PROGRAM OVERVIEW-FBC Greenville

The PORT Human Services Facility-Based Crisis Center provides twenty-four hour per day mental health/substance abuse crisis services for Eastern North Carolina’s thirty three county region.   Crisis Services are provided by qualified personnel 24 hours a day, 7 days a week.  The program is funded by the Division of MH/DD/SAS as a Cross Area Service Program (CASP).  The Crisis Unit provides services for individuals withdrawing from alcohol and/or other drugs, those in need of mental health/psychiatric stability, or a combination of both.  Persons needing this service must be referred by a local mental health center/local management entity (LME) or an approved representative within the eastern region of North Carolina.  Since the LME is the manager of the CASP funds, a majority of screenings, referrals and authorizations will come from the LME care management unit. This service provides an alternative to hospitalization for adults who have a mental illness or substance abuse disorder. This is a 24-hour non-hospital medical facility that provides support and crisis services in a community setting.  Eligible persons are those who can be served in a non-hospital setting and for recipients in crisis who need short-term intensive evaluation, treatment intervention or behavioral management to stabilize acute or crisis situations.  Any need for hospitalization must be ruled out.  The person served must be ambulatory, behaviorally and medically manageable, and not in need of IV medications or fluids.  Finally, no legal restraints exist that would interfere with treatment.     


The program is licensed to serve ten adults.  Persons served receive monitoring 24 hours per day seven days per week during their stay in the program.  The length of stay is typically four-seven days.  Length of stay will depend upon the identified crisis and what is clinically indicated to assist the person served in returning to pre-crisis status.     Each person’s treatment regimen is managed by a physician and an interdisciplinary team of nurses, practitioners, and counselors.  Medical and psychiatric interventions are provided to assist persons served with the crisis.  Additionally, the program serves as an introduction to addiction education and the recovery process.   The program is designed to address the medical, psychiatric, social, psycho-social, and psychological needs of persons served during their program stay. 
While receiving treatment, persons served are provided with information designed to motivate them to continue services following discharge from the Facility Based Crisis Center.  Information provided includes medical, housing, mental health, alcohol, and other drug issues.  This education is provided through resource listings, the internet, audio, video, group education, individual and group sessions.  

A combination of treatment philosophies are utilized to address the needs of persons served, as they and their families seek treatment options,  social supports, and prepare to reintegrate into their respective communities. The persons served participate in a variety of therapeutic activities including individual counseling, group counseling, life skills, recreational therapy, 12-step facilitation, drug education, medication management, medication education, and other activities that are deemed therapeutic and appropriate for each person served. 

Mission: To provide short term crisis stabilization in a secure therapeutic environment which addresses the physical, emotional, educational, needs of persons served which will necessitate their return to pre-crisis status and to provide treatment intervention or behavioral management to stabilize acute or crisis situations.  

Philosophy: It is our philosophy that individuals who have a mental illness or substance abuse disorder are entitled to seek and receive treatment that will allow them to maintain a level of integrity and dignity.  We further believe crisis stabilization is one component of a comprehensive treatment strategy that supports a full continuum of care. For these reasons, the program will provide a stable and nurturing environment in which persons served can benefit from a period of time during which the individual can receive short term stabilization as an alternative to hospitalization.  It is also a preparatory time for physiological and psychological readjustment designed to prepare the person served to take the next step in ongoing treatment.  


Program Goals:  It is the intent of the Facility Based Crisis program to provide quality services in treating the needs of individuals with mental illness and substance abuser disorders at risk of decompensation.  An individual will be admitted to the program if he/she meets stated admission criteria and will not be discriminated against because of prior admission, age, sex, race, national origin or religious beliefs.  
It is further our intent to provide medical and psychiatric treatment that provides for a safe stabilization process and reduce symptoms of the individual’s pre-crisis status and build resilience.  
The program will provide clinical treatment that enhances the overall quality of life by introducing individuals to the fundamentals of recovery or that support continued growth in recovery.  
The treatment program will be directed towards integrating the persons served into his/her home community with heavy emphasis on continued aftercare counseling, an assessment of life domains and community based support program involvement. 

Program objectives:  

· 
To provide a safe environment, treatment interventions or behavioral management to stabilize acute or crisis situations and return the person served to pre-crisis status.    
· To provide a time limited alternative to hospitalization
· To provide treatment that is humane and protects the individual’s dignity.

· To prepare the person served for ongoing treatment. 

· To help persons served develop appropriate community and natural supports to assist them with their recovery.  

Program description: 
The PORT Human Services Facility Based Crisis Program is located at 203 Government Circle, in the Pitt County Human Services Center.   The facility is a 10-bed unit that consists of six private rooms.  The facility has adequate space for group activities and confidential interview rooms are available for face to face interviews.    


The PORT Human Services Facility-Based Crisis program provides comprehensive medical and psychiatric treatment for persons withdrawing from alcohol and /or drugs, those in need of mental health/psychiatric stability, or a combination of both.  The persons served receive 24 hour care and supervision during their stay which is usually 4-7 days; depending on the identified crisis and what is clinically indicated to assist the person in returning to pre-crisis status.  


Persons meeting special population criteria (HIV/AIDS, IV Drug Users, and pregnant women) are given priority status during admission as well as in determining aftercare plans.  
Within the first 24 hours of admission to the Facility-Based Crisis Program, each person served will receive a medical examination from a physician or physician’s assistant.  Upon admission, each person served will have his/her vital signs taken and vitals signs will be monitored every four hours during the first twenty four hours and every eight hours thereafter and throughout his/her stay.  A clinical assessment will be conducted by a qualified professional.  
Staff is available around the clock to provide face to face contact with the person served and to address their medical and emotional needs.            


The program uses field recognized and accepted practices and continuously adapts evidenced based and research supported practices. The program schedule consists of numerous activities to include, psychotherapy and psycho education groups, psychiatric evaluation as needed, individual counseling, recreational therapy, and 12-step meeting attendance.  In addition to participating in the program schedule, persons served are instructed in independent living skills, personal hygiene, nursing education, medication management, and vocational planning.  

Description of Service Modalities:
· Group/Individual Therapy-the following models:  Psychological Model, the Disease Model of Addiction, Motivational Interviewing, Motivational Enhancement Therapy, Humanistic​ Experiential Therapy, and Reality Therapy.

· 
Self Help Group-Provides transportation to 12-step meetings as well as makes provisions for in house 12-step meetings and education.   

· Nutrition-Meals are prepared by a licensed dietician, which provides a balanced nutritious meal to a population who might not otherwise receive balanced meals.  

· Social Support-New peer leader is chosen every 1-3 days and provides guidance and assists the new person served with acclimation to the program.  Family style meals are provided three times per day in which persons served are encouraged to interact with peers as well as staff.    

· Leisure Activities-When appropriate, persons served are able to participate in the following supervised activities:  viewing recovery related films, reading recovery literature, playing board games, taking nature walks, fishing, and community reintegration.

· Medication Management-Each person served is assessed by the physician or other appropriate medical personnel and are prescribed medications deemed necessary for his/her treatment.  Medications are administered on a routine basis to alleviate any discomfort and/or reduce symptoms.


It is recognized that mental illness and substance abuse problems not only affect the person served, but affects the family unit as well as the community as a whole.  Therefore, we believe getting the family involved early on is a major factor in ones successful stability and/or recovery.  A family curriculum consisting of addiction and treatment education is available to family members.  Families of person served are also encouraged to attend community based support meetings.  


The medical and psychiatric oversight for the unit is provided by the medical director, who is an M.D.  On a daily basis, a Qualified Physician’s Assistant provides medical services, such as, History and Physicals and general medical concerns.  A physician or physician’s assistant conducts rounds on a daily basis to monitor individuals’ progress during stabilization.  They also assess and document the individual’s response to medications and treatment.  A physician is on call around the clock to address psychiatric and medical needs.  Persons served are seen on an as needed basis by the psychiatrist.  
ADMISSION PROCESS


The agency Access to Services policy is located in the PORT Human Services Policy and Procedure Manual; specific access to services criteria for FBC is listed below.

Screening Criteria:  
Each prospective candidate will be interviewed by a qualified professional prior to admission.  The screening process typically occurs in a location other than the FBC unit and the information is communicated via telephone or fax, however, walk-ins are accepted and are screened on site.  The screening process includes:

· 
The completion of a standardized referral form that is uniformly administered by qualified professionals;

· 
A review of the persons eligibility for admission based on the presenting problem(s), their needs for services, and when applicable, their legal eligibility criteria;

· 
An assessment regarding the appropriateness of services;

· 
An assessment regarding the availability of funding sources;

· 
Determination of whether the program can provide the service needed;

· 
Identification and documentation of the immediate and urgent needs of the person served.

Admission criteria for Facility Based Crisis:  Upon the order of the attending physician, the Facility Based Crisis program shall accept for admission individuals in need of stabilization services as a result of a psychiatric crisis/illness, the use or abuse of alcohol or drugs, or a co-occurring illness.   
The following are general admission guidelines including eligibility and ineligibility:

1. 
Persons meeting special population criteria (HIV/AIDS, IV Drug Users, and pregnant women) are given priority status during admission as well as in determining aftercare plans.  

2. The person served must be ambulatory, if not ambulatory (example is wheelchair bound), the individual will be able to provide complete care to oneself and not be in need of assistance with activities of daily living, or in need of IV meds or fluids.

3. Person’s medical condition must be such that he/she can be reasonably treated in a medical, non-hospital setting and does not require nursing care or emergency medical care.  Certain medical conditions may require medical evaluation which may preclude or exclude certain admissions;

4. Any need for hospitalization has been ruled out and the person being referred must be able to function within a non secure facility and participate in structured program activities.

5. Persons assessed for involuntary commitment pursuant to the general statutes governing the Involuntary Commitment Law and whose behavior can be managed safely in a Facility Based Crisis Program.  Persons assessed for commitment and are not behaviorally and/or medically manageable or those who have a history of violence or destructive behavior will need to be referred to a more secure facility;

6. An appropriate referral will be neither violent nor significantly behaviorally or psychologically disturbed (requiring a more highly structured program or hospitalization);

7. No legal restraints exist that would interfere with treatment. 

8. An appropriate referral will have the cognitive ability to process program information and behavioral dynamics;

9. The person served must be compliant with medications and will not require forced medications.

The PHS Facility Based Crisis Program is designed to assist individuals who may:

1. Experience suicidal or homicidal ideations or thoughts; however individuals who are actively suicidal or homicidal or actively demonstrating suicidal or homicidal gestures are not appropriate;

2. Have depression exhibited by one of the following:

· Hallucinations

· Psychomotor agitation or retardation

3. Experience a gross dysfunction in ability to care for self due to: 

· Severe anxiety

· Panic

· Obsessive Compulsive Behavior

· Alcohol/Drug abuse or dependence

4. Experience hallucinations;

5. Exhibit bizarre or delusional behavior;

6. Experience disorientation or have memory impairment; 

7. Experience toxic effects from psychotropic drugs, alcohol, prescription, and/or illegal drugs;

8. Have a need for supervised medication management;

9. Be at imminent risk of experiencing withdrawal symptoms and have a diagnosis of Dependence per current DSM and a need, according to ASAM Placement Criteria for non-hospital medical detoxification;
10. Have a diagnosed mental illness or substance abuse disorder and in need of active professional monitoring and treatment of behavior, mood and thought disorder that may prevent decompensation  and/or hospitalization;   

11. Have had difficulty making sufficient clinical gains within a traditional outpatient setting or may be ready for discharge from an inpatient setting, but may be in need of daily monitoring and support.

Waiting List:  
Persons served have the option to be placed on a waiting list, if the program is without availability bed space.  The waiting list is utilized only when the FBC beds are full or when beds that are open are already placed on hold by another person served. If medical necessity warrants, the person served calling to request an FBC bed, may be asked to visit their local Hospital Emergency Department for a medical evaluation. The person’s needs are evaluated by the FBC staff on duty, dictating the severity of the bed placement. Their placement is based on whether the individual meets priority status (pregnant, an IV drug user, HIV positive), their biomedical conditions, frequency and duration of use, and the current withdrawal conditions. 

1. The potential person served calls to the FBC unit inquiring about bed availability. 

2. If no bed is available, the person has an option of being placed on the waiting list.

3. If applicable, FBC staff will complete a waiting list form with the referring agent or potential person served. 

4. The form will be completed in it’s entirety for accurate information and proper phone calls returned.

5. The form requests name, address, telephone numbers, substances abused, frequency, duration, as well as alternate telephone numbers.

6. At the time a bed comes available, the waiting list form will be pulled and telephone calls will be made to the potential person served and/or the referring agent. 

7. FBC staff will make at least two phone calls per phone number given on the waiting list form.

8. The phone calls made are documented as 1st and 2nd attempts with the staff initials, date, and time.   If the potential person served is not contacted within 24 hours, their name will be removed from the wait list.   

9. Wait list is reviewed during each shift meeting and the disposition of each case is documented on the assigned form.  

10. Wait lists are maintained in a three ring binder and are reviewed by program supervisor to track information such as length of time from placement on wait list until admission and the percentage of persons who were actually admitted from the wait list.   

Holding of Beds:  The referring LME will contact the Facility Based Crisis Program staff for status of bed availability.  If a bed is available, the referring LME will then inform the Facility Based Crisis Program that they have a possible admission and the Facility Based Crisis Program Staff will place the available bed on hold.  PORT Human Services Facility Based Crisis center will hold a bed for a referring agency for up to two hours, while they are processing a case.  If additional time is needed for the referring agency to complete the assessment and referring information, the referring agency will contact Facility Based Crisis Program staff and request additional time.  After the referring agency had received all pertinent information from the person served and the Facility Based Crisis Program Referring form has been completed, the referring agency will telephone Facility Based Crisis Program staff and relay the information on the Facility Based Crisis Program form.  Upon receipt of the referring information, the Facility Based Crisis Program staff will review and telephone the on call physician to relay referral information to him/her.  
Based on the information presented, the on call physician will make the decision as to accept or deny admission to the program.  The Facility Based Crisis Program staff will then telephone the referring agent and inform them of the physician’s decision.    

If accepted, the Facility Based Crisis Program staff will review admission requirements with the referring agent.  The person served and /or family members will be advised that the person served should come directly to the Facility Based Crisis Program unit and should not use any substances prior to admission.  


In the event a person is found ineligible for services:  

· The person is informed as to the reasons;

· The referring agent, with the consent of the person served, is informed of the reasons;

· Recommendations are made for alternate services or dispositions; 

· The program maintains documentation of all denials and the reasons for denial.    

Admission protocol:  Persons served should arrive to the unit within the agreed upon time frame.  Should the individual arrive one hour or more beyond the agreed upon time, the person served should be assessed, BAC should be taken and the on call P.A./Physician should be telephoned. (Make sure the person providing transportation remains on the unit until the physician is called) If the physician agrees to keep the individual, the admission process should begin.  

Upon admission, the medical staff will obtain the vital signs, weight, and BAC of the person served.  The person served will also be assessed for any signs of psychiatric distress or withdrawal symptoms and will be medicated if necessary.  The accompanying family member or loved one will be provided with the Family Information Sheet, containing visitation/telephone hours and telephone numbers.  The admitting staff will provide the person served and family member a review and explanation of the rules and regulations, projected length of stay, type of treatment, activities, and answers to any other pertinent questions the person and family may have.  The family members will be allowed a few moments to say goodbye and then the family member will be asked to leave so that the admission process can begin.

Readmission Process:  Individuals may be re-admitted regardless of the number of previous admissions provided they meet admission criteria and there is a specified need for services.  Re-admits will be subject to the same processes and procedures as first time admissions.  If a person served is re-admitted and the medical record is active, paperwork from the previous admission may not be redone, but will be verified and updated as necessary.  If the person served has been discharged thirty days or less, a history and physical not be completed not be completed person served. 

Orientation to the unit:  The person served will be oriented to the organization in a way that is understandable to the person served.  Upon admission to the program, each person served is given a Handbook outlining the rights of persons served.  
If there are communication concerns, the information is communicated in a way that is understandable to the person served.  The PHS Persons Rights Handbook includes the following information:  

· 
rights and responsibilities of the person served;

· 
grievance and appeal procedure;

· 
ways in which input from the person served is given;

· 
code of ethics;

· 
confidentiality policy;

· 
Requirements for follow up for the mandated person served, regardless of his or her discharge outcome;

· 
explanation of any and all financial obligations fees, and financial arrangements for services;

· 
identification of the purpose and process of assessment;

· 
description of how the individual plan will be developed including the persons strengths, needs, abilities, preferences, and the participation of the person served in the development of the plan;

· 
information regarding the transition criteria and referral procedures.   

The person served is provided with a program specific orientation procedure which includes:

· 
A tour the facility including emergency exits, fire suppression kits, fire evacuation procedures, location of nurses station

· 
Explanation of smoke break procedures, smoke break times, and location of designated smoking area

· 
Review of FBC program specific rules and regulations, with a copy given to the person served  

· Explanation of an restrictions that may be placed on the person served

· Explanation of events, behaviors, or attitudes that may lead to the loss of privileges

· Explanation of means by which the person served may regain rights or privileges that have been restricted

· Explanation of physician rounding procedures and medication administration procedures

· 
Identification of person responsible for service coordination

· A written activity schedule and a verbal explanation of the schedule

· Room assignment and assistance with settling into the assigned room with clean bed linens, towels, any personal hygiene items.

· 
Explanation of illicit and licit drugs brought into the program

· 
Routine search of belongings is conducted and persons served are informed of items that are not permitted in the program.  All prohibited items are seized, labeled, and put away for safe keeping until   discharge time.

NOTE:  Program orientation will be accomplished at a time that the person served is able to comprehend the information given and shall occur as soon as possible after admission and repeated as needed to assure the person ’s familiarity with his/her surroundings.  
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