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This procedure provides direction to Emergency Department (ED) and Mental Health Consultation Liaison (MHCL) staff in understanding the interface between the Emergency Department (ED) and Mental Health (MH) operational procedures.  

This procedure will guide clinical practice in order to achieve the best clinical outcomes for patients presenting with mental health issues, acute behavioural disturbance and psychological distress to the ED. It will ensure that clinical care is delivered based on joint decision-making and in an efficient and effective manner that promotes least restrictive, person centred care.  The clinical care provided will be reflective of best practice principles recognizing the importance of privacy and dignity, in a culturally sensitive environment that is physically and psychologically safe for all staff and patients. 
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This procedure relates to all staff within the Division of Medicine and the Division of Mental Health, Justice Health, and Alcohol and Drug Services (MHJHADS) who are working within the ED. It outlines the roles and responsibilities for the delivery of clinical care for patients with mental health issues within this setting. These patients can include Aboriginal and Torres Strait Islander persons. 
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Clinical governance over care provided within the ED lies with the Division of Medicine:
The ED Clinical Coordinator and Nurse Navigator will have the overall clinical responsibility and decision making for patient flow issues within the ED.
The ED Consultant for the shift will have the overall medical responsibility, with delegation to the ED Registrar when not present. 
Once bed booked under MH, clinical responsibility will sit with the admitting MH team. In the event of acute deterioration the ED medical team will respond whilst in ED. See section 9.2. 

For patients presenting with acute primary or co-morbid mental health needs, the expertise of MHCL staff (nursing, allied health, medical) can be sought. 

It is expected that ED and MH staff will reach agreement on the proposed treatment of joint patients. In case of disagreement, the Emergency Medicine Consultant on duty/on call, or Senior ED Registrar overnight, is the final decision maker. Escalation beyond that may include:
During business hours – ED Medicine and ED MHJHADS
After hours - the Canberra Hospital Executive on call. 
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[bookmark: _Toc58513957][bookmark: _Toc74644722][bookmark: _Toc77337393]2.1	ED Clinical Team
[bookmark: _Toc74644723]2.1.1	Nurse Navigator
The Nurse Navigator is a Registered Nurse (Level 3).  This position is responsible for:
Patient flow in and out of the department
Allocating patients to a clinical area/ beds

[bookmark: _Toc74644724]2.1.2	Clinical Coordinator
The Clinical Coordinator is a Registered Nurse (Level 3). This position is responsible for:
Oversight of the clinical care of all patients in the department
All major changes in a patient’s condition must be escalated to the Clinical Coordinator
Where a patient identifies as Aboriginal and Torres Strait Islander a referral to the Aboriginal Liaison Service will be offered. 

[bookmark: _Toc74644725]2.1.3	ED Admitting Officer (AO)
The ED Admitting Officer receives all referrals for patients coming to the ED:
ED Consultant during daytime hours of 0800-2330
ED Registrar from 2330-0800.

[bookmark: _Toc58513958][bookmark: _Toc74644726][bookmark: _Toc77337394]2.2	Mental Health Consultation Liaison (MHCL) Team
[bookmark: _Hlk34040183]The Mental Health Consultation Liaison (MHCL) Team provides a consultation liaison service to the Emergency Department 24 hours a day, 7 days a week. Additional support beyond MHCL includes a Child and Adolescent Mental Health Services Hospital Liaison Team (CAMHS HLT) and the Alcohol and Drug Consultation Liaison Service. 
CAMHS HLT operates 7 days a week, 0730-2130, contact via Switchboard 5124 0000
Alcohol and Drug Consultation Liaison Service operates 7 days a week, 0830-1700, contact 5124 3779

[bookmark: _Hlk74646213]The role of MHCL Team and CAMHS HLT services is to consult and support ED staff in dealing with complex mental health presentations. For some patients this may involve assessments for possible admission to inpatient mental health units. The MHCL team will support ED staff in fulfilling the statutory functions that Canberra Hospital is required to provide under relevant ACT legislation, such as the Mental Health Act 2015 (e.g. Emergency Actions, Contraventions of Psychiatric Treatment Orders) or the Crimes Act 1900 (Section 309 assessments).


[bookmark: _Toc74644727]2.2.1	Mental Health Consultation and Liaison (MHCL) Clinician 
The MHCL Clinician provides consultation and clinical advice for the care and management of people presenting to the ED with mental health issues or behavioural disturbance associated with a mental health concern. All referrals to MHCL team will be triaged by the MHCL Clinician and discussed with the MHCL team, incl. the Psychiatry Registrar, as needed.

The MHCL Clinician can discuss with other team members, including the psychiatrist or registrar, who will be able to advise and assist with further management as appropriate.

[bookmark: _Toc74644728]2.2.2	Psychiatry Registrar in ED
[bookmark: _Hlk49350023]The Psychiatry Registrar on duty works closely with the MHCL Clinician
The registrar provides medical support within the MHCL team
Certain functions under the Mental Health Act 2015 require medical input, which the registrar can provide
The registrar reviews patients for possible admission to MH inpatient beds
The registrar is available to support ED medical staff for mental health related questions
The registrar is supported by the Psychiatry Consultant.

[bookmark: _Toc74644729]2.2.3 	Access Mental Health Team Phone Service
The Access Mental Health Team phone service is available to ED staff for presentations not requiring face-to-face consultation by the MHCL team, see Section 4. 
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[bookmark: _Toc58513960][bookmark: _Toc74644731][bookmark: _Toc77337396]3.1	ED Triage of Potential Mental Health Presentations
All referrals from community or other mental health services should contact the AO prior to referral. Upon arrival at the ED, triage represents the first clinical contact with a person to determine the urgency and level of care required and where they are best placed within the department. 

All ED arrivals are registered in the Emergency Department Information System (EDIS).

The ED Triage Nurse reviews all people prior to assigning an assessment or treatment space within the ED. The triage process does not determine a diagnosis but rather the urgency and any immediate need for treatment. The observation level and where a person is placed within the ED should not only be determined by the patient’s legal status (e.g. voluntary vs. involuntary, S309), but rather on the assessed risk.  It is the Triage Nurse’s responsibility to complete the ED Psychiatric Triage Checklist, available on the CHS Forms Register, to determine those that meet the direct referral criteria, see section 4.1. 

The ED response to mental health presentations is guided by the Australasian Triage Scale (ATS), see Mental Health Triage Scales – Use Within MHJHADS procedure. 

[bookmark: _Toc58513961][bookmark: _Toc74644732][bookmark: _Toc77337397]3.2	Medical assessment and referral
After triage, patients are allocated an ED stream, which includes a physical space in the ED and an ED treating team. 

It is the ED Medical Officer’s responsibility to conduct the necessary history taking and examinations and to determine the need for any further investigations (incl. MH referral, if necessary).  Thorough physical examinations and investigations may be required to investigate any underlying organic causes for deterioration in mental state. Physical examinations and investigations may be conducted in parallel to any MH assessments and interventions.

Assessment will need to include a risk assessment pertaining to the need for an Emergency Apprehension order (EA)/ Emergency Detention 3 days order (ED3) and for the most appropriate place of care within the ED. 

Further medical investigations may become necessary even after referral to MHCL team. If a patient develops new physical symptoms, signs or any collateral history subsequently becomes available that suggests an acute medical problem, ED medical staff will investigate. In the event that the patient is bed booked (decision to admit patient under the care of Mental Heath has been made and patient is awaiting inpatient bed) the referral is made back to the admitting team. 

ED senior medical and nursing staff may request direct referrals to the Psychiatry Registrar and Mental Health Clinician to meet departmental demands as required. 

“Routine” medical examinations are to be performed by the admitting team within 24 hours of admission. 

[bookmark: _Toc58513962][bookmark: _Toc74644733][bookmark: _Toc77337398]3.3 	Patient Search prior to allocation of treatment space within ED (incl. De-escalation Suite)
If indicated, patient search and possession of patient property is the EDs responsibility.

The search of the patient is to be conducted as per Searching of a Consumer’s Person or Property Policy . The search should be fully documented in the patient’s clinical record.

Staff should not place themselves at risk by conducting a patient search. If it is felt that there is imminent danger to staff or others, the situation should be escalated through the ED clinical team. Refer to Searching of a Consumer’s Person or Property and Occupational Violence Policy and Procedure.

If an ED or MH staff member has any immediate safety concerns, consider a Grey Response for immediate support, refer to Section 6 below for further information.

[bookmark: _Toc58513963][bookmark: _Toc74644734][bookmark: _Toc77337399]3.4 	Confinement, restraint, involuntary seclusion, and forcible giving of medication
For patients who are detained for immediate treatment, care or support under Section 85 of the Mental Health Act 2015 the treating team may subject the person to the minimum confinement or restraint that is necessary and reasonable to—
a)  prevent the person from causing harm to themselves or someone else; or
b)  ensure that the person remains in custody

The Mental Health Act 2015 prescribes that if a person is subjected to confinement, restraint, involuntary seclusion or forcible giving of medication, the person in charge of the facility must—
a. enter in the person’s record the fact of and the reasons for the confinement, restraint, involuntary seclusion or forcible giving of medication; and
b. tell the public advocate in writing of the restraint, involuntary seclusion or forcible giving of medication; and 
c. keep a register of the restraint, involuntary seclusion or forcible giving of medication.

Refer to Seclusion of Persons with Mental Illness or Mental Disorder Detained under the Mental Health Act Procedure and Restraint of a Person Policy for further information about seclusion or restraint of a patient.

Involuntary seclusion
Involuntary seclusion is considered to be the involuntary placement of a patient alone in a locked room from which free exit is prevented. Seclusion under the Mental Health Act 2015 can only be used when the treating team is “satisfied that it is the only way in the circumstances to prevent the person from causing harm to themselves or someone else”. 

Procedure
· Seclusion of a patient subject to the Mental Health Act 2015 must be authorised by a Psychiatrist either prior to seclusion or as soon as practical afterwards. If no such authority is given, the patient must be released from seclusion immediately. Authorisation is valid for a maximum of four hours. If seclusion is required beyond this new authorisation must be sought.
· Seclusion may be initiated by nursing staff or medical staff, where a Psychiatrist is not available, but only when a patient is in immediate danger of harming themselves or others and seclusion is the only way in trh circumstances to prevent the person from causing such harm. In times when they are not immediately available, the Psychiatrist must be contacted and their authorisation documented in the patient’s clinical record as soon as possible.
· Seclusion is not considered broken when the patient is attending to their personal hygiene such as toileting, showering, or being given medication, food or fluid. Seclusion is broken when the door to the room is left open and the patient can exit the room of their own accord. 
· At least two staff members must be available to attend to the patient when the seclusion room is opened for any reason. Additional staff may be required if there are safety concerns for the patient or staff. 
· A secluded mental health patient is automatically placed on an At Risk Category (ARC) score of  5 and should be observed constantly by clinical staff during their period in seclusion.
· The patient must be advised of the plan of seclusion and the reasons for this action.
· The patient is to be placed in the seclusion room in a safe manner with respect to their dignity where possible
· The room must be free of objects that may be dangerous for the patient or staff and the room must have had a environment and safety check prior to use (see Section 5.1). Tear-proof bed linen is to be used when a patient is at risk of self-harm.
· Placing a patient in seclusion should involve as many clinical staff as necessary, including a mix of genders as required, to ensure the safety and wellbeing of all parties.  Where the person being confined is a female, a female staff member is to be present.
· The patient must be searched as per Section 3.3. 
· The patient must undergo a physical assessment every four (4) hours by a Medical Officer. The Medical Officer is to consider what vital signs observations should be conducted to monitor the patient and together with nursing staff determine the need to continue seclusion.
· Seclusion must be ceased when the patient is no longer an acute risk of danger to themselves or others. When a patient falls asleep whilst secluded, staff should assess if it is appropriate to cease seclusion.  If seclusion is continued then reasons for this must be documented in the patient’s clinical record
· Prior to seclusion being ceased, the MHCL Clinician completes a Clinical Risk Assessment form (CRA) to determine the patient’s level of risk.  The ARC score must be reduced to below five (5) to reflect the patient’s risk level before the patient is released from seclusion. The Consultant Psychiatrist or Psychiatry Registrar must ratify the revised ARC score on the CRA form as soon as is practicable. If the Psychiatrist or Psychiatry Registrar is not present, then two staff members, one of whom must be a Registered Nurse, can revise the ARC score. An entry needs to be made in the patient’s clinical record that authorisation for this was obtained by the Psychiatrist/Psychiatry Registrar
· All patients who have been secluded are to be offered psychological support by the MHCL Clinician as soon as practicable after being released from seclusion or as requested by patient
· Where appropriate, people who are directly involved in a patient’s treatment and care must also be informed of the seclusion episode.  Theses may include but are not limited to carers, family, a person’s guardian, a person with nominated power of attorney, a nominated person identified in accordance with the Mental Health Act 2015, the persons health attorney as requested and for a young person, each person with parental responsibility
· The Public Advocate of the ACT must be notified when a mental health patient is confined, in writing within twenty-four hours by fax 62070688
· The MHCL Clinician must complete the following documentation in the patient’s electronic clinical record  including:
· Completed seclusion forms and documentation. 
· A clinical incident report completed in Riskman for each episode of seclusion
· Description of the patient’s behavior prior to the need to seclude the patient
· Description of seclusion alternatives implemented, and outcomes where applicable
· Date and time of when seclusion commenced and ceased
· Explanation given to the patient about the reason for seclusion and the patient’s response. If a patient undertakes debriefing about the incident then an outline of this discussion must be included in the clinical record
· The health and personal care provided including the administration of medications during seclusion
· Information relating to any psychological first aid that was provided to the patient and others who witnessed or were involved in the incident
· The episode of seclusion must be clearly stated in the file note title in the mental health electronic medical record.
· If the patient is subsequently transferred to an inpatient bed, the patient is to be reviewed within 24 hours after the seclusion episode by the treating team.
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[bookmark: _Toc58513965][bookmark: _Toc74644736][bookmark: _Toc77337401]4.1 	Patients requiring referral to MHCL and CAMHS HLT 
When MHCL input is required, ED medical staff will refer the patient to the MHCL team:
· A documented assessment in the ED patient notes will include history, a mental state examination, any relevant physical examination, then will follow the ISBAR format, and outline the support requested. 
· A single phone handover to the MHCL Clinician by the treating ED Medical Officer completes the referral process. 
· An entry in EDIS (consult button) will indicate that MHCL involvement has been requested. 
[bookmark: _Hlk57274145]
Direct nursing or medical referral without ED medical assessment is appropriate for the below group providing they satisfy the ED Psychiatric Triage Checklist:
· Admissions for mental health reasons from community teams
· Patient transfer from Calvary for primary mental health input
· Patient is on a S309
· Self-presenting patient through Access Mental Health Team
· A patient who is known to CAMHS HLT presenting with mental health concerns, during their operating hours, unless CAMHS HLT request medical review prior. 

Following acceptance of the referral, the MHCL team will triage and allocate resources to the patient (e.g. MHCL Clinician, psychiatry registrar), and an assessment will be completed within the ED, with the aim of the patient leaving the department within four hours of their arrival time. Possible outcomes of this assessment could be:
The patient does not require further immediate treatment and an interim safety plan, located on the CHS Clinical Forms register, can be developed to support discharge to the community, with follow up as required (e.g. phone intervention through Access Mental Health, referral options to community and other agencies external to MHJHADS).
Further medical or surgical intervention is warranted, whether it be in the Emergency Department, EMU, or inpatient medical/surgical bed, with MHCL team input as required.
The patient is bed-booked to an inpatient mental health unit for extended mental health assessment or treatment.

All clinical assessments, actions and recommendations/plans will be documented as soon as possible in the relevant electronic clinical record system. To enhance communication with ED, a brief verbal update can be provided by the MHCL team to the treating Medical Officer/Nurse, and ED Nurse Navigator. This will be followed by an addition into the EDIS clinical comments section. A printed copy of the MHCL team’s documentation will be included within the ED paper file in a timely manner. This information will be part of the ED discharge documentation (e.g. for the GP). In addition, MHCL team may liaise directly with internal and external stakeholders (e.g. MHJHADS community and access teams) to facilitate follow up.

All patients aged under 18 years will be referred to the Child and Adolescent Mental Health (CAMHS) Clinician for assessment, if they present within the CAMHS HLT operating hours. Outside of the CAMHS HLT operating hours, referral will be made to the MHCL team. 

Similarly, Alcohol and Drug referrals will be facilitated when necessary.  

Patients requiring referral to Alcohol and Drug Service (ADS) Consultation and Liaison (CL)

When ADS CL input is required, ED staff can refer the patient to the ADS CL team by completing the ADS inpatient Consultation and Liaison referral (located on the Clinical Forms Register), and email to CHSADSLiaison@act.gov.au.

Following acceptance of the referral, the ADS CL team will triage, with the aim of reviewing the patient as soon as possible. An ADS Consultant is available after hours for phone advice and can be contacted via CHS switchboard.

[bookmark: _Toc74644737]4.1.1	Assessments for patients under the Mental Health Act 2015
[bookmark: _Hlk77328482]Patients presenting to ED on orders under the Mental Health Act 2015 or the Crimes Act 1900 may require medical assessments in specific time frames (refer to ED Mental Health Interface Manual located on ED Sharepoint or via EDIS protocol button located on the clinical screen for a flow chart on the EA to ED3 process). 

These medical assessments do not necessarily require the psychiatry registrar and the referral process to MHCL team should not differ for these patients.

[bookmark: _Toc74644738]4.1.2	Discharge from ED
If the patient is discharged from the ED via EDIS, a copy of the patient’s discharge letter will be faxed to their GP. In the event of a comprehensive assessment being completed for the patient the attending clinician needs to print the assessment, seek permission from the patient and include in the fax to GP. Where relevant, a copy of a safety plan, located on the CHS Clinical Forms Register, is to be offered to the patient and shared with a carer, or family member where consent is given.

Following any suicide attempt where the person is not bed-booked, a referral is to be made by the MHCL team to Access Mental Health Triage, and Wayback Beyond Service offered.  

If the person is being referred to the Adult Community Mental Health Services, MHCL team 
will: 
Assign a Mental Health Triage Scale category (see Mental Health Triage Scales – Use Within MHJHADS procedure) and refer to the Access Mental Health Team or the Home Assessment and Acute Response Team (HAART). A brief description of the requested initial follow up (including a rationale) should be included in this referral. 
For patients known to MH community teams, the above information will be sent to the treating team.
Exception: If the triage category is D or above, MHCL team may refer to HAART through Access Mental Health with consideration for the working hours of Adult Community Mental Health Teams. For example, a Community Mental Health Team would be unable to respond to a Category C within an adequate time if they received the referral on a Saturday. 
 
[bookmark: _4.2_Less_Urgent][bookmark: _Toc58513966][bookmark: _Toc74644739][bookmark: _Toc77337402]4.2	Patients not requiring referral to MHCL 
Patients with less urgent mental health presentations will usually be allocated to ED Fast Track by the ED Triage Nurses. These patients may not require review by MHCL team and may be referred directly to community supports (e.g. existing agencies involved in the person’s care). This may include phone consultation with Access Mental Health, community services, GPs and private psychologists and psychiatrists.

If the ED team determine that further MH advice is required for these patients, they will complete the ED Mental Health Screen form (see Clincial Forms Register). An ED Nurse or Medical Officer can complete this screen. If indicated by the screen, these patients can be referred for further phone assessment by the Access Mental Health Triage.

Where the screen determines that a mental health consultation by phone is not appropriate, or the patient declines the phone consultation, the ED team should discuss the patient’s management with the MHCL team.
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[bookmark: _Toc58513968][bookmark: _Toc74644741][bookmark: _Toc77337404]5.1 	Use of the De-Escalation Suite (DES) by ED
Two secure de-escalation rooms have been purpose built in the ED to support a safe environment for the assessment of patients exhibiting acute behavioural disturbance or who may place themselves or others at risk. The allocation of a patient to one of these rooms is decided by the ED clinical team. This option is solely to be used for the purposes of facilitating a safe and controlled assessment when a less restrictive option is not available. 

It is expected that patients within the de-escalation suite remain there for the minimum time possible for their management and de-escalation, and are then moved back out to other areas of the ED, or to the appropriate inpatient unit for their further care.  

In the event of more than two patients requiring containment, the navigator and senior ED medical staff will risk assess and determine if the interview rooms in the de-escalation area can be utilised with appropriate staffing and must be escalated by the psychiatry registrar to the AAMHS Clinical Director (Director on call after hours) and the ED Consultant/registrar to the executive director of medicine (executive on call after hours). Refer to section 5.3 for the process when the external doors to MHSSU are closed.

Emergency clinical response to patients in this area will be provided by the ED team with MHCL team input.

It is recommended that all staff wear a personal duress alarm when in the de-escalation suite. At a minimum two staff in the area must wear a personal duress alarm. 

DES environmental checklist is located in the refer to ED Mental Health Interface Manual located on ED Sharepoint or via EDIS protocol button located on the clinical screen. An environmental check of the DES needs to be completed by the RN allocated to the DES when handing over the keys and duress alarm from shift to shift. The checklists are scanned and stored electronically.

[bookmark: _Toc58513969][bookmark: _Toc74644742][bookmark: _Toc77337405]5.2 	Use of the DES by MHSSU
A secure de-escalation room may in exceptional circumstances be required for an admitted MHSSU patient (patient posing an immediate risk to themselves or others and all other options for their safe clinical management in the MHSSU have been exhausted).  

In that circumstance:
MHSSU must request to use one of the two secure de-escalation rooms in the ED. This request must be directed to the ED Nurse Navigator
MHSSU are responsible for the continued care of the patient
An incident  report must be completed in Riskman by MHSSU staff.

[bookmark: _Toc58513970][bookmark: _Toc74644743][bookmark: _Toc77337406]5.3 	Access to MHSSU through the corridor adjacent to DES:
The main entry doors which provide access to the MHSSU and the De-escalation Suite are to remain open unless there is a compromise to immediate patient and staff safety that cannot be otherwise managed. The interview rooms in this corridor, likewise, are not to be used as patient bedrooms, but rather for interviews with patients only for the duration of the actual assessment.

As this area provides the only direct entry to the MHSSU for staff, patients and visitors, any compromise to direct entry to the MHSSU (i.e. when a decision is made to close the access doors or to use the interview rooms as patient bedrooms) must be escalated by the MHSSU Staff to the AAMHS Clinical Director (Executive on call after hours) and the ED Consultant/Registrar to the Executive Director of Medicine (Executive on call after hours).
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[bookmark: _Toc77337408]6.1 Grey Reponse
The aim of a Grey Response is to provide a rapid, collaborative approach to clinical decision making with regard to clinical care, management and location of a person in the ED when acute agitation or behavioural disturbance occurs.  A Grey Response can be called to any location within the ED.  A Grey Response does not replace a Code Black.

At the beginning of each shift, staff will be identified as Grey Responders.  The response team comprises of three clinicians, the ED Registrar who is carrying the MET page, an ED Senior Nurse, a MHCL Clinician, and one wards person.  

[bookmark: _Toc58513972][bookmark: _Toc74644745]6.1.1	Criteria for Activating a Grey Response
[bookmark: _Hlk74650476]Concerns at triage (e.g. violence or threats en-route to hospital)
At any stage of treatment in ED: 
· Staff concern for potential escalating behaviour, this can include “gut feeling” or a sense of unease
· Verbal signs, e.g. definite intent to intimidate/threaten, verbal attacks, abuse, name calling, verbally neutral comments uttered in an aggressive manner
· Irritability – easily annoyed/angered, unable to tolerate the presence of others
· Physical signs, e.g. aggressive stance, staring, pacing, clenching fists, making fists, handwringing, unwillingness to stay in area, grabbing another person, threatening gestures. CONSIDER A CODE BLACK 

[bookmark: _Toc436583449][bookmark: _Toc58513973][bookmark: _Toc74644746]6.1.2	Activating a Grey Response
Any staff member in the ED can call a Grey Response
A Grey Response is activated by announcing on the ED overhead address system:
“Grey Response in xxxx location”.  

[bookmark: _Toc77337409]6.2 Code Black
A Code Black is the emergency call system used when there is assault, violence or risk of violence that is deemed unmanageable and dangerous. For the safety of all staff and patients, it is crucial that an emergency response to violence and aggression be accomplished efficiently and effectively. Please refer to CHS Emergency Management Plans – Code Black and Occupational Violence Policy and Procedure.

6.2.1 Criteria for Activating a Code Black
Concerns at triage (e.g. violence en-route to hospital)
At any stage of treatment in ED the patient:
· Displays physical signs of escalating aggression or violence, including throwing objects, banging or kicking objects
· becomes violent toward a staff member or other patient.

6.2.2 Activating a Code Black
· Press a fixed duress alarm located in the interview room, staff station or store room
· Pressing a button on the personal duress alarm button
· Dialing 8 and informing switch there is a code black and the exact location where assistance is required and if a weapon is involved.
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[bookmark: _Toc77337411]7.1 Assessment and Admissions of a child or adolescent with behavioural or at risk behaviours associated with a mental health condition.

The MHCL will initially evaluate the child or adolescent. This initial assessment will be brief, aimed at determining the most likely cause of concern and the level of risk of injury/ violence. This will inform the immediate management of the patient. Refer to ED Mental Health Interface Manual located on ED Sharepoint or via EDIS protocol button located on the clinical screen for Child and Adolescant Mental Health Presentation flow chart

The health assessment of a child or adolescent must consider the needs of the patient as distinct from those of an adult and needs to be:
child/adolescent centred. Engage the child or adolescent with the process, including educatation about health services, their rights to confidential health care and issues of consent. Patient consent or the consent of a parent or guardian must be obtained prior to administration of any treatment or assessment. This is to be documented in the patient’s notes
specific to the pateint’s development and understanding, respecting their autonomy while remembering that they may not be fully mature.
In consultation with specialist Child and Adolescent Mental Health Service (CAMHS) staff wherever possible.

The clinician assessing the patient should be trained in the assessment and management of children and adolescents with a mental health or social problem. This includes training in assessment of all age groups, understanding the differences between children, youth and adults[footnoteRef:2] and understanding with the legislation surrounding consent, confidentiality and mental capacity of patients under the legal age of adulthood. [2:  Maximising nursing skills in caring for children in emergency departments, RCN/RCPCH, 2010. http//www.rcn.org.uk/data/assets/pdf_file/009/323577/003821.pdf ] 



Process
1. Assessment and review of the patient. Decision is made about admission of the patient (the clinician completing the assessment - Monday to Sunday 08:30 to 16:30 CAMHS C/L; Monday to Sunday 16:30 to 08:30 ED MHCL).
2. If the patient is to be admitted the Paediatric Adolescent Ward is the default for a patient under 16 years old unless there are factors that make this location inappropriate.

Alert: The Paediatric Adolescent Ward is a medical ward and not a locked unit, and therefore cannot accommodate a child that demonstrates behaviour such as violence, which puts other ward patients at risk.

If patient is under 16 years of age
· During CAMHS business hours (Monday to Sunday 0830-1630), after assessment of the patient by the CAMHS clinician, they will refer the patient to the Child and Adolescent Psychiatrist who will decide if the patient is to be admitted
· Out of CAMHS business hours, the MHCL in collaboration with the Psychiatry Registrar will conduct the assessment and decide on admission
· If the patient is to be admitted the Paediatrician will be contacted by the Psychiatry Registrar, or assessing clinician, and the Paediatric Adolescent Ward Clinical Nurse Manager will be contacted by the CAMHS liaison, and joint admission confirmed.  After hours, the Psychiatry Registrar will also notify the Paediatric Registrar of the admission 
· As per the adult process, the bed is booked, and Access Unit requested to allocate a bed on the Paeditric Adolescent ward through the Access Operations Coordinator (AOC)
· If there are concerns relating to prior history of the patient’s behaviour, acuity of the admitting ward, or details of presentation (for example aggressive behaviour), the multidisciplinary discussion process (see below and refer to ED Mental Health Interface Manual located on ED Sharepoint or via EDIS protocol button located on the clinical screen for Flow Chart: Management of admission for child or adolescent patient with a mental illness where an appropriate inpatient destination is not agreed), will apply, with the objective of determining the best solution for the individual young person and the safety of staff and other patients
· A consultative decision will then be made and resources allocated to support timely admission as per agreement with the Paediatric Adolescent Clinical Nurse Manager or Short Stay MHU.

If patient is 16 years of age or over (from their 16th birthday until their 18th birthday) 
· The Psychiatry Registrar in consultation with the assessing clinician and the patient’s parent or adult accompanying the patient, will consider if there is clear indication for location of admission for the patient (based on the level of maturity, size and behaviour of the pateint). This process depending on access to CAMHS C/L clinician will follow the same process as above.
·  It is important to consider that the patient may not clearly understand the situation or the facts, and to check their understanding and to engage them in their own recovery.
· If the decision is to admit the pateint to AMHU, the usual booking process is to be followed.
· If there is a decision to admit to the Paediatric Adolescent ward, or an appropriate ward cannot be decided on, a multidisciplinary discussion and decision making process is to be followed as below.

Note: The Paediatric Adolescent Ward does not admit children 16 years and over unless under exceptional circumstances. In these circumstances, follow the multidisciplinary discussion procedure outlined below.

Multi-disciplinary discussion
The decision to admit the patient needs to be escalated to include the Psychiatrist, Consultant Paediatrician and WYC Executive Director. This multi-party discussion needs to be prioritised to occur ASAP.   Please see ED Mental Health Interface Manual located on ED Sharepoint or via EDIS protocol button located on the clinical screen for Flow Chart: Management of admission for child or adolescent patient with a mental illness where an appropriate inpatient destination is not agreed

This consultative decision-making process in business hours is to be coordinated by the patient flow unit (Patient flow ADON or patient flow manager- contactable via switchboard) based on a discussion with:
· CAMHS Consultant Psychiatrist
· Consultant Paediatrician
· Paediatric ADON in consultation with Adolescent Ward Clinical Nurse manager (CNM) and WYC Executive Director
· Acute Mental Health Services Patient flow / ADON MHSSU & MHCL 

Outside of business hours, this is to be coordinated by the after-hours hospital manager (AHHM), based on a discussion with:
· On call Consultant Psychiatrist
· On call Consultant Paediatrician
· WYC Executive Director
· Adult Acute Mental Health Service MHJHADS Director on call (via switch).	

A record of this consultative process is to be made in the patient’s notes along with the outcome of the discussion.

Children and adolescents from culturally and linguistically diverse (CALD) backgrounds.
A comprehensive assessment of presenting children and adolescents from CALD should consider:
· Their cultural needs in the mental health assessment, for example the gender of the assessing clinician
· The need for an interpreter for the patient or their parent/carer
· Screening tools and assessments may require translation, and may have been developed using a different cultural group as the norm
· Awareness of any potential family trauma such as social isolation, or financial pressures
· The patient may experience fear when talking to people in authority due to previous experience of scrutiny or detainment.
[bookmark: _Toc436583475][bookmark: _Toc438554110]
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If the patient requires further mental health review and/or ED staff have concerns about that person or another person’s safety, but the patient indicates their intention to leave the ED without waiting to be seen, the following actions may be taken:
[bookmark: _Hlk58512679]Enact an Emergency Action if indicated (patient must be subject to an order under the Mental Health Act in order to be compelled to return)
Triage to contact ward services and or Security to seek their assistance in returning the patient to the clinical area.

If the patient has left the department the treating clinicians must decide:
If the patient requires immediate assessment and/or treatment, contact ACT Policing on 131444. A Missing Patient’s Report Form, refer to Missing Patient Procedure, is to be completed and faxed on 62567755 to Police Communications
If the patient does not require immediate assessment, attempts should be made to contact them as soon as possible and a referral made to HAART through the AMHT triage by the MHCL Clinician
If appropriate for Next of Kin to be contacted and informed, as indicated by risk factors and confidentiality considerations
For patients not subject to an order follow Missing Persons Procedure
For patients subject to an orders follow Unauthorised Leave of Admitted People from MHJHADS Inpatient Units. 

Reporting Requirements: 
ED/MH staff are to record details of the incident in the patient’s file. An incident report is to be completed in Riskman. 


IMPORTANT NOTE:
A person in custody or subject to S309 of the Crimes Act 1900 who absconds from the 
ED is considered a “Significant Incident” and must be immediately escalated to the 
Mental Health Executive through the AAMHS Operational Director (MH Director on 
Call after hours) as per Incidents Reprtable to the Executive Director and Intervention Following the Death or Potential Death of a Person – MHJHADS procedure
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[bookmark: _Toc58513976][bookmark: _Toc74644749][bookmark: _Toc77337414]9.1 	Prior to Arrival at ED
Prior to arrival, the clinical manager or other community clinician involved in that patient’s care will contact the MHCL Clinician to alert them that they are bringing in a patient for an assessment, for admission, a contravention of a Psychiatric Treatment Order (PTO) or other purpose. Community Psychiatrists can refer directly to the AO. 

[bookmark: _Toc436583445][bookmark: _Toc58513977][bookmark: _Toc74644750][bookmark: _Toc77337415]9.2	Arrival at the ED
All presentations MUST be registered with ED Triage. 
The standard pathways through ED as described above will have to be followed.

[bookmark: _Toc436583446][bookmark: _Toc58513978][bookmark: _Toc74644751][bookmark: _Toc77337416]9.3	Handover to ED and MHCL teams
It is expected that where a community mental health clinician is in attendance they participate collaboratively in the assessment. When handing over, ISBAR+SS principles should be adopted as a minimum. 

If the decision is made not to admit the patient, a community-based management plan should be discussed between the ED or MHCL staff and the relevant community mental health team or other supports as indicated. 

Back to Table of Contents
	[bookmark: _Toc61945353][bookmark: _Toc74644752][bookmark: _Toc77337417]Section 10 – ED Patient Flow and Mental Health Patients



[bookmark: _Toc58513980][bookmark: _Toc74644753][bookmark: _Toc77337418]10.1 	Bed Booking
All patients requiring inpatient admission must be bed booked as soon as it is determined which inpatient bed is required. Bed booking of patients to any MHJHADS bed only occurs following a review by the Psychiatry Consultant or the Psychiatry Registrar (in discussion with the Psychiatry Consultant). The Nurse Navigator is responsible for booking the bed.

The patient flow team are responsible for informing the ACT Wide Mental Health Bed Access Coordinator, via Switch 5124 0000, of any bed requests made to them for admissions or transfers of patients requiring an acute mental health bed. 
· The ACT Wide Mental Health Bed Access Coordinator is responsible for coordination of patient flow into the acute mental health inpatient units 
· After hours, the Canberra Hospital Bed Demand Unit is responsible for negotiating access to inpatient beds in collaboration with the admitting units.  

Negotiating bed access is not the responsibility of the MHCL team (incl. the Psychiatry Registrar/Consultant).

[bookmark: _Toc58513981][bookmark: _Toc74644754][bookmark: _Toc77337419]10.2 	Patients awaiting admission to Mental Health inpatient units
It is common practice across the various medical specialties that bed-booked patients are cared for by the admitting team for routine medical decisions (incl. determining the treatment plan). Nursing care is the ongoing responsibility of the Emergency Department. Any acute deterioration is to be dealt with by the ED medical team:
· [bookmark: _Hlk67640197]patients awaiting a MH inpatient bed will receive regular clinical reviews by the MHCL team (e.g. every 8 hours or more frequently if clinically indicated). This includes a note in the ED paper file and MH electronic record
· All patients bed-booked for a MH inpatient bed will be discussed at clinical handover, noting any changes in mental state or risk profile  
· Patients with an ED stay >24 hours, or with significant deterioration in MSE, will be discussed with a Consultant Psychiatrist. 
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[bookmark: _Toc436583476]All patients requiring admission will be bed booked through the ED Nurse Navigator.  The ACT Wide MH Bed Access Coordinator (in cooperation with the Access Unit) is responsible for allocation of mental health inpatient beds. 

Admissions to MHJHADS units must follow Adult Mental Health Unit (AMHU) Procedure and Management of Mental Health Beds in General Hospital procedure. .

[bookmark: _11.1_Admission_to][bookmark: _Toc58513983][bookmark: _Toc74644756][bookmark: _Toc77337421]11.1 	Transfer from ED to the inpatient unit
Transfer to MH inpatient units should proceed according to the Patient Escort and Transport within Canberra Hospital campus Procedure 

All patients who require transport will have a documented risk assessment completed by MHCL prior to being transported  Based on the risk assessment the  MHCL Clinician will provide advice and recommendations on the safe transport of patients (including mode of transfer and escort requirements), as well as a phone handover to the admitting unit. 

The transfer will  be facilitated by ED nursing, medical, or ACT Ambulance Service (ACTAS) as required. The MHCL Clinician may be required to assist with the transfer following negotiation with ED Nurse Navigator. 

When transferring a patient the following applies: 
· Female patients must have a female staff member escort in the back of the van during the transfer
· Where possible transfers of patient’s from the ED to AMHU are to use the transportation van
· The patient and escort should be seated in the rear of the vehicle with the patient seated on the seat facing the front of the vehicle and NOT behind the driver
· Seat belts should be worn at all times by all occupants
· Child proof locks fitted to the rear doors of the vehicle must be activated
· On arrival at the destination the driver should stand adjacent to the patient’s door until the escort has alighted
· On arrival at AMHU a clinician escort is to remain with the patient until handover of the patient’s care to an AMHU staff member occurs
· In the event a staff member feel unsafe to transport a patient, based on the completed risk assessment, the transfer will not occur. This concern should be escalated as follows:
· ED staff are to contact the Clinical Coordinator in ED
· MHJHADS staff are to contact the AMHU ADON (business hours) or Mental Health Director on Call (after hours)
· Wardspersons are to contact the Wardsperson Supervisor or the Wardsperson After Hours Manager
· Special consideration should be given in cases of acutely violent/aggressive patients to ensure patient and staff safety. Consideration should be given to the patient remaining in ED until their risk status has decreased.  Where transfer is necessary for aggressive or violent patients, the minimum acceptable staff level is one driver and three (3) escorts.


[bookmark: _Toc74644757]11.1.1	The Management of Safe transfer of sedated patients from ED to a Mental Health 	inpatient unit
Alert: Transfer of a sedated patient is a high risk transfer.  There are occasions in which an agitated, aggressive, unwell patient must be sedated to facilitate safe transfer.  This may require a medical officer to escort the patient.

When a person has required the administration of medication for the purposes of sedation in ED and there is potential for airway compromise, the decision to transfer to a mental health facility must be made by an ED Registrar/Consultant in collaboration with the Psychiatrist/Psychiatry Registrar in ED
Patients who require transfer to a mental health facility while sedated, must be transferred by ACTAS
As assessment must be made by the ED Registrar/Consultant as to the requirement for medical escort based on the level of sedation needed for safe transfer
· If there is a requirement for Medical escort, then the ED Registrar/Consultant will need to determine the most appropriate person to facilitate this transfer.  Currently this will usually be an ED Consultant.  However, if this is operationally not possible, then the patient may need to have their transfer delayed until there is appropriately trained staff available to complete the transfer.
· The accompanying Medical Officer must remain with the patient at the accepting mental health facility until the patient is clinically stable and able to maintain his or her own airway independently and, on the opinion of the Medical Officer present, there is no obvious clinical evidence to suspect deterioration may occur.

[bookmark: _Toc77337422]11.2 Transfer of patients from ED to the Withdrawal Unit (WU):
Client is to be medically cleared by the ED treating team
Client to be cleared by ADS CL Consultant for the day
Client to be transferred in the MH van and escorted by a nurse
Face to face handover by ED nurse to WU nurse
All patient care notes including paper medication chart to be supplied
ED Admin to place client on AE TRANS WDU on ACTPAS 
Transfer to be before 1430 hrs
No transfers on weekends
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Outcome
Patients presenting to CHS Emergency Department with mental health issues, acute behavioural disturbance and psychological distress are managed as per this procedure.

Measure
Annual review of 10 patient records from EDIS for patients who presented to ED and were referred to Mental Health services to ensure the appropriate process was followed.  
Annual review of clinical incident reports relating to mental health patients in ED and transfers from ED to MH inpatient areas
Quarterly review of DES environmental checklist to ensure they are completed correctly.
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Policies
Child Protection  
Informed Consent (Clinical) 
Searching of a Consumer’s Person or Property 
Family Violence
Occupational Violence

Procedures
Clinical Handover 
Child Protection and child and prenatal concern reporting 
Alerts Management 
Challenging Behaviour
Identification Mitigation and Management of Aggression and Violence for MHJHADS
Occupational Violence
Patient Escort and Transport within Canberra Hospital Campus
Non-urgent Escort and Transport of People with a Mental Illness - MHJHADS
Seclusion of Persons with Mental Illness or Mental Disorder Detained under the Mental Health Act 2015
Restraint of a Person
Incidents Reportable to the Executive Director and Intervention Following the death or a potential death of a Person - MHJHADS
Initial Management Assessment and Intervention for People Vulnerable to Suicide
[bookmark: _Toc74644760]Mental Health Triage Scales – Use Within MHJHADS

National Guidelines 
National Standards for Mental Health Services 2010
National Safety and Quality in Health Service Standards 2012
Clinical Practice Guideline for the Management of Borderline Personality Disorder, National Health and Medical Research Council 2013 
Treatment Guidelines for Personality Disorders, Project Air Strategy for Personality Disorders 2015
Memorandum of Understanding between Canberra Health Services, Calvary Public Hospital Bruce, ACT Policing and the ACT Ambulance Service

Legislation
Mental Health Act 2015
Work Health and Safety Act 2011
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Privacy Act 1988
Discrimination Act 1991
Children and Young People Act 2008
Crimes Act 1900 
Carers Recognition Act 2010
Guardianship and Management of Property Act 1991
Australian Charter of Health Care Rights
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AAMHS – Adult Acute Mental Health Services
ACT – Australian Capital Territory
ACTAS – ACT Ambulance Service
AFP – Australian Federal Police
AMHU – Adult Mental Health Unit 
AO – Admitting Officer is a senior medical officer who receives all referrals for patients coming to the ED. 
ATS – Australasian Triage Scale
Bed booked - decision to admit patient under the care of Mental Heath has been made and patient is awaiting inpatient bed
CAMHS – Child and Adolescent Mental Health Services
CAMHS HLT – Child and Adolescent Mental Health Services Hospital Liaison Team
DES – De-escalation Suite
EA – Emergency Apprehension
ED – Emergency Department
EDIS – Emergency Department Information System
ED3 – Emergency Detention – 3 days
EMU – Emergency Medicine Unit
Grey Response – Rapid response to acute clinical agitation within the ED
HAART- Home Assessment and Acute Response Team
ISBAR - Acronym adopted by CHS to facilitate clinical handover. Introduction. Situation. 
Background. Assessment. Recommendations
MH – Mental Health 
MHCL – Mental Health Consultation Liaison
MHJHADS – Mental Health, Justice Health and Alcohol & Drug Services
MHSSU – Mental Health Short Stay Unit
Navigator – Senior ED Nurse responsible for patient flow
PTO – Psychiatric Treatment Order
RISKMAN – Hospital Incident management system
S309 – Order for Mental Health Assessment in accordance with the ACT Crimes Act 1900
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Emergency Department, Mental Health, Short Stay, MHSSU, AMHU, Psychiatry, Behavioural Disturbance, Risk Assessment, Intoxication, Suicide, Psychiatrist, HAART, Detention, Police, De-escalation, ED, DES, MH, MHJHADS 
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