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Purpose

This protocol formalizes the process of assessment and disposition of patients who present with a
mental health crisis to the Emergency Department (ED) and whom are placed on a Form 1 by the
ED Physician under the Ontario Mental Health Act (OMHA). Patients may present to the ED
with EMS, OPP or unaccompanied. It provides direction to promote safe and ethical care for
patients presenting with a serious mental health issue and who are a risk to self or others.

Scope
The policy pertains to all staff members and physicians at Muskoka Algonquin Healthcare

(MAHCO).

Policy Statement
All patients who are placed on a Form 1, or who present with an identified risk to self or others
shall follow the protocols described herein.

Definitions

Clinical Risk Assessment: The process of assessing the likelihood of an event happening with
potentially harmful or beneficial outcomes for self and/or others. Possible behaviours include
suicide, self-harm, aggression, violence and neglect; with an additional range of other positive or
negative service user experiences (Morgan, 2000). Assessing risk is a process of action and
evaluation. Developing and documenting a plan of care including interventions that reflect the
level of risk must be part of the nurse’s overall assessment. Professional judgement is integral to
decision making and includes organizing data, giving them meaning and coming to a conclusion.

Health Education: A participatory educational approach aimed at preventing disease, promoting
positive health, and incorporating the physical, mental, and social aspects of learning needs
(Bastable, 2003).

Observe: The process of visually ascertaining the whereabouts and condition of a patient,
assessing mental status and behaviour, and intervening appropriately when necessary.

Safe Environment: Maintaining a general awareness to provide a place free of physical hazards
to personal safety.

Vital Signs include: temperature, blood pressure, pulse, respirations.

Procedure

1. The ED RN will assess the patient to determine the appropriate level of acuity based on the
most current Canadian Triage and Acuity Scale (CTAS) and will determine the safest room
within the department for the patient to await assessment by the ED physician (see Creating
an Alternate Safe Room policy).

2. The ED physician will assess the patient in accordance with their presenting level of acuity

(see CTAS guidelines) and will determine, in collaboration with nursing staff, the level of

observation and/or restraint required to ensure patient, staff and visitor safety. If a Seclusion
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Room Order is indicated, the patient’s door is to be locked, and the nurse is responsible for
visual checks every 15 minutes, either direct or through camera, to ensure patients safety. If
the nurse determines that the patient is a flight risk and/or at imminent risk of harm to self or
others and there is a delay in the physician writing an order for room seclusion, the nurse can
proceed with the room seclusion to ensure patient and public’s safety until the physician
writes the order. Documentation of initial assessment, which includes description of patient,
i.e., height, eye colour, hair colour and clothing along with visual checks will be completed.
The Form 1 Observation Flow sheet is to be utilized by nursing staff.

3. The ED nurse will call the Child and Youth Crisis Line at 1-844-287-9072, for all requests to
conduct a risk assessment on an child and youth 18 years of age and younger. A network
navigator will discuss the options available for this assessment to be done either in person, on
the phone, or next a.m. When available, the crisis worker will attend the ED to conduct a
Risk Assessment and determine disposition in collaboration with the ED Staff and Physician.

4. The ED nurse will call Muskoka- Parry Sound- Canadian Mental Health Association
(MPSCMHA) on the Crisis Line at 800-461-5424, for all requests to conduct a risk
assessment on adults 16 years of age or older to determine disposition in collaboration with
the ED staff and physician. Crisis workers are available for on-site assessments at both
MAHC EDs, Monday to Friday 0800- 2300 hours and from 1000 to 1800 hours on weekends
and statutory holidays. Crisis workers will call the ED’s and leave their contact mobile for
hours when on site. For all other hours, crisis workers are on call and staff will use the 1-800
crisis line above.

5. For patients 16-18 years of age, the ED nurse in collaboration with the ED Physician is to
determine which service may best meet the patient’s needs.

**Note: If the ED Physician determines the patient is at a high/imminent risk to harm self or
others and have placed the patient on a Form 1 without a crisis assessment, the ED Physician
may contact the schedule 1 facility to facilitate a “Doc-to-Doc” referral to expedite the
transfer of the patient to a Schedule 1 facility.

6. The Physician will inform the patient that they have deemed them a risk to self or others and
have placed them on a Form 1 to be transferred to a Schedule 1 facility for psychiatric
assessment. Depending on the acuity and presentation of the patient, the Physician may
require other staff/police/security to be present during this conversation for their safety.

7. If the patient leaves the ED during the assessment or once placed on a Form 1, OPP is to be
notified immediately of patient’s flight and hence risk to self or the public. Staff is not to
chase the patient.

8. If police have brought the patient to the ED under the mental health act (MHA), the ED
physician, in collaboration with the nursing team, will determine if the Transfer of Care
(TOC) from police to the hospital can safely occur (see TOC guideline). If the patient poses a
risk to public safety, measures will be taken to ensure the safety of staff, patients and visitors
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before TOC from police to hospital occurs. These measures include but are not limited to:
placing patient in a locked, safe, seclusion room; providing chemical and/or physical
restraints (see “MAHC Least Restraint Policy”, “Enhanced Observation Flowsheet™ and
“Levels of Observation Care Guidelines”); obtaining security staff; obtaining paid duty
police officers.

9. All patients will have their vital signs completed on admission, and as often as clinically
indicated thereafter.

10. Any significant changes/concerns regarding a patient’s mental or physical health status are to
be reported to the MRP (or delegate) immediately, and followed up as appropriate.

11. When the patient is “Formed” under the Mental Health Act (placed on a Form 1), the patient
is to change into a hospital gown. A disposable gown may be indicated if the risk of self-
harm is high. The patient is to have no personal belongings and these must be removed with
2 people present (e.g.: two nurses; a nurse and a security guard; a nurse and OPP etc.) All
personal belongings, medication and clothing including shoes, are to be secured within the
emergency department (i.e.: at the nurse’s station or in a locker at the HDMH site). Ensure
the bag(s) are well labelled and indicate in the progress note what valuables were sent home
or placed in the safe. All belongings, including medication are to be secured away from the
patient until they are transferred. All personal belongings must be clearly documented on the
chart. Visitors must leave all belongings outside the patient room. DO NOT check contents
of pockets and backpacks as they do not need to be searched.

12. Once a patient is medically cleared all documentation will be faxed to Orillia Soldiers
Memorial Hospital (OSMH). All efforts are to be made to transfer the patient to a Schedule
One facility to receive timely and appropriate treatment by a Psychiatric Team. For youth,
ED nursing staff or designate are to contact the list of Child and Adolescent Inpatient Units
(Appendix B) requesting transfer of the patient to a Schedule One facility.

13. If the risk of self-harm is high, patients should be in a disposable gown under constant
observation by a security guard, RPN, RN or OPP. Actively suicidal patients require frequent
monitoring and assessment both visually and verbally. The patient’s arms should be above
the blanket or visualized frequently to ensure the patient is not self-harming under the
blanket. The room should be carefully checked after each person has entered and left the
room (e.g.: lab staff, visitors etc.) to ensure no items such as pens, medical tape, scissors etc.
have been left behind. Whoever is watching the patient should have limited or no distractions
as it is these distractions that the patient will see as an opportune time to attempt self-harm.
Patients quickly learn set routines and will find opportune times to attempt to self-harm.

14. Patient must be escorted to the bathroom and not left unattended. Nursing staff or
security/OPP is to remain outside the bathroom door constantly talking to the patient and
expect a verbal response back from the patient. When/if there is no response; whoever has
escorted the patient must react and enter the bathroom. Actively suicidal patients forgo their
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rights to complete privacy as safety is the priority. If the patient refuses staff to accompany,
offer a bed pan, commode or urinal.

15. If the patient has utensils (plastic) at meals ensure these are returned to the tray.

16. Patients requiring restraint (chemical or physical) should be cared for by an RN. Please refer
to Least Restraint Policy.

17. Patients on a Form 1 do not have privileges. They cannot go outside for a cigarette
accompanied by staff. Offer patients nicotine replacement therapy.

18. If the patient is having behavior issues, collaborate with the physician, family, crisis worker
etc. and create a care plan and assure all staff are following the plan of care. Security and
others whom will be interacting with the patient must be made aware of the plan to ensure a
consistent approach by all.

19. Whenever possible, try to have the patient away from high traffic areas or congested areas in
the department. Patients may become more agitated or anxious if the environment is over
stimulating.

20. Patient rooms should be searched at the beginning of every shift and PRN for any unwanted
articles.

21. Documentation of ongoing assessments, including vital signs as clinically indicated, as well
as visual checks as indicated by observation level, is to be conducted throughout the shift.
Enhanced Observation Flowsheet is to be utilized by nursing staff (Appendix A).

22. The 72 Hour assessment and observation period of the Form 1 does not take effect until the
patient enters a Schedule One facility.

23. If the nursing staff or designate is unable to secure a bed in a Schedule 1 facility, the patient
is to remain in the ED until a bed is secured.

24. When a patient is accepted for transfer to an Adult or a Child and Adolescent Mental Health
Unit:
a) Staff is to ensure that all appropriate paperwork and the original Form 1 accompany the
patient.
b) Patient belongings/valuables will be transferred with the patient and documented in the
chart.
¢) For youth, Simcoe Muskoka Connexions staff are to be notified.

Cross Reference

Current CTAS Guidelines

MAHC Least Restraint Policy

MAHC Levels of Observation Care Guidelines
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MAHC Transfer of Care Policy

Notes

This material has been prepared solely for the use at Muskoka Algonquin Healthcare. Muskoka
Algonquin Healthcare accepts no responsibility for the use of this material by any person or
organization not associated with Muskoka Algonquin Healthcare. No part of this document may
be reproduced in any form for publication without permission of Muskoka Algonquin

Healthcare.

Appendices

A. MAHC Enhanced Observation Flowsheet

B. List of Child and Adolescent Inpatient Units

C. Simcoe Muskoka Integrated Crisis System Risk Screening Report

D. NSM LHIN Schedule 1 Algorithm: Care Pathway from ED to Inpatient MH

E. NSM LHIN Schedule 1 Algorithm: Care Pathway from ED to Inpatient MH Child and

Y outh
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Appendix A
Enhanced Observation Flowsheet

Date: Time Started

Legend: Patient Description: male ' Female i

Actions Behavior Eyes: Brown (] Blue | Green (] Other [

A - Awake in room 1 - Cooperative Glasses [

C - With crisis worker 2 - Uncooperative Hair: Brown 000000  Black [0 Blonde [ Red [

D - With Doctor 3- Agitated Other [J Straight 1 0000 Curly [0 Long [ Short [J
E- On Escort 4 - Resting comfortably
M - Eating Meal 5 - Aggressive Ht. Wt. Ibs./Kg
P - Police in attendance 6 - Combative
R — In Restraints (2,4,6) Distinguishing Features
S - Sleeping in room Wearing:

0001 0015 0030 0045 0100 0115 0130 0145 0200 0215 0230 0245

Patients
Activity

Observers
Initials

0300 0315 0330 0345 0400 0415 0430 0445 0500 0515 0530 0545

Patients
Activity

Observers
Initials

0600 0615 0630 0645 0700 0715 0730 0745 0800 0815 0830 0845

Patients
Activity

Observers
Initials

0900 0915 0930 0945 1000 1015 1030 1045 1100 1115 1130 1145

Patients
Activity

Observers
Initials

1200 1215 1230 1245 1300 1315 1330 1345 1400 1415 1430 1445

Patients
Activity

Observers
Initials

1500 1515 1530 1545 1600 1615 1630 1645 1700 1715 1730 1745

Patients
Activity

Observers
Initials

1800 1815 1830 1845 1900 1915 1930 1945 2000 2015 2030 2245

Patients
Activity

Observers
Initials

2100 2115 2130 2145 2200 2214 2230 2245 2300 2315 2330 2345

Patients
Activity

Observers
Initials

Appendix B
Child and Adolescent Inpatient Units
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PSYCHIATRY UNIT PHONE EXT FAX BED Y/N COMMENTS
RVH 705-728-9090 | 46031 705-728-9111
NORTH BAY 705-474-8600 | 4760 705-495-3683
ASK FOR ON CALL
PEDIATRICIAN
OSMH 705-325-2201 | 6411 705-327-9172
ASK FOR ON CALL
PEDIATRICIAN
NEWMARKET- 905-895-4521 | 2830 905-954-3882
SOUTHLAKE
NORTH YORK 416-756-6880 416-756-6689
GENERAL
ST JOSEPH 416-530-6000 | 13826#
SUNNYBROOK 416-480-6100 | 7532 416-480-6779
YOUTHDALE 416-363-9990 416-363-7945
OAKVILLE 905-815-5118 905-815-5136
MCCMASTER 905-521-2100 | 72800 905-577-8499
BRAMPTON CIVIC 416-494-2120 | 56455 905-494-6457
TORONTO EAST 416-469-6580 | 3140 416-469-6855
UNDER 18

Call the first 3 in order, and then call whichever facility has space according to “Critical Bed

Board”

Appendix C
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Appendix D

ADULT (16+) Care Pathway for Acute Mental Health in NSM LHIN (October 2015) I

Assessment & complete documentation for
MH Crisis and ED Medical Stability & Form 1 (if needed) by ED Dr.

Consultation ——

DISPOSITION (take into account LOCUS score and clinical judgement)

Follow the schedule 1 referral protocol on PAGE 2:
ED staff:
»  Log into Bed Registry to check bed availability.
Grey Bruce 519-376-5666 s call the MH inpatient schedule 1 facility assigned to
your hospital to advise them of the referral
=  Fax the completed referral package.
The receiving Schedule 1 hospital will:
Bed Flow meetings for =  confirm receipt of faxed referral
Schedule 1 and ED » inform ED of decision
M, W, Fat 10:30 dialin | ccabackloop& ]
1.877.323.2005 Problem Resolution If the receiving Schedule 1 hospital has no beds and no
conference ID # 5394011 potential beds that day, then the receiving Schedule 1
hospital will:
» check the bed registry
Abbreistions s call the Schedule 1 hospital with the most beds
CEMH O & Marine i available to inform them of the referral
'5BGH Georginn By Seneral Hospal s forward the referral to the hospital with the most
WIPSHC West Parmy Sound Health Centre
RVH Royal Victorin Regional Centre beds
MAHE Muskoks Alganguin Health Centre s the Schedule 1 hospital receiving the referral
IMH Mental Health confirms receipt and informs ED of decision
[ED Emerpency Department
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Appendix E

PATHWAYS TO CHILD & YOUTH MHA SERVICES for under 18 — FINAL MARCH 2018

A e ing in which an indivis is imm ing
e 2 seIf oF Cthers, unabie to creste: o plan for safety, severcly
disorientad or out of towch with resiity, hes s sewsne inability to function, or
i otherwise distraught and out of control. For exampie:
= Acting on 3 suicide threat

= Severely impeined by drugs or sicahol
= Highly erTatic or unususl behevior that indicates wery unsafe bahmvior

|zndior an inabiiity to core for themachves,
'NOTE™ In Simcoe Couvty, starting in Spring 2018, some duft Crisis
SErvices in hospitmis will provite Crisis Assessments for pouth 12 ond up.

ammescments to 12-16 year oids, contoct
Simcoe Child Crisis Service 1.888.893.8333
n WfErkod, contoct Child Crisis for under 16 ot 1884 387 9072

A mon-ife threatening stuation in wihich an indivickes] or family is exhibitng
extreme ematiced disturtance or behavioral distress, considering or
talking about harm to sef or others, disoriented or out of touch with resity.
haz a compromized ability bo function, or is ctherwise agitsted and unable

MAH Crisis

Mon Awenir contact

mwrmmn%mmmm

Refer to
———Community —J
MHA

Call 2-1-1 for Information on all health and community services

SUBSTANCE USE
(ChHA Simooe 1.200.461 4315

(CAA Muskoka Farry Sound 4.200.668.1836

For i in centre, Health Centre
or Enaabtig Community Mental Health 417033304035

[EATING DISORDERS:

G 1.707.728.9050 X47123
Colingaood RVH satelite 4709424 8604

GET TS 3232204 ¥3004
(AMOIETY & MIDOD SROUF PROGRAMS

(Coping Cat {7-12] Newpath 47037237636

Mood Mamegzment [teens] Newpsth 17017237636

(Cool Kids Muzkoks 4.200.650.4426

Stop Mow snd Fian (SNAF) (§-11)

POSITIVE PARENTING Provided by many agencies. To find s session contact

emith Connection

AE7TFRLTIID

SPECLALITED MENTAL HEALTH SERVICES call 2-1-1 for detaits

URGENT to be caime. Muskoka 1.844.267.9072 Az pessed
Extreme distress
¥ES. wo
Sendto mods CYMM Anute Dutpatisnt
Closest ED Use Referral Form 0.6
PRIMARY CARE
and Brief
Counseling i= availnble ot Family Health Teams & Community b2 EnERSENCT:
'Health Centres.
# WALK 1N COUNSELLING CLINICS
MEDICAL SPECALIST CONSULTATION MEWPATH Child and Youth Mental Healh
{0-25] for dates and locations ga to
P ———
LEls FEDIATRIC PSYCHIATRY
Mocsrate depression Seeere mdery FAMILY CONNEXIONS CHid & Tauth MH
NON URGENT Developmental delmy =) Wialkin {0-1%] in Huntiille & Bracebeidge
Cagritiee enpeirment Faychasis www tamityzonpexions.cx
S n e High risk with sevens cutting or suicice —rs e
Learning Disability b up |l -
s ideation Service for under 12 available in
Toursttes [Autism Colingwood. For times and kocotions 5o to
JELEPSYCHIATEY i
D 5 \Waypoint |16-24] 709,345 3151 k2302
Encopresis/Enuressis _
e ey S st o 324 i .
OSMH Enfing Dizarders Service O contact your OTH coordinator

1 200.680.4326
Francophone services La Ce 4.709.348 3116 x182
(CMHA Simooe 4 500.451.4315
CMIHA Muskoka Farry Sound 1 200.668.1836
[Emmahtiz W Outneach 1.707.330.4098
(OSMH Cammeunity M 4709325 2200 x3133
mﬁ.—.ﬂ"m 47034432330
NOTE: Family Ce Chilel Prychiatry
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