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[bookmark: _Toc107226764]Background
This guideline is adapted from the Accredited Person’s Handbook produced by NSW Institute of Psychiatry with kind permission of NSW Health. The guideline has been specifically edited for use with the Mental Health Act 2015 (“the Act”). 

[bookmark: _Toc107226765]Key Objective
The guideline aims to assist doctors and Mental Health Officers (MHOs) execute their duties and responsibilities effectively under the Act in order to improve consumer care.

[bookmark: _Toc107226766]Alerts 
This should be read in conjunction with the Mental Health Officers Procedure and the Act.
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MHO’s are senior mental health practitioners, appointed by the ACT Minister for Health. Their primary role is to make an initial decision about a person’s need for further assessment and/or treatment which may require emergency apprehension and involuntary detention under the Act.

The circumstances surrounding these decisions are often complex and challenging. It is important that those responsible possess a high level of clinical experience and a thorough understanding of the legal requirements that regulate their role.

This guideline has been written to assist those clinicians who have been appointed as MHOs. It sets out the general principles that underpin the Act and provides guidence around key sections that define the accredited person’s role including:
clinical issues to be considered during an assessment
considerations that may be required when dealing with those whose needs are more complex due to factors such as age or cultural background
working effectively with the Australian Federal Police and ACT Ambulance Service when their assistance is required.
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The Act is legislation that governs the care and treatment of people in the ACT who experience a mental illness or mental disorder. Its primary concern is with the rights and procedures that pertain to those who are detained in a hospital or other approved facility and who are treated against their wishes.

Section 6 of the Act specifies that every function performed or decision made under the Act should, as far as practicable, be based on the following underlying principles:

A person with a mental disorder or mental illness:
has the same rights and responsibilities as other members of the community
has the right to consent, refuse or stop treatment, care or support and be advised of the consequences of same
has the right to determine their own recovery
has the right to have their will and preferences taken into account in decisions around treatment, care or support
has the right to access the best available treatment, care or support
has the right to access to services that are sensitive and responsive to their individual needs and respect and promote their rights, dignity, autonomy and self-respect
has the right to be given timely information to support their assessment, treatment, care or support
has the right to communicate and be supported to communicate in a way appropriate to them
has the right to be assumed to have decision-making capacity unless established otherwise
should have access to services that respect and support them, promote their recovery and best outcomes and are inclusive of close relatives, close friends and carers. 
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This guideline has been established to ensure that people are thoroughly assessed in compliance with the Act and not detained unlawfully. However, the complexity and unpredictable delays which may be involved at each stage can heighten the patient’s confusion and distress. Each MHO therefore needs to be:
conversant with the admission protocols of the approved mental health or other approved facility
able to liaise with the relevant hospital unit to minimise admission difficulties
able to explain the process to the person being placed on emergency detention and to relevant carers in an appropriate way.

The Act provides a number of ways in which the process of involuntary admission can be lawfully initiated. The MHO makes an assessment and if the person meets the criteria as set out in the Act they are put under an Emergency Detention as per Section 80 of the Act. Aditionally if a person to whom Section 80 applies is currently attending an approved mental health facility (voluntarily or otherwise), the MHO may detain the person at the facility under Section 81 of the Act.

Following the Emergency Detention the MHO must provide a clinical handover to the receiving clinician within the approved facility. The first examination must be performed by a doctor as soon as practicable and, in accordance with Section 84 of the Act, within a maximum of four hours of the person arriving at the approved facility. Where the doctor finds that the person does not meet the criteria for detention under Section 80, then the person must be released.

If the doctor finds the person to have a mental disorder or mental illness they may detain them for up to three days under Section 85 of the Act. Under Section 86  a second ‘thorough physical and psychiatric examination’ of the person must be undertaken by a doctor other than the doctor who conducted the initial assessment under Section 84. The examination should be conducted within 24 hours. 

A second examimation is however not required, if the Chief Psychiatrist is satisfied that a doctor (who is not the doctor who undertook the initial assessment under Section 84) recently gave an examination, which provided sufficient information about the person’s psychiatric and physical condition.

Where the examining doctors are satisfied that there are reasonable grounds for  further detention of the person, an application for further detention is made to the ACT Civil and Administrative Tribunal (ACAT). ACAT, under Section 85, may order the detention of the person for a further 11 days. 

Where the examining doctor, Chief Psychiatrist, or ACAT is satisfied that the detention of the person is no longer justified, the person must be released as soon as is practicable. 

Once a person has gone through the examination procedure and is deemed to meet the criteria for diagnosis of a mental illness or mental disorder, an application for a Psychiatric treatment order under Section 58 or a Community care order under Section 66 must be made with ACAT within the 14 days of Emergency Detention. 

At all times, the least restrictive effective practice must be identified and utilised.
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Section 202 of the Act identifies the functions of a MHO simply as the ‘functions that the Chief Psychiatrist directs’. 

[bookmark: _Toc107226771]Powers of Entry, Apprehension and Search & Seizure
Sections 263 and 264 of the Act provide for an authorised person to:
use such force and assistance as is necessary and reasonable to apprehend the person and take him or her to a mental health facility
where there are reasonable grounds for believing that the person is at a certain premises: enter those premises using such force and with such assistance as is necessary and reasonable.
carry out a scanning search, frisk search or ordinary search and seize.

ACT Police Officers are typically the authorised person for these situations.

[bookmark: _Toc107226772]Time limits
An Emergency Detention remains valid for four hours once the person has arrived at the approved facility. The person must be reviewed by a medical officer within this time.

[bookmark: _Toc107226773]Record of actions taken
Section 83 of the Act requires that mental health staff provide a written statement containing a description of the action taken in relation to a person under an Emergency Detention including:
name and address (if known)
date and time when the person was taken to the facility
detailed reasons for taking the action
the nature and extent of force or assstence used to enter a premises or apprehend the person
Mental health staff enacting Emergency Detentions are reminded to be comprehensive and detailed in recording their decisions, their actions and the legal authority on which they are based. These records must be placed with the person’s clinical record.

[bookmark: _Toc107226774]Removal Orders
A Removal Order to conduct an assessment is made under Section 43 of the Act.  This Order may be executed by a police officer, authorised ambulance paramedic, doctor or MHO under Section 44. Before removing the person however, the person executing the Order must explain the purpose of the Order. 

In practice, Removal Orders are generally executed by the Police who are accompanied by a mental health clinician.
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The ACT Minister for Health may enter into cross border agreements with the Ministers of Health of the other States and Territories.  The Agreements provide for:
emergency admission of persons to health facilities in other States
the transfer of people subject to mental health orders into and out of the ACT
psychiatric treatment orders made on persons residing interstate
interstate non-custodial mental health orders in the ACT.

Operational guidance for the implementation of these agreements can be found in the Protocols developed in consultation with:
NSW Police and NSW Ambulance
ACT Police and ACT Ambulance Service
New South Wales Southern Area Mental Health Service
ACT Health Mental Health Services.

With the development of local protocols between services between juristictional agencies, a more flexible approach to the delivery of mental health services for these communities is anticipated. MHOs who are exercising their powers across juristictional borders should familiarise themselves with the local protocols between services. 

The ACT Chief Psychiatrist is responsible for the operation of the Act in regards to interstate transfers. All enquiries about Interstate Agreements should be referred to that position.

[bookmark: _Toc107226776]Transfer of certain people from the ACT
Under direction of the Chief Psychiatrist a MHO may transport a person subject to:
a Psychiatric Treatment Order or Community Care Order to an interstate mental health facility or service or a community care facility or service under the provisions provided at Section 249 of the Act
a Forensic Psychiatric Treatment Order or Forensic Community Care Order to an interstate mental health facility or service or a community care facility or service under the provisions provided at Section 250 of the Act
[bookmark: _Toc78201360]Emergency Detention to an interstate mental health facility under the provisions provided at Section 251 of the Act.
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The decisions made by MHOs are not only framed by the legal definitions and requirements of the Act, but are more broadly underpinned by the principles of administrative law. These principles are there to guide MHOs in making fair and proper decisions.

[bookmark: _Toc107226778]The duty to act honestly
The duty to act honestly means to refrain from exercising the powers vested in MHO in order to:
obtain some private advantage
achieve some object other than that for which the power was conferred.

A breach of the obligation to act honestly involves knowledge that what is being done is not in the best interests of the client, employer or the community and deliberate conduct in disregard of that knowledge.

[bookmark: _Toc107226779]Bad faith or improper purpose
A MHO must not exercise their powers in bad faith or for an improper purpose i.e. a purpose other than that for which the power was conferred. 

[bookmark: _Toc107226780]Irrelevant considerations
Every decision maker must take into account and give proper attention to all the relevant considerations. They must likewise disregard extraneous or irrelevant matters. Being a Mental Health Officer means weighing all of the elements specified in the Emergency Detention provisions before coming to a decision. 

[bookmark: _Toc107226781]Using discretion
A MHO must be capable of taking all matters into consideration and taking reasonable steps to find out the person’s perspective.

[bookmark: _Toc107226782]Acting on policy
It is important for  Mental Health Officer it is important to adhere to the policies and guidelines developed by Mental Health Justice Health Alcohol and Drug Services (MJHADS). These policies and guidelines provide additional guidance in relation to MHOs’ obligations and accountabilities under the Act.

[bookmark: _Toc107226783]Acting under dictation
In making  decisions under Section 80 of the Act a MHO needs to act in an independent manner. A MHO must not be dictated to by a third party e.g. relative, colleague or superior. If a decision–maker feels influenced or obliged to decide a matter in a particular way because of another’s views on the matter, it can be construed as ‘dictation’ even though no specific direction has been given. This does not of course preclude listening to, or considering sources of relevant opinion.

[bookmark: _Toc107226784]Rules of procedural fairness
These rules relate not so much to which matters are to be considered in making a decision, but how a fair decision is reached.

[bookmark: _Toc107226785]The hearing rule
The general law requires that a person be informed of the case against them and be given the opportunity to reply before a decision is made that deprives them of some right, interest or benefit. In the context of undertaking an Emergency Detention MHOs should make every effort to:
Explain as clearly as possible their view of the situation and the options
Listen to the person’s point of view
Answer questions from the person or their friends and family about the options before arriving at a decision.

[bookmark: _Toc107226786]The bias rule
The bias rule states that if a decision-maker has an interest (pecuniary or otherwise) in the outcome of a particular decision that person is barred from dealing with the matter.

[bookmark: _Toc107226787]The ‘no evidence’ rule
This rule states that an administrative decision must be based on logically probative material and not speculation, suspicion or hearsay. The responsibilities of a MHO includes directly examining or observing the person being assessed. Whilst collateral information from carers, families and other involved third parties should always be considered as part of a comprehensive assessment process, the decision to enact an Emergency Detention must be based on the MHO’s own observations and not solely reliant on the opinions of others.
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[bookmark: _Toc107226789]Assessment
The following factors should be considered during the person’s assessment.

Establishing rapport:
MHO’s should -
Greet the person and their family, friends or carers.
If possible speak to the person first, acknowledging and responding to any potential barriers to communication for such persons (eg intellectual disability, brain injury, language difficulties)
Be open to the person’s experience and views
Find some common ground
Reassure the person that their view is important.

[bookmark: _Toc107226790]Assessing symptoms: 
Hallucinations:
Perceptions occurring in the absence of the corresponding sensory stimulus experienced as immediate, vivid, independent of will and often, even if only momentarily, felt to be real may be experienced by well people under unusual circumstances e.g. in acute bereavement, sensory deprivation.

Delusions:
Unshakeable and false beliefs inconsistent with person’s cultural, religious or social background. It is preferable to make gentle enquiries rather than challenging the person’s delusions directly.

Thought disorder:
This is often evidenced by the following:
circumstantial or tangential speech
blocking or derailment
loosening of associations
non-sequiturs and verbal perseveration
flight of ideas.

Severe disturbance of mood:
This may be elicited by asking about personal losses, disappointments and joys; hobbies and interests; relationships and work (successes and failures). This is often evidenced through a sustained subjective feeling state that is:
depressed, anhedonic
elated, euphoric
irritable, angry
fearful or guarded
detached, indifferent, apathetic.

Sustained or repeated irrational behaviour:
This is often evidenced by:
self harm or harming others
agitation (increased purposeless behaviours)
neglecting self care
acting on delusions or command hallucinations
disinhibition – sexual, physical or financial
catatonia.

[bookmark: _Toc107226791]Assessing risk:
Physical ‘serious harm’
In assessing suicidality and self-harming behaviours it is important to take note of:
threats or attempts current and past
degree of intent or planning
hope for the future
lethality of means
attitude after resuscitation
contributing factors e.g. grief, mental illness, substance abuse, physical illness.

Non-physical ‘serious harm’
social harm – e.g. damage to reputation by anti-social or disinhibited behaviour, capacity to care for self
financial harm – e.g. squandering resources or delusions of poverty
psychological harm – e.g. developmental arrest in young person with schizophrenia who is refusing treatment.

Serious harm to others
Physical ‘serious harm to others’
The risk of serious physical harm to others may be increased by:
paranoia
incorporation of others into delusions
untreated mental illness in a parent and potential harm to children in their care.

Non-physical ‘serious harm’
social harm – e.g. social isolation of family, withdrawal of children from education or peers because of a parent’s untreated illness
financial harm – e.g. effects on family of loss of job, squandering of financial resources
psychological harm – e.g. PTSD in children or spouses.

Assessing the person’s history
psychiatric – first episode or part of a continuing condition (consider the likelihood and consequences of deterioration)
medical
family

Assessing the carer’s / family’s views
pre-morbid personality and functioning
family history
recent changes in person being assessed: degree, duration, persistence
behavioural manifestations of psychosis
what’s the family’s explanatory model and what do they want?

Assessing the social situation
Assess the resources available from family, friends and/or carers including:
time
personal support network
level of care that can be provided by the community team.

Assess the attitudes of family, friends and/or carers to the person’s illness including:
knowledge and understanding
willingness and ability to care for the person
ability to assist with management of medication
ability to contain the person.

[bookmark: _Toc107226792]Response
The response required is dictated by what is to be achieved. While each situation requires a specific and individual response the following general principles apply:
minimise the trauma
reduce the delay
organise treatment at home where possible
provide information and support to the family
involve family and friends where appropriate
provide a clear explanation of processes
minimise police involvement.

If the decision is made to apprehend
MHOs must be familiar with local procedures
the least restrictive options for transport must be considered in arranging the transport of the person
a clear explanation of the process must be provided to the person, family, friends and/or carers
if the MHO is not accompanying the person to hospital: Ensure that family, friends and/or carers are clear about the process and their options (e.g. possibility of accompanying the person to the approved facility).

[bookmark: _Toc107226793]Considerations for emergency detention
Primary Considerations
Considerations in relation to MHOs making an assesment for emergency apprehension and detention are:
base their assessment on reports from relevant others and their own observations of the person
does the person have a ‘mental illness’ or ‘mental disorder’ as defined by the Act?
is detention necessary for the person’s health or safety, social or financial wellbeing?
is detention necessary to protect the public?
is the person refusing appropriate treatment, care or support?
what is the least restrictive environment in which the person can be safely treated at this time?
The MHO should make decisions in collaboration with team members where possible
The MHO should establish rapport with the person that encourages communication, care planning and the achievement of common goals.

Additional Considerations 
While the provisions of the Act apply generally, the appropriateness of placing someone on an Emergency Detention order may require the consideration of additional issues such as age and cultural background.

Younger clients – under 16 years
Whilst the primary care of a child or young person is usually vested in their birth parents, there are many occasions when the birth parents are unable to exercise parental responsibility for their child/children. In such cases parental responsibility can, by order of the court, be given to the Director-General of the Community Services Directorate. The Court can also vest parental responsibility with a child’s carer.

The ‘Best Interest’ principle is promoted throughout the Act.  In making a decision in relation to a child, the decision maker must regard the best interests of the child as the paramount consideration.  In effect what this means is whilst ordinarily the person holding parental responsibility has the right to determine actions for and on behalf of the child, the outcome cannot be in contradiction to the best interests of the child.

Young people who who are assessed as meeting the definitions of a person with a ‘mental illness’ or ‘mental disorder’ can be placed on an Emergency Detention in the same way as adults. However where treatment at home is not an option, it is particularly important to explore the option of an informal (voluntary) admission with the consent and cooperation of the parent(s) or guardian. 

Whilst the Act does not contain specific provisions in relation to the voluntary admission of children  the following should be considered:
if the child is under 16, the hospital must notify the parent or guardian as soon as practicable of a voluntary admission
if the child is 14 or 15 they may choose to continue as a voluntary patient even where a parent or guardian objects
if the child is under 14 parental consent is essential for the admission to proceed. Where a parent or guardian objects to the care or treatment, the medical superintendent must discharge them.

Consent of young person
In order for any child or young person to consent to medical treatment/intervention they must be considered to be Gillick Competent. 

Gillick Competence Test
The Gillick Competence Test, approved by the High Court of Australia in 1992, assesses whether a child or young person, regardless of age, has achieved a sufficient understanding and intelligence to enable them to understand fully what is proposed. In the context of a child or young person who is considered to have a mental health difficulty, this would be extremely difficult to determine.  In deciding whether a child is competent to consent, it is not clear precisely what amounts to sufficient 'understanding and intelligence'. The threshold a child must reach before he or she can consent to his or her own treatment is not defined. Each case will require individual assessment depending on the young person’s age, level of maturity and the nature of the procedure. A child who is 'Gillick Competent' is legally competent to give an effective consent to a medical procedure by him or herself.

Additional consent is not legally required from a person with parental responsibility. It is however recommended that consent from a parent or guardian be obtained in addition to the child's consent 'in all but exceptional circumstances'. Parental consent provides protection for the medical practitioner if there is a later dispute about whether the child was 'Gillick Competent'.

Section 49(1) of the NSW Minors (Property and Contracts) Act 1970 gives a defence to an action in assault or battery by a young person where the medical practitioner has relied on the consent to the treatment in question of a parent or guardian of a young person aged less than 16 years.

It means that in NSW there is a distinction between consent and refusal of consent. Paradoxically, this distinction has the potential to bolster parental authority in this sense. It means that a parent’s consent to the medical treatment of a Gillick Competent young person under 16 can override that young person’s refusal of consent (as opposed to the young person’s consent – which was in issue in the Gillick case). For example, a parent who is not a Jehovah Witness, can override the refusal of their child who is a Jehovah Witness, to undergo medical treatment involving a blood transfusion.

A parent cannot override the consent of a young person under 16 to medical treatment but a  parent can consent to the medical treatment, of a young person under 16, who has refused consent.

Individual Needs of the Person
Section 6 specifies that when exercising a function of the Act, sensitivity is applied to the individual needs of the person. This includes religious, cultural and language needs. These provisions are particularly important in relation to those from an Aboriginal & Torres Straight or other culturally and linguistically diverse (CALD) background.  It is important that they are informed of their legal rights and entitlements and given this information in a way they are most likely to understand.

Aboriginal & Torres Strait Islander clients
In dealing with Aboriginal & Torres Strait Islander people, reference should be made to the ACT Health Directorate and Canberra Health Services Policy and Procedures in this area. These outline a number of major issues in relation to improving services for Aboriginal & Torres Strait Islander people including the following:
the need for mainstream services to work in partnership with Aboriginal community controlled health organisations e.g. Aboriginal Medical Services
the need for mainstream mental health workers to acknowledge the historical factors influencing Aboriginal & Torres Strait Islander Australians (including the enforced separation of Aboriginal children from their families)
the need for mainstream services to address the close association between an Aboriginal & Torres Strait Islander person’s health, both physical and mental, and their social, spiritual, cultural, historical, and economic context.

These policies also detail a number of specific outcomes including:
assessment, admission and case management for all Aboriginal & Torres Strait Islander people to incorporate consultation with an Aboriginal Wealth Worker
Aboriginal & Torres Strait Islander people to receive services from either a mainstream service provider accompanied by an appropriate Aboriginal or Torres Strait Islander person or an Aboriginal or Torres Strait Islander service provider
Aboriginal & Torres Strait Islander people to be provided with the option to receive services that involve their families/extended families and/or significant others.

In assessing an Aboriginal & Torres Strait Islander person it is important to:
consider the person within their family and cultural environment
include an Aboriginal Liaison Officer in the assessment
consult with the person’s family to find out what the family needs and hopes for in the
situation
explore the family’s capacity and desire to manage the person at home
pay particular attention to the assessment of risk factors within the person’s environment including the impact of grief and trauma
consider the impact of the person’s physical health
be prepared to consider alternative treatment strategies
consult with the Aboriginal Medical Service (or other appropriate agencies) who may have knowledge of the person and skills in supporting them
try to arrange an admission close to the person’s family to facilitate their involvement in the person’s inpatient care (if appropriate).

People from Culturally and Linguistically Diverse Backgrounds (CALD)
People from CALD backgrounds experience a higher level of involuntary treatment under the Act than those from English-speaking backgrounds. Second language competency may decrease dramatically in times of crisis. 

Alert
The difficulties and trauma associated with an episode of mental illness can often exacerbate language difficulties, even when a person is normally quite confident and fluent in English.

The adoption of practical measures to address language and cultural barriers throughout the assessment and admission process is essential. If an interpreter is not used during an initial assessment important cultural and religious issues that affect the mental health care of a person may be overlooked or misconstrued.

Accredited interpreters must be involved with:
the examination process prior to the decision being made about whether involuntary treatment or admission is warranted
gathering information about the person’s condition from relatives and others involved in the person’s care
explaining the process to the person and their family.

Where a bilingual mental health worker is available they can assist with care planning and the clarification of cultural issues.

Booking an interpreter
MHJHADS uses a Health Care Interpreter Service. When making a booking the following information should be provided:
country of birth
language required (and dialect where appropriate)
person’s name
name and contact of mental health worker/accredited person
location and anticipated duration of assessment
preferred gender of interpreter.

If the Health Care Interpreter Service is unable to provide a service at the time required the Telephone Interpreter Service is available 24 hours a day, 7 days a week on 131 450. Refer to Language Services – Interpreters and Translated Materials Procedure.

Other Cultural considerations
Even where language is not an obstacle, linguistic and religious differences may have a profound impact on decisions about assessment and treatment. There are transcultural mental health services that can provide:
information about the cultural, political or religious aspects of an assessment
referral to community support services or bilingual mental health professionals
consultation and assessment regarding diagnosis and care planning.

Getting the Person to Hospital Safely
Once the decision has been made to apprehend a person, it is then necessary to arrange appropriate transport and negotiate the admission with the hospital. 

The least restrictive options for transport must be considered in line with the current Memorandum of Understanding (MOU) between the ACT Ambulance Service, The Australia Federal Police, The Canberra Hospital and Calvary Health Care ACT, & MHJHADS for People Requiring Mental Health Care “the MOU”).  Every effort should be made to minimise the delays and complications that add to the distress and confusion of an already difficult situation. The admission officer should be advised of:
person’s name
date of birth
address
estimated time of arrival
risk factors (if any)
need for any particular security arrangements.

Overview of transport options
In deciding how to best get the person to hospital the following factors should be considered, i.e. which transport:
maintains the person’s rights and dignity
is the least restrictive option in the circumstances
is appropriate for the risk factors as currently assessed
can be accessed promptly.

Determining if police assistance is required
For the person being placed under Emergency Detention and their family, the involvement of police is often the most bewildering and painful aspect of the process. 

For the clinician, balancing risk with the person’s rights to privacy, dignity and respect is likely to be one of the most difficult decisions of their role. The importance given to this area of practice is apparent in the principles of the MOU.  All MHOs should be familiar with the MOU as it determines how the power under Section 80 of the Act is to be applied.  The section provides that a MHO may request the assistance of police in transporting a person to hospital where:
the assistance of police is required
there are no other means.

Determination of risk
Any involvement of police and/or ambulance services under Section 80 of the Act should be underpinned by a risk assessment. All MHOs should:
use the Request for Transport of People requiring Mental Health Care as available as an attachment in the MOU and can refer to this MOU when requesting assistance.
provide a full picture of the situation to the police and/or ambulance service.

The risk of absconding in and of itself is not sufficient to warrant the involvement of police. Safety concerns must be present. The use of ambulance services should always be used in the event of a medical emergency and the use of Police when there is a risk to public safety and/or a risk to the safety of the individual.

[bookmark: _Toc107226794]Reflecting on MHO’s Practice
While some aspects of involuntary treatment have been studied, to date little attention has been paid to involuntary apprehension itself.  An ACT study (Fiorillo, 2001) however, explored the subjective experiences of those most involved: the clinicians, the person scheduled and their relatives. The following provides a brief summary of some of the best and worst aspects of the procedure as reported by the participants in this study and their views on how the process could be improved.

When the process goes well
Clinicians valued:
the time to provide support
gentleness shown by those involved in containing the person
the provision of thorough information
good communication between the parties
the prompt marshalling of necessary resources.

The person detained valued:
hearing words that expressed care and concern
experiencing a personalised interaction with clinician
support after discharge.

Relatives valued:
the clinician’s genuine interest and respectful approach
a prompt response to the crisis
reassurance from the clinician about the decision
clear explanations about what was happening and why.

The worst aspects of the process
Clinicians disliked:
use of deception and feelings of betrayal
distress experienced by those being scheduled
lack of resources preventing the provision of less restrictive care
family distress
where decision were overturned by the hospital and person not admitted.

Apprehended persons disliked:
use of coercion e.g. involvement of police
their own passivity and resignation
being left out of the discussion about admission and treatment planning
lack of support through the process.

Relatives disliked:
breakdown of relationships after family member scheduled
use of deception and lying to their relative
police involvement
sense of helplessness
lack of support from the clinicians.

[bookmark: _Toc107226795]Making improvements:
follow-up and early intervention after discharge.
follow-up with family where appropriate to provide information etc, avenues for ongoing support and psycho-education.
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Outcome
Safe and effective assessment  and management of persons subject to health orders under the Act.
Consumer satisfaction with management of persons subject to health assessment and management under the Act.

Measures
Review of clinical incidents related to performance of MHO duties under the Act.
Review of consumer surveys completed by consumers of mental health services
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Policy
Informed Consent (Clinical) 

[bookmark: _Toc107226798]Procedures
ACT Civil and Administrative (ACAT) Ordered Mental Health Assessments
Mental Health Officer 
Adult Community Mental Health Services (ACMHS) Home Assessment and Acute Response Team (HAART)
Adult Mental Health Unit (AMHU)
Advance Agreements, Advance Consent Directions, and Nominated Persons under the Mental Health Act 2015
Assessment of Decision-making Capacity and Supported Decision-making for people being treated under the Mental Health Act 2015
Care of Persons subject to Forensic Mental Health Orders (FMHOs)
Care of Persons subject to Psychiatric Treatment Orders (PTO’s with or without a Restriction Order (RO)
Dhulwa Mental Health Unit – Transfer of Custody
Dhulwa Mental Health Unit (Dhulwa) – Searching Procedure
Dhulwa Mental Health Unit Referral, Admission and Transfer of Care
Emergency Department and Mental Health Interface
Emergency Detention in the inpatient setting and a person’s rights under the Mental Health Act 2015
Initial Management, Assessment and Intervention for People Vulnerable to Suicide
Management of People Subject to Section 309 of the Crimes Act 1900 Transferred to the Canberra Hospital (MHJHADS)
Sharing Information with Carers – MHJHADS Adult Inpatient Units
Transfer for Emergency Physical Care – Alexander Maconochie Center (AMC) and Dhulwa Mental Health Unit (DMHU)
Second Opinion Reviews in Mental Health Services
Psychiatric and Medical Examination of Involuntary Consumers under the Mental Health Act 2015
· Multi-agency Response Guide (MARG) – Mental Health, Justice Health & Alcohol and Drug Services (MHJHADS)

[bookmark: _Toc107226799]Guidelines 
Non-urgent Escort and Transport of People with a Mental Illness - MHJHADS

[bookmark: _Toc107226800]Legislation
Mental Health Act 2015
Human Rights Act 2004
Children and Young Person’s Act 2008
Work Health and Safety Act 2011

Other
· Australian Charter for Healthcare Rights 
· Memorandum of Understanding between the ACT Ambulance Service, The Australian Federal Police, The Canberra Hospital, Calvary Health Care ACT, and Mental Health, Justice Health and Alcohol & Drug Services regarding People requiring Mental Health Care
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[bookmark: _Toc107226802]Decision Making Capacity
Decision-making capacity is defined in Section 7 of the Act. The Act requires that a person’s decision-making capacity must be taken into account in deciding treatment, care or support, other than when the Act expressly provides otherwise.

[bookmark: _Toc107226803]Mental Disorder (as defined in the Act)
A mental disorder for the purpose of the Act means a disturbance or defect to a substantially disabling degree, of perceptual interpretation, comprehension, reasoning, learning, judgment, memory, motivation or emotion, but does not include a condition that is a mental illness (see below).

Mental disorder may be suggested when a person presents as suicidal following a personal crisis e.g. a relationship breakup. Intoxication (drugs and alcohol) and associated disturbance may also feature in situations where a MHO is assessing a person for emergency detention.

Reasonable Grounds For Decision of Mental Disorder
The MHO’s conclusion that a person has a ‘mental disorder’ needs to be based on relevant facts and observations. It is not sufficient to believe that there are reasonable grounds. Some evidence supporting the MHO’s decision must be documented.

[bookmark: _Toc107226804]Mental Illness (as defined in the Act)
A mental illness for the purposes of the Act means a condition that seriously impairs, either temporarily or permanently the mental functioning of a person, and is characterised by the presence of any one or more of the following symptoms:
· Delusions
· Hallucinations
· Serious disorders of streams of thought
· Serious disorders of thought form
· Severe disturbance of mood, or
· Sustained or repeated irrational behavior indicating the presence of at least 1 of the symptoms mentioned above.

When completing a Statement of Action Taken (the Emergency Apprehension Green Form) the MHO’s observations should be expressed in these terms rather than the diagnostic and clinical terminology with which the MHO may be more familiar. It is important to remember that not every condition characterised as a mental illness in the Diagnostic and Statistical Manual of Mental Disorders (DSM) or the Classification of Diseases, Global Health Information Standard (ICD) will be a mental illness for the purposes of the Act. A person experiencing a mild depressive episode in the absence of a risk to self and others may have a recognised mental condition but not a mental illness for the purposes of the Act.

The symptoms included in the definition should be given their ordinary accepted meanings in the psychological sciences. They should not reference overly clinical complexities or distinctions. For example a delusion may be simply considered to be a belief held in the face of evidence normally sufficient to destroy the belief, and a hallucination to be a subjective sense experience for which there is no appropriate external source.

[bookmark: _Toc107226805]Exclusion Criteria
Exclusion criteria are included in the Act to prevent the broad scope of Section 80 being used to sanction or control behavior that is not related to mental illness or mental disorder. A person is not to be defined as having a mental disorder or mental illness merely because of the presence or lack of any one or more of the following:
· religious, political beliefs or philosophy
· sexual  preferences/orientation
· sexual promiscuity
· immoral or illegal conduct
· developmental disability
· drug or alcohol abuse
· antisocial behavior.

[bookmark: _Toc107226806]Detention for Consumer Safety
Health and safety are broad terms that are to be understood in terms of everyday usage. They can include any of the following:
· harm to reputation or relationships
· financial harm
· self-neglect
· neglect of others, e.g. the person’s children
· physical harm.
Note: Serious harm under the criteria outlined in the Act is not restricted to serious physical harm.

[bookmark: _Toc107226807]Detorating Condition
This provision allows an intervention to occur before a person deteriorates further and will require immediate treatment care or support within 3 days. It is a broad and open concept which requires a MHO to consider:
· a person’s clinical history including their understanding of their illness
· a person’s capacity or willingness to follow a voluntary treatment plan
· the likely impact on the person’s condition if they fail to follow a treatment plan.
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Mental Health, Emergency Detention, Mental Health Officer, MHO, Mental Disorder, Mental Illness
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Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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