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[bookmark: _Toc213061375]Purpose 
This document provides local operational procedures specific to the Adult Community Mental Health Services (ACMHS) operated by Canberra Health Services (CHS). Adherence to these procedures will ensure:
clinical practice supports the Adult Community Mental Health Services Model of Care
compliance with statutory responsibilities
adoption of evidence-based practice principles.
Practice aligns with overarching CHS and Mental Health, Justice Health and Alcohol and Drug Services (MHJHADS) policy, procedures, and frameworks.
Back to Contents
[bookmark: _Toc213061376]Alerts 
All staff are required to read a consumer’s Digital Health Record (DHR) chart prior to conducting home visits in the community.
Refer to Attachment 4 for DHR communication information relevant to each program area. 
Back to Contents
[bookmark: _Toc213061377]Scope
This document applies to all staff and students who work in the ACMHS program area of MHJHADS, except for the Older Persons Mental Health Community Team. 
This document applies to the following staff working within their scope of practice:
Medical Officers
Nursing 
Allied Health Professionals
Allied Health Assistants
Administration staff
Students under direct supervision.
Back to Contents
[bookmark: _Toc213061378]Section 1 – Introduction 
ACMHS provide a range of services including triage, assessment, crisis intervention, ongoing treatment, care coordination, therapy, neurological assessment, case management, review and planned exit from the service. Services are provided across a range of locations, including by phone, telehealth, community health centres, outreach into people’s homes and other community settings, and in reach into hospital settings. 
ACMHS has a close partnership with the Canberra Hospital, University of Canberra Hospital (UCH) and North Canberra Hospital (NCH) mental health services to ensure that integrated consumer-centred care pathways exist across inpatient and community treatment settings.
ACMHS teams deliver assessment, care and treatment over a short or sustained period in a variety of community and inpatient settings. Care and/or treatment may be delivered in person or using a virtual care method, as is determined by the consumer’s preference and by what the treating team deems clinically appropriate. The ACMHS provide education that supports consumer and carer participation in goal setting, treatment, care and recovery planning, including the development of advance directives, considering carer needs and providing support to access available services. 
Recovery-based interventions and treatment options offered by the ACMHS teams are tailored to the individual’s needs.
The ACMHS program area is organised into three service streams:
Intake Services
Clinical Specialty Teams
Community Recovery Services.
Back to Contents
[bookmark: _Toc213061379]Section 2 – Mental Health Act 2015 provisions 
The Office of the Chief Psychiatrist website has resources for clinicians and delegates on the rights of people experiencing mental illness or mental disorder and advisory notes on disclosure of information to carers and substitute decision makers. The ACT Mental Health Consumer Network ACT MHCN My Rights My Decisions Form Kit is another resource for clinicians, available on their website.
[bookmark: _Toc163200206]Decision-making capacity 
A consumer must be assumed to have decision-making capacity unless established that they do not. Article 12 of the Convention on the Rights of Patients with Disabilities recognises that people with disabilities have the right to make decisions and be supported in their decision-making. 
All ACMHS staff will refer to and comply with the Assessment of decision-making capacity and supported decision-making for people being treated under the Mental Health Act 2015 Procedure available on the CHS Policy and Guidance Documents Register. 
[bookmark: _Toc163200207]Advance Agreement and Advance Consent Directions 
An Advance Agreement is a document stating a consumer’s preferences for future mental health treatment, care and support and any relevant information about practical support they may need. 
An Advance Consent Direction is a document that records the consumer consent or non-consent to receiving treatment, care or support, or specific medications and procedures if they do not have decision-making capacity in the future. 
All ACMHS staff will refer to and comply with the Advance Agreements, Advance Consent Directions and Nominated Patients under the Mental Health Act 2015 Procedure available on the CHS Policy and Guidance Documents Register. 
[bookmark: _Toc163200208]Nominated person  
A Nominated Person is someone appointed by a consumer with a mental illness or mental disorder under the Mental Health Act 2015. A Nominated Person is to be informed and consulted about the consumer’s treatment, care, and support to ensure that the consumer’s interests and rights are respected. 
A Nominated Person does not have the power to make treatment or other decisions on behalf of the consumer with a mental illness or mental disorder. 
For further information see the Advance Agreement, Advance Consent Direction and Nominated Person Procedure available on the CHS Policy and Guidance Documents Register.
Back to Contents
[bookmark: _Toc213061380]Section 3 – Intake Services description and referral pathway
3.1 Access Mental Health 
The Access Mental Health Team (AMHT) encompasses two interrelated, but separate components - Access Mental Health Triage and Access Mental Health Comprehensive (AMHC).
Access Mental Health Triage (Triage)
Phone 1800 629 354 or 02 6205 1065 [24 hrs, Monday-Sunday]
Triage is the primary point of initial contact or referral for any consumer, carer or external agency seeking mental health services and support. All referrals are triaged using the categories from the Mental Health Triage Scales – Use within MHJHADS Procedure available on the Policy and Guidance Documents Register. Triage provides:
triaging and prioritisation of mental health referrals for follow-up based on the initial assessment
initial management of any urgent or emergency presentations including referrals to Police and Ambulance services and/or acute mental health services (e.g. Home Assessment and Acute Response Team [HAART])
dedicated phone lines for referrals from General Practitioners, Emergency Departments, Police and Ambulance services. 
Initial Triage assessment includes:
initial assessment of a consumer’s needs, including reading any referrals or correspondence
Suicide Vulnerability Assessment Tool (SVAT) risk assessment
Mental State Examination (MSE)
allocation of a triage category to determine where the consumer’s needs will be most appropriately met. See Table 1.
: Triage category referral pathway
	Triage category 
	Recommended referral pathway

	Category A & 000 calls
	Prioritised to Police, Ambulance, Clinician Emergency Response (PACER) or HAART & Emergency Services

	Category A – D
	Referred to HAART

	North Canberra Hospital after hours emergency discharge (Category C)
	Referred to HAART

	Post suicide attempt hospital discharge follow-up (Category C)
	Referred to HAART

	Inpatient discharges to HAART (Category D)
	Referred to HAART

	Inpatient discharges and internal team transfer (Category E)
	Referred to:
AMHC
ACMHS treating team (Community Recovery Services - CRS)
Older Persons Mental Health Community Team (OPMHCT) (65+)
Child and Adolescent Mental Health Services (CAMHS) (under 18)
Alcohol and Drug Services (ADS)
This includes a brief needs assessment for category E inpatient discharges on a weekend.


	Category F
	Referred to GP/primary care

Referral to the General Practitioner (GP) is made by the allocated clinician via a GP discharge letter.

The letter includes information on the GP helpline which primary care medical staff can use for further support and advice from AMHT psychiatric staff. 

The GP referral process is completed in DHR by:
completing a check list task for drafting the letter to the GP
enrolment on the story board – “Letter to GP”.


	Category G
	Provide advice only


Access Mental Health Comprehensive (AMHC)
AMHC provides comprehensive assessment of mental health care needs for new episodes of care, for category E referrals, of adults 18 – 64 years of age. The assessment provides a standardised and consistent service response to ensure equity of access. 
A multidisciplinary team (MDT) approach to AMHC assessment of referrals is employed, including:
full holistic assessment of mental health needs
MSE
SVAT and safety planning
allergies
co-occurring health needs and identifying existing linkages with GP and specialist medical care providers
consumer’s thoughts on their health and their lived experience
collateral information from carers and Nominated Persons
family structure and health history
guardianship, Power of Attorney, Advanced Consent Direction, Advanced Consent, Nominated Person 
Medicare number, residency status, Next of Kin, emergency contact, carers, religion, psychosocial supports, accommodation and income status
home visiting risk assessment tool
National Outcomes and Case mix Collection (NOCC) measures (LSP16, HONOS, Phase of Care).

Referrals come to AMHC through Triage from:
internal CHS teams 
external health providers and services
non-government organisations
government organisations
carers. 

Based on the AMHC MDT review of the assessment, the consumer may be offered an episode of care for up to a three-month period, to provide:
psychiatric assessment for consumers who do not require case management but require a specialist level of care above what primary health providers can manage 
short-term interventions (e.g. initiation of medication, brief psychological approaches, psychosocial support, linking with a GP) 
advice for consumers and to primary health care providers including alternate options for care and treatment
Non-Government Organisations (NGO) community-based services and support e.g. Transition to Recovery (TRec), Step up Step Down (SUSD).

The Outpatients psychiatric appointment (OPA) is booked by AMHC clinicians by:
selecting the appropriate program area, located on the storyboard, within the consumers DHR chart
selecting the AMHC Encounter “Add Order”
selecting medical officer (MO), and timeframe for an available OPA with an ACCESS MO.

AMHC refers consumers to:
another MHJHADS team
GP and primary health care
external interstate health services
NGO services e.g. SUSD and TRec.
3.2 Home Assessment & Acute Response Team (HAART)
HAART services focus on averting hospital admissions wherever safe and appropriate to do so and to support timely hospital discharges.
HAART teams accept any referrals that have been triaged at category A to D according to the Mental Health Triage Scales - Use within MHJHADS Procedure located on the Policy and Guidance Documents Register.
HAART is comprised of three sub services:
Police, Ambulance, Clinician Early Response 
Rapid Response
Intensive Home Treatment.
Police, Ambulance, Clinician Early Response (PACER)
PACER is:
a tri-service mental health co-response program operating in partnership with ACT Policing and ACT Ambulance Services
the first line mental health response for a consumer in crisis and will immediately respond to 000 and Category A triage requests
allocated jobs from the Police Communication Centre. Mental health staff can’t directly refer to PACER.
Rapid Response
Rapid Response team respond to:
consumers experiencing acute crisis or a sub-acute exacerbation of a mental illness, disorder and or severe psychological or emotional distress in the community
Category A – D triage referrals 
Rapid Response will attend Category A triage if PACER is otherwise engaged. 

Rapid Response provides:
a rapid assessment of acute mental state and risk
brief interventions in a consumer’s home or other community location
facilitation of acute mental health admissions.
Intensive Home Treatment (IHT)
IHT provides:
an intensive response to sub-acute episodes for up to two weeks
support for discharge into the community from inpatient units
facilitation of acute mental health admissions.

IHT accept referrals at Category D from:
inpatient mental health units (‘step-down’ or ‘early discharge’) 
community-based mental health services (‘step-up’ or ‘hospital diversion’).

HAART teams transfer care to:
emergency departments if there is a concern about deteriorating mental state and the consumer is willing to attend voluntarily, or involuntarily on an Emergency Apprehension (EA) for further assessment and treatment. Other services may assist with transfer as needed.
CAMHS – DHR message through in basket 
community mental health services including CRS, Acute Community Outreach Services (ACOS), Mental Health Link (MH Link) – DHR message through in basket
Older Persons Mental Health Community Team (OPMHCT) – DHR message through in basket 
GP – through letters on DHR 
interstate health service providers – Phone call to the interstate triage lines and facilitation of formal agency handover. 
Back to Contents
[bookmark: _Toc213061381]Section 4 – Clinical Specialties description and referral pathway 
Assertive Community Outreach Service (ACOS)
ACOS team will:
provide team based mental health clinical management for adults aged 18 to 64 years
provide a key worker to each consumer to manage their individual recovery plan
provide treatment and care for consumers who live with a major mental illness or disorder that is severe and enduring in nature and involves complex and continuous symptoms
provide an assertive level of community care, where the team is resourced to manage up to 60 consumers and where the duration and intensity of support is guided by each person’s unique goals, preferences, and recovery journey
adapt the duration and intensity of support, being guided by each person’s unique goals, preferences, and recovery journey and where all care and treatment is informed by evidenced based assessment of health needs.

The ACOS service is best suited for individuals who:
are experiencing significant mental illness or disorder and/or psychological distress that impacts daily functioning, wellbeing, and safety, and whose needs exceed the support available through Community Recovery Services (CRS) – refer to Section 5.
have experienced multiple mental health inpatient admissions or extended stays in mental health inpatient settings or have frequently accessed emergency services for mental health support.
may be receiving care under a Psychiatric Treatment Order (PTO) as outlined in the Mental Health Act 2015
have found it difficult to engage with traditional services and may benefit from a more relational and flexible approach to care
are navigating multiple life challenges such as housing insecurity, physical health concerns, or co-occurring substance use, and may require coordinated and compassionate support.

ACOS is particularly helpful for individuals who:
experience frequent relapses or fluctuations in mental health
have had difficulty maintaining treatment plans, including medication
have not responded well to previous interventions
are living with ongoing risks that require assertive and proactive support
need regular, consistent contact with a mental health team (e.g., more than three home visits per week over an extended period).

ACOS accepts referrals for consumers who are:
triage category E
CRS or AMHRU consumers requiring a greater level of support
forensic consumers requiring greater level of support that CRS can provide 
consumers who MHJHADS determines require assertive community management.

ACOS refers consumers to the appropriate level of service based on their phase of care or life circumstances. Referrals may be to:
inpatient teams
HAART via Access 
Forensic Mental Health Services (FMHS)
CRS
interstate health services
[bookmark: _Toc152073739][bookmark: _Hlk187831419]GP services. 
4.2 Therapies Team
Refer to the Use of Psychological Interventions in MHJHADS Guideline located on the Policy and Guidance Documents Register. Therapies team:
provide evidence based psychological, psychosocial, functional and occupation focused interventions for adults aged 18 to 64 years of age
offer a range of therapies based on the consumer’s needs and choice
consider referrals for adults aged over 65 on a case-by-case basis
provide a therapist who works with the consumer to reach a formal agreement on roles, responsibilities and expectations regarding the therapy sessions 
duration of therapy is based on the specific therapeutic approach adopted in accordance with best practice evidence and considers the client’s progress and response to treatment. MDT review of progress is conducted after the initial 12 sessions of therapy (or earlier/adhoc as required) to inform ongoing service provision for the client.

Therapies team MDT will assess all received referrals and will accept based on:
Triage category E
the person is experiencing mental ill health or mental disorder, and psychological therapy or occupational intervention has been identified as a potentially helpful and appropriate support
the premise therapy is expected to lead to an improvement in overall functioning and a reduction of psychological distress
the support being requested is not currently available through other community services, private providers or alternative funding pathways (e.g. National Disability Insurance Scheme - NDIS)
the consumer has expressed readiness and interest to explore supports that align with their goals, including psychological, occupational, or functional interventions that promote wellbeing and meaningful participation in daily life
the consumer can attend a community health centre for sessions (or has an identified plan to support access e.g. transport arrangements) 
the consumer has identified goals that can be supported through targeted therapeutic intervention.

Therapies team may manage the primary episode of care as the primary team or work in conjunction with another primary care team, depending on the assessed health needs and risks affecting the consumer.

There may be a waiting period between acceptance of the referral and allocation of a therapist. Therapists are allocated to consumers by the Therapies Team Manager, considering the needs of the consumer and therapist availability.
Forensic consumers who are detained 
Therapies team will hand over the therapeutic plan to FMHS teams for any consumer who is detained longer than four weeks and will then close the episode of care (discharge) from the therapies team. 
Consumers who are admitted
Where consumers are admitted to an inpatient facility, the Therapies Team will work collaboratively with the treating team/s to handover the therapeutic plan and with relevant treating teams around planning for discharge to the community. Therapies team also provide consultation and support to other ACMHS teams on therapy related matters when requested. 

Therapies team accept referrals from:
ACMHS clinical management teams
AMHC
FMHS and inpatient units (where an established therapy plan is in effect).

All referrals for psychological intervention need to be accompanied by a recent SVAT reflective of current risk and a Readiness for Psychotherapy Index (RfPI) which is completed by the consumer, scanned and uploaded onto media in the consumer’s DHR file. Outcome measures are used to monitor change over time. Specific measures are based on the consumers’ therapy goals.
Transfer of an episode of care or discharge will be discussed with the consumer whenever possible and then later by the Therapies team MDT in the following situations:
the agreed therapy sessions have been completed, and the person has achieved their identified goals, or no longer requires intensive support at this time
the consumer chooses to continue therapy with another health provider
the consumer states that they wish to end the therapy sessions
the consumer is experiencing a period of mental health deterioration or distress, and the team has assessed that therapy may not be the most appropriate support at this time. Alternative supports will be explored in partnership with the consumer. 
the team has identified safety concerns, including risks related to occupational violence, that cannot be safely managed in the current setting and are impacting the ability to build a therapeutic relationship
the consumer is attending sessions under the influence of substances, in which case the team will explore harm-reduction approaches and alternative supports in a respectful and non-judgmental manner
the treating team, in collaboration with the person and other involved supports, has agreed that therapy is no longer required currently
the person is entering custodial confinement for a period longer than four weeks, and therapy cannot be continued during this time
the person has had an inpatient admission longer than four weeks and is unlikely to resume therapy shortly after discharge. The team will remain open to future engagement when appropriate.
the person, therapy team, and treating team (if involved) have mutually agreed that therapy is not the preferred support at this time. The person is welcome to re-engage when ready, typically after a 12-month break.

On discharge, Therapies team transfer care to:
ACMHS primary treating teams
inpatient mental health teams
Forensic mental health teams
GP and/or alternative therapy providers.
[bookmark: _Toc152073738][bookmark: _Hlk187839639]4.3 Mental Health Link (MH Link)
MH Link is a highly specialised and intensive multidisciplinary service, which provides transitional treatment and care for people who have moderate to severe health needs including barriers to treatment and care engagement. MH Link provides the following services:
[bookmark: _Toc152073732]Clinical Sub Acute Supported Accommodation
MH Link provides consultation liaison with inpatient and community stakeholders to facilitate intake into:
Adult Community Step-Up Step-down (ASUSD) house located at Lyneham 
Southside Community Step-Up-Step-Down (SC-SUSD) located at Garran
While MH Link Clinical Nurse Consultants (CNCs) facilitate referrals into each SUSD program, acceptance into the programs is dependent on the operational requirements of the community stakeholder operating each house. 
ASUSD House
Program delivered in partnership with an NGO including:
6–12-week residential program inclusive of regular structured group activities
6-week outreach support program for ongoing assistance and transition to home

Eligibility Criteria:
25 – 64 years old
65 and over considered on an individual basis and must be independent with ADLs
Managed by CRS clinical manager  
Goal oriented, voluntary participation in program
Participation in group programs
Must have an identified exit address

Referrals:

ASUSD accept referrals triaged at Category D and E from:
Mental health inpatient units
HAART
CRS
ACOS
SC-SUSD House 
Program delivered in partnership with an NGO including:
2-week residential program inclusive of regular structured group activities 
4-week outreach support program for ongoing assistance and transition to home
Eligibility Criteria:
18 – 64 years old
65 and over considered on an individual basis and must be independent with ADLs
Goal oriented, voluntary participation in program
Must remain open to Access Comprehensive for duration program if not managed by a community mental health team. 

SC-SUSD accept referrals triaged at Category D and E from:
Mental health inpatient units
HAART
Access Comprehensive
CRS
ACOS
Community organisations
Private psychiatrists
GPs.
[bookmark: _Toc152073733]Homeless Outreach Team (HOT) 
HOT is resourced to provide care for up to 10 consumers. HOT manages transitional care (up to a three-month episode of care) for adult consumers who are: 
18 – 64 years old
65 and over considered on an individual basis
Triage category E
all of the following
· experiencing mental illness and/or disorder which is associated with significant psychosocial functional impairment and/or significant risks and
· experiencing primary homelessness (sleeping on the streets or in improvised dwellings) and require support to link in with health services and
· are consumers of MHJHADS and not linked with an alternative community mental health team. Referrals from CRS will be considered if the consumer is disengaging with the treating team and HOT has capacity to accept the referral. In these instances, consumers will be supported collaboratively by the treating CRS and HOT to ensure continuity of care and to meet their individual needs and preferences and
· have complex needs and support requirements 
plus either of the following
· are voluntary and willing to engage, and likely to benefit from mental health services 
· are subject to a Psychiatric Treatment Order (PTO), Forensic Psychiatric Treatment Order (FPTO), Community Care Order (CCO) or Forensic Community Care Order (FCCO) under the Mental Health Act 2015.
To support the person’s ongoing engagement and access to care once they are living in the community, inpatient referrals to HOT:
require thoughtful detail and consideration of their individual circumstances to help ensure that outreach efforts are responsive and tailored, especially when the person may not have a fixed address or stable living situation
should be made while the consumer is still admitted so the team can meet the consumer prior to discharge  
should be coordinated through Mental Health Link Inpatient in reach officer
should include
· comprehensive psychosocial assessment and Introduction, Situation, Background, Assessment, Review and Suicide and Serious events (ISBAR+SS), inclusive of homelessness history, residence prior to admission, housing options already explored
· family and friend support and referrals already made or explored.
If the consumer is being discharged to homelessness try to identify the bedding down location, contact details, frequented locations, next of kin (NOK) contacts etc.
· photo on DHR if consented by the consumer.
HOT accepts referrals from any referring MHJHADS team.
HOT transfer care of consumers based on phase of care, life circumstances to an appropriate level of service:
inpatient units
CRS teams
Access 
GP primary health care
interstate health services
closure without referral if location unknown.
[bookmark: _Toc152073734]In Reach Consultation and Liaison
[bookmark: _Toc152073735]The In Reach Liaison role provides consultation and liaison with MHJHADS treating teams to:
support the transition of adult consumers from MHJHADS acute and rehabilitation inpatient care areas to community living
address barriers to discharge through options for community discharge. 

Referrals are made through:
MH Link attendance at inpatient care meetings
contact with MH Link on 5124 6890 [08:30 – 16:51, Monday-Friday] or CHS.MentalHealthLinkTeam@act.gov.au.
MH Supported Accommodation
MH Link provide:
facilitation of longer-term supported accommodation houses, partnering with consumers, carers and NGOs according to the Supported Accommodation – Eligibility and Referral to MHJHADS Managed Housing ACT Accommodation Procedure located on the Policy and Guidance Documents Register
management of the referral process to the houses
consultation liaison.

Referrals:
MH Link accepts referrals from any referring MHJHADS team
ISBAR+SS referrals to MH Supported Accommodation are made via email to CHS.MentalHealthLinkTeam@act.gov.au.
[bookmark: _Toc152073737]Brief Intervention Program (BIP)
BIP supports brief psychological interventions for adults who have presented with new or emerging personality disorder traits. Individuals may present with self-harming and/or suicidal thoughts or behaviours, as well as difficulties with emotional regulation, distress tolerance, interpersonal effectiveness, and difficulties related to self and identity.
BIP can provide up to four sessions offering care planning for consumer self-referral to community supports. A consumer may re-commence BIP if it has been more than six months since completing the four sessions. 
BIP accepts referrals from:
AMHT 
HAART.
BIP refer to the primary treating team.
Clozapine Coordinator   
The Clozapine Coordinator oversees the Clozapine assistants to facilitate the successful adherence to the clozapine protocols as per the Clozapine Therapy Guideline located on the Policy and Guidance Documents Register, across all areas of CHS.
Provides:
consultation and oversight to inpatient and community settings
manages all interstate and international enquiries, transfers and referrals
data oversight and monthly reporting to senior managers.  

Referrals:
Contact can be made with the Clozapine Coordinator through MH Link on 5124 6890 [08:30 – 16:51, Monday-Friday] or via email at CHS.ClozapineCoordinator@act.gov.au.
Way Back Support Service (WBSS)   
MH Link partners with Woden Community Services for the Way Back Support Service to provide community support post suicide attempt or crisis. 
Eligibility Criteria:
Triage category E
aged 15 years or over
recent suicide attempt or crisis
goal oriented, voluntary participation in program
Way Back accepts referrals from any CHS team.
Transition to Recovery (TRec)   
MH Link partners with Woden Community Services for the TRec program to provide intensive outreach support for up to 12 weeks to consumers who are at risk of deterioration or requiring extra support post hospital discharge. 
Eligibility Criteria:
Triage category E
managed by CRS or Access Comprehensive
aged 18 – 64 years old
have functional recovery sufficient to manage in a community setting
goal oriented, voluntary participation in program.

TRec accepts category E referrals from any team in MHJHADS.
Justice Housing Program (JHP)
MH Link partners with the Justice and Community Safety Directorate (JACS) Justice Housing Program (JHP) to support consumers exiting detention with psychosocial recovery. Provides (with consumer consent):
liaison between JACS and Mental Health services for consumers referred to the JHP and linked to mental health services
assistance with accommodation support for consumers linked with mental health services.
Intramuscular Injection (Depot) Clinics
MH Link works in conjunction with ACMHS teams to provide nursing support with:
· Olanzapine long-acting intramuscular injection clinics, various locations
· Intramuscular injection inpatient day admission depot clinic held at building 25, Canberra Hospital
Referrals:
MH Link accepts referrals from any referring ACMHS team
ISBAR+SS referrals to MH Link are made via email to CHS.MentalHealthLinkTeam@act.gov.au.
[bookmark: _Toc152073736][bookmark: _Hlk187839000]4.4 Neuropsychology
The Neuropsychology Team is a specialty service with expertise in neuropsychological assessment and intervention. 
Assessment
A neuropsychological assessment provides detailed information about a person’s cognitive functioning such as in the areas of attention, memory, language, planning, reasoning, and academic skills. 
Assessment may:
assist with diagnosis and treatment planning
provide recommendations or strategies to manage cognitive difficulties in daily life
support recovery goals (e.g., in the areas of independent living, work, or study). 
Intervention
A neuropsychological intervention is a type of psychological therapy specifically targeting thinking skills in everyday life for people with neurocognitive impairments. An intervention can take many forms (e.g., psychoeducation, remediation, developing cognitive strategies) and may be targeted to support people with a range of activities. For example, depending on individual circumstances, a neuropsychological intervention may focus on:
daily tasks such as helping people to take their medications more reliably and providing communication strategies for people with language difficulties
work skills such as prioritising and completing tasks
study skills such as completing an assignment and preparing for a test.
Referrals
The Neuropsychology Team accepts referrals from any MHJHADS primary treating team. Eligibility for neuropsychological assessment:
Triage category E
The person must have a treating team in MHJHADS throughout their engagement with the Neuropsychology Team.
There are concerns about the person’s cognitive functioning that warrant a comprehensive neuropsychological assessment.
The referral has been discussed with the consumer, and they are interested and able to participate in a neuropsychological assessment.
Informed consent has been obtained.
At the time of assessment, the person is not experiencing an acute episode of mental or physical distress and is presenting in a stable manner. Any immediate or reversible factors affecting their wellbeing have been explored and addressed, supporting a foundation for ongoing recovery and engagement. The consumer is not under the influence of a substance. 
[bookmark: _Hlk113531445]The consumer has a recent SVAT reflective of current risks completed.
Prioritisation of Assessment Referrals
New neuropsychology referrals are discussed in MDT and prioritised by the team and as per the following criteria. Consumers accepted for assessment will be placed onto a waiting list:
Tier 1 (prioritised)
A neuropsychological assessment is essential in determining aspects of treatment and care.
There is an imminent need to ascertain cognitive function such as in the areas of attention, memory, language, planning and problem-solving.
This includes situations where there may be safety concerns and/or barriers to accessing essential support services. 
Tier 2
A neuropsychological assessment will assist in optimising treatment and care that is already in place.
This includes situations where a neuropsychological assessment has the potential to support recovery goals that the person is actively working toward such as a planned return to work or study at an identified date.
Tier 3 
Referrals which are not time-specific such as generic assessments of cognitive function to inform tentative recovery goals (e.g., contemplating study or work). 
Prioritisation of Intervention
Neuropsychology interventions are discussed in MDT and prioritised by the team as per the following criteria. Consumers accepted for intervention will be placed onto a waiting list. The person:
must have a treating team in MHJHADS (preferably clinically managed and under the care of a psychiatrist)
is not experiencing an acute episode of mental ill health or distress, and are at or close to their baseline
presents with cognitive difficulties that are currently impacting on their daily function
has goals that are cognition-focused (e.g. memory concentration, planning)
is willing to engage and able to attend regular sessions
has a recent SVAT reflective of current risks. 
Should the consumer deteriorate at any stage of the neuropsychological assessment or intervention the Neuropsychology team will:
liaise with the treating team and provide a handover for further mental health assessment and management
place the episode of care with the Neuropsychology team on ‘hold’, until the person has returned to their baseline and is able to reengage with the neuropsychology assessment or intervention. This ensures that the assessment is not impacted by a deterioration in the consumer’s health.
The Neuropsychology team clinical discussion occurs weekly to:
review referrals and discuss clinical matters
prioritise referrals and provide referrers with an approximate wait period
feedback to treating team about acceptance and likely timeframes for commencement of an assessment or intervention.
On completion of the Neuropsychology episode of care, the Neuropsychology team will provide a handover to the treating team and discharge the consumer.
Back to Contents
[bookmark: _Section_5_–][bookmark: _Toc213061382]Section 5 – Community Recovery Services description and referral pathway
5.1 Community Recovery Services (CRS)
CRS teams provide a person centred, recovery-focused, strengths-based approach to clinical management (also termed case management) to support improved wellbeing and enhanced functioning in the community for adults. Consumers are allocated to a CRS team based on their location, see Attachment 2 for catchment areas. 
CRS will prioritise clinical management for adults aged 18 to 64 years old who are: 
Triage category E
both 
· experiencing moderate to severe mental illness and/or disorder which is associated with significant psychosocial functional impairment and/or significant risks
· have complex needs and intervention or support requirements that cannot be met elsewhere in the community or less intensive service
either of 
· voluntary and willing to engage, and likely to benefit from mental health services 
· subject to orders including a Psychiatric Treatment Order (PTO), Forensic Psychiatric Treatment Order (FPTO), Community Care Order (CCO) or Forensic Community Care Order (FCCO) under the Mental Health Act 2015
requiring regular service contact over a medium to longer-term episode of care
prescribed Clozapine or depot medications that cannot be provided elsewhere 
stepping down from ACOS.

CRS accepts referrals triaged through Access:
recently closed CRS consumers 
NGO psychosocial recovery programs.

CRS accepts direct referrals from:
inpatient units when the consumer is on a PTO 
Access Comprehensive
HAART
FMHS
any service where the consumer is prescribed Clozapine or depot that cannot be administered elsewhere
CAMHS adolescent consumers transitioning to the adult mental health system
CRS provide clinical management and will support consumers to attend appointments where no other supports exist (e.g. specialist medical appointments, GP).

Management of referrals to CRS teams:
Referrals are sent to the relevant CRS team through a DHR referral work queue.
Referrals are made through DHR using ISBAR+SS format. If the consumer is receiving treatment under the care of a CRS team, relevant information is sent to the team’s DHR In Basket to link the details in the message with the chart. 
Referrals are discussed during the receiving team’s MDT meeting.
The Duty Officer or allocated clinician will contact the consumer who has been referred to arrange an initial assessment.
DHR In Basket messages are monitored by the Duty Officer, who hands messages over to the assigned clinical manager.
Recommended treatment and or care plans from MDT discussion are actioned by the Duty Officer or clinical manager.  

CRS transfer care based on phase of care and life circumstances to the appropriate level of service:
inpatient units
FMHS
ACOS
OPMHCT
Therapies team
GP
interstate health services
Access Mental Health 
Custodial Mental Health
ADS. 

CRS collaborate with:
Therapies team
FMHT
MHID
MHLINK
Neuropsychology.
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[bookmark: _Toc213061383]Section 6 – Aboriginal and Torres Strait Islander Mental Health
ACMHS supports mental health recovery of consumer who identify as Aboriginal or Torres Strait Islander by:
collaborating and consulting with the MHJHADS Aboriginal and Torres Strait Islander Specialist Cultural Service
providing referrals (with consent) to an Aboriginal Liaison Officer 
holding team cultural MDT meetings as required
referring consenting consumers to Winnunga Nimmityjah Aboriginal Health and Community Services 
consulting with the MHJHADS Aboriginal and Torres Strait Islander Specialist Cultural Service, where time permits, for any police involvement or news of adverse outcomes. 
Referrals are sent by the responsible clinician allocated by the treating team to the Aboriginal Liaison Officer.
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[bookmark: _Toc213061384]Section 7 – Perinatal Mental Health
7.1 ACMHS and Perinatal Shared Care Management
Perinatal services and ACMHS clinical management teams will collaborate to provide wraparound care and treatment plans for pregnant people who require mental health support during pregnancy and in the post-partum period.
Either the Perinatal or the ACMHS teams will use the Mental Health Triage Scales – Use within MHJHADS Procedure located on the Policy and Guidance Documents Register to triage any consumer who is deteriorating, then take appropriate actions to escalate their care based on assessed triage category. This may include discussion in MDT, communicating their concerns via ISBAR+SS messaging in DHR or initiating a hospital assessment in keeping with the Mental Health Act 2015.
Perinatal services responsibilities: 
psychiatric management, including mental health assessment, medication and electro convulsive treatment (ECT) prescription and psychiatric treatment order management
The perinatal treating psychiatrist is accountable for providing assessment, review of pathology, scripts, and investigations for consumers prescribed Clozapine, as per the Clozapine Therapy Guideline available on the Policy and Guidance Documents Register.

ACMHS responsibilities:
provide clinical management services, taking the lead on preparing the care plan, SVAT and KPI collection and drafting psychiatric treatment orders
ACMHS clinical manager will support the consumer by attending perinatal outpatient appointments, perinatal MDT meetings and perinatal three-monthly case reviews and ACAT hearings.
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[bookmark: _Toc213061385]Section 8 – Child & Adolescent Mental Health
ACMHS teams collaborate with the Child and Adolescent Mental Health Services (CAMHS) program area to support the ongoing care of consumers who are transitioning from CAMHS management into the adult mental health system. 
The transition planning for ongoing care of adolescents moving into adult mental health care should begin three to six months before the adolescent nears 18 years of age or 25 for the Specialist Youth Mental Health Outreach service (SYMHO). CAMHS will lead the transition planning process, in collaboration with ACMHS when relevant. Cross service multidisciplinary planning may help determine the best ACMHS team to support the consumer referral and transfer pathway.
Refer to Section 24 for medication management.
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[bookmark: _Toc213061386]Section 9 – Forensic Mental Health
ACMHS teams will participate in a joint MDT meeting with Forensic Mental Health Services (FMHS) to discuss completed FMHS reports and to ensure that care planning reflects the recommendations.
Consumers on Forensic Psychiatric Treatment Order (FPTO), Forensic Community Care Order (FCCO), & Conditional Release Order (CRO):
[bookmark: _Hlk160025843]ACMHS teams should refer to the Mental Health Act 2015 and MHJHADS procedures on these orders with particular attention to MHJHADS roles and responsibilities
· Care of Persons subject to Forensic Mental Health Orders (FMHOs)
· Reporting regarding persons subject to a Conditional Release Order (CRO)
· Care of Persons subject to a Psychiatric Treatment Order (PTO) with or without a Restriction Order (RO)
The treating team will ask FMHS to manage CRO conditions that sit outside of the traditional mental health care plan, and which may impede the delivery of care, strain the therapeutic relationship, or increase occupational violence risk to staff e.g. management of random urine drug screening.
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[bookmark: _Toc213061387]Section 10 – Clozapine Management
[bookmark: _Hlk190331580]The ACMHS team provide a nurse led (RN 2 and above) Clozapine (Clozaril, Clopine) assessment clinic for any consumer who is prescribed Clozapine, including people requiring perinatal care. The clinic coordinates pathology and cardiac investigations and follow up, updating the CPMS and ClopineCENTRAL databases and sending scripts to pharmacy. 
The treating psychiatrist is accountable for providing assessment, review of pathology, scripts, and investigations as per the Clozapine Therapy Guideline located on the Policy and Guidance Documents Register.
The Clozapine Coordinator manages the CHS clozapine clinics as per the Clozapine Therapy Guideline and may be assisted by a Clozapine Assistant Nurse.
To contact the Clozapine Coordinator and manage related tasks: 
1. Phone number: 
· Phone: 02 5124 6890, Mobile: 0418 288614. [08:30 – 17:00, Monday-Friday]
1. Email Inbox: CHS.ClozapineCoordinator@act.gov.au 
· Shared email inbox for clozapine coordination, monitored by the Clozapine Coordinator or RN3’s while Clozapine co-ordinator is on leave. 
· Use this email for all communications to CPMS and Clopine CENTRAL which includes registration forms, blood test results, and any other relevant information.
1. DHR Clozapine Pools, Inbasket and Secure chat: 
· Digital Health Record (DHR) system for clozapine-related tasks has clozapine pool for each team which is linked to the Clozapine coordinator to help manage and track Clozapine related matters. 
· The DHR direct Secure chat and Inbasket functions can be used to contact Clozapine coordinator via DHR. 
1. Regular Meetings: 
· Regular meetings or check-ins with the Senior manager and Clozapine Coordinator are scheduled with both Inpatient and ACMHS teams from Canberra Hospital, UCH and NCH to discuss ongoing cases and to ensure all protocols are being followed.
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[bookmark: _Toc213061388]Section 11 – Care Planning
Care Plan Documentation
Every person receiving support from an ACMHS team will, where possible have a current, collaboratively developed care plan (also known as a recovery plan). This plan is created in partnership with the person and documented by their allocated clinician or multidisciplinary team. It is tailored to reflect the individual’s unique needs, goals, and preferences, and is informed by clinical assessment, current mental and physical wellbeing, the person’s engagement in their recovery journey, and any relevant safety considerations. 
The care plan may be communicated in one of the following formats:
a DHR document titled care plan
discuss plans of care for mental health recovery in MDT meetings
document care planning in an encounter note
provide care planning in ISBAR+SS communication
communicate a plan of care in letters to the GP
create an assessment and or therapeutic treatment plan
create a behaviours of concern safety management plan
create a Treatment and Location Determination Plan (TPLD) under the Mental Health Act 2015.
ACOS and CRS teams provide longer term care planning (recovery planning) and reviews in line with the National Safety and Quality Health Service Standards: User Guide for Health Services Providing Care for People with Mental Health Issues and the National Standards for Mental Health Services 2010. 
Care plans written for consumers who are case managed will often be more developed due to the length of the episode of care and may include relapse prevention and keeping well information. Care plans may be printed and given to the consumer and carer (with consent) or shared on their MyDHR.
[bookmark: _Toc57706224]Key Elements of Care Plans
In accordance with the National Safety and Quality Health Services (NSQHS) Standards, a comprehensive and individualised care plan: 
addresses the significance and complexity of the (consumer’s) health issues and risks of harm
identifies agreed goals and actions for the (consumer’s) treatment and care, who is responsible and plan for review
identifies the support a consumer wants when involved in communications and decision-making about their care
commences discharge planning at the beginning of the episode of care
includes a plan for referral to follow-up services, if appropriate and available
is consistent with best practice and evidence
identifies what will be done, who is responsible and when it will be reviewed
identifies risk and how it will be managed.
Care Plan Review
Reviews of care, treatment and recovery planning should wherever possible be actioned in keeping with the National Mental Health Standards 2010, and occur when the consumer:
requests a review
to recognise achievement of recovery goals 
declines treatment and support
is at significant risk of injury to themself or another person
receives involuntary treatment or is removed from an involuntary order
is transferred between service sites
is going to exit the service
is observed through monitoring of their outcomes (satisfaction with service, measure of quality of life, measure of functioning through NOCC measures) to be in decline.
A care plan is established and reviewed in collaboration with the consumer and where appropriate the carer:
when the consumer is assigned an episode of care with the ACMHS teams 
following a scheduled outpatient appointment
every three months or earlier if clinically indicated or at the request of the consumer or if there is a change to treatment and planning under the Mental Health Act 2015
when a change to the medical treatment or therapy program occurs
when the consumer’s episode of care is to be transferred out of MHJHADS (discharge)
when significant changes to the consumers care plan will be presented by the clinical manager in the team’s MDT, using a written and verbal ISBAR+SS.
Back to Contents
[bookmark: _Toc213061389]Section 12 – Sustaining Mental Health Recovery
All ACMHS teams will work in collaboration with the consumer, carers, government agencies, NGOs, community pharmacies and primary health care providers to sustain mental health recovery of consumers under their care. 
Deterioration in Mental State
When a person’s mental health or wellbeing is deteriorating or they are assessed as being at significant risk to themselves or others, their care should be thoughtfully reviewed and discussed within the MDT or with a senior clinician. These discussions aim to ensure the person receives timely, appropriate, and compassionate support. Any updates to the care plan will be documented in the person’s DHR and/or Treatment Plan and Location Determination (TPLD). In some circumstances, urgent action under the Mental Health Act 2015 may be required to ensure the person’s safety and access to care. Refer to Section 17.
Consumer Declines Treatment and or Therapy
If ACMHS staff are having difficulty engaging with or collaboratively managing a consumer’s care due to safety or other contributing factors, it is important to explore respectful and recovery-focused alternatives including:
discussing the consumers care needs at the treating teams MDT when there are concerns that their mental health is deteriorating, increased risks, unmet treatment needs or reduced engagement 
offer the consumer flexible and safe alternatives where possible including convening an outpatient appointment using the non-contact room at Moore Street Health Centre, City 
offer other supportive environments such as inpatient settings, where appropriate 
where necessary, considering the use of provisions under the Mental Health Act 2015 to ensure the person’s safety and access to care, while continuing to uphold their dignity and rights.
The clinical manager or allocated clinician will document care plan discussions in the consumers DHR chart. The allocated clinician and or treating team will implement the plan of care formed in that discussion. Changes to treatment and planning will also be documented by the allocated medical officer in the TPLD for consumers being treated under the Mental Health Act 2015.
Consumer’s Care is Transferred  
When a consumer requests discharge from the service, or transfer of care is clinically indicated, the clinical manager or allocated clinician will present the discussion to the MDT using the principles of ISBAR+SS. Updates to the care plan from this meeting will be documented by the allocated clinician.
Outpatient Appointments
ACMHS teams will schedule an outpatient appointment:
as clinically indicated, ranging from urgent to a minimum of at least every three months for clinically managed consumers
that includes the attendance and or collaboration of the carer, carer (where appropriate and possible) and the clinical manager or allocated clinician.
When an outpatient appointment doesn’t occur the clinical manager and treating medical officer will:
reschedule the appointment
attempt to undertake a welfare call with the consumer and, where appropriate, the carer and/or contact the GP.
Purpose of Contact
Visits/appointments with a consumer should be long enough to support quality care, to continue active engagement through relationship building, trust and safety and include:
MSE
risk assessment and risk management strategies
assessing and responding to crisis
developing/reviewing/following up on care plan items and consumer’s expressed needs
talking through and responding to any ad hoc items that fall outside of the established care plan/purpose of the visit
speaking with carer/family/support staff, etc.
administering medication and or providing therapeutic interventions as required.
[bookmark: _Toc159247488]Frequency of Contact
The frequency of contact for consumers receiving clinical management services is:
mutually agreed between the consumer and or carer
documented in the care plan
documented in an MDT encounter in DHR
stepped up or stepped down to support the consumer in either recovery or in crisis
· In recovery / maintenance phase – the consumer should be seen face to face every two to four weeks depending on treatment status 
· In relapse – the consumer should be seen frequently to maintain in community setting, with more frequent phone contact between face-to-face visits
· Being seen less frequently than monthly – consider community extended care management or transfer of care to primary health care provider
· On a PTO/FPTO/CCO/FCCO - as a minimum, fortnightly contact and within a four-week period at least one of those contacts needs to be a face-to-face encounter.
Exceptions to the suggested contact frequency the plan of care must be discussed and agreed to in an MDT discussion and reasons for exception to frequency of contact clearly documented.
Clinical Management for Consumers Under the Mental Health Act 2015
The treating team will:
refer to the Mental Health Act 2015 and Care of Patients subject to Psychiatric Treatment Orders (PTOs) with or without a Community Restriction Order (CRO) Procedure, located on the Policy and Guidance Documents Register, for guidance on care requirements
prepare documentation in a timely manner and communicate with the MHJHADS Tribunal Liaison Office so that they are in receipt of all required documentation
attend ACT Administrative and Civil Tribunal (ACAT) hearings
discuss the ongoing care and treatment plan in MDT if an order is not supported by ACAT 
provide support and care to help ensure that consumers under an order adhere to the Treatment Plan and Location Determination (TPLD)
discuss consumers not adhering to a TPLD at MDT as a deteriorating consumer
arrange medical officer review at a minimum of every 3 months for consumers on a PTO/FPTO/CCO/FCCO. This is in accordance with ACT Civil and Administrative Tribunal (ACAT) requirements and the Mental Health Act 2015.
[bookmark: _Toc126318557][bookmark: _Toc159247481]When a consumer is not contactable or appears to have disengaged
Where a consumer is unable to be contacted the treating team will:
discuss the consumer and possible reasons for disengagement from service in the MDT
attempt to address the underlying reasons for disengagement
explore a range of avenues to foster reengagement using trauma informed principles that aligns with the consumers preferences and circumstances 
contact carers, families and other involved parties, while maintaining privacy and confidentiality
reviewing the person’s Treatment Plan and Location Determination (TPLD) and considering appropriate actions if the plan is not being followed, including contravention of a PTO/FPTO if necessary. Notify police and complete a missing person’s report if there are serious concerns for a person’s safety
apply to the ACT Civil and Administrative Tribunal (ACAT) for the revocation of the PTO order if treatment order cannot be fulfilled
transfer health information to interstate health services if a consumer has moved interstate
thoughtfully considering whether to close the episode of care, ensuring all options for engagement and support have been explored. 
[bookmark: _Toc57706227][bookmark: _Toc159247482]National Disability Insurance Scheme (NDIS)
ACMHS teams will assist consumers to receive support through the National Disability Insurance Scheme (NDIS) and to access NGO coordinated support, to promote recovery goals and support better health outcomes.
[bookmark: _Toc159247483]Timely transfer and transition between teams
ACMHS teams will operate in a manner that delivers appropriate and timely care to a consumer, working collaboratively to organise resources and supports to meet the individual’s care and treatment needs. When a decision on how best to support a consumer is needed, teams should follow the suggested resolution process:
HAART will receive and action all referrals from Access Triage 
CRS teams will accept and action all referrals meeting the CRS eligibility criteria from AMHC & HAART 
Access Triage will accept and action all referrals from primary treating teams to arrange after hours and weekend support for the consumer 
For all other referrals the receiving team discusses the referral in MDT and clearly documents any reason that would prevent the referral from being accepted, or where further information is required to plan care.
Transition to older persons mental health teams
Transition from Adult Community Mental Health Services (ACMHS) to OPMHCT at 65 years is not automatic. Older people with pre-existing mental illness but no age-related conditions should continue to be appropriately supported by ACMHS.
Referral Management Resolution Process
For efficient system flow, ACMHS teams should provide timely acceptance and management of referrals between teams for consumer centred care and to support the consumer to connect with an appropriate service that reflects the no wrong door principle. Disputed referrals can be escalated per the following: 
Team managers of sending and receiving teams will discuss any referral in dispute.
If no outcome can be agreed at team manager level, it is escalated to the senior manager. 
Senior managers of both teams will formulate an agreed care pathway.
If the Senior Manager needs further clarification, they may:
· discuss the matter with the ACMHS Director of Clinical Services and the ACMHS Director of Operations
· convene a Cross Service Multidisciplinary Team meeting (Cross service MDT) inviting all relevant stakeholders.
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[bookmark: _Toc213061390]Section 13 – Clinical Management
CRS, HOT or ACOS teams will allocate a clinician as the clinical manager (also termed case manager or key worker) as the primary point of contact for all stakeholders related to the consumer’s care. This is consistent with a clinical management framework under the National Standards for Mental Health Services 2010 (NSMHS).
The clinical manager will:
develop a comprehensive and collaborative care plan with the consumer, carers and other involved parties
provide a holistic and trauma informed approach to support consumers in their mental health recovery and help the engage in the recovery plan 
incorporate the input of the MDT and others involved in the consumer’s care into their care plan
provide interventions to address ongoing functional difficulties
provide strategies to address obstacles to social inclusion and harnessing adequate supports
identify resources that are required to assist the consumer’s ongoing recovery
provide support to complete Advanced Consent Directions, Advanced Consent and Nominated Persons.
Clinical Manager Allocation
When allocating a consumer to a CRS, HOT or ACOS clinical manager the Team Manager will consider:
the consumer’s expressed preferences, history and needs as identified at the time of assessment
the relevant skillsets and experience of the clinical manager and how these align to the consumer’s needs
whether the consumer has had previous contact with a specific clinical manager and whether re-allocation to that same clinical manager will positively support the therapeutic relationship and continuity of care
cultural, age or gender specific issues
the clinical manager’s case load, inclusive of both the number and complexity
clinician and workplace safety issues (especially in relation to people where there may be concerns regarding their risk of violence and/or other harmful behaviour towards staff) 
any special requirement for dual clinical managers or a team-management approach in certain circumstances. 
Throughout the allocation process the Team Manager will aim to have collaborative discussions with their clinicians, which may occur within or outside of the MDT meetings. Once a decision around clinician allocation has been made, this will be documented in the consumer’s DHR chart. 
Case Load Allocation
The following are guides to help Team Managers in CRS, HOT and ACOS to make decisions when allocating caseloads to clinicians.
[bookmark: _Hlk188963069]Allied Health Assistants
The Team Manager will allocate work to Allied Health assistants (AHA) who will, under direct or indirect supervision of an Allied Health Officer:
provide a broad range of moderately complex mental health tasks, including therapeutically beneficial assistance to consumers and working with the consumer’s carer, family, government and non-government sector, and GPs, across several different environments
assist in the management of risk for more complex consumers
independently run low risk clinics (consumers with no complex needs or comorbidities)
provide support with clinical screening
provide training and orientation to new staff.
Enrolled Nurses
The Team Manager will allocate work to Enrolled Nurses (EN) who will, under direct or indirect supervision of a Registered Nurse (RN):
manage a case load of around 15 voluntary consumers independently
manage higher numbers for Community Extended Care (CEC) pooled case management consumers
are not expected to independently manage consumers who require complex care and treatment plans for co-occurring health conditions, are subject to a PTO, have been diagnosed with borderline personality disorder or antisocial personality disorder, who are assessed as being a high risk for suicide or a high risk of occupational violence
support more complex care consumers in collaboration with a RN such as PTO in a shared care arrangement 
may assist the clozapine clinic, but they are not expected to run it
are not expected to work as the Duty Officer on CRS teams or as the Shift Lead
provide training and orientation to new staff.
Level 1 Clinicians
Special consideration must be made by the Team Manager in accommodating the development of level 1 staff who are developing a clinical skill set. Level 1 clinicians:
will manage a case load of around 15 voluntary consumers independently
will manage higher numbers for CEC pooled case management consumers
will not be expected to independently manage consumers who require complex care and treatment plans for co-occurring health conditions, are subject to a PTO, have been diagnosed with borderline personality disorder or antisocial personality disorder, who are assessed as being a high risk for suicide or who have a high risk of occupational violence
may support more complex care consumers in conjunction with a more experienced clinician to develop their clinical experience such as PTO in a shared care arrangement 
[bookmark: _Hlk188268988]are not expected to work as the Duty Officer on CRS teams or as the Shift Lead
provide therapy as per the Use of Psychological Interventions in MHJHADS guideline
may assist the clozapine clinic, but they are not expected to run it
require ongoing supervision and support from the Team Manager and level 2 and above clinicians on the team
provide training and orientation to new staff.
Level 2 Clinicians
Level 2 clinicians will:
manage a case load of around 20 consumers who may be on PTO, moderate to severe phase of care, caseloads will be assigned on individual staff experience 
manage complex case presentations, dependant on individual staff experience
manage higher numbers for CEC pooled case management consumers
function as Duty Officer
function as Shift Lead
function as Clozapine Assistant (RN) or run the RN led Clozapine clinic
[bookmark: _Hlk189472385]provide therapy as per the Use of Psychological Interventions in MHJHADS Guideline
apply voluntarily for Mental Health Officer status as part of a Strength, Engagement and Development (SED) plan
provide support to clinicians and students on the team
provide training and orientation to new staff.
Level 3 Clinicians
Level 3 clinicians will:
manage a case load of around 25 consumers, moderate to severe phase of care
manage complex case presentations
function as Duty Officer
function as Shift Lead
function as Clozapine Assistant (RN) or run the RN led Clozapine clinic
provide therapy as per the Use of Psychological Interventions in MHJHADS Guideline
if working for the Intake Teams, apply for Mental Health Officer (MHO) status as part of a SED development plan. It is a requirement for level 3 staff who work Intake Service Teams to be an MHO. 
provide senior leadership and support to the clinicians and students on the team
provide training and orientation to new staff.
[bookmark: _Hlk190759844][bookmark: _Hlk189217944]Clinical Case Load Review
Caseload reviews support individual clinical staff by aligning their workload with caseload requirements. These reviews do not assess care or serve as case/care plan evaluations. They can be conducted by a Team Manager with each clinician or follow a cascading approach, where the Team Manager reviews with level 3 staff, who then review with level 2 staff, and so on. The objective of caseload reviews is described below.
Support staff by:
ensuring staff are working within their scope of practice
ensuring equitable caseloads
identifying where staff may be overloaded
helping to identify/set priorities and time management strategies
identifying and understanding professional strengths and areas for development
ensuring clinical expectations are being met / understood.
understand capacity for more/less allocations.  
phase of care is relevant as is NOCC outcome measures. 
Caseload reviews should be completed in one sitting so the overall caseload is understood. Team Managers should aim for an equitable distribution of red, green and amber category consumers. Team Managers will monitor that caseload and support the staff member to manage clinical needs. 
Suggested frequency of caseload reviews is as follows:
AHA, EN, level 1, – monthly.  Please note that AHA and EN staff require an increased level of task supervision and caseload reviews are in addition to task supervision
Level 2 staff monthly or bimonthly dependent on level of experience 
Level 3 staff – two/bi-monthly.  If level 3 staff require review more frequently, this is encouraged.
Back to Contents
[bookmark: _Toc213061391]Section 14 – Community Extended Care (CEC) clinical management
Community Extended Care (CEC) Management
CEC are clinical management sub pools that operate within the main CRS teams, to support consumers who are well progressed into their recovery journey and who are:
transitioning out of the CRS into GP primary health care (“step down”) or
remaining with CRS but who only require minimal supports to maintain functional gain
have depot or other medication requirements that can’t be provided elsewhere.
CEC Planning
CEC care plans are completed to the same standard and within the same timeframes as normal clinical management but are designed to:
promote consumer’s self-management and draw on appropriate carer supports
link to NDIS or aged care services.  Where previous attempts have failed, the CEC Clinical Manager will resubmit applications, attempting to improve on previous applications
identify alternatives to NDIS or aged care services (where NDIS or My Aged Care applications have been unsuccessful)
arrange inclusion into an MHJHADS medication clinic (where required)
liaise and refer to the MHJHADS Day Service & Therapies Team (where indicated)
identify treatment options, treatment pathways and health care systems, and assist the consumer to navigate system complexity
provide support to complete Advanced Consent Directions, Advanced Consent and Nominated Persons
communicate with carers and Nominated Persons
link to GP and transfer care.
Psychiatric Review for CEC Consumers
The treating team will:
discuss the frequency and need for ongoing psychiatric appointments with each individual consumer, their Nominated Person and or carer
encourage the consumer to identify strategies to enable them to access and engage with their primary health care provider and to lessen contact with the treating team, facilitating this as a transfer of care
consumers in the CEC will be offered at a minimum a psychiatric review at six monthly intervals.
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[bookmark: _Toc213061392]Section 15 – Management by Medical Officer 
Medical Officer Allocation
All consumers with an episode of care in CRS, HOT and ACOS must also have an allocated medical officer associated with their episode of care. Allocation of a medical officer preferably occurs after the initial outpatient appointment occurs, unless otherwise agreed and accepted by a medical officer in an MDT.
Working with Private Psychiatrists
There may be occasions where a person with a private psychiatrist also requires clinical management from public mental health services. Such shared care arrangements are to be supported, when clinical management is indicated and where a mutually agreed approach to the person’s treatment, care and support has been reached. The details of a cross-service arrangement are discussed and agreed to in the MDT. 
In situations where shared care arrangement does not comply with the standards expected by clozapine procedures, then consideration may need to be given to substitute arrangements such as transfer of prescription arrangements to the most appropriate prescriber to maintain a high standard of medication safety.
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[bookmark: _Toc213061393]Section 16 – Management of Mental Health Deterioration 
[bookmark: _Toc159247497]Early Identification of Deterioration
ACMHS clinicians who are concerned about deterioration in a consumer will document and communicate their concerns and:  
see the consumer face to face for assessment based on the Mental Health Triage Scales use within MHJHADS Procedure, MSE and risk assessment
provide appropriate brief interventions, psychoeducation and care planning
discuss their assessment and ongoing care plan with the allocated medical officer, senior clinician/MHO or Team Leader 
allocate a checklist task to discuss the consumer’s care in MDT with a Priority of “High”
prioritise time in the MDT to focus on consumers who are identified as experiencing a deterioration in their mental state and were assigned a high-risk category
discuss ongoing monitoring and planning in response to the consumer’s mental health deterioration and risk assessment
facilitate an outpatient appointment if clinically indicated, utilising available emergency medical outpatient appointments as is required.
[bookmark: _Toc125110772][bookmark: _Toc159247500]Prioritising Care
The goal of the discussion within an MDT process is to develop an immediate response plan to prevent further deterioration, to support the consumer’s recovery and or to reengage with the consumer. Response planning may include:
manage according to the Mental Health Triage Scales – Use within MHJHADS Procedure 
review of the consumer’s Care Plan, Advance Agreement or Advance Consent Direction– providing encouragement, guidance and assistance to implement strategies identified
provide care to the consumer under the Mental Health Act 2015 as required, including contravention notification, updating the treatment plan and location determination (TPLD) or enacting an emergency apprehension.
accessing an emergency medical appointment for urgent assessment and treatment review at the Community Health Centre
a review of the consumer’s medication regimen which may result in a change in medication or order for as needed, Pro Ra Nata ‘PRN’ medication
an increase in monitoring and risk assessment through increased frequency of home visits or phone calls
liaison with the consumer’s GP
liaison with other community agencies and workers providing services
collaboration with carers, family, and Nominated Persons to ensure they have the information they need to assist the consumer.  This should include capacity for others to continue to support the consumer in the community and/or enlist any other supports that may be helpful.
liaison between the community-based medical officer and the relevant mental health inpatient unit where a planned admission is indicated
facilitating a cross service multidisciplinary team meeting to coordinate a divisional response and care plan
referral to MH Link for HOT support if primary homelessness is a factor
referral to Mental Health Link Step-Up Step-Down programs (e.g., residential and in-home options, Transition to Recovery TRec, Wayback services)
increase (“step up”) the level of care - both professional and non-professional supports and should include seeking support from NDIS supports and sub-acute facilities
referral to Triage requesting HAART support for Intensive Home Treatment support after-hours 
review and update the consumers Phase of Care
referral to HAART Team Manager via email to discuss and organise a cross-service meeting for a Multi-agency Response Guide (MARG) – MHJHADS Procedure located on the Policy and Guidance Documents Register.
[bookmark: _Toc57706243][bookmark: _Toc159247502]Support for consumers admitted to Hospital
The clinical manager is responsible for maintaining continuity of care with the consumer and carer whilst in hospital and supporting the inpatient service with care and discharge planning. This will include:
providing information and advice to the inpatient treatment team including past treatments and interventions, Care Plan goals in the community and any matters pertaining to use of the Mental Health Act 2015
regular face-to-face contact with the consumer throughout the admission to maintain engagement, continuity of care and support discharge planning, unless otherwise indicated due to the consumer’s presentation. The frequency of contact may vary depending on the consumer’s length of stay.
participation in care and discharge planning with inpatient treating team including attending discharge and carer or family meetings and engaging in care coordination with stakeholders 
ensuring outpatient psychiatrist appointments are organised for post-discharge follow up where the discharge date and plan has been established to occur within a four week window. If there is a delay in a consumer being seen this must be discussed in MDT and suitable care measures taken, such as increased clinician contact, to ensure that the consumer is well.
Assisting the consumer and working with inpatient teams to overcome any barriers to discharge (e.g. accommodation issues, adequacy of community supports).
For mental health services outside of the ACT, the clinical manager will maintain contact with the relevant treating team to provide information and to support discharge planning through phone and video conferencing. 
[bookmark: _Toc57706246][bookmark: _Toc159247504]Post-Discharge Follow-Up – Seven Days
ACMHS consumers who have been admitted to hospital for a mental-health related admission should be contacted by the treating ACMHS team within the seven day period following their discharge as per the National Mental Health Standards 2010. Variances in follow up times are to be discussed in the treating team’s MDT meeting.
Post-Discharge Medical Outpatient Appointment
Consumers managed by an ACMHS team often require an outpatient medical appointment within four weeks of their discharge from a mental-health related hospital admission. Variances and/or decision to offer the consumer a discharge OPA will be informed by clinical decision, consumer’s needs and preference and discussed in the treating team’s MDT meeting.
Outpatient appointments are booked through DHR orders sent by the referring service to the receiving teams requests work queue list. Appointment requests sit in the team’s work queue until the appointment is booked and marked as complete by the receiving team’s Administration Officer.
Emergency Department Presentation & ‘Not Admitted’ Follow Up
Consumers with an open episode of care to an ACMHS team, who have presented to a hospital emergency department for a mental health related reason and who did not require an admission should be followed in the community by the clinical manager, or allocated clinician. The time frame for the welfare check encounter will be guided by the timeframe determined by the Mental Health Triage Scales – Use within MHJHADS Procedure category.
North Canberra Hospital After Hour Presentations
Consumers who attend in crisis after hours to NCH Emergency Department will be assessed by hospital staff and/or on call psychiatry team. For consumers who are assessed as being able to return to the community without admission the NCH team will make a referral to AMHT as a Category C, 24-hour review. AMHT will forward the Category C referral to HAART for action or if the consumer is under the care of a community team it will be directed to them to action the next day. If the discharge falls over the weekend HAART will provide the next day follow up.
[bookmark: _Hlk190864171]Inpatient Day Admission Depot Clinic
ACMHS teams may request a cross-service MDT to discuss the management of a consumer under the Mental Health Act 2015, where a high occupational violence risk has been assessed as per Occupational Violence Policy and Occupational Violence Procedure and the safest place to provide treatment and assessment is the Adult Mental Health Unit (AMHU). 
The final decision makers on accepting the treatment plan are the managers of the AMHU.
The ACMHS team organise their consumers to attend AMHU on the requested day. 
The clinical manager attends to conduct the mental state examination and or to administer treatment if this is within their scope of practice.
The ACMHS treating medical officer is expected to attend when a psychiatric appointment falls due.
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[bookmark: _Hlk189659395]People with lived or living experience of mental health challenges often experience poorer physical health outcomes, including reduced life expectancy, higher rates of physical illness, increased stigma and discrimination, and greater difficulty accessing appropriate healthcare. Staff have a duty to make reasonable adjustments to accommodate the needs of people with disabilities. 
ACMHS recognise the importance of treating a person holistically, particularly in relation to improving their physical health and to help minimise the gap between their health outcomes and life expectancy compared with those of the rest of the population. ACMHS staff have a role in providing health education, promoting a healthy lifestyle and access to health care, encouraging linkages with primary care providers and possible referrals to other specialist health providers based on individualised needs.
Routine Management
ACMHS teams provide support to consumers to assist them to maintain their physical health by:
providing psychosocial education and support for consumers to access primary health care, specialist medical care or addiction specialist care
providing letters to the GP following a psychiatry outpatient appointment
recording baseline vital signs as per the Providing Physical Health Care Across MHJHADS Procedure for any consumer who is prescribed Clozapine or who is being treated under the Mental Health Act 2015 (such as PTO) 
recording baseline vital signs according to the Olanzapine Long-Acting Injection (LAI) – Administration and Observation Procedure for any consumer prescribed the Olanzapine long-acting intramuscular injection 
ACMHS medical staff diagnose and support the management of medical conditions that may arise due to psychiatric treatment e.g. akathisia, neuroleptic malignant syndrome, Olanzapine post injection syndrome or serotonin syndrome and others.
Acute Deterioration Management
ACMHS teams are trained in the provision of basic life support and in rare occasions of acute emergency provide first aid, including rendering immediate care and calling 000 or internal emergency number. Emergency and deteriorating consumers are then managed by the emergency services, GP and or Hospital Emergency Department.
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ACMHS teams operate in a manner that is consistent with the MHJHADS Co-occurring needs implementation plan to support consumers to maintain their health by:
using the Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) for the assessment of alcohol, tobacco, and other drug use as clinically indicated. This will inform care planning, relapse prevention planning, and/or for referrals to the MHJHADS Co-Occurring Needs Program for eligible persons.
providing psychosocial education and support for consumers to access primary health care, specialist medical care, and/or addiction specialist care
facilitating emergency and acute level of medical care when clinically indicated.
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Triage
Referrals from GP’s and Mental Health Nurse Practitioners will be accepted by initial phone call to Triage if urgent, the medical practice will also be requested to fax a written referral to AMHT on the triage fax number at a more convenient time.
The minimum standard for referrals is set out by the Royal Australian College of General Practice (RACGP) and in the Australian Medical Association (AMA) and CHS policy. AMHT will contact the GP referrer if further information is needed:
consumer’s name, date of birth and contact details
reason for referral
relevant management issues of the condition for which the consumer has been referred
relevant psychiatric, medical, social and family history
current treatment including any medications
allergies/medication alerts
relevant imaging or other pathology/investigation results
any specific requirements (e.g. requires interpreter, wheelchair access, advanced agreements in place etc).
GP Advisory Service
GPs have access to the national GP Psychiatry Support Line to assist them to manage the mental health of their consumers. 
gpsupport.org.au 
ph:1800 161718 (07:00 – 19:00, Monday-Friday).
Connecting GPs with the Treating Team
GPs may contact Triage to be connected to the consumers MHJHADS treating team. Triage follow these steps:
confirm the GP’s identity
confirm the consumer being discussed with three points of identification per Patient Identification and Healthcare Activity Matching Procedure available on Policy and Guidance Documents Register
call the team, explain that you will be transferring the GP and provide enough information so that the GP doesn’t need to keep reporting the same information
transfer the GP caller to the treating team
to avoid confusion, Triage will not provide further advice if there is a treating team involved in the care of the consumer.
Providing the GP with Health Information
Providing the GP with information about a consumer open to the service occurs according to the following guidelines: 
confirm and record GP details with the consumer
confirm consent with verbal consent, a written “Release of Information” form or other method of informed consent. 
confidential clinical information must comply with the General Practitioners – Health Facility Access and Sharing of Clinical Information Procedure available on the Policy and Guidance Documents Register. 
With the consumer’s consent their nominated GP is:
able to visit the consumer and contribute to their care while in hospital
be provided with clinical information about the consumer if requested
able to discuss a consumers’ care with the treating team
able to receive information from Triage from the consumers DHR chart, either verbally or via fax to the GP
transferred through Triage to the treating team through a clinical handover.  
Clinical handover to GPs 
All ACMHS treating teams will handover clinical information to GP’s as follows:
Confirm consent as above.
Handover the outcome of any assessments and plans for treatment. Copies of care plans inclusive of relapse prevention and recovery strategies, recent medical review and specific assessments from both clinical and medical staff should be sent to the consumer’s nominated GP. 
Advise of any significant changes to treatment plans including medication changes. It is equally important that any medication prescribed by the GP is also recorded on the consumer’s chart in DHR. 
Typically, information will be sent to the GP in the form of a psychiatrist letter following an outpatient appointment, or when a consumer who was not open to ACMHS has had an encounter with a team.
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All ACMHS teams refer to the Mental Health Triage Scales – Use within MHJHADS Procedure available on the Policy and Guidance Documents Register.
Internal Referral to ACMHS Teams
The referring team will send messages through the DHR work queue to the team pool and including:
ISBAR+SS (introduction/identification, situation, background, assessment and recommendation + suicide and serious events)
suicide risk assessment using the Suicide Vulnerability Assessment Tool (SVAT) and associated safety management plan 
up to date outcome measures as appropriate (LSP16, HONOS, BASIS32, Phase of Care)
signed consent to request information from other non CHS health providers
care plan
relevant Mental Health Act 2015 orders
up to date CHS pre home visit OV risk assessment form located in DHR.
The receiving team will:
discuss the referral in MDT and document clearly this discussion, or Duty Officer or allocated clinician will action as is clinically indicated
contact the referrer if more information is required and to advise the outcome of the referral (accepted or recommended for alternative service)
once a referral is accepted, allocate staff and begin an episode of care in the consumers DHR chart
organise a meeting for a warm handover, where the referrer and consumer meet with the receiving team (where practical)
allocate clinicians to conduct an intake assessment
book outpatient appointments as required.
External Referral to ACMHS
External referrals received by any ACMHS team via any route will be actioned in a timely manner, using the suggested follow up actions:
The initial receiving team will arrange urgent and acute follow up as per the Mental Health Triage Scales – Use within MHJHADS Procedure category, through referring the matter in DHR and calling Triage or by calling 000 if the referral indicates an acute level of response is required.
Non acute referrals can be redirected to Triage or to the treating team if an open episode of care exists.
Walk in referrals
All consumers who present at any of the CHS health centres seeking mental healthcare without a scheduled appointment, known as a ‘walk-in’, will be offered:
a discussion to assess and triage their health needs and risks. All walk-in consumers must be assessed using the Mental Health Triage Scales – Use within MHJHADS Procedure and an appropriate service response will be provided based on that category
a welcome and helpful attitude from ACMHS teams with a commitment to help the consumer connect to an appropriate service aligning with a no wrong door approach  
initial brief intervention by the local team to connect the consumer with an appropriate service, through a DHR referral to Triage
referring teams should also contact Triage to provide a clinical handover whenever possible
Consideration must be given to the consumer’s capacity. Immediate support and ongoing care may need to be arranged.
Care will be managed under the Mental Health Act 2015 as required.
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Communicating appointment information
Clinicians or administrative staff of the treating team will contact the consumer and/or their carer, legal guardian or Nominated Person to arrange a suitable time for an appointment:
Consider consent, confidentiality and privacy issues as outlined in relevant legislation and CHS policy guidance.
Provide the consumer with an appointment card or an appointment letter wherever possible.
Document all appointment encounters in the consumers DHR chart.
Provide the consumer or their carer reminders (e.g. MyDHR SMS, appointment card, verbal reminder) of the scheduled appointment prior to the appointment occurring, particularly where there is an established history of non-attendance.
ACMHS team administrative staff or a team member are required to contact consumers one working day prior to their appointment to reduce the likelihood of non-attendance, unless otherwise requested not to by the consumer.
[bookmark: _Toc107404553][bookmark: _Toc123815327][bookmark: _Toc124165676][bookmark: _Toc159247518]Non-Attendance at Appointments
When a consumer does not attend a scheduled outpatient appointment:
the ACMHS treating team will record a non-attendance by the patient in the DHR chart by marking the appointment as “DNA” in the schedule
clinical staff, Duty Officer or Medical Officer will make phone contact with the consumer or carer as soon as possible after the missed appointment to ensure the consumer is safe
if unable to contact the consumer by phone, an assessment of the known risks and vulnerabilities should be conducted by the treating team and documented in DHR with a plan of action
Medical officer will inform the team using a DHR check list task to arrange an appropriate follow-up (e.g. rebook another appointment, phone the next day for welfare check etc)
Medical Officer, based on assessed risk and if concerned, will notify the relevant clinician to provide a more immediate response which may include contacting carers or family, or arranging a home visit to the consumer’s ’s residence
When an urgent response cannot be actioned in a timely manner by the treating team, within the team’s operational hours and there are acute concerns for a consumer’s welfare then the treating team will contact Triage and request after hours follow up support from HAART. A DHR referral order to Triage should be completed and a DHR message should be sent to the Triage pool noting the teams concerns in ISBAR+SS format.
All actions taken and outcomes are to be recorded on the consumer’s DHR chart.
Where applicable as per the relevant clinical procedure, this will include the completion of an SVAT.
A consumer who does not attend an appointment and is also subject to care under the Mental Health Act 2015 must be discussed in the next MDT. 
Mental Health Officers or Medical Officers may initiate Mental Health act 2015 contravention or emergency apprehension as is clinically indicated.
Establishing Reengagement
When able to contact the consumer again, the clinician will:
reschedule the outpatient appointment 
arrange appropriate follow up contact and support as required
ascertain the reasons why the consumer was unable to attend the appointment and plan to work around any assessed barrier in future.
Appointment cancelled due to clinic changes or doctor unavailability
reschedule the outpatient appointment 
arrange appropriate follow up contact and support as required.
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Clinical Handover
Clinical handover should adhere to the Clinical Handover Procedure available on the Policy and Guidance Documents Register, ensuring that all clinical interventions and plans for treatment are documented in the consumers DHR chart including relevant information that is likely to impact on the clinical care.
Handover of clinical information can be completed verbally or in writing using ISBAR+SS.
Transfer of care to a forensic setting 
To facilitate the transition of care from community to a custodial setting, the consumer’s case will be discussed at the referring ACMHS teams MDT meeting.
The ACMHS treating team will provide FMHS with an up-to-date ISBAR+SS and ensure the care plan is current.
The consumer will remain registered with the ACMHS team for consumers who are on remand for a period of four weeks and then will be closed by the ACMHS team.
The detained consumer will be immediately referred to FMHS and their care will be transferred, and their episode of care closed by the referring ACMHS team.
Consumers under the care of Dhulwa unit may retain existing linkages with ACMHS teams depending on agreed care plan and discharge trajectory.
[bookmark: _Toc126318583][bookmark: _Toc159247512]Transfer of Care - stepping down to a primary health care provider
A decision to step down care is discussed with the MDT, the consumer and other relevant parties including carers, guardians, GPs, and support agencies. The consumer is generally ready to step down the level of care to a primary health care provider when they are assessed as:
presenting with a stable mental state, corresponding with a sustained period of not requiring a hospital mental health admission
where their phase of care is assessed as being maintaining functional gain
voluntarily engaging in their treatment
linked and engaging with appropriate community supports and carers (e.g., NDIS, GP).
The ACMHS team will remain in contact with the receiving GP and the consumer for a limited time to ensure continuity of care.
Temporary and Unplanned Leave Transfer of Care
When planning to take leave ACMHS staff will take the following measures to cover all required tasks to cover the period of their expected absence:
prepare ISBAR+SS handovers for their allocated case load
hand over the consumers care to the team, to the Duty Officer, to another clinician, to another medical officer and advise the Team Manager of those arrangements
ensure that NOCC measures, suicide risk assessments, outpatient appointments, Mental Health Act 2015 documents, scripts and medication are appropriately documented or arranged to ensure continuity of care
discuss their planned absence with their allocated consumers and carers and advise them of who to contact in their absence.
When staff leave is unexpected the ACMHS team will adhere to the following:
where able the staff taking leave should discuss with their manager the follow up requirements necessary to provide continuity of care for their case load during their absence.
if unable to discuss and handover, then the Team Manager will review the care plan of each consumer.
reallocate consumers to other clinicians as is appropriate.
rebook outpatient appointments with new medical officers where necessary.
[bookmark: _Toc126318587][bookmark: _Toc159247515]Documentation and other requirements for Episode of Care discharge
Prior to closing a consumer’s’ episode of care from the ACMHS services, the following steps must occur:
The decision to discharge must be discussed and documented with the consumer and other relevant parties including carers, guardians, GPs, support agencies etc.
The decision must be discussed and agreed to by the treating team including formalisation through an MDT process that considers the consumer and carers’ discussion.
Comprehensive discharge planning includes supporting the consumer and their carer with psychoeducation, awareness of early warning signs and relapse prevention strategies that matches their needs. ACMHS teams will aim to complete relapse prevention plans for all consumers before discharge/as part of their discharge phase.
The consumer and other key stakeholders must be adequately prepared for discharge including a gradual transition of care arrangements to the consumer’s GP and other supports.
The decision to discharge should be communicated in writing to the consumer and other relevant parties.
Discharge letters including those sent to the consumer’s GP must include information that is supportive of maintaining the consumer’s recovery. This may include details of the consumer’s current treatment and progress, relapse prevention/wellness strategies, community supports, early warning signs and contingency response plans including how to re-access services.
NOCC outcome measures must be completed as appropriate.
Update the SVAT tool which includes a formulation and short-term action plan. 
Close the ACMHS episode of care in the consumers DHR profile.
[bookmark: _Toc126318586][bookmark: _Toc159247514]Transfer of Care - discharge from the service
A consumer’s episode of care will be closed when:
they have permanently moved outside of the ACT
they are stepped down and transferred to a primary health care provider. Every effort will be made to ensure consumers being discharged receive appropriate follow-up care and clinical handover to external health providers must be arranged.
the consumer has a preference to be discharged
the service is unable to locate the consumer 
the consumer has died (refer to Providing Care After Death Procedure available on the Policy and Guidance Documents Register).
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[bookmark: _Toc126318617][bookmark: _Toc159247545]Medication Costs
The Team Manager must regularly review all funded pharmacy account arrangements being charged to their cost centre. Only medications that are prescribed to support mental health recovery will be accepted under this arrangement. Advice on appropriate medication can be sought from the team’s medical officers.
There is no budget in the team’s cost centre to fund pharmacy. All medication expenses charged to the team is a cost pressure and can only be arranged or offered with the express permission of the Team Manager.
For consumers who are unable to meet the cost of their medication, or who are not able to manage that responsibility, the ACMHS teams will liaise with carers or guardians to set up a pharmacy account on a case-by-case basis. 
In the extreme case of financial hardship ACMHS teams may cover medication expenses for a consumer as a cost pressure to the team, however this must be discussed by the Team Manager with their Senior Manager to gain approval as a time limited arrangement. The ACMHS Clinical Director and Canberra Hospital Pharmacy may also be consulted as required.
Consumers who are being treated under a Mental Health Act 2015 order, and who are not eligible to apply for Medicare, will have their treatment costs paid for by the treating team as a cost pressure. The treating team will explore alternative funding arrangements to recoup costs e.g. the consumer may have private health or travel insurance.
Medication Ordering
ACMHS teams will adhere to the local team’s system for ordering medication, as discussed in the team’s orientation and induction manual.
Medication Handling
ACMHS teams manage and administer medication in keeping with Medication Handling and Medication Fridge Temperature Monitoring policies available on the Policy and Guidance Documents Register 
Injection Tracking
ACMHS teams will adhere to the medication prescription that is written recorded in the consumers DHR chart. All care provided to consumers, including the administration of long-acting injectable medications will be documented in the consumers DHR chart.
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[bookmark: _Toc213061401]Section 24 – Work Health Safety
ACMHS teams will ensure a safe workplace by adhering to the relevant Behaviours of Concern Safety Management Plans and or MDT discussion, CHS policy documents and any additional measures as specified in the team’s orientation document. All ACMHS staff must complete mandatory and required training in Work Health Safety (WHS) and OV.
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ACMHS meet all reporting requirements to the Public Advocate and ACAT Tribunal for care of persons under the Mental Health Act 2015. 
Clinical practice adheres to CHS policies. 
Key Performance Indicators (KPI’s) and other data collected for the ACMHS program area are aligned with national and local mental health plans and strategies (e.g. Fifth National Mental Health and Suicide Prevention Plan, MHJHADS Business Plan). Table 2 lists the KPI’s collected, monitored, analysed and reported for ACMHS teams.
: Key Performance Indicators
	Key Performance Indicator 
	Description 

	Encounter frequency 
	Total number 
Consumer demographics 
Number of referrals to sub teams 
Wait time between initial assessment and treating team clinician allocation 

	Discharges/closures 
	Total number 
Reason for discharge 
Discharge follow up within 7 days of discharge from and inpatient unit and outpatient appointment within 2-4 week. 

	Length of engagement 
	Calculated for consumers after discharge from ACMHS 

	Accountability and clinical functioning measures 
	All consumers with open episodes of care for CRS, ACOS, HOT and AMHC teams are required to record NOCC measures with a target completion rate of 70%
· HoNOS. HONOS 65+
· Phase of care
· LSP 16
SVAT and safety plan All consumers, for all ACMHS teams, with open episodes of care have had an SVAT completed in the last 3 months. Target 80%
Proportion of mental health clients who are contacted by a CHS community facility within 7 days post discharge from inpatient services. Target 75%

	Care Plan 
	All CRS, ACOS and HOT consumers with open episodes of care have had a specialty plan of care added or updated in the last 3 months. Target 80%

	Physical assessment  
	Percentage of consumers who are subject to a PTO and/or prescribed Clozapine have baseline health observations (weight, girth, blood pressure, heart rate)

	Consumer experience 
	Your Experience of Service (YES) surveys completion. Target 30 responses of total episodes of care per quarter, with targets set at:
· 80 % of consumers rate their overall experience as very good or excellent
· 80 % of consumers report that they usually or always felt safe 

	Consumer and carer feedback response 
	Percentage of Feedback responded to within 35 days (National Standard response time) 
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ACMHS governance is as follows:
Staff meeting held monthly, attended by all staff, at team level – reports to ACMHS Governance Committee, includes WHS on the agenda.
ACMHS governance committee, attended by ACMHS managers, held quarterly – reports to MHJHADS Governance Committee.
ACMHS program area WHS committee, attended by ACMHS Health and Safety Representatives (HSR) and managers, held quarterly – reports to MHJHADS WHS Committee.
MHJHADS WHS committee, attended by ACMHS HSR staff and ACMHS Operations Director, held quarterly – reports to MHJHADS governance committee. At commencement or when a significant change has been made, a copy of the local team’s orientation and induction manual will be provided to all staff by the Team Manager. This includes site specific information on governance, operations, key learnings and WHS information. New staff will be booked to attend the MHJHADS divisional orientation by the Team Manager.
ACMHS staff are afforded time to attend professional supervision, training and development opportunities. Undergraduate students and transition to practice clinicians will be supported by ACMHS teams to maximise their placement. ACMHS supports staff and students through a mixed matrix form of governance, where professional leadership is provided by the MHJHADS Director of Allied Health (DAH), Director of Clinical Services (DOCS) and the Director of Nursing (DON). 
Conflict of Interest
A conflict of interest is when the private interests of a public servant could improperly influence the performance of their official duties. Staff are required to disclose any conflicts of interest to their supervisors as soon as they become aware that such a conflict may exist. Failure to do so or a delay in doing so, may constitute a breach and result in disciplinary action.
The best approach regarding conflicts of interest where you might be unsure if one does exist or not, is just to declare it. Your manager can then help you manage it and/or seek advice from CMTEDD Corporate or MHJHADS Legal Policy Officer.
Further information is available:
CHS Managing a Conflict of Interest Procedure available on the CHS Policy and Guidance Documents Register
CMTEDD Conflict of interest Policy https://www.cmtedd.act.gov.au/__data/assets/pdf_file/0006/2329710/Conflict-of-Interest-Policy-2021-V2.pdf 
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[bookmark: _Toc176348490][bookmark: _Toc213061404][bookmark: _Hlk43366294]Evaluation
This procedure will be reviewed in line with MHJHADS Evaluation Framework and the CHS Policy Document (Policies, Procedures, Guidelines, and Placeholders) Development and Review. 
Outcome 
· ACMHS clinical practice supports its Model of Care
· ACMHS complies with statutory responsibilities.
Measure
KPIs as detailed in Section 25 are reviewed every three months, or as otherwise indicated by the treating team.
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[bookmark: _Toc213061405]Related policies, procedures, guidelines and legislation
Policies
· High Risk Medicines
· Medication Fridge Temperature Monitoring
· Medication Handling
· Medication Safety
· Occupational Violence
· Risk Management
· Work Health Safety
Procedures
· Advance Agreement, Advance Consent Direction and Nominated Person under the Mental Health Act 2015
· Care of Persons subject to Forensic Mental Health Orders (FMHOs)
· Care of Persons subject to a Psychiatric Treatment Order (PTO) with or without a Restriction Order (RO)
· Clinical Handover
· Community Duress Device
· Education and Training – Governance Processes and Staff Requirements
· Home Visiting 
· Infection Prevention and Control 
· Initial Management, Assessment and Intervention for People Vulnerable to Suicide 
· Mental Health Triage Scales - use within MHJHADS 
· Missing Patient from an inpatient unit
· Non urgent escort and transport of consumers of MHJHADS
· Occupational Violence 
· Olanzapine Long-Acting Injection (LAI) – Administration and Observation
· Patient Identification and Health Care Activity Matching
· Providing Care After Death 
· Reporting regarding persons subject to a Conditional Release Order (CRO)
· Supported Accommodation – Eligibility and Referral to MHJHADS Managed Housing ACT Accommodation
Guidelines 
· Consent for Healthcare Treatment
· Clozapine Therapy
· Multi-agency Response Guide (MARG) – Mental Health
· Patient Experience Surveys – Development and Review
· Providing Physical Health Care Across MHJHADS
· Use of Psychological Interventions in MHJHADS
· Mental Health (Contravention of Mental Health Order) Guidelines 2024 (No 1) (Chief Psychiatrist website)
Legislation
Carers Recognition Act 2021
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Mental Health Act 2015
Work Health and Safety Act 2011
Public Sector Management Act 1994
Discrimination Act 1991 (ACT)
Plans
· National Aboriginal and Torres Strait Islander Health Plan 2021-2031
· The Fifth National Mental Health and Suicide Prevention Plan 2017
· Disability Action and Inclusion Plan 2022-2025
Standards
[bookmark: _Hlk195785348]National Safety and Quality Digital Mental Health Standards (2020)
National Safety and Quality Health Service (NSQSHS) Standards - 2nd Edition (2021)
National Standards for Mental Health Services (2010)
National Framework for Recovery-Oriented Mental Health Services: guide for practitioners and providers 2013
Strategies
· Disability Health Strategy 2024-2033
Charter of Rights
· The ACT Charter of Rights for People who Experience Mental Health Issues
· Australian Charter of Healthcare Rights 
Models of Care
· Adult Community Mental Health Services Model of Care 
· Older Persons Mental Health Community Team Model of Care
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[bookmark: _Hlk41048243]Complex Needs
· persistent moderate to severe mental illness that has not responded to low intensity intervention or other first-line treatments 
· comorbidities such as alcohol and other drug dependence and/or intellectual disability
· chronic psychosocial disability with vulnerability to abuse, neglect or exploitation
· vulnerable populations who typically experience poorer health outcomes and require increased access to health services such as Aboriginal and Torres Strait Islander peoples
· personality vulnerability with significant levels of distress, emotional dysregulation, elevated risk of suicide, and impaired psychosocial functioning.
Significant Psychosocial Functional Impairment
Includes significant impairment in the areas of work, study, relationships, recreation activities, social interactions, mobility, self-care and other activities of daily living. Psychosocial functional impairment will be measured through:
· a clinical assessment of a consumer’s functioning, considering their premorbid history
· collateral information from carers, family, nominated people and/or other stakeholders or involved parties (e.g., GP, other government services, community agencies etc). 
Significant Risk
Refers to consumers who present with risks to themselves or others (including risk of misadventure) where such risk cannot be effectively or safely managed in primary care settings without specialist mental health service involvement. 
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ACMHS, Adult community mental health, mental health, HAART, IHT, PACER, Access, CRS, ACOS, Neuropsychology, Therapies, Mental health link, Access Comprehensive, Triage, rapid response 
Back to Contents
[bookmark: _Toc213061408]Attachments 
Attachment 1 – ACMHS Team Contact Details
Attachment 2 – Geographical Catchment Areas
Attachment 3 – ACMHS Organisation Chart
Attachment 4 – DHR Communication
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	Belconnen Community Recovery Service 
Level 4, Belconnen Community Health Centre 
Lathlain Street,  
Belconnen ACT 2617 
Phone: (02) 5124 4294 [08:30 – 16:51, Monday-Friday]
	Tuggeranong Community Recovery Service
Level 4 Tuggeranong Community Health Centre 
Corner Cowlishaw and Anketell Streets,
Tuggeranong, ACT 2900 
Phone: (02) 5124 1300 [08:30 – 16:51, Monday-Friday]

	City Community Recovery Service 
Level 2, ACT Health Building 
1 Moore Street 
Canberra City ACT 2601 
Phone: (02) 5124 1795 [08:30 – 16:51, Monday-Friday]
	Woden Community Recovery Service
Level 1, Phillip Health Centre 
Corner Keltie and Corinna Streets, 
Woden ACT 2606 
Phone: (02) 5124 1269 [08:30 – 16:51, Monday-Friday]

	Gungahlin Community Recovery Service
Level 1 Gungahlin Community Health Centre 
57 Ernest Cavanagh Street 
Gungahlin ACT 2912 
Phone: (02) 5124 4294 [08:30 – 16:51, Monday-Friday]
	Assertive Community Outreach Service 
Ground Floor, ACT Health Building 
1 Moore Street 
Canberra City ACT 2601 
Phone: (02) 5124 1499 [08:30 – 16:51, Monday-Friday]

	Access Mental Health Team 
Level 4, Belconnen Community Health Centre 
Lathlain Street,  
Belconnen ACT 2617 
Phone: (02) 6207 2570 [24 Hrs, Monday-Sunday]
Phone: 1800 629 354 [24 Hrs, Monday-Sunday]
	Mental Health Link Team
Level 3, ACT Health Building 
1 Moore Street 
Canberra City ACT 2601 
Phone: (02) 5124 6890 [08:30 – 16:51, Monday-Friday]

	Home Assessment & Acute Response Team
 Phone: (02) 6207 2570
Phone: 1800 629 354 [8:00 – 10:00, Monday-Sunday]
	Therapies Team
Level 2, ACT Health Building 
1 Moore Street 
Canberra City ACT 2601 
Phone: (02) 5124 1750 [08:30 – 16:51, Monday-Friday]

	Neuropsychology Team
Ground Floor, ACT Health Building 
1 Moore Street 
Canberra City ACT 2601 
Phone: (02) 5124 1195 [08:30 – 16:51, Monday-Friday]
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Adult Community Mental Health Teams by Suburb
	Belconnen
	City
	Gungahlin
	Tuggeranong
	Woden

	Aranda 
Belconnen 
Bruce 
Charnwood 
Cook 
Dunlop 
Emu Ridge 
Evatt 
Florey 
Flynn 
Fraser 
Giralang 
Hawker 
Higgins 
Holt 
Kaleen 
Lawson 
Latham 
Macgregor
Macnamara 
Macquarie 
McKellar 
Melba 
Page 
Scullin 
Spence 
Strathnairn
Weetangera
Whitlam

	Acton 
Ainslie 
ANU 
Barton 
Beard* 
Braddon 
Campbell 
Canberra City/Civic 
Capital Hill 
Deakin 
Dickson 
Downer 
Duntroon 
Forrest 
Fyshwick 
Hackett 
Lyneham (incl North Lyneham) 
Majura 
New Acton 
O’Connor 
Parkes 
Pialligo 
Reid 
Russell 
Turner 
Watson 
Oaks Estate 
 
 
 
 

	Amaroo 
Bonner 
Casey 
Crace 
Forde 
Franklin 
Gungahlin 
Hall (ACT) 
Harrison 
Jacka 
Kenny 
Kinleyside 
Mitchell 
Moncrieff 
Ngunnawal 
Nicholls 
Palmerston 
Springbank Rise 
Taylor 
Throsby 
Yerrabi
	Banks 
Bonython 
Calwell 
Chisholm 
Conder (incl Conder Ridge) 
Fadden (incl Fadden Hills) 
Gilmore 
Gordon 
Gowrie 
Greenway 
Hume 
Isabella Plains 
Kambah (incl Gleaneagles) 
Macarthur 
Monash 
Oxley 
Richardson 
Tharwa 
Theodore 
Tuggeranong centre 
Wanniassa 
Williamsdale (ACT) 
 

	Chapman 
Chifley 
Curtin 
Deakin 
Duffy 
Farrer 
Fisher 
Garran 
Griffith 
Holder 
Hughes 
Isaacs 
Kingston (incl Foreshore) 
Lyons 
Mawson 
Molonglo Valley 
Coombs 
Wright 
Denman Prospect 
Narrabundah 
O’Malley 
Pearce 
Phillip 
Red Hill 
Rivett 
Stirling 
Swinger Hill 
Symonston 
Torrens 
Waramanga 
Weston 
Yarralumla
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 [image: Flow chart describing the reporting and governance of Adult Community Mental Health Services]
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	MHJHADS Team
	DHR Referral Code
	DHR Team In Basket

	Aboriginal Liaison Office
	REF855
	MHJHADS ALO TEAM POOL

	Access Mental Health Triage
	REF8

	CHS VIR ACCESS MH TRIAGE TEAM POOL

	Access Mental Health Comprehensive
	REF802
	BCHC ACCESS MH
COMPREHENISIVE TEAM POOL

	Adult Step-Up Step Down
	REF810
	CCHC MH LINK TEAM POOL

	Assertive Community Outreach Service
	REF843
	CCHC MH ACOS TEAM POOL


	Belconnen Mental Health
	REF817
	BCHC ADULT COMM MH CRS TEAM POOL

	Belconnen Mental Health Extended Care
	REF817
	BCHC ADULT MH COMMUNITY EXTENDED CARE TEAM POOL

	Brief Intervention Program
	REF888
	CCHC MH LINK TEAM POOL

	Child & Adolescent Mental Health Service (Intake)
	REF815
	CAMHS Intake does not have an In Basket pool.

	City Mental Health
	REF817
	CCHC ADULT COMM MH CRS TEAM POOL

	City Mental Health Extended Care
	REF817
	CCHC ADULT MH COMMUNITY EXTENDED CARE TEAM POOL

	Clozapine
	Clozapine Co-Ordinator



Tuggeranong Mental Health


Woden Mental Health



City Mental Health


Belconnen Mental Health


Gungahlin Mental Health


Assertive Community Outreach Service


Older Persons Mental Health Community

	CHS CLOZAPINE COORDINATORS POOL

TCHC ADULT COMM MH CLOZAPINE TEAM POOL

PCHC ADULT COMM MH CLOZAPINE TEAM POOL

CCHC ADULT COMM MH 
CLOZAPINE TEAM POOL

BCHC ADULT COMM MH CLOZAPINE TEAM POOL
GCHC ADULT COMM MH CLOZAPINE TEAM POOL

CCHC MH ACOS CLOZAPINE POOL


UCH OPMHS CLOZAPINE TEAM POOL


	Forensic Consultation and Intervention Service
	REF809
	CCHC VIR FORENSIC MH FOCIS TEAM POOL

	Home Assessment & Acute Response
	REF801
	CHS MH HAART TEAM POOL

	Homeless Outreach Team
	REF800
	CCHC MH LINK TEAM POOL

	Gungahlin Mental Health
	REF817
	GCHC ADULT COMM MH CRS TEAM POOL

	Gungahlin Extended Care
	REF817
	GCHC ADULT COMM MH COMMUNITY EXTENDED CARE TEAM POOL

	Neuropsychology
	REF856
	CCHC MH NEUROPSYCH TEAM POOL 

	Older Persons Mental Health Community
	REF842
	UCH OPMHS TEAM POOL

	Perinatal CAMHS Perinatal and Infant Mental Health Program
	REF803

	WOD CAMHS PERINATAL PROGRAM TEAM POOL 

	South Side Step Up Step Down
	REF810
	CCHC MH LINK TEAM POOL

	Specialist Youth Mental Health Outreach
	REF852
	WOD CAMHS SYMHO TEAM POOL 

	Therapies Team - Psychological
	REF860
	MHJHADS THERAPIES TEAM POOL

	Therapies Team – Occupational Therapy
	REF861
	MHJHADS THERAPIES TEAM POOL

	Transition to Recovery Program (TRec)
	DHR, found in the letters tab under letter template “TRec: ACT AMB MH TREC REFERRAL LETTER”

Please add CCHC MH LINK TEAM POOL as a recipient of the letter before sending
	




CCHC MH LINK TEAM POOL

	Tuggeranong Mental Health
	REF817
	TCHC ADULT COMM MH CRS TEAM POOL

	Tuggeranong Extended Care
	REF817
	TCHC ADULT MH COMMUNITY EXTENDED CARE TEAM POOL

	Way Back Suicide Prevention Program
	DHR, found in the letters tab under letter template “Way Back: ACT AMB MH WAY BACK REFERRAL”.

Please add CCHC MH LINK TEAM POOL as a recipient of the letter before sending
	



CCHC MH LINK TEAM POOL

	Woden Mental Health
	REF817
	PCHC ADULT COMM MH CRS TEAM POOL

	Woden Mental Health Extended care
	REF817
	PCHC ADULT MH COMMUNITY EXTENDED CARE TEAM POOL
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