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I.	PURPOSE: To establish policies and procedures to assist staff in decision-making when the severity of an individual’s mental illness may require 24-hour supervision and/or medically-supervised care.

II.	APPLICATION: All programs and departments operated by Community Mental Health for Central Michigan (CMHCM).

III.	REFERENCE:
A. Michigan Mental Health Code
B. Medicaid Provider Manual
C. Mid-State Health Network Policies and Procedures

IV.	DEFINITIONS:

	A. CO-OCCURRING DISORDER
	A serious emotional disturbance or serious mental illness in conjunction with a substance use disorder.

	
	

	B. CRISIS RESIDENTIAL UNIT
	A short term, community-based service in a home-like setting with multi-day lengths of stay, often serving as a step-down from, or an alternative to, psychiatric hospitalization.

	
	

	C. EMERGENCY SITUATION
	A situation in which an individual is experiencing a serious mental illness, co-occurring disorder, or an intellectual/developmental disability, or a child is experiencing a serious emotional disturbance, and one of the following applies: (a) the individual can reasonably be expected within the near future to physically injure themself or another individual, either intentionally or unintentionally; (b) the individual is unable to provide themself food, clothing, or shelter or to attend to basic physical activities such as eating, toileting, bathing, grooming, dressing, or ambulating, and this inability may lead to harm to the individual or to another individual; or (c) the individual’s judgment is so impaired that he or she is unable to understand the need for treatment and, in the opinion of the mental health professional, their continued behavior as a result of the mental illness, intellectual/developmental disability, or emotional disturbance can reasonably be expected in the near future to result in physical harm to the individual or to another individual. 

	
	

	D. ENVIRONMENTAL SCAN

	An evaluation process to ensure that a risk assessment is completed to identify potential environmental hazards to individuals served, identify individuals who are at high risk for suicide, and take action to safeguard these individuals from the environmental risks (i.e., continuous monitoring in a safe location while awaiting transfer to a higher level of care and removing objects from the room that can be used for self-harm).

	
	

	E. HOSPITALIZATION
	Treatment for an individual in an inpatient hospital setting for acute care.

	
	

	F. MENTAL HEALTH PROFESSIONAL
	Individual that meets the Medicaid Provider Manual qualifications as published and updated from time to time by the Michigan Department of Health and Human Services (MDHHS).

	
	

	G. PARTIAL HOSPITALIZATION
	A voluntary day-treatment program that offers intensive therapeutic care for adults with emotional or mental health concerns that have interfered with their daily functioning. Care is provided in a supportive and confidential group setting and offers patients the comfort of returning home each evening. Sessions are held Monday through Friday during the day.

	
	

	H. PERSON REQUIRING TREATMENT
	An individual who meets the criteria described in section 401 of the Michigan Mental Health Code.

	
	

	I. PSYCHIATRIC HOSPITAL
	An inpatient program licensed by MDHHS for the treatment of individuals with serious mental illness and/or a co-occurring disorder, serious emotional disturbance, or a psychiatric hospital or a psychiatric unit licensed under section 137 of the Michigan Mental Health Code.

	
	

	J. STATE FACILITY
	A hospital operated by MDHHS.

	
	

	K. SUBSTANCE USE DISORDER
	A treatable mental disorder that affects a person’s brain and behavior, leading to their inability to control their use of substances like legal or illegal drugs, alcohol, or medications. Symptoms can be moderate to severe, with addiction being the most severe form.

	
	

	L. URGENT SITUATION

	A situation in which an individual is determined to be at risk of experiencing an emergency situation in the near future if he or she does not receive care, treatment, or support services.



V.	POLICY: 
A. Services for persons with a serious mental illness, serious emotional disturbance, intellectual/developmental disability, substance use disorders, or co-occurring disorders shall embody the principles of recovery and community inclusion. 
B. Any individual presenting with an urgent or emergency situation may receive a screening at any time of day to determine the appropriate level of care to receive needed treatment and supportive services.
C. The goal is to restore maximum independent living as rapidly as possible, using the appropriate level of care for the   presenting symptoms in the least restrictive setting.
D. Placement decisions shall take into consideration factors such as severity of illness, safety, intensity of needed services, clinical judgment, and consumer input, including crisis plan or Psychiatric Advance Directive, as well as availability of natural supports. Placement options may include hospitalization, crisis residential unit, partial hospitalization, state hospital, or an alternative setting determined in conjunction with the individual, guardian, and/or natural supports based on consumer preferences.
E. When the consumer is diverted from inpatient level of care to an alternative service, a crisis/safety plan shall be established which addresses safety, risk factors, lethal means restriction, and aftercare plans for the individual. 
F. Assessment and placement recommendations shall be completed by a mental health professional. 
G. Legal intervention through commitment proceedings or assisted outpatient treatment order shall be used for individuals determined to be persons requiring treatment as defined in the Mental Health Code and agency policy and procedures.
H. Decisions regarding safe and appropriate transportation shall be made according to agency policy and procedures.
I. Coordination of care and discharge planning begins at the time of placement and continues through discharge, and may include the primary healthcare provider, receiving hospital, and/or the alternative placement setting.
J. Environmental scans are conducted routinely and each time an individual who may be at high risk of imminent self-harm or harm to others is present, until such a time the risk has been resolved.


VI.	PROCEDURE

Crisis Mobilization and Intervention Team (CMIT): Community Mental Health for Central Michigan (CMHCM) has a centralized crisis response team, CMIT, that provides pre-admission screening, crisis intervention and stabilization services 24 hours per day, seven days per week. CMHCM utilizes the following pre-admission screening units: CMHCM clinics, local emergency rooms, medical floors, primary care offices, jails, and alternative locations to include any other safe locations for staff. During working hours, it is best for a case holder to facilitate a hospitalization for a known consumer in consultation with CMIT whenever possible. 

Hospital Screening/Consultation: 
A. Mental health professionals will complete the pre-admission screening or crisis assessment: 
1. If the individual to be screened is indigent or has Medicaid,
2. If the individual is an existing CMHCM consumer (in some cases phone consultations would be permissible),
3. If the individual has a mental illness or co-occurring disorder (i.e., mental illness and/or substance use disorder),
4. If an individual is court-ordered to comply with CMHCM treatment even when not on Medicaid or indigent,
5. If the individual is being admitted to the state hospital, regardless of insurance.
B. The screenings are completed within required timeframes. Timeframes on the emergency screen form are defined as follows: 
1. Time referral received: Enter the time that the first communication regarding the emergency was received (e.g., call from Listening Ear). 
2. Time screening started: Enter the time that the face-to-face contact was initiated. 
3. Time of decision: Enter the time that the determination of disposition took place. The time lapsed from time the referral was received to the time of the decision must not be in excess of 3.0 hours per Michigan Department of Health and Human Services (MDHHS) standards. If staff are going to exceed 3.0 hours, they should reach out to other qualified clinical staff to assist in providing coverage or notify on-call supervisor to problem solve to ensure that decisions are made in a timely manner.
4. Total Time: Enter the total number of hours and minutes starting with the time screening started and including all time for collateral activity necessary to complete the episode.
C. Special considerations: 
1. In cases where the consumer is not appropriate to be screened (e.g., not medically cleared), the time of referral will be adjusted to reflect the time when the consumer is medically cleared and able to be screened. 
2. In cases where a decision to not hospitalize is made and new information changes that decision (e.g., information from a relative, a petition, etc.) another emergency screening is necessary as this warrants a new episode. 
3. In cases when a person is screened and hospitalized but they need to leave the unit to go to the medical floor or Emergency Department (ED) for medical interventions, a new prescreen may be required if the return to the mental health unit occurs after midnight. 
4. For individuals who are actively under the influence of alcohol or drugs, the emergency screening should be based on clinical judgment and factors specific to the individual which may include information from family and friends and/or prior history with the agency.
5. Screening staff must honor Psychiatric Advanced Directives when making determinations for care.
D. Admission criteria:
1. Psychiatric Hospitals:
a. Hospitalization can be considered for the following populations: Children with Serious Emotional Disturbance (SED) at least five years of age, adults with Severe and Persistent Mental Illness (SPMI), Co-Occurring Disorder (COD), and/or Intellectual/Developmental Disability (I/DD) if the presenting problem is SPMI.
b. Inpatient hospitalization should be considered when an individual is experiencing a serious mental illness, co-occurring disorder, or an intellectual/developmental disability, or a child is experiencing a serious emotional disturbance, and one of the following applies: 
1) The individual can reasonably be expected within the near future to seriously physically injure themself or another individual, either intentionally or unintentionally; 
2) The individual is unable to provide themself food, clothing, or shelter or to attend to basic physical activities such as eating, toileting, bathing, grooming, dressing, or ambulating, and this inability may lead to harm to the individual or to another individual; or 
3) The individual’s judgment is so impaired that he or she is unable to understand the need for treatment and, in the opinion of the mental health professional, their continued behavior as a result of the mental illness, intellectual/developmental disability, or emotional disturbance can reasonably be expected in the near future to result in physical harm to the individual or to another individual. 
c. Screeners use the Severity of Illness & Intensity of Service (SI/IS) criteria published by MDHHS located in the Medicaid Provider Manual to determine medical necessity for inpatient hospitalization, crisis residential, and partial hospitalization.
d. Severity of Illness: psychiatric symptoms rated as severe (a LOCUS Level IV which is a score of 24-27 allows for hospitalization/Crisis Residential/partial hospitalization.
e. Inpatient Hospitalization should be considered only when all other lesser restrictive options have been attempted including: diversion with safety plan, crisis residential unit or partial hospitalization 
f. If substance use is evident, the person may require detox prior to admission. The detox protocol should be followed in those situations.
2. Crisis Residential Unit (CRU) or Partial Hospitalization:
a. [bookmark: _Hlk154756299]CRU can be considered for the following populations: Children with Serious Emotional Disturbance (SED) at least five years of age, adults with Severe and Persistent Mental Illness (SPMI), Co-Occurring Disorder (COD), and/or Intellectual/Developmental Disability (I/DD) if the presenting problem is SPMI.
b. Crisis residential services may be provided to adults or children experiencing a psychiatric crisis who meet psychiatric inpatient admission criteria but have symptoms and risk levels that permit them to be treated in such alternative settings. 
c. Partial hospitalization services may be used to treat a person with mental illness who requires intensive, highly coordinated, multi-modal ambulatory care with active psychiatric supervision. Treatment, services, and supports are provided for six or more hours per day, five days a week.
d. Partial Hospitalization should be considered if the consumer does not need a 24-hour setting and/or additional monitoring, and the individual cannot be managed in a lesser restrictive environment such as clubhouse, or the individual is displaying signs and symptoms of a serious psychiatric disorder, significant functional impairments in self-care, daily living skills, and interpersonal interactions.
e. Crisis Residential should be considered when the following conditions are present:
1) The individual is meeting the same criteria for inpatient psychiatric hospitalization, not currently on medications or the medications have not stabilized symptoms and may require a psychiatrist to prescribe or evaluate medication efficacy.
2) The individual needs to have people around to give support, assure medications are taken, etc.
3) The individual exhibits acute moderate to severe psychiatric symptoms. Crisis residential services are intended to provide a short-term residential placement and used to divert from an inpatient admission or shorten the length of an inpatient stay.
4) The individual has a Psychiatric Advance Directive and/or crisis plan that requests a Crisis Residential Unit as an option.
5) This less restrictive environment should be utilized over hospitalization if it is a voluntary placement and the individual is willing and motivated to participate in treatment.
3. State hospitalizations:
a. All state facility admissions requests require Chief Clinical Officer or designee approval. 
b. State Hospitalization is considered only after all other lesser restrictive options have been exhausted and the individual is meeting Medicaid severity of illness and intensity of service criteria according to the Medicaid Provider Manual. State Facilities include Caro, Hawthorne, Kalamazoo, Walter Reuther, and the Center for Forensic Psychiatry. 
E. Dispositions:
1. CMHCM staff will call the Mental Health Unit and/or alternative placement options directly and complete all of the admission steps. The receiving hospital may require medical clearance from the ED prior to admission. 
2. If diversion occurs, CMIT will complete a safety plan with lethal means restriction and schedule wellness calls to provide stability until they are able to access services through Same Day Access (SDA) or have an appointment with case holder.
3. If there is an active release of information, CMIT will communicate disposition with referral source and other providers including: primary care physician, substance use disorder treatment providers, school and alternative service providers that have supported the individual.
F. Safety considerations during emergency screening and admission arrangements:
1. CMHCM staff will ensure any individual in the office will be in a safe location by completing an environmental scan and assuring supervision by family, friends, and/or CMHCM staff until such a time that the individual is transitioned to another level of care. 
2. The individual, due to their mental illness or emotional state, verbalizes the intent, and has the means, to impose serious bodily harm toward another identified person, staff should refer to the Duty to Warn Policy to review next steps in consultation with supervisor, Recipient Rights, and a Chief Clinical Officer (see Duty to Warn Policy – 2.300.024).
G. Financial considerations:
1. When conducting an emergency screen, it is necessary to determine if CMHCM will be financially responsible for the admission. 
a. If the person has the financial or insurance resources to pay for the hospitalization, this information will be required by the hospital, and no emergency screen will be required. 
b. If the person is indigent or has Medicaid, a mental health professional will complete the emergency screening process and provide the hospital a copy of the emergency screen. This is CMHCM’s authorization that it will be financially responsible for the cost of hospitalization. Authorization is given based on the premise that the consumer will complete a Medicaid application if the person is indigent and uninsured. If approved for Medicaid, Medicaid will be used to pay for the hospitalization. If not approved for Medicaid, the person is required to follow up with the local CMHCM office to complete a fee discussion to determine ability to pay for the hospitalization. CMHCM would pay for the remaining hospitalization costs.
c. If determined that another county is fiscally responsible, County of Financial Responsibility (COFR) rules will be followed. It should be noted that services shall never be delayed while awaiting a COFR determination.
d. Medicaid is always payor of last resort.

Transportation:
A.  Involuntary admission (See Appendix D):
1. Obtaining Police Assistance to Hospitalize: In some cases, a person who is being hospitalized involuntarily is already at the ED or is being transported to the ED by family or friends. In such cases, police assistance may not be required. However, in situations where there is no other way to assure that the person gets to the ED and remains there to be examined, police assistance should be sought. This is done by calling Central Dispatch (911). It is important to be prepared to provide Central Dispatch with as much information as possible about the person to be assessed or picked up. Mental health professionals should not hesitate to provide any information requested by Central Dispatch and should be prepared to assist the law enforcement officers in any way possible. 
2. Transporting an Individual to the Mental Health Unit (refer to Transporting Consumers – 2.300.020): The most appropriate means of transportation should be decided based on one of the following: 
a. Consumers that are involuntarily placed at the hospital require Ambulance or Police Transport 
b. Consumers that are a voluntary admission to hospital – the following transportation options can be used: family, friends, volunteer drivers, taxis, and medical transporters with approval from admitted mental health unit. 
c. CMHCM staff should evaluate and ensure that any voluntary transportations are transported in the safest way possible and the transporter will ensure they are escorted to the unit for check-in, 
d. CMHCM staff can transport consumers if clinically appropriate and after supervision consultation. In some instances, two CMHCM staff may be needed for this type of situation. 
e. Minor Consumers:
1) In the instance that an ambulance transport is completed, the legal guardian must follow the ambulance to the psychiatric unit to admit the child with the appropriate paperwork/signatures. In the cases of a foster child, based on guardianship either the MDHHS foster care worker or the foster care parent with appropriate court documents will have to follow the ambulance to the psychiatric unit to admit the child with the appropriate paperwork/signatures. 
2) If clinically appropriate, the guardian and/or MDHHS foster care worker can transport directly to the psychiatric unit. 
3) CMHCM staff may have to complete a minor transport order and submit to probate court for police to transport. 

Continued Stay Reviews:
A. Utilization Management (UM), Assertive Community Treatment (ACT), or Multisystemic Therapy (MST) staff will complete the Continuing Stay Review (CSR) for the individual who has Medicaid or is indigent and needs additional days.
1. Clinical information supporting the need for continued stay will be provided by hospital UM staff to CMHCM UM staff at the time of the next scheduled review. CMHCM UM staff shall use the Severity of Illness & Intensity of Service (SI/IS) Guidelines published by MDHHS located in the Medicaid Provider Manual when reviewing the level of care. CMHCM UM staff will also reference MCG clinical care guidelines. 
2. Continued stays will be authorized when signs and symptoms, behavior, impairment, risk of harm or biologic/medical conditions, similar to those which justified the consumer’s admission, remain present and continue to be of such nature and severity that inpatient level of care is still medically necessary.
3. CMHCM UM staff will authorize the days of care and project the next review date based on the clinical information being provided.
4. If the clinical information provided does not support the need for continued stay, CMHCM UM staff will notify the hospital’s UM staff that the consumer no longer meets medical necessity criteria for authorization. 
5. CMIT will complete a Retrospective Review when it is discovered after discharge that the individual may be eligible for CMHCM payment. 

Transition of Care:
A. For all individuals hospitalized for suicide attempt and/or overdose, or who have suicidal ideation, CMHCM staff should follow Clinical Care Pathways for Suicide Care for transition planning. 
B.  For open consumers: CMHCM case holders and/or treatment team will work with the inpatient unit on discharge planning starting from time of admission. Discharge planning may include transitions to a different level of care, updating team on status, arranging/providing discharge appointments with case holder and psychiatric staff, and assisting in transportation arrangements. CMHCM staff should review clinical care pathways and the transportation guideline.
C. For closed consumers: CMHCM hospital discharge planner and/or CMIT member will work with inpatient unit on discharge planning starting from the time of admission. Discharge planning may include transitions to a different level of care, coordination and connection with SDA, and assisting in transportation arrangements. CMHCM hospital discharge planner and/or CMIT staff should review clinical care pathways.
D. CMHCM hospital discharge planner can provide further stabilization at time of hospital discharge to include wellness checks and face to face appointments if clinically appropriate, or assist in accessing SDA or alternate follow up plans.


Discharge Planning:
A. Discharge Planning for Psychiatric Hospital: 
Open consumers: 
1. Primary case holder is notified of admission to mental health unit by CMIT. 
2. Treatment team is sent mental health unit contact information by UM.
3. Treatment team contacts mental health unit to provide contact information. (Records sent by primary case holder if not already sent by CMIT – psychiatric evaluation if within two years, last three medication reviews, last three case notes, medication record.)
4. Treatment team maintains contact with mental health unit for ongoing coordination and sets up aftercare appointments.
5. Treatment teams work with mental health unit to assurance discharge planning starts at the beginning of admission. 
6. UM/ACT completes End of Episode that includes discharge plan and aftercare appointments. 
 
Unopened consumers that meet criteria for CMHCM services at the time of discharge:
1. CMIT provides contact information to mental health unit for ongoing coordination and discharge planning. 
2. If former consumer, CMIT requests past medication records and psychiatric evaluation be sent. 
3. CMIT arranges for referral to be set up at time of discharge. 
4. CMIT links consumer with SDA to start services.
5. For Medicaid/ no insurance non-consumers, CMIT conducts continuing stay reviews. 
6. CMIT completes End of Episode that includes discharge plan and aftercare appointments. 
 
Unopened consumers that do not meet criteria for CMHCM services at the time of discharge: 
1. CMIT provides contact information to mental health unit for ongoing coordination and discharge planning. 
2. If former consumer, CMIT requests past medication records and psychiatric evaluation be sent. 
3. CMIT completes post discharge appointment and assists consumer with follow-up on Medicaid application process.
4. CMIT completes End of Episode that includes discharge plan and aftercare appointments with community provider. 
5. CMHCM hospital discharge planner and/or CMIT closes out BH-TEDs episode.
6. If no community provider is available, CMIT will complete CMIT well checks or schedule and/or schedule a discharge appointment with CMIT to attempt to connect consumer with community provider. 
 
Obtaining Hospital Paperwork after Admission: Midland County CMHCM office will serve as the centralized location for obtaining and scanning hospital records. See Appendix B for complete protocol for obtaining hospital and processing paperwork after hospitalization. 



APPENDIX A 
 
DETOX PROTOCOL 
 
 
Open consumer seeks residential/detox services independently: 
1. Residential/detox program will request that consumer sign release for CMHCM for coordination. 
2. If release of information is signed, residential/detox program will fax release and letter to CMHCM office.
3. Support staff will forward letter to primary case holder for follow up.
4. Primary case holder will contact detox/residential program for coordination.
5. Primary case holder will send face sheet with diagnosis, medication record, and other needed information.
6. Primary case holder will supply discharge appointments and assist program with discharge planning. 
7. Primary case holder engages consumer at discharge.

Open consumer seeks residential/detox services with help of CMHCM: 
1. CMHCM staff will request that consumer sign release of information for detox/residential program.
2. Primary case holder will coordinate with navigators or crisis stabilization specialists to complete an entry into the REMI computer system and scan a copy of the release into the system.
3. Navigators or crisis stabilization specialists will complete an admission into the REMI computer system which will include completing demographic information, screening tools and ASAM (American Society of Addiction Medicine) criteria to determine level of care appropriate for the person.
4. They will prioritize the referral process for pregnant IV drug users, pregnant substance users, individuals under supervision of Michigan Department of Corrections (MDOC), referred by MDOC or released directly from MDOC facility and parents at risk of losing their children.
5. They will complete a release of information for the provider determined based on the level of care appropriate and scan it into the REMI system.
6. They will complete a warm transfer to the substance abuse provider to get them connected to the appropriate level of care.
7. They will continue to provide coordination until the consumer has connected with a provider and has an appointment.
8. CMHCM case holder will fax a copy of the face sheet, and medication records to detox/residential program that has been identified.
9. Primary case holder will provide contact information for coordination.
10. Primary case holder will supply discharge appointments and assist program with discharge planning.
 
Non-consumer seeks residential/detox services: 
1. SDA or crisis stabilization specialists will complete an admission into the REMI computer system which will include completing demographic information, screening tools and ASAM (American Society of Addiction Medicine) criteria to determine level of care appropriate for the person.
2. They will prioritize the referral process for pregnant IV drug users, MDOC referrals, pregnant substance users, individuals under supervision of MDOC, referred by MDOC or released directly from MDOC facility and parents at risk of losing their children.
3. They will complete a release of information for the provider determined based on the level of care appropriate and scan it into the REMI system.
4. They will complete a warm transfer to the substance abuse provider to get them connected to the appropriate level of care.
5. They will provide contact within 24 hours to ensure that the individual has entered into a detox or residential setting and if not, continue to attempt assistance with admission.

APPENDIX B

COURT ORDER PROCEEDINGS


An individual must be determined to meet the Mental Health Code definition of a “person requiring treatment” before being involuntarily hospitalized or mandated to outpatient treatment. The individual must have already refused voluntary hospitalization/treatment or demonstrated a lack of insight to the need for treatment, and is consequently at risk of imminent danger or harm to self or others. Procedures for involuntary hospitalization will vary depending on the urgency of the situation, the degree that the person’s mental illness negatively impacts their insight and judgement, and involvement of others (family, friends, etc.) in the process. All such hospitalizations will require a Petition (Petition/Application for Mental Health Treatment PCM201) and a Clinical Cert (Clinical Certification PCM208)

Petition – Court Document completed by an adult (18 years or older) who has first-hand knowledge of the behaviors that suggest it is reasonable to expect the individual is a harm to themselves or others, unable to take care of basic needs, and/or lacks insight to the need for treatment.

Clinical Cert – Court Document completed by a Physician or Psychiatrist supporting an individual requires treatment.
Petitioning: During court business hours, the petition is physically taken to the court. In very urgent situations, where taking the time to carry the petition to the court might place the person or others in danger, the mental health professional shall call 9-1-1 and ask for assistance. Most often, when mental health professionals are petitioning or assisting with a petition, the court will issue the order for hospitalization based on CMHCM’s assessment and judgment. (It is important that the mental health professional make sure that the person meets the Mental Health Code requirements for involuntary hospitalization.) Outside court business hours, it is still necessary to complete a petition, but the petition will most often be completed at the Emergency Department (ED) and taken to the judge.
Admission by Petition and Clinical Cert
A. Petition
1. Petition is filed with Court or completed at the ED.
2. Must be accompanied by a certificate of physician or psychologist or affidavit as to why no examination could be secured.
3. May be accompanied by two certificates, one of which must be a psychiatrist’s certificate.
4. Any certificate must be executed within 72 hours of filing petition and after personal examination.
B. Clinical Certificate
1. If one certificate is submitted: Court will order an examination by a psychiatrist.
2. If no certificate is submitted: Court will order examination by a psychiatrist and either physician or psychologist.
3. Individual may be detained for 24 hours for such examination.
4. If physician or psychologist will not certify, the Court may dismiss or order examination by a psychiatrist if available. If a psychiatrist is not available, the Court may order examination by physician or psychologist. If third examiner will not certify, the Court shall dismiss.
5. If individual will not comply with examination, Court may order peace officer to take into protective custody and deliver for examination.
6. A hospital may hospitalize an individual presented to hospital pending certification by a psychiatrist, if an application and a physician's or a psychologist's certificate have been executed and if authorized by a preadmission screening unit unless patient is private pay and:
· Application executed not more than 10 days prior to its filing with hospital/court.
· Physician or psychologist certificate executed within 72 hours of filing after personal examination.
C. Order Examination/Transport (PCM209A)
1. Peace officer or security transport officer shall take individual into protective custody for transport to designated preadmission screening unit when presented with application and certificate.
2. Peace officer or security transport officer may transport to designated preadmission screening unit without application or certificate if he personally observes conduct which reasonably leads him to believe the individual is a person requiring treatment under Sec. 401.
3. Application may be presented to Court and Court requested to order examination and transport of patient to a preadmission screening unit if:
a. Unable to secure examination after reasonable effort.
4. Under either a peace officer's application or an Examination Order, the individual must be examined within 24 hours of being received by hospital by physician or psychologist:
a. If they do not certify--release immediately.
b. If they do certify, the individual is held at the hospital pending certification by a psychiatrist.
5. A psychiatrist must examine individual within 24 hours of either admission to hospital by application and certificate or execution of certificate at hospital upon police officer's application or examination order.
a. Excludes Sundays and holidays.
b. If does not certify--release immediately.
c. If does certify--keep until hearing.

Mental Illness Court Possible Dispositions
· Discharge and withdrawal: If the physician at the hospital or facility does not find probable cause to hold an individual at the hospital or facility, the physician will   discharge the individual. The Court is notified of the discharge and the Petition for Mental Health Treatment will be withdrawn and the hearing will be cancelled.
· Hospitalization: If the Court finds probable cause and findings at the hearing, the Court may order the individual to be hospitalized   for up to a set amount of days.
· Alternative treatment: If the Court finds probable cause and findings at the hearing, the Court may order an individual to alternative   treatment for up to a set amount of days.
· Combination hospitalization and alternative treatment: If the Court finds probable cause and findings at the hearing, the Court may order an individual to be hospitalized for up to a set amount of days AND alternative treatment.
· Denial of Petition: If the Court does not find probable cause and findings at the hearing, the Court will deny the Petition for Mental   Health Treatment and the individual will be released (if hospitalized).

Court Proceedings
A. Deferral: Individuals that prefer to participate in treatment may select a deferred hearing. CMHCM staff participation is important during this process.
1.  Individuals have a right to terminate involuntary commitment proceedings by signing formal voluntary admission. The hospital is required to offer formal voluntary admission.
2.  The court must then dismiss any pending proceeding unless it finds that dismissal would not be in the best interest of the individual or the public.
3.  Now that the individual is on a formal voluntary having deferred the hearing, steps to assist in bringing them back into the community will be taken.
B. Demand for Hearing: As soon as the court receives notice of an application for hospitalization or a petition for determination that an individual continues to be a person requiring treatment (already hospitalized), the following occurs. The hospital is responsible for informing the individual of their legal rights.
1. Hearing to be convened promptly but not more than seven days, excluding holidays and Sunday.
2. The individual must be represented by an attorney (guardian ad litem may be appointed).
3. Options exist regarding individual’s attendance at the hearing.
4. May demand a jury trial.
a. Testimony of at least one physician or psychologist who has personally examined the individual will be taken.
b. The individual has the right to demand an independent medical examination.
c. Legal standard of proof is clear and convincing evidence. For the purposes of these procedures, situations will be addressed where the admission was a result of a petition/involuntary process. A formal voluntary hospitalization gives the hospital up to three days to act in the event that the individual provides written notice of intent to terminate their stay. If the hospital believes the person remains in need of hospitalization, they will need to complete the clinical certifications. 
C. Assisted Outpatient Treatment Order (AOT): Before proceeding with this option it is the court’s duty to do the following:
1. Inquire as to the desires of the individual.
2. Review a written alternative report prepared not more than 15 days before the hearing. (This should be prepared within a collaborative effort between the hospital and the CMHCM mental health professional that know the person best).
3. Receive a written report or oral testimony from supervising agency that they are capable of such supervision.
4. Execute the order.
a. Initial AOT or Initial AOT Combined
1) Initial AOT is 180 days of Outpatient Treatment
2) Initial AOT Combined is either up to 60 days hospitalized or 180 days of Outpatient Treatment
b. Second AOT or Second AOT Combined
1) Second AOT is 90 days of Outpatient Treatment
2) Second AOT Combined is either up to 60 days hospitalized or 90 days of Outpatient Treatment
c. Continuing AOT or Continuing AOT Combined
1) Continuing AOT is 365 days of Outpatient Treatment
2) Continuing AOT Combined is either 90 days hospitalized or 365 days of Outpatient Treatment
5. Discontinuing the Order: If the case holder believes that the deferral or court order should expire, the case holder will discuss this with their treatment team, psychiatrist, and supervisor. If the team, supervisor, and psychiatrist are in agreement, then the case holder will document the consultation in a consult note with the recommendations. If the treatment team, supervisor, or psychiatrist does not agree, then the case holder and the supervisor will arrange for a follow up meeting for all parties to discuss. Reasons for continuing a court order include non-compliance with treatment that is medically necessary, poor insight about diagnosis and need for treatment, history of ending services prematurely when not on court order, history of multiple hospitalizations or incarcerations when not on a court order. Following the decision made during the meeting the case holder will proceed with the appropriate court process.
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