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(c) The SSPRC Chairperson may designate a committee 
member to interview the patient prior to the committee 
review whenever, in his or her judgment, the situation 
warrants. One of the special status patient's treatment team 
members familiar with the current level recommendation 
shall meet with the SSPRC during their review process. 

(d) The SSPRC shall meet and review the team proposals 
within 10 working days of receipt of the information. 

( e) The SSPRC Chairperson or designee shall forward 
the committee's recommendations in response to the team 
proposals to the Clinical Director within two working days. 

(f) The Clinical Director/Medical Director shall review 
the SSPRC recommendations regarding endorsement of the 
team proposals and respond to the Chairperson within two 
working days by either endorsing the SSPRC recommenda-
tion, or withholding endorsement. The Clinical Di-
rector/Medical Director may request additional information 
from the treatment team; however, such request and the 
team's response shall be made within the same two-day 
period. All recommendations must be endorsed by the 
Clinical Director/Medical Director prior to implementation. 

(g) The Clinical Director/Medical Director shall periodi-
cally attend SSPRC meetings in his or her institution in 
order to monitor the thoroughness and quality of clinical 
recommendations and compliance with this policy and pro-
cedure. Additionally, the Quality Assurance Department 
within each hospital or other designee of the hospital CEO 
shall also monitor the hospital's compliance with the rules 
within this subchapter. 

(h) Whenever a hospital treatment team and the hospi-
tal's SSPRC recommend the granting of a supervision de-
crease to Level III or Level IV or the discharging of any 
patient subject to the hospital's SSPRC's review procedures, 
the documentation regarding those supervision and dis-
charge reviews shall be forwarded to the Division Medical 
Director and his or her designee by the SSPRC Coordinator 
within two days of finalizing such recommendation to ensure 
that an appropriate risk/benefit assessment balancing the 
patient's need for effective treatment and the safety needs 
of all parties has been performed. Final Division Medical 
Director action shall be communicated to hospital staff no 
more than five working days after receipt of the hospital 
Clinical/Medical Director approval. 

(i) Whenever N.J.S.A. 30:4-27.17b requires written notice 
to a county prosecutor or deputy attorney general who 
participated in a patient's commitment, a designated hospi-
tal staff member shall notify the appropriate individual in 
accordance with that statutory provision. 

G) The rationale supporting the levels decision shall be 
entered into the SSPRC's meeting minutes and the patient's 
records. 

Amended by R.1993 d.58, effective February 1, 1993. 
See: 24 N.J.R. 4232(a), 25 N.J.R. 583(b). 

Added new subsection (g). 
Amended by R.1998 d.62, effective January 20, 1998. 
See: 29 N.J.R. 3763(b), 30 N.J.R. 386(a). 
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In (f) and (g), substituted references to the Clinical Director/Medical 
Director for references to the Clinical Director; and added (h) and (i). 
Amended by R.2003 d.236, effective July 7, 2003. 
See: 34 N.J.R. 4290(a), 35 N.J.R. 2903(a). 

Rewrote the section. 

10:36-2.4 SSPRC Coordinator 
(a) Each hospital shall designate a staff person to be 

responsible for coordination of all activities relative to the 
functioning of the SSPRC. The responsibilities of the coor-
dinator shall include: 

1. Consultation with treatment teams regarding prepa-
ration of information to be submitted to the SSPRC; 

2. Maintaining files on all cases presented to the 
SSPRC; 

3. Functioning as executive secretary to the SSPRC 
(that is, recording, distributing and filing of minutes); and 

4. Being responsible for the coordination of informa-
tion flow among treatment teams, SSPRCs, hospital ad-
ministration and Central Office regarding special or ex-
tenuating circumstances, current or pending legislation, 
etc., relative to cases under consideration of the SSPRC. 

Amended by R.2003 d.236, effective July 7, 2003. 
See: 34 N.J.R. 4290(a), 35 N.J.R. 2903(a). 

Rewrote the section. 

10:36-2.5 (Reserved) 
Repealed by R.1993 d.58, effective February 1, 1993. 
See: 24 N.J.R. 4232(a), 25 N.J.R. 583(b). 

Section was "Quality assurance activities." 

SUBCHAPTER 3. TRANSFERS OF 
INVOLUNTARILY COMMITTED PATIENTS 
BETWEEN STATE PSYCHIATRIC 
FACILITIES 

10:36-3.1 Purpose 
The purpose of this subchapter is to define the factors to 

be used by State psychiatric facility staff in evaluating the 
need for inter-hospital transfers among the facilities cited in 
N.J.A.C. 10:36-3.2. The subchapter also delineates the 
procedures related to such transfers. 

10:36-3.2 Scope 
(a) The rules of this subchapter apply in all instances to 

involuntarily committed patients who are residing at and 
being considered for transfer to any of the following facili-
ties specified in N.J.S.A. 30:4-160: 

1. Greystone Park Psychiatric Hospital; 
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2. Trenton Psychiatric Hospital; 

3. Ancora Psychiatric Hospital; 

4. The Ann Klein Forensic Center; and 

5. The Senator Garrett W. Hagedorn Psychiatric Hos-
pital. 

(b) Prior to a patient's initial commitment hearing, only 
emergency transfers may be made. Regardless of a patient's 
transfer to another State hospital, the initial commitment 
hearing shall take place within 20 days of initial inpatient 
admission to the original facility and shall not be postponed 
by the request of staff at the receiving hospital, except in the 
event that security concerns or a patient's condition requires 
an adjournment. 

Amended by R.1991 d.453, effective September 3, 1991. 
See: 23 N.J.R. 1652(a), 23 N.J.R. 2637(a). 

Added new subsection (b). 
Amended by R.1998 d.62, effective January 20, 1998. 
See: 29 N.J.R. 3763(b), 30 N.J.R. 386(a). 

In (a)6, substituted "Gero-Psychiatric Hospital" for "Center for 
Geriatrics". 
Amended by R.2003 d.236, effective July 7, 2003. 
See: 34 N.J.R. 4290(a), 35 N.J.R. 2903(a). 

In (a), deleted 3 and recodified former 4 through 6 as 3 through 5 
with amendments; rewrote (b). 

10:36-3.3 Factors 
(a) Any of the factors described below may serve as a 

basis for the transfer of a patient from and to any facility 
cited in N.J.A.C. 10:36-3.2: 

1. To place him or her in closer proximity to family 
members; 

i. If a patient and his or her family members dis-
agree on a transfer request based on proximity to 
family members, a clinical determination shall be made 
by the hospital staff based solely on the clinical best 
interest of the patient; 

2. To place the patient in the appropriate hospital 
according to the patient's residence ( catchment area); 

3. To provide a new clinical and personal relationship 
in exceptional circumstances when a treatment impasse 
has developed over a sustained period of time; 

4. To provide greater or less clinical structure or 
security; 

5. To participate in a specialized medical or psychiat-
ric service that is offered at another hospital or in the 
community that is more accessible from the receiving 
hospital; 

6. As a result of a change in legal status; 

7. To spare patients the consequences of overcrowd-
ing at a specific mental health facility; 

8. In response to natural catastrophes, fires, or other 
life-safety concerns which necessitate transfer; or 
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9. As a consequence of inter-regional consolidation of 
services. 

(b) A patient's stated preference for treatment at a par-
ticular State psychiatric facility shall always be a relevant 
consideration in transfer decisions. Transfers over the objec-
tion of a patient are permitted, however, when a clinical 
determination has concluded that the transfer is in the 
transferee's clinical best interest or necessary for the safety 
of other patients or administratively necessary due to a 
factor listed in (a) above. A transfer is permitted only when, 
in the judgment of the treatment team, the transfer's per-
missible purpose outweighs any potential harm to the pa-
tient from the transfer. 

1. When a transferring facility is capable of meeting 
the clinical or administrative purpose for a proposed 
transfer as contained in the factors at (a) above, an 
objecting patient shall not be transferred. 

2. Transfers shall be to the least restrictive available 
treatment alternative available to achieve the purposes of 
the transfer request as contained in the factors at (a) 
above. 

Amended by R.1991 d.453, effective September 3, 1991. 
See: 23 N.J.R. 1652(a), 23 N.J.R. 2637(a). 

Added new (a)li and subsection (b). 
Amended by R.2003 d.236, effective July 7, 2003. 
See: 34 N.J.R. 4290(a), 35 N.J.R. 2903(a). 

In (a)5, inserted "medical or" preceding "psychiatric"; in (b)2, 
substituted "available" for "necessary" following "alternative". 

10:36-3.4 General procedures 

(a) This section delineates the conditions and procedures 
applicable to all transfers to and from State psychiatric 
hospitals. 

(b) Each CEO shall designate a staff member to function 
as a transfer coordinator who, for purposes of transfer 
arrangement, shall report directly to the CEO. 

(c) A written request for transfer, supported by a state-
ment of the factors justifying the request, shall be forwarded 
from the transfer coordinator of the sending hospital to the 
transfer coordinator of the receiving hospital. All requests 
for transfers shall be supported by clinical considerations. 

( d) Transfers occurring as a result of overcrowding, life-
safety concerns, natural catastrophes, or consolidation of 
services shall require the approval of the Director, Division 
of Mental Health Services. 

( e) The following procedures shall be followed in cases of 
non-emergent transfers: 

1. The transfer coordinator of the sending hospital 
shall consult with the transfer coordinator of the receiving , 
hospital. If they agree to the transfer, they shall arrange \__) 
for a specific date and time for the transfer to occur. 
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2. Hospital staff shall actively promote resident input 
into non-emergency transfer decisions. 

3. At least seven days prior to the transfer date, staff 
at the sending institution shall notify the relevant County 
Adjusters, family and attorney of the patient being trans-
ferred of the transfer decision, the reason for the transfer 
and the procedural rights in this chapter. 

4. It is the responsibility of the hospital initiating the 
transaction to make arrangements for transporting the 
patient from one facility to the other. 

5. If the transfer coordinators do not agree on the 
transfer, the matter shall be referred to the CEOs of the 
respective institution for resolution. 

6. If the CEOs do not agree, the case shall be referred 
for resolution to the appropriate regional Assistant Di-
rectors, Division of Mental Health Services, who may, in 
making their decision, request clinical and technical input 
from hospital central office staff. Resolution, in instances 
of continuing disagreement, rests with the Division Di-
rector or the Director's designee. 

7. All transfer requests are to be handled in a timely 
manner. 

8. The basis for the transfer decision shall be docu-
mented in the patient's record. 

(t) The following procedures shall be followed in cases of 
emergency transfers: 

1. Emergency shall be defined, for the purposes of 
this subchapter, as imminent danger of serious bodily 
harm to self or others, as evidenced by a recent incident 
or a change in psychiatric status which less restrictive 
available treatment alternatives other than transfer cannot 
adequately address and which requires removal from the 
patient's current setting. Only the factors in N.J.A.C. 
10:36-3.3(a)4 or 8 may serve as the basis for an emergen-
cy transfer. 

2. Emergency transfers shall take · place only upon 
prior agreement between the CEOs of the institutions. 

3. Staff at the sending hospital shall notify the rele-
vant County Adjuster(s), family, and attorney of the resi-
dent being transferred of the transfer and the reason for 
the transfer as soon as possible after the transfer decision 
has been made. 

4. The transfer coordinator or, when unavailable, the 
administratively responsible person of the sending hospi-
tal must contact directly the CEO or transfer coordinator 
at the receiving institution and transmit verbally the fac-
tors supporting the transfer, as well as the reasons for the 
emergent nature of the transfer. Supporting documenta-
tion must be faxed prior to the final decision to transfer. 

5. If, after transfer, the CEO of the receiving hospital 
objects to an emergency transfer, he or she shall review 
the case with the CEO of the sending institution. If 
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agreement cannot be reached, the matter shall be referred 
to the Assistant Director of the receiving region. 

6. That Assistant Director shall consult with his or her 
counterpart from the sending region to resolve the issue. 

7.. If agreement cannot be reached by the Assistant 
Directors, the issue shall be referred for resolution to the 
Director or the Director's designee. 

8. The basis for the transfer decision shall be docu-
mented in the patient's record. 

Amended by R.1991 d.453, effective September 3, 1991. 
See: 23 N.J.R. 1652(a), 23 N.J.R. 2637(a). 

In (b), added "treatment impasse" to list of situations. 
Revised subsection ( d) 1. 
Deleted subsection ( d)4 on "clinical urgency," recodifying existing 

5.-7. as 4.-6. with no change in text. 
Amended by R.1998 d.62, effective January 20, 1998. 
See: 29 N.J.R. 3763(b), 30 N.J.R. 386(a). 

In (b), deleted "and Hospitals" and added "Services"; and in (c)6, 
deleted "and Hospitals" and added "Services". 
Amended by R.2003 d.236, effective July 7, 2003. 
See: 34 N.J.R. 4290(a), 35 N.J.R. 2903(a). 

Rewrote the section. 

10:36-3.5 Procedures when patients object to transfer 
(a) Regarding non-emergency transfers, the following ap-

ply: 

1. If a patient objects to such a transfer, he or she 
shall be provided an opportunity to state the basis for his 
or her objection, and present any relevant facts including 
statements by other individuals, with or through a repre-
sentative if so desired, before an individual who is not a 
member of the treatment team seeking transfer. The 
hospital's Clinical Director/ Medical Director shall desig-
nate this individual, who may be a member of the office 
of the hospital's clinical director or other hospital staff 
member capable of providing an independent review of 
the need for the proposed transfer. 

2. The individual who reviews the proposed transfer 
shall have the authority to approve or disapprove the 
proposed transfer. 

3. Patients and their representatives may submit in 
writing their views regarding a non-emergency transfer 
prior to its implementation. Upon request by or consent 
of the patient, the patient and his or her representatives 
may request an opportunity to discuss the proposed, non-
emergency transfer with a Division representative prior to 
implementation of the transfer. 

(b) Regarding emergency transfers, the following apply: 

1. In an emergency as defined at N.J.A.C. 
10:36-3.4(e)l, a patient may be transferred in accordance 
with procedures outlined at N.J.A.C. 10:36-3.4( e ). 

2. If a patient or a representative of the patient 
objects to such a transfer, they may submit their position 
in writing to the Division after implementation of the 
transfer. A designee of the Division Director shall review 
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the basis for the transfer after the transfer, and shall 
provide the patient or his or her representative with an 
opportunity to state the basis for their objection and 
present any relevant facts or statements. The designee 
shall not be a member of the patient's treatment team at 
either the sending or receiving hospital and shall provide 
an independent review of the need for the proposed 
transfer. The designee shall have the authority to approve 
or disapprove the proposed transfer. This decision shall 
be in writing and shall become part of . the patient's 
clinical record. 
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New Rule, R.1991 d.453, effective September 3, 1991. 
See: 23 N.J.R. 1652(a), 23 N.J.R. 2637(a). 
Amended by R.1998 d.62, effective January 20, 1998. 
See: 29 N.J.R. 3763(b), 30 N.J.R. 386(a). 

In (a)2, substituted a reference to the Clinical Director/Medical 
Director for a reference to the Clinical Director. 
Amended by R.2003 d.236, effective July 7, 2003. 
See: 34 N.J.R. 4290(a), 35 N.J.R. 2903(a). 

Rewrote the section. 
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