 
(a) The systems review committee shall be made up of representatives from:
 
1. (No change.)
 
2. The State or county psychiatric hospital, STCF and affiliated voluntary psychiatric inpatient unit, as well as special psychiatric hospitals;
 
3. The county mental health board and the Division;
 
4. Family and consumer organizations concerned with the quality and provision of acute care services, and/or consumers and family members of consumers who have been recipients of acute care services; and
 
5. Any additional entity who is deemed appropriate and necessary by the Systems Review Chair, who shall be a screening coordinator, and upon prior approval of the Division.
 
i. The Division shall base its decision upon a determination that the additional entity would contribute a perspective that is unique or without existing representation on the Systems Review Committee and that the additional party is knowledgeable and experienced in issues relating to the screening system.
 
(b) All committee members shall comply with all State and Federal laws regarding confidentiality of consumer records.
 
10:31-5.3   Role of the systems review committee
 
(a) The systems review committee shall perform the following functions:
 
1. (No change.)
 
2. Monitor utilization of acute care resources to ensure that services are fairly and appropriately accessed;
 
3. Ensure that clients receive the highest quality of care in the most appropriate, least restrictive environment, including the effectiveness of referrals and linkages to other mental health and social services;
 
4.-7. (No change.)
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9. In a case conferencing subcommittee, review disputed or problem cases, which are indicative of possible service gaps and need systems change.
 
i. The composition of the case conferencing subcommittee shall be limited to relevant parties and dependent upon the prior approval of the systems review chair; and
 
10. Conduct data analysis.
 
SUBCHAPTER 6.    TERMINATION OF SERVICES
 
10:31-6.1   Standards for termination of services
 
(a) Consumers will be terminated from the screening service for any of the following reasons:
 
1. The consumer does not meet the standard for involuntary commitment and refuses further services;
 
2. (No change.)
 
3. The consumer has an appointment with another service or accepted for ICMS or PACT;
 
4. The consumer has been voluntarily admitted to a hospital or other treatment facility; or
 
5. The consumer has been involuntarily committed to an STCF, State psychiatric hospital or county psychiatric hospital.
 
(b) Consumers will be terminated from the affiliated emergency service for any of the following reasons:
 
1. The consumer has been linked to the screening service for further evaluation or commitment;
 
2. The consumer does not meet the standard for involuntary commitment and refuses further services;
 
3. (No change.)
 
4. The consumer has been successfully linked to another service or accepted for ICMS or PACT; or
 
5. The consumer has been voluntarily admitted to a hospital or other treatment facility.
 
SUBCHAPTER 7.    POLICE INVOLVEMENT
 
10:31-7.1   Transportation of consumers
 
(a) A screener may request that a law enforcement officer transport an individual to a screening service if the screener has, as part of a screening outreach visit, evaluated the individual and signed the form prepared by the Division for this purpose found at N.J.A.C. 10:31 Appendix D, incorporated herein by reference, indicating that the individual may meet the commitment standard and requires further evaluation at the screening center.
 
(b) The screening service shall maintain written policies and procedures delineating the circumstances under which a police response to a mental health crisis or outreach is to be considered and the procedures to be followed in such a case. The fact that a location is a private residence shall not be, without additional factors, a justification for police involvement.
 
(c) When a screener has reasonable cause to believe that an individual may be in need of involuntary commitment, the screener may request that a law enforcement officer investigate the situation, but shall not state or imply to the officer that transport is being authorized by the screener. If, on the basis of personal observation, the law enforcement officer has reasonable cause to believe that the individual is in need of involuntary commitment, the individual shall be transported to the screening service by the law enforcement officer for further evaluation. The screening service staff shall maintain contact with the law enforcement agency to determine the outcome of the investigation for those consumers who are not brought to the screening service.
 
10:31-7.2   Police request for evaluation
 
(a) A screening service shall evaluate an individual who is brought to the screening service by a law enforcement officer if, based on personal observation, that officer has reason to believe that the individual meets the commitment standard.
 
(b) A screening service shall provide, whenever possible, mobile screening outreach at the request of a law enforcement officer if the screening service determines that, based on clinically relevant information provided by a law enforcement officer with personal knowledge of the individual subject to screening, that the person may need involuntary commitment and is unwilling or unable to come to the screening service for an assessment.
 
10:31-7.3   Provision of security
 
(a) A screener may request that a law enforcement officer shall remain at the screening service whenever his or her presence is necessary to protect the safety of the consumer or other individuals. He or she shall request that the officer remain at the screening service until the situation is secured.
 
(b) The screening service shall have written procedures describing the circumstances under which a screener may request continuation of police involvement at a screening service.
 
SUBCHAPTER 8.    CONSUMERS' RIGHTS
 
10:31-8.1   Consumers' rights
 
P.L. 1991, c. 233 establishes rights for consumers receiving screening services, including psychiatric emergency services provided in a general hospital unit pursuant to a written affiliation agreement with a screening service. These services shall be provided in compliance with all applicable statutory and regulatory provisions.
 
SUBCHAPTER 9.    CONTINUED QUALITY IMPROVEMENT
 
10:31-9.1   Continued quality improvement
 
(a) The quality and appropriateness of care and services provided by the screening service/affiliated emergency service are monitored and evaluated in accordance with the agency's continued quality improvement plan and Division standards for continued quality improvement as defined at N.J.A.C. 10:37-9.
 
1. The screening service or AES coordinator or designee is responsible for implementing the monitoring and evaluation process.
 
2. Information analyzed shall include, but not be limited to, access to screening, appropriateness of commitment, use and frequency of mobile outreach, including police involvement, and systems review data.
 
SUBCHAPTER 10.     PLANNING
 
10:31-10.1   Designation of screening services
 
(a) Pursuant to N.J.S.A. 30:4-27.4, the Division shall designate a screening service in each geographic area. Although a geographic area will usually consist of a county, depending on geographic size, population, demographics or other factors, the Division may designate a portion of a county or a multi-county area as a geographic area.
 
(b) Beginning in 2011, and in each year thereafter, the Division shall designate a screening service for each of the State's geographic areas for a period of up to seven years at the conclusion of the process concerning the awarding of public contracts through public solicitation of bids or, in accordance with emergency designation procedures delineated in N.J.A.C. 10:31-10.2.
 
1. In the year prior to the year of designation, the Division shall notify the public, through a notice published in the New Jersey Register and news media and posted on its website, that it is accepting applications for screening service designation in certain geographic areas.
 
(c) Once designated, the screening service shall have, for the period of designation, the sole authority to provide screening in, and for, the geographic area in which it is located, and shall assume all of the functions listed in N.J.A.C. 10:31-2.1.
 
1. Screening contracts shall be funded on a yearly basis, consistent with the Legislature's annual funding appropriation.
 
(d) In order to maintain its designation status, a screening service shall demonstrate compliance with the standards of this chapter and satisfactory performance of the screening functions in the region, including, but not limited to:
 
1. Clinical assessment, crisis stabilization, referral, linkage and mobile outreach services;
 
2. Documentation and recordkeeping requirements, such as data reporting and performance measurement specifications;
 
3. State and Federal confidentiality laws;
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5. Maintenance of appropriate working relationships with all components of the Statewide acute care system; and
 
6. Maintenance of appropriately trained and credentialed staff.
 
(e) The Department shall ensure the participation of the county mental health board in the designation of the geographic areas and screening services:
 
1. Geographic areas: Whenever the Division is considering a change to the existing designated geographic areas, the Division shall so notify the affected counties and each county mental health board shall make a recommendation to the Division regarding the boundaries of the geographic area to be covered by the screening service. The Division shall designate the geographic area after consideration of this recommendation; and
 
2. Screening service designation: The Division shall include in the competitive designation process participation by the relevant county mental health board(s). Specifically, prior to Division designation, the county mental health board shall review all proposals and at a public meeting, take and make a record of all public comments concerning the entities that applied for designation before making a written recommendation of an agency to be designated as the screening service, based on, but not limited, to the following factors:
 
i.-iv. (No change.)
 
(f) The Division shall designate a screening service after reviewing all public comments and the mental health board's recommendation considering the ability of all entities applying to comply with this chapter, as identified in the Request for Proposal.
 
10:31-10.2   Withdrawal of designation as screening service
 
(a) The Division may act to withdraw designation status before expiration thereof if one of the following occur:
 
1. The screening service notifies the Division of its intent to terminate its contract for no cause;
 
2. The Division notifies the screening service that the contract will be terminated for cause or because of default.
 
i. For purposes of this provision, "default" shall mean that the screening service has materially failed to fulfill or comply with the terms and conditions of its contract with the Division to provide screening services for a geographic area;
 
3. The screening service has failed to comply or is no longer able to comply with the screening law (N.J.S.A. 30:4-27.1 et seq.) or this chapter;
 
4. The screening service has made a willful misstatement of, or omitted revealing, a material fact or facts in its dealings with the Division or the public that have or could have impacted on its receipt of designated status in the first instance;
 
5. The screening service failed to provide all information required by this chapter or requested by the Division;
 
6. The screening service acted or failed to act in a manner that was or could have been detrimental to the Department, consumers, screening service or hospital staff or the general public including, but not limited to, adjudged criminal activity that has been committed by the screening service staff, board members or officers;
 
7. Continued designation threatens the efficient and expeditious operation of the screening service's mission in the Statewide acute care system, such that it interferes with the delivery of vital psychiatric services to consumers; or
 
8. Continued designation presents a risk of harm to the health, safety or welfare of consumers, staff or the general public.
 
(b) The screening service shall be advised of the following in the Division's written notice:
 
1. That its designation status is being withdrawn;
 
2. The effective date of the withdrawal;
 
3. That within five days of its receipt of the notice, the screening service may request a meeting with the appropriate regional assistant director and regional coordinator to informally review the grounds for the withdrawal; and
 
4. That a request for an informal review of the withdrawal does not stay the withdrawal of designation.
 
(c) After conclusion of the informal review process, the screening service may request further review by the Assistant Commissioner for Mental Health Services or his or her designee.
 
1. The decision of the Assistant Commissioner or the designee shall be the final agency decision.
 
2. Any challenge to the Division's final agency decision applying the criteria in N.J.A.C. 10:31-10.2(a)3 through 8 may be appealed to the Appellate Division of the Superior Court of New Jersey.
 
3. Any challenge to the Division's decision to withdraw designation based on N.J.A.C. 10:31-10.2(a)1 or 2 may be challenged by bringing an action pursuant to the New Jersey Contractual Liability Act.
 
10:31-10.3   Emergency termination or suspension of designation status and interim designation
 
(a) The Division may act immediately to suspend or terminate the designation status of a screening service without following the procedures delineated in N.J.A.C. 10:31-10.2, in the event that the Division determines that one of the following emergent circumstances exist and threatens public health, safety and welfare:
 
1. A screening service has failed to perform its responsibilities in a manner that is consistent with the screening law (N.J.S.A. 30:4-27.1 et seq.) and this chapter, including, but not limited to, failure to comply with the terms of a waiver or waiver conditions;
 
2. A screening service has lost the capacity to comply with the screening law (N.J.S.A. 30:4-27.1 et seq.) and this chapter; or
 
3. A significant change in conditions has occurred since designation of the screening service that has impaired its ability to perform its responsibilities as a designated screening service.
 
(b) A screening service whose designation status has been suspended or terminated on an emergency basis may appeal such suspension or emergency termination by complying with the following procedures:
 
1. The screening service and other interested parties may request a meeting with the appropriate regional assistant director and regional coordinator within three business days of the suspension or emergency termination to resolve the issues;
 
2. If the parties fail to timely resolve the dispute by mutual agreement, the screening service may submit, within three business days of its meeting with the regional Division representative, a written appeal request to the Assistant Commissioner for Mental Health Services. In this written appeal request, the screening service shall justify its position that its screening designation should not be suspended or terminated;
 
3. The Assistant Commissioner for Mental Health Services shall issue a final agency decision within seven days after receiving the request, upholding the suspension or termination or reversing it and reinstating the screening designation; and
 
4. An adverse final agency decision may be appealed to Appellate Division of the Superior Court of the State of New Jersey.
 
(c) Where the emergent termination or suspension of screening service status leaves a geographic area without a requisite screening service, the Division may designate screening service status, on an interim basis, to an entity that meets the qualifications of N.J.S.A. 30:4-27.1 et seq. and this chapter, without invoking the full process for designation delineated at N.J.A.C. 10:31-10.1.
 
1. Interim designation shall be of a duration sufficient to provide screening services to the relevant area until a new screening service can be designated under the procedures set forth in N.J.A.C. 10:31-10.1.
 
2. Where necessary and according to the Division's determination, interim designation may be issued with one or more waivers in accordance with the standards delineated at N.J.A.C. 10:31-11.1.
 
SUBCHAPTER 11.     WAIVER
 
10:31-11.1   Waiver standards
 
(a) The Division, in accordance with the intent and purpose of N.J.S.A. 30:4-27.1 et seq., and this chapter, may act to relax or waive, with or without conditions, sections of this chapter in the specific circumstances presented, if the Division finds the following:
 
1. The rule is not mandated by any provision of N.J.S.A. 30:4-27.1 et seq.;
 
[page=1891] 2. The provision of screening services in accordance with the purpose and procedures contained in N.J.S.A. 30:4-27.5 would not be compromised if the waiver were to be granted; and
 
3. No significant risk to the welfare and safety of individuals subject to screening services or the staff of designated screening or emergency services or the general public, would result from the grant of the waiver.
 
(b) Every waiver granted by the Division shall state the specific provision(s) waived, all conditions placed on the waiver and the time period for the waiver. The Division shall not permit the waiver of this chapter in its entirety.
 
10:31-11.2   Procedures for all but personnel-related waivers
 
(a) A screening service seeking a waiver shall submit a written request at the time of the annual renewal of its contract, at the designation of its status as a screening service, or at any time, should circumstances arise that necessitate a waiver.
 
(b) A screening service seeking a waiver of any provision of this chapter, with the exception of the standards delineated at N.J.A.C. 10:31-3 and 4, shall submit its request in writing to the appropriate Division regional office and shall comply with the following procedures:
 
1. A screening service's written waiver request shall:
 
i. Specify the rule(s) or part(s) of the rule(s) for which a waiver is requested;
 
ii. Explain the reasons for requesting a waiver, including a statement specifying the type and degree of hardship (including, but not limited, to funding limitations) that would result if the waiver is not granted;
 
iii. State the period of time the waiver is needed and outline a plan to make the waiver unnecessary and a timetable for doing so; and
 
iv. Include all documentation supporting the waiver request; and
 
2. The screening service shall simultaneously send copies of its waiver request to its county's mental health board and systems review committee, as well as all mental health providers, hospitals, acute care or long-term care facilities treating mental illness or co-occurring disorders and any locally active, mental health family, consumer and advocacy organizations in the geographic area to be served, as determined by the county mental health board. The screening service shall also inform these parties of the address of the Division regional office and the county mental health board where comments may be sent for at least 30 days from the date of the waiver request. The notice shall also include the time, location and date of the first county mental health board meeting scheduled after the 30-day comment period. The screening service shall submit to the Division, documentation indicating compliance with this provision.
 
(c) The screening service's waiver request will be reviewed according to the following procedure:
 
1. The waiver request, and any comments received pertaining thereto, shall be discussed at the first county mental health board meeting after the close of the 30-day comment period, as a part of the regular agenda and in an open public meeting that includes an opportunity for public comment on the waiver request. Public comments shall be recorded. By motion, the county mental health board will either endorse the waiver request or record its objections to the granting of the waiver by the Division;
 
2. The Division shall review each waiver request, public comments on the waiver request and the mental health board's endorsement or objection to the waiver request, in accordance with the standards delineated in this section. The Division may deny, grant with or without conditions, or grant in part and deny in part a waiver for a period of up to one year. This decision shall be based on the full record, which shall include any public comments and discussion that occurred at the mental health board meeting, the motion approved by the board, and any written comments received by the Division;
 
3. Within 14 days of its receipt of the county mental health board's recommendation, the Division, through the appropriate regional assistant director, shall communicate in writing to the screening service indicating which provisions of this chapter, if any, have been waived, the expiration date of the waiver and any conditions or limitations that have been placed on the waiver;
 
4. The screening service may appeal denial by the regional assistant director of its waiver request by submitting an appeal to the Assistant Commissioner for Mental Health Services. The screening service that originally requested the waiver, and other interested parties, may communicate their opinions about the appeal of the waiver denial to the Assistant Commissioner for Mental Health Services prior to his or her final decision. The Assistant Commissioner for Mental Health Services shall uphold or reverse the original waiver denial by the regional assistant director and communicate the decision to the screening service in a written final agency decision; and
 
5. Failure to comply with any conditions contained in the waiver shall constitute grounds for emergency suspension of screening service designation, in accordance with N.J.A.C. 10:31-10.2.
 
10:31-11.3   Procedures for personnel waivers
 
(a) Any requested waiver of the screening and screening outreach personnel requirements delineated at N.J.A.C. 10:31-3 or the affiliated emergency service personnel requirements delineated at N.J.A.C. 10:31-4 shall be known as a personnel waiver. In the interests of preserving a job candidate's privacy and to avoid undue delay in the hiring process, a screening service's request for a personnel waiver shall not be required to follow the procedures delineated in N.J.A.C. 10:31-11.1 and 11.2, but shall be required to meet the following requirements.
 
1. The screening service shall submit its written request only to the Division's regional office. The request need not undergo the public review procedures delineated at N.J.A.C. 10:31-11.2.
 
2. The personnel waiver request shall contain the information delineated in N.J.A.C. 10:31-11.2(b)1 and shall include clear clinical or programmatic justification.
 
(b) The Division shall issue a written decision within 14 days of receipt of the personnel waiver request.
 
(c) The Division shall base its decision to grant or deny a personnel waiver request, according to whether it meets the standards set forth in N.J.A.C. 10:31-11.1(a).
 
1. A decision granting a personnel waiver request shall indicate which personnel requirements have been waived, the expiration date and any relevant conditions or limitations.
 
2. A personnel waiver may be for a maximum time period of one year, subject to renewal upon a request made in accordance with the process delineated at N.J.A.C. 10:31-11.4.
 
10:31-11.4   Renewal requests and extensions
 
(a) To renew a waiver originally granted for one year, a screening service shall submit a written request to the appropriate Division regional office 60 days prior to the waiver's expiration. This request shall meet the standards delineated in N.J.A.C. 10:31-11.1(a) or 11.3, as applicable.
 
(b) The screening service may request an extension of a waiver granted for less that one year by submitting a written request to the appropriate Division regional office 60 days prior to its expiration. This request shall meet the standards delineated in N.J.A.C. 10:31-11.1(a) or 11.3, as applicable.
 
(c) Notwithstanding the procedure set forth in (a) and (b) above, the Division, upon written request of a screening service, may issue a new waiver or renew an existing waiver. The Division may also extend a waiver and/or waiver conditions on an emergent basis the Division determines that public health and safety concerns require immediate action. Such an issuance or extension shall be issued prior to public notice and comment and shall be limited to the time period necessary to complete the waiver decision process.
 
SUBCHAPTER 12.     CONFIDENTIALITY OF CONSUMER RECORDS
 
10:31-12.1   Confidentiality of consumer records held by screening services
 
(a) Consumer records held by screening services are confidential protected health information (PHI).
 
(b) Screening service staff and affiliated emergency services (AES) staff shall comply with all State and Federal confidentiality laws to maintain the confidentiality of consumer PHI, including, but not limited to, the protections mandated by N.J.S.A. 30:4-24.3 and 26:5C-7; the Federal privacy rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 CFR Parts 160 and 164, as they [page=1892] apply to the release of and access to PHI; 42 CFR Part 2, Confidentiality of Alcohol and Drug Abuse Patient Records; 34 CFR 361.38 Vocational Rehabilitation Protection, Use and Release of Patient Information; and the Federal Fair Housing Amendments of 1988, 42 U.S.C. §§3601 et seq.
 
10:31-12.2   Disclosure upon the consumer's written authorization
 
(a) Consumer protected health information may be disclosed to the extent permitted by a valid, written, unrevoked authorization, signed by the consumer or the consumer's legal guardian or mental health care representative.
 
(b) The authorization must conform to the requirements of the HIPAA privacy rule at 45 CFR 164.508(a).
 
(c) Authorizations for the release of psychotherapy notes, HIV/AIDS information and individual drug and alcohol abuse information must specifically identify those records as being subject to release.
 
10:31-12.3   Disclosure upon court order
 
Consumer protected health information may be disclosed pursuant to a court order.
 
10:31-12.4   Disclosure of consumer protected health information (PHI) without authorization or court order
 
(a) In the absence of the consumer's authorization or a court order, screening staff may disclose consumer PHI for the purposes and in accordance with the following conditions:
 
1. Treatment of the consumer: Professional screening staff may disclose the minimum necessary consumer PHI that is relevant to a consumer's treatment and/or referral for treatment, pursuant to N.J.S.A. 30:4-27.5(c), to staff at a community mental health agency, as defined in N.J.S.A. 30:9A-2, another screening service or a short-term care or psychiatric facility or special psychiatric hospital, as defined at N.J.S.A. 30:4-27.2;
 
2. Payment related to the consumer's care: Screening staff may disclose consumer PHI to the extent necessary to conduct an investigation into the financial ability to pay of the consumer or his or her chargeable relatives pursuant to the provisions of N.J.S.A. 30:1-12;
 
3. Individuals directly involved in the consumer's care: Screening staff may make the following types of disclosure to the parties indicated in (a)3i and ii below, provided that they first comply with (d) or (e) below, as applicable:
 
i. Screening staff may disclose to a family member, other relative, a close personal friend of the consumer or any other person identified by the consumer, consumer PHI directly relevant to the person's involvement in the consumer's care or payment related to the consumer's care; and
 
ii. Screening staff may use or disclose consumer PHI to notify or assist in the notification of (including identifying or locating) a family member, a personal representative of the consumer or another person responsible for the care of the consumer, of the consumer's location, general condition or death;
 
4. Disclosures where the consumer is present: If the consumer is present for or otherwise available prior to a disclosure permitted by (c) below and has the capacity to make mental health care decisions, screening staff may disclose the consumer's PHI if they first:
 
i. Obtain the consumer's verbal agreement;
 
ii. Provide the consumer with the opportunity to object to the disclosure and the consumer does not express an objection; or
 
iii. Reasonably infer from the circumstances, based on the exercise of professional judgment, that the consumer does not object to the disclosure; and
 
5. Limited disclosures when the consumer is not present: If the consumer is not present, or the opportunity to agree or object to the use or disclosure cannot practically be provided because of the consumer's incapacity or an emergency circumstance, screening staff may, in the exercise of professional judgment, determine whether the disclosure is in the best interest of the consumer and, if so, disclose only the consumer PHI that is directly relevant to the person's involvement with the consumer's care. Screening staff may use professional judgment and their experience with common practice to make reasonable inferences of the consumer's best interest in allowing a person to act on behalf of the consumer to pick up filled prescriptions, medical supplies, x-rays or other similar forms of PHI;
 
(b) All disclosures of consumer PHI shall be documented in the consumer's record, and shall describe the consumer PHI disclosed, the individual to whom the consumer PHI was disclosed, the date of disclosure and the basis upon which the decision to disclose was made.
 
(c) All decisions to disclose consumer PHI pursuant to this section shall be made individually, on a case-by-case basis.
 
(d) A disclosure of consumer PHI under this section does not authorize, or provide a basis for, future or additional disclosures.
 
10:31-12.5   Denials of access to consumer protected health information (PHI)
 
(a) Screening staff shall comply with the following procedures and standards in the event that a consumer request to review the consumer's own PHI is denied:
 
1. The screening service's decision to deny a consumer access to his or her own PHI shall be in writing and given to the consumer. The written denial shall state the reason for the denial and shall describe the consumer's right to a review of the denial and how the review can be obtained. The written denial shall comply with the additional requirements of the HIPAA privacy rule set forth in 45 CFR 164.524;
 
2. Consumers shall be given access to the consumer PHI that is not part of the denial;
 
3. Upon the consumer's request, the denial decision shall be reviewed by a supervisory licensed health care professional who was not directly involved in the initial denial decision;
 
4. The reviewing official shall uphold the denial decision if:
 
i. The requested information was obtained from someone other than a health care provider under a promise of confidentiality, and where the access requested would be reasonably likely to reveal the source of the information;
 
ii. Disclosure of the requested information, in the professional judgment of a licensed health care professional, is reasonably likely to endanger the life or physical safety of the consumer or another person; or
 
iii. The requested information which makes reference to another person (unless such other person is a health care provider), and in the professional judgment of a licensed health care professional, access is reasonably likely to cause substantial harm to such other person; or
 
5. Screening staff shall provide written notice to the consumer of the reviewing official's determination and shall perform whatever other action is necessary to carry out the reviewing official's determination.
 
10:31-12.6   Fees
 
Consistent with the Health Insurance Portability and Accountability Act, a reasonable, cost-based fee may be charged for the duplication and production of the consumer protected health information ( 45 CFR 164.524(c)).
 
[page=1893] APPENDIX A
 
STATE OF NEW JERSEY
 
DEPARTMENT OF HUMAN SERVICES
 
DIVISION OF MENTAL HEALTH SERVICES
 
SCREENING DOCUMENT FOR ADULTS
 
(Pursuant to N.J.S.A. 30:4-27.1, et seq.)
 
I. Instructions
 
New Jersey Court Rule 4:74-7 (b) states in part that:
 
"All clinical and screening certificates shall be in the form prescribed by the Department of Human Services . . . the certification shall state with particularly the facts upon which the psychiatrist, physician or mental health screener relies in concluding that (1) the patient is mentally ill, (2) that mental illness causes the patient to be dangerous to self or others or property as defined by N.J.S.A. 30:4-27.2h and -2i, and (3) appropriate facilities or services are not otherwise available."
 
Chapter 4 of Title 30 of the New Jersey Statutes states in part that:
 
1. "Screening" means the process by which it is ascertained that the individual being considered for commitment meets the standards for mental illness and dangerousness as defined in P.L. 1987, c.116 (N.J.S.A. 30:4-27.1 et seq.) and that all less restrictive stabilization options have been ruled out or exhausted.
 
2. "Certified Screener" means an individual who has fulfilled the requirements set forth in N.J.A.C. 10:31-3.3 and has been certified by the Division as qualified to assess eligibility for involuntary commitment. (N.J.S.A. 30:4-27.2p).
 
3. "Mental Illness" means a current, substantial disturbance of thought, mood, perception or orientation which significantly impairs judgment, capacity to control behavior or capacity to recognize reality, but does not include simple alcohol intoxication, transitory reaction to drug ingestion, organic brain syndrome or development disability unless it results in the severity of impairment described herein. (N.J.S.A. 30:4-27.2r).
 
4. "Dangerous to self" means that by reason of mental illness the person has threatened or attempted suicide or serious bodily harm, or has behaved in such a manner as to indicate that the person is unable to satisfy his or her need for nourishment, essential medical care or shelter, so that it is probable that substantial bodily injury, serious physical debilitation or death will result within the reasonably foreseeable future; however, no person shall be deemed to be unable to satisfy his or her need for nourishment, essential medical care or shelter if s/he is able to satisfy such needs with the supervision and assistance of others who are willing and available. (N.J.S.A. 30:4-27.2h)
 
5. "Dangerous to others or property" means that by reason of mental illness there is a substantial likelihood that the person will inflict serious bodily harm upon another person or cause serious property damage within the reasonably foreseeable future. This determination shall take into account the person's history, recent behavior and any recent act or threat. (N.J.S.A. 30:4-27.2i)
 
6. "In need of involuntary commitment" means that the person is mentally ill, that the mental illness causes the person to be dangerous to self or dangerous to others or property and where s/he is unwilling to be admitted to a facility voluntarily for care, and who needs care at a short term facility, psychiatric facility or special psychiatric hospital because services are not appropriate or available to meet the person's mental health care needs. (N.J.S.A. 30:4-27.2m)
 
7. "Stabilization options" means treatment modalities or means of support used to remediate a crisis and avoid hospitalization. They may include but are not limited to crisis intervention counseling, acute partial care, crisis housing, holding bed with medication monitoring or emergency stabilization regimes, voluntary admission to local inpatient unit, referral to other 24-hour treatment facilities, referral and linkage to other community resources, and use of natural support systems.
 
8. "Consensual" means the type of admission applicable to a person who has received a face-to-face assessment from a certified screener and screening psychiatrist at a designated screening center, who is determined to be dangerous to self, others or property by reason of mental illness, and who understands and agrees to be admitted to a STCF for stabilization and treatment. (N.J.A.C. 10:37G-1.2)
 
Use of the following document is restricted to the purpose of a certified screener documenting a person's eligibility for involuntary commitment or consensual hospitalization only.
 
II. Findings
 
This document is being prepared as a:
 
( ) SCREENING DOCUMENT (Pursuant to N.J.S.A. 30:4-27.1, et seq.)
 
( ) CONSENSUAL ADMISSION DOCUMENT (Pursuant to N.J.A.C. 10:37G-2.1)
 
Name of Client . . . . . . . .
 
Date of Birth . . . . . . . . Sex . . . M. . . F. . .
 
English language abilities:
 
A. Speaks English: . . . Yes . . No. .
 
. . . Few Words . . . Conversationally . . . . . Fluent
 
B. If not English, what is the person's Native Language?
 
. . . . . . . . . . .
 
Native language abilities (circle for yes)
 
Speaks       Reads       Writes
 
C. Did you interview the person in English? Yes . . No . .
 
D. Describe the person's mental illness (refer to the definition in N.J.S.A. 30:4-27.2r.)
 
. . . . . . . . . . . . . . . . . .
. . . . . . . . . . . . . . . . . .

 
E. Is it likely that this disturbance is a result of simple alcohol intoxication, transitory reaction to drug ingestion, organic brain syndrome or developmental disability?
 
No . . . Yes . . . If yes, state cause . . . . . . . .and provide reason for screening:
 
. . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . .
 

 
F. Check all that apply:
 
[page=1894] . . . Dangerous to self/suicidal
 
Describe the danger. Include history, threats, plans, intent, availability, and lethality of means, behavior and actions:
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
 
. . . Dangerous to self/not suicidal
 
Describe the danger. Include history, threats, actions, plans, which would make it probable that substantial bodily injury, serious physical debilitation or death will result within the reasonably foreseeable future:
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
 
. . . Dangerous to others
 
Describe the danger. Include history, threats, actions, plans, intent, availability and lethality of means, behavior and intended victim(s):
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .

 
. . . Dangerous to property
 
Describe the danger (s), (include history, threats, actions, plans, intent, availability of means, behavior and previous attempts):
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . .
 
 
G. Identify interventions or services which have been attempted to stabilize the person and avert the need for involuntary or consensual admission. Check at least one column for each alternative. 

	

	Type of
	Appropriate
	Not
	Available
	Not

	intervention 
	
	Available 
	
	Available 

	
	
	
	
	

	
	
	
	
	

	Existing 
	
	
	
	

	Support System
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Referral & 
	
	
	
	

	Linkage to 
	
	
	
	

	Community 
	
	
	
	

	Services
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Crisis 
	
	
	
	

	Intervention 
	
	
	
	

	Counseling
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Outpatient 
	
	
	
	

	Services 
	
	
	
	

	Medication 
	
	
	
	

	Monitoring
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Acute Partial 
	
	
	
	

	Care
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	PACT
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	ICMS
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Extended 
	
	
	
	

	Crisis 
	
	
	
	

	Evaluation Bed 
	
	
	
	

	with Medication 
	
	
	
	

	Monitoring
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Voluntary 
	
	
	
	

	Admission to 
	
	
	
	

	Non-STCF 
	
	
	
	

	inpatient unit
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Crisis 
	
	
	
	

	Housing
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Referral to 
	
	
	
	

	other 
	
	
	
	

	non-mental 
	
	
	
	

	health 24 hour 
	
	
	
	

	facility
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Other 
	
	
	
	

	(describe):
	
	
	
	

	
	
	
	
	

	. . . . . .
	
	
	
	

	. . . . . .
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



 
H. If involuntary or consensual hospitalization is recommended, briefly explain why no less restrictive intervention/service was appropriate and available.
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 
III. Certification
 
I am a NJ Certified Mental Health Screener and an employee of . . . . . . . . . I have interviewed . . . . . . . . . . .on this date and reviewed the available clinical records. It is my opinion that at this time the named person shows evidence of mental illness and is
 
. . . Dangerous to self
 
. . . Dangerous to others or property 

	

	(Fill out only one side)

	
	

	
	

	
	

	SCREENING DOCUMENT
	CONSENSUAL ADMISSION DOCUMENT

	------------------------
	-------------------------------------

	
	

	
	

	
	

	
	

	Signature of Screener.
	Signature of Screener

	------------------------
	-----------------------

	
	

	
	

	
	

	
	

	Screener Number
	Screener Number

	---------------
	----------------

	
	

	
	

	
	

	
	

	Date
	Date

	-----
	-----

	
	

	
	

	
	

	
	

	Time
	Time

	-----
	-----

	
	

	
	



 
DMHS Form #SCR-1
 
Revised: 12-1-2002
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DIVISION OF MENTAL HEALTH SERVICES DEPARTMENT OF HUMAN SERVICES
 
CERTIFICATION FOR RETURN FOLLOWING CONDITIONAL RELEASE
 
I, . . . . . . . . . . . . (Name of Screener), a screener certified by the State of New Jersey to examine individuals to determine if they are in need of involuntary commitment to psychiatric inpatient care, and employed for that purpose by . . . . . . . . . . . . . . . .(Name/address of Designated Screening Service) a Designated Screening Service as defined in N.J.S.A. 30:4-27.4, certify the following:
 
I have interviewed and reviewed all available records for:
 
1. Consumer's Name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
2. Name of hospital from which consumer was conditionally released:
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 
3. List of conditions: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
4. Date of conditional release: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
5. Name, address, and phone number of designated Mental Health Agency (example: ICMS/PACT or other assigned follow up program):
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 
6. Name of case manager (ICMS/PACT) or other designated contact reporting the violation(s):
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 
7. Identify the primary source of this information (i.e. mother, police):
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
8. Describe the specific condition violated and the nature of each violation:
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
9. Means by which the patient was brought to the Screening Service (check): Police . . . ., Family . . . . ., Agency Personnel . . . . . . . ., Self . . . . . ., Residential Provider . . . . . . . Transport was authorized by Judge . . . . . . . .by verbal order at . . . . .pm/am on . . . . . ., 20 . . .
 
10. Evidence of mental illness and dangerousness including facts, observations, and basis for recommending re-hospitalization:
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
11. Recommendations to the court (can include STCF, County Hospital, State Hospital):
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
12. Name of judge receiving certification: . . . . . . . . . . .
 
13. Date and time sent or phoned to the judge: . . . . . . . . . . .
 
I certify that the above information is true. I am aware that if any of the foregoing statements made by me are willfully false, I am subject to punishment. 

	

	

	
	
	

	

	
	
	

	- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

	
	
	

	
	Certified Screener
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

	
	Certification Number
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	In the Matter of the
	
	State of New Jersey

	---------------------
	
	--------------------

	Commitment of
	
	Superior Court

	---------------
	
	---------------

	
	
	County of

	
	
	----------

	
	
	Docket No.

	
	
	------------

	
	
	

	
	
	

	
	

	
	
	

	
	ORDER FOR TEMPORARY RE-

	
	----------------------------
	

	
	HOSPITALIZATION FOLLOWING

	
	-------------------------------
	

	
	CONDITIONAL RELEASE

	
	------------------------
	

	
	

	
	
	



 
This matter having been opened to the Court by . . . . . . . . . ., a certified mental health screener employed by a screening service designated pursuant to N.J.S.A. 30:4-27.4, by submission of a Certification for Re-hospitalization Following Conditional Release executed on . . . . ., 20. . . , and the Court having reviewed and considered said certification, attached hereto and made part hereof, and it appearing to the Court that:
 
1. The subject of the certification was transported to the screening service:
 
. . . by order of Judge. . . . . ,which is appended hereto
 
. . . pursuant to N.J.S.A. 30:4-27.6 a. or b.
 
. . . other . . . . . . . . . . . .
 
and
 
2. The subject's clinical condition, as certified by the screener, is such that s/he is mentally ill and the illness causes the subject to be a danger to self, others, or property based on the following facts:
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 
and
 
3. It further appears that the patient has failed to meet one or more conditions of release, and for good cause shown,
 
It is on this . . . . .day of . . . . ., 20. . . , ORDERED that:
 
1. The patient shall be hospitalized at . . . . . . ., pending a plenary hearing within twenty days of admission to the hospital.*
 
2. This order shall be immediately transmitted to the county adjuster who shall schedule the hearing, and no later than ten days prior to said hearing, serve the patient, and the attorneys, relatives, and other persons who received notice of the next most recent commitment hearing, with notice of the place, date and time of the hearing, and a copy of this Order and attachments; by personal service upon the patient and by regular mail upon all other persons.
 
3. Nothing herein shall be construed to prohibit the hospital from releasing the patient prior to the hearing, in accordance with N.J.S.A. 30:4-27.17a, either without conditions or upon the same conditions previously ordered by the Court.
 

 

	

	
	--------------------

	
	(Judge)
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STATE OF NEW JERSEY DEPARTMENT OF HUMAN SERVICES Division of Mental Health Services
 
SCREENING OUTREACH Authorization for Police Transport pursuant to N.J.S.A. 30:4-27.5
 
Certification of mental health screener:
 

	

	I am a New Jersey Certified Mental Health Screener and an employee

	of . . . . . . . . . . . . ,a designated screening service. I have interviewed

	  (name of screening service)

	. . . . . . . . . . . . .during a screening outreach visit and on the basis

	(name of subject/client)
	

	of that interview I believe that s/he is dangerous to self, others,or property

	as defined in N.J.S.A. 30:4-27.2h., -27.2i, and in the case of a minor N.J.R.

	Ct. 4:74-7A (3). I certify that therefore s/he may be in need of involuntary

	commitment and I request that s/he be taken to the screening service at . . .

	. . . . . . . . . . . . . . .
	

	(name of screening service)
	

	


	

	
	------------------------------------

	
	Signature of Screener

	
	

	
	

	
	

	
	

	
	

	
	

	
	----------------------------------

	
	print name of screener

	
	

	
	

	
	

	
	

	
	

	
	Date:            Time:         am/pm

	
	--------------------------------------

	
	

	
	



 
Under N.J.S.A. 30:4-27.6,. . . . . . . . . . . P.D. is required to take custody of and immediately transport the above-named consumer directly to a screening service, and to remain at the screening service as long as necessary to protect the safety of the person in custody and the safety of the community.
 
I certify that the above information is true. I am aware that if any of the foregoing statements made by me are willfully false, I am subject to punishment. 

	

	-----------------------------------------------------------------------------

	Certified Screener
	Date
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