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This document provides local operational procedures specific to the Adult Mental Health Rehabilitation Unit (AMHRU) within the University of Canberra Hospital (UCH). Adherence to these procedures will ensure:
· Clinical practice supports the intended model of care
· Compliance with statutory responsibilities
· Adoption of evidence-based practice principles
· Practice which supports overarching ACT Health, Canberra Health Services (CHS) and University of Canberra Hospital policy, procedures and frameworks.
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This operations manual relates to all staff and students working within the AMHRU and should be adhered to in conjunction with all relevant Canberra Health Services (CHS), the University of Canberra Hospital, and Mental Health, Justice Health, Alcohol and Drug Service (MHJHADS) policies, procedures, and frameworks.
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The AMHRU is an adult sub-acute mental health in-patient rehabilitation unit, within the Rehabilitation and Speciality Mental Health Services program in the Division of Mental Health, Justice Health and Alcohol and Drug Services (MHJHADS).  The AMHRU supports people with significant psychosocial needs to help them live in the community. It is based within UCH in Belconnen and is operational 24 hours a day, 365 days a year.

The UCH supports a sub-acute rehabilitation model of care. People admitted to the UCH are required to meet the criteria for medical and psychiatric stability to facilitate safe and effective admission and ongoing care. 

The AMHRU aims to provide high quality therapeutic mental health care that is guided by principles of recovery.  The service will provide collaborative care involving the person, their carers’ and other key service providers in the development of robust recovery plans designed to meet each individual’s recovery and psychosocial needs. 

There are two streams within AMHRU: a rehabilitation stream and, when operationally required, a subacute stream.  Bed allocation and numbers may be changed depending on people mix and demand.  The subacute stream exists for people to step down from acute public mental health units (The Adult Mental Health Unit and Mental Health Short Stay Unit at the Canberra Hospital or Calvary Public Hospital Bruce) for a further period of recovery or to address barriers to discharge.  People within the subacute stream will receive plated meals and are encouraged to, but not expected to, participate in the rehabilitation program.  

AMHRU has adopted the principles outlined in the CHS Foundation for Exceptional Care, Clinical Governance Framework 2020 – 2023 and CHS Creating Exceptional Care Together, Exceptional Care Framework 2020 – 2023 to ensure it is accountable for continually improving the quality of services and delivering high standards of care.

The AMHRU team work in close collaboration with people accessing Mental Health Services (“people”), their families and carers, health and community services to deliver timely and appropriate care. The AMHRU is an Approved Mental Health and Community Care Facility under the Mental Health Act 2015, giving it the capacity to accommodate both voluntary and involuntary people. However, the unit is not approved to accept people on Emergency Apprehension or people on correctional orders.  

Back to Table of Contents
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The purpose of a specialist adult mental health rehabilitation service is to deliver effective, interdisciplinary and recovery-based treatment and rehabilitation to people whose needs cannot be met by less intensive community-based adult mental health services. The focus is on people, aged 18 to 65, with moderate to severe and enduring complex mental illness who face challenges living in the community and are likely to experience difficulties living safely and successfully in the community. 

[bookmark: _Toc66890135]1.1 Principles of mental health rehabilitation
1.1.1 Definition of Mental Health Rehabilitation
The primary goal of mental health rehabilitation will be the enhancement of the person’s quality of life and/or improvement in their psychosocial functional status through the engagement in a variety of multidisciplinary rehabilitation services to assist them to develop their capacity to live successfully in the community and provide foundations for continued recovery. 

Psychiatric rehabilitation promotes recovery, full community integration, and improved quality of life for persons who have been diagnosed with any mental health condition that seriously impairs their ability to lead meaningful lives.  Psychiatric rehabilitation services are collaborative, person directed and individualised. These services are an essential element of the health care and human services spectrum and should be evidence-based. They focus on helping individuals develop skills and access resources needed to increase their capacity to be successful and satisfied in the living, working, learning and social environments of their choice (PRA, 2007 Retrieved from Psychiatric Rehabilitation Association website: https://www.psychrehabassociation.org/about-pra). 

1.1.2 Person Centred Care 
AMHRU recognises the importance of collaborative care and shared decision-making with the treating team, residents, and their support systems including the person’s families/carers. Working together acknowledges that these relationships are imperative to support optimum clinical outcomes and recovery.

AMHRU staff adopt a Person Centred Care (PCC) approach by aligning with the core principles and philosophies of the Australian National Safety and Quality in Health Service Standards, Australian National Standards for Mental Health Services (NSMHS), the National Recovery Framework (NRF) and identified by the Australian Department of Health and Ageing (2013) as fundamental to PCC: 
Acknowledgement and acceptance of a person’s lived experience as being central to their recovery and to provide an environment that enables people to direct their own lives and meet their needs as they have identified
Acknowledgment that care provided in the AMHRU will be tailored to people’s preferences, life circumstances and aspirations, and their family and or personal supports 
Acknowledge and address the multiple elements that affect a person’s wellbeing including personal beliefs, cultural background, values, social and family contexts, physical health, housing, education and employment.                                                                                                                            

AMHRU staff provide care that is respectful and responsive to individual preferences, needs and values. It is recognized that health care decisions can have significant and long-lasting implications. 

1.1.3 Recovery Oriented Practice 
Recovery orientated practice is about minimising the impact of the mental illness, as well as supporting individuals to optimise wellbeing and live meaningful and valued lives in the community.

AMHRU promotes individual recovery by:
Recognition and complying with a person’s human rights
Creating a culture of optimism, healing, empowerment and inclusion
Valuing and being responsive to the uniqueness of the individual, their circumstances and their particular hopes and challenges
Investing in positive engagement and the therapeutic relationship
Instilling hope and being sensitive to the person’s priorities
Building on the person’s strengths and encouraging participation and choice in treatment, care and support
Promoting personal responsibility, effectiveness and self-determination, by encouraging the person to take the lead in their recovery
Providing effective treatment, care and support, informed by evidence and being responsive to the person’s needs, goals and preferences
Listening to the expertise gained from lived experience and working in partnership with the people who use the AMHRU and their carers
Promoting and protecting the rights of people who use the AMHRU on an individual level as well as working with communities to reduce the stigma and discrimination associated with mental illness
Acknowledging the role that family and carers play and involving them appropriately in the care and treatment process
Responding to and anticipating physical health care needs
Promoting culture and community (taking into account the specific needs of Aboriginal and Torres Strait Islander peoples and people from Culturally and Linguistically Diverse (CALD) communities).

1.1.4 Culturally Responsive Care
Culturally responsive care is an extension of person-centred care that focuses on the social and cultural factors in managing therapeutic interactions with all culturally diverse communities.  Culturally responsive care requires all clinical and non-clinical staff to engage in regular self-reflection and be proactive in responding to the social, emotional and cultural needs of a person, their family and their community.

Culturally responsive care at AMHRU for people from culturally and linguistically diverse communities will be taken into account at assessment, when planning recovery goals and throughout their treatment at AMHRU.  This will include but not limited to their cultural, religious, dietary, social, and communication needs. To promote best practice and collaborative care, referrals to culturally appropriate services (such as the Aboriginal Liaison Officer or the multicultural health service) will be initiated by AMHRU clinicians. 

People who identify as being of Aboriginal and Torres Strait Islander background will be offered a referral to an Aboriginal and Torres Strait Islander Liaison Officer (ALO) by the treating team. 

If a person consents to referral, the ALO will work collaboratively with the treating team to support the person and their family. This support may include but is not limited to:
1. providing well-being services to Aboriginal and Torres Strait Islander peoples,
2. helping Aboriginal and Torres Strait Islander peoples connect with their culture and their community, 
3. facilitating cultural security and safety and providing education to staff on this,
4. supporting Women’s/Men’s Business (gender dependent),
5. providing cultural understanding for teams working with Aboriginal and Torres Strait Islander peoples in the unit,
6. providing and facilitating access to early intervention services to aid disease prevention and health promotion,
7. providing an understanding of local community, 
8. supporting education activities, 
9. supporting ward or community day programme groups and activities, and
10. providing a holistic and team approach to health care.

Referrals to the MHJHADS ALO Service are to be made by phone/email/in-person directly to the ALO and not through the Digital Health Record. A person’s preference for a male or female ALO should be noted and will be considered and accommodated wherever possible.

[bookmark: _Toc478732136][bookmark: _Toc511218810][bookmark: _Toc66890136]1.2 AMHRU Workforce
The AMHRU workforce includes a multidisciplinary team of several clinical disciplines each with their own speciality in treating and providing aspects of care to the person admitted to AMHRU.

[bookmark: _Hlk43384518]Each discipline works within their individual discipline’s scope of practice set by the relevant registration body and/or professional association. Allied Health Assistants work under the delegation and supervision of an Allied Health Professional (refer to the Supervision and Delegation Framework for Allied Health Assistants – A Guide to Governance in the ACT guidelines). Their duties are identified and prioritised with the Nurse in Charge of shift. Peer Recovery Workers work to the standards and guidelines outlined by the document, MHJHADS Peer Recovery Workers: Guidelines and Practice Standards. Allied Health staff work under the supervision and guidance under the supervision and direction of the Allied Health Manager. Nursing Staff work under the supervision and guidance of the Nursing management team including the Clinical Nurse Consultant and the Assistant Director of Nursing for AMHRU.

The Model of Care for the AMHRU is based on a Bio-psychosocial model and serves as the cornerstone for psychosocial rehabilitation.  There are nine psychosocial domains that require assessment and potential intervention for people engaging in mental health rehabilitation and treatment. These domains are:
· Physical health promotion and awareness
· Illness self-management
· Community access and participation
· Pre-vocation skills
· Social skills and connectedness
· Neurocognitive
· Daily living skills
· Personal development
· Connectedness with family and improved understanding of mental illness for family.

[bookmark: _Hlk31294630]   Back to Table of Contents
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[bookmark: _Toc66890138]2.1 Eligibility criteria 
The best evidence base for rehabilitation is based on recovery principles where people benefit from the structured environment and intensive therapeutic programmes that are available on a rehabilitation unit. This rehabilitation is beneficial for people with significant functional impairment associated with severe and enduring mental illness. This will generally be people with psychotic illnesses such as schizophrenia, schizoaffective disorder and bipolar affective disorder.  

People are admitted to AMHRU based on their clinical eligibility. The eligibility criteria for a person to be admitted to the AMHRU include all the following:
Primary diagnosis of mental illness, 
Difficulties living in the community due to:
· Cognitive and/or psychosocial issues related to their mental illness that impact their functional capacities and whose needs are not met in a less intensive setting, for example outpatient rehabilitation and where there is evidence that they will benefit from intensive inpatient rehabilitation,
Willingness and ability to engage in a range of recovery-oriented interventions that assist with goal attainment, 
[bookmark: _Hlk47521667]Willingness to comply with the UCH Hospital non-smoking on campus rule
Willingness to abstain from alcohol and other drugs (AOD) whilst at AMRHU - engagement with an AOD nurse, or other AOD Treatment service, is an expectation of people with substance misuse issues, 
Aged between 18 and 65 years (consideration may be given in exceptional circumstances for admission of people who are outside of the specified age range, but only where it is assessed as safe and appropriate to do so),
Suitable for an open ward and has a recent risk assessment outlining low risk of harm to self or others, and 
A resident of the ACT.

At times, the Admission Panel may consider a referral for people who don’t meet the eligibility criteria based on their individual and service needs. 

[bookmark: _Toc66890139]2.2 Exclusion criteria for AMHRU
A person under the age of 18 years (consideration may be given in exceptional circumstances for admission of people who are outside of the specified age range, but only where it is assessed as safe and appropriate to do so)
A person that engages in behaviours which put others in danger, or which would otherwise be disruptive to other people or the therapy program and is unwilling or unable to modify their behaviour with support
Primary diagnosis of a personality disorder in the absence of a psychotic disorder.  The current evidence base for treatment of personality disorders does not indicate benefit for inpatient admission for mental health rehabilitation aside from units specifically designed for this purpose
Primary diagnosis of an Eating Disorder in the absence of a psychotic disorder 
Primary diagnosis of a physical health condition or a functional disorder as the main barrier to successful functioning in the community.  People with a primary physical health condition requiring rehabilitation may be referred to the other rehabilitation units on the UCH campus and receiving psychiatric input via the Consultation Liaison Service  
People with unstable medical conditions whose needs cannot be met in AMHRU
People exhibiting signs of delirium or overt confusion
Primary diagnosis of dementia, developmental disability or traumatic brain injury unless there is a significant coexisting psychiatric disorder
Physical frailty that puts person at risk in a Mental Health Rehabilitation inpatient environment
AMHRU cannot provide admission for intensive psychotherapy. Referrals for intensive psychotherapy, in the absence of other indications for admission, will not be accepted.

[bookmark: _Toc66890140]2.3 How to make a referral to AMHRU
Referrals are accepted from MHJHADS and medical professionals in the private system (i.e. GP, private psychiatrist). Allied health professionals in the private sector can also refer with the support of and appropriate information from the person’s GP.  Current forms can be requested from the CNC (see Attachment 6).  

Once completed the appropriate form should be sent to the CNC at AMHRU and uploaded to the Digital Health Record. 

AMHRU referrals: 
The referral is to be completed by the referrer in collaboration with the person and their support systems, Guardian/family/carer/ Nominated Person (if appropriate). The person should sign the referral form to indicate that they are aware of and agree to the referral 
The completed referral form is to be scanned and uploaded onto the Digital Health Record 
The referring treating team sends a Digital Health Record message to the AMHRU to advise of the referral

A referral coming from MHJHADS should include:
The person’s current Clinical Risk Assessment (if coming from an inpatient unit)
Suicide Vulnerability Assessment Tool (SVAT),
outcome measures, 
recent comprehensive assessment, 
evidence of the efforts already made to provide rehabilitation and support for the person in the community and 
a rationale for the need for an admission to AMHRU along with the goals of the admission by the person and their referrer. 

Medical Practitioner referrals:
Medical practitioners such as GPs and private psychiatrists are able to refer directly to the AMHRU. Referrals forms are available from the Clinical Nurse Consultant (CNC) who will process the referral.
Receipt of the referral should be acknowledged as soon as possible, and an outcome of the referral provided to the medical practitioner once a decision has been made. 

[bookmark: _Toc386812413][bookmark: _Toc387741594][bookmark: _Toc387741826][bookmark: _Toc388015526][bookmark: _Toc388354923][bookmark: _Toc394658022][bookmark: _Toc66890141]2.4 Referral Assessment
Upon receipt of the referral the CNC will: 
Acknowledge receipt of the referral. 
Arrange an appropriate assessment time with the referrer and prospective person. 
If the CNC has concerns that the referral is not suitable, they will discuss at the next Admission Panel, and a decision will be made about whether to offer an assessment.

2.4.1 Assessment interview
During the assessment interview the CNC or assessor will explain the unit processes and expectations including rules around leave, smoking, drug and alcohol use.  A discussion should be held about items that cannot be brought onto the unit (see point 5.1) and that only a limited amount of personal possessions should be brought to the unit.  Excessive amounts of belongings will be requested to be removed.  Items remaining on the unit for more than 1 week after discharge may be disposed of at the person’s expense.

It will be explained to the person that if they are otherwise fit for discharge, though choose to remain at the unit on the completion of their rehabilitation program, they may be charged as a Nursing Home Type Patient consistent with broader hospital policy. The Sub and Non-Acute Patient (SNAP) team can assist with the assessment process: CHS.HIS.SNAP@act.gov.au

Once completed, an assessment is presented to the Admission Panel for a decision.

[bookmark: _Toc66890142]2.5 Admission Panel (AP)
The admission panel meeting is multi-disciplinary and comprised of the ADON and/or CNC, Clinical Director and/or Consultant Psychiatrist, Allied Health Manager (or delegate) and whenever available, one senior nurse from AMHRU. The meeting is chaired by the CNC and recorded on the Digital Health Record. 

The outcome of a risk assessment will form part of the person’s assessment to be discussed at the Admission Panel (AP). The AP will discuss what interventions (environmental, procedural, and relational) might be instigated to mitigate any identified risks and whether admission will proceed.

The AP will review the assessment and consider:
· Whether the admission criteria have been met
· What the person’s initial assessment and treatment needs are
· The mix of people currently admitted to the AMHRU
· The rehabilitation readiness of the person

The panel will jointly decide whether the person is to be admitted.  If a consensus cannot be reached by the panel regarding the suitability of a referral for admission, the ADON and/or CNC and Clinical Director will meet and make a decision.

If the person is not suitable for admission, the CNC will document the rationale in the Digital Health Record and will notify the referrer who will advise the person.  The Admission Panel will also make suggestions where possible of what may be beneficial for the person’s recovery. 

The Admission Panel will review requests for reconsideration of an Admission Panel decision on a case by case basis with input from the Clinical Director and ADON.

If a person is deemed suitable for an admission:
If there is not a current bed available for admission, the person is placed on a waiting list (managed by the CNC) and they and the referrer will be notified when a bed becomes available 
People on the waiting list are offered a place based on their need and current dynamics of the ward e.g. gender mix, vulnerabilities, or risk issues 
The waiting list will be reviewed by CNC and Clinical Director in response to receiving a new referral and before an expected discharge
People currently occupying an acute inpatient public mental health bed, who accepted for rehabilitation, will be prioritised for admission.
[bookmark: _Toc508264255]
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AMHRU offers a subacute stream for people to step down from acute mental health units for a further period of recovery or to address barriers to discharge. People within the subacute stream will receive plated meals and are encouraged to, but not expected to, participate in the rehabilitation program.   People in the subacute stream are expected to comply with all the unit rules and to be active in working towards recovery and addressing barriers to discharge.  Where the key barrier to discharge is lack of suitable accommodation, people are expected to accept the first suitable accommodation that becomes available, even if this is not their preferred accommodation

[bookmark: _Toc66890144]3.1 AMHRU subacute treatment 
Subacute inpatient care will be provided with a recovery and rehabilitation focus. A person will have full access to the multidisciplinary team and allied health input on request
Persons will be provided with the option (but not expectation) to participate in rehabilitation activities and group program. People are encouraged to attend and support the engagement of others in the program 
People will not be expected to participate in the Self- Catering Model and will receive plated meals.  Should someone wish to transition to cooking for themselves, consideration will be given to the transition out of the subacute stream into the rehabilitation stream.

[bookmark: _Toc66890145]3.2 Eligibility criteria for Subacute Stream
People aged 18-65 with a primary diagnosis of moderate to severe mental illness.
Currently occupying an acute bed with significant barriers to discharge or at risk of occupying an acute bed without AMHRU admission and they are deemed suitable for a subacute environment. 
Person and guardian (if applicable) are agreeable to referral.
Willingness to comply with the UCH Hospital non-smoking on campus rule
Willingness to abstain from alcohol and other drugs (AOD) whilst at AMRHU 
Aged between 18 and 65 years (consideration may be given in exceptional circumstances for admission of people who are outside of the specified age range, but only where it is assessed as safe and appropriate to do so)
Suitable for an open ward and has a recent risk assessment outlining the low risk of harm to self or others such that acute care is not indicated, and 
At Risk Category (ARC) Level 1 or suitable to be ARC 1 within 48hrs of AMHRU admission (person should be on at least ARC 2 for 48 hours before subacute admission at AMHRU and has had had successful unaccompanied leave)
Suitable for a designated pod with both male and female people 
Medically stable and suitable for an environment where we cannot access physician consultation. 
Minimal assistance required for self-care 
Priority given to ACT residents.

Same exclusion criteria as rehabilitation stream:
A person under the age of 18 years (consideration may be given in exceptional circumstances for admission of people who are outside of the specified age range, but only where it is assessed as safe and appropriate to do so.) 
A person that engages in behaviours which put others in danger and are unwilling or unable to modify their behaviour with support
Exhibiting signs of delirium or overt confusion
Primary diagnosis of dementia, developmental disability or traumatic brain injury unless there is a significant coexisting psychiatric disorder
Physical frailty that puts a person at risk in a Mental Health Rehabilitation inpatient environment.

[bookmark: _Toc66890146]3.3 Referral process
Acute CNC to discuss referral with AMHRU CNC and clarify availability of beds.
Brief one page referral form and ISBAR +SS (Suicide and Serious events) with specific Barriers to Discharge (e.g. awaiting accommodation, for mental state stabilisation (and specify symptoms of concern), awaiting NDIS etc) and outline the anticipated length of stay and estimated discharge date.
Referrer to send Digital Health Record message to AMHRU team
Admission panel discussion including the Clinical Director or Psychiatrist and CNC review.
Please note that admissions will not be able to be accepted outside business hours (Monday - Friday 8:30am to 5:00pm), except in exceptional circumstances. 

[bookmark: _Toc66890147]3.4 Guidelines for out of hours admission to AMHRU subacute stream
1. After hours admissions to AMHRU should only occur outside of business hours in exceptional circumstances. Other alternatives should be considered, including transfer to Acacia at Calvary Public Hospital in Bruce. 
2. In the first instance please ensure that the person being transferred has already been accepted/flagged as suitable by the AMHRU team and that this has been documented on the Digital Health Record (see referral criteria above). AMHRU treating team will identify people who are suitable on a Friday. 
3. Clear medical governance regarding medical responsibility for admission should be documented in the Digital Health Record notes. 
4. An up to date and comprehensive ISBAR + SS should be uploaded to the Digital Health Record.  This must include all risks and recommendations for their ongoing care:  
· medical risks: (the AMHRU has no onsite medical cover after hours).
· suicide/self-harm, 
· harm to others 
· absconding (as per referral criteria, the person should be on ARC 2 for at least 48 hours before AMHRU admission).
5. ARC should be clinical driven and not be reduced for the purposes of facilitating a transfer to AMHRU. 
6. Provide recommendations for action should the person abscond within the first 48 hours.  This is particularly important for people coming from a secure environment.  
7. Psychiatric Registrar to complete CRA and complete the Admission Checklist to facilitate transfer (see Attachments 1 & 2).  The on call Psychiatric Registrar based at Calvary Public Hospital in Bruce is available after hours to AMHRU staff if needed. 
8. Weekend admissions should only occur between 8:30am and 5:00pm recognising that minimal nursing staff are available to support an admission late in the evening. 
9. Up to date medication list and three days’ worth of medication.  This is particularly important for people on clozapine.  

[bookmark: _Toc66890148]3.5 Circumstances for consideration of step up to acute facility at TCH
Nonadherence to drug/alcohol/smoke free policies
Violence/significant self-harm
Disruption to the rehabilitation program
Too acutely unwell to be managed in a subacute environment. 
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Before Admission
Admission to the AMHRU is through a planned admission and will be coordinated by the CNC. The preferred time of admission is 10 to 11 am during the business week. The AMHRU registrar will complete the admission procedure. In most instances, is not possible to admit people outside of business hours due to the medical staff being unavailable.  In exceptional circumstances the Director on Call, in consultation with the Consultant on Call may be able to facilitate admission. 

People with potentially contagious illnesses, such as gastroenteritis or respiratory infections will not be admitted. The CNC will defer/delay the admission until the person is well
If the person is being referred by a community clinical manager, before admission the clinical manager to complete all MHJHADS paperwork and provide an updated written (ISBAR) Identification, Situation, Background, Assessment and Recommendation as per the CHS Clinical Handover – MHJHADS Procedure. The Digital Health Record medication tab should be updated prior to admission by the referring team for all MHJHADS referrals.  
The CNC will allocate the wrap-around team comprising of the treating psychiatrist, the keyworker, the allied health assistant and the peer worker.  The CNC will also assign AMHRU as the primary treating team and the wrap-around team on the Digital Health Record.
The CNC will determine which room a person will be admitted to, taking into consideration their level of vulnerability, cultural requirements, the dynamics between people already admitted to the unit and the person’s level of functioning 
Upon arrival in AMHRU the administration officer will ensure that the person’s details are added to ACTPAS and admitted to a bed in AMHRU.

The CNC should be informed before admission if there is any significant change to the person’s presentation or treatment.  This would include events such as a suicide or serious self-harm attempt, other risky behaviours, assaults on other people, changes in legal status (for instance being placed under guardianship or financial management or under a PTO), significant medication changes, major life events (e.g. death of a loved one, pregnancy), diagnosis of a serious medical condition.  

Prior to the admission to AMHRU, the referrer is to ensure the person is: 
NOT in a crisis. If the person is in crisis, other treatment must be arranged until the crisis has resolved and the person can be admitted to the AMHRU. 
NOT in contravention (breach) of a Psychiatric Treatment Order (PTO).  Resolution of the contravention and any associated treatment must be completed prior to transfer of care.

[bookmark: _Toc507553039][bookmark: _Toc508264256][bookmark: _Toc508696546][bookmark: _Toc66890150]4.1 AMHRU Rehabilitation Admission Journey 
Refer to Attachment 3 for further information
[bookmark: _Hlk62738102]
If the Allied Health staff member is unable to do the allocated appointment time and changes need to be made, it is the responsibility of the Allied Health staff member to approach the person directly and update the admission schedule. Any changes should be updated on the Master Copy and alerted to nursing staff and the person themself. 

If an Allied Health team member is on leave it is their responsibility to meet with people as soon as practical upon their return. If nursing, medical staff, or Allied Health staff identify an Allied Health need that is urgent while an Allied Health team member is on leave, they will speak with the Allied Health Manager who will organise alternative arrangements. 

The Social Worker will discuss with all Aboriginal and Torres Strait Islander people if they would like ALO input and organise for the ALO to attend. 

If individual rehabilitation schedule is changed it is the responsibility of the staff member to: 
ensure this is updated and two hard copies printed and provided to the person (one for wall, one to carry with them) as soon as practical
document saved in MDT/Client Folder/Individual's Client Folder
advise the wrap-around team of change by email CC AHM and CNC.

[bookmark: _Toc66890151]4.2 Positive Patient Identification 
All staff are responsible and accountable for correct identification of the person with the CHS Patient Identification and Procedure Matching Policy and Procedure. At AMHRU, identification is achieved by photographs of the person being admitted, which are attached to their medication chart and personal file. Consent is to be gained as per the ACT Health Consent for Photographs, Videos or Voice Recordings form. 

4.2.1 Photo identification
Photo identification is adopted as the primary person identifier in AMHRU. Images captured for clinical care purposes are considered as part of the clinical record. They are managed in accordance with the Clinical Record Management Policy and any other related operational procedures.

On admission, the person will be asked to provide photo identification in the form of a head shot only with the face visible (e.g. Driver’s Licence photo). 

Staff will explain to the person the purpose of photo identification and where photos are taken by staff, how these photos will be used, stored and disposed of.

At this time, staff are to confirm the person’s unique record number (URN) if they have one and ask the person to confirm their details, specifically their name, date of birth and any known aliases or other names that they are known by.  If the person is unable to identify themselves due to their mental state, an advocate or family member may be asked to confirm their identity.

Where photo identification is available, two colour photocopies are taken of the photo identification supplied. Information supplied confirming their details are to be documented on the reverse of photocopies and one photocopy is to be placed in the folder on the medication trolley and one copy filed in person’s hard folder.

If the person is unable to supply photographic identification or the photograph provided does not meet with the requirements specified above, staff are to take a photo of the person.

Photos will only be taken with the written consent of the person or their advocate. The Consent for Photographs, Videos or Voice Recordings Form (which can be found on the Clinical Forms Register) must be completed and the original placed in person’s file.

Staff will take a photograph of the person (headshot only with the head uncovered and the face clearly visible). The photo is printed in colour and the digital image deleted if a digital camera used. The person’s identification is to be written on the back of the photograph and the completing nurse to sign the photograph to confirm identity.  

Note: AMHRU has a Polaroid Camera available for this purpose where there is no digital record of the photographed image.

One photograph should be attached to the clinical notes and the other to the Patient Identification Folder, which is kept in the medication room.

If there are any significant changes in the person’s appearance since their original photo identification or during course of admission an updated photograph needs to be taken. 

On discharge, photographs attached to existing medication charts and clinical notes are to be filed with the person’s medical records. Spare copies of photographs not used before discharge should be shredded or disposed of in the confidential waste.

In the event a person does not comply with a request to provide photo identification or have their photo taken, staff should:
Document this event in the clinical file as an alert
Adopt the use of at least three alternative person identifiers including:
· Full name, date of birth, address or identified gender
· Use of additional health care workers who the person may be known to
· Use of family, friends, carers or guardians
Report through Riskman 
Report to the treating team at the next multidisciplinary team meeting 

This should not preclude further attempts to seek photo identification from the person later.

Positive Patient Identification is required before administering medication or providing meals to any person admitted to the unit. 

[bookmark: _Toc66890152]4.3 Staff Responsibilities on admission of a person to AMHRU
4.3.1 Administrative Staff
The Administrative staff will be required to:
Check 3 points of identification on arrival to the AMHRU
Update ACTPAS indicating which room the person is admitted to and update the demographics such as Guardian, nominated person, current GP, mobile phone number. 
Admit the person in ACTPAS on time to ensure all documents and tools, such as SVAT and Outcome Measures, are recorded in the correct Episode of Care – the CNC will confirm with Admin staff that the admission has been completed as soon as practicable on the day of admission
Provide the admitting nurse with patient identification labels 
Send a letter to the General Practitioner, Guardian, NDIS coordinator, private psychiatrist and private psychologist to inform them of the person’s admission.

4.3.2 Admitting Nurse
Prior to the arrival of the person to AMHRU, the NIC will assign the person to an admitting nurse who will be responsible for ensuring the admission process is complete.

If the person is brought to AMHRU by an MHJHADS clinician from another inpatient setting, a verbal clinical handover must be provided to the admitting nurse in accordance with ISBAR principles. 

The admitting nurse will notify the admitting doctor of the person’s arrival. 

On arrival, the Peer Worker or admitting nurse will greet the person and orientate them to the unit. Staff will also explain that admission documents need to be completed, the person’s belongings checked (refer to persons belongings section), physical observations taken, introduction to other participants and staff and the Welcome to AMHRU booklet given to the person. 

The admitting nurse should also reinforce CHS rules around smoking, unit leave processes, such as the requirement to sign in and out in the Leave Book. 

The admitting nurse also needs to:
· Complete the AMHRU Admission Form (Form 35261).
· Complete a set of physical observations, plus height, weight and waist circumference and enter in PatientTrack and in the Digital Health Record. Other physical observations may be requested by the treating doctor for completion on admission.
· The smoking cessation form on the Digital Health Record is required to be completed on the day of admission.  
· The admitting nurse is to provide dietary information to the kitchen via DIETPAS (for diets) and Clinical Portal (for food allergies) and inform the kitchen of a new person on unit and order next meal via Brookfield Global Integrated Systems (BGIS) Helpdesk x47000
· Complete the risk assessment tool approved for use e.g. DASA 

4.3.3 Allied Health Role on Admission
The Peer Worker will explain the information in the Welcome to the Adult Mental Health Rehabilitation Unit booklet, which contains information about mutual expectations and roles with the person being admitted. If a Peer Worker is not available to work with the admitted person to read and understand the information in the Welcome to the Adult Mental Health Rehabilitation Unit booklet, the admitting nurse should contact the CNC. The CNC will discuss an alternative Allied Health staff member who can do so, or the CNC may ask the admitting nurse to do so.

Please see Allied Health input as outlined in the Rehabilitation Admission Journey.

4.3.4 Medical Officer role on admission
The AMHRU registrar or consultant will complete the admission procedure. Within the first 24 hours of admission the Psychiatry Registrar will undertake a comprehensive assessment of people being admitted to the AMHRU to identify any critical elements of care and treatment.  

The Psychiatry Registrar will also need to complete the admission as per the doctor’s Admission Checklist for AMHRU (see Attachment 2).

[bookmark: _Toc66890153]4.4 Medical assessment on admission
It is the responsibility of the AMHRU Psychiatry Registrar to ensure that all admitted people have a comprehensive medical examination at the time of admission.  The results are to be recorded and signed in the Digital Health Record.   If, however, the person has recently been transferred from another inpatient setting where a medical examination has been conducted, then the medical examination on admission to AMHRU may be done within the first 7 days.

If a physical examination is not possible at the time of admission (e.g. if it would be distressing to the person to undergo a physical examination due to his or her mental state), then the reason should be clearly stated in the person’s clinical notes and the Digital Health Record, including any relevant observations documented (e.g. gait, posture, energy levels, levels of hydration, nutritional status) and continued attempts should be made to undertake the examination. 

[bookmark: _Toc66890154]4.5 Medical Assessment after hours.  
Should the nursing staff on AMHRU require medical advice after hours for an inpatient on AMHRU in the first instance the registrar on call should be contacted, or if unavailable, the consultant on call.  

If a face to face assessment is required and the matter cannot wait until the next business day, the RACC JMO can be called.  This includes for situations of medical deterioration which do not yet meet criteria for a HERO call, person pain or discomfort, suspected infection, or situations where the staff are concerned.  

If the AMHRU staff are concerned about a person’s physical health, they should complete a modified MEWs score and follow the CHS Clinical Procedure UCH Vital Signs and Early Warning Scores.
If a MEWS is recorded at 3, the NIC is to notify AHHM and hourly observations are to commence.  
At a MEWS 4-5, the Medical Officer is to be contacted and observations are completed half hourly.
At a MEWS of 6 the after-hours doctor is to be contacted for immediate review and if there is no improvement a HERO called should be made. 

[bookmark: _Toc66890155][bookmark: _Hlk32316497]4.6 Psychiatry medical cover after hours
During the business hours on the weekend, if AMHRU staff require assistance from the on-call psychiatry registrar, the Nurse in Charge is to contact the on-call psychiatry registrar at Calvary Hospital.

Outside these times, the AMHRU is covered after hours by the MHJHADS psychiatry registrar on-call. The psychiatry consultant on-call is available if the psychiatry registrar requires assistance.

The MHJHADS psychiatrists on call can be contacted through the Canberra Hospital switch on 5124 0000.

It may be operationally difficult for the psychiatry registrar on call to attend the UCH campus depending on other clinical priorities.  If the psychiatry registrar on call cannot attend and the matter cannot be resolved by over the telephone advice from either registrar or consultant, the person should be sent to The Canberra Hospital emergency department for review.  Refer to CRA section for details of procedure CHS Increased Nursing Patient Care and/or Supervision Procedure roles and responsibilities.

[bookmark: _Toc434330150][bookmark: _Toc66890156]4.7 Responding to a Clinical Crisis at the AMHRU/AMHDS Reception Desk
If a distressed person presents at the reception desk and requires the attention of a clinician, administrative staff must contact the ADON or CNC or Allied Health Manager by phone and request they attend the reception area. If the managers are unavailable, administrative staff can request a Senior Clinician (or the Nurse in Charge of shift to attend the reception area by dialling NIC handset 27628). 
A person should be supported to contact the Access Mental Health team for assessment and ongoing support. 
If the situation is an emergency or requires urgent intervention, administrative staff must raise the alarm using the fixed duress alarm system in their work area and the appropriate code called. 
The manager/senior clinician should contact either security, the police, their clinical manager or emergency services as appropriate.

Back to Table of Contents
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[bookmark: _Toc519089946]The team will work collaboratively within professional and legal frameworks to ensure the safe delivery of mental health in-patient care for people admitted to the AMHRU based on sound evidence-based practices.  

A bio-psychosocial approach to treatment planning along the recovery journey will be offered in a collaborative process between the person, the AMHRU team, and family and carers. Before discharge, referrals will be established to ensure people can access community programs and navigate mental health and other support services on their return home, including connection with National Disability Insurance Scheme (NDIS) where relevant. For further information on connecting people with the NDIS refer to CHHS Clinical and Operational Procedure National Disability Insurance Scheme (NDIS) – Supporting People to connect to the scheme (MHJHADS people only). 

[bookmark: _Toc66890158]5.1 Personal Belongings
In order to ensure the safety of people, staff and visitors, certain items are not permitted in the unit. 

People are advised before admission not to bring:
Sharps of any kind including penknives
Wire coat hangers
Prescribed and non-prescribed drugs
Alcohol
Illegal substances 
Weapons
Illicit drugs / paraphernalia
pornography
clothing with offensive slogans or symbols 
electrical equipment that does not have a current test tag (this can be arranged on the unit however, the item will not be able to be used until the tag testing has occurred). 

Visitors with prohibited substances or items will be asked to leave the unit and ACT Policing may be notified. 

People are asked to bring clothing appropriate to a mixed-gender unit that is not offensive or provocative. Cigarettes, including e-cigarettes, tobacco products and lighters/matches are not to be brought onto the unit (a locker for storage will be provided). 

[bookmark: _Toc66890159]5.2 Companion and Assistance Animals
Any proposed animal visits to the UCH campus (including AMHRU) must be discussed with the ADON. The impact on other admitted people, staff and visitors should also be considered as well as infection control guidelines. If a visit is deemed suitable, the animal’s credentials and / or registration documentations must be supplied to the ADON.  

The following categories are recognized as potentially therapeutic and may be considered as part of a person’s recovery: 

Assistance or Service Animals 
Assistance or service animal (usually a dog) is an animal that is trained to do work or perform tasks for the benefit of an individual with a disability, including a physical, sensory, psychiatric, intellectual, or other mental disability. Other species of animals, whether wild or domestic, trained or untrained, are not service animals for the purposes of this definition. The work or tasks performed by a service animal must be directly related to the handler´s disability. Examples of work or tasks include, but are not limited to:  
assisting people with impaired vision and impaired hearing 
providing non-violent protection or rescue work 
assistance dogs to pull a wheelchair 
assisting an individual during a seizure 
alerting individuals to the presence of allergens 
retrieving items such as medicine or the telephone 
providing physical support and assistance with balance and stability to individuals with mobility disabilities 
helping persons with psychiatric or neurological disabilities by preventing or interrupting impulsive or destructive behaviours. 

 Animal Assisted Therapy  
This is a structured mode of tailored individual therapy run under professional supervision with animals trained for the role. Such programs are designed to improve the physical, social, emotional and/or cognitive functioning of the person, as well as providing educational and motivational effectiveness for participants. The therapy can be delivered to individuals or groups undertaking structured rehabilitation and recovery programs to improve strength, range of motions, balance, memory, speech and interaction. 
 
Pets as Therapy 
This category refers to more casual ‘meet and greet’ activities that involves animals and handlers visiting people and their families at the bedside or in common areas. Specially trained volunteers, or professionals, with animals that meet specific criteria, deliver these more casual visitation programs designed to reduce anxiety, increase tactile contact, improve self-esteem and stimulate interaction. 

Pet Therapy is an approved therapeutic activity on AMHRU. The animals used in the therapy program are compliant with CHS Infection Prevention and Control - Healthcare Associated Infections Procedure and their use is monitored by the clinical team.

Companion Animal 
Companion animals are usually domesticated animals who have some training and acceptable behaviour for human/animal interaction. Companion animals must be registered as per the Companion Animals Act 1988 and be able to validate registration on request.

[bookmark: _Toc66890160]5.3 Valuable Belongings
On admission, a person’s valuables must be recorded on the Consumers clothing, property and valuables form and a copy will be provided to the person for the person to retain. The admitting nurse is to ensure that the person accepting responsibility for their items in AMHRU. This form is placed in the person’s clinical file (see admitting nurse’s duties).

AMHRU has a holding room where each bedroom has allocated shelf space for bulky goods.  Where possible the person should be encouraged to return any valuables, e.g. jewellery, large amounts of cash to a family member or carer. Excessive belongings should also be returned so as not to create a work health safety or infection control issue. The CNC will liaise with people about what volume and sorts of items can be kept in a person’s bedroom. 

If items are removed for safekeeping, staff must telephone UCH security. Security will bring to the unit a green valuables bag and the Patient Valuable Receipt and Transaction Record book. The valuables will be placed in the green bag in front of the person and nurse and then sealed with a numbered seal. The bag number and seal number are recorded in the Patient Valuable Receipt and Transaction Record. The white and pink copies are placed in the clear window in the front of the bag, the person is given the green copy, and the yellow copy remains in the book. An objective description of items to be used when documenting belongings, i.e. “yellow metal ring”.

The bag and receipt are taken to the security office to be stored in the hospital safe. The person can accompany the bag and security staff with the nurse. The bag is placed in the hospital safe and a record of the receipt of the bag is recorded in the Patient’s Valuables Register which is signed by Security.

Outside of business hours, the after-hours hospital manager (AHHM) can be paged to request assistance with accessing and transferring items to the hospital safe. 

Electronic equipment brought into the unit has to be entered on a person’s property form and signed for. This indicates that the person accepts responsibility for it while they are admitted to the unit. All electrical items brought into the AMHRU must be tested and tagged to indicate that they are safe for use. If this has not been completed at the time of admission, the administration staff can arrange for this check to occur.

[bookmark: _Toc66890161]5.4 Multi-disciplinary Meetings (MDT)
The Multi-disciplinary meetings are a structured multi-disciplinary framework by which clinical decision making is made and is the primary clinical forum for a person’s treatment and care to be discussed. The meetings provide a structure for the varying disciplines to collaborate effectively to meet the needs of people admitted to the AMHRU and also provides a support function for clinical staff who work in the AMHRU.   

The MDT meetings comprise of medical staff, members of the allied health team, the CNC and senior nurse on shift. All clinical discussions conducted in the meetings will be documented in the digital health record by the chair for that meeting.   The MDT meetings are held weekly and are facilitated and chaired by the CNC or other senior clinician.  

Functions of the MDT is:
· A regular review of treatment planning and an updated Care Plan for a person
· A forum for all members of the treating team to provide input  

A review must include:
· A risk assessment (SVAT) and outcome measures
· Discussion of any complex clinical issues including any recent incidents of Code Black or near misses, Code Blues or management of problematic behaviour
· Discussion and endorsement of individual Care Plans including discharge planning
· The use of approved person identifiers and ISBAR clinical handover principles should be used during the MDT discussion.

The CNC will appropriately triage and manage a list of people to be reviewed.  

A person’s care plan and ongoing treatment are to be discussed at MDT within the first two weeks of admission and once per six weeks after that for all people.

The MDT may determine a review at a less frequent rate if the person’s presentation does not alter. 

[bookmark: _Toc66890162]5.5 Care plans
Care plans are created in collaboration with the person and reflect a person’s goals and rehabilitation needs.  Care plan goals should be dated and reviewed for currency and progress towards those goals. 

5.5.1 Principles of care planning 
Underpinning principles of care planning include:
Accountability – Creates a living document where actions and follow up can be assigned to individuals/organisations and tracked  
Collaboration – facilitates staff member and person to work together in planning care; considering a person’s wishes, preferences, limitations and resources. Care plans can also be shared with others in order to support a person’s recovery
Ownership – allows a person to take ownership of their recovery by actively participating in its planning 

5.5.2 Recovery Review Meetings: Collaborative Process for developing Care Plans
An initial care plan will be initiated on the day of admission and discussed and updated at an MDT within 2 weeks of admission and placed on the Digital Health Record.   Thereafter, the care plan will be updated at Recovery Review meetings and MDTs when the person is reviewed.  

All staff are responsible for adding to the care plan as per their collaboration and goal setting with a person.  Issues, goals and actions should be documented to inform treatment and intervention and encourage ownership by the person.  A person responsible for follow up of each goal should also be included.  

After the initial care plan has been developed, it will be updated at Recovery Review meetings.

Recovery review meetings occur with a person and any staff member involved in the care of the person.  The purpose of the meeting is for the staff member and person to work collaboratively on reviewing the progression towards the person’s recovery goals, adjust the goals and add new ones, or close existing ones that have been met or are no longer relevant.  

Each Recovery Review meeting will be clearly titled on the Digital Health Record with the heading and the discipline doing the meeting e.g. Recovery Review meeting – Psychologist or Recovery Review meeting – Keyworker. The frequency of the meetings will occur monthly and feed directly into updating Care Plans before MDT meetings. To ensure the person’s voice is heard in the MDT, the week of the MDT the keyworker will have their Recovery Review meeting with the person and discuss the currency of their overall goals and how they feel their admission journey is progressing.

After an MDT, the allocated nurse of that shift will print off a copy and provide it to the person (though the person can request a copy at any point during admission).

The person may share their care plan with whom they choose.  If the treating team wish to share the care plan with the persons GP or other members of the treating team consent does not need to be gained.  However, consent must be obtained to share with any other party including nominated persons, family/carers and community support organisations every time a new care plan is developed. 

[bookmark: _Toc66890163]5.6 Unacceptable behaviour management
AMHRU uses a three stepped approach to unacceptable behaviour such as, but not limited to, smoking, drug and alcohol use, and abusive behaviour. During the assessment process unit processes and expectations are discussed with the person and again on admission. 

Any behaviour which is unsafe must be reported via a Riskman. 

The CNC will discuss any unacceptable behaviour with the treating doctor and Clinical Director to form a plan. The CNC or treating doctor will inform the person that the behaviour is not acceptable on the unit and record the discussion in the Digital Health Record. The plan will be presented to the MDT at the next available MDT meeting.

[bookmark: _Toc66890164]5.7 Leave from the Unit
All leave from the unit is to be endorsed by the treating team and leave provisions are to be entered on to the CRA.  

People should be on the unit during business hours so that they can be seen by medical and allied health staff and access the therapeutic program.  This is explained to people before admission and on admission to the unit. Leave during business hours should be limited to activities that are directly related to a person’s rehabilitation goals or as part of a transition to discharge.  Visitors are to be encouraged to come at times when people are not engaged in therapeutic activities.  This includes the evening meal times.  

Before people access leave, staff are to ensure that leave has been endorsed by the treating team and signed on the CRA. If staff believe that a person may be at risk were they to access leave, they are to discuss this with the person and report this to the treating team. If the person is at risk of absconding, they will need to be transferred to a more secure setting, via TCH emergency department.

If a person is a voluntary person and wants to take leave against medical advice, and the treating team hold concerns for the safety of a person, the emergency provisions of the Mental Health Act 2015 may be used to detain and assess the person, if that is deemed appropriate by the treating team. 

AMHRU is an open ward and people leaving the unit are asked to record details of their leave, including where they are going and expected return time, in the Consumer Leave Folder. People are requested to sign back into the unit when returning from leave. The nurse looking after the person for the shift is to monitor the leave book and request the person sign back into the unit if they have not done so, or if they are unwilling or unable to do so, sign them back onto the unit.

People admitted to the AMHRU should not leave the between 9.00 pm and 6.00 am, unless this has been approved by the treating team and documented on the CRA.  

People who return from leave after 9.00 pm should present to the hospital main entrance.  People will need to contact security through the intercom who will escort them back to the AMHRU.

If someone takes unauthorized leave, please follow the procedure outlined in Unauthorised Leave of Admitted People from MHJHADS Inpatient Units.

[bookmark: _Toc66890165]5.8 Infectious illnesses 
Should a person admitted to AMHRU develop potentially contagious symptoms (e.g. gastroenteritis, respiratory infections), early involvement of infection control will be sought by the CNC. The CNC will contact the Infection Control ADON to seek advice for best practice. CNC will report any notifiable disease as per ACT Health, Reporting of Notifiable Conditions Code of Practice 2017. 

Staff who identify a person with suspected respiratory illness are to notify AMHRU CNC, ADON and Clinical Director as well as after-hours notifying the After-Hours Hospital Manager and isolate the person. 

Staff are to follow the procedure outlined in Canberra Health Services, Clinical Procedure Influenza and Respiratory Illnesses Management - Adults and Children. 
Staff who identify a person with a diagnosed or suspected respiratory infectious disease or illness are required to contact the team leader of Occupational Medicine Unit and the Infection Prevention and Control Unit (IPCU) during business hours or the after-hours Hospital Manager. Further details can be found in the CHS Infectious Threats Operations Manual and CHS Infection Prevention and Control – Healthcare Associated Infections Procedure. 
Consideration of leave for people who become ill whilst they are on the unit will be given by the medical staff.

[bookmark: _Toc66890166]5.9 Specialised Assessments and Clinical Interventions 
A range of therapeutic interventions are provided at AMHRU based on a recovery-oriented treatment. Interventions are delivered by trained clinicians with specific expertise in a range of evidence-based intervention (refer to AMHRU Workforce in section 1.2 for further information about each discipline’s role in the multidisciplinary team).

Specialist counselling referrals may be made to external agencies to address issues of bereavement, trauma, victims of crime, assault and domestic violence in addition to addictions such as alcohol and other drugs or gambling.  Referrals may also be made to other teams within MHJHADS, for instance the therapies team, mental health ID and other services within Canberra Health Services such as outpatient services, obesity management clinic, physical rehabilitation where indicated.

[bookmark: _Toc66890167]5.10 Therapeutic Group Program
People admitted to the AMHRU will have access to a variety of opportunities for engagement in the Therapeutic Group Program. The Allied Health Manager will have oversight for the development and revision of the Therapeutic Group Program in collaboration with the CNC and ADON. 

Groups may include, but are not limited to:
Illness self-management,
Cognitive remediation groups
Metacognitive training groups
Skills-based groups (such as social skills training)
Cooking groups
Psychoeducation groups 
Gym and active living
Peer-led groups
Social and recreational groups
Managing physical health
Relapse prevention

[bookmark: _Hlk43210470][bookmark: _Toc66890168]5.11 Provision of dental care at AMHRU (Dental Clinic)
5.11.1 Notifying the Dental Service on admission
AMHRU staff will provide information about oral health services to persons on admission and offer them the opportunity for an oral health assessment with a dental practitioner onsite. 

AMHRU staff advise the dental practitioner of new admissions who has expressed interest in receiving an oral health assessment. 

The dental practitioner visits AMHRU every Tuesday (subject to change) to provide oral health assessments, consultations and treatments to consenting persons in the Adult Mental Health Day Service Treatment Room.  The initial assessment and review consultations are delivered from a consultation room at UCH every 1st and 3rd Tuesday of the month. Comprehensive examinations and treatment are provided onsite from the TAP Mobile Dental Clinic (MDC) every 2nd and 4th Tuesday of the month.  This schedule may change based on operational requirements. On the 5th Tuesday of a month the dental practitioner will attend AMHRU and work from an available room.

The person’s capacity to consent, medical history and current medications will be recorded by the treating doctor. A printout of the current medications can be provided by the nursing staff to the dental therapist on the day of the person’s appointment.

5.11.2 Assessment 
When the person consents to a dental assessment:
1. The Allied Health Assistant (AHA) will make an appointment time for the initial assessment with the dental practitioner and advise the person of the arrangements. 
1. The person then attends their appointment accompanied by the AHA.
1. At the initial assessment, the dental practitioner obtains consent, provides a brief assessment and discusses oral health needs, goals and further interventions with the person.
1. When the person requires no further oral health intervention or does not wish to proceed to a comprehensive examination, no further action is taken.
1. When a person consents to a comprehensive examination, the person is booked for an appointment in the TAP Mobile Dental Clinic, and the CNC is informed.

The initial assessment includes an inspection of the mouth, recording of plaque and gingival health scores, brief intervention for smoking cessation and oral health advice.

5.11.3 Clinical Considerations
The dental practitioner must consult the treating psychiatrist before prescribing a medication, e.g. Antibiotics or drugs for pain relief. The treating psychiatrist must be informed of any diagnoses of pathology other than dental caries and periodontal disease.

5.11.4 Role of the AHA in the Dental Clinic
The Allied Health Assistant assigned to the Dental Clinic will:
Remain with the Dental Therapist for the duration of the appointment
Ensure follow up appointments are handed over to NIC and written in the unit diary

[bookmark: _Hlk46155105]The dental therapist will write a file note in the digital health record. 

[bookmark: _Toc66890169]5.12 Deteriorating mental state  
Where the risk of dangerous behaviour is identified, the nursing and medical staff have the responsibility to act and reduce the risk and manage it effectively.

The risk assessment and corresponding CRA form (attachment 4) must be changed by nursing staff if there is a change in mental state or in the event of a mental health emergency. The medical staff will need to ratify the assessment as soon as practicable. The risk assessment should remain in the person’s hard copy file, be easily accessible, and legible. 

After hours, in the case of a mental health emergency, the Nurse in Charge (NiC) should inform the AHHM in addition to the MHJHADS escalation process. The MHJHADS Director on Call should be contacted and informed of any risk, injury or potential injury to staff or people on the unit. Security may be called to support staff if a person is abusive or violent. Refer to CHS Guideline, Identification, Mitigation and Management of Aggression and Violence for Mental Health Justice Health Alcohol and Drug Services. 

A person may be moved to the pod closest to the staff station where closer observation can be made.  Any move of a person is directed by the CNC, however if a person begins to deteriorate after hours the NiC may make a determination to move the person to the pod closest to the staff station and then alert the CNC on the next business day.  The treating doctor is to be informed by NiC. 

A Riskman is to be completed for an acute deterioration and the CNC and ADON informed as soon as practicable, but within the same shift.

[bookmark: _Toc66890170]5.13 Deteriorating physical health
AMHRU encourages people to maintain their relationship with their General Practitioner. For minor medical matters, the person will need to book a consultation with their GP. The CNC will discuss this with the person before and on admission. The CNC will then inform the ADON of the person’s preferred GP. The ADON will contact the GP practice manager to request the practice invoice for ACT Health. Medicare cannot be used to fund a GP consultation for a person admitted to an inpatient unit. When the practice is agreeable to invoice ACT Health for the GP visit, the person can book and attend their GP.

Acute deterioration in physical health will trigger a MEWS score increase. Refer to CHS Clinical Procedure UCH – Vital Signs and Early Warning Score (in the Policy Register).

For an acute deterioration in physical health, staff are to follow the DRSABCD protocol, call the UCH HERO team by using the CODE Blue Button located in the staff access corridor adjacent to the Emergency Trolley and call an ambulance.  Staff are to send one staff member to the entrance to AMHRU at reception to guide the HERO Team and/or Ambulance Team to the location of the person. 

A Riskman is to be completed for an acute deterioration and the CNC and ADON informed as soon as practicable, but within the same shift.

[bookmark: _Toc66890171]5.14 Long Stay People
If a person’s treating doctor determines they no longer require acute care and that their rehabilitation is complete, a person may be classified as a nursing home patient and charged a daily fee. The Clinical Director and Operational Director must be informed of this determination and the intention to reclassify the person’s continued stay at AMHRU.

A person can be classified as a nursing home patient if they no longer require acute care and their rehabilitation is complete, remain in the hospital for more than 35 days without a break of more than 7 days. This includes people who are waiting for other housing, for instance, supported accommodation, public housing or hostel accommodation. The fee is set by the Federal Government and is currently $60.05 per day (subject to change). This fee cannot be claimed from Medicare. People may be eligible for rent assistance through Centrelink. 

The Medical Officer must inform the person/substitute decision maker of the decision to change the type of care to a Nursing Home Type Patient (NHTP) and highlight the financial implications. This should be done during a family meeting.

Further clarification if required, can be sought from the staff of the Patient Liaison Admission Team (PLAT Team) on (02) 5124 3336. The role of the PLAT team is to provide supporting documentation and information to the person/substitute decision maker. This information will include details of any charges that may be incurred following care type changes by a medical officer to NHTP. This is outlined as patient contributions under the disallowable instrument Health (Fees) Determination under the Health Act 1993. Where the PLAT team are unavailable, the Patient Accounts team can assist by contacting (02) 6207 6131.

Upon reclassification as a NHTP by medical staff, the AMHRU Social Worker can assist in providing information to people and their families/substitute decision maker about potential Centrelink entitlements.  People who meet the eligibility criteria for the National Disability Insurance Scheme (NDIS) should be referred to the NDIA.

Before admission, the CNC will inform people of the possibility of the admission being reclassified as NHTP if they remain an inpatient after rehabilitation has been deemed to have been complete, or no longer requiring an inpatient admission. 

On admission, Form 20203, Canberra Hospital Inpatient Election Form A, must be completed by the person or legal guardian, which includes the acknowledgment that they understand that a fee may be payable after 35 days of inpatient stay, subject to the criteria listed above.

[bookmark: _Toc508696548]Back to Table of Contents
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The Mental Health Act 2015 identifies several ways that a person can express preferences for their treatment, care or support when they have decision-making capacity in anticipation of future temporary or permanent loss of decision-making capacity. These include entering into an Advance Agreement and/or an Advance Consent Direction, and/or nominating a Nominated Person. 

In AMHRU the treating psychiatrist will advise the CNC whether a person has capacity to enter into a discussion around their advance care planning.  The CNC makes a note on the Digital Health Record regarding the capacity to consent. 

The Peer Worker allocated as part of the person’s wrap-around team will discuss with them via the My Rights My Decision kit and assist them doing it if they wish. The completed forms are then to be scanned and uploaded to the Digital Health Record, and the CNC completes the Alert via Clinical Portal.

If a person’s wishes cannot be followed in accordance with their Advance Agreement (for example, if the preferred person is not available to care for the person’s property), an explanation and alternative agreement will be documented in the person’s Digital Health Record. 

Where a person does not have an advanced agreement or advanced consent direction in place their allocated peer worker will offer them assistance to make one should they wish.

For further information refer to CHS Advance Agreements, Advance Consent Directions and Nominated Persons under the Mental Health Act 2015 Procedure and the CHS Assessment of decision-making Capacity and Supported Decision-making for people being treated under the Mental Health Act 2015 Procedure on the CHS Policy and Guidance Documents Register.
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[bookmark: _Toc66890174]7.1 Nursing Handovers 
As per CHS Operational Procedure Clinical Handover in Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS), all verbal nursing handovers should be completed in the ISBAR+SS format.  

The shift to shift nursing handover is completed by the NIC, or nominated nurse, and provides information to oncoming staff about events on the previous shift or recent events over more than one shift.  Clinicians use the structured clinical handover process to ensure all relevant aspects of the person’s care are included in the transfer of responsibility and accountability for care from shift to shift.

The handover should include:
ARC scores - ARC scores for all people admitted to the AMHRU are to be discussed and are to be reviewed as clinically necessary.
Leave - The leave status for all admitted people is discussed.
Other unit issues - 
· Ward acuity
· Issues in relation to complex persons are discussed and a management plan determined
· Incidents of code black/blue are discussed.
Any risk issues found in the previous shift’s environmental check.
Discharges/Admissions
Pending admissions or discharges are to be discussed.

At the completion of the handover, the allocation of staff for the next shift will be done by the NIC for that shift.

On the handover sheet:
The NIC will allocate the person load to each staff member 
The NIC will note allocations on their handover sheet 
Each allocated nurse will update the handover sheet for their people as required
The NIC handover sheets from the AM and PM shift will be scanned by night shift and uploaded to the Q drive ‘handover’ folder each night

[bookmark: _Toc66890175]7.2 Morning Update Meeting (Allied Health and Medical staff)
A morning update will be provided to all Allied and Medical staff, including other clinical staff who work at AMHRU during business hours. 

The update will commence at 9.00am and finish by 09:30am, allowing an update from each staff member present.

The update will include information that is relevant to the clinical operation of the unit and will be limited to:
Update from previous close of business
Pending admissions or discharges that day
Critical incidents such as Code Blue or Code Black 
Matters related to ACT MHA 2015 requiring attention over the next 24-48 hrs
Any changes including deterioration and improvements to the mental state of admitted people to AMHRU
Any clinical risks that require attention over the next 24hrs
An overview of each staff members work plan for the day (i.e. planned assessments, sessions, groups, meetings etc)

[bookmark: _Toc66890176]7.3 Allied Health Weekly Meeting 
A fortnightly allied health meeting will be facilitated by the Allied Health Manager and aims to:
Offer support and reflection on specific clinical interventions 
Communicate weekly programs and their management.
Facilitate opportunity to discuss relevant clinical cases and interventions.  

[bookmark: _Toc66890177]7.4 Documentation  
As per CHS Operational Procedure Clinical Handover in Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS) all written clinical handover notes should be completed in the ISOAP-SS or ISBAR +SS format.  The subject heading for a file note should be descriptive and include anything pertinent to that shift. 

It is the expectation that staff provide a contemporaneous account of the person’s status from that shift. Therefore, copying and pasting of the person’s current information (aside from historical background information acknowledged from a previous source) from a previous Digital Health Record entry is not good practice.  

Specific to nursing shift notes, documentation should in include:
At Risk Category
Detailed leave status
Significant incidents during the shift
Riskman numbers if Riskman submitted.

Back to Table of Contents
	[bookmark: _Toc511218814][bookmark: _Toc66890178]Section 8 – Clinical Risk Assessment (CRA)



[bookmark: _Toc66890179]8.1 Risk assessments
Risk assessment and management of risk is a complex process whereby information is gathered about historical, clinical and environmental factors of risk pertaining to the individual. This information is then evaluated and the relevance and quality of information taken into account when determining potentially harmful outcomes for the person and/or others.

The types of risk that may require careful assessment and increased observation, containment or monitoring include:
Suicidal or a history of previous suicide attempts or acts of self-harm
Chronic suicidal thoughts, but with current intent 
Aggression / violent behaviours / harm to others 
Delusions, particularly paranoid ideas where the person believes other people may pose a threat 
Hallucinations, particularly voices suggesting harm to self or others
History of absconding 
Poor adherence to medication regimes 
Alcohol and Drug use
Sexual safety – the risk of vulnerability or history of inappropriate sexual behaviour 
Cognitive impairment 
Deterioration of a medical condition.

The risk assessment and corresponding CRA form (Attachment 4) must be completed by medical staff and nursing staff on admission, and every two weeks after, and at their three monthly review, or by nursing staff if there is a change in mental state or in the event of a mental health emergency. The medical staff will need to ratify the assessment as soon as practicable. The risk assessment should remain in the person’s hard copy file, be easily accessible, and legible. 

Where behaviours of concern are identified, the nursing and medical staff have the responsibility to act with a view to reducing that risk and managing it effectively.

For more information refer to CHS Initial Management, Assessment and Intervention for People Vulnerable to Suicide Procedure.

[bookmark: _Toc66890180]8.2 Guiding principles for managing a person’s risk
Risk management plans should be thoughtful and considerate of the person as an individual
Privacy and dignity should always be considered when undertaking observations
Staff should make provisions for any special needs the person may have, wherever possible
Observation should be set at the least restrictive level, i.e. for the least amount of time within the least restrictive setting
Identified risks should be effectively managed through increased observation
The risk should be well documented in the treatment plan
A multi-disciplinary approach should be taken when developing treatment and risk management plans
The person should feel safe
Leave should only be withdrawn as a way of managing risk if it is part of a behaviour management plan previously agreed upon by the treatment team at the MDT. This action needs to be discussed with the person and the rationale provided

[bookmark: _Toc66890181]8.3 At Risk Categories (ARC)
There are four levels of nursing care provided related to the clinical presentation of the person and their current risk assessment. The frequency of observation may also change at specific times, or during specific events such as night-time or during periods when harmful outcomes are more probable. 

MHJHADS Clinical Risk Re-Assessment (Adult) Form should be used to record the level of risk.

8.3.1 ARC engagement and observation
The CNC or NIC is responsible for allocating appropriately qualified staff members to carry out the level of observation and engagement required. Regular observations and engagement are a core pillar of relational safety.  Every person admitted to the AMHRU will have a designated staff member each shift who should ascertain, to the best of their ability, knowledge of the person’s whereabouts, whether on or off the unit. Not all people need to be within sight. People should provide details of their planned destination, time of leave and expected time of return, when leaving the unit and document this in the Consumer Leave Book.

The ARC observation of the person is attended by clinical staff only and should be inclusive of the person’s orientation to time, place and person, insight into their current situation, general appearance, mood, behaviour and ability to care for themselves and manage their treatment program. This is then documented on the appropriate ARC observation form with the location that the person was observed (see attachment 5).

At least once per morning and evening shift, a nurse will sit down and talk with each person, to assess their mental state, including an evaluation of their mood and behaviours associated with risk. The outcome of this discussion is to be recorded in the Digital Health Record as part of the nursing documentation for the shift. 

More frequent checking is required in the case of people whose risks are deemed to be higher. It is recognised as good practice to periodically alternate the times of checking so as to avoid people becoming too familiar with the routine of staff checking on them, e.g. check after 50 minutes, check after 55 minutes, check again after 60 minutes and so on.

	ARC Level
	Level of Risk
	Description
	When to engage and sight AM and PM Shifts (Minimum)
	When to check Night Shift (Minimum)

	ARC One
	Low
	Less distracted by psychotic symptoms, no inappropriate behaviour, not troubled by thoughts of self-harm, compliant with treatment.
	General engagement and observations.  Person to be sighted at mealtimes and nursing handovers. May have day leave and overnight leave
	2 hourly

	ARC Two
	Low/Medium: 
	Distracted by psychiatric symptoms but can manage in the AMHRU, potential risk to harm self or others but no immediate risk. Compliant with the unit program
	Intermittent engagement and observations. Every 50-60 minutes.
	Every 50-60 Minutes or as determined by treating team as determined by treating team

	ARC Three
	Medium
	Distracted by psychiatric symptoms but can manage in the AMHRU with extra support, potential risk to harm self or others but no immediate risk. Noncompliance with the unit program.
	Frequent engagement and observation. Daily review by the treating team. No leave. Consider a different treatment setting.
	Every 20-30 minutes

	ARC Four
	Medium to High: 

	Absconding risk, expressing suicidal ideation or active self-harm, overt psychotic phenomena, mania.
	Close engagement and observations, every ten to 15 minutes. Daily review by the treating team. No leave. Consider a different treatment setting.
	Every 10 -15 minutes

	ARC Five
	High:
	High-risk suicidal, aggressive, floridly psychotic, manic, with high risk of absconding.
	Continuous visual observations or arm’s length as determined by the treating team. No leave. Consider transfer to AMHU.
	Continuous



[bookmark: _Toc66890182]8.4 Required skills for undertaking ARC observations
Assessment of risk is a necessary component of safe and supportive observation. A high level of clinical judgement based on training and experience is required to define the possibility of harmful risk outcomes to the individual. In addition, it is recognised that a specific and skilled element of clinical observation in relation to protecting a person accessing services, staff and visitors, is the detection of impending aggression, violence or attempts to leave the unit. Nursing staff are required to attend training pertaining to managing risk, aggression, and suicide assessment and de-escalation techniques. 

Student Nurses:
Student nurses are to be under the supervision of a registered nurse and are not able to undertake or be allocated to ARC observations.

8.4.1 ARC 1 - General level of Observations and Engagement
Nursing staff will endeavour, whenever possible, to have knowledge of the person’s whereabouts, whether in or out of the unit. People are asked to sign in and out in the ward leave book to indicate their whereabouts. The unit is an open unit, and all movements of people cannot be monitored at all times.  The person does not need to be kept within sight. 

When to check:	
Minimum at the commencement of each shift, and at mealtimes whilst on the ward and not on approved leave
A person with an ARC One should be checked two-hourly overnight unless they are on overnight leave
Leave is generally unrestricted outside of the therapy program unless otherwise indicated in the CRA and complies with the person’s treatment plan

[bookmark: _Toc66890183]8.5 Increasing the level of observation – see also mental state deterioration
Nursing and medical staff have the authority to increase the level of observation in response to a perceived change in the level of risk. Any decision to increase a person’s level of observation should be made in consultation with the CNC on weekdays and with the NIC on weekends. After business hours, the NIC must inform the After-Hours Hospital Managers of the increase in ARC score.  The details of and rationale for the change of ARC must be documented on the Digital Health Record and the Clinical Risk Re-assessment form (Attachment 3).  The decision to increase an ARC should be followed by a review by the treating team as soon as practicable. 

All changes within the level of observation must be communicated to the person, and efforts made to engage their cooperation within their prescribed care / treatment.

8.5.1 Increased Patient Care and Supervision - consideration for transfer
The expectation is that most people in AMHRU would be on ARC 1 or 2.  For people requiring ARC 3 or 4 for an extended period (i.e. >24 hours), consideration should be given by the treating team as to whether they require transfer to an acute setting.  People who are requiring ARC 3 or 4 observations in an acute setting are not suitable for transfer to AMHRU and their admission should be delayed until they can be managed on an ARC 1 or 2. 

[bookmark: _Toc66890184]8.6 Decreasing the level of observation
The decision to reduce the level of ARC observation ultimately rests with the medical staff (psychiatrist or registrar) but must be made in consultation with the CNC or NIC following a clinical review and risk assessment of the person.

Evidence to support a decrease in the level of observation must be based upon documentation and verbal reports to suggest that the level of risk has reduced. Once the decision to reduce the level of observation has been agreed, the rationale for this decision must be fully documented within the person’s Digital Health Record file notes and on the Clinical Risk Re-assessment form.

All changes within the level of observation must be communicated to the person and efforts made to engage their cooperation within their prescribed care.

[bookmark: _Toc66890185]8.7 Documentation
The Digital Health Record should clearly indicate the status and rationale for the current level of observation and should include:
The time a changed level of observation was commenced
Therapeutic engagement periods of increased observation
Ongoing risk issues
Clear direction regarding the treatment approach

An ARC observation form must be completed for all persons in the unit. All observations are to be recorded at the actual time, stating the date, the true time sighted, location/ activity and the name of the staff member completing the observation (see attachment 5).

Completed ARC Observation forms should be placed in the person’s hard copy file.

[bookmark: _Toc66890186]8.8 Significant Incident Reporting
Please refer to CHS Incidents Reportable to the Executive Director and Intervention Following the Death, or Potential Death of a Person – Mental Health, Justice Health and Alcohol and Drug Services (MHJHADS) Procedure. All incidents outlined is this policy must be reported to the After Hours Hospital Manager (AHHM) at UCH and the Director on Call for MHJHADS.

Significant incidents also include a sentinel event, Absconding or Missing persons under the ACT Mental Health Act 2015; significant harm to a person accessing MHJHADS services; workplace injury to a staff member or visitor; police siege situations; events likely to attract media attention, and major damage to or loss of operational infrastructure such as communication or information record systems.  

[bookmark: _Hlk65660478]There are several Policies and Procedures available on the CHS Policy and Guidance Documents Register which staff should familiarise themselves with including:
CHS Procedure After Hours Director on Call – Reporting Process, Roles & Responsibilities Mental Health Justice Health and Alcohol and Drug Services (MHJHADS)
CHS Procedure Incidents Reportable to the Executive Director and Intervention Following the Death, or Potential Death of a Person – Mental Health, Justice Health and Alcohol and Drug Services (MHJHADS)
CHS Policy Risk Management
CHS Procedure Incident Management
CHS Procedure Open Disclosure.
[bookmark: _Hlk47707804]
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[bookmark: _Toc66890188]9.1 Duress Alarm System
Personal duress alarms represent one strategy in an overall policy dedicated to the minimisation and management of dangerous situations within AMHRU. They are provided to staff to help safety by ensuring staff can request assistance in an emergency.  Hardwired duress alarms are also located in all clinical rooms in the AMHRU.

The duress alarm system used is the Ascom i62. The system consists of a duress system with man down capability, and the handsets can also be used as a walkie-talkie communication device.  All staff on duty, including medical staff, allied health, support staff and visiting clinical and professional staff and students must wear a duress alarm when in the Adult Mental Health Rehabilitation Unit.  The system does not have the technical scope to function outside of the unit (i.e. it does not work in the rest of UCH).  Therefore, handsets should not be taken out of the unit. 

When a duress alarm is activated, the handsets communicate with each other to alert staff to the location of a staff member who requires assistance. This information is displayed and recorded on the screens of the handsets and the annunciators located in the unit.

The CNC will ensure that new nursing staff are trained in the use of the duress alarm and are aware of the duress alarm procedures.  Allied Health manager will ensure all new allied health staff working in AMHRU are trained in the use of the duress alarm and are aware of the duress alarm procedures.  

[bookmark: _Toc66890189]9.2 Checking alarms
Before commencing duty, all staff (including students) must obtain a duress alarm handset from the charging racks in the write-up office.  Staff must then record their handset number on the whiteboard in the Nurses Station and secure the handset device to their person. The staff member must check the handset to ensure it is charged and working.  Any malfunction or need for battery replacement should be reported to the ADON.  

Hardwired alarms (i.e. fixed to the wall) will be checked by AMHRU staff each week on the weekend. Alarms should be tested one-by-one (trigger and cancel) so as not to overload the system. If the system is overloaded by simultaneous alarms, there is a risk of triggering a Code Yellow. If staff have any concerns regarding the wall alarms, they should advise BGIS through the BGIS helpdesk on x47000 and notify the ADON via Riskman and email.  

[bookmark: _Toc66890190]9.3 Door Pressure Sensor alarms
Door pressure sensors have been fitted to all AMHRU bedroom doors and public toilets.  A sensor is triggered when a weight greater than 15 kilograms is exerted on the sensor. A message (LIGATURE UCPH Bed1 L1 MHU BED#) is sent to all Mental Health i62 Handsets and the security staffs’ handsets.  The message is not displayed on annunciators.

All staff in the AMHRU are to respond immediately to the activation of a door pressure sensor alarm at the site and manage the situation as required. The security guard will attend the activation of all door pressure sensors.

The clinical team will test door pressure sensors weekly as part of hardwired duress alarm testing. This activity will be recorded on the associated C-Cure software. BGIS will undertake a maintenance test monthly.  

[bookmark: _Toc66890191]9.4 Activating and Responding to Duress Alarms
All staff members in the unit are to respond to the alarm after checking the location in the screen in their alarm and then proceed to the identified location. The location will also be displayed on the designated duress alarm computers in the write up space.

The Durasuite alarms are operated through a Wi-Fi system and have the capability of locating the area in which an incident occurred, or a staff member may have deployed the man down button. 

Note: This location capability is only accurate within a 3-metre radius in some areas of the unit, and it is essential that if an alarm is deployed, AMHRU staff must thoroughly search the immediate vicinity in which the alarm has been activated. Maps of the unit showing the name of each area as designated on the Durasuite system display, are located in each corridor of AMHRU.

[bookmark: _Toc66890192]9.5 Alarms sent via the handset by
· Local Alarm
Push red pad on top of the unit once
· Global alarm
Push red pad on top of the unit twice (x2) in quick succession.
· Man Down

When the alarm is left in the horizontal position for 7 seconds, the alarm will emit a vibration and tone to indicate to the staff member that the alarm is about to sound. If the alarm is not returned to a vertical position within 7 seconds, a local code will be activated. If staff do not respond to the man down within 2 minutes, a global alarm will be activated. 

The senior nurse in attendance will provide instruction to staff as to how the situation is to be managed. Following the resolution of an alarm, the NIC is to delegate a staff member to return to the computer and click “concludes” to reset the computer.

The nurse in charge is to ensure that a Riskman is completed on each occasion that the duress alarm system is activated (other than false alarms).
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AMHRU is a subacute environment.  If a person requires restraint or the forcible giving of medication, consideration should be given to transfer of the person to an acute environment. 

All AMHRU staff must ensure they are familiar with the CHS Policy Restraint of a Person – Adults only, available on the Policy and Guidance Documents Register. All staff must comply with this policy and related policies and legislation to ensure their professional and legal obligations are met, and that they provide best available evidence-based quality care.
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Staff are to familiarise themselves with Canberra Health Services, Clinical Procedure  
UCH - Vital Signs & Early Warning Scores.

Code Blue relates to a medical condition that has the potential to be life-threatening and/or cannot be managed with the available resources within the AMHRU. A Code Blue can be activated on any admitted person, visitors, staff members and members of the public within the University of Canberra Hospital (UCH).  

Hospital Emergency Response Officers (HERO) consist of medical and nursing staff.  The equipment the team brings will be sufficient to provide modified basic life support and airway management. 

The HEROs will respond to any medical emergency in the first instance and provide basic life support until the arrival of ACT Ambulance Services (if required).

To activate a Code Blue/HERO response:
Press the emergency button on the wall, located above the emergency trolley in the alcove where it is kept 
Raise the alarm – dial 2222 and state “Code Blue,” the exact location 
If ACT Ambulance Services assistance is required, dial 0-000

A staff member who identifies that a person has a medical emergency will initially activate their personal duress alarm to notify other staff and remain with the person to commence Basic Life Support if necessary. They will direct the first assistant responder to activate a Code Blue emergency button (HERO Call) located above the emergency trolley, dial 2222 to provide the exact location of the medical emergency and bring the emergency trolley to the location of the person.  The emergency trolley is to be present at all Code Blues.  The lead clinician is to allocate tasks including sending a support person, e.g. AHA or reception admin officer, to wait at the reception entrance of AMHRU to guide the HERO team to the location of the Code Blue.

All staff are to familiarise themselves with the location of the emergency trolley.  The Emergency trolley in AMHRU is checked each night by the AMHRU night duty nursing staff to ensure that the stock is within the expiry date, the used stock is replaced, and the register is signed to this effect. Oxygen cylinder is to be checked and replaced if less than 75% full. The oxygen cylinder is replaced by calling the BGIS helpdesk on x47000.

All nursing and medical staff are to familiarise themselves with the contents of the emergency trolley.  AMHRU staff are to take the trolley to the site of the emergency and send a support person, e.g. AHA or reception admin officer, to wait at the reception entrance of AMHRU to guide the HERO team to the location of the Code Blue.

[bookmark: _Toc66890195]11.1 Stand Down Code Blue 
On completion of a Code Blue response, the HERO RN will contact switchboard to stand down the Code Blue.  This will send a code alert to the staff involved notifying them of the stand down 
The AMHRU NIC will check the contents of the emergency trolley using the emergency trolley checklist that is attached to the trolley, restock the trolley and sign as checked in the attached logbook
A Riskman incident report should be completed by the staff member caring for the person. The shift leader/NiC is to ensure a Riskman has been completed during the shift.

[bookmark: _Toc66890196]11.2 Concurrent Code Blue Response 
If there are two or more Code Blue calls and the first Code Blue has not been stood down, the following applies: 
Second medial officer on HERO team will respond to the additional Code Blue
If during business hours senior nurse coverage to be provided to second HERO response by CNC of the relevant area

If after hours, then the medical officer and After Hours Hospital Manager must discuss and make the decision by which staff will be released from the initial Code Blue to attend. 
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A Code Black is an emergency call used when there is assault, verbal abuse, violence or risk of violence that is deemed to be unmanageable and dangerous. Attempts to de-escalate or diffuse the incident should only be made if it is safe to do so. Refer to CHS Guideline Identification, Mitigation and Management of Aggression and Violence for Mental Health Justice Health Alcohol and Drug Services. 

[bookmark: _Toc66890198]12.1 De-escalation techniques 
In situations when a person shows signs of escalating, such as verbal aggression, staff should remain calm, reassure the person they are there to help and use effective communication skills to de-escalate the situation including:
Respecting personal space 
Appropriate body language using a non-confronting manner 
Establishing appropriate verbal contact to engage with the person 
Communicating in a clear and concise manner, avoiding repetition 
Listening and acknowledging the person’s concerns 
Identifying the person’s needs and feelings 
Setting clear limits and boundaries 
Being respectful 
Expressing an intention to help the person by offering realistic choices 
Withdrawing from the situation and providing the person time and space to settle / calm down. 

If the situation continues to escalate, seek help from senior staff and/or CNC to ensure the appropriate clinical management of the aggressive behaviour and the safety of those involved, including staff themselves. The support of security staff on the UCH campus should be sought. This can be done by activating a Global alarm – press twice on the mobile dress/i62 handset alarm button located on the top of the handset.  If the situation continues to escalate, TCH security should be involved.

[bookmark: _Toc66890199]12.2 Activation of Code Black
Activation of a Code Black should occur as soon as there is any verbal abuse, threat or physical altercation towards staff, persons or visitors
Staff are to activate the personal duress alarm or the hard-wired alarms, located in all clinical spaces throughout the unit 

[bookmark: _Toc66890200]12.3 Responding to Code Black (aggression)
For the safety of all, it must be assumed that a colleague is in danger, and it is crucial that all staff respond efficiently and effectively to each duress alarm.

When a Code Black is called:
All staff will respond immediately 
On arrival at the incident the senior clinician will co-ordinate the response (during business hours this should be the CNC, after hours it should be the NIC). The senior nurse will co-ordinate the situation and instruct all staff on the strategy to be used including the action to be taken  
If the situation is life-threatening the staff to call the Police on 0-000 and request AFP-ACT assistance, clearly stating the location and type of incident
All staff will remain as support and backup until instructed by the NIC to return to their normal duties
All persons/visitors in the vicinity of the incident must be guided away from the area immediately
A registered nurse is nominated to organise medications if required
Staff are not to attempt to restrain the aggressor unless there is a significant risk to self or others, and there is enough staff in attendance to affect a restraint.
Staff should remove all dangerous articles that they may be wearing (alarms, pens etc.)
If the police are called, staff are to attempt to contain the situation pending their arrival.  The NiC will brief the ACT Police Officers on arrival of the situation including: 
· Individuals involved (person or visitor/family/staff)
· What led to the Code Black being called (possible trigger for the aggressive behaviour) 
· Any relevant known history of violence
As soon as practical after a code black, the NIC will:
· Ensure staff and the environment are safe
· Ensure other admitted people are safe and supported
· Ensure that the psychiatrist and/or registrar are notified. After hours, the on-call registrar should be notified
· Consider actions such as: medication review, adding medication if necessary, and updating the management plan
· Review the ARC
· Review leave status
· Consider if transfer to AMHU is required or whether the person can be safely managed at AMHRU
If a staff member has been hurt or is significantly distressed, they are to be relieved of their duties so they can receive first aid and / or support. The incident needs to be reported to relevant authorities and a Staff Accident Incident Report (through the Riskman system) must be completed.  
If person has been hurt, they should be medically reviewed and debriefed. Any person who has witnessed the incident should be offered support and debriefed
The incident is to be fully documented in the person’s Digital Health Record by the staff member who called the Code Black as they can articulate fully what the incident was about and how it was handled during and after the code  
A Riskman notification is to be completed by the person who called the code.  If the Police were involved, the Riskman should include the name of the police officer and the job number 
The Clinical and Operational Director should be informed 
If the event occurs after hours the On-Call Operational Director for MHJHADS should be contacted and the ADON and Clinical and Operational Director should be informed by email 

[bookmark: _Toc66890201]12.4 Police request to interview
The ADON and Clinical Director must be informed of any requests to interview a person admitted to the unit, or the request by Australian Federal Police (AFP) or ACT Policing to enter the unit. Reception area to ask the police officer(s) to wait in the reception until communication received from ADON/Clinical Director area unless a CODE Black has been activated with a concomitant call to 000 for immediate assistance.  

Firearms and weapons are not to be brought onto the unit but rather should be stored in the appropriate safes.  Two safes are located in the write-up room behind reception. Police are to store their firearms in one safe and ammunition in the other safe (unless 000 has been called). Police officers are to keep the keys to the safes with them while they are on the unit. Police may decline to store their firearms and weapons in a life-threatening situation.

[bookmark: _Toc511218820]Back to Table of Contents
	[bookmark: _Toc66890202]Section 13 – Transporting /escorting people



[bookmark: _Toc66890203]13.1 Routine escorts
This section relates to the transporting and escorting of people on planned leave such as excursions, shopping, home visits, dental appointments, meeting with family or other support systems etc. 

Before any leave, it is essential that staff check it has been authorised by the treating team and a leave plan has been documented by multidisciplinary team in the Digital Health Record and on the CRA. Before a person leaving the unit, the NIC or key worker is to conduct risk assessments and reconsider the person’s readiness before transporting or escorting the person into the community.

On occasions, there may be specific clinical reasons for the nurse in charge to reconsider whether a person’s leave session should not go ahead, e.g. concerns about mental state. If the NiC determines that the leave cannot go ahead, they will discuss this with the treating team/ on-call register and outline the rationale for this decision. The NiC will also discuss with the person and document the rationale and discussion in the Digital Health Record. 

Refer to CHS Patient Escort and Transport within Canberra Hospital campus Procedure for the general principles of person escort.

Staff are to record the location of the visit, the mobile phone number taken and the name of the person (s) being escorted or transported on the staff movement register. 

[bookmark: _Toc66890204]13.2 Transportation to TCH/AMHU
For transporting of people under an Emergency Apprehension (EA) or contravention of PTO/CCO, refer to the Memorandum of Understanding - Request for Transport of People requiring Mental Health Care. This is a Memorandum of Understanding (MOU) between the ACT Ambulance Service, the Australian Federal Police, the Canberra Hospital and Calvary Health Care ACT, & MHJHADS for safe transportation of involuntary people.  

It is best practice to the use least restrictive principles to transfer a person. The first response for involuntary people is to use the ambulance or a government vehicle if, following a risk assessment, it is deemed to be safe to do so.  The use of a Police vehicle should be restricted to when the person has been aggressive or violent, and it is not safe to transport the person into the hospital in a less restrictive way.

[bookmark: _Toc511218822][bookmark: _Toc508696560]Back to Table of Contents
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It is a workplace safety requirement that all movements in and out of the unit are recorded on the whiteboard with the expected time of return and mobile phone in use. All staff are required to follow the CHS Home Visiting Operational Procedure, available on the Policy and Guidance Documents Register.

The administration staff are to monitor the whiteboard, and if a staff member does not return at the scheduled time, the NIC is to be contacted and attempt to contact the staff member. If the staff member cannot be contacted, the ADON is to be notified and a plan of action determined.

[bookmark: _Toc460581451][bookmark: _Toc66890206]14.1 Emergency Assistance Required 
MHJHADS has a documented phrase word to use if staff feel threatened. In the event of any staff member ringing the office and stating the phrase word, e.g. “Please check the blue folder”, this is an indication that the welfare of the staff member is under threat and staff to provide immediate support and gather as much information as possible.  

Following this, the staff member is to ring Police on 0-000 to request emergency assistance immediately and provide the above details. The staff member is to notify the ADON and the NIC. The ADON will inform the Operational Director. 
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This procedure is to provide staff with directions for completing a search of a person or their property when they are admitted to AMHRU or on return from leave. The procedure ensures that the residents can be cared for by staff in a safe environment that minimises the risk of self-harm.  

A person’s consent should always be sought before a search. A voluntary person and their property can never be subject to a search without consent unless this is necessary for an emergency situation to protect life or property. People should be offered the option of removing items from the hospital campus as an alternative to having them searched. 

Searching must always be completed in a safe, planned, methodical, conscientious and least-intrusive manner (see section 21.4) with respect to everyone’s cultural and psychosocial needs. A search is an intrusive measure, which may be traumatic to a person. Persons conducting a search should always act in a professional manner that demonstrates concern and respect for the person and their property. 

Staff who are required to conduct searches must also have an awareness of the person’s history of abuse and/or trauma and any related concerns that may arise if the person is searched. If necessary, a security presence may be requested.

[bookmark: _Toc66890208]15.1 Search and a person’s legal status
Consistent with the Human Rights Act 2004, Crimes Act 1900 and the Charter of Healthcare Rights 2010, CHS staff are permitted to undertake searches of a person or their property in specific circumstances in order to provide a safe environment.
There are limited grounds for searching a person without consent, but this can only be done for people being treated under the Mental Health Act 2015, e.g. Psychiatric Treatment Order (PTO), or Community Care Order (CCO). An involuntary search is only permitted under s.264 the Mental Health Act 2015 if it is:
Conducted by an authorised person (i.e. a member of the treating team, or a person directed to assist by a member of the treating team) 
The authorised person has reasonable grounds to believe that the person is carrying anything that would present a danger to the authorised person or another person

A search is only lawful if it is:
· Conducted by an authorised person (see section 15.2), and
· The authorised person has reasonable grounds to believe that the person is carrying anything that:
· would present a danger to the authorised person or another person; or
· could be used to assist the person to escape the authorised person’s custody.

[bookmark: _Hlk43305254]An unlawful search is a violation of the person’s human rights and may constitute a criminal offence. 

[bookmark: _Toc519065127][bookmark: _Toc9932356][bookmark: _Toc66890209]15.2 Authorised people as per Section 264 of Mental Health Act 2015
Only the following people may conduct searches of persons:
Chief Psychiatrist or Delegate
Mental Health Officer

Authorised people have a responsibility to ensure that searches are carried out in a manner consistent with the principles of care and treatment set out in the Mental Health Act 2015. That is, any interference with the person’s rights, dignity and privacy is to be kept to the minimum necessary in the circumstances. The therapeutic safety and security of all persons in the Unit remains paramount.

[bookmark: _Toc66890210]15.3 Searches on Admission
[bookmark: _Hlk46155236]Refer to the CHS Searching of a Consumer’s Person or Property Policy.

Consistent with the CHS Searching of a Consumer’s Person or Property Policy, to provide a safe care environment, a search of a person’s property must be performed as a condition of entry to AMHRU. This information is provided to the person during their referral interview by the CNC.

A clinical decision may be made by the treating team, Clinical Director or Director on-call to allow admission and/or ongoing care without a search.

People will be informed of items that are not permitted in the AMHRU through their orientation and in the Welcome to AMHRU handbook provided on admission. People should be offered the option of removing items from the hospital campus as an alternative to having them searched. 

On admission to the unit, a registered nurse will ask the person to present their property for inspection. This may consist of:
Asking a person to hand over items that may be of risk; any sharps should be placed directly by the person into a suitable sized sharps container provided by the nurse.
Asking a person to empty their belongings from any bags or pockets, onto a suitable surface for staff to inspect.
Asking a person to remove any external items of clothing to visually check for a concealed item.

The search should be undertaken in private, with the minimum amount of intrusion necessary, with two staff and a clear expectation of what they will do and why they will do it. One of those staff being of the same gender or the gender preferred by the person being searched. The above property searches may also be conducted when a person returns from authorised or unauthorised leave from the unit. 

Once the person has participated in the search at admission or upon their return from leave, staff are not permitted to search a person, their property or their room again unless there is clinical reason to do so, as per CHS Searching of a Consumer’s Person and Property Policy. 
[bookmark: _Toc507079194]
[bookmark: _Toc66890211]15.4 Searching on Return from leave  
In AMHRU occasions may arise where staff believe it necessary to conduct a search following a person returning from leave. The ADON must be notified. Staff should request consent from a person to conduct a search and explain what staff will do and why they will do it.  A search should be conducted in as private a space as possible, with two staff, and one of those staff being of the same gender. People should be offered the option of removing items from the hospital campus as an alternative to having them searched.

If a search of a person’s property is conducted, the person should be present. 

Ask the person to: 
Hand over items that may be of risk (sharps should be placed directly by the person into sharps container provided by staff)   
Empty their bags or pockets onto a suitable surface for staff to inspect 
Remove any external items of clothing to visually check for a concealed item

[bookmark: _Toc66890212]15.5 If consent is declined by a person who is voluntary: 
Staff should call the Consultant Psychiatrist on-call and request a review of the person’s clinical status:
A clinical decision needs to be made as to whether the person should be allowed to enter the AMHRU and/or if it is safe to do so, the person may be denied access and advised of alternative options.
	
[bookmark: _Toc66890213]15.6 If consent is declined by a person who is involuntary: 
Phone the treating psychiatrist/registrar on call to review the person’s clinical status:
If it is deemed there is a danger to the person or others, then a search of their property by two staff the treating psychiatrist/registrar may approve the search without the person’s consent.
If it is not possible to go ahead with a search due to fear of escalating the person’s agitation staff are to call the UCH security guard to attend. Staff are to continue to monitor the person, at a distance but continuously, until the security guard’s arrival.
If there is reasonable suspicion that there is a concealed weapon and the safety of other people and staff are at risk then Call the Police Operations Sergeant directly on 6256 7714, and if that call phone goes unanswered  - call 131 444 and advise of the failed attempt to speak with the Sergeant and the suspicion of a concealed weapon. 
Staff are to monitor the person, at a distance but continuously, until the AFP arrive. If this situation begins to escalate, staff are to ring 0-000 for an immediate response.

Searches without consent must be documented on Riskman and in the Digital Health Record. Searches with consent do not require a Riskman but do require a Digital Health Record note stating that a search had been conducted.

[bookmark: _Toc66890214]15.7 Environmental checks
To provide a safe care environment, a search of a person’s property must be performed as a condition of entry and continued admission in AMHRU. A daily environmental check is part of the process of maintaining a safe environment. People are to be informed of the environmental checks during the referral assessment process and upon admission.

An environmental checklist is completed during the shift and handed to the CNC at the completion of the day. 

The checklist is an attachment on the CHS Clinical Procedure, Ligature use in Inpatient Mental Health Units: Response and Management, CHS20/055, available on SharePoint. More information is available in CHS Clinical Procedure Ligature Risk Management for MHJHADS Inpatient Mental Health Units.

Any risk issues identified during the environmental check must be addressed and reported to the CNC during business hours.

[bookmark: _Toc496794465][bookmark: _Toc519065132][bookmark: _Toc9932362][bookmark: _Toc66890215]15.8 Seizure of items
A person who is authorised to conduct a search may seize an item found in the search which would present a danger to the person, staff, or other persons, or which may be used to assist the person to escape from the AMHU. Two members of staff must witness, document and co-sign storage of the removed item in the person’s property form and a description of the removed item must be documented on the person’s ECR. The item must be returned to the owner of the item on discharge, or reasonable compensation paid to the owner by the Territory for the loss of the item, unless:
· a prosecution for an offence against a Territory law in connection with the item is begun within one year after the item was seized and the item is required to be produced in evidence in the prosecution; or
·  an application for the forfeiture of the thing is made to a court under the Confiscation of Criminal Assets Act 2003 or another law within one year after the day the seizure is made; or
· all proceedings in relation to the offence with which the seizure was connected have ended and the court has not made an order about the thing.


Note: 
The item does not have to be returned to the person if the authorised person believes on reasonable grounds that:
· the only practical use of the thing in relation to the premises where it was seized would be an offence against this Act; or
· possession of the item would be an offence; or
· possession of the item would present a serious risk or threat to a person

For the removal of suspected prohibited substances from the person, please refer to the CHS Operational Procedure Responding to Consumer Use of Alcohol and/other Drugs (AOD). This procedure applies to all persons and visitors accessing CHS facilities. It refers to alcohol, and all drugs, including pharmacy, pharmacist only, prescription only, controlled and prohibited (illicit) drugs covered by the Medicines, Poisons and Therapeutic Goods Act (2008), and unscheduled medicines (e.g. paracetamol, ibuprofen).

[bookmark: _Toc511218823][bookmark: _Toc508696561]Back to Table of Contents
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[bookmark: _Toc66890217]16.1 Unit rules regarding personal electronic items 
People may bring their laptop, tablet or mobile phone whilst they are staying at the AMHRU unless there is a clinical reason why they should not have their device, e.g. making nuisance phone calls, inappropriate use or there are restrictions under a PTO. A person is responsible for their items at all times and are not required to hand them in to staff (unless there is inappropriate use, see the section below). Staff must advise a person that their personal electronic items may not be used during therapeutic activities/groups. 

As the rehabilitation program aims to teach people structure and routine including healthy night-time bed and sleep routine, staff are to advise and encourage that electronic items are not used after 10pm as this is a time for settling into their bedtime routine.

For further information refer to CHS Patient Mobile and Recording Devices: Management and Use Procedure on the CHS Policy and Guidance Register.
 
[bookmark: _Toc66890218]16.2 Removing items due to inappropriate use or Deterioration of Mental State
If staff have concerns about an inappropriate use of an item, they must refer their concerns to the NiC at the time.  Examples of inappropriate use may be considered, but not limited to, accessing/viewing inappropriate sexual or violent content, taking photographs, or recording staff or other people without their consent, making calls of a threatening or harassing nature. The NIC may remove the item and refer the matter to the treating team for further direction. Additionally, the NIC has the authority to remove an item when it is causing deterioration of a person’s mental state and again refer the matter to the treating team for further direction. The NIC is responsible for documenting the removal of any items and is be responsible for the storage of items in a safe place where they will remain until the risk subsides or the person is discharged. 

At the next occurring MDT, the removal of the item, including the rationale is to be discussed a plan developed and documented on the Digital Health Record.

[bookmark: _Toc66890219]16.3 Taking Photographs
Staff must proactively inform people about the rules relating to taking photographs and be vigilant in ensuring a person does not breach the privacy of other persons or staff by taking photos or recording conversations on their electronic items. If this occurs, the NIC is to request the person remove the image from the appliance or stop making a recording. If the person refuses to comply with this direction, the treating team are to review the person and development a management plan. This may include discharge from the unit. A Riskman of the incident is to be completed.



[bookmark: _Toc66890220]16.4 Televisions 
Televisions are available in each of the pod lounge areas and in the AMHRU Common Room
Sunday to Thursday nights - may be watched from 5pm to 10.30pm (staff can be flexible on this when there are particular events on that a person has a specific interest in, e.g. Wimbledon, Tour de France etc.)
Friday and Saturday nights – may be watched from 5pm to midnight

Note: 
If a person has an individual routine where they arise early and wish to watch an early morning show that starts earlier than walk times and group times the television may be turned on as early as 6.30 am as long as it does not disturb other people on the unit.

Personal televisions are not permitted in the unit.

The volume of televisions and other audio devices should be kept low such that it does not interfere with the sleep or wellbeing of others.

[bookmark: _Toc66890221]16.5 Electronic games and entertainment 
All electronic games and entertainment (such as movies) must be checked by staff for appropriateness.  This is because even a “G rated” movie or game may adversely affect a specific person’s mental state and staff will be aware of unique circumstances.  

No games or movies of a MA15+ rating or above are permitted. Persons are responsible for their own goods and these should be stored in their room.  

[bookmark: _Toc66890222]16.6 Electrical cords and appliances
Electrical cords for items must be tested and tagged if older than 12 months.  This can be organised by staff when the person is admitted by contacting BGIS on x47000. The person will not be able to use these items until tagging and testing has been completed.

Electrical appliances brought onto the unit should be small and for personal use for instance electric toothbrushes, razors or hairdryers.  Medium or large appliances such as personal televisions, coffee machines are not permitted on the unit. The person should be informed on admission that personal belongings may be removed from their room if necessary, to keep the person safe.

[bookmark: _Toc66890223]16.7 Property left on the unit after discharge
People will be informed that any property remaining on the unit after a week of discharge may be disposed of, unless in exceptional circumstances or alternative arrangements are made.

[bookmark: _Toc66890224]16.8 Missing Property
If a person reports a missing item, staff need to investigate this fully, clarifying when the item was last seen and from where the item went missing.  
Though discouraged, people do trade and give away items. Property may deteriorate over time and may be discarded. All of these avenues are important to explore when a person reports a missing item. Lost or stolen items may be recovered by way of a unit search or, where necessary, a search of an individual room or person. The dignity of all concerned must be maintained if searches are conducted.
If valuables that the unit has taken responsibility for storing and safe keeping are reported as missing this needs to be investigated by the ADON.
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Staff recognise the important role that families and carers have in supporting people and for the need to have them actively involved throughout their time at AMHRU. Visitors and carers are welcome however are encouraged to visit outside the hours of the group programs. Therapy sessions are a priority, and a person should not receive social visits during the main body of the day, so that persons can be encouraged to participate in activities/groups/gym etc. 

If a visitor becomes distressed during their visit, supportive counselling is to be offered by staff and any incident notified to the CNC or After-Hours Hospital Manger. Staff should refer to the CHS Occupational Violence Procedure found on the Policy and Guidance Documents Register or SharePoint.

[bookmark: _Toc66890226]17.1 Visiting Hours
The hospital will be open from 6 am to 9pm however, people in the AMHRU will be expected to participate in the programs. 

Visits will be encouraged to occur between the following times:
Monday to Friday: 5:00pm – 8:00pm
Weekends and Public Holidays: 10:00am to 9:00pm
Visits outside these times are to be negotiated with the CNC or NIC outside of business hours

[bookmark: _Toc66890227]17.2 Visiting at AMHRU
During business hours (08:30-17:00), visitors are to report to and sign in at reception where customer service staff will phone through to the AMHRU staff.  AMHRU staff will greet visitors and enquire who they wish to visit.  Visitors are requested to use hand sanitiser on entry and exit from the unit. 

The visitor may wait in the reception wait room whilst staff locate the person, ascertain their consent to see the visitor, and then bring them to a central common area.

It is at the discretion of staff to allow visits to proceed. If there is a clinical reason that visits may not go ahead, staff are to discuss this with the visitor. People may decline to be visited.  Staff are to maintain confidentiality surrounding the reason.  

In any event where visitors are declined a visit, staff must notify the CNC and ADON advising of the circumstances.

If a visitor attends the Mental Health Service after hours, they can contact the NIC phone at the entrance to the Mental Health Service Reception. The phone number listed on the sign adjacent to the phone located directly outside the AMHRU door will redirect to the NIC i62 handset.

Before visiting:
Staff are to advise visitors about the need for the unit to remain a safe environment and that certain items are banned on the unit, such as cigarettes  
A visitor should advise staff of any goods they wish to pass to a person so the staff can ensure appropriateness and safety

[bookmark: _Toc66890228]17.3 Visiting area 
Visits may take place in common areas, e.g. common lounge room or courtyards. Visitors may not enter a person’s bedroom, pod kitchen or pod lounge areas.

If there is a period when visits for more than one person are taking place at the same time, staff are to provide separate areas for the visits to take place, i.e. one group of visitors in the large lounge and one group in an interview room. 

Children – It is not the responsibility of staff to supervise a child. Children must always be under direct adult supervision. If an adult fails in this regard, they must be reminded in the first instance of their obligation. However, if responsibility is not forthcoming, they must be asked to leave.  

Number of visitors – four people in total may visit a person at one time and only two children at any one time i.e. two adults and two children or three adults and one child. Note: This is subject to change and CHS visiting policies must be adhered to (e.g. COVID-19 visiting procedures and restrictions) 

17.3.1 Searching
It is permissible for a staff member to search items that a visitor wishes to give to a person if they have a reasonable suspicion that it may be a prohibited item.  However, staff are not permitted to perform searches on a visitor’s person or their property.

[bookmark: _Toc66890229]17.4 Hospital visitors and Safety
All hospital visitors are asked to respect visiting hours, rest periods and the wellbeing of people on the unit. If a visitor’s behaviour is detrimental to the wellbeing of people in the unit, staff are to speak with the visitor and explain that the behaviour is unacceptable and if it persists, they will be asked to leave. The visit should then be allowed to continue to give the opportunity for the visitor to rectify their behaviour.  If the behaviour continues, staff should explain the visit needs to end and request the visitor to leave. 

If visitors refuse to leave, the NIC is to call security and ask for their attendance. To call UCH security guard phone the Help Desk x47000 or call TCH security if the situation escalates. The AFP can be contacted on 0 -131 444 (or 0-000 in an emergency). The following notifications need to be made:
ADON to be informed during hours and after hours by email. 
After Hours - the AHHMs to be informed. 
A incident via Riskman is to be completed for the incident

Refer to CHS Occupational Violence Procedure for further information. 

Visitors who are unwell with potentially infectious conditions (for instance gastroenteritis, respiratory infections) should not be permitted to visit the unit and instead be requested to contact their loved one by telephone. 

[bookmark: _Toc511218825][bookmark: _Toc508696563]Back to Table of Contents
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Support workers may attend from various community agencies to support discharge planning and transition to the community. 

Before coming into the unit, the community support workers are to: 
Identify themselves to reception staff, provide proof of official identification and identify who they wish to visit
Sign the visitor book on entry and exit from the AMHRU
Introduce themselves to the NIC and seek a verbal handover of the current situation if the admitted person has consented
If the worker intends to take the person off the unit on authorised leave, they are to inform the NIC of planned destination, activity and time of their return 
The NIC is to ensure the support worker’s name and contact number are added to the person’s leave form
Upon return, the support worker will provide any relevant feedback to the NIC about the excursion to be relayed to the AMHRU treating team to review as part of recovery and discharge planning. Information provided is to be documented in the Digital Health Record by the NIC or nurse looking after that person for the shift.
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[bookmark: _Toc66890232]19.1 Discharge / Transfer of Care
Discharge planning needs to be coordinated and comprehensive to support people returning to the community in an optimal manner. As part of discharge planning, an expected discharge date will be negotiated with the person, their guardian, families and carers and any other support services or networks.  It will be noted if community supports and housing options need to be arranged.   

The AMHRU team are required to involve relevant stakeholders including clinical managers, families and carers, GPs, private psychiatrists and other treating specialists, private counsellors and psychologists as a core element of discharge planning.  It is the responsibility of the CNC to invite the relevant people to discharge planning meetings. 

Graduated leave and supported transition arrangements will be implemented to assist people to discharge safely and successfully from the AMHRU.  

[bookmark: _Toc66890233]19.2 Discharge meetings and the Documented Discharge Plan
Before discharge, a person will be involved in their discharge meetings, held with all relevant stakeholders to facilitate transition into the community and other services.  A clear discharge plan will be formulated, outlining the role of each of the services engaged and will be provided to the person, their carers and all supports, along with relevant contact details for each. 

A discharge plan formulated by the CNC should include:
Discharge with one week of Webster packed medication plus scripts 
Medications/scripts to be handed to the appropriate person, e.g. the person, Supported Accommodation Team staff, Clinical Manager (CM)/Carer
Outpatient psychiatric appointments are made for after discharge, regular community review and CM follow up 
Medical appointments 
Allied health team discharge recommendations 
Communication with family
Arrange an OT assessment in the person’s home if necessary
Finance /monies
Risk management plan
Relapse prevention and recovery plan completed before discharge day  
Community agency/ NDIS involvement/private practitioners
Updated Care Plan for transfer of care to a community team (if applicable)

The CNC will document the meeting, attendees and outcome on the Digital Health Record.  This includes who is responsible for any actions arising from the discharge meeting. 

In the case of unplanned discharges (for instance if the person absconds from the unit or requires transfer to an acute setting), it may not be possible to complete all the steps above.  However, every effort should be made to provide an appropriate clinical handover and to ensure that the person receives the ongoing care they need. 

[bookmark: _Toc66890234]19.3 Discharge Steps and Responsibility
Before the discharge date, the key worker is responsible to coordinate the discharge, including:
Arrange an MDT Case Review with the person and support systems to determine discharge date
If the person has decision-making capacity to do so, Peer Worker to provide assistance to the person to create or update their Advance Agreement and Advance Consent Direction, and/or to appoint a Nominated Person if this has not been done during the admission
Notify Guardian/family/carer/Nominated Person/GP of the intended discharge 
Review the Care plan / Relapse prevention plan / Advance Agreement 
Ensure most up to date Care Plan is uploaded to the Digital Health Record 
Complete outcome measures and SVAT
Ensure that meals/shopping (e.g. linen, toiletries needed etc.) are in place for the transition period back home
Contact with UCH pharmacy to organise Webster packed medication and transfer of scripts as per discharge plan
ISBAR Clinical discharge handover is completed on the Digital Health Record 
Contacts and important phone numbers list for the person are updated
Recovery plan and relapse management plan is given to the person
Ensure medications on the Digital Health Record are accurate and provide person and/or carer with a current list of medicines  
Update the Digital Health Record and ACTPAS with GP, Carer, Next of Kin, Nominated Person, Guardian, Medicare, and healthcare card details
Contact the clozapine nurse/team referral for Clozapine co-ordination if required
Inform the community Clinical Management Team on the Digital Health Record 

[bookmark: _Toc66890235]19.4 Day of discharge
 On the day of discharge the CNC is to:
Check medications/Dose Administration Aids/scripts are provided
Ensure the discharge is completed by 10:00 am. The person may wait on the unit for transport if necessary. However, their possessions should have been removed from the bedroom to allow cleaning, and they cannot utilise the bedroom
Notify administration staff to complete ACTPAS discharge after ensuring all relevant documents have been included in the current Episode of Care
Notify kitchen through Help Desk
Notify ADON


If the resident is subject to a PTO, the Consultant is to:
Complete and sign an updated Treatment Plan and Location Determination Form (for those on MHOs) (see Care of Persons Subject to Psychiatric Treatment Orders (PTOs) Procedure) stating that admission is not required and outlining the treatment, care and support to be provided in the community.

The Discharging nurse is to: 
Notify person’s BGIS support person by phoning x47000 for full room clean
Check with person that they have belongings from bedroom
Ensure the person hand back their access wristband 
Ensure the return of personal belongings from the hospital safe
Check medication and hand them over to the person or other relevant support person as is documented in the discharge plan
Notify guardian/family/Nominated Person/GP
Inform the person that all personal belongings should be removed at the time of discharge and that items remaining on the unit for more than one week following discharge may be disposed of
Complete all outcome measures and SVAT before handing the file to Administration person for discharge from ACTPAS

[bookmark: _Toc66890236]19.5 Discharge handover note
A clinical discharge handover note is to be prepared on the Digital Health Record by the person’s keyworker.  This should be a comprehensive discharge note following the ISOAP format.

[bookmark: _Toc66890237]19.6 Medical Discharge Summaries
The discharge summary is a complete and accurate summary of the care and treatment provided during the person’s admission.  

The AMHRU registrar is responsible for completing the Discharge Summary on Clinical Portal, which should ideally occur at the time of discharge to adequately support ongoing care. The treating psychiatrist and Clinical Director will monitor and oversee discharge summary completion. 

The Discharge Summary must be completed within 48 hours using the endorsed template in the person’s electronic record to ensure legibility.  

19.6.1 ADON letter to medical practice
The ADON will notify the person’s nominated medical practice of the person’s discharge and that no further invoices for medical consults will be accepted as the responsibility of CHS from the date of discharge.

[bookmark: _Toc66890238]19.7 Discharge Medications
Discharge Medication are to be arranged through the UCH pharmacy. People will have 1 week’s supply of medication when a planned discharge occurs. Written prior approval from the ADON will be provided to the Director of Pharmacy if more than 7 days of medication is required. Scripts may be provided by the consultant psychiatrist or registrar if needed.

[bookmark: _Toc66890239]19.8 Digital Health Record diagnosis and medication tab
The Diagnosis Tab on Digital Health Record is to be updated with the person’s diagnosis as per ICD classification. The Digital Health Record medication tab must be updated on the day of discharge with a comprehensive list of prescribed medication.  

Back to Table of Contents
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The AMHRU is designed to provide opportunities for recovery by providing occasions in a safe and supportive environment to address challenges and develop skills and resources that will promote successful community living and enhanced quality of life. 

This section:
Outlines the catering arrangements for the AMHRU.
Outlines safe practice and procedures to be used during meal preparation in the AMHRU kitchens.
Provides staff with best practice information on the delivery of a safe self-catering meal model for AMHRU. 
Provides people with the opportunity to develop and maintain living skills as part of the daily routine of the unit.

[bookmark: _Toc514654768]Whilst the AMHRU Model of Care supports the practice of self-catering for people admitted to the AMHRU; it is recognised that not all people will have the same level of skill, ability and motivation in food preparation. It is essential, therefore that assessments are completed on individuals to identify the level of participation and that individualised recovery plans are developed that meets the individual’s needs and skills. 

Alerts 
All people will have their diet, food allergies, cultural needs (e.g. for a kosher or halal diet) and sensitivities recorded in ACTPAS, DIETPAS and Clinical Portal.
All people will require an Occupational Therapy (OT) assessment before participating in meal preparation activities
A risk assessment must be completed on each person that identifies their suitability against potential risk in food preparation, e.g. level of access to sharp implements (full, partial, no access)
People who have been diagnosed with or suspected of having an airborne, bloodborne or gastro-intestinal infection or medical must not participate in any group catering activities.
If a person with a diagnosed or suspected airborne viral infection is in an area where food preparation activities are being carried out, they must at all times wear a disposable mask. 
Hand hygiene must be rigorously adhered to

[bookmark: _Toc66890241]20.1 Self-Catering Meals at AMHRU
The self-catering program at AMHRU is structured as follows and is intended to operate in each of the four residential pods located in the AMHRU. Each pod has its own kitchen with full facilities. At times some people may require individually plated meals or other dietary supplements.
All practices are in line with safe food handling and storage requirements as outlined in the CHS Bringing Food into Canberra Health Services (Adults and Children) Procedure.  
People in the Subacute Stream will receive plated meals and are not expected to participate in self-catering.  Should they wish to participate in self-catering, they will need to transition to the Rehabilitation Stream.

Breakfast: 7.30 – 8.30 am
BGIS, the contracted food service provider, is responsible for setting up morning continental breakfast in each pod kitchen in the AMHRU.

Lunch: 12.00 – 1.00 pm
People will be responsible for preparing their own lunch with the choice of ingredients provided in each pod daily. Options will include light meals such as sandwiches, rolls, soups etc.
Ingredients will be provided by BGIS on a daily basis to each pod kitchen
People will be expected to finish lunch and clean kitchen by 13.00 pm 
A cleaning roster will be developed for each pod kitchen, allowing people the opportunity to practice basic and safe cleaning
People may re-heat meals prepared as part of an individual therapeutic cooking program, provided this is within acceptable timeframes (NB: the safe food handling guidelines for Listeriosis prevention etc.)

Dinner: 6.00 – 7.00 pm
Dinner preparation will commence at approximately 5:00 pm
BGIS will provide ingredients as per the menu selected by each respective pod
Dinner will be prepared by identified people in each pod and served at 6.00 pm
Dinner will be expected to be finished and cleaning-up done by 7.00 pm

Note: Limited after-hours meals can be ordered from BGIS by dialling x47000. 

[bookmark: _Toc514654771][bookmark: _Toc514654772][bookmark: _Toc66890242]20.2 Staff responsibilities 
AMHRU staff must be aware of the procedure and know where to locate the document and related procedures, policies and/or forms on SharePoint. 

20.2.1 Positive Patient Identification for meals
All staff are to be aware of and use positive patient identification for provision of meals:
· Three points of identification are to be used before delivering meals to people. All staff must check allergies before providing meals to people.
· All staff are to be aware of the restricted menu or food items that are contrary to individual dietary needs. This may include advising carers on prohibited food that cannot be brought into the unit.

20.2.2 Staff roles 
The Occupational Therapist is responsible for undertaking evidence-based assessment of individual people inclusive of skills as a pre-requisite to their participation in meal preparation activities inclusive of risk assessment.

The Allied Health Assistant is responsible for:
Working under the supervision of an eligible allied health professional and providing therapeutic support to people engaged in meal preparation activities
Providing feedback to the supervising allied health professional in relation to individual progress, issues, risks and/or incidents
Collating menus and communicating these to BGIS by the nominated cut off day
Checking the arrival of ingredients to each pod by 3:00 pm each day
Reporting to the CNC/NIC any issues related to menu planning
Overseeing the preparation, cooking and consumption of the evening meal

Nursing staff are to be involved in the self-catering meal supervision. The NIC is responsible for allocating staff to this therapeutic activity. 

In the absence of an Allied Health Assistant at mealtimes, or on the menu cut off days, the NIC is to allocate nursing staff to undertake the duties as described above.
[bookmark: _Toc514654777]
Dietitian is responsible for undertaking nutritional assessments of individuals with reported food allergies or intolerances to determine if involvement in pod cooking is feasible.  

[bookmark: _Toc66890243]20.3 Role of designated staff members during all meal preparations
Staffing support for meal preparation will be provided by the allocation of a designated staff member (Nursing or Allied Health Assistant) to each pod.  Their responsibilities include: 
· ensuring adherence to safe handling and work practices
· ensuring that people work within the scope of skills as identified in their OT assessment
· ensuring all kitchen equipment is cleaned and returned to the appropriate storage area
· ensuring that cooking knives are counted and returned to the locked drawer
· ensure the kitchen area is clean and be tidied up after each meal

[bookmark: _Toc514654778][bookmark: _Toc66890244]20.4 Menu Planning 
Menu planning is a process integral to the rehabilitation process and involves articulating choice and preference, negotiating and problem-solving. People admitted to AMHRU will be required to agree on a range of meals spanning a five-days, with the remaining two days provided as a whole of ward group-based meals, e.g. BBQ night. 

Menu planning for each pod will be done in a nurse led group, and people will be provided with a range of meal options to review and agree on. The completed menu plan will be placed in a folder for each pod.

The Allied Health Assistant is responsible for:
Collating menus and communicating these to BGIS by the nominated daily deadline
Checking the arrival of ingredients to each pod by 3:00 pm each day
Reporting any issues related to menu planning to the NIC/CNC

Pod Cooking Procedure 
4pm check pods that all ingredients have arrived – call BGIS If not contact BGIS on x47000
4.30 – 5.00 collect people who are willing to participate (the list is posted in the Write Up Room of those participating)
Follow recipe provided
Staff to observe at all times and offer support and prompting as required
Sharp knives are located in the storeroom near Yellow pod (pod 2) and must be returned to the storeroom after the end of cooking
All pots and fry pans generally located under ovens or in cupboards under bench in pods
Person pod roster for cleaning and cooking to be followed. Max two people to cook at any one-time, other pod members can set the table or clean up after dinner

Menus & Plated meals
List of People on plated meals to be emailed to food services on Monday (UCH.Helpdesk@apac.bgis.com)
All menus will be delivered to the Write Up Room and placed in “Consumer Menu Folder” (white)
Vegetarians/Vegans to fill in lunch and dinner 
Nobody to fill out breakfasts, including Vegetarians/Vegans (unless on a special diet) 
NO plated Dinners on BBQ/PIZZA nights- including vegetarians (unless on a special diet)
ALL subacute people are on plated dinner only (Unless Vegetarian) 
Menus need to be completed by Wednesday afternoon and placed back in “Consumer Menu Folder”

[bookmark: _Toc514654779][bookmark: _Toc66890245]20.5 Non-standard meal procedures (subject to change)
Thursday BBQ procedure 
4pm Call BGIS request gas bottle for BBQ
Check ADL kitchen for all food has been brought up
Cook all meat on BBQ (if bad weather, cook in fry pans/oven in ADL kitchen)
Put out plates and cutlery for people (plates found above to the left of microwave/ cutlery in drawer under microwave)
Check bread provided is in date
Place cooked food and salads on table
Salad dressing /BBQ & Tomato sauce in ADL fridge
People are to place dirty cutlery and plates into dishwashers

Saturday Pizza Night Procedure
4pm check ADL kitchen for all ingredients
Turn on ovens
Place all ingredients out on a bench in kitchen   
One small tray per pizza (found in the cupboard under microwave)
Four people at a time to make their pizza 
People are responsible for knowing which pizza is theirs
Staff to remove pizzas from ovens 
Provide plates for people to eat from (plates found above to the left of microwave/ cutlery in drawer under microwave)
People are to place dirty cutlery and plates into dishwashers

[bookmark: _Toc66890246]20.6 Access & Safety 
Cooking knives and other sharp objects must be counted and stored in a locked drawer, accessible only by the designated staff member in each pod.  Sharp knives and other high-risk items must be counted both pre and post meal preparation, using the checklist/inventory
Cords must be stored with cooking equipment and be tagged and tested
Electrical cooking equipment may be used under supervision or as directed by the designated staff member
Faulty cooking equipment must be removed from the kitchen, and the defect reported in the Faulty/broken equipment Register in each pod for actioning
Any missing sharp objects must be reported immediately to the CNC or the after-Hours NIC. Riskman to be completed.

[bookmark: _Toc514654780][bookmark: _Toc66890247]20.7 Personal Hygiene and Health
It is the responsibility of all those who come in contact with food to maintain a high standard of personal hygiene and cleanliness to minimise the risk of food contamination. All staff need to adhere to the principles outlined in the CHS Bringing Food into Canberra Health Services (Adults and Children) Procedure.  

The key to good food handling hygiene is clean hands. Hands should be washed:
immediately before working with ready-to-eat food
before and after handling raw food
returning to handling food after other work
immediately after coughing, sneezing, using a tissue or handkerchief, eating, drinking, using the toilet
after touching hair, scalp or any part of the body or clothing
before putting on gloves and after taking off gloves
It is not essential to wear gloves unless you are covering cuts or sores (which should be covered with a bandage)
Jewellery should be removed before food preparation but can be covered with gloves if that is not possible.  If gloves are worn, they should be changed every hour, and when they tear, and when you change tasks e.g. from cleaning to cooking

When washing hands, the following should be adhered to:
clean hands thoroughly using standard soap and warm running water
dry hands completely on a single use towel, then discard it into the bin provided

Other important considerations for food handlers are:
do whatever is reasonable to prevent your body or anything you are wearing, from coming into contact with food or preparation surfaces, i.e. it is not recommended to wear long sleeves
avoid unnecessary contact with ready-to-eat food
do not sneeze, blow or cough over unprotected food or food preparation surfaces
make sure bandages or dressings on any exposed body parts are covered with a waterproof covering.  Blue Band-Aids are the preferred bandage for food preparation, because they are easy to see if they fall off into the food being prepared
keep fingernails short and clean; do not wear nail polish or artificial nails
do not eat over unprotected food
Use separate cutting boards for meats and vegetable. AMHRU has colour coded cutting boards in each pod
Cooked, or ready-to-eat food should not be handled with bare hands. Use tongs/ spoon or other suitable utensils or wear disposable gloves
[bookmark: _Toc514654781]
[bookmark: _Toc66890248]20.8 Food Safety 
In order to reduce the risk of an adverse incident occurring as a result of handling/working with food in a therapeutic setting, it is recommended that all staff adhere to and comply with the:
CHS Occupational Therapy Food Safety Procedure which was developed by the Division of Rehabilitation, Aged and Community Care  
Australia New Zealand Food Authority, August 2015 Safe Food Australia, A Guide to the Food Safety Standards
[bookmark: _Hlk43302466]
[bookmark: _Toc514654797][bookmark: _Toc66890249]20.9 Barbeque (BBQ)
The AMHRU will, as part of its regular self-catering and meal preparation plan, engage in regular planned Barbeque (BBQ) activities.

The BBQ should be located in an area that is free from dust and where possible out of direct sunlight. The area should be prepared and where possible cleaned. It is essential that food preparation, cooking, reheating, and cleaning activities are carried out as per the guidelines above. 

Use separate tongs for the handling of cooked and raw meat. Also ensure that the tongs used for cooked and raw meat are kept apart.
Food items that are kept warm until other food items are cooked can be done so either on the BBQ plate (not on direct heat), in a Bain Marie, or in the ovens in the pod kitchen. When items are held at temperature before serving it must be done so at temperatures above 60˚C.
Cold food items such as salads and bread should be kept in the pod refrigerators until immediately before food is served.

If service is provided outside, then food items should be taken outside in sealed containers.
A bin should be provided outside, located near to where food preparation is done.
Ensure that water and detergent are available for proper handwashing located near to where food preparation is performed.

After the BBQ activity, utensils must be washed in clean, warm soapy water and then sanitised. Sanitising consists of soaking in at least 77˚C hot water for not less 30 seconds, or using the dishwasher provided.

BBQ maintenance is provided by BGIS on a regular basis. Staff should contact the UCH Helpdesk via BGIS on x 47000about any concerns regarding the safety or correct operation of the BBQ.
[bookmark: _Toc514654798]
[bookmark: _Toc66890250]20.10 Food brought into AMHRU by family/friends
Food may be brought in by a family member on a daily basis in accordance with CHS Operational Procedure, Bringing Food into Canberra Health services (Adults and Children). Food should be labelled with the person’s name/date it was cooked and it is the correct consistency for the type of diet they are on. 

This arrangement should be discussed and arranged with the Clinical Nurse Consultant before commencing. This practise should be discouraged in relation to high-risk foods due to food safety concerns. 

Note: This practice is also discouraged as the self-catering meal model is part of the AMHRU therapeutic program. 

In promoting the therapeutic value of participating in meal preparation for the evening meal, families are to be encouraged to provide food for the lunch period, rather than the evening meal, so that the person is encouraged to participate in dinner preparation as part of the rehabilitation process.
[bookmark: _Hlk47708203]
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[bookmark: _Toc66890252]21.1 About the SAM Program
The Adult Mental Health Rehabilitation Unit (AMHRU) supports a model of medication management that assists a person’s transition to independent illness management in the community.  The model includes self-administration of medication whenever it is appropriate and safe for the person to do so.  

The Self-Administration of Medication (SAM) program provides a multidisciplinary approach to care with input from Doctors (MO), Registered Nurses (RN), pharmacists and other health professionals. It offers suitable people the opportunity to be actively involved in their health care while in an inpatient setting.

AMHRU has a responsibility to ensure all people that are taking their medications unsupervised have been assessed as having the capacity (cognitive and physical) and motivation to self-medicate.   

It is the responsibility of the treating team to ensure that people are appropriately assessed for their ability and willingness to participate in the SAM. Where someone is assessed as competent and willing to self-administer their medications, staff must ensure that the processes to support this self-administration, as described in this procedure, are implemented.

21.1.1 Aim
The SAM program aims to:
1. Enhance the person’s independence and education during their rehabilitation admission by facilitating the self-administration of prescribed medications.  
2. Ensure the safe management of self-administration of medications. AMHRU has a responsibility to ensure that all adults who are taking their medications unsupervised (via the Self-administration of Medication program) have been assessed as having the capacity (cognitive and physical) and motivation to self-medicate.   

21.1.2 Confirming cognitive and decision-making capacity
The treating Psychiatrist must confirm that a person has the cognitive and decision-making capacity to participate in the SAM program.  An assessment is conducted using the SAM Assessment Tool by the Registered Nurse, Endorsed Enrolled Nurse, Psychiatry Registrar or Consultant Psychiatrist (see attachment 7).  Following an assessment, the treating Psychiatrist decides whether a person will progress to self-administer medication.

If a person is under guardianship for medical matters the decision to include the person in the SAM program should involve the guardian. 


21.1.3 Competency of Assessors
A staff member who can undertake an assessment of a person for participation in the SAM Program is a Registered Nurse, Endorsed Enrolled Nurse, Psychiatry Registrar or Consultant Psychiatrist.  In the context of undertaking an assessment, they are referred to as an Assessor.

Before undertaking the assessment, an Assessor should have a thorough understanding of the Self Administration of Medication (SAM) Program for AMHRU.   

21.1.4 Inclusion Criteria for SAM program
People will be considered for self-administration of medication if they meet any of the following criteria:
Usually responsible for administering their medication at home.
Their rehabilitation goal is to self-administer medications on discharge, or they will be likely to administer their medications on discharge.

For a person to self-administer medications, they must have:
Undertaken education of the SAM program, their medications and their medication regime, and,
Successfully undertaken assessment by a Registered Nurse, Endorsed Enrolled Nurse, Psychiatry Registrar or Consultant Psychiatrist using the SAM assessment tool. 

21.1.5 Levels of Administration of Medication 
Level 1: 
· Nurse Administration with person presenting for their medications.
Level 2: 
· Person to self-administer regular medications with reminding, PRN medications remain in the treatment room and nursing staff to administer and sign off on Electronic Medication Management system (EMM). 
· Nursing staff to monitor compliance once per shift and sign on EMM.  If no medication is due that shift, there is no requirement for monitoring.  If the person is on leave, the Drug Assistance Aid (DAA) should be checked on their return.
· The person should sign off their medication on their medication chart.
Level 3: 
· Persons may self-administer regular and PRN medications without reminding.  
· Nursing staff to monitor compliance once per shift, with the person.  If the person is on leave, the DAA should be checked on their return.
· The person should sign off their routine and PRN medication on their medication chart.

21.1.6 Responsibilities of People
When participating in the SAM Program a person’s responsibilities include:
To keep their medications, secure in their locked bedroom drawer
To not share their medications with anyone else
To take their medications as prescribed and sign on their medication chart
To inform the nursing staff if they experience any side effects 
To inform nursing staff if they miss a dose, choose not to take their medication or if they take additional medication
Not to take medications sourced from elsewhere 
Advise staff if they wish to cease participating in the SAM program

21.1.7 Considerations for Exclusion from the SAM program
If the person is cognitively impaired to an extent where they have been assessed as being unable to safely participate in SAM,
If the person is an involuntary person under the Mental Health Act 2015 and does not wish to take psychotropic medication as prescribed under their treatment care and location plan
If the person has a recent history of substance uses disorders including abuse of prescribed medication or over the counter medications, or history or suspicion of trafficking prescribed medications,
If the person expresses suicidal ideation and regarded as at risk of a medication overdose, or
Any change in a person’s medical condition or cognition that may impact their capacity to self-administer.

21.1.8 Medication Exclusions
The following medications are excluded from self-administration in the SAM program and will be administered by an AMHRU nurse:
Schedule 8 medication (S8) (RN only)
Schedule 4 Appendix D (S4D) medications
Intramuscular (IM) medications (RN only)
Sub Cutaneous (SC) medications
· Insulin may be approved for self-administration under medical direction, after education provided by an RN or EEN, and if Blood Glucose Levels are stable.
· Variable dose oral medications unless specified by prescribing doctor
Other 
· If the MO/RN/pharmacist has reason to believe that a certain drug should not be taken unsupervised by a certain person 
· Antiviral drugs (e.g. hepatitis C treatments, anti-retrovirals)
· People prescribed hepatitis B treatment will initially receive their medications on a daily supervised basis. After approximately two weeks, the person will receive further education from a doctor where non-compliance with treatment is explained. The person may then progress to having their treatment provided for self-administration.  This will be documented in the person’s medical record. 



21.1.9 Pro Re Nata (prn) medications
PRN medication such as Nicotine Replacement Therapy[footnoteRef:2], simple analgesics, aperients and inhalers such as Ventolin can be kept by the person in their locked bedroom drawer. It must be labelled with appropriate dosage instructions.  [2:  For further information Nicotine Replacement Therapy, refer to the CHS Procedure Managing Nicotine Dependence on the CHS Policy and Guidance Register
] 


Initially, psychotropic medications will be held in the treatment room and requested by the person when needed. After a period of time (as assessed on an individual basis) of successful participation in the SAM Program, a person may be considered for holding their prn medications in their bedroom, either via DAA or in the medication’s box. 

21.1.10 Medications not prescribed by AMHRU medical team
People should not be taking any medications without the knowledge and approval of the treating medical team. 

Medications as recommended by elsewhere (e.g. from GP) and others (such as, but not limited to, supplements, vitamins, nutraceuticals) will need to be approved by the doctor before inclusion on their medication chart and for their SAM. 

People will be responsible for the purchase of supplements not on the hospital formulary.

21.1.11 Safety and Accountability
· Pharmacy will supply all medications for people on the SAM program in a DAA which will be packed once a week. If there is a change in the person’s regular medications or supplements, and it is unable to be accommodated in a newly packed DAA that day the person will temporarily cease the SAM program and have medications administered from the treatment room by nursing staff until the new DAA is received. The prescribing doctor will alter the EMM to indicate this 
· If there is a short term change in medication recommended external to the hospital (for instance a course of antibiotics prescribed by their GP) the person will discuss with the medical team and if appropriate have it charted on EMM   
· For people who have been assessed as suitable for SAM level 2, the medications will be kept in the locked drawer in the person’s bedside cabinet. A key will be held by AMHRU staff to override the lock if the person forgets their combination or if staff need to access the drawer for monitoring reasons
· Medication that requires refrigeration will be kept in the medication fridge and people may request the RN or EEN to provide the medication
· Schedule 4 and Schedule 8 medications will remain in the locked safe in the medication room, and people may request these to be administered by the RN.  These will be handled in accordance with the Medication Handling Policy

21.1.12 Missing Medications
If medications go missing from the DAA in the bedroom or when someone returns from leave or there are other concerns about the persons management of their medication:
· A Riskman should be submitted
· The person should be ceased from the SAM program until a review by the treating doctor

[bookmark: _Toc66890253]21.2 Person Participation on the SAM Program
21.2.1 Determining suitability
The treating Psychiatrist or Psychiatry Registrar confirms a person is suitable for assessment.

Treating Psychiatrist or registrar charts the medications on EMM and selects the self-administration option, then confirms in the Digital Health Record notes that the person is on the SAM program and updates their medications on the Digital Health Record. 

21.2.2 SAM Program Education for an individual
The assessor provides the education about the SAM program and the responsibilities of the person when participating. The prescribing doctor provides the education specific to the medications. If the person is willing to participate their assessment can proceed.

21.2.3 SAM Assessment of an individual
The assessor conducts the assessment
The person is provided with: 
their medication charts 
their packed DAA
The person’s ability to self-administer is assessed using the SAM Assessment Tool (See attachment 6)
If, upon assessment, the assessor has any concerns as to the person’s ability to self-administer their medication then this should be referred back to the treating psychiatrist before proceeding any further. 

21.2.4 Confirmation by Treating Doctor to place an individual on SAM program
Once the assessment is complete and the assessor can confirm the person is able to safely and responsibly participate in the SAM program it will be discussed with the treating Psychiatrist 
The treating Psychiatrist will make the decision that a person can proceed with participating in the SAM program and on which level the person should commence
The Assessment Tool should be signed by the Assessor, and treating doctor with the SAM level noted and then uploaded to the Digital Health Record (the paper copy can then be discarded)

21.2.5 Storage of medications for SAM
The person’s DAA will be held in their locked bedside drawers.  The lock code is known only by the person however an overriding key will be held by staff
The person’s medication chart is to be kept in the drawer with the DAA
Medication that requires refrigeration will be kept in the medication fridge and the person may request the nurse to provide the medication 
Schedule 4 and Schedule 8 medications will remain in the locked safe in the medication room, and the person will need to request these to be administered by the nurse

21.2.6 When a person is on leave
When a person is on overnight leave from AMHRU they will take their full DAA and medication chart and on EMM the medications will be marked as ‘on leave’.  Their DAA and medication chart will be checked on their return.

[bookmark: _Toc66890254]21.3 Role of staff
21.3.1 Monitoring
Nursing staff should monitor as per the requirements of the level the person is on and record any difficulties in the Digital Health Record and report to the treating Psychiatrist.
The level of retained knowledge relating to an individual person’s medicines should regularly be checked and reinforced as necessary, but at a minimum on commencement of participation in the Self administration program, at a change to a higher level and at the point of discharge, by the Registered Nurse, Endorsed Enrolled Nurse, Psychiatry Registrar or Consultant Psychiatrist.

If at any time it is considered that it is unsafe for a person to continue on their present level, they should be reassessed and either changed to a suitable level or their participation in the SAM program stopped.  Unless in any immediate danger, the changing of levels or stopping of participation should be done in collaboration with the treating Psychiatrist.  If there is an immediate danger, then the NIC may change levels or remove the medications and cease a person’s participation. An explanation must be given to the person as to why the action was taken and this is recorded in their Digital Health Record notes.

People can request to go back a level if they are experiencing difficulties or can miss a level if it is considered safe for them to do so.  In each case, the person’s treating Psychiatrist will be involved in the decision making and approve as required and will record the reason for the decision in the Digital Health Record.

21.3.2 Changes to Medications 
If a new medication is commenced or a dose is changed or if a medication is ceased:
The prescribing doctor will try to commence changes on a Friday to align with the pharmacy’s Thursday packing of DAA.  

Education will be provided to the person by the prescribing doctor before the person can have the medication included in their SAM program. 

The prescribing doctor will update the change on Electronic Medication Management (EMM) including to show that the medication can be self-administered. 

The prescribing Doctor or nurse will remove the old Medication chart and DAA from the person’s locked drawer so it cannot be confused with the new one.  A new medication chart will be provided by the pharmacy when the new DAA is packed.

The doctor will inform NIC to liaise with the pharmacy about the medication change and to update the next DAA pack with the changes.

The pharmacy will review the changes and supply any additional medicines required until the next DAA pack is supplied.

21.3.3 Documentation
Assessor and Treating Psychiatrist to sign SAM Assessment Tool 
Upload the completed SAM Assessment tool to the Digital Health Record (hard copy to be disposed of)  
Doctor to select the self-administration option for each medication prescribed as appropriate for self-administration in EMM
Person to sign off on their medication chart when they take their medication
Allocated nurse on shift is to sign off on EMM upon monitoring once per shift
Allocated nurse on shift is to note continued suitability and compliance with SAM in the shift progress notes on the Digital Health Record. If there are any concerns, this should be discussed with an Assessor, and if the person no longer meets the inclusion criteria or is noted to not take their medications, this must be included in the progress notes including any action is taken (i.e. change in level or medication removed and cessation of the program)

21.3.4 Medication Refusal
People who are admitted to AMHRU voluntarily have the right to refuse medications.  However, if a person refuses their medication the staff need to explore the reasons why and explain the effects or consequences of not taking their prescribed medication.  

In all circumstances the treating team must be made aware at the first opportunity of any instances in which the person (involuntary or voluntary) does not adhere to the medication treatment plan, including refusing medications, diverting or attempting to hide medications. 

Non-adherence with treatment must be documented in the Digital Health Record and include a plan for managing the non-adherence, and this must be handed over from one nursing shift to the next.

21.3.5 Discharge
On discharge:
UCH Pharmacy will provide 7 days of discharge medications 
A copy of the discharge prescription must be sent to UCH pharmacy
AMHRU will provide a current medication regime and community scripts.  These will be provided to either, the community pharmacy as nominated by the person, the clinical manager or support worker if indicated, or to the person directly.
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The expectation is that all people admitted to AMHRU will be participating in daily physical exercise unless a contraindication exists.

[bookmark: _Toc66890256]22.1 Therapeutic Aims
To promote and enhance skills for maintaining a healthy lifestyle
To provide an opportunity for physical exercise for people admitted to the unit
To encourage social interaction through group activity and purposeful use of time
To promote exercise as a healthy addition to daily routine and to encourage the continuation of exercise after discharge
To provide an opportunity for learning and consolidation of knowledge on benefits of exercise to wellbeing, including mental health
To provide alternative strategies for managing symptoms and promoting mental wellbeing such as: channelling excess energy, agitation and anxiety; managing depression and sleep hygiene; promoting cognitive functioning and safely expressing anger and/or frustration through physical activity
To provide a variety of opportunities to assist in weight management and reduce risk of associated physical illness such as cardiovascular disease, diabetes, sleep apnoea, etc.

[bookmark: _Toc66890257]22.2 Referral Procedure
Upon admission to AMHRU, people will complete a physical health screening and assessment – any acute physical health care needs assessed and identified will be responded to and managed in a timely manner (please refer to Section 1 of CHS Operational Guideline: Providing Physical Health Care Across Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS) for full details).
Evidence of providing a physical health assessment and/or screening should be clearly documented in the individual’s clinical record. Where appropriate, individually completed Physical Health screening tools will be made available to clinicians within other divisions of ACT CHS to ensure adequate handover of care occurs between clinicians.
Before use of the gym equipment/space, people will require an initial assessment by the Exercise Physiologist, and if required, additional medical clearance and/or recommendations from a doctor before using the gym.
Requests for an Exercise Physiology assessment and/or specific health and physical activity interventions can be made by the person, treating doctor (Psychiatrist, Registrars), nursing staff and allied health staff to the Exercise Physiologist via verbal discussion or a written request by Digital Health Record message, and when appropriate, should be discussed/reviewed at the next MDT meeting. 
If the person is deemed to require a Physiotherapy assessment, this is provided by the Brindabella Rehabilitation Service at UCH. A referral can be made by the Exercise Physiologist or by other clinical staff in the absence of the Exercise Physiologist. 
All people admitted to AMHRU must have their gym clearance recorded in the Digital Health Record. This may be done in the plan section of the admission assessment, or as a separate note entitled: Gym Clearance with either Approved, Denied or Suspended, as relevant. The Exercise Physiologist, or AHA staff in their absence, will check the Digital Health Record weekly to update a printed list to be kept in the AMHRU gym for all staff to access with ease when supervising people in the gym. 
If gym use is denied or suspended due to a physical health issue a clinical alert will be recorded in Clinical Portal by the staff member who identified the issue. 

[bookmark: _Toc66890258]22.3 Assessment Tools 
The following tools are used during a person’s  initial exercise assessment with the Exercise Physiologist.

Consent and Expectations Form: to be completed by the person, with assistance if required, to gain consent for physical activity/gym use, and outline gym rules and expectations for safe participation.
AMHRU Gym Pre Screening Tool: to be completed by the person, with assistance if required, to provide vital information in regard to medical and physical activity history to be considered in the administration of exercise assessments and intervention.
Lifestyle and Nutrition Questionnaire: to be completed by the person, with assistance if required, to provide background information on their health and lifestyle in the past.
Assessment Forms: to be completed by the Exercise Physiologist during an exercise assessment with the person – includes, but not limited to, Physical Outcome Measures and Readiness of Change Questionnaire. 

[bookmark: _Toc66890259]22.4 Use of AMHRU Gym Facility
Staff supervision (line of sight) is required whenever people are in the gym and using the exercise equipment. Depending on Exercise Physiology recommendations for the individual person, this can vary from visual supervision only, to assist with set-up.
Staff supervising the person must have undergone a gym induction with the Exercise Physiologist and be familiar with the person’s program and any safety considerations, including completing a check for high risk items (e.g. therabands, dumbbells, etc posing as a ligature/safety risk) upon opening and closing the gym. Any missing items must be reported.
Staff should check that the person’s plan for the session is consistent with their program and any safety considerations before beginning the exercise session and using the equipment. Deviations from the planned program should be discouraged and noted in the person’s clinical record.
Access to the gym may be denied at any time if a person’s recent mental state and behaviour is assessed to present an increased risk of harm to themselves or others.
Access to the gym may be temporarily suspended in the event of physical aggression, attempted absconding, sexually inappropriate or abusive behaviour,  unauthorised removal of items from the gym, or inappropriate care or use of the gym facility or surrounding area. Temporary suspensions can only be reinstated after discussion at  MDT meeting.

22.4.1 Use of Exercise Equipment at AMHRU Gym Facility
Upon opening and closing the gym, the supervising staff member will check and sign off for the presence of high-risk items (e.g. therabands, weighted items). 
The Exercise Physiologist (or delegate) will also complete a fortnightly audit of the gym and all exercise equipment (i.e. including items stored in the Sutton Common Room cupboard). 
Completed daily checks and fortnightly audit forms will be stored in an allocated folder in reception. Any missing items must be reported to the CNC and ADON, and a Riskman completed. 

22.4.2 Timing of Session in the AMHRU Gym Facility
The AMHRU gym facility can be utilised by people at allocated gym session times or at other times by request/prior arrangement with the Exercise Physiologist or supervising staff. 
Each session is limited to a maximum time as outlined in the person’s personal gym use plan and/or dependent on staff availability. 
There will be scheduled gym times during the week for group sessions and individual access. Individual sessions can be arranged across the week, and a timetable will be given to participants. When developing a person’s weekly planner, Key Workers can discuss gym appointment times with the Exercise Physiologist and Allied Health Assistants.
Access to the gym is dependent on the availability of supervising staff and as such, in some circumstances, scheduled sessions may not be able to go ahead.
Participants are to adhere to the gym rules. 

[bookmark: _Toc66890260]22.5 AMHRU Gym Rules
Care of Equipment:
Each piece of equipment should be cleaned with a disinfectant wipe after use. This is the responsibility of the person using the equipment.
Equipment is to be used only as intended. Education will be provided on proper use of the equipment.
The equipment is provided with a range of operating modes or programs, so please ask for staff assistance to choose the correct program.
DO NOT move or reposition the equipment without discussing with staff.

Safety:
Each person should wear appropriate clothing and must have closed toe footwear when using all equipment.
Begin each session with a gradual warm-up, and complete with a cool-down.
Follow your program, only using the equipment assigned to you under supervision, or speak with the EP to request program changes.
DO NOT use any equipment if you are feeling physically unwell - Let the staff know if you feel pain, dizziness, difficulty breathing, or general unwellness.
Always follow directions from staff and ask for staff assistance if you have any concerns.
Any unacceptable behaviour will result in suspension from the gym for an agreed time.
Do not remove any item from the gym without permission.

Note: 
Staff are to supervise the person in the gym at all times; this may include visual supervision from an open door, such as the courtyard. After hours the NiC is to ensure there are adequate resources before opening the gym.
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All persons will have access to the AMHRU Sensory room. 

[bookmark: _Toc66890262]23.1 Therapeutic Aims
To promote and enhance skills for self-regulating mood and emotions
To assist people in developing coping skills and manage distress
To provide an opportunity for practice of sensory modulation to self-soothe
To encourage awareness of the environment on self and response to external and internal stressors
To promote and encourage the continuation of self-regulatory behaviours and strategies post discharge.

[bookmark: _Toc66890263]23.2 Referral Procedure
All people will meet with the Occupational therapist within two weeks of their admission 
At this meeting, the OT will assess the person’s goals, interests and suitability for the use of sensory tools for therapeutic use (sensory modulation)
Based on this assessment the OT and the person will collaboratively develop goals and an intervention plan. This will be documented on the person’s Care Plan. This plan will include an appointment for orientation to the sensory room
Once the person has been orientated to the sensory room, this will be clearly documented on their Digital Health Record
The sensory room can be used before the orientation session if the person is under the constant supervision of a staff member

[bookmark: _Toc66890264]23.3 Use of AMHRU Sensory Room 
Guidelines for the use of the equipment in the sensory room is provided by the occupational therapist during the orientation session
Staff supervision is required whenever people are in the sensory room, and therefore access to the sensory room is dependent on the availability of staff resources. The level of staff supervision required is dependent on the ARC rating of the person. The person must be under constant visual supervision from a staff member unless their ARC specifically states a different supervision level.
Staff supervising the person must have undergone a sensory room induction with the Occupational Therapist and be familiar with the safety considerations for the sensory room, including completing a check for high-risk items upon opening and closing the sensory room. Any missing items must be reported
Access to the sensory room may be temporarily suspended in the event of sexually inappropriate behaviour,  unauthorised removal of items from the room, or inappropriate care or use of the sensory room. Temporary suspensions can only be reinstated after discussion at MDT meeting

23.3.1 AMHRU Sensory Room Rules
Use hand sanitiser upon entry and exit to the sensory room. A person should not use the sensory room if they are physically unwell
Return all items to their respective locations and clean and tidy the room following use. Items are not to be removed unless specifically discussed with the OT
Ask staff if you are unsure how to use any items in the Sensory room
Please respect the sensory room by taking care with the items available for use. Any unacceptable behaviour will result in suspension from the sensory room for an agreed time
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Outcome
AMHRU staff to be appropriately orientated and aware of all AMHRU clinical and operational processes. 
AMHRU Referrals to be processed in a timely manner. 
Clearly defined roles and responsibilities of AMHRU staff.
AMHRU staff can support clients to achieve identified rehabilitation goals as per individualised Care Plans. 
Appropriate management of significant incidents and knowledge of escalation pathways. 

Measure
100 % of staff orientated appropriately
Review of referral processing times through regular reporting of clinical activity regarding inpatient episode of care, referrals received, and waitlist times. 
Review of RiskMan data relating to AMHRU
Review of Consumer Feedback relating to patient care at AMHRU
Review of achievement of Rehabilitation goals through the Recovery Review Meetings.
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Policies
CHS Medication Handling Policy 
CHS Work Health and Safety Management System (WHSMS) Policy
[bookmark: _Hlk43377329]CHS Risk Management Policy
CHS Informed Consent – Clinical Policy 
CHS Searching of a Consumer’s Person or Property Policy 
CHS Smoke-Free Environment Policy
CHS Child Protection Policy
CHS Clinical Record Management Policy
CHS Restraint of a Person – Adults only Policy 
CHS Opioid Maintenance Treatment in the ACT Policy

Procedures
CHS Responding to Consumer Use of Alcohol and/other Drugs (AOD) Procedure
CHS After Hours Director on Call – Reporting Process, Roles & Responsibilities Mental Health Justice Health and alcohol and Drug Services (MHJHADS) Procedure
CHS Initial Management, Assessment and Intervention for People Vulnerable to Suicide Procedure
CHS Ligature Use in Inpatient Mental Health Units: Response and Management Procedure
CHS Ligature Risk Management for MHJHADS Inpatient Mental Health Units Procedure
CHS Incident Management Procedure
CHS Patient Mobile and Recording Devices: Management and Use Procedure
CHS Incidents Reportable to the Executive Director and Intervention Following the Death, or Potential Death of a Person – Mental Health, Justice Health and Alcohol and Drug Services (MHJHADS) Procedure 
CHS Open Disclosure Procedure 
CHS Advance Agreements, Advance Consent Directions and Nominated Persons under the Mental Health Act 2015 Procedure 
CHS Managing Nicotine Dependence Procedure
CHS UCH - Vital Signs & Early Warning Scores Procedure 
CHS Bringing Food into Canberra Health Services (Adults and Children) Procedure
CHS Patient Escort and Transport within the Canberra Hospital Campus Procedure
[bookmark: _Hlk64453396]CHS Infection Prevention and Control – Healthcare Associated Infections Procedure
CHS Patient Identification and Procedure Matching Procedure 
CHS Unauthorised Leave of Admitted People from MHJHADS Inpatient Units Procedure
CHS Assessment of decision-making Capacity and Supported Decision-making for people being treated under the Mental Health Act 2015 Procedure
CHS Clinical Handover – Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS) Procedure
[bookmark: _Hlk64384143]CHS National Disability Insurance Scheme (NDIS) – Supporting People to connect to the scheme (MHJHADS people only) Procedure
CHS Clinical Procedure Increased Nursing Patient Care and/or Supervision Procedure
CHS Influenza and Respiratory Illnesses Management - Adults and Children Procedure
CHS Clinical Handover in Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS) Procedure
CHS Home Visiting Operational Procedure
CHS Occupational Violence Procedure 
CHS Occupational Therapy Food Safety Procedure

Frameworks 
CHS Foundation for Exceptional Care, Clinical Governance Framework 2020 – 2023 
CHS Creating Exceptional Care Together, Exceptional Care Framework 2020 - 2023

Guidelines 
CHS Identification, Mitigation and Management of Aggression and Violence for Mental Health Justice Health Alcohol and Drug Services Guideline
CHS Providing Physical Health Care Across Mental Health Justice Health and Alcohol and Drug Services (MHJHADS) Guideline
Supervision and Delegation Framework for Allied Health Assistants – A Guide to Governance 
MHJHADS Peer Recovery Workers: Guidelines and Practice Standards

Standards
National Standards for Mental Health Services 2010
National Safety and Quality in Health Service Standards 2018
Standards of Practice for ACT Health Allied Health Professionals 2016 
Australian Charter of Healthcare Rights 
Australia New Zealand Food Authority, August 2015 Safe Food Australia, A Guide to the Food Safety Standards

Legislation
Mental Health Act 2015
The Public Health Act 1997
Work Health and Safety Act 2011
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Human Rights Commission Act 2005
Discrimination Act 1991
Children and Young People Act 2008	
Health Act 1993 (ACT)
Health Insurance Act 1973 (Commonwealth)
Commonwealth Aged Care Act 1997
Guardianship and Management of Property Act 1991
Children and Young People Act 2008 
Information Privacy Act 2014
Official Visitor Act 2012
Workplace Privacy Act 2011
Powers of Attorney Act 2006	
Medicines, Poisons and Therapeutic Goods Act 2008
Medicines, Poisons and Therapeutic Goods Regulation 2008
Public Sector Management Act 1994
Food Standards Australia New Zealand (FSANZ).
ACT Food Act 2001

Code of Practice
Public Health (Reporting of Notifiable Conditions) Code of Practice 2017 (No 1)
https://www.health.act.gov.au/about-our-health-system/data-and-publications/codes-practice  

Memorandum of Understanding
Memorandum of Understanding - Request for Transport of People requiring Mental Health Care.
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AA – Advance Agreement
ACD – Advance Consent Direction 
ACAT – ACT Civil and Administrative Tribunal
ACTAS – ACT Ambulance Service
ACTPAS – ACT Patient Administration System
AHHM – After Hours hospital managers
ARM – Admitting Registrar Medical
EA – Emergency Apprehension
ACTP– ACT Policing
AMHRU – Adult Mental Health Rehabilitation Unit
ARC – At risk category
CHHS – Canberra Hospital Health Service
CMHT – Community Mental Health Teams
CRA – Clinical Risk assessment
EDIS – Emergency Department Information System
ED3 – Emergency Detention – 3 days
ED11 – Emergency Detention – 11 days
ECR – Electronic Clinical Record
CCO – Community Care Order
Forcible Giving of Medication - is medication administered to a person involuntarily when under restraint. This is considered immediately necessary by the treating team for a person’s health and safety and/or the safety of others and may only be done for a person subject to a PTO, CCO with RO, or for whom an ED3 or ED11 has been authorised.
GP – General Practitioner	
HDU – High Dependency Unit, Adult Mental Health Unit
HoNOS – Health of a Nation Outcome Scale
ISBAR - Acronym adopted by CHHS to facilitate verbal clinical handover: Introduction. Situation. Background. Assessment. Recommendations 
ISOAP – Acronym adopted by CHHS to facilitate written clinical handover: Introduction. Subjective. Objective. Assessment. Plan
JMO – Junior Medical Officer
LDU – Low dependency Unit, Adult Mental Health Unit
MET – Medical Emergency Team
MDT – Multidisciplinary Team includes Medical Officers, Senior Nurse, nursing staff, Allied Health and other relevant support healthcare providers
MAJICeR - Mental, Alcohol, Justice, Integrated Care – E Record (Electronic Clinical Record)
MHJHADS – Mental Health, Justice Health and Alcohol & Drug Services
MHSSU – Mental Health Short Stay Unit
NiC – Nurse in Charge of shift
NHTP – Nursing Home Type Patient  (NHTP) - A patient who has been in one or more approved hospitals (public or private) for a continuous period of more than 35 days, with a maximum break of seven days, and who is not deemed to be receiving acute care; but does not include a compensable patient or a non-eligible person. (Source: authorised by the ACT Parliamentary Counsel-also accessible at www.legislation.act.gov.au)
PTO – Psychiatric Treatment Order
Physical restraint - is a short-term measure involving an individual who physically holds a person in such a way as to control the person’s ability to move freely without the use of a restraint device, material or equipment. 
Restraint - is the interference with, or restriction of, an individual's freedom of movement. 
Restraint is defined as any device, material or equipment attached to or near a person’s body and which cannot be controlled or easily removed by the person and which deliberately prevents or is deliberately intended to present a person’s free body movement to a position of choice and/or a person’s normal access to their body. Restraint by threat is the direct or implied threat to use restraint against a person.
Riskman – Hospital Incident Management System
s.309 – Order by a Magistrate for a criminal defendant to undergo a mental health assessment, under section 309 of the Crimes Act 1900
RN – Registered Nurse
[bookmark: _Toc396995664]RMO – Registered Medical Officer
Potentially hazardous food - is defined in Standard 3.2.2 FOOD STANDARDS AUSTRALIA NEW ZEALAND SAFE FOOD AUSTRALIA as food that has to be kept at certain temperatures to minimise the growth of any pathogenic microorganisms that may be present in the food or to prevent the formation of toxins in the food.
Probe Thermometer – A probe thermometer will let you check that potentially hazardous food has been cooked sufficiently well, is being kept at the correct temperatures in a refrigerator or display unit and is being cooled and re-heated safely. A thermometer will also let you check that potentially hazardous food is at the correct temperatures when it arrives at your business.
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Mental Health, AMHRU, Self-catering, Psychiatry, Admission, Psychiatrist, Emergency Detention, Psychiatric Treatment Order (PTO), Community Care Order (CCO), Mental Health Act 2015, Clinical Risk Assessment, Self-Administration of Medication, SAM, University of Canberra Hospital, UCH,
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[bookmark: _Toc66890272]Attachment 2 – Admission Checklist for AMHRU doctors
Advise on admission:
Smoke free facility – smoking on grounds will result in a stepped approach of one warning, being sent home on leave, discharge. 
Illicit drug use – this will be cause for consideration for immediate discharge 
GP access – request an individual GP be nominated so that billing can be arranged.  Place GP on MAJICeR and advise ADON.

Notes to be written on MAJICeR:
General admission note including rehabilitation goals for the admission and expected length of stay
Risk assessment re ligature risk within the admission note (this informs whether a consumer can have personal items such as pantyhose, shoelaces, cords such as a phone charger in their room)

In considering the static and dynamic risk factors along with (name's) current mental state it is determined that (Name) may have their personal items including, but not limited to, items such as belts, cords, headphones, earphones, bras and pantyhose, shoelaces, deodorant bottles in their bedroom. 

Should there be a deterioration in mental state whereby suicidal ideation is being experienced by (name) then the treating doctor, CNC or NIC will review (name) and instigate actions that may include increasing the ARC to monitor them more closely and removing or restricting access to personal items that may be used to cause self-harm.  

Physical Examination

Doctors clearance for exercise program as part of the MAJICeR general 
admission entry  
Subject heading must read Gym Clearance – Approved / denied / Suspended
In the note content specify:
· Low intensity – recreational e.g. Walking group, table tennis, passing footballs
· Moderate intensity – gym circuit groups
· Individual assessment and exercise prescription (e.g. referral for a specific injury, chronic illness management, hydrotherapy)

complete SVAT form (click on Add Clinical information, click on PDF forms, click on ACT Health MHJHADS, click on Suicide Vulnerability Assessment Tool)

Medications:
Medications to be entered on EMM (including NRT, PRNs and regular aperients for anyone on Clozapine) and medication tab updated on MAJICeR

Forms to be competed:
CRA form




[bookmark: _Toc66890273]Attachment 3 – AMHRU Rehabilitation Admission Journey 






[bookmark: _Toc66890274]Attachment 4 – Revised Clinical Risk Assessment and Management
[image: ]
[bookmark: _Toc66890275]Attachment 5 – ARC Observation Chart
[image: ]
[bookmark: _Hlk47703129]
[bookmark: _Toc66890276]Attachment 6 – AMHRU Referral Form 


ACT Health				Name
MHJHADS				DOB
Adult Mental Health Rehabilitation Unit 	URN
Referral form
-----------------------------------------------------------------------------------------------------------------------------
PLEASE NOTE: If completing this referral on a computer all fields will expand to enable inclusion of detailed clinical information. To support this referral any relevant reports, formal risk assessments or any other recent clinically relevant documentation should be available on MAJICeR
------------------------------------------------------------------------------------------------------------------------------
Persons contact details:
Address:
Tel:			Mob:
PTO / other:
Nominated Person: 	               Nominated Person Contact tel:
Community mental health team:                       Clinical manager:
Public trustee:		               Guardian / other:
NGO support worker:	                NDIS funded:  Y  /  N  Coordinator contact:
Income type:
 
The Adult Mental Health Rehabilitation Unit (AMHRU) provides a time limited residential rehabilitation program for adults aged between 18 and 65, with a moderate to severe mental illness.  AMHRU offers people a range of specialised rehabilitation services to assist them on their recovery journey. 
An admission to AMHRU:

· Helps a person to develop the skills and resources needed to live successfully in his or her community,
· Provides a person time in a supported environment to have medications and treatments reviewed with the aim of stabilising his or her mental health, and 
· Helps to address issues getting in the way of the person’s recovery.

Admissions to AMHRU will range from three to 12 months depending on:
· The person’s recovery goals
· His or her willingness to engage
· Progress within the individual recovery program. 

Staff work collaboratively with individuals and their nominated supports (family, friends, GP, community agencies, other health staff) to address any issues and progress a person towards his or her goals.

There is an expectation that the Clinical Manager, community team will engage with the person on a regular basis including attending reviews, family/other meetings, and be actively involved with discharge planning.

Preference is given to First Episode Psychosis and people in the early stage of their illness.  
Referrals to AMHRU are discussed with the person first to identify his or her goals and ensure there is a willingness to participate in a rehabilitation program.  Included in this discussion must be consultation with the Nominated Person (if the person has one), and other relevant people e.g. guardian.

Inclusion Criteria:
· Primary diagnosis of mental illness 
· Have difficulties living in the community due to:
	* Functional impairment associated with the mental illness
	* Challenges in diagnosis and treatment of the mental illness
	* Psychosocial issues that impact functioning
· Willingness and ability to engage in a range of recovery oriented interventions that assist with goal attainment
· Have ongoing accommodation in the community
· Have a Community Mental Health Team and a Clinical Manager
· Abstinence from AOD whilst at AMHRU and engagement with AOD Services is an expectation of people with substance use issues, including tobacco smokers. 

What are the person’s goals for an admission to AMHRU?
Self-Care. Strengths/Challenges. 
Please Detail: Level of Functioning: (e.g. Accommodation, Education, Employment, and Community Engagement). Is there a current OT assessment to attach?
What outcomes do you (referrer) hope will be achieved by an admission: i.e. managing symptoms, developing resilience, managing activities of daily living, living independently including budgeting, cooking, transport, and washing.  
Current and Previous Diagnoses:
Current Presentation:
Mental Health History:
Current Medications (including any known adverse reactions and clinically significant medication history):
Risk Issues (e.g. aggression, violence, sexual, vulnerability, SVAT).   
Previous Significant Incidents involving risk to self or others.  Is there a Risk Assessment report completed? 
Criminal history, current and previous, any outstanding court matters:
What management plans are in place to manage clinical issues?  (E.g. aggression, anxiety, suicidal thoughts, impulsivity etc.). Please attach management plan/s to this referral.
Physical Health Issues:
Substance Use Issues: (including history)
Is person a smoker: Y  / N          Cigarettes per day:               Longest period without smoking:                                 Previous experience with NRT or medication (buproprion / varenicline) Y / N                                                                                                
AMHRU is subject to the ACT Health Smoke Free Environment Policy.  Smoking is not allowed on the UCH grounds.  However, access to medication to assist with withdrawal or cravings for nicotine is available to maintain comfort of the person whilst resident in AMHRU.
Current Financial Management Arrangements: (e.g. Independent: Carer Supported; PTACT)
Supports that are involved: (include Family, caring responsibilities e.g. COPMI, Community, Carer Supports, NGOs etc.)
What is the Discharge Plan from AMHRU regarding accommodation?  
Does the Person have an Advance Agreement?   Y/ N  If so, please attach.
Does the Person have an Advance Consent Directive?   Y / N  If so, please attach. 

Please ensure recovery documents are completed on MAJICeR and provide OT functional assessment and neurocognitive assessment if available.
Person completing this referral:  __________________________________________________
Referred person’s signature: ______________________________________________________
Referral Agent/Team/Service: ____________________________________Phone: ___________ 
Community MH Team: __________________________________________Phone:__________________
Community Clinical Manager: ____________________________________Phone:___________________ 
Psychiatrist: __________________________________________________Phone: ___________________  
 GP: _________________________________________________________Phone: ___________________  
Please mark reports confidential and forward to: Clinical Nurse Consultant
Enquiries:  AMHRU Clinical Nurse Consultant in the first instance on 5124 0220
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 

Staff notified of admission by email by CNC

 

Allied Health Manager or delegate to create admission schedule and email to staff1 and CNC. The admission 

schedule is a schedule of the ward routines and appointments with allied health staff in the first two weeks 

after admission.

 

Master copy of admission schedule2 to be kept in MDT/Client Folder/Individual's Client Folder and copy to be 

placed in the ward diary

 

Peer Worker to orient consumer to the unit and provide welcome pack including diary.

 

Admission assessment with doctor who completes Doctor Admission Checklist including Care Plan, identifies 

rehabilitation needs and sends MAJICeR message to allied health team regarding requests for input. 

 

AHA or Peer Worker to provide consumer with admission schedule and orient consumer to the unit including;

- the welcome pack materials, expectations of behaviour on the unit, including engaging in individual 

rehabilitation program, updating whereabouts board

- Care Plans and initial meetings with allied health staff, including to meet at the nurse͛s station for allied 

health appointments and orient to where this is

- the Rehabilitation Program and if applicable enrol in groups and update the master copy for the admission 

schedule2

 

During first two weeks after admission consumer meets with all members of the Allied Health team and their 

wrap-around team

 

Social Worker, Occupational Therapist, Psychologist, Neuropsychologist, Creative Art Therapist, Peer Recovery 

Worker, Exercise Physiologist, Aboriginal Liaison Officer (where applicable) 

 

AH staff will conduct discipline specific intake assessment and engage the consumer in recovery planning 

based on the Principles of Recovery and discipline specific theory and practice including;

- Documenting long-term goals and developing SMART5 admission goals and documenting these in the Care 

Plan with a time frame for action plan including;

s individual appointments with outline of treatment plan, and

s enrolment in group programs including time and date.

- Neuropsychologist to orient consumer to use of their diary and scheduling their individual rehabilitation  

timetable and other appointments

- Social worker engages with nominated carers/family and providees information on the unit and rehabiliation 

program if consent provided by consumer. 

 

Consumer meets with AHA (and keyworker if available) to review Care Plan and to develop and document 

Individual Rehabilitation Timetable6 including;

- regular individual appointments

- regular group programs they are enrolled in

- ward routines

- behavioural activation/vocational/meaningful activities in the community as applicable 

 

Consumer is enrolled on the AMHRU whiteboard spreadsheet in their regular group programs

 

Copy of Care Plan provided to consumer

 

Staff review Care Plan at MDT and confirm an Estimated Discharge Date which will be fed back to the 

consumer by the CNC or treating doctor (2-3 weeks post admission)

 

Staff review individual rehabilitation timetable - if adjustments are suggested allocate staff member to discuss 

these with consumer and update their Rehabilitation Timetable6

 

Consider Self Administration of Medication (SAM)

Staff Notified 

of Admission

Admission 

Day

First 2 weeks of 

Admission

AH Appointments

Individual 

Rehabilitation 

Timetable

Initial MDT
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 

Consumer engages in Individual Rehabilitation Timetable and Care Plan

 

Staff support consumer to engage in rehabilitation by keeping individual rehabilitation timetable up to date6, 

problem solving barriers to non-engagement, liaising with MDT,  and updating MDT regarding engagement in 

rehabilitation timetable

 

Key worker, allied health staff and medical staff update Care Plan after each appointment with consumer and 

update AMHRU whiteboard after attendance at group programs. Care plan and progress should be regularly 

reviewed with consumer. 

 

Organisational skills are developed by staff prompting consumers to refer to Individual Rehabilitation 

timetable and diary when making appointments and at morning consumer meeting.

 

Social worker to organise Family/Carer Meeting within 4 weeks of admission, regular meetings following this 

and as part of discharge planning

 

Regular recovery review meetings with consumer and nominated staff to evaluate progress

Rehabilitation

 

Prior to monthly MDT Keyworker engages with consumer to review Care Plan and discuss consumer's 

progress, this may be done as part of the regular progress meetings or family/carer meeting, This will be 

provided as update to MDT Meeting. 

 

Monthly MDT meeting to review progress and update Care Plan and Rehabilitation Timetable with a focus on 

promoting engagement and progress towards individual Recovery goals

 

CRS invited to MDT's

 

Consider SAM

 

Review SMART admission goals

 

Expected discharge date kept up to date

MDT

 

Discharge planning should commence upon admission

 

Family/Carer Meeting (if applicable) prior to discharge

 

MDT Meeting and Discharge planning meeting with nominated staff and family 2-3 weeks prior to discharge

 

Discharge summary to be completed with input from all staff involved in care 

 

Consumers supported to develop and share with treating team;

 

Wellness Plan (Key worker's responsibility) 

 

Care Plan to include recovery goals for living back in the community (AHA or Peer Worker responsibility)

 

Daily routine for living back in the community (AHA or Peer Worker responsibility)

 

Handover to appropriate supports to ensure continuation of recovery goals in community including, (if 

applicable and if required consent provided);

- CRS

- GP

- Guardian

- Private Allied Health Professionals/Programs

- NDIS support workers and co-ordinator (Social Worker to prepare written support plan)

- CNC to ensure Discharge Checklist is completed

- Admin to discharge on aCTPAS and inform ADON

 

The discharge summary must be completed within 48 hours of discharge or before the next weekend/public 

holiday, whichever comes first. 

Discharge
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Assessment Tool  -   Ability for Self - administering Medications Safely                             Affix label here    

                                 Yes  No  

Assessor to confirm:   Has the consumer receive d   a  printed   medication regime   from EMM ?   Has the  consumer received education about their medications   from the doctor ?    Y     Y    N     N  

History   Has the consumer ever been responsible for  self - administration   of their medications?                     If yes, how long ago was this?   Does the consumer have a h istory   of overdosing on medications?   Does the consumer have a history of non - compliance?   Does the consumer have a history of medication abuse?      Y     Y   Y   Y      N     N   N   N    

Motivation   Is the consumer willing/wanting to  self - administer   their own medications?   Is management of their medications one of their  rehabilitation   goals?    Y   y    N   N   

Insight   Does the consumer believe they have a mental illness?   Does the consumer believe they need medications for their mental illness and  medical problems?    Y   Y     N   N   

Function /Orientation   Does the consumer have memory problems?   Is the consumer orientated to time and day?   Can the consumer read labels, understand instructions?   Can the consumer open medications sleeves, pill bottles and webster packs?      Y   Y   Y   Y     N   N   N   N    

Knowledge   Does the consumer know what their medications are for?   Can the consumer understand  their medication regime (ie  what   medications are taken and  when)?   Does the consumer know what side effects the medications can have ,   and ,   how and  when to seek  help?   Does the consumer know what to do if they miss a dose?   Does the consumer have basic  literacy /  numeracy skills?   Ask if appl icable:  Does the consumer know what tests   are needed with the medications that they  are taking?      Y   Y     Y     Y   Y   Y      N   N     N     N   N   N    

Stability   Is the consumer’s medication regime expected to change in the next 4 weeks?   Is the consumer stable within the  context of their mental illness?      Y   Y      N   N    

  Summary   …………………………………………………………………………………………………………………………………………………………… …………………………………………………………………………………………………………………………………………………………… ……………………………………………………………………………………………………………………………………………………………   Assessed by   …………………………      Date   …………………………   Treating Psychiatrist   …………………………………………………………..   Is competent to self administer             Yes      No             To commence on Level   ………………………………..  
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