Extended Observation Unit Standards


Extended Observation Unit
A.
Definition

Extended observation units are designed to provide emergency stabilization to individuals in behavioral health crisis in a secure and protected, clinically staffed (including medical and nursing professionals), psychiatrically supervised environment with immediate access to urgent or emergent medical evaluation and treatment. Individuals are provided appropriate and coordinated transfer to a higher level of care when needed.

B.
Goals

· Prompt and comprehensive assessment of a behavioral health crisis

· Rapid stabilization in a secure and protected environment

· Crisis resolution

· Linkage to appropriate aftercare services

· Reduction of inpatient and law enforcement interventions

C.
Description

An extended observation unit provides access to emergency care at all times and has the ability to safely and appropriately manage individuals with the most severe psychiatric symptoms. It is designed to provide a safe and secure environment for short-term stabilization of behavioral health symptoms that may or may not require a continued stay in an acute care facility.  Extended observation and treatment can take place for up to 48 hours.  Individuals who cannot be stabilized within that timeframe would be linked to the appropriate level of care (inpatient hospital unit or CSU).  The availability of an extended observation unit is dependent on LMHA funding.

D.
Standards

1.
Availability

If provided, this service must be available 24 hours a day, seven days a week throughout the participating service areas.

2.
Physical plant

a. 
The extended observation unit must be in a secure location. 

b. 
The physical plant must be accessible and meets all ADAAG/TAS.

c. 
The physical plant must have provisions for ensuring environmental safety. 

d. 
The physical plant must have a designated area where persons in extreme crisis can be observed and safely maintained until the crisis is resolved or the individual is transported to another level of care.
e. 
The physical plant must afford privacy for protection of confidentiality. 

f. 
If services are provided for children and adolescents, the physical plant must have separate child, adolescent and adult observation areas.  

3.
Staffing

a.
A psychiatrist must serve as the medical director for all crisis services and must approve all procedures and protocols used in crisis services.  

b.
Duties and responsibilities for all staff involved in assessment or treatment must be defined in writing, appropriate to staff training and experience, and in conformance with the staff member’s scope of practice (if applicable) and state standards for privileging and credentialing. 
c.
All staff involved in assessment or treatment must  receive crisis training that includes but is not limited to:

1)  Signs, symptoms, and crisis response related to substance use and abuse;

2)  Signs, symptoms, and crisis response to trauma, abuse and neglect; and

3)  Assessment and intervention for children and adolescents.

4) The unit must have sufficient physicians (preferably psychiatrists) psychiatric APNs, PAs, RNs, LPHAs, and QMHP-CSs (and trained and competent paraprofessionals to allow for:

a) Individual reassessment at least every 15 minutes by trained and competent paraprofessionals, two hours by nursing, four hours by QMHP-CSs, and 12 hours by physician ( preferably a psychiatrist)  or a psychiatric APN or PA 

b) 
Active therapeutic intervention consistent with the individual’s clinical state; 

c)  
A QMHP-CS on each shift to be assigned to identified individuals; and

d)  
Patient and staff safety including one-to-one observation as needed.

5) 
Staffing shall include:

a) 
A physician, (preferably a psychiatrist), or a psychiatric APN or PA on call 24 hours/day to evaluate individuals face-to-face or via telemedicine as needed;

b)  
At least one LPHA on site 24 hours/day, seven days/week;

c)  
At least one RN on site 24 hours/day, seven days/week; and

d) 
Trained and competent paraprofessionals on site 24 hours/day, seven days/week.

4.
Screening and Assessment

a.
Triage:

1) 
Individuals must be triaged by a physician (preferably a psychiatrist), psychiatric APN, PA, or RN, within 15 minutes of presentation, with procedures to prioritize imminently dangerous individuals. The psychiatrist triage may be performed via telemedicine.

2) 
Until the individual receives that triage he or she shall wait in a safe and secure location with constant staff observation and monitoring. 

3) 
The triage must include an evaluation of risk of harm to self or others, presence or absence of cognitive signs suggesting delirium, need for immediate full crisis assessment, need for emergency intervention, and need for a medical screening/assessment, including vital signs and a medical history, whenever possible. 

4) 
A written description of the process for performing this triage must be followed. The description must address screening for emergency medical conditions and the process for accessing emergency medical intervention. When emergency medical services are not available on site, trained staff who are prepared to provide first-responder health care (Basic Life Support, First Aid, et cetera) must be on site at all times. 

5) 
Written criteria must be developed and implemented to determine which individuals presenting for care are referred to another health care facility or provider. These criteria ensure that those referred to a lower level of care are at low or no risk of harm to themselves or others, have no more than mild functional impairment, and do not have significant medical, psychiatric, or substance abuse comorbidity.  Referral decisions consider the individual’s ability to understand and accept the need for treatment (if such need exists) and to comply with the referral. 

b.
Assessment Process: 

1) 
Individuals who are not referred for care elsewhere after triage must receive a full crisis assessment (psychosocial, psychiatric and as ordered medical).

2) 
The assessment by an LPHA must be initiated within one hour of the individual’s presentation to the extended observation services. 

3)
All individuals who receive an assessment must see a physician (preferably a psychiatrist) within eight hours of presentation to the extended observation unit. 

4) 
A written procedure must be implemented that allows for individuals who require a psychosocial or psychiatric assessment more immediately to be seen and assessed within 15 minutes of that determination. 

c.
Psychosocial and Psychiatric Assessment:

1)  The psychosocial and psychiatric assessment must include: 

a)
Patient interview(s) by physicians (preferably psychiatrists) either in person or electronically
b)
Review of records of past treatment (when available);

c)
History gathering from collateral sources. Staff are proactive in gathering input and/or corroboration of events from family members whenever possible. Every effort should be made to engage family support while maintaining confidentiality.

d)
Contact with the current health providers whenever possible;

e)
A history of previous treatment and the response to that treatment that includes a record of past psychiatric medications, dose, response, side effects and adherence, and an up-to-date record of all medications currently prescribed, and the name of the prescribing professional;

f)
A detailed assessment of substance use and abuse, including the quantity and frequency of all substances used;

g)
Identification of social, environmental, and cultural factors that may be contributing to the emergency;

h)
An assessment of the individual’s ability and willingness to cooperate with treatment; and
i)
A general medical history that addresses conditions that may affect the individual’s current condition (including a review of symptoms focused on conditions that may present with psychiatric symptoms or that may cause cognitive impairment, e.g., a history of trauma).

2) 
Every individual must be screened for possible trauma, abuse or neglect, and identified cases of potential abuse or neglect are appropriately reported. 

3)
Every individual less than 18 years of age must be assessed (including a developmental assessment) by an LPHA with appropriate training in the assessment and treatment of children and adolescents in a crisis setting.
d.
Physical Health Assessment 

1) Individuals must receive a physical health assessment within four hours of presentation. 

2) A written process and procedure must be developed and implemented that ensures that those who require a physical health assessment more immediately can be seen and assessed within five minutes of initial presentation. 

3)
The initial evaluation for physical health must be performed as ordered by a physician (preferably a psychiatrist), or a psychiatric APN or PA and generally includes, but is not necessarily limited to: 

a) 
Vital signs; 

b)
A cognitive examination that screens for significant cognitive or neuropsychiatric          impairment; 

c) 
A screening neurological examination that is adequate to rule out significant acute pathology; 

d) 
A medical history and review of symptoms; 

e)  
A pregnancy test (for females of child bearing age); 

f)   
A toxicology evaluation; 

g) 
Blood levels of psychiatric medications that have established therapeutic or toxic ranges; and

h)  
Other tests and examinations including rapid toxicology testing as appropriate and indicated. 

e. 
Access to phlebotomy and laboratory studies must be provided.

1)
Immediate access to urgent and emergent non-psychiatric medical assessment and treatment must be provided.

2)
Screening for intoxication and, when indicated, screening for symptoms and complications of substance withdrawal must be provided.
5.
Treatment 

a. 
A written protocol must be developed and implemented that specifies the most effective and least restrictive approaches to common behavioral health emergencies in the service and is approved by the medical director. The protocol must be reviewed and updated as needed.
b. 
Immediate care to stabilize a behavioral health emergency (e.g., to prevent harm to the individual or to others) must be available at all times.

c. 
A nursing care plan must be developed for every individual. 

d. 
An individualized treatment plan must be developed for each person that provides the most effective and least restrictive treatment for the individual’s behavioral health disorder.  The plan must be based on the provisional psychiatric diagnosis and incorporates, to the maximum extent possible, individual preferences.  The crisis plan addresses intervention, outcomes, plans for follow-up and aftercare, and referrals.
e.
Treatment planning must place emphasis on crisis intervention services necessary to stabilize and restore the individual to a level of functioning that does not require hospitalization.
f.
Response to treatment must be assessed at least every two hours by RNs trained in the assessment of acute behavioral health patients or by a psychiatrist, or by a psychiatric APN or PA, g. 
Whenever necessary, the treatment plan must be adjusted to incorporate the individual’s response to previous treatment. 
h.
Individuals and families must receive appropriate educational information that is relevant to their diagnoses or situation. This includes information about the most effective treatment for the individual’s behavioral health disorder.

i.  
An LPHA must be responsible for providing the individual with active treatment including psycho-education, crisis counseling, substance abuse counseling, and developing a plan for returning to the community that addresses potential obstacles to a successful return.
6.
Coordination and Continuity of Care 

a. A discharge plan must be developed for every individual. 

b. If inpatient treatment is not indicated, the discharge plan must include appropriate education relevant to the individual’s condition, information about the most effective treatment for the individual’s behavioral health disorder, information about follow-up care, and appropriate linkages to post discharge providers.

c.
If a physical health issue requires hospitalization, the individual must be transferred to appropriate community hospital to address the physical health issue.

d.
A written procedure must be implemented for ensuring continuity of care and successful linkage with the referral provider. 

e.
Continuity of care must be provided for every individual.  Continuity of care consists of identifying and linking the individual with all available services including substance abuse services, necessary to stabilize the crisis and ensure transition to routine care, providing necessary assistance in accessing those services, and conducting follow-up to determine the individual’s status and need for further service.  This includes contacting and coordinating with the individual’s existing services providers in a timely manner and in conformance with applicable confidentiality requirements. 
