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Source and Effective Date 
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See: 22 N.J.R. 2915(a), 22 N.J.R. 3620(a). 

Executive Order No. 66(1978) Expiration Date 
Chapter 37, Community Mental Health Services Act, expires on 
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Chapter Historical Note 
Chapter 37, Community Mental Health Services Act, was originally 

filed prior to September 30, 1969. Chapter 37 was amended by R.1974 
d.69, effective March 21, 1974. See: 6 N.J.R. 66(b), 6 N.J.R. 151(a). 
Amendments were made at N.J.A.C. 10:37-6.3, formerly "Definitions," 
and N.J.A.C. 10:37-7.3, formerly "System of per capita allocation" by 
R.1976 d.133, effective May 4, 1976. See: 8 N.J.R. 119(b), 6 N.J.R. 
286(b). Former Subchapter 12, "Conditions governing state grants for 
construction assistance for community mental health facilities," was 
adopted as new rules by R.1977 d.482, effective December 23, 1977. 
See: 9 N.J.R. 531(a), 10 N.J.R. 63(d). Chapter 37 was repealed and 
replaced with new rules by R.1980 d.479, effective November 3, 1980. 
See: 12 N.J.R. 580(a), 12 N.J.R. 704(g). Pursuant to Executive Order 
No. 66(1978), Chapter 37 was readopted by R.1985 d.605, effective 
November 4, 1985. See: 17 N.J.R. 2222(a), 17 N.J.R. 2894(a). Pursu-
ant to Executive Order No. 66(1978), Chapter 37 was readopted by 
R.1990 d.591. See: Source and Effective Date. See section level 
annotations for specific rulemaking activity. 

CHAPTER TABLE OF CONTENTS 

SUBCHAPTER 1. INTRODUCTION AND PURPOSE 
10:37-1.1 Introduction and purpose 

SUBCHAPTER 2. STATE COMMUNITY MENTAL 
HEALTH CITIZENS ADVISORY BOARD 

10:37-2.1 Membership 
10:37-2.2 Functions 
10:37-2.3 Power to establish committees 
10:37-2.4 Scope of authority 

SUBCHAPTER 3. COUNTY MENTAL HEALTH 
BOARDS 

10:37-3.1 Establishment and composition 
10:37-3.2 Membership 
10:37-3.3 Attendance 
10:37-3.4 Conflicts of interest 
10:37-3.5 Roles, functions, and responsibilities 
10:37-3.6 Professional Advisory Committee (PAC) 
10:37-3.7 County Mental Health Administrators 
10:37-3.8 Reimbursement 
10:37-3.9 County administration of services 

SUBCHAPTER 4. CONSUMER REQUIREMENTS FOR 
ALL COMMUNITY MENTAL HEALTH PROGRAM 
ELEMENTS 

10:37-4.1 Direct involvement 
10:37-4.2 Designed responsibility of agencies 

New Jersey State library 37-1 

10:37-4.3 Designated responsibilities of County Mental Health 
Boards 

10:37-4.4 Designated responsibilities of State Community Mental 
Health Citizens' Advisory Board 

10:37-4.5 Client rights 
10:37-4.6 Client complaint/agency ombuds procedure 

SUBCHAPTER 5. PROGRAM ELEMENT 
REQUIREMENTS 

10:37-5.1 Funding priorities 
10:37-5.2 Target populations 
10:37-5.3 through 10:37-5.5 (Reserved) 
10:37-5.6 through 10:37-5.15 (Reserved) 
10:37-5.16 through 10:37-5.27 (Reserved) 
10:37-5.28 through 10:37-5.34 (Reserved) 
10:37-5.35 through 10:37-5.36 (Reserved) 
10:37-5.37 through 10:37-5.45 (Reserved) 
10:37-5.46 Scope and purpose 
10:37-5.47 Funding requirements 
10:37-5.48 Population priorities 
10:37-5.49 Services 
10:37-5.50 Staff 
10:37-5.51 Setting 
10:37-5.52 through 10:37-5.53 (Reserved) 
10:37-5.54 Scope and purpose 
10:37-5.55 Designation of responsibility 
10:37-5.56 Funding requirements 
10:37-5.57 Population priorities 
10:37-5.58 Services to be provided 
10:37-5.59 Service approaches 
10:37-5.60 Staff 
10:37-5.61 Setting 
10:37-5.62 Length of stay 
10:37-5.63 through 10:37-5.64 (Reserved) 
10:37-5.65 Scope and purpose 
10:37-5.66 Designation of responsibility 
10:37-5.67 Funding requirements 
10:37-5.68 Target agencies and populations 
10:37-5.69 Services 
10:37-5.70 Staff 
10:37-5.71 Setting 
10:37-5.72 through 10:37-5.73 (Reserved) 
10:37-5.74 Scope and purpose 
10:37-5.75 Designation of responsibility 
10:37-5.76 Funding requirements 
10:37-5. 77 Population priorities 
10:37-5.78 Services 
10:37-5.79 Staff 
10:37-5.80 Setting 

SUBCHAPTER 6. GENERAL ADMINISTRATIVE 
REQUIREMENTS FOR ALL STATE-FUNDED 
COMMUNITY MENTAL HEALTH PROGRAM 
ELEMENTS 

10:37-6.1 through 10:37-6.7 (Reserved) 
10:37-6.8 through 10:37-6.12 (Reserved) 
10:37-6.13 Compliance requirements 
10:37-6.14 Waiver 
10:37-6.15 Appeals 
10:37-6.16 through 10:37-6.18 (Reserved) 
10:37-6.19 Scope and purpose 
10:37-6.20 Specific requirements 
10:37-6.21 Necessary community involvement 
10:37-6.22 through 10:37-6.24 (Reserved) 
10:37-6.25 through 10:37-6.29 (Reserved) 
10:37-6.30 through 10:37-6.36 (Reserved) 
10:37-6.37 through 10:37-6.41 (Reserved) 
10:37-6.42 Scope and purpose 
10:37-6.43 Designation of responsibility 
10:37-6.44 Required content 
10:37-6.45 Required review and modification 
10:37-6.46 through 10:37-6.48 (Reserved) 

Supp. 9-18-95 



10:37-6.49 Least restrictive setting 
10:37-6.50 through 10:37-6.52 (Reserved) 
10:37-6.53 Medication counseling 
10:37-6.54 Psychotropic medication 
10:37-6.55 through 10:37-6.57 (Reserved) 
10:37-6.58 through 10:37-6.61 (Reserved) 
10:37-6.62 through 10:37-6.72 (Reserved) 
10:37-6. 73 Scope and purpose 
10:37-6. 74 Required contents for all records 
10:37-6. 75 Inpatients records: supplementary content requirements 
10:37-6. 76 Policies and procedures regarding recordkeeping 
10:37-6.77 Retention of records 
10:37-6.78 Record departments 
10:37-6. 79 Confidentiality of records 
10:37-6.80 through 10:37-6.82 (Reserved) 
10:37-6.83 Scope and purpose 
10:37-6.84 Designation of responsibility 
10:37-6.85 through 10:37-6.87 (Reserved) 
10:37-6.88 Services requiring prior approval 
10:37-6.89 through 10:37-6.91 (Reserved) 
10:37-6.92 through 10:37-6.98 (Reserved) 
10:37-6.99 Training and staff development 
10:37-6.100 through 10:37-6.102 (Reserved) 
10:37-6.103 Scope and purpose 
10:37-6.104 Designation of responsibility 
10:37-6.105 through 10:37-6.107 (Reserved) 
10:37-6.108 Unusual incident reporting system 

SUBCHAPTER 7. FISCAL ADMINISTRATION, AUDIT 
REQUIREMENTS AND ALLOW ABLE COSTS 

10:37-7.1 through 10:37-7.9 (Reserved) 

SUBCHAPTER 8. CONDITIONS GOVERNING STATE 
GRANTS FOR CONSTRUCTION ASSISTANCE 
FOR COMMUNITY MENTAL HEALTH 
FACILITIES 

10:37-8.1 
10:37-8.2 
10:37-8.3 
10:37-8.4 

10:37-8.5 
10:37-8.6 
10:37-8.7 
10:37-8.8 
10:37-8.9 
10:37-8.10 
10:37-8.11 
10:37-8.12 
10:37-8.13 

Scope and purpose 
Definitions 
Program priorities 
Capital construction priorities and local matching require-

ments 
Eligible agencies 
Allowable costs 
Applicable procedure 
Condition 
State approval 
Interim inspections 
Payment schedules 
Records and reports 
Contract property 

SUBCHAPTER 9. QUALITY ASSURANCE 
10:37-9.1 Introduction 
10:37-9.2 Scope and purpose 
10:37-9.3 Definitions 
10:37-9.4 Quality assurance (QA) plan 
10:37-9.5 Quality assurance (QA) implementation 
10:37-9.6 Administrative support 
10:37-9.7 Quality assurance (QA) oversight 
10:37-9.8 Utilization review (UR) 
10:37-9.9 Risk management (RM) 
10:37-9.10 Annual appraisal 

SUBCHAPTER 10. SITE REVIEW AND 
CERTIFICATION 

10:37-10.1 Scope and purpose 
10:37-10.2 Team composition 
10:37-10.3 Site review activities 
10:37-10.4 Site review report 
10:37-10.5 Initial certification for pre-existing contracted agencies and 

programs 
10:37-10.6 Provisional certification for new contract agencies or pro-

grams 
10:37-10.7 Certification renewal or revocation 
10:37-10.8 Review of administrative determinations 
10:37-10.9 Administrative hearing of appeal 

DEPT. OF HUMAN SERVICES 

SUBCHAPTER 11. (RESERVED) 
SUBCHAPTER 12. CHILDREN'S PARTIAL CARE 

PROGRAMS 
10:37-12.1 Purpose, scope and goals 
10:37-12.2 Definitions 
10:37-12.3 Population to be served 
10:37-12.4 Program services 
10:37-12.5 Age appropriate services 
10:37-12.6 Admission 
10:37-12.7 Intake 
10:37-12.8 Service plan 
10:37-12.9 Progress notes 
10:37-12.10 Termination, discharge, and referral 
10:37-12.11 Staffing requirements 
10:37-12.12 Staffing responsibilities 

APPENDIX A CONTINUUM OF MENTAL HEALTH 
SETTINGS 

SUBCHAPTER 1. INTRODUCTION AND 
PURPOSE 

10:37-1.1 Introduction and purpose 
(a) Since the enactment of the Community Mental 

Health Services Act in 1957, there has been a broad expan-
sion of public funding sources administered by the State and 
utilized to support community mental health services. In 
addition to grant-in-aid, there are funds from Title XX of 
the Federal Social Security Act, State Community Care and 
Screening purchase of service contracts, the State Capital 
Improvement Program and two State-funded demonstration 
community mental health centers. This amended chapter 
represents an integration of these multiple funding sources 
and the minimal requirements that are applicable to all of 
them. These requirements are conceptually based upon the 
Division's four operating principles: Normalization, Level of 
Functioning, Advocacy and Unified Services, which are de-
scribed in a companion document titled "Principal State-
ment." Within the context of these principles, however, the 
Division encourages innovative implementation and a vari-
ety of comprehensive service models, developed in response 
to local needs and talents. 

(b) Wherever the "Department" is cited, the term shall 
refer to the New Jersey Department of Human Services; 
wherever the "Division" is cited, it shall refer to the New 
Jersey Division of Mental Health and Hospitals. Subse-
quent to a period of public review and comment, this 
chapter shall become effective on November 3, 1980; it will 
be incorporated into guidelines for the Division's ongoing 
site visit, monitoring, program development and evaluation 
activities for community mental health grants and contracts. 
Compliance with this chapter shall be required one year 
from its effective date, as of July 1, 1981. It is anticipated 
that total compliance will necessitate, in some instances, a 
reorganization of service components and priorities by par-
ticipating agencies. It is for that reason that the Depart-
ment is extending the implementation and compliance dead-
line for one year, in order to allow for local phase-ins and 
for technical assistance to be provided by the county mental 
health boards and the Division. 
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(c) Implementation of this chapter should serve to unify 
the community mental health system and to establish formal 
relationships between the community and the institutional 
mental health sectors. This chapter shall also become 
incorporated into the Division's inspection program for 
State and County psychiatric hospitals. 

( d) Any questions concerning these requirements should 
be sent to the Division Director, New Jersey Division of 
Mental Health and Hospitals, 222 South Warren Street, 
Trenton, N.J. 08625. 

SUBCHAPTER 2. STATE COMMUNITY MENTAL 
HEALTH CITIZENS ADVISORY BOARD 

10:37-2.1 Membership 

(a) The Community Mental Health Citizens Advisory 
Board shall consist of 15 members, to be appointed as 
described by Statute. Eight members shall be chosen from 
citizens of the State who, as consumers, have demonstrated 
an interest in the delivery of mental health services; one 
from persons recommended by the State League of Munici-
palities; two from providers of mental health services and 
one from persons recommended by the chairpersons of the 
standing Assembly and Senate Institutions, Health and Wel-
fare Communities. 

(b) The term of each member shall be for three years, 
commencing on July 1 and terminating on June 30; provid-
ed, however, that of the new members appointed three shall 
be appointed for a term expiring two years, and four for a 
term expiring three years from July 1 following the date of 
appointment. Members of the present Community Mental 
Health Citizens Advisory Board serving on the effective date 
of the amendatory act shall continue to serve until the 
expiration of their current terms. 

(c) In addition, the Board of Instructional Trustees will 
designate two members from persons currently serving on 
the Board of Managers of each of the four State psychiatric 
hospitals to be appointed in July of each year. The Di-
rector of the Division or his/her designee shall be a nonvot-
ing ex-officio member of the Community Mental Health 
Citizens Advisory Board. 

(d) At least two of the "consumers" cited in (a) above 
shall meet the definition of "consumer" cited in N.J.A.C. 
10:37-4.l(b). 

( e) The Board should have representation from all geo-
graphic areas of the State. 

(f) The Board should reflect the sex, racial, and cultural 
composition of the State's population. 

37-3 

10:37-3.1 

10:37-2.2 Functions 

(a) The role of the Board shall be to serve as advocate 
and advisory to the Department for the development of 
mental health services in the community. To fulfill this 
role, the Board shall become and continue to be thoroughly 
acquainted with those programs of the Department dealing 
with mental health and related social services, and shall 
regularly review all such programs. It shall advise and 
recommend on the development of policies and procedures 
within the general directives of the Department covering 
community mental health programs. 

(b) The Board shall promote and maintain constructive 
relationships with the county mental health boards, commu-
nity mental health agency boards and other official bodies 
and organized agencies concerned with mental health ser-
vices. It shall also serve, where possible, such advisory 
capacities to the Department in the area of community 
mental health as are required by Federal statutes. 

(c) The Board shall choose one of its members to act as 
chairperson and shall meet as often as required to conduct 
the business of the Board and to assist and advise in the 
administration of the duties and responsibilities cited above, 
but not less than six times each year. 

(d) The Board shall comply with the Open Public Meet-
ings Act. 

10:37-2.3 Power to establish committees 

(a) The Board may establish within itself committees, as 
it deems necessary. 

(b) The Board may establish any subsidiary unsalaried 
advisory or consultant committees or study groups as it may 
deem necessary and shall appoint the members thereof. 

10:37-2.4 Scope of authority 

The Board shall have the right to make recommendations, 
to the Division and the Department, concerning any aspect 
of mental health service delivery covered in this chapter. 

SUBCHAPTER 3. COUNTY MENTAL HEALTH 
BOARDS 

10:37-3.1 Establishment and composition 

(a) In order to participate under this act, each county 
board of chosen freeholders or county executive, hereinafter 
the "appointing authority", shall appoint a County Mental 
Health Board, hereinafter the "Board", of not less than 
seven nor more than twelve residents of the county. 
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(b) The mental health board shall provide public leader-
ship to the county in the development of mental health 

· services. 

( c) The board shall include as wide a spectrum of the 
County's population as possible. Members should be repre-
sentative of the county's population, including such groups 
as: 

1. Consumers of mental health services; 

2. Local boards of health; 

3. School boards; 

4. Interested lay people; 

5. Parent-teacher association; 

6. County professional/medical associations; 

7. County advocacy groups; and 

8. Such other members as the appointing authority 
may deem necessary. 

(d) Such persons noted in (c) above shall not, however, 
officially represent such groups, unless official authority to 
do so has been granted by the agency or organization. 

( e) A minimum of two "consumers" of mental health 
services, as defined in N.J.A.C. 10:37-4.l(b), shall serve on 
the board at all times. Boards currently without vacancies 
or service recipient representation shall appoint consumer 
members, as cited in N.J.A.C. 10:37-3.l(a), first, as vacan-
cies occur. (See N.J.A.C. 10:37-4.3.) 

(t) The board should be representative of every Service 
Area in the County and should also reflect the sex, racial, 
and cultural composition of the county. 

(g) The board shall not include persons employed by or 
having a fiduciary interest in any agency funded by the 
Division to provide mental health services. 

10:37-3.2 Membership 
(a) Members shall serve without compensation, for three 

years, with terms to begin July 1 and terminate June 30. 
Members may not be reappointed after serving two full 
three-year terms, until two years shall have elapsed since the 
expiration of such terms. 

(b) Vacancies shall be filled within 60 days by the ap-
pointing authority. Vacancies shall be filled in the following 
manner: 

1. If the unexpired term is greater than 50 percent of 
the entire term, the nominee may only serve one addition-
al term. 

2. If the unexpired term is less than 50 percent of the 
entire term, the nominee may serve two additional terms. 
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10:37-3.3 Attendance 
Any member of a county mental health board who does 

not attend three consecutive board meetings without being \..J 
excused, or does not attend more than 50 percent of the 
board's meetings in any single year, should upon notification 
by the County Mental Health Board Chairperson, be re-
placed by the appointing authority. Replacement should be 
accomplished within two months of that notification. 

10:37-3.4 Conflicts of interest 
(a) The following individuals shall not be eligible for 

County Mental Health Board membership: 

1. A paid or unpaid employee/volunteer of an agency 
under the county mental health board's jurisdiction or 
funded by the Division; 

2. A consultant of an agency under the county mental 
health board's jurisdiction or funded by the Division; 

3. A member of the governing body of an agency 
under the county mental health board's jurisdiction or 
funded by the Division; 

4. A member of a formal advisory body of an agency 
under the county mental health board's jurisdiction or 
funded by the Division. 

5. Person engaged in issuing any policy or contract of 
individual or group business of any agency under the 
county mental health board's jurisdiction or those agen-
cies' affiliate, subsidiary, or parent organization. 

6. Persons who are members of the immediate house-
hold or a direct business associate of a person described 
above. 

7. Persons employed by the county and/or its agencies; 
this exception shall not include the Board of Chosen 
Freeholders or a County Welfare Board that is not cur-
rently funded by the Division. A waiver must be sought 
from the Division for any other such appointees. 

10:37-3.5 Roles, functions, and responsibilities 
(a) Procedural responsibilities: The County Mental 

Health Board shall: 
1. Elect annually a chairperson; 

2. Meet at least eight times each year; 

3. Comply with the Open Public Meetings Act; 
4. Establish, and at least annually review, formal pro-

cedures concerning the composition of the Board and 
setting forth rules of order by which the Board shall 
operate; 

5. Submit public notices and minutes of said meeting 
to the Division of Mental Health and Hospitals. 

(b) Planning responsibilities: As set forth in the Divi-
sion's Planning Guidelines: 
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1. Initiate and implement a planning process, encour-
aging participation from, at a minimum, other mental 
health planning authorities (for example, Health Systems 
Agency representatives) funded providers of services, 
clients, and interested citizens. 

2. Develop a plan of mental health services for the 
county. At a minimum, that plan shall identify: 

i. The county mental health authority(ies) and their 
resl?ective roles and functions; 

ii. The manner in which the plan was completed; 

iii. A needs assessment section which reviews: 

(1) The State and county identified target groups, 
and the reason they have been so identified; 

(2) Services that are perceived by the community 
as being critical to meet the needs of identified 
State/county target groups; 

(3) The availability or unavailability of those ser-
vices identified in (b )2iii(2) above. 

iv. A set of goals and objectives which will provide a 
framework for addressing the needs of State and locally 
identified target groups; 

v. An action plan which designates the means and 
steps by which goals and objectives will be achieved. 

3. Submit completed County Mental Health Plan to 
the Division within specified deadlines, for review and 
approval. If a county has a Charter form of government, 
the County Mental Health Board must submit the County 
Mental Health Plan to the County Executive or his/her 
designate, for review and approval, prior to submission to 
the Division. 

4. In the event that: 

i. A county mental health plan is approved by the 
Division, the county plan shall provide the framework 
for mental health funding and program development in 
that particular county. 

ii. An approved plan is not submitted by the county, 
the framework for mental health activity in that particu-
lar county shall be provided by the goals and objectives 
of the Division, contained within its Annual State Plan. 

5. The initiation of the planning process, and subse-
quent completion of the plan, shall be conducted within 
the general policies and principles of the Division. 

6. The county mental health authority(ies) should take 
an active planning role in coordinating the services of 
other county offices and departments relating to mental 
health services. 

(c) Implementation responsibilities: Based on the County 
Mental Health Plan, the County Mental Health Board shall, 
at a minimum: 

37-5 
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1. Receive, review, comment and, where necessary, 
solicit the following: 

i. Initial and continuation funding applications for: 

(1) State hospitals; 

(2) County hospitals; 

(3) Community Mental Health Projects regardless 
of revenue source. 

ii. Certificate of Need applications for Mental 
Health Agencies; 

iii. Affiliation agreements. 

2. Receive, review and advise the Division of Mental 
Health and Hospitals on requested Service Area 
changes/redelineations. 

3. Facilitate consumer advocacy and self-help groups. 

4. Respond to client grievances as identified in 
N.J.A.C. 10:37-4.3. 

5. Review and recommend funding allocations to 
agencies within the county, consistent with the approved 
County Mental Health Board Plan. 

( d) Monitoring responsibilities: The County Mental 
Health Board shall monitor the service delivery and admin-
istration of all programs under the board's jurisdiction and 
make recommendations to the appropriate agency or de-
partment. 

( e) Community education responsibilities: The County 
Mental Health Board shall encourage the development of 
and participate in community education programs. 

(f) Assistance of Appointing Authority: The Appointing 
Authority should provide the Mental Health Board with 
suitable quarters and such assistance as may be required to 
carry out the functions identified above. 

Case Notes 
Community residence for the mentally ill not required to be licensed 

pursuant to statute governing community residences for the mentally 
retarded and developmentally disabled. Piscataway Twp. v. Concerned 
Citizens for Chronic Psychiatric Adults, 200 N.J.Super. 615, 491 A.2d 
1333 (App.Div.1985). 

10:37-3.6 Professional Advisory Committee (PAC) 
(a) The County Mental Health Board shall: 

1. Appoint annually, members of its Professional Ad-
visory Committee, minimally including a representative 
from each mental health agency receiving financial sup-
port from the Division. Two or more individuals con-
nected with the same agency, either as employee and/or 
board member, may serve simultaneously as members; in 
such cases, however, it shall be the responsibility of the 
County Mental Health Board to maintain a balance of 
representation, with no particular agency(ies) operational-
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ly dominating the PAC. Membership of the Professional 
Advisory Committee shall include the State and county 
psychiatric hospitals, the county welfare board and the 
Division of Youth and Family Services. The PAC should 
also include county criminal justice, Division of Mental 
Health Advocacy, Division of Vocational Rehabilitation, 
Substance Abuse Programs, a Municipal Welfare Board 
and the county mental health association. 

i. Non-Division funded county welfare boards and 
mental health associations may be represented on the 
County Mental Health Board itself, rather than the 
PAC. 

2. Approve rules and procedures for its PAC; 

3. Consult with its PAC on all issues relating to 
professional aspects of mental health programs; 

4. Actively involve the PAC in the development of the 
annual county mental health services plan. 

(b) All meetings of the PAC shall be open to the public, 
except those portions dealing with matters of patient/client 
confidentiality. 

10:37-3. 7 County Mental Health Administrators 

(a) By State law, all County Mental Health Boards may, 
with the approval of the Board of Freeholders, create the 
position of Mental Health Administrator. The Division 
strongly encourages the creation of this position in every 
County and suggests additional staff for the mental health 
board, also including one non-clerical position for every 
300,000 people living in a particular county. 

(b) The Division shall approve the credentials of a candi-
date for the position of Mental Health Administrator, se-
lected by the appointing authority, prior to his/her hiring. 

( c) The county shall provide, as part of its submission of 
the candidate's approval request, a. current description of 
how the Administrator will be responsible to the county and 
to the County Mental Health Board and a job description 
that reflects the Administrator's role in developing the 
County Mental Health Plan and other requirements under 
State law and these Regulations. 

( d) Minimum qualification shall include: 

1. Education: A Master's Degree from an accredited 
university in Psychology, Public Administration, Social 
Work, Public Health, Hospital Administration, Nursing or 
a related field. A Bachelor's Degree with significant 
work experience beyond the required three years, in one 
of the above areas, may be substituted for a Master's 
Degree with prior approval from the Division. 

2. Experience: A minimum of three years experience 
in administration in mental health care or related fields. 
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3. Knowledge and abilities: Working knowledge of 
planning, budgeting and human services contract adminis-
tration. Working knowledge of current developments in 
the field of mental health. Working knowledge of organi-
zations and operations in the public sector including 
government, private, social service and health agencies 
and public institutions. Ability to devise model service 
systems and implement goals and objectives toward devel-
opment of a unified services system. Ability to work 
harmoniously with various leaders, representatives of the 
community, and consumer groups. 

(e) Roles and functions: The County Mental Health 
Administrator shall: 

1. Maintain accurate records and summaries of the 
county mental health board's and its professional advisory 
committee's deliberations and conduct regular clerical and 
business matters of the county mental health board and 
be responsible to that body; 

2. Serve as the county mental health board's executive 
secretary; 

3. Serve as liaison between the county mental health 
board and its advisory committee and county government, 
the Division, the Department and the Federal Depart-
ment of Health and Human Services, and to local and 
regional planning bodies; 

4. Provide leadership to county mental health policy 
groups and participants as an equal member in policy 
groups convened by the Division; 

5. Participate in planning and implementation of all 
system and program development activities relating to the 
county, convened, initiated or required by the Division; 

6. Act as a facilitator/convenor for meetings involving 
agencies under the county mental health board's jurisdic-
tion, and county. State and/or Federal officials; 

7. Submit an annual county mental health services 
plan to the Division, in accordance with the Division's 
planning guidelines; 

8. Attend Statewide or Regional meetings of County 
Mental Health Administrators, and submit reports, as 
required by the Division; 

9. Participate in formal monitoring of grant and con-
tract services; 

10. Participate as a full team member at all Federal, 
State, County site inspections of all services and agencies 
under the Board's jurisdiction; 

11. Review, comment and make recommendations on 
proposals and applications for mental health services to 
the County Mental Health Board and to agencies of the 
State and Federal Government, as appropriate; 

12. Participate in the review and negotiation of initial 
and renewal contracts; 

Supp. 9-18-95 37-6 



COMMUNITY MENTAL HEALTH SERVICES ACT 

13. In cooperation with the Division develop affilia-
tion agreements for promoting and monitoring a county 
unified services system; 

14. Insure proper communication of information con-
cerning mental health services, funding, deadlines, etc. to 
funded agencies; 

15. Play an active role in carrying out the county 
mental health board's advocacy functions including: 

i. Receiving and following up on client questions 
and complaints regarding services, as outlined in 
N.J.A.C. 10:37-4.6. 

ii. Increasing representation and participation of 
service recipients on county mental health board. 

iii. Facilitating the development of self-help groups. 

10:37-3.8 Reimbursement 
(a) State reimbursement for the County Mental Health 

Administrator's salary shall be paid on a quarterly· basis 
contingent upon: 

1. The County's meeting the requirements of these 
regulations; 

2. The Division's approval of the Administrator's cre-
dentials prior to hiring; and 

3. Receipt and approval by the Division of quarterly 
certificates of satisfactory employment, signed by the 
chairperson of the County Mental Health Board. 

(b) State annual reimbursement shall be at the rate of 75 
percent of Administrator's salary, up to a maximum of 
$12,000 annual reimbursement. 

10:37-3.9 County administration of services 

(a) As a means of reinforcing the concept of inter-
governmental partnership in the delivery of public mental 
health services, the Division may enter into demonstration 
performance contracts, with a limited number of counties, 
for the county administration of all publicly funded mental. 
health services. 

(b) Guidelines for participation in a county performance 
contract shall minimally include: 

1. Receipt of a county plan in compliance with Divi-
sion guidelines and approved by the Division; 

2. Identification of a single unit of county govern-
ment, preferably a department, which shall act as the 
agent of the Board of Chosen Freeholders or the County 
Executive, in the negotiation of a performance contract, 
and be responsible to the Division for the implementation 
and monitoring of that contract. Such an administrative 
unit of county government shall be referred to as the 
"single county authority" for mental health; 
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3. Capacity of the county to fully administer mental 
health services, including community contracts and grants 
and the county psychiatric hospital, if that county has such 
a facility; 

4. County-wide compliance with the rules and regula-
tions promulgated by the Division; 

5. Demonstration of policy and financial commitment 
of the county to the State's unified services policies, 
consistent with the New Jersey's Annual State Plan for 
Mental Health. 

SUBCHAPTER 4. CONSUMER REQUIREMENTS 
FOR ALL COMMUNITY MENTAL HEALTH 
PROGRAM ELEMENTS 

10:37-4.1 Direct involvement 

(a) Consumer involvement shall be facilitated and en-
couraged in areas such as service and program planning, 
service evaluation, and service delivery. 

(b) "Consumer" in this section shall be defined as: 

1. A person who has applied for, is receiving or has 
received mental health services from a State or other 
publicly funded mental health Program Element; or 

2. A person who is the next-of-kin or guardian of a 
person described in (b)l above. 

10:37-4.2 Designed responsibility of agencies 

(a) Each State-funded mental health program shall devel-
op and submit to the County Mental Health Board and to 
the Division an acceptable Consumer Affirmative Action 
Plan as part of its Fiscal Year 1982 funding application or 
contract. 

(b) The Consumer Affirmative Action Plan shall mini-
mally include: 

1. Membership on the governing body of the agency 
for two or more consumers except as indicated otherwise 
in N.J.A.C. 10:37-6, Article VI; 

2. Opportunities for consumers and advocacy groups 
to review and have input into the development of the 
agency's annual service plan and funding requests; 

3. Opportunities for agency consumers to meet with 
governing board to discuss Service Area needs, annual 
program plans, formal program evaluations and other 
issues of concern; 

4. Adequate notice of the availability of the opportu-
nities outlined in (b)l through 3 above, with notices 
posted at the agency's program sites. 
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(c) In counties where there are consumer or advocacy 
organizations, these groups shall have an opportunity to 
review and to comment on the agencies' Consumer Affirma-
tive Action Plans. 

10:37-4.3 Designated responsibilities of County Mental 
Health Boards 

(a) For consumer membership see N.J.A.C. 10:37-3. 

(b) County Mental Health Boards shall hold at least one 
meeting annually for the purpose of directly gaining con-
sumer input into the development of its annual mental 
Health Service Plan. Notice of this opportunity shall be 
posted in community mental health agencies and facilities in 
that county, in addition to complying with the Open Public 
Meetings Act. 

(c) Consumers and advocacy organizations shall be given 
the opportunity to review the annual County Mental Health 
Services Plan prior to its submission to the Division. 

10:37-4.4 Designated responsibilities of State Community 
Mental Health Citizens' Advisory Board 

(a) For Consumer Membership see N.J.A.C. 10:37-2. 

(b) Consumers and advocacy organizations shall be given 
an opportunity for review and involvement in the develop-
ment of the annual State Mental Health Plan. 

( c) The Division shall hold at least one meeting annually 
for the express purpose of gaining consumer input into the 
development of the annual State Plan. Adequate notice 
shall be given, as cited in N.J.A.C. 10:37-4.3(b). 

10:37-4.5 Client rights 

(a) This section shall apply to all State-funded mental 
health Program Elements. Inpatient Units, including 
24-hour Supervised Treatment Homes providing crisis inter-
vention services for children, are also required to comply 
with laws governing the treatment of persons admitted to 
inpatient psychiatric facilities, including but not limited to 
N.J.S.A. 30:4-24, 30:4-24.1, 30:4-24.2 and 30:4-24.3. 

(b) Each client shall be made aware of the rights and 
privileges in receiving mental health services. Each agency 
shall establish a policy statement in this regard. 

(c) Notice of the client's rights set forth in this chapter 
and any rules governing the conduct of clients with respect 
to an agency shall be given to each client within five days of 
admission. Such notice shall be in writing, and shall be 
supplemented by an offer to discuss or explain the written 
description. Explanations shall be in a language which the 
client understands. If the client cannot read the provisions 
of the notice, it shall be read to him/her. 
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(d) In the case of an adjudicated incompetent client, such 
procedure in (c) above shall be followed for the client's 
guardian. Receipt of the written notice shall be document- ·v 
ed in the client's file. 

( e) If the client or guardian refuses to acknowledge re-
ceipt of the notice, the person delivering the notice shall 
document this in the client's file. 

(f) Subject to any other provisions of law, no client shall 
be deprived of any civil right solely by reason of his/her 
receiving mental health services, nor shall such services 
modify or vary any legal or civil right of any client. 

(g) No client may be presumed to be incompetent be-
cause she/he has been examined or treated for mental 
illness, regardless of whether such evaluation or treatment 
was voluntarily or involuntarily received. 

(h) All funded mental health programs shall provide their 
clients with the following rights, a list of which shall be 
prominently posted in all facilities and brought to the 
attention of clients as described in (b) above, and by addi-
tional means as the Division may require. 

1. The right to be free from unnecessary or excessive 
medication. (See N.J.A.C. 10:37-6.54.) 

2. The right to not be subjected to non-standard 
treatment or procedures, experimental procedures or re-
search, psycho-surgery, sterilization, electro-convulsive 
therapy or provider demonstration programs, without 
written informed consent, after consultation with counsel 
or interested party of the client's choice. (See N.J.A.C. 
10:37-6, Article XV.) 

i. If a client has been adjudicated incompetent, 
authorization for such procedures may be obtained only 
pursuant to the requirements of N.J.S.A. 30:4-24.2d(2). 

3. The right to treatment in the least restrictive set-
ting, free from physical restraints and isolation, provided, 
however, that a client in Inpatient Care may be restrained 
or isolated in an emergency pursuant to the provisions of 
N.J.S.A. 30:4-24.2d(3). (See N.J.A.C. 10:37-6, Article 
XV.) 

4. The right to be free from corporal punishment. 

5. The right to privacy and dignity. 

6. The right to the least restrictive conditions neces-
sary to achieve the goals of treatment/services. 

7. In inpatient or other residential care: 

i. The right to normal opportunities for interaction 
with members of the opposite sex; 

ii. The right of a client to wear his/her clothes; to 
keep and use his/her personal possessions including 
toilet articles; and to keep and be allowed to spend U 
his/her own money for expenses and purchases; 
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iii. The right to have access to individual storage 
space for his/her private use; 

iv. The right to see visitors each day; 

v. The right to have reasonable access to and use of 
telephone, both to make and receive confidential calls; 

vi. The right to have ready access to letter writing 
materials, including stamps, and the right to mail and 
receive unopened correspondence; 

vii. The right to regular physical exercise several 
times a week; 

viii. The right to be outdoors at regular and fre-
quent intervals, in the absence of medical consider-
ations; 

ix. The right to practice the religion of his/her 
choice or abstain from religious practices. Provisions 
for such worship in Inpatient Care shall be made 
available to each person on a nondiscriminatory basis. 

x. The right to receive prompt and adequate medi-
cal treatment for any physical ailment. 

8. The rights in N.J.A.C. 10:37-4.S(h)l-4 may not be 
denied under any circumstances; 

9. The rights in N.J.A.C. 10:37-4.5(h)5-7 may be de-
nied to clients in Inpatient Care for good cause, in any 
instance in which the Director of the Program Element 
feels that it is imperative to deny any of these rights; 
provided, however, that under no circumstances shall a 
client's right to communicate with his/her attorney, physi-
cian or the courts be restricted. · 

i. Any such denial of a client's rights shall take 
effect only after a written notice of the denial, which 
includes an explanation of the reason for the denial has 
been filed in the client's record. 

ii. Any such denial of a client's rights shall be 
effective for a period not to exceed 30 days and may be 
renewed for additional 30-day periods only by a written 
statement entered by the Director of the Program 
Element in the client's treatment record which indicates 
the detailed reason for such denial or renewal. 

10. Every client in Inpatient Care is entitled to a writ 
of habeas corpus upon proper petition by himself, by a 
relative, or a friend to any court of competent jurisdiction 
in the county in which she/he is detained and shall further 
be entitled to enforce any of the rights stated by civil 
action or other remedies otherwise available by common 
law or statute. 

Case Notes 
Right to treatment in least restrictive setting. See Scott v. Plante, 

641 F.2d 117 (3rd Cir.1981), certiorari granted, vacated 102 S.Ct. 3474, 
458 U.S. 1101, 73 L.Ed.2d 1362, on remand 691 F.2d 634. In re 
Hospitalization of Patterson and Bohuk, 156 N.J.Super. 91, 98, 383 
A.2d 467 (App.Div.1978), certification denied, 77 N.J. 469, 391 A.2d 
484 (1978). 
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Publication of stipulation of settlement between patients of Essex 
County Hospital Center and county officials relating to care conditions 
at hospital. Goodwin v. Shapiro, 545 F.Supp. 826 (D.N.J.1982). 

10:37-4.6 Client complaint/agency ombuds procedure 

(a) This section shall apply to all State-funded mental 
health programs. Any questions related to service delivery, 
denial or termination of services shall be an appropriate 
subject for review. Any client, applicant, or person who has 
been a client within the last three months or his/her desig-
nee, parent or guardian, shall have the right to seek review. 
Such persons shall be identified below as "clients". 

(b) Establishment of complaint procedure: Each agency 
shall establish internal client complaint procedures which 
will be subject to Division review and approval at the time 
of the agency's annual request for State funding. 

1. Explanation to clients: Each client shall be made 
aware of the existence of a complaint procedure at sec-
ond, non-emergency contact. Written notice, as well as a 
verbal explanation of agency complaint procedures, and 
external advocacy services which are directly available to 
clients at all times, shall be given to each client at the 
earliest appropriate opportunity. Under all circum-
stances, clients not accepted for services shall be informed 
immediately of the State-wide advocacy services available 
to them. Information regarding external advocacy ser-
vices shall minimally include the: 

i. Community Mental Health Law Project (if one 
exists in the client's county); 

u. County Mental Health Administrator m the 
county; 

iii. Division of Mental Health and Hospitals' Om-
budsperson; 

iv. Division of Mental Health Advocacy; 

v. Division of Youth and Family Services (for child 
abuse and/or neglect); 

vi. County Welfare Agency (for adult abuse). 

2. Posting: The information contained in the written 
notice required above shall be posted in a prominent 
place in the agency's facilities. 

( c) Designation of Agency Ombudsperson: The Agency 
Director shall designate a staff person to function as Agency 
Ombudsperson, on an as needed basis. Small agencies may 
choose to share staff for this function. 

( d) Responsibilities of Agency Ombudsperson: 

1. The responsibilities of the Agency Ombudsperson 
shall be: 

i. To receive client complaints; 
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ii. To act as an advocate for clients who make 
complaints; and 

iii. To attempt to negotiate resolutions of issues 
raised by clients (Complaints shall be investigated and 
negotiated within five working days.) 

2. The Agency Ombudsperson shall submit a written 
report of findings, resolutions and/or recommendations to 
the Agency Director and to the client within seven work-
ing days of the complaint. If the complaint has been 
resolved to the client's satisfaction, the grievance process 
shall end at this point. 

( e) Optional establishment of Internal Agency Review 
Committee: The Agency may develop, by the Director's 
appointment or by staff/client election, an interdisciplinary 

· review committee. It is suggested that such a Committee 
include an equal number of staff or Agency Board members 
and clients of the Agency. If established, such a Committee 
should: · 

1. Receive and review complaints within three work-
ing days of a request by a client or Agency Director; 

2. Submit a written report of its findings and recom-
mendations to the Agency Director within five working 
days of complaint. 

3. Report to the Division of Youth and Family Ser-
vices complaints or allegations of abuse and/or neglect, in 
accordance with N.J.S.A. 9:6-8.10. 

(f) Internal Agency complaint.resolution: 

1. The Agency shall permit and encourage clients who 
object to a decision of a therapist, counselor, or service 
procurer, to consult with, and to obtain the opinion of, a 
second such person either within or without the Agency. 

2. If a complaint has not been resolved by the Agency 
Ombudsperson to the client's satisfaction, the client may 
request review by the Agency Director. If an Internal 
Agency Review Committee has been established in the 
Agency, either the client or the Agency Director may 
request review by that Committee. The Director shall 
make the final Agency-level decision regarding the com-
plaint, in a due process manner, as quickly as possible. 

3. If the complaint has still not been resolved to the 
client's satisfaction, the client may request review by the 
County Mental Health Board. 

(g) Responsibility of the County Mental Health Board: 

1. The County Mental Health Board, through its Ad-
ministrator, shall receive and review complaints referred 
from ·Agency Directors within five working days. 
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2. The County Mental Health Board shall make its 
findings and recommendations known to the Agency Di-
rector and to the client within seven working days of 
complaint. If the client is not satisfied with the recom-
mendations of the Board, or the Agency's response to 
these recommendations, the client may request review by 
the Division. 

(h) State-level review by the Division: 

1. A client may request a review by the Division 
directly, and in confidence, at any time. Clients shall be 
encouraged by the Division, however, to seek an Agency-
level review first and will be asked to justify the omission 
of an Agency or a County-level review. The Division will 
advise the Agency and the County Mental Health Board 
of all complaints received directly, unless the client, on 
notice, refuses to consent to such disclosure. 

2. The Division may convene a Professional Review 
Committee, when needed, consisting of an interdiscipli-
nary team appropriate to the subject of the complaint. 
The designees shall receive and review complaints re-
ferred by clients within five working days and shall submit 
a written report of its findings and recommendations to 
the Division Director within two more days. 

3. The Division Director shall review this report and 
submit recommendations to the Agency Director and the 
client within seven working days. The Division shall 
determine if any formal State remediation/funding com-
pliance action is necessary based on the Agency's re-
sponse to these recommendations. 

(i) Procedures not to limit access to other remedies: 
These procedures are intended to be in addition to, rather 
than in replacement of, any other remedies available to 
clients for the negotiation or redress of complaints services 
delivery. It is not the intention of the Division that clients 
be required to exhaust these procedures before seeking 
negotiation or redress for complaints in any judicial or 
administrative forum. 

G) No suspension of Agency action during review: An 
Agency action which is the subject of a client complaint 
need not be suspended pending review under these proce-
dures. A client, however, may request expedited, direct 
review by the Division at any time, and such review shall be 
completed within 72 hours of the request. 

(k) Confidentiality: A client who requests assistance with 
or review of a complaint by an Agency Ombudsperson, 
Internal Agency Review Committee, Agency Director, 
County Mental Health Board or the Division, shall be 
required to consent to the disclosure of relevant records, in 
order to authorize persons providing assistance or review to 
discuss the subject of the complaint with relevant Agency 
staff if necessary. 
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SUBCHAPTER 5. PROGRAM ELEMENT 
REQUIREMENTS 

10:37-5.1 Funding priorities 
(a) It is the goal of the Division to implement every 

mental health program cited in N.J.A.C. 10:37-5, in every 
Service Area in the State. Minimally, as of July 1, 1981, 
there must be funded Emergency Services (ES) and Outpa-
tient (OPD) programs serving every Service Area of the 
State; they shall meet the requirements cited in Articles II 
and IV of this subchapter. 

(b) In order to insure adequate hospital liaison activity, 
designated State-funded outpatient programs, as described 
in section 10:37-5.5, shall allocate a minimum of one full-
time equivalent (F.T.E.) staff person for every 120 clients 
admitted to the State and county hospitals during the pre-
ceding fiscal year from the agency's designated Service 
Area. 

(c) In-hospital pre-discharge planning and post-discharge 
service procurement responsibilities must be funded through 
State Grant-in-Aid and local matching funds, Federal 
CMHC funds, or Supplemental State funds, such as those 
provided to State-funded demonstration community mental 
health facilities. County Care and Title XX contract dollars 
shall not be used for this purpose without written, waiver 
approval by the Division prior to implementation. 

( d) All direct service program elements ( excluding Con-
sultation and Education programs): 

1. "Face-to-face" activity: All State-funded direct ser-
vice staff shall spend a minimum of 65 percent of their 
time in "face-to-face" client activity. "Face-to-face" may 
include: telephone contact with clients, transportation 
time needed to perform home visits/outreach services, 
service procurement and advocacy contacts, made with 
other staff, program elements, or agencies on behalf of 
the client. "Face-to-face" shall not, however, include 
staff supervision, record-keeping, or report writing. 

2. Service procurement: 

i. Although "Service Procurement" is listed as a 
required service, to be provided in all of the State-
funded program elements other than Consultation and 
Education, each mental health agency must identify a 
Primary Service Procurer Coordinator for each client 
served in a State-funded Program Element. 

ii. In the case of Division of Youth and Family 
Services' (DYFS) clients, the role of Primary Service 
Coordinator may be shared with the client's DYFS 
worker. 

iii. The Primary Service Coordinator shall be re-
sponsible for monitoring the client's Individual Service 
Plan (ISP) and for coordinating all service procurement 
and advocacy efforts made on behalf of individual 
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clients, internal and external to that agency. Activities 
shall include, but not be limited to: 

(1) Coordination of needs assessments; 

(2) Service planning and linkage, monitoring; and 

(3) Follow-up activities that facilitate each client's 
movement through the system. 

iv. The Primary Service Coordinator may be a di-
rect service provider in any Program Element. The 
Primary Service Coordinator should have thorough 
knowledge of the service system and should be able to 
consult with other mental health staff involved with the 
client, on a periodic basis and when specific difficulties 
arise. 

Case Notes 
Statute requires Board of Institutional Trustee to fix costs of mainte-

nance of private paying patients. Levine v. New Jersey Dept. of 
Institutions and Agencies, 84 N.J. 234, 418 A.2d 229 (1980). 

10:37-5.2 Target populations 
(a) The goal of the mental health system is to provide 

comprehensive services to everyone in need. However, 
target populations have been established to assure that 
those who are most in need, and/or have traditionally been 
underserved, receive a reasonable level of service. These 
priorities are not to be construed as totally exclusionary. 
Wherever the phrase "target populations" is cited in this 
chapter, the phrase refers to the populations and priority 
order below. State-funded Program Elements shall serve 
retarded and other handicapped individuals as they would 
any other person who falls within the following priority 
groups. 

(b) State target populations: 

1. Target Group I, indicating a person's history and/or 
serious risk of hospitalization, shall be given first priority 
in all mental health Program Elements governed by this 
chapter, except as indicated in Articles II and III of this 
subchapter, describing Emergency and Screening Program 
Elements. 

2. Subcategories of Target Group I do appear in 
order of State importance; however, levels of service 
appropriate locally for each target subcategory shall be 
arrived at through individual Service Area needs assess-
ments and each County's mental health planning process, 
with final Division approval. 

3. Target Groups I and II are not mutually exclusive. 
Target Group II describes specific demographic categories 
of people; when these individuals meet any of the criteria 
listed in Target Group I, they shall be prioritized above 
other people meeting Group I criteria. When services 
are delivered to non-Target Group T clients, these demo-
graphic groups shall also be prioritized. 

4. Target Gr911p··( 
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i. Adults and children currently in a State/Coun-
ty/local psychiatric hospital who could live in the com-
munity with appropriate services; 

(1) "Local" psychiatric hospital shall mean a local 
inpatient program which has been determined by the 
Division as meeting the requirements of Article VII 
of this subchapter, regarding Inpatient Care (IPU). 
Such an IPU must be affiliated with the State and 
County hospitals and must serve the other target 
populations cited in this NJ.AC. 10:37°-5.2. 

ii. Adults and children in the community, with a 
history of State/County/local psychiatric hospitalization, 
who arc in serious risk of rehospitalization; 

(1) "Local" psychiatric hospital is defined m 
(b )4i(1) above. 

iii. Adults and children in the community who are 
mentally and functionally impaired and in serious risk 
of psychiatric hospitalization .. 

(1) "Mentally impaired'' in this context shall mean 
a person whose primary impairment is emotiona~, 
excluding those whose primary problem is a develop-
mental disability, retardation, and/or organic brain 
syndrome. These exclusions shall not apply, howev-
er, to Emergency and Screening Service Program 
Elements, except where indicated in Article IV of 
this sub~hapter. 

(2) "Functionally impaired" shall mean a person 
who is identified as having serious functional prob-· 
!ems in personal, interpersonal, and/or social skill 
areas. 

(3) "In serious risk" shall describe a person who is 
currently in crisis and/or is marginally functioning 
and, without intervention, will likely be hospitalized. 

5. Target Group II: 

L Children (17 or younger) who are mentally, emo-
tionally, and functionally impaired; 

ii. Elderly (65 or older) who are mentally, emotion-
ally, and functionally impaired; 

HL Minorities (black and/or hispanic or other mi-
nority groups identified in the County Plan) who are 
mentally, emotionally, and functionally impaired; 

iv. Rural poor who are mentally, emotionally, and 
functionally impaired; 

v. Urban poor who are mentally, emotionally, and 
functionally impaired; 

( c) Additional target populations: 
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1. Additional target populations may be formally iden-
tified for certain localities through the County Mental 
Health Board's annual planning and needs assessment ,~ 
processes. The incidence and service needs of these 
additional target populations shall be documented by the 
County Mental Health Board and approved by the Divi-
sion prior to their adoption as a local priority. 

2. If a County Mental Health Board documents a 
significantly reduced need, or an already reasonable ser-
vice level, for State target populations in a given Service 
Area, the State may approve an annual waiver regarding 
that particular State target population(s), and the County 
may address additional populations. 

( d) Reporting: 

1. Agencies providing mental health Program Ele-
ments governed by this chapter shall set up record-
keeping procedures to identify all recipients of service 
who are members of each State target population group 
and any formally identified local target population de-
scribed in ( c) above. 

2. Statistics shall be kept for each Program Element, 
showing the percentage of total clients served in each 
Element who belong to each designated target popula-
tion. Reports citing this information shall be submitted 
to the Division as required under NJ.AC. 10:37-6, Arti-
cle XIV. 

10:37-5.3 through 10:37-5.S (Reserved) 

10:37-5.6 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on scope and purpose of mental health emergency 
services. 

10:37-5.7 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on designated authority. 

10:37-5.8 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 2"13(a), 21 N.J.R. 1572(a). 

Repeal of rule on funding requirements for emergency services. 

10:37-5.9 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on emergency service priorities, services to be provid-
ed, and service approaches. 

10:37-5.10 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on setting for emergency services. 
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10:37-5.11 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on staff requirements. 

10:37-5.12 through 10:37-5.15 (Reserved) 

10:37-5.16 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on scope and purpose of the screening program 
element. 

10:37-5.17 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on designated authority for mental health screening 
programs. 

10:37-5.18 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on funding requirements for mental health screening 
programs. 

10:37-5.19 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on population priorities for mental health screening 
programs. 

10:37-5.20 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on service priorities for mental health screening 
programs. 

10:37-5.21 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on mental health screening services. 

10:37-5.22 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on mental health screening service approaches. 

10:37-5.23 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on mental health screening program settings. 

10:37-5.24 (Reserved) 
Repealed by R.1989 d.283, effective June 5, 1989. 
See: 21 N.J.R. 273(a), 21 N.J.R. 1572(a). 

Repeal of rule on mental health screening program staff. 

10:37-5.25 through 10:37-5.27 (Reserved) 

10:37-5.28 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Scope and purpose". 

10:37-5.42 

10:37-5.29 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Designation of responsibility". 

10:37-5.30 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Funding requirements". 

10:37-5.31 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Populations priorities". 

10:37-5.32 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Services". 

10:37-5.33 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Staff'. 

10:37-5.34 (Reserved) 
Repealed by R.1995 d.481, effective September 18, 1995. 
See: 26 N.J.R. 3608(a), 27 N.J.R. 3603(a). 

Section was "Setting". 

10:37-5.35 through 10:37-5.36 (Reserved) 

10:37-5.37 (Reserved) 
Repealed by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Scope and purpose". 

10:37-5.38 (Reserved) 
Repealed by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Designation of responsibility". 

10:37-5.39 (Reserved) 
Repealed by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Funding requirements". 

10:37-5.40 (Reserved) 
Repealed by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Population priorities". 

10:37-5.41 (Reserved) 
Repealed by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Services". 

10:37-5.42 (Reserved) 
Repealed by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Setting". 
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10:37-5.43 (Reserved) 
Amended by R.1994 d.292, effective June 6, 1994. 
See: 25 N.J.R. 2672(a), 26 N.J.R. 2271(b). 

Section was "Staff'. 

10:37-5.44 through 10:37-5.45 (Reserved) 

10:37-5.46 Scope and purpose 
(a) The rules in this Article govern the operation of the 

Division of Mental Health and Hospitals funded adult par-
tial care programs. The rules governing the operation of 
Division-funded children's partial care programs are codi-
fied at N.J.A.C. 10:37-12. 

(b) A major PC program goal shall be to maximize a 
client's independence and community living skills, with a 
concurrent effort to reduce unnecessary hospitalizations. 

( c) PC programs shall provide or arrange for a full range 
of services necessary to meet the comprehensive needs of 
individual clients. 

( d) PC shall provide experiences and opportunities to 
enable a client to recover, maintain or increase his/her 
current level of functioning. As part of the total program, 
clients shall be assisted in seeking and utilizing natural 
support systems and community resources outside of the PC 
facility. 

( e) A variety of innovative PC service models, developed 
to meet the needs of individual clients, shall be encouraged 
and supported by the Division. 

Amended by R.1993 d.355, effective July 19, 1993. 
See: 25 N.J.R. 669(a), 25 N.J.R. 3209(a). 

10:37-5.47 Funding requirements 
(a) PC programs shall be available daily for five days a 

week, with additional planned activities each week, during 
evening and/or weekend hours, as needed. Individual 
clients, need not attend every day but as needed. 

(b) PC activities shall be fully integrated into one com-
prehensive continuum of services. Contract programs shall 
not duplicate PC program sponsored through a Grant-in-
Aid agency in the same Service Area. 

(c) The Division may grant funding approval for more 
than one PC program sponsored by the same agency, in 
order to demonstrate a variety of service models and/or to 
develop a continuum with planned movement among PC 
programs based on client need. Such a request must be 
justified in writing to the County Mental Health Board and 
the Division and must be approved by the Division prior to 
implementation. Such PC programs shall not segregate 
clients on the basis of diagnosis and/or history of psychiatric 
hospitalization. 

Amended by R.1993 d.355, effective July 19, 1993. 
See: 25 N.J.R. 669(a), 25 N.J.R. 3209(a). 
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10:37-5.48 Population priorities 
(a) See N.J.A.C. 10:37-5.2. 

(b) Within the target populations noted in N.J.A.C. 
10:37-5.2 priority for PC participation shall be given to 
clients who require basic community living/social interaction 
skills and are at risk of hospitalization because of their 
marginal functioning levels. 

Amended by R.1993 d.355, effective July 19, 1993. 
See: 25 N.J.R. 669(a), 25 N.J.R. 3209(a). 

10:37-5.49 Services 
(a) Services to be provided: These services shall be pro-

vided or arranged for, to meet the individual needs of 
participating clients (services (a)liii, and viii through xiv may 
be provided directly or arranged by PC staff, through other 
Program Elements or agencies, to avoid duplication): 

1. Assessment and evaluation; 

2. Service procurement; 

3. Therapy; 

4. Information and referral; 

5. Counseling; 

6. Daily living education; 

7. Community organization; 

8. Employment/employment readiness; 

9. Housing/placement; 

10. Legal; 

11. Recreation; 

12. Transportation; 

13. Health related. 

(b) Service approaches: 

1. Staff shall determine the mental health services 
needed by a client, while at the same time assessing the 
capability of community resources and the individual's 
natural support system to help the client. Other agency 
services (Outpatient, Emergency, etc.) shall be arranged 
for, as needed. 

2. PC activities planning and scheduling shall meet the 
needs and interest of participating clients. Program 
choices shall be available, with services offered in a wide 
variety of real-life situations. Clients shall be actively 
involved in program planning to the degree that they are 
able. 

3. Activities of daily living shall be reinforced in the 
client's living environment and coordinated with RES 
programs, when a client is also participating in an RES \J 
program. 
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4. Consumer Health Education shall be provided or 
arranged for clients needing it. (See N.J.A.C. 10:37-6, 
Article IV.) 

5. Employment/Employment Readiness Services shall 
be an integral part of a comprehensive PC program, 
either provided directly or through formal referral to 
another community agency. 

i. Employment/Employment Readiness Services 
shall be provided or arranged for all clients 16 years or 
older who desire and need such experiences. If an 
individual is unwilling or unable to participate in these 
activities, this should be indicated in his/her record with 
a goal for future follow-up. 

ii. A continuum of Employment/Related/Readiness 
service options including pre-employment groups, job 
development, placement, and follow-up, shall be of-
fered or arranged for all clients, as appropriate, and as 
defined in the Division's Service Dictionary. The con-
tinuum shall not be lock-step in nature; a client shall 
enter whatever activity is best suited to his/her current 
level of functioning. 

iii. Any onsite PC Employment-related activities 
shall be designed to simulate real work situations, as 
much as possible, and shall include a program design 
which is suitable to different levels of client compe-
tence. 

iv. Utilizing PC staff and/or other resources avail-
able in the community, job placement shall be a goal 
for as many clients as possible. 

v. Post-employment support services shall be recog-
nized as essential and made available as needed. 

6. Service procurement: 

i. Every PC client shall have a primary service 
procurer who shall be responsible for personal advocacy 
services and for coordinating the provision or arrange-
ment of services needed by the client. 

ii. The primary service procurer, together with oth-
er appropriate service providers, shall work with each 
individual client to develop, update, and review the 
Individual Service Plan (ISP). 

iii. Contacts with each client should be established 
on a regular basis. (See N.J.A.C. 10:37-5.l(d)2.) 

7. PC programs shall be flexible, to adapt program 
offerings to meet the changing needs of the Service Area 
and of individual clients. 

8. The Individual Service Plan shall be reviewed and 
updated minimally seven days after enrollment, 90 days 
after enrollment, and every six months thereafter, to 
insure program/service appropriateness. 

9. Through goal-oriented Individual Service Plans 
(ISPs), the PC program shall work with the client to 

10:37-5.51 

incrementally reduce dependence on, and involvement in, 
the PC program to the greatest degree possible. 

10. Involvement with less restrictive mental health 
programs (OPD, ES, etc.) and/or community and natural 
support systems shall be arranged, as appropriate, and 
encouraged with an increasing emphasis, as a client's need 
for structured PC involvement diminishes and indepen-
dence increases. 

11. Independence from the PC program shall be a 
goal for as many clients as possible. "Graduate" clients 
may be given ongoing opportunities to participate in 
evening and/or weekend recreation and socialization ac-
tivities. 

Amended by R.1993 d.355, effective July 19, 1993. 
See: 25 N.J.R. 669(a), 25 N.J.R. 3209(a). 

10:37-5.50 Staff 
(a) There shall be a PC Director and other staff deemed 

necessary to implement a PC program which meets the 
requirements of Article VI of this subchapter. 

(b) The Director shall be a qualified professional from 
the specialties of psychiatry, psychology, social work, psychi-
atric nursing, vocational rehabilitation, or a related field, 
with training and/or experience in direct service provision 
and administration. 

(c) "Other Staff' shall minimally include a staff person 
trained and/or experienced in the area of Employment-
Related Services. 

( d) A qualified psychiatrist shall be available to the PC 
program, on a regularly scheduled basis, for consultation. 

( e) A qualified mental health professional shall be in-
volved in the development and periodic review of each 
client's Individual Service Plan, at least every three months. 

(f) Paraprofessionals and volunteers shall be utilized to 
the extent possible, to assist in a variety of ways, such as, but 
not limited to: activities programming, community-orienta-
tion, daily living education, advocacy, service procurement, 
and/or companionship. 

Amended by R.1993 d.355, effective July 19, 1993. 
See: 25 N.J.R. 669(a), 25 N.J.R. 3209(a). 

10:37-5.51 Setting 
(a) Activities shall not be restricted to one program 

facility; they should also take place off-site, in the commu-
nity itself, as well as in the client's living environment as 
appropriate. 

(b) PC programs may be provided within a multi-service 
mental health or community service facility, a general hospi-
tal providing mental health services, a free-standing facility 
with a single Program Element, or in the community. 
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10:37-5.52 through 10:37-5.53 (Reserved) 

10:37-5.54 Scope and purpose 

(a) IPU programs shall provide 24-hour crisis-stabiliza-
tion services, therapy, and supervision, outside of a client's 
home, in the least restrictive setting possible. 

(b) IPU program requirements shall apply to 24-hour 
supervised treatment homes provid,ing residential crisis in-
tervention services to children. 

(c) Crisis services provided overnight, in any location 
other than the client's home, should not occur unless the 
individual cannot be stabilized within his/her natural envi-
ronment or the client needs to be removed from his/her 
usual environment to a protected IPU setting. 

(d) As quickly as feasible, IPU programs shall restore an 
acutely distressed client to a level of functioning sufficient to 
allow the individual to return home and/or to receive mental 
health services in a less restrictive setting. 

( e) These requirements shall apply to State and county 
psychiatric hospitals, as well as to community IPUs. 

10:37-5.55 Designation of responsibility 

(a) Systemic use of local inpatient facilities: 

1. Each agency receiving State mental health funding 
for IPU programs, and other mental health agencies in 
that Service Area, shall use that State-funded local IPU 
whenever feasible, rather than refer Service Area resi-
dents to county and State psychiatric hospitals for admis-
sion. 

2. Affiliation agreements must be executed by IPU 
programs, with the Service Area's public psychiatric facili-
ties and with other State-funded mental health agencies in 
the Service Area. Agreements shall clearly outline ad-
mission criteria and procedures and those circumstances 
for which transfers among the local, county and State 
inpatient units shall be appropriate. 

(b) Admissions: 

1. There shall be a well-defined, written admissions 
policy, including admissions criteria and referral proce-
dures for the IPU program; once developed, these crite-
ria and procedures shall be widely distributed to all 
Service Area mental health and mainstream referral agen-
cies. Such criteria shall be developed jointly with the 
Division, the County Mental Health Board, and the State 
and county psychiatric hospitals, as part of a formal 
affiliation process. Private psychiatric hospitals and V.A. 
hospitals may be included in the process of system unifi-
cation when desirable and appropriate. 
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2. Inpatient Programs must be made available to Ser-
vice Area residents meeting the admission criteria. Ser-
vice Area residents shall receive services as a first priority; , ) 
an emergency admission of an out-of-Service Area client, 
however, shall be possible. 

3. Clients previously hospitalized in either a State or 
county psychiatric facility cannot be denied admission to a 
local IPU, nor automatically be referred to the State or 
county facility, solely because of his/her hospitalization 
history in a State or county facility. 

4. Admission to Inpatient programs shall be in com-
pliance with laws governing the voluntary and involuntary 
commitment of adults and children. 

10:37-5.56 Funding requirements 

(a) State-funded IPU programs must house the unit in a 
facility licensed by the Department of Health and/or ap-
proved by the Department of Human Services. 

(b) IPU programs shall be eligible for public mental 
health funding as part of a formal continuum of services, 
demonstrated · by affiliation agreements approved by the 
Division and the County Mental Health Board. 

(c) Any agency receiving Capital Improvement Program 
(Bond Issue) funds for renovation and/or construction of an 
IPU Program shall serve involuntary, as well as voluntary, 
clients as stipulated in N.J.A.C. 10:37-5.lS(c) and (d). \__) 

1. · Programs receiving Capital Improvement Program 
funds for renovation or construction of an IPU or 
24-hour supervised treatment home for children must 
serve both voluntary and involuntary clients as authorized 
by law. 

(d) State-funded IPUs shall operate at an 85 percent 
utilization rate until such time that there are no voluntary 
commitments from a Service Area to a county or State 
psychiatric hospital. Through a formal affiliation agree-
ment, between the public psychiatric hospital(s) and the 
State-funded local IPU, no voluntary admissions should be 
accepted to the public psychiatric hospital, if there are 
vacant, local IPU beds in a client's Service Area. 

10:37-5.57 Population priorities 

(a) See N.J.A.C. 10:37-5.2. 

(b) IPU services should be made available to individuals 
who cannot cope successfully in the community at a time of 
crisis, are feeling severe emotional distress, and/or are dan-
gerous to themselves or others. 

10:37-5.58 Services to be provided 
, I 

(a) Assessment and evaluation: \.,____/ 
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1. Every IPU client shall be assessed as to his/her 
Level of Functioning and Environment/Natural Support 
Systems. These assessments, in addition to the client's 
perceptions of his/her needs and emotional distress, 
should serve as bases for the development of a compre-
hensive Individual Service Plan (ISP). (See NJ.AC. 
10:37-6. Article VIII.) 

2. IPU staff shall attempt to utilize and involve the 
client's natural supports whenever possible. 

3. With the client's consent, staff should also identify 
living arrangements and employment circumstances, to try 
to effect a leave of absence without the unnecessary loss 
of a job or residence. 

4. Other assessments and evaluations, as defined in 
the Division's Service Dictionary, may be made as appro-
priate. 

(b) The following services are to be provided. 

1. Health-related. 

2. Therapy. 

3. Counseling. 

4. Service procurement (Including discharge planning 
for appropriate community-based mental health, socializa-
tion, employment, housing and related social service'>) 
where possible. 

5. Daily living education. 

6. Recreation. 

7. Information and referral. 

8. Education (For Children's Inpatient and 24-Hour 
Supervised Treatment Homes). 

10:37-5.59 Service approaches 
(a) Inpatient Treatment/Service Approaches 

1. IPU programs shall include a wide range of services 
and treatment modalities. These shall include medical 
psychiatric services, such as individual and group thera-
pies, neuroleptics, etc. and various psychological interven-
tions, such as behavioral modification and stmctured 
group processes, as defined within the context of psycho-
social therapeutic milieu. 

2. Appropriate interdisciplinary staff shall be an ongo-
ing part of treatment and service planning for each client. 
Selected staff members from other community mental 
health program elements (e.g.: Partial Care, Outpatient, 
etc.) should also become a part of the treatment team, as 
needed, for continuity of care purposes. 

3. IPU Individual Service Plans (ISPs) shall be de-
signed to relieve the client from present discomfort and to 
provide the client with the coping skills necessary to 
function in the community. The treatment/service plan 
shall be explicit in describing how/why the client could not 

10:37-5.59 

cope in the community and what will he done, during the 
stay, to help the client tu function more ackqualcly upon 
discharge. (See N.J.A.C. 10:37-6, Article VIII.) 

4. When appropriate, families and/or other support 
system members shall he encouraged to participal..: in goal 
setting, treatment planning, program services, a11d dis-
charge planning. 

5. When clients known to DYFS are admitted. th;; 
IPU shall notify and involve DYFS in program <.111d 

discharge planning, as soon as possible. 

6. Upon completion of needs assessments, if a client 
under the age of 18 is in need of DYFS services, referral 
to the appropriate District Office of DYFS should be 
completed. 

7. The services of the various professional disciplines 
shall be integrated through regular staff conferences i nili • 
ated for the purpose of needs assessment, senicc<; and 
discharge planning, and ongoing involvement of clients. 

8. A daily schedule of group and individual pro· 
gram/service options shall be made available tn each 
client and shall be developed with client participation 
whenever possible. 

9. For clients who arc discharged within 48 hours of 
admission, emphasis shall be on reinforcing the client's 
natural support system, where approµriatc, and on treat-
ment and discharge planning, described in (a)3 above. 

(b) Record!': IPU programs shall comply with the n.> 
quirernents for medical/service records as specified by the 
Joint Commission on the Accreditation of Hospitals and the 
Division. (See N.J.A.C. 10:37-6, Article XIII.) 

(c) Client involvement: 

1. Each client shall be involved in determining sc-rvice 
goals, modalities of treatment and timetables, to the 
extent that hisiher condition permits. Partidpai.i.on 
should be documented by having the client's signature: on 
the plan. (Sec N.J.A.C. 10:37-6, Article VIII). 

2. Client participation in community-based activities 
(e.g.: Partial Care, vocational program!>, or visits to a 
future residence), shall be encouraged and faciiitatcd. 
Clients shall also be given opportunities to reorient them-
selves to their home community while still an inpatient. 

3. See N.J.A.C. 10:37-4. 

(d) Discharge planning: 

1. Unified Services requirements applicable to State 
and County psychiatric hospitals shall also apply to com-
munity-based IPU programs. (See NJ.AC. 10:37--6, Ar-
ticle XVIII.) 

2. Discharge planning shall begin as soon after admis-
sion as feasible. 
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3. An Individual Service Plan (ISP) shall include link-
ages with appropriate community mental health and relat-
ed social services. The ISP shall identify comprehensive 
service needs. (See N.J.A.C. 10:37-6, Article VIII.) 

4. A review of the client's condition should be made 
after 24 hours in order to certify/justify the initial stay. A 
treatment plan shall be developed within 72 hours and be 
reviewed after one week. Each client's treatment plan 
should be updated as often as possible. A formal review 
of a client's treatment plan after the first week should 
minimally be made on the 14th and 28th day of enroll-
ment. Subsequently the Individual Service Plan shall be 
reviewed and updated every two weeks up to three 
months, and every three months thereafter. In each 
review, justification for continued hospitalization, if neces-
sary, should be recorded. 

5. If a client is readmitted, the Unit should ascertain 
and document where a breakdown in the individual's 
community and natural support systems, his/her personal 
adaptive capabilities, and/or emotional or physical condi-
tion occurred, so as to avoid subsequent breakdowns. 

10:37-5.60 Staff 

(a) To adequately evaluate and meet the needs of clients, 
IPU programs shall have available a sufficient number of 
appropriate and qualified clinical, administrative, and sup-
port staff. 

(b) A mental health professional from the disciplines of 
psychiatry, psychology, social work, or psychiatric nursing 
shall be designated as Director of the Program Element. If 
the Director is not a psychiatrist, he/she should have at least 
a Master's degree and several years of experience in direct 
service in mental health. 

(c) A Board-certified or a Board-eligible psychiatrist snail 
work at least 10 hours per week in the Unit. Psychiatric 
time beyond 10 hours shall be related to the number of beds 
in the Unit and the number of minimum hours required per 
client per week. If the Director of the program is a 
psychiatrist, another psychiatrist shall be on-call in his/her 
absence for the direct medical and psychiatric supervision of 
all inpatients. 

( d) In addition to the Director and medical/psychiatric 
coverage, other IPU staff shall include persons from a 
variety of disciplines, such as: psychology, social work, 
nursing, education (for children), rehabilitative counseling, 
and activities therapies. In addition, such other ancillary 
and paraprofessionals shall be utilized as appropriate. 

(e) Persons with expertise in specialized areas such as 
addiction, battered women, rape and suicide prevention 
should be on staff or available as consultants. 
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(f) Qualified personnel shall be involved as staff, consul-
tants, or affiliates, when indicated, in physical health ser-
vices, speech, hearing, pharmacy, clinical testing, etc. 

(g) The program shall have a written plan which delin-
eates the number and qualifications of its clinical, adminis-
trative, and support personnel as determined by considering 
the following: 

1. The size of the program; 

2. The clinical characteristics of the client population; 

3. The functional heeds of the clients; 

4. Other special characteristics of the program's 
clients, e.g., age, substance abuse; and 

5. All applicable Federal, State, and local laws and 
regulations. 

(h) When appropriate clinical staff members are not 
available or not needed on a full-time basis, arrangements 
shall be made to obtain sufficient back-up and supplementa-
ry services on an attending, continuing consultative, or part-
time basis. 

(i) IPU programs shall have on duty, at all times, a 
licensed or registered nurse to plan, assign, supervise and 
evaluate nursing care, and to assure that patients receive the 
nursing care required. 

G) Licensing and credentialling shall be in accordance ~' 
with JCAH psychiatric inpatient program management. 
The IPU shall verify licensure and qualifications of all staff. 

10:37-5.61 Setting 

(a) IPU Services shall be provided in a setting as close to 
a normal home environment as possible, without sacrificing 
client safety or care. The Unit shall be furnished and 
decorated to effect a home-like environment. Clients shall 
be encouraged to use personal belongings: clothes, toilet-
ries, etc. 

(b) The program shall provide adequate activities space. 

(c) Private, individual counseling room(s) should be avail-
able. 

10:37-5.62 Length of stay 

(a) An acute inpatient admission should only last as long 
as it is clinically and medically justified. 

(b) If a client needs an IPU stay in excess of 30 days, 
his/her record shall clearly indicate the clinical and function-
al problems necessitating longer treatment in this setting 
and time-limited service objectives and interventions to ad-
dress these problems and to help the client towards dis-
charge to the community. 0 
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(c) Any transfers among one State-funded IPU and any 
other IPU shall be clinically appropriate and shall follow the 
established conditions set forth in the affiliation agreements 
cited in N.J.A.C. 10:37-5.55(a)2 and (b)l. Any transfers to 
a State Psychiatric Hospital shall also adhere to the State 
Hospitals' Admissions Policy. 

Case Notes 

Division of Mental Health and Hospitals guidelines for discharged 
pending placement patients invalid as rulemaking not in compliance 

· with the Administrative Procedure Act; guideline restrictions constitu-
tional. K.P. v. Albanese, 204 NJ.Super. 166, 497 A.2d 1276 (App.Div. 
1985), certification denied, 102 N.J. 355, 508 A.2d 225 (1985). 

10:37-5.63 through 10:37-5.64 (Reserved) 

10:37-5.65 Scope and purpose 

(a) C & E shall include preventive activities such as: 

1. Social action; 

2. Community organization and class advocacy ser-
vices, as well as; 

3. Community education; 

4. Information and referral; 

5. Consultation; and 

6. Evaluation of C & E programs. Emphasis shall be 
on improving community awareness and receptivity, in 
order to offer target populations greater self-determina-
tion and a better quality of life. 

(b) The Program Element shall focus on the following 
goals: 

1. To promote the mental health and reduce the 
incidence of mental illness in a Service Area, paying 
particular attention to the target population's needs. 

2. To initiate social action to change conditions in the 
community that restrict opportunities or pose obstacles 
for target populations as noted in N.J.A.C. 10:37-5.2 and 
other vulnerable segments of the population. 

3. To inform individuals, agencies, and organizations 
about the appropriate role of mental health services 
within the larger human services system. To educate the 
community about natural support systems which can be 
tapped to alleviate problems, without entering the special-
ized mental health system and thereby: 

i. Reduce the number of inappropriate referrals to 
mental health agencies and psychiatric hospitals; and 

ii. Encourage gatekeeper use of generic services 
and community-based alternatives to hospitalization 
(e.g.: educating boarding and/or nursing home opera-
tors about the Service Area's 24-hour emergency/crisis-
intervention service). 

10:37-5.68 

4. To increase community awareness of the mental 
health needs of the target populations and of the commu-
nity-at-large through mental health education. 

5. To actively involve broad community participation, 
at the local level, to organize and coordinate existing 
community resources and to develop new ones. 

6. To maximize the community's capability to exercise 
control over the development of its own resources and the 
establishment of supportive environments, through advo-
cacy, which are conducive to mental health. 

10:37-5.66 Designation of responsibility 
(a) The C & E Director shall report directly to the 

mental health agency director, as a full member of the 
agency's mental health administration. 

(b) C & E Staff, through its director or designee, shall 
provide liaison services, as needed, to the agency's governing 
and advisory boards. 

(c) C & E shall be responsible for informing the public 
about the network of Service Area mental health services 
(including appropriate Federal CMHC affiliate services) 
available to the community. The C & E Staff shall be 
knowledgeable of other mental health components within 
their own agency and of affiliated providers and shall estab-
lish mechanisms (such as regular meetings, updated pro-
gram descriptions, etc.) to communicate relevant informa-
tion regarding intra- and inter-agency mental health and 
related social services. 

(d) C & E Staff shall participate, as needed, in Service 
Area needs assessments. While working with community 
groups, any blatant service gaps in the Service Area shall be 
communicated to the agency director. To insure this repre-
sentation, the C & E director must meet regularly with the 
agency director and with other department heads and affili-
ate agency directors. 

10:37-5.67 Funding requirements 
(a) "Consultation" shall refer only to programs aimed at 

agencies, organizations and groups of people, NOT those 
provided directly to individual clients. 

1. "Case consultation" to assist staff in other commu-
nity service agencies to prevent target group clients (not-
ed in N.J.A.C. 10:37-5.2) from unnecessartly entering the 
formal mental health service system may be provided 
under C & E. 

(b) Support for the C & E element will be restricted to 
agencies offering both components of service: consultation 
and community education. 

10:37-5.68 Target agencies and populations 
(a) The following are target agencies and populations: 

37-19 Supp. 9-18-95 



10:37-5.68 

1. Mental health system gatekeepers, including but 
not limited to: 

i. Boarding/nursing homes; 

ii. General hospital emergency room staff; 

iii. Human service and health agencies; 

iv. Schools; 

v. Court system Qudges, police, parole officers, cor-
rectional facilities); 

vi. Police; 

vii. Clergy; 

2. Community-at-large, including but not limited to: 

i. Natural support groups (relatives, neighbors, 
landlords, etc.); 

ii. Self-help groups; 

iii. Generic service, civic, and community associa-
tions; 

iv. Business/industry; 

v. Realtors; 

3. Agencies/groups impacting directly on underserved 
populations, serving children, elderly, minorities and the 
poor, including but not limited to: 

i. Community action agencies; 

ii. Day care centers; 

iii. Senior citizen programs; 

iv. Agencies serving children such as DYFS and the 
Departments of Education and Corrections. 

10:37-5.69 Services 

(a) Services to be provided: The C & E Program Ele-
ment shall include, but not be. limited to, these services: 

1. Community organization (See Service Dictionary 
for specific definitions): 

i. Locality development; 

ii. System planning (in concert with the County 
Mental Health Board); 

iii. Social action. 

2. Systems/staff/case consultation; 

3. Information and referral; 

4. Community education and resource development. 

(b) Priorities: 

Supp. 9-18-95 37-20 
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1. C & E departments shall develop annual C & E 
plans which include goals, objectives, current and project-
ed programs, and identified target organizations and/or 
population groups. This plan shall be consistent with: ~ 1 

i. A community needs assessment, including data 
available regarding underserved geographical areas 
and/or populations in the agency's Service Area. This 
needs assessment shall be performed by the Research 
and Program Evaluation staff in the agency, whenever 
such staff is available; 

ii. Inappropriate Service Area referral sources to 
State and county psychiatric hospitals; this data shall 
be gathered by the Emergency and Screening programs 
in the Service Area and should then be shared with C 
& E for coordination of Community Education efforts; 

iii. County mental health plan; 

iv. State and/or Federal Service Guidelines for C & 
E-' 

v. Overall center goals; 

vi. Staff competencies; 

vii. Cost effectiveness. 

2. C & E objectives should be measurable, with clearly 
outlined, time-limited action steps for achievement. 

3. Each C & E plan shall also include an outcome 
evaluation mechanism to: 

i. Judge the impact of its C & E program on the 
audience, the service system, or the Service Area's 
target populations (as noted in N.J.A.C. 10:37-5.2); 
and 

ii. Provide feedback from targeted agency/group/or-
ganization as to their perception of the C & E pro-
gram's value. 

4. In addition to (b)l through 3 above, the C & E 
annual plan must address the following State C & E 
service priorities as well: 

i. Incorporation of consultation/education aimed at 
boarding homes/single room occupancy residences in 
the Service Area. C & E staff shall develop programs 
for operators which: 

(1) Make them aware of community-based emer-
gency/crisis intervention services, as well as other 
services offered by the community agencies; 

(2) Help them to utilize and recognize need for 
linkages with mental health and related social ser-
vices as alternatives to hospitalization. 0 
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ii. Working with the Service Area Screening Ser-
vice, if one exists, to identify gatekeepers referring 
people to State/county hospitals without first being 
screened by a community mental health agency. In 
conjunction with Screening Staff, C & E staff shall help 
to develop a coordinated inservice training program for 
its Service Area which: 

(1) Sensitizes gatekeepers to the existence of com-
munity mental health services; 

(2) Urges their utilization of community-based al-
ternatives to hospitalization; and 

(3) Increases their knowledge and skills in effec-
tively serving individual clients appropriately. 

iii. Locality development activities which will lead 
to expanded employment and housing opportunities for 
mental health target populations. 

5. Staff shall identify local community resources, po-
tential natural support systems and generic community 
services. Through community education, C & E shall try 
to gain access for target populations to those services and 
to serve as a catalyst for the development of a coordinat-
ed network of service options for target groups and self-
help groups. 

6. The active participation and initiative of local com-
munities shall be encouraged and considered vital to the 
success of the C & E Program. 

7. A variety of methods shall be employed. These 
shall include, but not be limited to: systems/class advoca-
cy, community meetings, workshops, training presenta-
tions and locality development. Systems planning, needs 
assessments and/or service utilization surveys, may also be 
done, but should be coordinated with the County Mental 
Health Board's planning process and existing Federal 
CMHC's Research and Evaluation Program in a particu-
lar Service Area. 

8. C & E Staff shall give information regarding the 
service needs of the mental health target populations to 
the agency Director. 

9. In implementing the above, the C & E Staff shall 
attempt to be change agents within their own agency, as 
well as in the larger community, by systematically working 
with community organizations, identifying community ser-
vice needs and suggesting ways to modify service models 
to meet those needs. 

10:37-5. 70 Staff 
In all State-funded C & E Programs, there must be an 

identifiable C & E Unit with a designated Director. He/she 
must be involved in the actual delivery of C & E services as 
well as in their coordination, planning, development, and 
evaluation. The Director shall have demonstrated experi-
ence in both community education and organization. 

10:37-5.75 

10:37-5. 71 Setting 
Workshops, lectures, discussion groups and programs may 

be held on-site or off-site. Outreach attempts must be 
made to reach gatekeepers, human service agencies and 
natural support systems. 

10:37-5.72 through 10:37-5.73 (Reserved) 

10:37-5.74 Scope and purpose 
(a) Systems Advocacy Services shall be available to the 

State target populations, as well as any underserved groups 
or geographical areas defined in an approved county plan. 

(b) SA services shall provide clients with a cluster of 
services that shall be available to the client, independent of 
and in addition to the mental health and other services that 
the client may require, desire, and/or currently be receiving. 
For example, SA Services may provide individual support, 
lay advocacy, legal representation, companionship, and, 
where necessary, service procurement, to clients in institu-
tional, community agency, and/or natural settings. 

(c) The systems advocate may promote client interest 
through participation in the development, implementation, 
and/or monitoring of Individual Service Plans for specific 
target population clients. 

( d) The systems advocate shall work with the client and 
providers of service toward achieving the highest degree of 
independence for that client through promoting and partici-
pating in the progressive utilization of less restrictive, more 
normative settings and services. 

( e) The systems advocate shall encourage, and, where 
necessary, ensure continuity and comprehensiveness of care 
and opportunities for community involvement. 

10:37-5.75 Designation of responsibility 
(a) The goal is to have a SP Program Element in each 

county, in order to offer SA services to target population 
clients entering the mental health system. The specific role 
of the SA program in a particular county shall be outlined in 
an approved County Plan and/or in the State Mental Health 
Plan. 

(b) Each SA program shall be sponsored by an organiza-
tion, or a component thereof, independent of a direct 
mental health or other human service provider. Such an 
entity might be, but is not limited to a County Mental 
Health Association, advocacy group, etc. The Division may 
waive this requirement if an agency presents an organiza-
tional structure which demonstrates clear administrative au-
tonomy between the advocacy activities and the provision of 
direct services. 

1. For the purpose of this section, "Direct Services" 
shall mean the provision of any one of the other Program 
Elements contained in this chapter or related social, 
vocational, and housing services. 
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(c) Counties designated by the Division in the State Plan 
and determined by the Division to have complied with the 
funding priorities noted in N.J.A.C. 10:37-5.l(a)(b) and (c), 
shall work with the Division to develop a SA Program in the 
Fiscal Year following that designation. 

( d) Each SA program shall be formally affiliated with all 
mental health provider agencies (including State and county 
hospitals), the County Mental Health Board, and related 
human service providers ( especially housing and county 
welfare). 

1. Affiliation agreements with mental health providers 
must clearly define the local role of the SA program and 
assure client access. 

2. Affiliation agreements with human service provid-
ers must assure that their services be accessible and 
available to mental health target population clients within 
the county. 

3. Each SA program shall be formally affiliated with 
all external advocacy groups, particularly those that seek 
to redress client grievances, and/or abridgement of clients' 
rights. At a minimum, this must include the Division of 
Mental Health Advocacy and the County Mental Health 
Board. 

( e) Community education/consultation activities aimed at 
non-mental health/human service gatekeeper agencies, as 
appropriate, shall define the role of the SA program if/when 
a SA client comes into contact with that gatekeeper agency. 

(f) The SA program shall participate in client complaint 
procedures as determined by the Division and consistent 
with the regulations in N.J.A.C. 10:37-4.6. 

(g) The SA program may work with C & E programs of 
mental health agencies, volunteer groups, etc. to facilitate 
the integration of mental health clients into local communi-
ties through companionship, community education, and oth-
er volunteer programs. 

(h) The SA program may periodically site visit mental 
health agencies and State and county hospitals that serve its 
area and prepare reports to the County Mental Health 
Board and the Division, if such a role is identified as 
appropriate by the county and/or the Division. 

(i) SA workers shall provide outreach to boarding homes 
to assure availability of services to residents, as needed. 

(j) The SA Program Element shall not engage in the 
provision of clinical mental health services. 

10:37-5.76 Funding requirements 
(a) SA Program Element may be funded by, but is not 

limited to: 

1. Grant-in-aid; 

DEPT. OF HUMAN SERVICES 

2. Community care and/or Federal CMHC; 

3. Title XX; and 

4. Other State or Federal funding sources. 

10:37-5. 77 Population priorities 
(a) SA programs shall serve target populations as indicat-

ed in N.J.A.C. 10:37-5.2. 

(b) When appropriate, every attempt shall be made to 
work with the families and other natural supports of all 
populations served. 

10:37-5.78 Services 
(a) Services to be provided may include, but shall not be 

limited to: 

1. Service planning: Including, at a minimum, partic-
ipation in preparation of Individual Service Plans, for 
specified clients. 

2. Personal advocacy: 

i. Monitoring of Individual Service Plan (see 
N.J.A.C. 10:37-5.78(b)5). 

ii. Assisting when necessary, or requested by client, 
in service procurement (see N.J.A.C. 10:37-5.78(b)2). 

iii. Assisting, when requested by client, in the initi-
ation of both internal (see N.J.A.C. 10:37-4.6) and 
external grievance procedures. 

iv. Ensuring, and where necessary or requested by 
client, assisting in the utilization of the least restrictive, 
most normative setting/support system. 

3. Legal services and procurement of public entitle-
ments. 

4. Companionship (see N.J.A.C. 10:37-5.78(b)4). 

5. Service coordination and monitoring (see N.J.A.C. 
10:37-5.78(b)2 and 3). 

6. Outreach services: At a minimum, this shall in-
clude efforts to contact boarding homes and other resi-
dential facilities, in order to familiarize potential clients 
with the above services. 

7. Information and referral services. 

(b) Service approaches: 

1. The SA worker shall act as a companion, advocate, 
supporter, and/or representative for clients. The client's 
expressed interest is paramount in deciding what role the 
SA worker will pursue. These roles may include that of: 

i. Broker/service procurer; 

ii. Mediator/negotiator for client with agency: to 
reach consensus as to the desirability of specific ser-
vices. 
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iii. Advocate: to request that client receives ser-
vices to which he/she is entitled. 

2. When a mental health agency or program is, for 
some reason, unable to assist in service procurement, or if 
the client so request, the SA program shall fulfill service 
procurement functions, for non-mental health services, as 
required by the client ( e.g. housing, welfare, medical 
assistance, employment, etc.). This function shall be 
performed in close conjunction with the involved mental 
health agency(ies) and their internal Primary Service Pro-
cures who have been identified for each client as required 
by N.J.A.C. 10:37-5.1. 

3. The SA worker shall help assess the client's interest 
in and ability to live independently. An important func-
tion of the SA worker in assisting the client to achieving 
independent living is through the coordination of systems 
(Institutional, organized community resources, and natu-
ral supports) that might not normally or regularly interact 
with one another. Companion advocates shall encourage 
clients to take advantage of available services. 

4. Current involvement by client with a funded mental 
health agency or program is not a necessary condition for 
SA services. An SA worker may maintain a relationship, 
upon request, with a former mental health client after 
formal mental health services have been terminated. In 
cases when an individual requests help, but refuses formal 
mental health services, the SA worker may provide com-
panionship, service procurement, legal representation, etc. 

5. A function of a SA worker may be to monitor the 
implementation of completed Individual Service Plans for 
a specific group of targeted clients, as determined neces-
sary by the Division. 

10:37-5. 79 Staff 

(a) SA staff shall minimally include: 

1. Program Director with two years of experience in 
administration, advocacy, service procurement and com-
munity organization. 

2. SA workers, who may be paraprofessionals, with a 
minimum of two years of experience in advocacy, counsel-
ing, community organization, service procurement or a 
related area. 

3. The recruitment of qualified former mental health 
clients and volunteers shall be encouraged. 

10:37-5.80 Setting 

(a) SA programs shall take place at locations convenient 
to the client. SA shall establish working hours or an on-call 
capability to provide services to clients at State and county 
hospitals, boarding homes, gatekeepers, courts and mental 
health agencies as needed in the appropriate Service 
Area(s). 

10:37-6.14 

(b) The primary location of SA activities should be in the 
local community with the client. 

SUBCHAPTER 6. GENERAL ADMINISTRATIVE 
REQUIREMENTS FOR ALL STATE-
FUNDED COMMUNITY MENTAL HEALTH 
PROGRAM ELEMENTS 

10:37-6.1 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Geographic location/hours". 

10:37-6.2 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Cultural/linguistic accessibility". 

10:37-6.3 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Financial accessibility". 

10:37-6.4 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Diagnostic accessibility". 

10:37-6.5 through 10:37-6.7 (Reserved) 

10:37-6.8 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Scope and purpose". 

10:37-6.9 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Designation of responsibility". 

10:37-6.10 through 10:37-6.12 (Reserved) 

10:37-6.13 Compliance requirements 
The Division shall reserve the right to establish conditions 

and/or consequences for non-compliance with this chapter, 
which may include but not be limited to: notice of outstand-
ing areas of non-compliance, mandatory phase-in schedules, 
reduction in funding and/or termination of funding, to be-
come effective subsequent to June 30, 1981. 

10:37-6.14 Waiver 
For special demonstration projects or for cases in which 

there are documented, extenuating circumstances, the Divi-
sion reserves the right to waive any part of this chapter. 
Requests for such waivers shall be submitted to the Divi-
sion, and to the County Executive and/or the County Mental 
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Health Board, in writing, and must receive written approval 
from the Division prior to implementation. 

10:37-6.15 Appeals 
Agencies funded to provide any of the Mental Health 

Program Elements described herein and facing reduction or 
termination in funding, due to non-compliance with this 
chapter, shall have the right to appeal that decision to the 
appropriate County Mental Health Board, to the Division 
Director or designee, to the State Community Mental 
Health Advisory Board, and then to the Department, in that 
order. 

10:37-6.16 through 10:37-6.18 (Reserved) 

10:37-6.19 Scope and purpose 
When a client's Individual Service Plan identifies the 

need, that client should be enrolled in a Consumer Health 
Education program(s). Consumer Health Education 
(CHE) is a type of Daily Living Education Program which 
includes structured learning experiences to increase compe-
tencies. Competency areas include: participation in norma-
tive roles of living, as a social being, worker, home manager, 
consumer and citizen. Community mental health program 
staff should provide or arrange linkage to appropriate CHE 
programs as part of ongoing Assessment/Evaluation and 
Service Procurement processes for clients. As often as 
possible, a client should be encouraged to enroll in Adult 
Education and other mainstream educational programs. 

10:37-6.20 Specific requirements 
(a) CHE should be conceptualized within an educational 

design and should include courses in the following catego-
ries: 

1. Personal and physical health care: To assist indi-
viduals with their own physical appearance and health; to 
encourage them to participate in their health care pro-
cess. Includes, but is not limited to: personal hygiene, 
rest, nutrition, safety, visits to physicians, dentists, etc. 
Sample courses are: Dental Hygiene, Self-Medication, 
Learning about Your Epilepsy, Hypertension, Diabetic 
Self-Care, Coiffure and Cosmetology, Basic Hygiene, 
Physical Fitness and First-Aid. 

2. Human behavior: To teach individuals aspects of 
human interaction and to help them incorporate positive 
learned behaviors into their daily lives. Sample courses 
are: Loneliness, Anger, Self-Appraisal, Human Commu-
nication, Human Sexuality, Women's/Men's groups, 
Death and Dying. 

3. Home management and vocational planning: To 
instruct individuals in the skills necessary for living and 
working in the community. Such programs include: Use 
of the Telephone, Housekeeping, Nutrition, Shopping, 
Cooking, Banking and Money Management, Filling out 
Job Applications, Interviewing Techniques and Transpor-
tation. 
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4. Community adjustment, services and leisure activi-
ties: To inform individuals of the resources and services 
available within the community and to advocate for their 
use. Courses include: Library Orientation, Community 
Awareness, Voting, Senior Citizens Groups and Commu-
nity Resources. 

(b) Specific courses should be developed within the con-
text of stated goals and behavioral objectives. 

( c) The actual learning experience may occur within a 
classroom setting, a simulated setting or in the community 
(bank, library, grocery store, etc.), provided or arranged by a 
mental health program. · 

10:37-6.21 Necessary community involvement 

(a) Staff shall make every effort to involve community 
services/resources available to the general public in provid-
ing CHE skills development programs, preferably within the 
community. Community resources such as Neighborhood 
Health Centers, Planned Parenthood, Adult Education 
courses, Voter Education/Registration programs, etc., shall 
be explored and clients made aware of their available 
offerings. 

(b) Staff should instruct additional providers of services 
such as affiliating students, community volunteers, etc., in 
the concepts of CHE and urge them to provide skills 
development courses as part of their agency's programs. 

10:37-6.22 through 10:37-6.24 (Reserved) 

10:37-6.25 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Intra-agency". 

10:37-6.26 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Inter-agency". 

10:37-6.27 through 10:37-6.29 (Reserved) 

10:37-6.30 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Governance". 

10:37-6.31 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Governing boards". 

10:37-6.32 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Advisory Boards". 
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10:37-6.33 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Definition of 'providers of health care'". 

10:37-6.34 through 10:37-6.36 (Reserved) 

10:37-6.37 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R, 1277(a), 26 N.J.R. 3726(a). 

Section was "Scope and purpose". 

10:37-6.38 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Designated responsibilities". 

10:37-6.39 through 10:37-6.41 (Reserved) 

10:37-6.42 Scope and purpose 
(a) Scope: 

1. Serviceffreatment planning should begin at the 
time of a client's entry into any mental Program Element, 
except Emergency Services. 

i. In the case of ES, crisis stabilization shall be the 
first service priority. After stabilization, if the client 
needs ongoing mental health services, a comprehensive 
service plan shall be developed by the Screening Pro-
gram Element, if available in that Service Area, or the 
OPD Program Element. ES shall make that linkage. 

2. Service{freatment planning shall continue through 
discharge from one Program Element and/or referral to 
another Program Element. Reassessment of client needs 
and the appropriateness of the ISP shall be made at 
regular intervals, as specified by JCAH standards for 
community mental health services. 

3. Emphasis should be on a client's strengths and 
interests, so that abilities can be built into the ISP and 
utilized to alleviate problems and to enhance the client's 
feeling of self-worth. 

4. Comprehensive ISPs shall consider key areas of life 
support need: living arrangements, education, vocational 
services, financial assistance, legal services, companion-
ship, and medical care, as well as clinical treatment. 

(b) Purpose: 

1. Once completed, the ISP shall serve as a monitor-
ing device, to insure that needed and appropriate services 
are being delivered in a timely manner. 

2. The documentation provided by the ISP shall pro-
vide a logical record against which client progress can be 
reviewed. 

3. The ISP shall become the basis for Service Procure-
ment and advocacy services for each client, as defined in 
the Division's Service Dictionary. 

10:37-6.44 

4. The ISP should identify Program Element responsi-
bilities for service provision, linkages which must be made 
with other agencies, the time periods in which service 
should be rendered, and desired results. 

5. The ISP shall become the vehicle for clarifying the 
relationship between the client's problems and the specific 
services planned to help those problems. 

6. The updated ISP should be used to evaluate ser-
vice's impact on a client's life satisfaction and daily func-
tion during treatment. 

10:37-6.43 Designation of responsibility 
(a) There must be a comprehensive ISP guiding service 

provision to each client in every Program Element except 
Emergency Services. 

(b) Each client shall be given the opportunity and shall 
be encouraged to participate in the initial development of 
his/her ISP and in subsequent reviews and revisions of that 
ISP. Clients should sign their treatment plans, to indicate 
involvement and agreement. 

(c) To the maximum extent possible, each Program Ele-
ment shall involve the client's family and friends, in the 
needs assessment processes and in the development of the 
ISP, except when contradicted or when the client does not 
wish these other people involved. Efforts to involve clients 
and their natural support systems, as well as reasons for 
their noninvolvement, shall be documented in the client's 
record. 

( d) When possible, an interdisciplinary team should as-
sess client needs and develop an appropriate ISP. The 
team should consist of staff persons and community agen-
cies, who are working with the client. Team participation 
should be a continuing process which operates concurrently 
with the delivery of services. 

( e) When a team is utilized, there shall be a designated 
coordinator or "primary service procurer" who has overall 
responsibility for implementing the plan and insuring that 
linkages have been established among the appropriate Pro-
gram Elements and other agencies. (See N.J.A.C. 
10:37-5.1.) 

10:37-6.44 Required content 
(a) Each ISP shall minimally include: 

1. Client needs assessment and evaluation (as defined 
in the Division's Service Dictionary): 

i. An Individual Level of Functioning and an Envi-
ronmental/Natural Support System Assessment shall be 
completed for every client, except those in Emergency 
Services for whom this is not feasible. 

(1) Agencies which want to propose the use of a 
Specific Level of Functioning (SLOF) scale other 
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than the instrument developed by the Division, must 
submit their rationale and instrument to the Division 
for approval, prior to implementation. 

ii. The client's own perception of his/her abilities, 
problems, distress areas, and aspirations, should be 
taken into account. 

2. Service/treatment goals and objectives: 

i. Based on the needs assessment, goals should be 
recorded and specify desired impacts on the functioning 
of the client, the client's environment, and/or emotional 
distress. 

ii. Each goal shall be specified by specific time-
frames and action steps. 

iii. Criteria for service/Program Element termi-
nation and a projected discharge date should also be 
included. Discharge planning should be a part of the 
initial ISP, whenever possible. 

3. Accountability: 

i. There should be a clear relationship between the 
needs assessment's identification of problems and the 
individual services to be delivered to each client. 

ii. Each ISP shall identify the persons responsible 
for direct provision of services and those staff responsi-
ble for linking clients to services not directly provided. 

10:37-6.45 Required review and modification 

(a) The client's progress towards meeting the goals out-
lined in the ISP shall be reviewed and updated on a regular 
basis. 

(b) Inpatient clients shall have an ISP developed within 
72 hours. It shall be reviewed after one week and every two 
weeks thereafter up to three months. ISPs shall be re-
viewed and updated every three months thereafter. 

" (c) For non-inpatient programs, each ISP shall be re-
viewed no later than 90 days after service initiation and 
every six months thereafter, to justify service continuation. 
(See N.J.A.C. 10:37-6, Article XII.) When objectives have 
shorter time limits, more frequent reviews should occur. 

(d) ISP shall be modified, as often as necessary, to reflect 
changing client needs. 

( e) Progress notes included in the client's record at regu-
lar intervals should be directly related to the ISP. Progress 
notes shall also document regular team meetings convened 
for the purpose of evaluating the client's progress and the 
ongoing appropriateness of the Service Plan. 

(f) A discharge note must be completed within 15 days 
after discharge. 

DEPT. OF HUMAN SERVICES 

10:37-6.46 through 10:37-6.48 (Reserved) 

10:37-6.49 Least restrictive setting 

(a) Services shall be organized to meet the comprehen- '~ 
sive needs of individual clients and shall be offered in the 
least restrictive environment possible, dependent on the 
client's functional level and emotional and psychiatric needs. 
Agencies shall: 

1. Develop an intake procedure which, prior to the 
development of an Individual Service Plan (ISP), and 
after crisis stabilization, identifies a particular client's 
strengths and weaknesses, using a Level of Functioning 
and Companion Environmental/Natural Supports Assess-
ment tool (see Division Service Dictionary for defini-
tions); 

2. Consider the range of services available within that 
Service Area and identify: 

i. The service needs of that client; and 

ii. The least restrictive setting available to meet 
those needs. 

3. Consider alternatives in the following sequence: 

i. Natural support systems: The client's living ar-
rangement and the people who usually provide support 
to him/her in crisis. If no such people are readily 
identified, the staff may help the client to develop a 
natural support network with someone with whom 
there seems to be good potential for supportive contact. 

(1) If the natural support system is unable to meet 
the client's needs in a timely manner, formal commu-
nity services should be explored and used. 

ii. Community services: These services should be 
explored and arranged as follows: 

(1) Generic services/community supports: Income 
maintenance, housing, health, transportation, etc., 
shall be arranged when necessary, with the mental 
health Program Element acting as advocate and ser-
vice procurer. In the cases of DYFS clients who are 
children, the primary advocate and service procur-
er/coordinator should be the DYFS worker. 

(2) Mental health services: If the client's needs 
cannot be met by his/her natural environment or by 
the generic services available in the Service Area and 
client need dictates, the client shall be provided with 
local community mental health services, either by the 
intake agency, or through alternative arrangements 
with other mental health Program Element providers 
in the Service Area. The least restrictive alternative, 
i.e., ambulatory Outpatient Program Elements, 
should be emphasized over more restrictive, i.e., in-
patient alternatives, as appropriate. 
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iii. Division of Youth and Family Services (DYFS) 
residential network: Residential services provided di-
rectly and through contract by DYFS are appropriate 
for placement of children whose natural support setting 
is no longer sufficient to maintain a child in his/her 
home. Mental Health support services shall be provid-
ed, as needed, by mental health providers. 

iv. Institutional: Local, inpatient units in general 
hospitals should be emphasized over less local settings, 
such as a county hospital. County psychiatric hospitals 
shall be the preferred setting, rather than a Regional-
ized State hospital, in Service Areas where General 
Hospital inpatient units are not available. The commu-
nity mental health agency in that Service Area shall 
then work with the Hospital to maximize the therapeu-
tic benefit of the IPU stay while also beginning dis-
charge planning as quickly as possible. 

Case Notes 

Right to treatment in least restrictive setting. See Scott v. Plante, 
641 F.2d 117 (3rd Cir.1981) certiorari granted, vacated 102 S.Ct. 3474, 
458 U.S. 1101, 73 L.Ed.2d 1362, on remand 691 F.2d 634. In re 
Hospitalization of Patterson and Bohuk, 156 N.J.Super. 91, 98, 383 
A.2d 467 (App.Div.1978), certification denied, 77 N.J. 469, 391 A.2d 
484 (1978). 

10:37-6.50 through 10:37-6.52 (Reserved) 

10:37-6.53 Medication counseling 

(a) All State funded Mental Health Program Elements 
using medication as a therapeutic modality shall regularly 
provide counseling services aimed at informing clients about 
medication(s). Medication counseling shall be included 
within the service plan of each client for whom psychotropic 
medication has been prescribed. 

(b) As part of their medication counseling, such clients 
shall receive an individual written medication information 
fact sheet for each prescribed medication. The Division 
shall, if requested by an agency, supply a standard format 
for these fact sheets. Clients shall also have the opportunity 
to participate in a planned program of self-medication which 
shall teach clients to administer their own prescribed medi-
cation dosage and to report side effects promptly. Explana-
tions shall also include: 

1. Types of medication prescribed; 

2. Name of medication(s), dosage(s), and time to take 
medication(s); 

3. Effects of medication(s), including expected bene-
fits, risks, and side effects; 

4. Prescriptions; 

5. Whom to .go to with questions (e.g., physician, 
nurse, pharmacist); 

6. Reimbursement options for medication purchases; 

10:37-6.54 

7. Reasons for regular medical check-ups at recom-
mended intervals. 

(c) Medication counseling should occur whenever a dif-
ferent psychotropic medication is prescribed. Counseling 
may be provided by any member of the treatment team, or 
by a community or consulting pharmacist; however, coun-
seling should be coordinated with the physician prescribing 
the client's medications. 

10:37-6.54 Psychotropic medication 
(a) Definition: "Psychotropic medication" shall include 

medications which exercise direct effect upon the central 
nervous system and are capable of modifying behavior 
and/or mood. Drugs included, within the context of these 
regulations and guidelines, are: 

1. Anti-psychotics; 

2. Anti-depressants; 

3. Agents for control of mania and depression, such as 
lithium; 

4. Anti-anxiety agents; 

5. Anti-parkinsonian agents; 

6. Psychomotor stimulants. 

(b) Requirements and procedural guidelines: 

1. Clients shall have the right to refuse medication 
and to be free from unnecessary or excessive medication. 

2. Medication shall not be used as punishment, for the 
convenience of staff, as a substitute for other appropriate 
treatment, nor in quantities that interfere with the client's 
total treatment program. 

3. All medication shall be prescribed for specified 
periods of time; initial prescriptions shall be written with 
a termination date not to exceed 30 days. 

4. Medications shall be prescribed only on a written. 
order of a physician or by emergency phone order, pro-
vided that the physician countersigns the order within 24 
hours. 

5. When possible, before prescribing medication an 
individual's drug history should be obtained and should 
include consideration of the use of all drugs by the client, 
a medical history, as well as the presence of any drug 
allergies. Communication shall occur between the physi-
cian treating the behavioral disorder and other physicians 
who may be treating other diseases in the same client, to 
avoid serious drug interactions. 

6. All medication prescriptions should be correlated 
with a physical examination of the client. Outpatient 
programs should encourage clients to obtain such an 
examination from their private physician or a neighbor-
hood health clinic. Inpatient physical examinations and 
related laboratory work-ups should be ordered. 
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7. For those clients on long-term therapy with neuro-
leptic agents, particular attention should be paid to signs 
of tardive dyskinesia. This risk appears to be greatest in 
elderly clients, especially females, children, people with 
organic brain syndrome and retarded adults. 

8. Progress notes and/or a checklist for citing medi-
cation reactions should be in each client's chart. This 
documentation should be completed on admission, updat-
ed on the appearance of abnormal signs, and notes made 
each time the medication is reviewed. 

9. Target symptoms and behavioral problems to be 
treated should be recorded in the client's record, as a 
baseline against which the client's . clinical condition is 
evaluated. Effects of medication on the target symptoms 
and behavior should be reviewed and recorded regularly, 
as specified by J.C.A.H. or more often if clinically indicat-
ed. 

10. Adequacy of initial dosage should be cautiously 
and individually determined. 

11. A psychotropic drug should be administered for a 
sufficient period of time to determine its clinical effective-
ness before shifts in medication occur. In general, a 
period of three to six weeks may be required before 
significant improvement in clinical behavior is observed, 
unless, in acute cases, the client's management problems 
are so severe that a change in medication in shorter 
periods is necessary. 

12. Dosage should be gradually reduced to the mini-
mum maintenance dose after the desired clinical result is 
obtained and the client's condition has stabilized. 

13. In the use of anti-psychotic and anti-depressant 
drugs, a drug-free period (two days, a week, etc.) may be 
established for clients where this is possible or desirable. 

14. The continuing use of anti-anxiety agents is not 
generally justifiable because their effectiveness is short-
lived. Only that anxiety which markedly interferes with 
human performance should be drug treated and then only 
with drugs that are not tolerance or dependence forming. 

15. If dosage levels significantly in excess of the maxi-
mum listed in the AMA Drug Evaluation, Physician's 
Desk Reference, or in ASHP Formulary Services are 
used, the medical rationale shall be documented in the 
client's clinical record. Such documentation must include 
the process of informed consent given by the client or 
his/her guardian. 

16. The use of psychotropic drugs in children, should 
be carefully scrutinized given that generally, long-term 
toxicity studies pertinent to the growing child are unavail-
able. In those situations where the manufacturer and/or 
the Food and Drug Administration do not recommend 
certain dosage levels, or where a specific medication is 
not approved for children, in spite of its apparent clinical 
effectiveness, the physician should seek a second opinion 
in writing from a qualified child psychiatrist, pediatrician, 
or clinical pharmacologist. Written consent must be se-
cured from the parents or guardians. 
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17. Generally, only one psychotropic drug should be 
prescribed at one time. Combinations do not permit the 
identification of the offending drug, if side effects occur. 
Drug consultations may be indicated when combined \ ,J 
medications are used. 

18. Because of potential serious toxicity, lithium 
should be used only after a complete history, physical 
examination and laboratory assessment of the client. The 
procedural requirements which follow are being actively 
studied and may be amended at a later time. 

i. Essential components of the work-up needed be-
fore lithium use include: 

(1) History of previous use of lithium, with partic-
ular attention to evidences of lithium sensitivity; 

(2) A Medical history, with attention given to evi-
dence of cardiac, renal or thyroid disease; 

(3) Appropriate laboratory tests confirming ade-
quate kidney functioning; 

( 4) Cardiac evaluation, such as an electrocardio-
gram; and 

(5) Appropriate thyroid assessment, as indicated 
by history and physical, including appropriate labora-
tory studies. 

ii. Maintenance procedures required with the use of 
lithium: 

(1) The physician should evaluate the client for 
clinical signs and symptoms of drug efficacy and for 
any side effects. 

(2) APA guidelines for laboratory work shall be 
followed. 

19. A scheduled formal review of each client's drug 
treatment plan shall be conducted on a regular basis 
dependent on client needs. The physician and direct care 
personnel should be involved in the review. Results of 
these reviews and new treatment recommendations shall 
be recorded in the client's record at intervals in conform-
ance with J.C.A.H. 

20. Clinical psychopharmacology consultants should 
be designated for the purpose of helping in-house staff 
with ongoing medication problems ( dosages, new drugs, 
new reactions, drug interactions, etc.), as well as develop-
ing in-house training seminars to discuss chemotherapy, to 
include staff responsible for all mental health Program 
Elements. 

21. Consent requirements: Psychotropic medication 
may be administered to an adult client only after he/she 
has given voluntary consent to that specific medication. 
Consent to a specific medication shall remain effective as 
long as the client is receiving services, unless it is revoked 
by the client. 0 
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i. A client is considered to have given consent to 
medication only after: 

(1) A treatment team member has discussed with 
the client the nature of his/her condition, the antici-
pated benefits of the medication prescribed and the 
risks and side effects of such medication. 

(2) A treatment team member has provided the 
client with a consent form and medication fact sheet 
for the medication prescribed, and has offered to 
answer questions. Upon request, the Division may 
supply a standard fact sheet format for agency distri-
bution to clients. 

(3) The client has given written or oral consent to 
the medication or, by affirmative behavior, has given 
evidence of his/her willingness to accept the medi-
cation. The client's consent or behavior must be 
documented by a treatment team member on the 
consent form. 

22. Revocation of consent: A client may revoke con-
sent to a specific medication by stating or writing to any 
physician or nurse that he/she does not wish to take that 
medication. 

i. Each such refusal to take a specific medication 
shall be documented on the consent form, and in the 
client's record. 

ii. If the client subsequently indicates a willingness 
to consent to such medication, he/she may do so, 
pursuant to the procedures in (b)21i(3) above. 

23. Emergency exceptions to consent requirements: 

i. Psychotropic medication may be administered to 
a voluntary or involuntary client without written con-
sent, and despite oral refusals, if a psychiatrist certifies 
that the medication is necessary to prevent a substantial 
likelihood of imminent, serious harm to the client or 
others. 

ii. The administration of psychotropic medication in 
such an emergency shall be documented in the client's 
record. 

24. Additional requirements for administration of 
medication may be forthcoming from the Division, given 
pending court cases involving issues directly related to the 
administration of medication. 

25. Concerning voluntary patients/clients: When a 
voluntary patient/client refuses medication and the treat-
ing physician feels that medication is essential to that 
individual's care, the physician has the right to submit 
written notice to the patient/client and relieve him/herself 
of further medical responsibility for the care of that 
individual. The program should, however, attempt to link 
the client with other program staff or agencies which can 
meet the client's critical life support needs. 

10:37-6.73 

Case Notes · 
Right to refuse medication. See Rennie v. Klein, 476 F.Supp. 1294 

(D.N.J.1979) stay denied in part, granted in part 481 F.Supp. 552, 
modified, remanded 653 F.2d 836, certiorari granted, vacated 102 S.Ct. 
3506, 458 U.S. 1119, 73 L.Ed.2d 1381, on remand 720 F.2d 266 
( decided on statutory grounds.) 

10:37-6.55 through 10:37-6.57 (Reserved) 

10:37-6.58 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Personnel practices". 

10:37-6.59 through 10:37-6.61 (Reserved) 

10:37-6.62 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Scope and purpose". 

10:37-6.63 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Designation of responsibilities". 

10:37-6.64 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Utilization Review Committee and guidelines". 

10:37-6.65 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Utilization Review Plan". 

10:37-6.66 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Functions and responsibilities of the Utilization Review 
Committee". 

10:37-6.67 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Utilization Review procedures". 

10:37-6.68 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "URC minutes and records". 

10:37-6.69 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "lnservice training". 

10:37-6.70 through 10:37-6.72 (Reserved) 

10:37-6.73 Scope and purpose 
(a) A written record shall be maintained for each client 

served. The record shall: 
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1. Describe the client's status at service initiation, a 
comprehensive needs assessment, services provided and 
progress made, and the client's functional ability and 
status at the time of discharge from a Program Element, 
with followup/transfer or additional linkages noted as part 
of Individual Service Plan (ISP). (See Article VIII of this 
subchapter.) 

2. Substantiate that the assessment process served as 
the basis for the service plan. 

3. Serve as a basis for service coordination, implemen-
tation, evaluation, quality assurance, and training. 

4. Be current and accurate. 

5. Facilitate the determination of the client's problems 
and the service which is being provided at any specified 
time. 

6. Provide documentation of the staffs having fol-
lowed regulations concerning client rights. (See N.J.A.C. 
10:37-4.5.) 

7. Provide documentation of the involvement of the 
client, parents, -siblings, school personnel, employer, 
friends, community agencies and other significant figures 
involved in the client's service/treatment plan. 

10:37--6.74 Required contents for all records 
(a) The contents of the record shall contain the following 

information: 

1. The identifying and other data indicated on the 
Division's Unified Services Transaction Form for enrolled 
and terminated clients. (See Article XIV of this subchap-
ter .) 

2. Comprehensive assessment and evaluation (see Di-
vision's Service Dictionary for detailed description) of 
client needs, including level of functioning and a natural 
support resource inventory for all clients. 

3. A social, psychological, and/or a psychiatric mental 
status evaluation, as needed. 

4. Individual service plan with updated revisions. 
(See Article VIII of this subchapter.) 

5. Clinical diagnosis based on the clinical evaluation 
of the client. 

6. Client and/or family consent for a service initiation, 
record sharing, evaluation, and/or research, as necessary. 

7. Utilization Review Committee meeting notes which 
include the attendees, recommendations made, and ac-
tions taken. 

8. Medications (see Article X of this subchapter). 

9. Laboratory or other diagnostic procedures. 

10. Unusual incidents, occurrences (see Article XIX 
of this subchapter) such as: 

DEPT. OF HUMAN SERVICES 

i. Treatment complications; 

ii. Accidents or injuries; 

iii. Morbidity; 

iv. Death of a client; and 

v. Procedures placing the client at risk or causing 
pain/harm. (See Article XIX of this subchapter.) 

11. Correspondence related to the client and signed, 
dated notations of relevant contacts regarding the client's 
service/treatment. 

12. Discharge or transfer summary in addition to the 
discharge plan which shall also be developed with the 
client and completed within 30 days of last service. 

13. The record shall contain documentation of proce-
dures that place clients at risk or in pain including, but 
not limited to restraint, seclusion; and/or behavior modi-
fication using painful stimuli. Such records shall docu-
ment the justification for the use of the procedure, at-
tempts of staff to provide alternatives, the specific proce-
dures employed, the required authorization, and the mea-
sures taken to protect the client's safety and rights. 

14. All entries in the record shall be legibly signed and 
dated. 

10:37--6. 75 Inpatients records: supplementary content 
requirements 

(a) Inpatient records in State, county, and State funded 
general hospital psychiatric units shall include all informa-
tion cited above. Additional information necessary to meet 
State licensure and federal accreditation shall also include: 

1. Results of evaluations and services: Psychological 
testing, educational and socio-vocational evaluations, pa-
thology and clinical laboratory examinations, radiology 
examinations, psychiatric and other medical treatment, 
and any other diagnostic or therapeutic procedure per-
formed. 

2. Psychiatric evaluation: Mental status, psychody-
namics, sociodynamics, precipitating stress, premorbid 
personality, tentative diagnosis, a treatment plan, progno-
sis based on that plan, and subsequent modifications of 
the plan. 

3. Physical examination if performed, shall include 
pertinent findings. 

4. Admission notes: All additions to the history and 
subsequent changes in the physical findings. 

5. Progress notes: Written by medical staff members 
or other individuals who have been granted clinical privi-
leges, nursing staff, the interdisciplinary treatment team 
members, consultants, community liaison staff, and/or an-
cillary service staff. 
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6. Progress notes: By staff cited in (a)5 above, docu-
menting the treatment plan, a pertinent chronological 
report of the client's functional abilities and clinical condi-
tion, changes in each condition and the results of ser-
vice/treatment. Progress notes should include only perti-
nent, meaningful observations and information. 

7. Medical orders: Written only by members of the 
medical staff and medical residents. 

8. Telephone orders: Given by a physician only; shall 
be · accepted and written by a licensed nurse only; such 
action shall be limited to urgent circumstances. Tele-
phone orders shall be authenticated by the responsible 
physician within 24 hours, specifying date of initial contact 
or admission to the program. 

9. History: Incorporating the client's chief complaint, 
details of present illness, past service history, and social, 
vocational and family history. The history shall be a 
record of information provided by the client or by his 
agent. 

10. A Summation, in the event of a patient's death, in 
the form of a discharge summary, shall include the cir-

. cumstances leading to death and shall be signed by a 
physician. 

11. An autopsy shall be performed whenever indicated 
and results recorded in the record within 72 hours; the 
complete protocol shall be made a part of the record 
within three months. 

10:37-6.76 Policies and procedures regarding 
recordkeeping 

(a) All agencies shall have written policies and proce-
dures governing the compilation, storage, dissemination, and 
access to client records. (See N.J.A.C. 10:37-6.79.) 

(b) Policies and procedures shall be designed to ensure 
that: 

1. The program fulfills its responsibility to safeguard 
and protect the record against loss and unauthorized 
alteration or disclosure of information; 

2. The content and format of client records are uni-
form; 

3. Entries in the client record are dated and signed. 

( c) The agency shall provide adequate physical facilities 
for the storage, processing, and handling of records. The 
facilities shall include suitably secure rooms and files. 

( d) When a program stores client data on magnetic tape, 
computer files, or other types of automated information 
systems, adequate security measures shall prevent inadver-
tent or unauthorized access to such data. 

10:37-6.79 

( e) The program shall maintain an indexing or referenc-
ing system that permits the location of a record that has 
been removed from a central file area. 

10:37-6.77 Retention of records 
(a) Records of adults must be retained five years after 

the last date of service. Records of children must be 
retained for five years after they reach their 18th birthday. 

(b) Records may be destroyed by burning or shredding. 
The destruction must be complete; no readable material or 
client identification may remain. 

( c) A list of the destroyed records must be kept on file 
for an additional five years. This list should include the 
client's name, case number and date of destruction. It 
should be signed by the staff person who supervised the 
records' destruction. 

10:37-6.78 Record departments 
(a) All federally funded community mental health centers 

and all psychiatric hospitals shall have Records Department, 
adequately directed and staffed to facilitate the accurate 
processing, checking, indexing and filing of all recorcj.5 . 

(b) Appropriate records for active clients shall be kept on 
the unit where the client's services are primarily provided 
and shall be directly accessible to the service staff. 

(c) Records for terminated clients shall be maintained in 
a central location under the supervision of the Records 
Department. 

( d) All records services shall maintain a system of identi-
fication and filing to facilitate the prompt location of client 
records. It is desirable that the model for the unit record 
system be used. 

(e) Records departments shall maintain, control and su-
pervise the records and their quality. 

(f) In federally funded community mental health centers 
and psychiatric hospitals, a qualified records librarian or an 
accredited records technician shall be hired and shall advise, 
administer, supervise, or perform work involved in the de-
velopment, analysis maintenance, and use of records and 
reports. 

(g) Records personnel shall be involved in staff develop-
ment programs, including orientation, on-the-job training, 
and regular inservice education programs. 

10:37-6.79 Confidentiality of records 
(a) These requirements govern the disclosure of informa-

tion and records of persons who are receiving or have 
received State-funded mental health services. This section 
shall only apply to people for whom a formal client record 
has been established. 
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1. Disclosure of records and information to third par-
ties: All information and records directly or indirectly 
identifying any person currently or formerly receiving 
services from an agency (client) shall be treated as confi-
dential, and may only be disclosed in the following cir-
cumstances to persons presenting appropriate identifica-
tion: 

i. For adult clients: Upon the written consent of 
the client, or his or her legal guardian, if any. 

ii. For clients who are minors: 

(1) Disclosure upon the consent of a minor: A 
minor client, 14 years or older, may consent to the 
disclosure of his or her records in the same manner 
as an adult. 

(2) Disclosure upon the consent of a parent or 
legal guardian: A parent or legal guardian may 
authorize the disclosure of a minor client's records, 
provided that the minor shall be given prior notice 
and an opportunity to object to the disclosure. Ob-
jection by a minor, 14 years or older, shall render the 
consent of the parent or guardian void. 

(3) Disclosure to a parent or legal guardian: Dis-
closure of the clinical records of a minor client, 14 
years or older, to a parent or legal guardian is 
authorized only upon the written consent of the 
minor. 

iii. Pursuant to a court order: 

(1) The records of a minor shall be released upon 
request to the Division of Youth and Family Services 
in connection with investigations of whether the mi-
nor has been abused or neglected. 

(2) The guardian of a deceased person who for-
merly received services from the agency, or such 
person's chosen executor, administrator or other per-
sonal representative of his or her estate, or if no such 
persons exist, a person otherwise empowered by 
court order, shall exercise control of the disclosure of 
such person's records. 

(3) Employees of the agency who are involved in 
the care of the client may have access to the client's 
records. Provided, however, that when a client en-
ters treatment(s) he will be informed that agency 
staff will have access to his or her records. 

iv. Client records may also be disclosed to: 

(1) Clinical records audit teams, monitoring and 
site review staff designated by the Division, the Of-
fice of Legislative Services; 

(2) A person participating in a Professional Stan-
dards Review Organization; and 
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(3) Officials within the offices of the State Medical 
Examiner or a County Medical Examiner making 
investigations and conducting autopsies, pursuant to V 
N.J.S.A. 52:178-78 et seq. 

v. Whenever possible, names of clients shall be 
deleted from the records being reviewed under (a)liv 
above. 

2. Conditions of disclosure to third parties: 

i. When records are released pursuant to (a)l 
above, the custodian of the records shall, by written 
notice, advise the person receiving the records that 
disclosure without the consent of the person who is the 
subject of the records, or as otherwise provided by law, 
is prohibited. 

ii. Information and records disclosed to third par-
ties shall be limited to that information which is rele-
vant and necessary for the purpose of the disclosure, 
except as authorized by consent or required by law. 

iii. A request for information regarding a client and 
the action taken upon the request shall be recorded in 
the client's clinical records. 

iv. Clients or other persons consenting to the disclo-
sure of records shall be informed of their right subject 
to (a)4 below to inspect the material to the disclosed. 

v. Information disclosed shall be limited to informa- 0 
tion generated at the provider agency. However, the 
agency shall list the sources of nonc:lisclosed informa-
tion contained in the client's records. 

3. Specificity: 

i. Consent to disclosure of records shall be evi-
denced by a signed authorization. The authorization 
shall contain the following: 

(1) The name of the agency; 

(2) The name or title of the person or organiza-
tion to which disclosure is to be made; 

(3) The name of the client; 

( 4) The purpose of the disclosure and predictable 
outcome; 

(5) The information to be disclosed; 

(6) The date on which the consent is signed; 

(7) The signature of the client or of a person 
authorized by law to sign for the client, following a 
statement that the undersigned understands the na-
ture of the authorization and has been informed that 
she/he has the right to revoke consent at any time by 
written communication to the custodian of the rec-
ords. 
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ii. Unless the time limit of expiration has been 
determined with the client and notes on the release 
form, client permission to release information automat-
ically expires four months from the date the release is 
signed by the client. This shall not apply to quality 
assurance reviews and inspections by regulatory agen-
cies cited in these regulations. 

4. Client access to records: 

i. In case of Family Therapy, if the records for all 
participants have been integrated, no single family 
member shall have access to those records unless all 
participants over 14 years of age agree through a signed 
release form. 

ii. A client currently receiving services from an 
agency is entitled to inspect and/or receive a copy of his 
or her own clinical records unless the client's treating 
clinician certifies to the Director of the agency that 
such would be seriously harmful to the client's treat-
ment or health. A denial of access to records shall be 
limited only to the extent necessary to protect the 
client. Denial shall be accompanied by a verbal expla-
nation to the client. Denial shall be documented in the 
client's records, as to the clinical data, findings, etc., 
that led to the denial of access. 

iii. A client is entitled to inspect or receive a copy 
of his or her non-clinical records. 

iv. A client who formerly received services from an 
agency is entitled to inspect and/or receive a copy of his 
or her records. However, if a particular client has been 
inactive for brief periods of time in the past and 
repeatedly requests and obtains service re-admission, 
the same criteria for access to records outlined in (a)4ii 
above shall apply. 

5. Modification of records: 

i. A client may submit in writing to th~ Director of 
the agency a statement of reasonable length for the 
purpose of clarifying or correcting an allegedly ambigu-
ous or incorrect statement in his or her clinical record. 
Such a statement shall become part of the client's 
clinical records. 

ii. A client may request in writing to the Director of 
the agency an amendment of a clinical record and, not 
later than 30 days after the date of receipt of such 
request, the agency shall acknowledge in writing such 
request and, within 10 days thereafter: 

(1) Make each correction, in accordance with the 
client's request, of any or all portions of a record 
which the client believes is not accurate or complete; 
or 

(2) Inform the client of its refusal to amend the 
record or portions thereof, in accordance with such 
client's request; the reason for the refusal should be 

10:37-6.84 

explained to the client and documented in the client's 
record. 

6. Notice to clients: At the time that a formal client 
record is going to be initiated for ongoing service pur-
poses, each client shall receive notice: 

1. Of the specific conditions under which informa-
tion may be disclosed without his or her consent; 

ii. That he may request access to his or her records; 

m. That he may supplement or request a modifica-
tion of his or her clinical records. 

Amended by R.1991 d.50, effective February 4, 1991. 
See: 22 N.J.R. 2216(b), 23 N.J.R. 303(b). 

In (a): added new liv(3). 

Case Notes 

See In re Application of J.C.G., 144 N.J. Super. 579, 366 A.2d 733 
(Cty. Ct. 1976) (decided on statutory grounds). 

Identity of legal clients need not be disclosed to satisfy reporting 
requirements of Division of Mental Health and Hospitals. In re: 
Advisory Opinion No. 544 of the New Jersey Supreme Court Advisory 
Committee on Professional Ethics, 103 N.J. 399, 511 A.2d 609 (1986). 

10:37-6.80 through 10:37-6.82 (Reserved) 

10:37-6.83 Scope and purpose 
This article established the minimum reporting required 

for all agencies receiving financial assistance through the 
Division. Information submitted shall serve as the basis for 
monitoring agency compliance, as well as for planning and 
program development. 

Case Notes 
Identity of legal clients need not be disclosed to satisyreporting 

requirements of Division of Mental Health andHospitals. In re: Adviso-
ry Opinion No. 544 of theNew Jesey Supreme Court Advisory Commit-
tee on ProfessionalEthics, 103 N.J. 399, 511 A.2d 609 (1986). 

10:37-6.84 Designation of responsibility 
(a) All agencies receiving funds through the Division are 

required to submit periodic client service and fiscal reports. 
The following regulations specify the type and frequency of 
reports required for each state-funded Program Element. 

1. State grant-in-aid: client data: 

i. Unified Service Transaction Forms (Revised 
MC-1-2): 

(1) All agencies participating in the grant-in-aid 
program must maintain accurate client records for 
the purpose of complying with the Division's statisti-
cal reporting requirements. The Unified Services 
Transaction Form (USTF) represents the minimum 
data set which must be recorded as part of each 
client record. Copies of the USTF shall be available 
from the Division. 
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(2) Copies of the USTF-1 and USTF-2 must be 
kept in each client's clinical record at all times and 
made available for site reviews and program audits. 

(3) All data elements found on the USTF-1 (Ac-
ceptance) and USTF-2 (Termination), are required 
to be reported to the Division. The USTF-1 and 
USTF-2 must be completed and forwarded to the 
State as specified in the Division's Reporting Manu-
al. Except in extraordinary situations, the forms 
should be mailed within 48 hours after acceptance or 
termination has occurred. 

ii. Quarterly client characteristic reports: In addi-
tion to the USTF, all agencies receiving grant-in-aid 
funds must submit a quarterly client characteristic re-
port to the Division. (See N.J.A.C. 10:37-5.2 for addi-
tional record-keeping requirements.) This quarterly 
report is an unduplicated count of target populations 
served by each Program Element. As specified in the 
Dictionary of Mental Health Terms, Program Elements 
include: 

(1) Consultation and education; 

(2) Emergency; 

(3) Inpatient; 

( 4) Outpatient; 

(5) Partial care; 

(6) Residential; 

(7) Screening. 

iii. Quarterly caseload summary: The Division will 
provide each agency and the County Mental Health 
Board with a quarterly caseload summary report. The 
quarterly caseload summary is a count of all case 
openings and closings. It is a summary of duplicated 
enrollments and terminations rather than a reflection of 
individual clients. The quarterly caseload summary 
report will contain the following information: 

(1) Caseload at beginning of quarter; 

(2) New admissions during quarter; 

(3) Re-admissions during quarter; 

(A) From the current year; 

(B) From a prior year; 

( 4) Terminations; 

(5) Caseload at end of quarter; 

(6) Sub reports on all target populations as speci-
fied in N.J.A.C. 10:37-5.2 and program histories from 
data forwarded on the USTF-1 and USTF-2. 
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iv. Waivers: Agencies with access to computer pro-
cessing capability may submit a written proposal to 
provide the Division with the requisite USTF data 
through alternate procedures. These proposals must 
be approved by the Bureau of Information Systems. 
Office of Program Evaluation, before any modification 
of the above procedures may be instituted by the 
agency. 

v. Fiscal reports: All agencies receiving grant-in-aid 
funds are also required to submit the "Quarterly Finan-
cial Statement". This report is due one month after 
the close of each quarter. In addition, all the agencies 
will submit the "Actual Agency Budget and Income 
Statement", which is due by the end of the first quarter 
of each fiscal year. 

vi. Staffing reports: All agencies receiving funds 
through the grant-in-aid programs or the Community 
Care Title XX programs will be required to submit a 
Uniform Staffing Report to the Division on an annual 
basis. 

2. Contract service reports: All agencies receiving 
funds through the Division's Community Care or Title 
XX contracts shall be required to record the data on the 
Unified Services Transaction Form by December, 1980. 
Copies of the USTF-1 and USTF-2 must be kept as part 
of each client record and made available for site reviews 
and program audits. In addition, "Monthly Contract 
Information Summaries" and the "Monthly Contract Ex-
penditure Reports" must be submitted directly to the 
Division. 

3. Submissions to County Mental Health Board: Cop-
ies of all reports submitted to the Division, other than 
individual USTFs, shall also be forwarded to the appro-
priate County Mental Health Board. 

Case Notes 

Identity of legal clients need not be disclosed to satisfy reporting 
requirements of Division of Mental Health and Hospitals. In re: 
Advisory Opinion No. 544 of the, New Jersey Supreme Court Advisory 
Committee on Professional Ethics, 103 N.J. 399, 511 A.2d 609 (1986). 

10:37-6.85 through 10:37-6.87 (Reserved) 

10:37-6.88 Services requiring prior approval 

I 

~' 

(a) As of July 1, 1981, no State-funded mental health 
program element shall be permitted to use psychosurgery, 
insulin therapy, electroconvulsive therapy, seclusion, and/or 
physical restraints, until such time as the Director of the 
Agency submits a written description of the proposed poli-
cies and procedures concerning the use of such modalities, 
and the Division of Mental Health and Hospitals approves 
them in writing. General, procedural approval must be 
sought and received prior to implementation. Any subse-
quent modification in procedures requiring prior approval ~) 
must be re-submitted to the Division for approval. 
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(b) The Division shall review proposed policies and pro-
cedures within three days of their receipt by the Division. 

Case Notes 

See: In re W.S. 152 N.J. Super. 298, 377 A.2d 969 (Cty. Ct. 1977) 
(decided on statutory grounds.) 

10:37--6.89 through 10:37--6.91 (Reserved) 

10:37-6.92 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Scope and purpose". 

10:37-6.93 (Reserved) 
Repealed by R.1993 dA12, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Designation of responsibility". 

10:37-6.94 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Procedures". 

10:37-6.95 (Reserved) 
Repealed by R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

Section was "Participation". 

10:37-6.96 through 10:37-6.98 (Reserved) 

10:37-6.99 Training and staff development 
(a) The Division shall convene staff development sessions 

for State-funded agencies concerning the implementation of 
Division principles and administrative requirements. These 
sessions shall include, but not be limited to, areas such as 
normalization, functional and team approaches, advocacy, 
unified services planning, reporting requirements, etc. 

(b) Agencies shall participate in these sessions as request-
ed, and shall also reinforce the Division's sessions at the 
local level. Each agency shall develop a written plan or 
orientation for each new staff person which will include, but 
not be limited to, the following topics: 

1. Division principles; 

2. Agency goals and objectives; 

3. Table of organization of agency; 

4. Job description; 

5. Fire evacuation procedure; 

6. Emergency procedures ( e.g., unusual incidence pro-
cedures). 

(c) The Division shall also facilitate and provide training 
opportunities related to additional needs identified by local 
agencies and County Mental Health Boards. 

10:37-6.100 through 10:37--6.102 (Reserved) 

10:37-6.103 Scope and purpose 

10:37-6.104 

To implement a Unified Service System, there must be 
clear guidelines for continuity of care and for the interaction 
between the public psychiatric inpatient facilities and the 
community-based Program Elements responsible for resi-
dents of a given Service Area. The following regulations 
include requirements for each stage of hospitalization in 
which community and hospital interaction is essential. 

10:37--6.104 Designation of responsibility 
(a) County and State psychiatric hospitals shall have a 

recently negotiated affiliation agreement detailing communi-
ty/hospital interaction procedures for every county that it 
serves. Each Chief Executive Officer shall designate one 
hospital staff person to coordinate all hospitaVcommunity 
interfacing and to be responsible for monitoring the imple-
mentation of Unified Services efforts with community agen-
cies. 

(b) The Affiliation Agreements shall minimally include 
the procedures cited below. 

1. Admissions: Criteria for hospital admissions: 

i. Hospital admission staff shall be made aware of 
the Division's State Hospital Admission Policy and 
criteria. Staff should be trained to implement the 
appropriate screening and referral processes. If the 
county hospital does not choose to adopt that policy, it 
should formalize· and implement its own criteria. 

ii. Hospital admission staff shall gather and analyze 
Inappropriate Admissions Information on an ongoing 
basis. Minimally, information shall include ( categories 
may be further delineated by Division): 

(1) Number and percentage of appropriate and 
inappropriate referrals to hospital; 

(2) Number and percentage of inappropriate re-
ferrals not admitted; 

(3) Key referral sources to hospital of inappropri-
ate admissions. 

iii. If an inappropriate admission is made, efforts to 
exhaust less restrictive community-based alternatives 
shall be outlined. Discharge shall then be expedited. 
The hospital, working with BTS, DYFS, and/or the 
local mental health OPD agency, shall locate a more 
appropriate community-based living arrangement as 
quickly as feasible. 

2. Community-based screening prior to hospital ad-
mission (see N.J.A.C. 10:37-5, Article III): 

i. The hospital shall analyze the information cited in 
N.J.A.C. 10:37-6.104blii above, and determine the ex-
tent to which gatekeepers/referral agencies are screen-
ing referrals in the community prior to referral to the 
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County or State psychiatric hospital. The hospital shall 
determine what percentage of admissions are by-pass-
ing mental health centers in each Service Area. 

ii. Hospital admission staff shall provide feedback 
to gatekeeper agencies that refer inappropriately. Hos-
pitals and community mental health centers shall coor-
dinate their community' C & E efforts to impact on 
appropriate agencies and to lower the number of inap-
propriate referrals to the State and county psychiatric 
hospital(s). 

iii. If deficiencies in the community screening pro-
cess persist, the hospital, Regional Staff of the Division, 
and the County Mental Health Board shall formally 
identify the deficiencies and shall work with the, com-
munity mental health center/clinic in that Service Area 
to improve community-based screening efforts, gatek-
eeper response, and Inpatient service utilization pat-
terns. 

iv. Referrals of voluntary clients should not be 
made to a State or County psychiatric hospital if there 
are vacant beds in a local general hospital Inpatient 
Program Element. (See N.J.A.C. 10:37-5.8 on "Inpa-
tient Care".) 

3. Post admission and pre-discharge: 

i. Admission notification procedure: 

(1) The hospital shall send an Admission Notifica-
tion Form to the designated Outpatient agency in 
each Service Area for every client who voluntarily 
signs an information release form. Hospital records 
shall record the numbers and percentage of forms 
sent, not sent, clients signing information release 
forms, and clients not signing. 

(2) The hospital staff shall encourage clients to 
sign an information release form and explain possible 
benefits of the client's involvement in unified services 
and joint hospital-community discharge planning. 

(3) Designated OPD agency records shall minimal-
ly include the number received, date client contacted 
in hospital, level of functioning assessment, and Indi-
vidual Service Plan (ISP) with specific objectives and 
time-frames. 

ii. Level of Functioning (LOF) Assessment: 

(1) The hospital shall complete a Level of Func-
tioning Assessment for every client admitted to the 
hospital, after crisis stabilization has occurred. The 
LOF assessments should be utilized as one of the 
bases for in-hospital program planning and predisc-
harge service procurement. 

iii. Individual Service Plan (ISP) (see N.J.A.C. 
10:37-6, Article VIII): 
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(1) An Individual Service Plan (ISP) shall be com-
pleted for all clients no later than seven days after 
the date of admission, in cooperation with the desig- \_____/ 
nated OPD agency. 

(2) The ISP should be directly related to the LOF 
assessment. 

(3) The ISP shall identify in-hospital as well as 
post-discharge service needs. 

(4) A qualified mental health professional shall be 
assigned primary service procurement and case man-
agement responsibility, during each client's hospital-
ization, insuring that the ISP is developed, imple-
mented, and modified as client needs change. 

(5) The community mental health center liaison, . 
or DYFS when appropriate, shall assume key service 
procurement responsibility at the point of discharge. 

(6) To the maximum extent feasible, the ISP pro-
cess shall: 

(A} Involve an inter-disciplinary team effort; 

(B) Be inter-agency, minimally including hospi-
tal staff, Bureau of Transitional Services staff, 
Community Mental Health Center liaison and 
DYFS staff when appropriate; 

(C) Directly involve the client, if possible, in 
identifying needs, interests, objectives, and time 
frames; 

(D) Produce a comprehensive needs assessment 
including clinical needs, social, financial, vocation-
al, housing, and educational (for children) needs, 
as well as identification of natural support re-
sources. 

4. Transitional units/residence on hospital grounds: 

i. The hospital shall formalize eligibility and referral 
procedures for identified hospital living units/residences 
which are transitional in nature, and prepare clients for 
placement in the community. 

ii. Programs shall be tailored to meet the clients' 
levels of functioning; service plans should reflect this. 

iii. The hospital shall regularly reassess the partici-
pating clients' Level of Functioning, in order to,mini-
mize length of stay. 

iv. The hospital shall clearly delineate the differ-
ences between transitional units if more than one exist. 
The relationship between these units/residences and 
Residential Care (RES) Program Elements in the com-
munity should be delineated in County affiliation agree-
ments. 

v. The hospital shall insure that program planning 
involves off-ground community orientation activities. 

\_j 
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vi. Programs shall include "Daily Living Education" 
(See Division Service Dictionary.) 

vii. Both the hospital and the designated Service 
Area community mental health center shall insure a 
logical continuum from hospital transitional unit(s) to 
available community-based resources by jointly coordi-
nating program and discharge planning. 

5. Discharge: 

i. The hospital shall send Discharge Notification 
Forms for all discharged clients, signing release of 
information forms, to the Service Area's designated 
OPD agency. 

ii. The hospital discharge summary shall minimally 
indicate the LOF of the client at the time of discharge, 
the clinical and other follow-up services needed, the 
Level of Care required and that of actual placement, 
and the agency(ies)/individual(s) responsible for place-
ment and service procurement-as stated on the Indi-
vidual Service Plan. (See N.J.A.C. 10:37-6, Article 
VIII.) 

(1) See Division's Service Dictionary for detailed 
definition of "Service Procurement". 

iii. Every effort shall be made to place clients in 
their home county. If this is not possible, reasons shall 
be documented, and the client may be placed in an 
adjacent county. 

(1) If out-of-Service Area placement is necessary, 
the community agency OPD liaison staff from that 
receiving Service Area should be involved in the 
development of the ISP, within three to ten days of a 
new admission and one month before discharge for a 
long-term client. Out-of-county and region place-
ments shall not be made unless due to client prefer-
ence or level of care required. (See N.J.A.C. 
10:37-5.29(b )2.) 

(2) All alternatives within the client's own Service 
Area must be exhausted before placement elsewhere, 
unless the client does not want to return to his/her 
Service Area. Out-of-Region placements shall not 
be made. 

6. Readmission: 

i. The hospital and Service Area community mental 
health center designated as being responsible for in-
hospital liaison and post-discharge service procurement 
shall, upon readmission, attempt to ascertain why the 
client's coping mechanisms and/or community support 
system did not succeed and what should be done during 
this hospitalization to improve chances for successful 
community living. 

10:37-6.105 through 10:37-6.107 (Reserved) 

10:37-6.108 Unusual incident reporting system 

10:37-7.6 

(a) Every Agency funded to provide services in a Mental 
Health Program Element shall submit reports, as required 
by the Division regarding incidents that may, or already 
have, adversely affect(ed) the health or safety of client(s). 
An explicit description of the types of incidents that must be 
reported and an appropriate reporting format shall be de-
veloped by the Division and disseminated to all participating 
agencies. 

(b) Any incident that includes an allegation of child 
abuse and/or neglect must be immediately reported to the 
Division of Youth and Family Services (DYFS), in compli-
ance with N.J.S.A. 9:6-8.10. Abuse or exploitation in room-
ing/boarding/nursing homes shall be reported to the County 
Welfare Agency. 

(c) This section does not, however, negate the necessity 
of making entries into a client's clinical record concerning 
accidents and injuries. (See N.J.A.C. 10:37-6.74(a)ll.) 

SUBCHAPTER 7. FISCAL ADMINISTRATION, 
AUDIT REQUIREMENTS AND ALLOW ABLE 
COSTS 

10:37-7.1 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Introduction". 

10:37-7.2 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Budget preparation". 

10:37-7.3 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Financial statements/reports". 

10:37-7.4 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). , 

Section was "Agency records". 

10:37-7.5 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Condition of payments". 

10:37-7.6 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Allowable costs". 
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10:37-7.7 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Maintenance of Effort". 

10:37-7.8 (Reserved) 
Amended by R.1990 d.431, effective September 4, 1990. 
See: 21 N.J.R. 3221(a), 22 N.J.R. 2712(a). 

In (e): added language regarding authority of the Department of 
Health. 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Grant/contract-related income". 

10:37-7.9 (Reserved) 
Repealed by R.1994 d.464, effective September 6, 1994. 
See: 26 N.J.R. 1277(a), 26 N.J.R. 3726(a). 

Section was "Audit". 

SUBCHAPTER 8. CONDITIONS GOVERNING 
STATE GRANTS FOR CONSTRUCTION 
ASSISTANCE FOR COMMUNITY MENTAL 
HEAL TH FACILITIES 

10:37-8.1 Scope and purpose 
This subchapter applies to State grants for construction 

assistance for community mental health facilities. The pro-
gram for disbursement of these funds shall designated as the 
"Community Service Capital Improvement Program." 

10:37-8.2 Definitions 
The following words and terms, when used in this sub-

chapter, shall have the following meanings. 

"Community-based" refers to those programs and/or facil-
ities which are not located on the grounds of, or operated 
by, a State or county psychiatric institution, unless approved 
through a written waiver by the Division. 

"Community psychiatric inpatient service" means commu-
nity-based psychiatric inpatient services whether free stand-
ing or hospital based, satisfying the requirements of 
N.J.A.C. 10:37-5, Article VII. 

"Construction of facilities" means the planning, erection, 
acquisition, improvement, rehabilitation, reconstruction, de-
velopment and extension of facilities, including the acquisi-
tion of real property necessary for said purposes. 

"Outpatient and other services" means those community-
based services described in N.J.A.C. 10:37-5.1 and 10:37-5, 
Article II through Article IX. 

10:37-8.3 Program priorities 
(a) Priority will be given to facilities which provide the 

following services: 
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1. Screening/crisis intervention; 

2. Residential care; 

3. Community psychiatric inpatient; and 

4. Outpatient and other services that meet critical 
needs identified in State, regional and county plans. 

10:37-8.4 Capital construction priorities and local 
matching requirements 

Preference will be given to grant requests which propose 
acquisition and minor rehabilitation of residential structures 
for use in providing screening/crisis intervention and resi-
dential care facilities. In the case of community psychiatric 
inpatient, outpatient and other service facilities, preference 
will be given to grant requests which propose reconstruction 
and/or extension of existing facilities. The matching re-
quirements for screening and residential services will be 
determined by the Division of Mental Health and Hospitals. 

10:37-8.5 Eligible agencies 
Any community-based public or private non-profit New 

Jersey agency is eligible to receive construction assistance. 

10:37-8.6 Allowable costs 
(a) Construction assistance for acquisition will be avail-

able only in those cases in which the acquired facility 
expands the current service capability of the sponsoring 
agency. 

(b) Construction assistance may include project develop-
ment expenditures for certain non-construction items such 
as architectural, engineering, legal and other fees. Equip-
ment, with the exception of fixed equipment or fixtures 
considered necessary for facility operation, is not an allow-
able cost. The determination of allowable non-construction 
costs will be made by the Division and Department repre-
sentatives on a case basis. 

10:37-8.7 Applicable procedure 
(a) Applications for Community Service Capital Improve-

ment Program must be filed on the official forms provided. 

(b) Sponsoring agencies shall submit applications for 
these grants to the Division and the appropriate county 
mental health board. 

(c) The county mental health boards shall review and 
comment on all grant applications. 

10:37-8.8 Condition 
(a) Compliance with all applicable Federal, State, and 

local provisions for permits, certificates, approvals and as-
surances. 

(b) A formal commitment of local match resources, if 
required by the Division. 
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(c) A formal commitment to provide services for a mini-
mum time period agreed upon by the Division and the 
sponsoring agency. This time period will be determined 
through the use of a formula based on the amount of the 
State capital funds grant from the project. 

(d) Consistency with the New Jersey Comprehensive 
Mental Health Services Plan and Divisional philosophy per-
taining to normalization, unified services, level of function-
ing and client advocacy. 

( e) Submission of fiscal assurances as requested by the 
Division. 

10:37-8.9 State approval 

(a) After review by the Division and the Department's 
Capital Facilities planning staff, the Commissioner shall 
approve State financial participation in the development of 
those capital improvement proposals which comply with the 
regulations of the Department. 

(b) The Commissioner shall grant final approval of all 
capital improvement program contracts executed with agen-
cy sponsors. 

10:37-8.10 Interim inspections 

The Department shall have the right to conduct inspec-
tions at various stages of construction for purposes of 
reviewing construction progress, work quality and project 
expenditures. 

10:37-8.11 Payment schedules 

The Division and the sponsoring agency shall negotiate a 
reasonable payment schedule. 

10:37-8.12 Records and reports 

Each project shall establish and maintain appropriate 
methods for conducting fiscal affairs. Adequate records 
shall be accessible, and reports shall be submitted to the 
Division as requested. 

10:37-8.13 Contract property 

The Department shall maintain an equitable interest in all 
property erected, acquired, improved, rehabilitated, recon-
structed, developed or extended as specified in the construc-
tion contract. 

SUBCHAPTER 9. QUALITY ASSURANCE 

Source and Effective Date 

R.1993 d.412, effective August 16, 1993. 
See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

10:37-9.2 

10:37-9.1 Introduction 
(a) The rules within this subchapter are designed and 

intended to provide a framework for provider agencies 
(PAs) to use when developing a quality assurance (QA) 
program. The standards set forth in this subchapter require 
P As to implement a process of ongoing monitoring and 
evaluation, through the following activities: 

1. Development of a written QA plan; 

2. Description of how the plan is to be implemented; 

3. Identification of important components of all QA 
programs; 

4. Follow-up on problems or opportunities to improve 
care identified through QA activities; and 

5. Evaluation of the impact of the QA program. 

(b) The rules do not delineate specific aspects of care to 
be monitored. These shall be established by each PA, 
based on the individual PA's mission, goals and objectives. 

(c) Additional QA standards specific to particular pro-
gram elements may also be included in program element 
rules throughout this chapter. 

10:37-9.2 Scope and purpose 
(a) This subchapter applies to PAs as defined in N.J.A.C. 

10:37-9.3. 

(b) PAs shall implement a QA program which provides 
an ongoing loop of information about important aspects of 
care. 

(c) The standards set forth in this subchapter, when 
implemented, shall provide PAs with information about 
their ability to provide responsive, outcome oriented treat-
ment to clients by generating data about the following: 

1. Whether clients receive services appropriate to 
their needs; 

2. Whether clients are attaining individual program 
goals; 

3. Whether programming is flexible enough to meet 
the changing needs of clients; 

4. Whether clients are receiving the services that are 
documented on their treatment plans; 

5. Whether clients are receiving services they do not 
need; 

6. Whether clients are receiving services they want; 

7. Whether clients are staying in service for an appro-
priate period of time, commensurate with their needs; 

8. Whether there is client participation in treatment 
and in evaluating the quality of service; and 
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9. Whether staff are qualified to provide particular 
services to clients and whether their skills are enhanced 
through continuing education. 

10:37-9.3 Definitions 

The words and terms in this subchapter shall have the 
following meanings, unless the context clearly indicates oth-
erwise: 

"Adverse medication reactions" means any response to a 
drug that is unintended, occurring at doses used for prophy-
laxis, diagnosis or therapy, which demonstrates a deviation 
from the expected pharmaceutical, therapeutic or chemical 
action of the drug. Minor adverse medication reactions 
result in a need for an antidote or therapy. Moderate 
adverse medication reactions require a change in drug ther-
apy and/or specific treatment. Severe adverse medication 
reactions are potentially life threatening, cause permanent 
damage or require intensive medical care. 

"Appropriate(ness)" means the right treatment in the 
right amount/frequency, to the right patient at the right time 
by the right staff performed the right way. 

"Division" means the Division of Mental Health and 
Hospitals .. 

"Drug usage evaluation" means a criteria-based, ongoing, 
planned and systematic process for monitoring and evaluat-
ing the prophylactic, therapeutic, and empiric use of drugs 
to assure that they are provided appropriately, safely and 
effectively. 

"Follow-up" means reassessment of a problem at an 
appropriate interval to determine whether proposed solu-
tions have been implemented and have remained effective. 

"High risk" means any activity or intervention that could 
result in serious consequences or could deprive clients of 
substantial benefit, including providing care that is not 
indicated, or failing to provide care that is indicated. 

"High volume" means an aspect of care which occurs 
frequently or affects large numbers of clients. 

"Incident" means an unexpected event that places a 
client(s) or staff member(s) at risk. 

"Indicator" means a defined, measurable, objective di-
mension of the quality and appropriateness of care which is 
based on current knowledge and clinical experience. Indi-
cators are structures of care (for example, resources), pro-
cesses of care (for example, procedures, techniques), or 
outcomes of care (for example, failure to improve). 

"Infection control" means a program that includes the 
surveillance, prevention and control of infections. 
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"Justification for continued service(s)" means a determi-
nation, based on objective clinical criteria, that a client 
continues to require a specific service(s) or level of care. 

"Length of stay review" means the point in treatment, on 
a timeline, at which a case should be reviewed to determine 
that the clinical needs of the client are being met ·and that 
proper utilization of resources is occurring. 

"Life safety" means structures and activities related to 
provision of a safe, secure physical environment. 

"Problem prone" means an aspect of care that has tend-
ed, in the past, to produce problems for clients and/or staff. 

"Provider agency (PA)" means an agency contracted with, 
or funded by, the Division to provide specific, direct mental 
health services to clients. 

"Quality assurance (QA)" means a program or set of 
activities designed to monitor, evaluate and improve care or 
services provided in order to enhance the health of clients 
and the effective use of resources. 

"Quantitative review" means a review of a clinical record 
for timely completion of required documentation. 

"QA oversight" means the function of ensuring imple-
mentation of the QA program and resolution of identified 
issues, but not necessarily carrying out monitoring and 
evaluation activities or corrective actions. This can be done 
by an existing committee or a separate committee estab-
lished specifically for this purpose. 

"Representative sample" means a selected subset of a 
larger group which exemplifies the characteristics of that 
group (that is, a cross-section). 

"Risk management" means clinical and administrative 
activities designed to detect, prevent or reduce risks that 
could impair client care or client, staff or visitor comfort or 
safety. 

"Routine/ongoing monitoring" means collecting and orga-
nizing data continuously according to a predetermined fre-
quency; to check or observe. 

"Sample size" means a number of cases or observations 
selected from a population for a specific sample (that is, a 
subset). 

"Special case review" means clinical evaluation of and 
recommendations about the treatment of a difficult or high 
risk case by practicing mental health professionals (peers, 
supervisors, consultants) to the treating mental health pro-
fessional( s ). 
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"Thresholds for evaluation" means a pre-established level 
(number, percentage or proportion) in cumulative data that 
will trigger more intensive evaluation to determine whether 
an actual problem or opportunity to improve care exists (for 
example, 90 percent, one half, two out of six). 

"Trend" means a recognizable pattern of occurrences; a 
straight line or other statistical curve showing the tendency 
of some function to increase or decrease over a period of 
time. 

"Utilization review (UR)" means the process of using 
predefined criteria to evaluate the necessity of admissions 
and continued stays and whether clients are receiving the 
services best suited to their needs. UR monitors services to 
determine that an agency's services are necessary and cost 
effective, and that resources are efficiently utilized. 

10:37-9.4 Quality assurance (QA) plan 

(a) The scope, organization, monitoring, evaluation and 
problem correction activities of the QA program shall be 
written and will be referred to as the QA plan. 

(b) The QA plan shall describe an ongoing, systematic 
process of monitoring and evaluation of important aspects 
of care with participation by all levels of staff. 

( c) The QA plan shall include or cross reference a de-
scription of indicators monitored in each program element. 
Indicators shall cover limited areas that are deemed to be 
high risk, high volume or problem prone. 

(d) The QA plan shall include a description of outcome 
indicators monitored in each program element. 

( e) The QA plan shall identify or cross reference thresh-
olds for evaluation for each indicator. 

(f) The QA plan shall include procedures for monitoring 
problem correction. 

(g) The QA plan shall describe monitoring activities to 
ensure client involvement in treatment. 

(h) The QA plan shall describe the scope of client partic-
ipation in the QA program. 

(i) The QA plan shall describe reviews of open and 
closed client records for timely completion of required 
documentation. 

G) The QA plan shall describe the process for reviews of 
open and closed client records to evaluate the quality and 
appropriateness of treatment. 

(k) The QA plan shall specify the required sample size 
for review of open and closed client records. The rationale 
for sample size selected shall also be described in the plan. 

10:37-9.5 

(l) The QA plan shall describe the process, frequency, 
and criteria for selection of problem, high risk, difficult 
cases for Special Case Review. Special Case Reviews in-
clude, but are not limited to, incidents and adverse medi-
cation reactions. 

(m) The QA plan shall describe the organizational struc-
ture, including lines of authority and how the QA program 
fits into this structure. 

(n) The QA plan shall describe the persons responsible 
for QA activities. 

(o) The QA plan shall describe the extent of medical staff 
participation in the QA program. ' 

(p) The QA plan shall describe the organization and 
composition of the committee responsible for QA oversight. 

( q) The QA plan shall describe the required frequency of 
committee meetings in which QA oversight occurs. 

(r) In the case of hospital-based PAs, the QA plan shall 
describe the process for integration with the hospital QA 
program. 

(s) The QA plan shall describe how QA findings are 
effectively communicated to all relevant components of the 
organization. 

(t) The QA plan shall describe how supervision is utilized 
to identify and resolve QA issues. 

(u) The QA plan shall describe how relevant findings are 
shared with clients. 

10:37-9.5 Quality assurance (QA) implementation 
(a) The QA plan shall be implemented. 

(b) Data shall be routinely collected from ongoing moni-
toring activities and periodically evaluated and analyzed, 
based on thresholds. 

(c) Documented reports of all ongoing monitoring and 
evaluation activities shall be produced. When ongoing 
monitoring reveals that more intensive evaluation is re-
quired, documentation shall include evidence of further 
assessment, conclusions drawn, and actions taken to improve 
care and to resolve identified problems. Examples of possi-
ble actions that can be taken are: implementation of inser-
vice training, personnel action, changes in policies and 
procedures, administrative actions. 

( d) Status of previously identified problems (follow-up) 
shall be documented. Problems identified and corrective 
actions taken shall be monitored for a prescribed time 
frame. 

( e) To the extent that the QA process identifies issues 
that require medical staff input, review and response to such 
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referrals shall be documented. These referrals may include 
questionable admissions and continued stays. 

(f) Documentation and evidence of QA monitoring activi-
ties to ensure client involvement in treatment shall be 
provided, and shall include, at a minimum: each client's 
active and informed participation in his or her treatment 
plan; medication education; and application of clients' 
rights and the client grievance procedure. 

(g) Documentation of monitoring of effectiveness of the 
PA's mechanisms to respond to client complaints and sug-
gestions shall be provided. 

(h) In the case of hospital b·ased PAs, documented evi-
dence of integration with the hospital QA program shall be 
available. 

(i) There shall be evidence that relevant QA findings are 
effectively communicated to all relevant components of the 
PA, including clients. 

G) When the PA has developed the QA program, the 
following additional elements should be implemented: 

1. Participation by medical staff on the QA oversight 
committee; 

2. Documentation of analysis of aggregate QA find-
ings to identify and address patterns and trends related to 
client characteristics, treatment and service utilization; 

3. Utilization of responses to client satisfaction sur-
veys and recommendations from clients and family mem-
bers; and 

4. Documentation of 'the use of applicable QA find-
ings in ongoing staff development, supervision and perfor-
mance evaluation. 

10:37-9.6 Administrative support 
(a) The PA administration shall require and support the 

QA program. 

(b) PA administration shall review and approve the QA 
plan, as part of an annual QA plan review. 

(c) QA reports shall be made available to the PA admin-
istration, as described in the QA plan. 

( d) The annual appraisal of the QA program shall be 
submitted to the PA administration. 

( e) There shall be documentation of administrative re-
view of QA findings. 

(f) When the PA has developed the QA program, the PA 
administration should also document use of QA findings for 
management decision-making and program planning (for 
example, link with goals and objectives, and long range or 
annual plans). 
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10:37-9.7 Quality assurance (QA) oversight 

. d(~).dA c1omf mitteeh coPmA~osed of a rep1 resentativhe1s1amp!e of 
m 1v1 ua s rom t e s program e ements s a per1orm 
the function of oversight of organization-wide QA activities. 

(b) Appropriate oversight functions shall include: 

1. Annual review and reappraisal of the QA plan; 

2. Review of problems which cannot be resolved at a 
program element level, recommending actions to resolve 
these problems, and following up to ensure correction 
takes place. These problems may reflect trends, patterns 
of performance, or problems that affect more than one 
program element; 

3. Review and approval of program element QA indi-
cators; and 

4. Review and approval of revisions of QA policies 
and procedures. 

( c) Minutes shall be kept of committee meetings in which 
QA oversight occurs. Client names shall not appear in 
minutes or circulated reports. 

10:37-9.8 Utilization review (UR) 
(a) Each QA program shall include a utilization review 

(UR) component which shall be described in the QA plan. 

(b) The UR component of the QA program shall include 
a system, which shall include timeframes for review and 
which shall monitor the appropriateness of: 

1. Admission, for at least 10 percent of all new clients 
each month; and 

2. Continued stay, for at least 10 percent of the clients 
served by the PA during the previous year, with a repre-
sentative sample from each program element. 

(c) Written criteria shall be developed for admission and 
continued stay in each program element. These criteria 
shall be utilized during the UR activities described in (b) 
above. 

(d) A written description for the processing of cases 
deemed inappropriate admissions and continued stays shall 
be developed. Action for inappropriate cases ( those which 
do not meet criteria or receive approval by the medical 
reviewer) shall be effected through termination, transfer to 
an appropriate program or implementation of interventions 
necessary to facilitate termination. 

( e) Criteria shall be developed for each program element 
for assessing length of stay. Level of functioning, severity of 
illness, diagnosis or other professionally accepted categories 
upon which length of stay norms are based shall reflect the 
clinical needs of the clients sen'ed by the PA and the PA's U 
treatment philosophy. 
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(f) Continued service for a client who exceeds the identi-
fied length of stay norm shall be justified in the client's 
clinical record. 

(g) Monthly UR statistical summaries shall be maintained 
and shall include the number of admission and continued 
stay reviews completed, as well as dispositions (for example, 
approvals, transfers, terminations). 

(h) There shall be a written policy describing how UR 
findings and records are maintained to assure client and 
staff confidentiality. Client numbers and clinician codes are 
one acceptable method that can be used. 

(i) There shall be a written conflict of interest policy that 
excludes a clinician who is involved in treatment of a client 
from making the determination of that client's appropriate-
ness for continued stay. 

G) When the PA has developed the QA program, the PA 
should additionally document UR activities that address 
efficient use of staff and resources. 

10:37-9.9 Risk management (RM) 

(a) Each QA program shall include a risk management 
(RM) component which shall be described in the QA plan. 

(b) The RM component of the QA program shall include 
the following activities: 

1. Monitoring of implementation of PA's policies and 
procedures regarding medication (for example: documen-
tation that staff are aware of medications prescribed for 
clients, dosage, frequency, side effects, and adverse medi-
cation reactions, frequency of laboratory tests when neces-
sary); 

2. Monitoring life safety; 

3. An incident review and reporting procedure that 
will allow for the analysis of client and staff incidents to 
identify patterns and trends or opportunities to improve 
client care and staff safety and to reduce agency liability 
risks. Incident review shall include interviews of clients 
and staff involved in each incident. The PA shall ensure 
that clients and staff who report incidents are not adverse-
ly affected; and 

4. Development of an infection control policy and 
monitoring of the implementation of the policy. 

(c) Risk management reports shall document all RM 
activities. Conclusions, recommendations, actions to reduce 
risk or resolve problems and follow up of corrective actions 
taken shall be included in these reports. 

(d) When the PA has developed the QA program, the 
following should be considered for inclusion in RM activi-
ties: 

10:37-10.2 

1. Monitoring of compliance with PA policies regard-
ing confidentiality and release of information; 

2. Identifying categories of potential risk in clinical 
aspects of care to clients; 

3. Review of case-specific instances of potential risk; 
and 

4. Documentation and implementation of a RM plan 
that fully describes the scope of the RM program and its 
integration with other QA activities. 

10:37-9.10 Annual appraisal 
(a) An annual appraisal of the QA program shall be 

conducted by the PA and documented. 

(b) The annual appraisal shall include review of adequacy 
of monitoring, evaluation and reporting mechanisms, and 
evidence of solutions to identified problems. 

( c) When the PA has developed the QA program, evi-
dence of positive impact on client care and client input 
should also be included in the appraisal process. 

SUBCHAPTER 10. SITE REVIEW AND 
CERTIFICATION 

Source and Effective Date 
R.1993 d.412, effective August 16, 1993. 

See: 25 N.J.R. 2193(a), 25 N.J.R. 3782(a). 

10:37-10.1 Scope and purpose 
(a) Site reviews shall be conducted at every provider 

agency (PA) as defined at N.J.A.C. 10:37-9.3. 

(b) The site review is designed as a collaborative process 
to promote learning, resource building and program im-
provement, high quality services and the protection of con-
sumers' rights. 

(c) Results of site reviews, including improvement plans 
and actions, shall be a key factor in contract or funding 
renewal decisions made by the Division. 

(d) Individual programs provided by the PA shall be 
certified upon completion of a site review, if the programs 
conform to applicable rules promulgated by the Division in 
accordance with the Administrative Procedure Act, N.J.S.A. 
52:14B-1 et seq. 

10:37-10.2 Team composition 
(a) Site reviews shall be conducted by a team tailored to 

the specific characteristics of the PA being surveyed. 

(b) Every team shall be coordinated and led by staff of 
the Division. 

( c) Site reviews of direct service programs shall, whenever 
possible, include representatives from consumer and family 
organizations, staff from similar agencies (peers) and county 
mental health administrators. 
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(d) Staff from the PA to be reviewed shall have the 
opportunity to provide input into planning for the site 
review and shall be an integral part of the onsite process. 

10:37-10.3 Site review activities 
(a) Team composition, the amount of time scheduled for 

each site review and the level of intensity of each site review 
may vary to reflect the characteristics of individual P As and 
the populations served. 

(b) Site reviews may include, but not be limited to, 
consumer, direct care and administrative staff interviews, 
reviews of each program element, record reviews, reviews of 
policies and procedures, program observations, onsite in-
spection of the physical plant, review of internal PA docu-
ments, including financial records, and review of the quality 
assurance program. 

(c) The review of each of these items shall be based on 
applicable State rules. 

(d) The team shall present preliminary findings the last 
day of the site review at a summation meeting at the PA. 

( e) At the conclusion of each site review, each PA shall 
be afforded the opportunity to provide feedback to the 
Division about the performance of the survey team, using a 
structured process, as determined by the Division. 

10:37-10.4 Site review report 
(a) An official report of findings and a determination 

regarding approval for certification shall be issued after 
review and approval of the Division's Assistant Director 
responsible for the contract or funding pertaining to the 
program(s) reviewed and of the Assistant Director for the 
Office of Quality Improvement and Specialty Services. 

(b) Agencies shall be required to send a written response 
to the official report, including a plan for improvement, with 
timeframes specified within the official report. 

( c) This response shall be attached to the report and 
together shall constitute a public document. 

( d) PAs shall be notified in writing whether the improve-
ment plan, or portions thereof, are approved for implemen-
tation and whether there are any areas that need to be 
addressed further. 

10:37-10.5 Initial certification for pre-existing contracted 
agencies and programs 

All PAs which have contracts with, or are funded by, the 
Division prior to August 16, 1993 shall be issued an Initial 
Certification for those programs so funded by the Division 
once it has been determined that the PA is in good standing 
with no major contract or program deficiencies. The initial 
certification so provided shall be for periods up to three 
years and shall remain in effect until the next scheduled site 
review, or the non-renewal, or termination of a contract or 
funding with the Division, whichever comes first. 
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10:37-10.6 Provisional certification for new contract 
agencies or programs 

(a) A provisional certification may be issued by the Divi-
sion to a PA which is entering a contract with, or requesting 
funding from, the Division for a new program service and 
which indicates in writing an intent to comply with all 
applicable standards. 

(b) The Division shall visit the program and assess its 
ability for compliance with applicable program standards. 
The Assistant Director responsible for a Division contract or 
funding for program services shall make the determination 
for provisional certification and shall notify the applicant of 
the determination. 

( c) The provisional certification shall be issued for a time 
period not to exceed six months. If, in the Division's 
judgment, the applicant does not fully meet applicable or 
contracted provisions at the end of six months, the provi-
sional certification may be extended for an additional six 
months. The provisional certification shall be extended 
beyond a second six month period only upon receipt by the 
Division of a written request from the applicant for such an 
extension which provides the basis for the request, and only 
after Division approval of the written request, which shall be 
based upon a determination of what is in the best interest of 
the clients. 

(d) If the new PA meets applicable standards, a certifica-
tion shall be issued by the Division. 

10:37-10.7 Certification renewal or revocation 

(a) The certification shall be for periods up to three years 
and may be renewed. 

(b) Determination of certification renewal shall be based 
on whether the program meets the rules applicable at the 
time of renewal. 

(c) The Division's Assistant Director responsible for con-
tracts or funding for programs being certified shall make the 
determination of renewal or revocation. 

( d) In the event that a certification expires prior to the 
determination of renewal, the certification shall remain in 
effect until such a determination is made. 

( e) In the event that a determination is made not to 
renew certification or to revoke certification, the applicable 
Assistant Director will notify the PA. 

(f) Revocation of certification may occur if it is deter-
mined by the Division that a PA is not in compliance with 
its contract or with applicable rules, in the event that the 
contract or funding for services is terminated or not re-
newed or if the life or safety of clients is endangered. 
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(g) If the PA does not submit the specified written 
response to a site review report by the required date or if 
violations have not been corrected within time frames speci-
fied in the approved PA response, the Division may revoke 
the current certification, not renew the certification of the 
PA or may elect other appropriate administrative actions. 

(h) In the event that the Division revokes or does not 
renew the certification, the responsible Assistant Director 
shall send written notice to the P A's executive director or 
designee and to the PA's president of the board of directors 
providing the basis for the revocation or non-renewal. 

10:37-10.8 Review of administrative determinations 

Whenever certification is denied, revoked or not renewed 
and the PA disputes the basis of the action, the PA may 
apply to the Division Director for a review. A final agency 
decision shall be rendered within 30 days of the receipt of 
the written request for a review. 

10:37-10.9 Administrative hearing of appeal 

If the PA chooses to appeal a final agency decision made 
pursuant to these rules, the PA may request an administra-
tive hearing, which shall be conducted pursuant to the 
Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq. 
and 52:14F-l, and the Uniform Administrative Procedure 
Rules, at N.J.A.C. 1:1. 

SUBCHAPTER 11. (RESERVED) 

SUBCHAPTER 12. CHILDREN'S PARTIAL CARE 
PROGRAMS 

Source and Effective Date 

R.1993 d.355, effective July 19, 1993. 
See: 25 N.J.R. 669(a), 25 N.J.R. 3209(a). 

10:37-12.1 Purpose, scope and goals 

(a) Children's partial care programs provide seriously 
emotionally disturbed youth with a highly structured inten-
sive day treatment program. Such programs are typically 
located in, but need not necessarily be limited to, a commu-
nity-based mental health setting or hospital-based setting. 

(b) Program goals include: 

1. Prevention of psychiatric hospitalization of youth at 
risk of psychiatric hospitalization; 

2. Prevention of re-hospitalization of youth who have 
been psychiatrically hospitalized; and 
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3. Provision of a transition for psychiatrically hospital-
ized youth from the hospital back into the cornmunity. 

(c) Agencies operating children's partial care programs 
shall strive to maximize each youth's potential for learning, 
growth, and emotional stability within the family or natural 
support system. Agencies operating children's partial care 
programs shall respect the rights and dignity of all youth. 
Partial care programs shall: 

1. Respect the rights and dignity of youth and family 
members and when appropriate preserve the family unit; 

2. Foster community living by teaching skills and im-
proving functioning; 

3. Help each youth to realize their own potential for 
learning; 

4. Foster healthy interdependence; 

5. Help clients develop and use social support sys-
tems; 

6. Help clients and their family members or legal 
guardians learn to manage the client's illness in order to 
prevent relapse, re-hospitalization, or placement in a re-
strictive environment; 

7. Empower clients and families to actively participate 
in treatment and programming and to determine personal 
and program goals; 

8. Affirm clients' strengths and abilities; and 

9. Encourage and support clients' and families' efforts 
to help each other. 

10:37-12.2 Definitions 
The words and terms in this subchapter shall have the 

following meanings, unless the context clearly indicates oth-
erwise. 

"Children's crisis intervention services" or "CCIS" means 
an acute care inpatient unit located in a hospital or free-
standing facility established to serve children and adoles-
cents from the ages of five through 17 who have: 

1. Received an initial screening by a designated men-
tal health emergency or screening service; 

2. A primary psychiatric diagnosis; and 

3. A level of personal and social functioning impair-
ment to the extent that inpatient psychiatric crisis inter-
vention and treatment services are necessary. 

"Children's partial care program" means a day treatment 
program offering structured activities including activities for 
daily living, recreation, and socialization activities and other 
mental health services based upon the needs of the youth. 

"Comprehensive treatment plan" means the formulation 
of service and treatment goals, objectives and interventions 
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based on an assessment which shall include psychological, 
medical, developmental, recreational and vocational compo-
nents. 

"Counseling" means the use of therapeutic methodologies 
which enable families to resolve problems or temporary 
stress of situations which they have encountered. 

"Daily living skills" means the activities which enable a 
youth to perform functions for every day living, such as basic 
housekeeping, grooming, dressing, maintaining schedules, 
social and recreational activities. 

"Department" means the New Jersey Department of 
Human Services. 

"Division" means Division of Mental Health and Hospi-
tals within the New Jersey Department of Human Services. 

"DYFS" means Division of Youth and Family Services 
within the New Jersey Department of Human Services. 

"Group counseling" means the use of group processes 
and supports to develop in individuals the capacity to over-
come specific personal problems or problem conditions. 

"Seriously emotionally disturbed" means a child or ado-
lescent exhibiting one or more of the following characteris-
tics: behavioral, emotional, or social impairment that dis-
rupts the child's or adolescent's academic or developmental 
progress and may also impact upon family or interpersonal 
relationship. This disturbance shall have also impaired 
functioning for at least one year or the youth has an 
impairment of short duration and high severity and is under 
18 years of age. 

"Youth" means children under 18 years of age. 

10:37-12.3 Population to be served 
(a) Agencies operating children's partial care programs 

shall serve youth with serious emotional disturbances. First 
priority for admission shall be youth who are diagnosed as 
seriously emotionally disturbed and meet one or both of the 
following criteria: 

1. Currently residing in or having previously resided in 
Arthur Brisbane Child Treatment Center, a Children's 
Crisis Intervention Services (CCIS) unit, a psychiatric 
community residence for children program, a private hos-
pital, or other out-of-home placement; and/or 

2. By reason of serious emotional disturbances, pres-
ently at risk of extended out-of-home placement. 

(b) Youth diagnosed as seriously emotionally disturbed 
who do not meet the criteria in (a)l or 2 above may be 
admitted provided that all youth referred who meet the 
criteria are given first priority for admission. However, the 
agency must have written procedures which prioritize admis-
sion to those youth who meet the criteria in (a)l or 2 above. 
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10:37-12.4 Program services 

(a) Agencies operating children's partial care programs 
shall provide a comprehensive range of services to address 
the individual needs of the youth. These programs shall be 
available daily five days per week, with additional planned 
activities during evenings or weekend hours or both, as 
needed. 

1. These services shall be available for all youth and 
provided to the extent required by individual service plan. 
The capacity to provide or arrange for partial care ser-
vices shall be documented, and evidence of the actual 
provision of such services shall be documented in the 
clinical record. Services shall include, but need not be 
limited to, the following: 

i. Individual and group counseling and support; 

ii. Therapeutic activities to address daily living 
(ADL) skills, recreation and socialization needs; 

iii. Medication management; 

iv. Family support services such as: family therapy, 
family psycho-education, family supportive counseling, 
or parenting skills development; 

v. Psychiatric assessment; 

vi. Case coordination; 

vii. Referral, advocacy, and service linkages; V 
viii. Liaison with the educational system; and 

ix. Therapeutic milieu activities such as community 
meetings, behavior management programs, and related 
programming. 

2. For services arranged through non-partial care pro-
viders, the partial care program shall provide referral, 
case coordination, and advocacy for all such services not 
provided. These service needs and their appropriate 
provision shall be documented in the clinical record. 

10:37-12.5 Age appropriate services 

(a) The agency shall implement written policies and pro-
cedures that address age grouping of available services for 
nursery ( ages three to five), latency ( ages five to 10), pre-
adolescent ( ages 10 to 12), adolescent ( ages 12 to 17), and 
aging-out youth (above age 17). In those cases where it is 
determined that a youth receives services not with their 
chronological age group, written documentation shall be 
maintained in their clinical record as to the justification 
therefor. 

(b) The agency shall develop and implement written poli-
cies and procedures for transitioning youth from one age 
grouping to another age grouping, as well as, transitioning 
youth to adult services. 
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( c) The agency shall be permitted to provide partial care 
services to youth who attain age 18 provided that such 
services are indicated on tpe treatment plan, and adequately 
justified as to need for continued services. 

10:37-12.6 Admission 
(a) Agencies operating children's partial care programs 

shall develop written admission procedures. Procedures 
shall include, but not be limited to, the following: 

1. Admission criteria (both inclusionary and exclusion-
ary) that reflects the characteristics of the population to 
be served; 

2. Referral procedures, which identify any service area 
or geographic restrictions, contact procedures, scheduling 
of intake interviews, and procedures for obtaining re-
quired information; 

3. Procedures for obtaining an authorized consent for 
treatment; and 

4. Procedures for notifying applicants, families and 
referral sources of admissions decisions, rationale for such 
decision, and any information related to service initiation. 
Such notification shall be made within five days of the 
intake interview. 

(b) The agency shall develop procedures for youth who 
are appropriate for the program but cannot be served 
immediately, including provisions for referral to interim 
services as needed. 

10:37-12.7 Intake 
(a) Agencies operating children's partial care programs 

shall develop policies and procedures governing the record-
ing of intake information. Intake information shall include, 
but not be limited to, the following: 

1. Client's identifying information (for example, ad-
dress, telephone number, emergency contact); 

2. Presenting problem, reason for referral as per-
ceived by client, parents, guardian and significant others; 

3. A brief case history of illness including services 
received at the agency and elsewhere; 

4. A psychiatric diagnosis (if applicable); 

5. Indicators of characteristics that need to be of 
concern to service providers in the provision of treatment 
to the youth; 

6. Medication information; 

7. History of drug or alcohol abuse; 

8. Current mental health service providers; 

9. Other service providers; 

10. Family information; 

11. Social supports; 
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12. Medical history; 

13. Relevant educational information; and 

14. Legal information relevant to treatment. 

10:37-12.8 Service plan 
(a) Agencies operating children's partial care programs 

shall develop service plans based on the clinical needs of the 
youth. 

1. Based on the information gathered through the 
intake process, a member of the professional staff shall 
complete an assessment of the clinical needs of the child. 
This assessment shall include: treatment recommenda-
tions, immediate needs, preliminary goals or objectives 
and initial interventions. This assessment shall serve as 
the initial service plan until the comprehensive treatment 
plan is developed. This assessment shall be entered into 
the clinical record within 10 days of the child's admission. 

2. Prior to the development of the comprehensive 
treatment plan, a full assessment shall be conducted, 
documented in the clinical record, and conclude with 
findings and recommendations. This assessment shall 
include, but not be limited to, the following factors relat-
ing to each individual youth: 

i. Motivation (for example, willingness to partici-
pate in the program); 

ii. Social and recreational (for example, ability to 
make friendships, communication skills, hobbies); 

iii. Emotional and psychological (for example, men-
tal status, history of abuse, understanding of illness, 
coping mechanism); 

iv. Medical and health (for example, allergic reac-
tions, medication information); 

v. Educational and vocational (for example, task 
concentration, motivation for learning); 

vi. Daily living activities (for example, transporta-
tion, budgeting, self care, hygiene); 

vii. Environmental supports (for example, housing, 
income); 

viii. Social supports (for example, family, friends); 

ix. Substance abuse and usage; and 

x. Strengths and special skills. 

3. A comprehensive treatment plan based on the com-
prehensive assessments shall be developed no later than 
30 days after entrance to the program. The plan shall be 
reviewed by appropriate treatment team members at sub-
sequent 90-day intervals. 

i. The plan shall address all recommendations m-
cluded in the •Comprehensive assessment. 
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ii. The plan shall contain goals and measurable 
objectives set in reasonable time frames. 

iii. The plan shall contain staff interventions and 
frequency of service activities. 

iv. The plan shall reflect client and family partic-
ipation as evidenced by signatures as appropriate. 

v. All other providers providing services to the 
youth shall be invited to provide input into the treat-
ment planning process. 

vi. All team members participating in the plan de-
velopment shall sign the plan. 

10:37-12.9 Progress notes 

(a) Progress notes shall be written in the youth's record 
at least weekly. 

1. Each weekly progress note shall include: 

i. A summary of services provided; 

ii. The youth's general level of participation in the 
program for the week; 

iii. The response to and outcome of service plan 
interventions; and 

iv. Critical or significant events that have occurred 
during the week (for example, service coordination, 
crisis event). 

2. During the course of treatment, the progress notes 
shall address all elements of the service plan and reflect 
the child's overall progress in the stated goals. 

10:37-12.10 Termination, discharge, and referral 

(a) Agencies operating children's partial care programs 
shall have procedures for termination, discharge, and refer-
ral which ensure that the youth's continuing service needs 
are met. 

1. Discharge criteria shall be documented in the clini-
cal record. These criteria shall specify functional levels to 
be achieved for successful discharge. 

2. Discharge criteria shall be incorporated into the 
treatment planning process. 

3. Prior to discharge, a discharge plan shall be com-
pleted that shall address the youth's continuing needs. It 
shall minimally include an assessment of further need and 
available resources to meet such needs, referrals and 
linkages being made where appropriate to meet identified 
need and any follow-up activities and intervention 
planned. 

4. The youth and family shall participate in the devel-
opment of the discharge plan. 
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5. Agencies operating children's partial care programs 
shall have written policies and procedures that address 
termination. Such procedures shall assure that all termi-
nation decisions are reviewed for appropriateness. Such V 
policies shall include, but not be limited to, possible 
reasons for termination, actions to be undertaken prior to 
a termination decisions and provisions for documentation 
of information relative to the termination decision. 

6. The discharge summary shall include: 

i. The presenting problem; 

ii. The start date for services and termination date 
of services; 

iii. The course of treatment; 

iv. The reason for termination; 

v. Discharge medication; and 

vi. The discharge plan. 

10:37-12.11 Staffing requirements 
(a) Agencies operating children's partial care programs 

shall employ sufficient numbers of qualified staff to provide 
the required services. 

1. Program staffing shall be based on the clinical 
needs of the population served. There shall be a written 
description of the staffing pattern and the roles and 
responsibilities of staff. \_._) 

2. For 10 or less youth, at least two direct care staff 
must be present, except in those cases where there are 
five or less youth, one staff member may be a volunteer, 
student intern or non-direct care staff. For more than 10 
youths, an additional direct care staff member must be 
present for each additional group of five youth. 

3. There shall be a written schedule for all staff and 
volunteers providing direct services to youth. This sched-
ule shall be posted and revised weekly or as needed. 

4. Each program shall have an individual who meets 
the qualifications of a program director (see N.J.A.C. 
10:37-12.12(b)). 

5. The partial care program shall have sufficient avail-
ability of psychiatric services so that required psychiatric 
services are available for each youth. Each youth's treat-
ment shall be under the direction of a psychiatrist as 
reflected by psychiatrist participation in the service plan. 

6. The agency may utilize student interns, non-direct 
care staff and volunteers. Such individuals shall not 
substitute for direct care staff or supervisors. 

10:37-12.12 Staffing responsibilities 
(a) The responsibilities of the program director shall , 

include, but are not limited to, the following: U 
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1. Planning, identifying and developing children's par-
tial care programs and goals; 

2. Providing overall daily management of the chil-
dren's partial care program; 

3. Participating in all relevant county youth's services 
planning activities (for example, Child Assessment Re-
source Teams (CARTS) and the Children's Interagency 
Coordinating Council (CIACCS); 

4. Participating in case conferences; 

5. Ensuring that the children's partial care program is 
serving the target population; 

6. Ensuring that appropriate treatment and discharge 
plans are developed; 

7. Ensuring that client records are maintained; 

8. Providing and ensuring adequate supervision of all 
staff employed by the children's partial care program; 

9. Assuring adequate staffing levels are maintained; 

10. Developing and implementing orientation and in-
service training programs; 

11. Preparing service and budgetary records and sub-
mit records to appropriate parties; 

12. Establishing internal and external communication 
systems so that all staff are apprised of pertinent informa-
tion; 

13. Developing and implementing staff orientation, 
staff development and in-service programs; 

14. Ensuring emergency and crisis capability; 

15. Ensuring compliance with accepted standards of 
care; 

16. Establishing and maintaining formal and informal 
affiliation with other needed service providers; 

17. Performing related duties as needed and appropri-
ate to the provision of partial care services; and 

18. Ensuring that intake assessments are completed. 

(b) The program director minimally shall have: 

1. An earned master's degree in family therapy, psy-
chology, counseling, social work or other related field 
from an accredited university; and 

2. Three years' experience in the provision of youth's 
mental health services, at least one of which shall have 
been in a supervisory capacity. 

( c) Agencies operating children's partial care programs 
shall have access to a psychiatrist whose duties include, but 
are not limited to, the following: 

1. Evaluating, diagnosing, prescribing and, if neces-
sary, dispensing medication to program clients; 
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2. Providing information and education on medication 
needs, usage, and side effects to clients and family; 

3. Monitoring client's response to prescribed medi-
cation; 

4. Providing consultation to program staff as appropri-
ate; 

5. Providing medical direction to case assessment, 
treatment plans and service provision; 

6. Conducting psychiatric assessments and evaluations 
as needed; 

7. Providing recordkeeping in an accurate and timely 
manner as required; 

8. Maintaining a valid Medicare and Medicaid provid-
er number; and 

9. Performing related duties as needed and appropri-
ate to the provision of partial care services. 

( d) The psychiatrist minimally shall have: 

1. A license to practice medicine in New Jersey; 

2. Board eligibility in psychiatry; and 

3. Two years' experience in working with youth. 

( e) The responsibilities of the direct care professional 
worker shall include, but are not limited to, the following: 

1. Providing the following direct care services: 

1. Individual and group counseling and support; 

ii. Activities to address daily living skills; 

iii. Recreational and socialization activities; and 

iv. Family services such as referral, advocacy and 
service linkages; 

2. Participating in the development of treatment plans 
and comprehensive assessments; 

3. Participating in the development of discharge plans 
and making needed referrals; 

4. Participating in case conferences; 

5. Assisting youth directly to address self-care needs; 

6. Providing support to auxiliary staff, student interns 
and volunteers; 

7. Assisting m the development of staff orientation 
programs; 

8. Maintaining clinical documentation; and 

9. Performing related studies as needed and appropri-
ate to the provision of partial care services. 

(f) The direct care professional worker minimally shall 
have: 
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1. An earned bachelor's degree in social work, psy-
chology or related field from an accredited institution; 
and 

2. One year's experience in the provision of children's 
mental health services. 

(g) The responsibilities of the direct care paraprofession-
al worker shall include, but are not limited to, the following: 

1. Being responsible for providing direct child care 
services; 

2. Providing case information to the professional di-
rect care worker; 

3. Providing input on cases; 

4. Recognizing client behavioral signs indicating po-
tential emergency and taking immediate action by report-
ing to appropriate staff; 

5. Assisting clients in preparing for group activities; 

6. Assisting clients in preparing for social and recre-
ational activities; 

7. Assisting clients in activities that address daily liv-
ing; 

8. Performing light household duties; 

9. Providing transportation; and 

10. Performing related duties as needed and appropri-
ate to the provision of partial care services. 
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(h) The direct care paraprofessional worker minimally 
shall have: 

1. An earned bachelor's degree from an accredited 
institution, or earned associate's degree and two years' 
experience in the provision of appropriate services to 
youth; or 

2. A high school diploma and five years' experience in 
the provision of appropriate services to youth. 

(i) Agencies operating children's partial care programs 
may use volunteers, student interns, and non-direct care 
staff to support the activities of regular paid staff members. 

1. Agencies operating children's partial care programs 
shall ensure that volunteers, student interns, and non-
direct care staff who have contact with youth and parents 
receive proper training and are supervised by paid staff 
members. Such training and supervision shall seek to 
educate and inform the volunteer, intern, non-direct care 
staff about any special needs or problems they might 
encounter while working with the youth. 

2. The agency shall have written policies and proce-
dures governing the activities of volunteers, student in-
terns and non-direct care staff. These shall clearly articu-
late roles, responsibilities, and any activity restrictions. 

3. Agencies operating children's partial care programs 
shall require; that references be submitted by prospective 
volunteer, student intern, and non-direct care staff. 
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