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Introduction

Child and adolescent inpaient psychiatry is asubgecialty in nursingrequiringa
definable set of skillsand abilities. In theinpaient setting, practice centers onthe
provision of asafe, structured, and suppotive environment for serioudy ill youngpeople.
Ther needsare diverse and complex. Care to thisvulnerable popuktionis provided by a
multidisciplinary team. These practice statements are meant to be broad paameters for
defining performance expectationsin variousaspects of inpaient treatment.

This doaument describes parameters on assessment, milieu management, cultural
congderations discharge planning, care of special popuktions(e.g. suicidd, aggressive,
maltreated youth) and guiddines on specific practices such as use of seclusonand
restraint. These parameters were developed from clinical expertise and areview of the
literature and are offered as a supplement to the American Nurses Assodation (ANA),
Scopeand Standards of Psychiatric-Mental Health Practice (American Nurses
Assodation, 2000) The ANA document serves as the primary guidefor clinical nursing
practice with these child and adolescent inpaient parameters offering more specific
guidance for child and adolescent subgeciaty practitiones. Thisdoawmentisonly a
sngpshot of knowledgeto date, and practitione's are urged to use thar research
interpretation skills to critiqueand incorporate new knowledgeinto thar practice
throughoutthdr professiond lives.

We appreciate thework of ACAPN membersin revising the existing practice parameters
first written in 1995 Pamela Galehous, Chris Hacker, Ellen C. Rindne, Judith Hirsh,
Lois Powdll, EdilmaY earwood. Thanksto Judith Coumuvanis, Edilma Y earwood and
Elizabeth H. Erwin who assisted in the editing of thefind produd.

Kathleen Delaney, RN, DNSc
Division Director, Assodation of Child and Adolescent Psychiatric Nurses
A divisonof ISPN

American Nurses Assodation (2007) Scope and Standards of Psychiatric- Mental
Health Nursing Practice. Washington, D. C.. Author.

These guidelines summarize data to inform nurses and mental health staff of the care of children and
adolescents during inpatient psychiatric treatment. These guidelines are not intended to serve as the
absolute standards of child/adolescent inpatient psychiatric care. Standards are subject to change as our
evidence base grows. Adherence to these guidelines should not be interpreted as including all proper
methods of care or excluding other acceptable methods.
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ASSESSMENT OF THE CHILD AND ADOLESCENT DURING BRIEF
INPATIENT PSYCHIATRIC TREATMENT

DESCRIPTION/OVERVIEW:

During inpaient hogitalization, psychiatric nurses are afforded a uniqueassessment
oppotunity by virtue of thar 24-hour presence ontheunit. They observe and interact
with paients and significant others with the purpo<e of assessing behaviors, symptoms
and respongs to interventionin the milieu. Because of their continuouspresence nurses
have the oppotunity to recognize paternsof behaviors, symptoms, deficits, thoughs and
bdiefs, and to communicate these to other members on theteam. Inpaient units typically
admit children with a variety of mood,behavioral and neurobiological disorders as well
as children with significant physca or mental co-morbidities. Thusassessment mug be
holistic, and thedata collected usng reliable and valid methods

DESIRED OUTCOME:

Assessment datawill be compiled that reflects thechild® current status, accurately
determines symptoms, and describes how the child/adolescent fundionsin activities of
daly livingandin therapeutically designed activities. These activitieswill vary in
structure and task demands Nurses will assess for any difficulties with regulation of
affect or behavior assodated with situaionssuch as trandtions activities of daly living
(e.g. concentrating on homework), visiting with family members, peer interaction, or
periodswhen the pace and noise level of the milieu increases or decreases. Respongsto
treatment are doaumented. The nurse also assesses how the child/adolescent views ther
illnesses and how effective adults are, as they interact, nurture, disciplineand suppot
them in managing ther acuteillness. Findly, assessment will indudeany potentia
bariersto dischageto aless restrictive environment and what services or referrals can
increase thelikelihoodof a successful trangtion.

A. ASSESSMENT

Principle of Care

Practice

The child/adolescent and family can
expect:

A thoroughassessment of current
behavior, centered onissues that
prompted admission.

An oppotunity to explain thar
perceptionsof the behaviors and
symptoms tha prompted admission.

A holistic assessment is conduded
induding physcal and psychiatric issues.

Any undable medical conditionsare
monitored.

Thenurse will:

Be proficient in undestanding
developmental, cultural, spiritudity and
gende differencesin the presenting
paients.

Utilize reliable and valid methodsto
collect daa; synthesize findingsand
communicate these with other members
of theteam.

Complete areview of systems as
specified onthenursing admission daa
base.




The assessment reflects not only health
behaviors or symptoms, but other factors
integral to the child@fundioning, such
as strengths, affect regulation, suppot
system, coping and stress respons,
information processing, relatedness and
control.

Assessment indudes evaludion of the
child@ fundioning within peer groups
thefamily, school, and theneghbohood
community.

There will be continuousassessment of
any behaviorgthoughs tha indicate a
dange to self or othe's. When known
risk factors are present anticipaory
planning will bedone

Theplan of caretha isdeveloped is
based on the assessment and reflects a
synthesis of al relevant daa.

Theplan of care reflects patient-centered
gods andfamily invavementin
establishing those gods.

Thepatient, family and legd guadians
will undestand the unit policies about
how assessment data is collected and will
paticipaein theprocess.

The assessment process will indudea
discussion of confidentidity, trug andthe
naure of the nurse-patient- guardian
relationship.

Assess the child/adolescent for:
-Current behavior, thoughs, moodand
affect, and how they compare with
parent/child report pre-admission
-Review of medications current, past
years, sdeadverse effects, dossge
adjugments and response

-Situdiond or relationd variables tha
arerelated to increased or diminished
intengty of problem behaviors

-Any verbd or nonverbd signsof
dange to self or others (See additiond
guiddines detailed in section on
monitoring suicidd behavior)
-Subdance use: type, amount frequency,
context. Indudelegd, illegd, over the
countr, and psychoactive subdances
-Legd involvement

-Traumatic events (recent and remote)
-Achievement of developmental
milestones

-Fundiond limitationstha may impact
discharge planning

-Any co-occurring medical conditions

Obtain history of psychiatric treatment.

Assess thefamily for ability to provide
for thepatient@ needspod discharge

Assess for any potential bariersfor
dischargeto theleast restrictive
environment.

B. DIAGNOSES

Assessment could result in any number of nursing diagnoss, induding but notlimited to:

Impared sodia interaction
Altered role peformance
Altered growth and development

Risk for injury/Risk for violence self directed or other

Self-care ddficit
Ineffective coping




C. PLANNING

Principle of Care

Practice

A complete assessment of the paient®
behavior requires planning for theon-
going assessment of milieu behavior.
This milieu assessment of behavior
demands

Observing and interacting with the
child/adolescent in avariety of milieu
settingstha indudes different level s of
stimulation and task demands

Obtaining parent/guadian perceptionsof
milieu behavior.

Scheduling times to discuss staff
observationsof milieu behaviors with the
paent/guadian.

Assuring tha sufficient numbers of
appropriately trained staff are assigned to
detect variationsin behaviors, affects,
fundioning and respons to treatment.

Providing continuity of staff to promote
trug and rappott and enable ongang
assessment.

Indudson of knowledgeddicits that will
inform bath treatment and discharge
planning.

Thenurse will:

Plan oppotunities to assess fundioning
in avariety of stuaions(e.g. with peers,
doing structured an ungructured tasks)
and determineif variation exists.

Indudea plan for systematically
engaging with primary guadians

Allow multiple staff to assess behavior in
avariety of stuaions

Plan staffing to ensure congstency with
paient assgnments, facilitate the
development of thetherapeutic
relationship and thusenable assessment
of changesin respong to treatment.

Conailt with theliterature when
necessary to ensure tha al relevant
factors are assessed.

Communicate and collaborate in
developing this plan with the
multidisciplinary team.

Integrate assessment findingsand
prioritize.

D. IMPLEMENTATION

Principle of Care

Practice

Implementing the assessment process
requires the nurse has knowedgeof all of
the psychiatric disorders, and of the
physological illnesses tha have
assodated psychiatric symptoms.

Thenurse will:

Identify paternsof behaviors ove time
and identify antecedents or consequences
of behavior.

Utilize assessment tools as appropriate to
gathe qudity daa.




In assessing youth the nurse
acknowedges:

Thenumber of stressors prior to
admissionisrelated to child®
presentationsand adjusment in the
hogital.

Assessments will beindividudized to the
needs of the child, and will be conduded
usng therapeutic tools, reliable and valid
methods

Therapeutic interactionsfor the purpose
of assessment will take into consderation
the naure of the stressors and symptoms,
aswell asgende or cultural issuestha
may impact disclosure.

Obsrve the paientin avariety of milieu
and group situaions

Discuss incidents and behaviors with
paient to ascertain ther perceptionsand
attributions

Discuss observationswith parent or
guadian to compare and contrast milieu
behaviors with home behaviors.

Provide congant supavision so tha
behaviors indicative of dange to self or
others can be oberved. ( See additiond
guiddines on suicidd patients)

Congder therelative impact of stressors
in school, peer groupand neéghbohood
on adjusgment.

E. EVALUATION

Principle of Care

Practice

Assessment of behaviorsis an ongong
process that provides information useful
to diagnoss, treatment, and discharge
planning.

Inpaient facilities tha experience
optimal outcomes use a systematic
process of risk management, indgpendent
auditing of programs and policies, and
evaluaing thar practices againg ®est
evidenceQin the literature.

Thenurse will:

Communicate staff @ assessment of
paient@ milieu behavior to thetreatment
team.

Condud and participae in discussions
amongnursing staff to reach common
undestanding of thechild or adolescent.

Refine assessment as new data emerges
and/or behaviors or symptoms change

Conailt theliterature as needed.
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PRINCIPLES Of THE THERAPEUTIC MILIEU APPIED TO PSYCHIATRIC
HOSPITALIATIZATION FOR CHILDREN AND ADOLESCENTS

DESCRIPTION/OVERVIEW:

Inpaient psychiatric nurses are the Qyatekeepers of the milieu.OThey assume
responsbility for themilieu@ tone pace and activity level. They assure tha themilieu is
safe, structured and suppottive. Further, they assure themilieu is engineered so tha the
child/add escent succeeds and beginsto build a sense of control in ther lives. A
therapeutic milieu conssts of five components. safety, structure, suppot, involvement
and validaion. Inpaient units are typically locked and the youngperson@ movements
aboutthe space are restricted (e.g. visitation between patientsin their rooms).
Containment limits a child/adolescent@® autonorry and freedomof will and separates
them from sources of suppott such as parents and peers. Also, adults possess control that
can beintimidating or anxiety provoking for many youngpaients, especially those who
have been victimized. For many youth, theissue of containment is extremely stressful
and impacts ther coping and behavior ontheunit.

Structure in the milieu comes from unit policies and procedures, the practice behavior of
the staff, and from incorporating existing knowedgeabouttherapeutic activitiesinto
nursing practice. It is based on meeting the devel opmental needs of the paients.
Increasingly structure isinformed by prindples of family-centered care. Thestructure
provides the backdrop for the nurse to assess responses to hogitalization.

Suppot, involvement and validation comes from adult staff as well as peers, other
paticipantsin unit activities (e.g. paentsin afamily group)and other visitors to the
physcal space (e.g. houskeeping staff). Children and adolescents have arightto feel
safe and respected, have persond boundaies protected, bereliably and congstently
respondel to and experience trug in themilieu staff. Staff will collabarate to providea
bdance between suppot, structure and containment.

DESIRED OUTCOME:

Each child or adolescent@ mental and physcal hedth isfogered during their inpaient
stay. Throughpaticipaingin thestructured activities of the milieu, the child or
adolescent learns coping skills and experiences baeng efficaciousat self-regulation. They
will identify unhealthy thoughs and behaviors as they occur and, with the assistance of
the nursing staff, modify these behaviors and/or replace them with effective coping skills.
Thechild or adolescent uses peer, parental and staff feedback and teaching from staff to
modify maladgptive behaviors. These activities, which often mimic typical activities of
daly living, present oppotunities for theyoungpeson to demongdrate ther progressin
areas such asimpulse control. When participating in milieu treatment, the nurse
intervenes in problem areas identified in the plan of care. Nursing staff will build a
therapeutic aliance with paients and their families; and serve as a paient advocate. Itis
important for the environment to be carefully structured to meet both the needs of the
individud and the needs of the group. Often, children who are hogitalized have been
traumatized. Ther emotion regulation and stress respongs are often impaired. A critical
outcome for these children is tha the milieu does not precipitate re-traumatization.



A. ASSESSMENT

Principle of Care

Practice

Themilieu will becondructed to meet
therequirements for safety, structure,
suppot, involvement, and validaion.

Y oungpeople who have been maltreated
or are victims of violence are at high risk
for acute stress disorder and require a

therapeutic milieu for healing and safety.

The child/adolescent and family will
experience respect and have higher needs
for safety, pesond boundaies andtrugt
assessed and met from the point of
admission throughdischarge

The child/adolescent and family can
expect the nursing staff to assess and
control the milieu® pace, toneand
activity levels fromthe point of
admission throughthe point of discharge

Thestructure of themilieu will be
targeted to thedevelopmental, physcal
and psychological needsof theyouth
who are admitted.

Individud expectationswill bekeptin
linewith thechild@ ability to reason,
perform and regulate.

Theunit lives by sengble rules tha €licit
the child@ coopeation and, in as many
ingances as possible, afford the child
choice.

Milieu guiddinesindudeindudes clear
rules and consequences for antisocdial
actions

Thenurse will: N
Continuousy assess patientsOsafety
needs

Continuousy monitor themilieu@tone
pace, activity level.

Provide a schedule and list of activities
for children and review it with them.

Seek patient inputon activities and unit
guiddines.

Assess and respondto bounday
conflicts between milieu and therapy
staff.

Collaborate with the patient and family
on paient@ neadsand how themilieu
might address them.

Condud assessments tha consder both
theneedsof theindvidud youngperson
and the needs of themilieu.

Be mindful of any child® history of
violence or victimization and its
elaborationin milieu behaviors.

Detect and prevent periodsof group
contagion and milieu escalation.

Assess the patient groupneedsand
staffing numbers to assure sufficient
staff is available to respondto and
address youth® needs

Assess the needs of theindividud youth
agang milieu expectations




B. DIAGNOSIS

1C

Assessment could result in any number of nursing diagnoss, induding but not

limited to:

Highrisk for violence, self or other-directed

Ineffective individud copingrelated to child abuse or neglect

Self-esteem disturbance related to unmet dependency needs

Impared soda interaction related to negative role modding

Defendve coping related to low self-esteem

Highlevel of anxiety related to treatment in a setting other than home or school

B. PLANNING
Principle of Care Practice
The child/adolescent and family can Thenurse will:

expect:

Members of thetreatment team will
maintain the safety of themilieu and
promote success in coping and
fundioning with milieu expectations

Planning will bedonein thefive areas of
milieu: safety, structure, suppot,
involvement and validaion.

Thenurse will assess the milieu regularly
and interveneto maintain safety and
structure, and engagein anticipaory
problem solving with other staff to avoid
crises.

Planning will assure integration of
family-centered gods.

Collaborate with the child/adolescent
family and treatment team to determine
the proposd interventiondstrategies for
treating the client@ basic identified
needs i.e., safety needsand containment
of behaviors tha are dangeousto self or
others.

Collaborate with unit management to
assess milieu acuity, determine
therapeutic activities, and adjud staff
levels to assure a safe, structured and
suppotive milieu, and onewhere
paients succeed in meeting the demands
of hogitalization.

Adjug staffing nunmbersto assure
sufficient staff is available to respondto
and address patient needs

Assure clinical structures and resources
arein place such that al milieu fundions
(safety, structure, suppot, involvement,
validaion) can be consstently enacted.




C. IMPLEMENTATION
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Principle of Care

Practice

Youngsers who are ho9italized because
they posed a seriousdange to self or
others require asafe, structured
environment which suppots ther
regulation of emotionsand behavior.

Hogpitalized youth who have experienced
trauma or maltreatment may have
additiond problems with arousal

paterns stressrespons, seep/rest
cycles, memory and attachment. They
heal and learn best in an environment of
sengble rules where respect and shared
decision making suppot autonony and
reduce stress.

In staff 3 efforts to create order and
structure, thechild learnstha staff is
dependable, respongve and predictable.

Many hositalized youngser have soda
cognitive skill deficits, persond space
and bounday limitations and react
strongly to peer rgjection, or other
interpersond stressors. Themilieu is
structured such tha staff step in and
bolster faltering fundion so the child
succeeds.

Theyoungsers can expect that they will
receive postive reinforcement when they
behavein a safe manne, follow
expectationsand paticipae in treatment
activities.

The child/adolescent/family can expect to
interact with nursesin themilieu and
receive on-going, individudized client
and family educationrelated to diagnoss,
treatment approaches, and psychotropic
medications

Thenurse will:

Establish atruging relationship with the
child/adolescent/family in away that
conveys interest, respect, and suppot.

Inform the child/adolescent and family of
theunit structure, rules and expectations
during the course of treatment.

Provide a bdance of structure and
undructured or quiet time.

Strategize with othe'sto maintain acam,
organized milieu.

Maintain a postive toneto the
environment.

Continuousy assess themilieu for safety
by peforming randomandroutine
checksfor safety.

Maintain staff visibility at a
maximum level.

Maintain awareness of the child@
paticular deficits and needsand reliably
step in and provide suppott to the child@
regulation or cognitive fundions

Reinforce postive/adagptive changesin
the client@ coping and attempt to
increase postive interactionswith the
child/adolescent.

Use milieu interactionsand
developmentally appropriate teaching
tools to providethe child and family
education on interventions diagnoss,
and medications




E. EVALUATION
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Principle of Care

Practice

Child/adolescent/family can expect
ongong, timely evaluationsof ther
responses to expressed safety, persond
bounday, and trus needsfrom point of
admission to unit throughthedischarge
phase of treatment.

Outcomes are evaluated by pdient,
family and staff to increase satisfaction
with services.

Staff continudly monitor the safety of the
milieu and examine any lapses in safety
that occur.

Staff monitor their respong to milieu
stuationsand evaluae theindividud@ or
group®respong to the approach.

The nurse will

Monitor/evaluate the client/family@
respong to treatment on an ongoing
basis and doaument this evaluation of
respongs.

Review (at shift report) which milieu
management strategies have been
effective and which have nat andrevise
strategies appropriately.

Engagein anticipaory problem solving
(e.g. separating peers with a history of
conflict) to increase success in activities.

Monitor and evaluate respongs to
treatment on an ongong basis and share
evauation with multidisciplinary team
members.

Review and integrate patient/family
perceptionsof care induding discharge
satisfaction daa

Collaboratively identify
client/family/community suppot
systems following dischargeto promote
the continuaion of behavioral change
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GUIDELINES FOR THE USE OF RESTRAINT AND SECULTION DURING
CHILD AND ADOLESCENT INPATIENT TREATMENT

DESCRIPTION/OVERVIEW:

Restraint meansrestricting the freedom of movement or normal access of a personto
his’he own body by means of amanud methodor physcal or mechanical device (Health
Care Finanang Administration [HCFA], 1999) Seclusonistheinvoluntary confinement
of apaient to either aroomor area such tha the personis physcally prevented from
leaving (HCFA, 1999. Potential and actud dangerousbehavior requiresimmediate
evaluation and intervention to prevent and manage ham to self and/others. Restraint and
secluson have not been foundto be useful as interventionsfor modfying behavior.
However, theliterature does suppot the use of restraint and secluson as safety
interventions Restraint and secluson shdl be nonpunitive and non-coercive and used
only in Situaionstha pose asignificant dange to the patient or others. Types of restraint
indude 1). Mechanical restraints-body movements are contained, restricted or restrained
by use of amechanical device; 2). Physcal restraints - body movements are contained or
restricted or restrained by the phydcal actionsof astaff person. 3). Chemical restraints-
use of adrug or medication that to control behavior or restrict theindividud & freedom of
movement that is nota standad treatment for theindividud @ medical or psychiatric
condition.

Following restraint/secluson inddentsit is important to process the event with the patient
to undestand how it is perceived by him/her; and to determinewhat other interventions
could have been attempted and thusavoid restraint in thefuture. A comprehensve
interdisciplinary team approach should be utilized to identify aternate interventions
reduce restraint/secluson and ensure safety of clients. Restraint and secluson mug be
utilized within theguiddines or policies of each agency and also meet therequirements
of accrediting and licensng organizations

Guiddines and standads of practice conaerning the use of secluson and restraint during
inpdient hogitalization have been created by Center for Medicaid and Medicare
Services (CMYS) (formerly HCFA), State Mental Health Acts, and professiond
organizationssuch astheInternaiond Sodety for Psychiatric Mental Health Nurses and
the American Psychiatric Nurses Assodation. When applicable, child inpaient nurses
should be aware of and comply with the content of these regulations Theguiddines
presented here are intended as a supplement to these more extensve parameters and
regulations

DESIRED OUTCOME:

Theclient will cease injuriousbehavior and be able to maintain control withoutthe use of
restraint or secluson. Theclient will learn alternaive ways to respondto intense
emotionssuch as ange or frudration; and process experiences that prompt emotiond
arousal. The staff will be successful in assessing potential situaionsthat may result in
restraint or secluson and receive ongoing training and supevision aroundthe use of
restrictive measures and alterndive approaches.



A. ASSESSMENT

1€

Principle of Care

Practice

The child/adolescent and family can
expect tha:

A thoroughassessment of the
child/adolescent@ ability to control
his’her behavior and motivationfor
haming self and others will bedone
prior to thedecision to use restraints or
seclugon.

Thewelfare and safety of the
child/adolescent will bethe prime
consderation.

Nursing staff will assess any situaions
tha may trigger aggression and act to
interrupt escalation.

Feedback on effective de-escalation
methodswill be collected during the
assessment period.

Thenurse will assess the child or
adolescent for:

Current and historical potential for
violence to self or others.

Respon®e to less restrictive interventions
or to medicationstha have been hdpful
inthe peast.

De-escalation methodstha have been
used successfully in the past.

Contraindicationsor specia
congderationsin usng restraint or
secluson.

History of trauma, induding potential
triggasto aggression towards self or
others.

Any injuries following restraint or
secluson.

A clinically privileged nurse will
communicate assessment findingsto the
physcian prior to restraining/secluding,
when possible, and follow all state,
federal and regulatory guiddines
concerning physcian and LIP
notification and responsbilities.

B. DIAGNOSIS

Assessment could result in any number of nursing diagnoss, induding but notlimited to:

Potential or highrisk for violence toward others

Potential or highrisk for violence toward self
Potential or highrisk for explosve behavior
Potential or highrisk for poorimpulse control
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C. PLANNING
Principle of Care Practice
The child/adolescent/family can expect Thenurse will:

to:
Participate collaboratively in
planning responges to aggressive
behaviors.

Be informed of the procedure used to
restrain or secludeclients.

Be informed, within areasonale
period of time when the
child/adolescentis placed in
restraints, locked seclugson, or
chemical restraint.

Staff will betrained on alternaive
interventionstha will decrease levels of
paient stress and frugration, and avoid
group contagion.

Administration will conault with
specidistsin changing the physcal
environment to increase safety and
monitoring.

Administrationwill review policies and
practices to deermine any ways to make
them lessredtrictive to staff and paients.

Staff will suppot family involvementin
care andin ther decisonsof howto hdp
thar child regulate.

Collaborate with the child/ adolescent/
family by explaining the patential need
for restraint or secluson.

Explain behaviors tha would result in
restraint or secluson and assess
undestanding.

Describetherestraint/secluson process
and show the pdient/family the
seclusonroom Ask thefamily
preferencesif emergency measures are
needed for safety of paient or others.

Collaborate with the child/adolescent
and family to develop amilieu approach
to prevent behavioral and/or affective
dyscontrol.

Develop a plan with theclient to avoid
or copeeffectively with environmental
andinternd trigges.

While cam, provide optionsfor patients
to select asther preferred method of
handling lack of control, indudingtime
out, verbd interactionswith staff, PRN
medications and relaxation techniques.

Track behavior to identify any paterns
to an individud paient escalation.

Assure tha al staff involved in
restraining or secluding a paient are
trained and certified in theuse of
restraints/secluson according to agency
requirements.

Asclinically appropriate, follow the
family wishes regarding theuse of
restraints or secluson.
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Principle of Care

Practice

Whilein restraints or secluson, the
child/adolescent can expect:

To betreated in a safe and respectful
manng.

To becongantly observed.

To receive food,water and toileting
oppotunities at least every 2 hours.

To beevauaed by alicensd
indgpendent practitione within one
hour

That all hogital, state and regulatory
guiddines on restraint procedures will
beadheed to.

Many aternatives exist to manage
behaviors tha have been shown to be
effective. Nursing staff behavior will
congstently utilize these interventions

Restraint and secluson are never
initiated/conduded simultaneoudy.

Inditutionswill suppot a @estraint freed
environment, induding the use of
aterndive behaviors and conaulting with
others and theliterature onwaysto
changepolicy and practice.

Thenurse will:

Follow the agency@® procedures for
restraints and secluson, as stipulated in
JACHO, CMS (formerly HCFA)
guiddines, and the State Mental Health
Codes.

Use less restrictive interventionsprior to
theuse of restraint or secluson.

Give clear expectationsto the paient
aboutthe expected behavior.

Assure tha all restraint and secluson
episodes are initiated and terminaed in a
safe and therapeutic manne by trained
staff.

Use asufficient numbers of staff with
crisis management training to movethe
child/adolescent into secluson or
restraint.

Clearly communicate to theclient the
behaviors required of them to endthe
restraint or secluson episode

Maintain condant observation of the
client and doaument at least every 15
minutes the client@ behavior and
responge to restraints or secluson.

Removetheclient from
restraints/secluson immediately when
he'she meets the criteria

When theyouth reganscontrol, develop
with them a congstent, step-by-step plan
for reintegration into milieu activities.
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Principle of Care

Practice

The child/adolescent/family can expect to
paticipae in theevaluation of theuse of
restraints or seclugon.

Theinditutionwill suppot an aggression
task forceto look at practices, staff
training and supevision, perceptions and
dternaive interventions

Staff should undestand tha when young
people are restrained or secluded there
can be negative effects, such as physcal
injury, psychological distress, and
damageto the nurse-pdient relationship.

Unit management recognizes tha
ingances of restraint and secluson are
also potentially traumatizing for the staff,
(physcally and emotiondly), andfor the
othe paients.

Ingitutiond suppot should exist for
research that identifies nurse and patient
behavior and bdiefs before, during and
after restraint/seclusonincddents.

Theinditutionwill assure a process for
ontgoing qudity assurance review of al
episodes of restraint or secluson.

Thenurse will:

Continuousy monitor/evalude the
client@ respons to restraints or
secluson.

Following therestraint or secluson
inaddent debrief with theclient to identify
and review behavioral problems, biologic
precipitants and environmentally specific
triggestha led to restraint.

Assessif any injuries occurred during the
inaddent and identify contributing factors.

Explore feelingsand perceptionswith the
intent of minimizing patential negdive
effects of therestraint or seclusonandto
restore the nurse-paient relationship.

Structure debriefing to facilitate the
recognition of earlier symptom
recognition and de-escalation; to improve
affect regulation, impulse control and
motivation for safety; and to promote
problem-solving and corflict resolution
skills.

Debrief with other patients as needed
(e.g. witnesses to the event).

Participate in qudity assurance review of
theuse of restraint and secluson by
collecting specific daa abouttheclinica
endponts of restraintin order to identify
paternsof use.

Data collected will ind udetpe
child/adolescent and family(@ perception
and reaction to restraint or secluson.
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GUIDELNES FOR THE MANAGEMENT OF AGGRESSION DURING CHILD
AND ADOLESCENT INPATIENT PSYCHIATRIC TREATMENT

DESCRIPTION/OVERVIEW:

Aggressive behavior is a common presenting problem with children and adolescents that
are referred for psychiatric treatment and is theresult of many factors. Amongthese
factors are mental illness; environmental influences; gendtic predispostion; and
studiond variables such as anxiety, fear and affect dysregulation. All acts of aggression
are critical communication from children/adolescents. However, it isimportant to
distinguish the motivating factors. There is a difference between reactive aggression,
often theresult of affect dysregulation or interndly driven agitation, and proactive
aggression which is often purposve and violent. Interventionsfor reactive aggression are
very different from interventionsfor proactive aggression. Successful treatment plansto
hdp children/adolescents manage aggressive behavior begin with a thoroughassessment
of potential and actud aggressive or dangerousbehavior at admission. Triggesto
escalation are identified as well. It isimportant to recognize therole of milieu stimulation
in escalating situaions

DESIRED OUTCOME:

The child/adolescent will beable to express feeingsinduding negative emotionssuch as
ange and aggression. Moreover they will learn to express these feelingsin asodally
acceptable manner. During times of ange or aggression the child/adolescent will befree
frominjury and prevented from haming others. Over the course of hogitalization they
will learn self-management /self-soothing techniques. Findly, the child/adolescent will
be able to process higher fedingsand perceptionswith staff after an episodeof
aggression.

A. ASSESSMENT

Principle of Care Practice

At admission and throughoutthe course
of treatment the child/adolescent/family
can expect to participae in an assessment
of ther child@ coping responssin
varioussituaions induding aggressive
behavior and of situdions tha prompt
dyscontrol.

Reactive aggression will be managed
with acalm milieu, and youngpeople
will learn and practice coping strategies
to achieve successful affect regulation.

Proactive aggression will be managed by
the structure and containment of the

Thenursg, in collaboration with the
child/adolescent/family will assessthe
potential for aggressioninduding:
-Precipitants that may trigge
aggressive behaviors
-Type (self, other, propety, verbd)
-Intendty/Duration/Level (mild,
modeate, severe)
-Proactive versusreactive aggression
-Frequency of episodes
-Prior successful interventions(verbd,
medication, externd controls)

-Aftermath of aggression on aggressor,
victim and witnesses
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milieu and reinforcement of expectations

Staff working with aggressive youth mugt
recognize behaviorsin themselves and
during interactionswith children tha
precedeviolent behavior. Recognition of
such behaviorsisthekey to developing
effective interventions

Staff should undestand the prindples of
collaborative problem solving.

- Recognition of behaviors tha would
indicate to staff tha paient is getting
upst, i.e, pacing, isolatingin room.

The nurse@ assessment of aggressive
behavior will consder thedevelopmental
level of thechild/adolescent.

Assessment will indudemilieu factors
tha may produce escalating situaions

Thenurse will assess mental status
regularly, monitor the milieu and
interveneto maintain safety and
structure, and engagein anticipaory
problem solving with other staff to avoid
aggression.

B. DIAGNOSIS

Assessment could result in any number of nursing diagnoss, induding but not

limited to:

Ineffective individud coping
Disturbed thoughtprocesses
Powerlessness

Anxiety related to knowledgedeficit
Aggression directed at self or others
Impared socda interaction skills
Self-esteem disturbance

C. PLANNING

Principle of Care

Practice

The child/adolescent/family can expect to
paticipae collaboratively in the plan of
care regarding episodes of aggression and
extreme affect dysregulation.

For reactive aggression, a calm milieu
with structure, persond space boundaies,
decreased stimulation, reassurance and
encouragement will beprovided.

Interactionsoccurring ontheinpaient
unit may closely resemble coercive

Thenurse will:

Collaborate with the child/adolescent/
family in developing thetreatment god
and intervention strategies for treating
aggressive or dysegulated behavior.

Collaborate with the patient to developa
realistic plan to prevent and/or decrease
thelevel of aggression.

If indicated, indudethe child/adolescent/
family in selecting appropriate
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paterns between adults and client, thus
requiring staff sengtivity to the paientsO
reactionsto limit setting.

medication for aggressive behavior.

Anticipae milieu needswhile planninga
individud and grouptherapeutic

activities.
D. IMPLEMENTATION
Principle of Care Practice
The child/adolescent/family can expect | Thenurse will:

to betreated in a safe, suppotive and
nonjudgmental manne.

Thenurse will use theingitutiongd
established methodsof assisting
children/adolescent with managing ther
behavior.

Milieu stimulationis managed in a
proactive and responsve manne.

Themilieu should be structured to
provide choice, eliminate threat and to
hdp children achieve control.

Specific skills have been shown to be
effective for people with proactive
aggression. These indudecognitive
restructuring, relaxation training,
modding techniques, behavior therapy
and collaborative problem solving.

Skills are taughtduring periodsof
relative calm and openness to material
and reinforced in interactionsthroughout
theday.

Thepatient will learn to recognize
aggressiontrigge's, discuss typical
responses to negdive experiences and
engagein problem solving to manage
stress.

In responding to escalating situaions
staff will interveneutilizing the least,

Assure tha al acts of aggression are
managed in a safe and therapeutic manne
and in accordance with agency policy.

Utilize therapeutic communication skills
when intervening with an aggressive
youth.

Take into consderation trauma history
and begende sengtive.

Recognize and base interventionsupon,
the child/adolescents state of control
usngtheleast restrictive intervention.

Utilize redirection and empathy in the
early stages of escalating behavior.

Provide postive feedback to the patient
for making reasonable choicesin an
escalating situdion.

Give theclient choices and as broad arole
in decision making as clinically
appropriate.

Recognize and assist patient with utilizing
strengthsto assist with management of
affects, e.g. drawing, playingmusc.

Utilize episodes of affect dysregulationto
teach theclient to identify and labd
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restrictive methodtha has the potential
to decrease thetenson/hegaive emotion.

All staff should receive trainingin non
violent de-escal ation techniques.

feelings and more sodally acceptable
means of expressing ange'.

Process all aggressive episodes with the
client to review precipitants, perceptions
and alternative coping strategies.

Assure tha adequéae and appropriately
trained staff are present during aggressive
episodes.

Proactively control thetone pace and
activity level of themilieu to keep
stimulation in an acceptable range

E. EVALUATION

Principle of Care

Practice

The child/adolescent/family can expect
to paticipaein the evaluation of
progress towards attaining treatment
god(s) relating to the management of
aggressive behavior.

Thereis consstent report of improved
affect regulation, and noinddents of
dangeaousbehavior to self or others.

When stressors are experienced, the
patient will utilize learned coping
resources and experience behavioral and
affective control.

The nurse will monitor, evaluate, and
doaument client respons to interventions
for management of emotion dysregulation,
induding aggressive behavior.

Theteam (induding staff, paient and
family) will revise approachesto

management of aggression when
indicated.
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GUIDELINES FOR THE ASSESSMENT OF SUICIDE RISK DURING CHILD
AND ADOLESCENT INPATIENT PSYCHIATRIC TREATMENT

DESCRIPTION/OVERVIEW:

In the United States, suicideisthethird leading cause of death in youth ages 15-19.
While theyouth suiciderate in the US is decreasing in mog age segments, theyouth
asuiciderate is steadily increasing worldwide Nursing care of the suicidd child or
adolescent at the primary treatment level indudes identification and referral to theleast
restrictive setting for acute crisis management. Seconday treatment conssts of ensuring
theyouth'ssafety needsthroughouttheentire crisis period until suicidd impulses are
diminished. Tertiary treatment indudes ongong case management of the child or
adolescent pod-discharge in the community setting.

Many adults and caregivers do not bdieve tha younge children can become suicidd.

Y outh suiciderisk assessment is conduded in athoroughclinical interview usng
multiple moddities. Once admitted to the inpaient unit thetask isto monitor risk and be
aware of andrespondto any changesin thelevel of risk. Youth self report of suicidd
ideation and imminence of suicidd actionsare accurate indicators of suiciddity.
Professionds need to be aware of this and other risk factors for suicidee.g., history of
mood disorders, subgance abuse, self-haming behaviors, family discord, childhood
abus history.

DESIRED OUTCOME:

Thechild or adolescent will beassessed by the nursing staff throughouttreatment for
suicidd risk. During the course of hositalization, the child or adolescent will feel safe
and gan control over suicidd impulses. The child or adolescent will benefit from a
therapeutic treatment environment and learn age-appropriate coping skills. There will be
aredudionintheintengty of theyouth’'semotiond distress. Discharge planning will
assure that the child and adolescent will have access to appropriate interventionsduring
times of crisis and during follow-up care in the community.

A. ASSESSMENT

Principle of Care Practice

The child/adolescent and family can expect
to have suiciderisk (i.e., absent, mild,
modeate, severe, extreme) continuousy
assessed from the point of admission
throughdischarge

Thenurse, in collaboration with the
child/adolescent and family, will:
Assessthe paient'ssuiciderisk ona
continuing basis according to the degree of
depression and suicidd risk the
child/adolescent exhibits.

Thenurse will condgder usnga
standadized suiciderisk assessment tool.

Assess cultural noms aroundsuicide
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Assess spiritudity in regardsto suicide

Assess the patient for signsand symptoms
of depression, induding:

-Sleep disturbance, appdite loss or
increase, increased agitation or
irritability

-Hel plessness’hopédessness/power|essness

-Morbid preoccupdion

-Self-mutilating behaviors (SMB)

-Sodal withdrawal

-Lowered self-esteem

-Decreased school performance

-Sad, depressed vocalizations

Undeastand behaviors/factors that are

consdered dimendonsof risk, these

indude

-Beingin ahigh-risk popuktions(i.e.,
psychiatric co-morbidity, history of
physcal or sexud abuse, disrupted/poa
relationshipswith peers or family, sexud
identity crisis)

-Low GAF for last six months(severity of
cumulative stressors)

-History of prior suicide attempts

-Lethdity of past suicide attempt

-Access to means

-History of subgance abuse

-History of impulsive behavior

- Suicidd ideation

-Strength of intent to die, motivation

- Family history of suicide

B. DIAGNOSIS
Assessment could result in any number of nursing diagnoss, induding but notlimited to:
Risk for violence: Directed towards self
Hopdessnessrelated to
Powerlessness related to
Alterationin emotiond integrity related to feelingsof despar
Ineffective individud coping dueto emotiond pain, altered thought
processes, atered self-conagpt
Self-Mutilation related to
Potential for self-injury related to depression and despair
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C. PLANNING
Principle of Care Practice
Child/adolescent and family can expectto | Thenurse will:

paticipae in establishing godsfor
treatment.

Collaborate with the child/adolescent /
family and treatment team to determinethe
gods of howitalization.

Document the ongoing process of planning
aroundthe child/adolescent/safety needs
induding the provision of safe milieu and
the degree of required nursing supevison.

D. IMPLEMENTATION

Principle of Care

Practice

Child/adolescent and family can expect the
nursing staff to provide on-going patient
education and information related to
suiciderisk, diagnoss and treatment
approaches.

Child/adolescent and family can expect that
the staff will implement all necessary
procedures to assure a safe milieu.

Thenurse will:

Establish arelationship with paient that
conveys sincere interest and caring and

trandersthebdief tha hdp isposible.

Discuss with child/adolescent ways to dedl
with suicidd ideations

Help child/adolescent strengthen existing
coping skills.

Providegroupactivities tha alow paient
to freely expressthear feelingsand learn
fromothes.

Provide and promote education of
child/adolescent and family regarding crisis
intervention, diagnoss and medication.

Assure pdientismaintained at a suicide
risk level commensurate with risk
assessment.

Follow inditutiond pdicy on monitoring
paients on suiciderisk or precautions
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Principle of Care

Practice

Child/adolescent and family can expect
ongong respongs to safety needs
by nursing staff.

Thenurse will:
Monitor and evaluae respon< to treatment
onan ongong basis.

Alter treatment approaches in order to
achieve god of strengthening coping skills.

Assist the patient and family to identify
suppot systems within the school and
community following discharge
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GUIDELINES FOR THE CARE OF CHILDREN AND ADOLESCENTS WITH A
HISTORY OF MALTREATMENT DURING INPATIENT PSYCHIATRIC
TREATMENT

DESCRIPTION/OVERVIEW:

Themod recent daa on child maltreatment indicate that in 2002 state child protective
services received some 1.8 millionreferrals for possible maltreatment; approximately
hdf of which, 900,000 children, were determined to be victims of abuse and neglect. Of
these children about60% were neglected, 20% physically abused and 10% sexudly
abused; children 0-3 years had the highest rate of victimization. Prevalence rates of
maltreatment are primarily derived from adult accounts of thar childhoodexperiences. In
alargeretrogective study of 13500HMO members, 43% of participants reported having
been maltreated, either abused or witnessing abuse. Rates for different types of abuse
vary. Theprevaence rate for child sexud abuse is estimated to rangefrom 16.8% for
women and 7.9% for men. Recently onestate report estimated that upto 84%of children
hogitalized on inpaient psychiatric units had experienced some form of trauma. Thus
inpdient units mug take care to create milieuswhere children are notre-traumatized and
afforded the oppotunity to heal.

DESIRED OUTCOME

The child/adolescent will copeeffectively with trauma-related symptoms. Discharge
planning will indudeprovision of servicesthat will assist the child/adolescentin
accomplishing developmental tasks and have an age-appropriate adjusment to social
network. The child/adolescent will increase thar ability to can identify emotionsand
express them in appropriate ways. If indicated thechild/adolescent will establish a
persond safety strategy. Thechild/adolescent will befuture oriented in a postive way.

A. ASSESSMENT

Principle of Care Practice

The child/adolescent can expect to have Thenurse, in patneship with the
treatment needs assessed at the point of child/adolescent/family and members of
referral throughthe discharge phase of the multidisciplinary treatment team will
treatment. assess:

Assessment mug indudedoaumentation of | If thechild/adolescent wantsto oris
maltreatment and its aftermath. willing to share trauma history.

Pre-trauma statusinduding: age,
developmental level, family structure,
sodocultura factors, cognitive level,
emotiond issues and behavioral paterns

History of themaltreatment induding
occurrences, sexud activities, methods
used and current status of perpetrator.
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Resolution of the maltreatment induding
sanctionsimposed on perpetrator.

Indicationsfor mandaed reporting of
ongoing maltreatment.

Coping and defensve methodsemployed
by the child/adolescent following abuse.

Symptoms of general anxiety.

Behavior paternspod-abuse indicative of
trauma which may beintegrated or
characterized as predominantly anxious
avoidant, disorganized or aggressive.

Triggesrelated to abuse that may increase
youthOdifficulties, i.e., closed doors,
presence of man or women, time of year.

Wha has been hdpful in past when the
child/adolescent has experienced trauma
related affects.

B.

DIAGNOSIS

Assessment could result in any number of nursing diagnases, induding but notlimited to

Rape trauma syndrome related to raperepeated trauma

Coping, ineffective, individud related toEE .

Coping, ineffective, family, disabling, related to abuse by family member, denia by
family

Thoughtprocesses, alternaionin, related to overwhdming anxiety
Self-concept disturbance, related to abuse

Sleep pattern disturbance, related to anxiety/fear/depression

Sodad isolationrelated to failure of significant others to protect or rescue
Violence, highrisk for, self-directed (or directed at others) related to abuse
Body imagedisturbance related to trauma

Impared sodal interaction related toE ..

Parenting, altered, related to abusve behavior, denial of abuse or guilt.
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Principle of Care

Practice

The child/adolescent/family can expect to
paticipae collaboratively in their hedlth
care.

Thenurse will collaborate with the
child/adolescent and family and the
multidisciplinary treatment team to:

Determine short-term and longterm gods
and interventionsaroundprocessing the
maltreatment that arerealistic and
empirically-based.

Advocate for interventionstha build on
paient, child and community strengths

D. IMPLEMENTATION

Principle of Care

Practice

The child/adolescent/family can expect:

A psychological and physcally safe milieu.

Theidentification, recovery and
strengthening of persond inne resources.

When appropriate, suppot for therecall

and processing of the traumatic experience.

Education/information related to
maltreatment and therapeutic treatment
approaches.

The child/adolescent/family can expect to
receive anticipaory guidance.

The child/adolescent with acute symptoms
of trauma assod ated with the sexud abuse
can expect suppot for therecall and
processing of the traumatic experience.

Thenurse will:

Establish a safe, truging relationship with
the child/adolescent.

Collaborate with the youth, treatment team
and significant others to provide structure
and maintain a safe environment.

Use psychotherapeutic interventionstha:
-Offer relief from negative feelings
-Develop sdlf-control

-Develop emotiond regulation

-Enhance self-esteem

-Foger undestanding of persond reactions
to maltreatment

-Develop coping skills for upsetting
thoughs, feelingsand behavior.

Encourage use of previoudy identified and
utilized coping skills.

Provide education of theclient and
family/guadian regarding potential needs
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For the child/adolescent with acute
symptoms of trauma assodated with abuse,
the nurse will inaure that theclienthasa
circumscribed safe, accepting treatment
environment in which the abusve
traumatic experience can bediscussed and
theassodated feelingsfreely expressed in
order to:

-Normalize experiences and symptoms
-Decrease emotiond distress

-Decrease avoidance

-Develop a safety plan

-Practice skills and generalize in-session
symptom redudion to real-life situaions

Assure tha theyouth/family has continued
access to suppot and treatment.

E. EVALUATION

Principle of Care

Practice

The child/adolescent/family can expect
ongong responss to progressin attaining
desired outcomes.

Thenurse will:
Monitor or evaluae respongs to treatment
in an ongoing fashion.

Collaboratively ater thetreatment
approachesin order to achieve thegod of
optimum effective coping and healing.
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PRINCIPLES OF TRANSCULTURAL CARE WITH SPECIAL EMPHASIS ON
APPLICATION TO INPATIENT PSYCHIATRIC HOSPITALIZATION FOR
CHILDREN AND ADOLESCENTS

DESCRIPTION OVERVIEW:

Transcultural careisadynamic process aimed at providing culturally senstive and
culturally congrent care that suppots and promotes well-being in ethnically and
culturally diverse individuds, families and communities. By practicingin a culturally
competent mannea, nurses can assist in minimizing client stressors and can incorporate
cultural practices tha suppot optimal coping behaviors. Cultural competence involves
being aware of the other, having knowledgeof theother, developing skillsin working
with the other, seeking encounters with the other and having adesireto learn aboutthe
culture of the other.

DESIRED OUTCOME:

Thechild / adolescent / family will beinvolved in and receive care / treatment thet is
sengtiveto thar cultural backgroundand needs The child / adolescent / family will leave
thehedlth care encounter feeling tha thar cultural values, bdiefs and practices have been
listened to, respected and wherever possible, maintained during the health care encountr.
Thehedlth care provider will develop arepertoire of culturally competent skills that can
betranderred and used as a template for each successive encounter with individuds from
diverse cultures.

A. ASSESSMENT

Principle of Care Practice

Thechild / adolescent / family can Thenurse, in partnership with thechild /
expect: adolescent and family will assessfor:
To receive an assessment of cultural Significant historical events from
needson admission and continuousy culture of origin tha may affect health
throughoutthe health care encountr. care behaviors.

To bean active participantin Languagebariers or misundestandings

communicating their mental health needs | tha may affect health care behaviors.
fromther cultural perspective.
Cultura views abouthealth, mental
Nursing staff to advocate for the health and mental illness.

indudon of thechild / adolescent /
family in thedevelopment of theplan of | Cultural values, bdiefs and hedlth care
care which will besengtiveto client practices that may affect hedlth care
needsand cultural practices. behaviors.
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Child / adolescent / family view of the
hedlth care encountr, recommended
treatment and relationship with service
providers.

Encouragethechild / adolescent / family
to verbdize questionsor discomfort with
hedlth care recommenddions

B. DIAGNOSIS

Assessment could result in any number of nursing diagnoss, induding but not
limited to:

Impared communication related to cultural and/ or languaye differences

Anxiety related to unmet needs

Nonampliance related to client and provider relationship

Nonampliance related to cultural dissonance

Powerlessness related to health care environment

Spiritud distress related to separation fromreligious/ or cultural tiesand
practices

At risk for violencerelated to cultural distress

At risk for violence related to feelingsof hopdessness or powerlessness

Coping, ineffective individud related toE.

Coping, ineffective family related toE

Soda isolation or impared sodal interaction related to cultural dissonance

C. PLANNING

Principle of Care Practice

Thechild / adolescent / family can expect | In planning care, thenurse will promote:
to paticipae collaboratively in ther hedth
care. Respect and preservation of theclient@
cultural orientation.

Accommoddion to client culture within the
treatment environment.

Restructuring of care tha innovdively
meets the mental health needsof the
individud and family without
compromising ther values.
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Thenurse in working with culturally
diverse clients acquires the necessary
knowledgeaboutthe health and mental
health bdiefs of the popuktion.

Thenurse will:

Assess pasond knowledgeaboutthe
culture or ethnic group

Attend relevant seminars or workshopsto
learn more aboutthe cultural or ethnic

group.

Seek cultural encounters with the cultural
or ethnic groupin order to enhance

knowledgeand undestanding.
D. IMPLEMENTATION
Principle of Care Practice
Thechild / adolescent / family can expect | Thenurse will

to receive onrgoing education related to
diagnoss and varioustherapeutic treatment
options

Listen to and ask questionsof the paient
to promote open and respongve
communication.

Provide and promote education of the
child / adolescent / family in al aspects of
mental hedlth care.

Assess youth@ undestanding of all
information discussed.

Utilize dternative methodsof
communication or resources in the event
tha theyouth does not undestand
information conveyed.
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Principle of Care

Practice

Thechild / adolescent / family can expect
orntgoing and timely respongs to stated
cultural mental health care needs

The nurse will

Monitor and evaluae respons to
treatment in an on-going fashion.

In collaboration with theyouth and
treatment team, revise interventionsas
necessary to achieve treatment gods
while preserving cultural values of the
child / adolescent / family.
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DISCHARGE PLANNING DURING BRIEF INPATIENT CHILD AND
ADOLESCENT PSYCHIATRIC TREATMENT

DESCRIPTION/OVERVIEW:

Discharge planning will be based on established discharge criteria and on short-term and
intermediate godsto beachieved by the child/adolescent prior to dischargefrom nursing
care. These gods may serve as guiddines for development of long-term gods for the
child/adolescent and family to work on after discharge Discharge planning should begin
almog uponadmission. As treatment progresses the client and / or family members
leaning needs should be assessed. They should have the oppotunity to ask questionsof
the provider and may begiven written informationfor later reference. They should be
provided education aboutsymptoms, medications trigge's, the disease process,
anticipatory guidance and plansfor intervening aswell asfacilitating early intervention
before a crisis state evolves.

DESIRED OUTCOME:

The child/adolescent and family will beinvolved in discharge planning at thetime of
admission and throughoutho9italization. A discharge plan will be developed that
matches theintensty of services with theintensty of the child/adolescent@® needs
Discharge services will suppot family and child for optimal fundioningin theleast
restrictive environment.

A. ASSESSMENT

Principle of Care Practice

The child/adolescent/family can expect to | Thenurse, in collaboration with the
undego an assessment of discharge family and multidisciplinary treatment
planning needsat thetime of admission | team will assure tha dischargecriteria
and throughouthoitalization. indudes assessment of:

ThepaientG level of fundioning and
thefamily@ ability to meet higher safety
needs

The child/adolescent and family@
learning needs

The child/adolescent and family@
attitudetoward after-care; and the ability
to follow throughwith after- treatment
regime.

Cultural variables, persond, and
socioeconoric factors.
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Educationd needsinduding need for
changesin educationd services.

Potential barriers to accessing services.

C. DIAGNOSES

Assessment could result in any number of nursing diagnoss, induding but notlimited to:

Nonampliance with treatment regimen
Management of therapeutic regimen
Knowledgedsficit (specify)E ..

C. PLANNING
Principle of Care Practice
The child/adolescent/family can expect Thenurse will:

To have adischargeplan initiated at the
time of admission.

To have adischarge plan which reflects
available suppot systems, cultural
variables, persond and sodoeconoric
factors.

The child/adolescent@ discharge summary
will reflect destination upondischarge,
nursing interventionswhile in hogital,
aftercare, prescriptions and teaching.

Collaborate with the patient, family, out-
paient provides (school where indicated)
and multidisciplinary team to establish a
discharge plan which will address
immediate and future needs of the
child/adolescent/family.

Document the ongoing process of
discharge planning.

Write a discharge summary tha reflects
the child/adolescent@ response to nursing
interventions teaching accomplished,
gods, and destinaion upondischarge

D. IMPLEMENTATION

Principle of Care

Practice

1. Thechild/adolescent and family can
expect to receive sufficient explanaion
of thedischarge plan such tha they
will verbdize undestanding of the
treatment recommendaions

Thenursein collaboration with the
multidisciplinary team will:

Initiate the discharge planning process
beginning at admission.

Discuss with the paient and family,
anticipated learning needsrelated to
discharge

Assure there has been adequée review of
medications
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Document theidentified pog discharge
health care provider, the appropriate
agency referrals and/or suppot groups

Share pertinent information with other
disciplines and make recommendaions
regarding theyouth@ after care needs

E. EVALUATION

Principle of Care

Practice

The child/adolescent and family can expect
to participae in theevauation of the
dischargeplan.

Thenurse will evaluae the appropriateness
of the child/ adolescent® discharge plan
based on the child/adolescent needs
sodoeconornic status, suppot system,
educationd/vocationd abilities, and
community resources.




