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TRANSFER OF CARE FROM MENTAL HEALTH INPATIENT SERVICES
PURPOSE
This policy replaces PD 2008_005 Discharge Planning for Adult Mental Health Inpatient
Services. The policy has been revised and expanded to include Child and Adolescent inpatient
services. This policy promotes safe and effective transition of all mental health consumers
between inpatient treatment settings, and from the hospital to the community. It maps a
structured process for the transfer of care that will:
o Improve consumer, family and carer, and community safety;
o Improve communication between all stakeholders;
o Improve continuity of care for consumers; and
o Facilitate better access to community mental health care, primary health care, family and
community support services.
The policy and procedures set out a safe and appropriate approach to the care of mental health
consumers transferring between inpatient settings, and from inpatient settings to the community.
However, as in any clinical situation, there may be factors which cannot be covered by a single
set of procedures. This document provides direction and guidance but it does not replace the
need to exercise clinical judgement for each presentation and recognition of the current
workplace environment.

MANDATORY REQUIREMENTS
This policy applies to all inpatient mental health facilities. It requires all Local Health Districts to
have local guidelines/protocols in place that are based on the policy.

Local Health District implementation
Local Health Districts (LHD), the Justice and Forensic Mental Health Network, the St Vincent’s
Health Network and the Sydney Children's Hospital Network must have local policies and
procedures in place for transfer of care that are consistent with the principles and procedures
identified in this policy.

Mental Health service evaluation
LHD and Health Network mental health services must monitor and evaluate their local transfer
of care practices on a regular basis.

Training and orientation
LHD / Health Network mental health services must incorporate the principles and procedures for
safe and effective transfer of care planning into the induction programs for all new clinical staff.

IMPLEMENTATION
Roles and responsibilities of the NSW Ministry of Health:
• Provide advice and assistance for the implementation of this Policy.
• Monitor and review the implementation of this Policy.

Roles and responsibilities of LHD Chief Executives:
• Assign responsibility, personnel and resources to implement the principles and procedures for
mental health service settings.
• Report annually on the implementation of transfer of care principles and procedures to the
NSW Ministry of Health.
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Roles and responsibilities of the LHD Director of Mental Health:
• Facilitate development of District-wide transfer of care and leave policy and protocols that
o

Are consistent with the state-wide policy directive’s principles and procedures; and

o

Include protocols for managing a consumer’s transfer of care to the community outside
of usual working hours, at weekends and during holiday periods.

• Develop a transfer of care checklist to ensure that all steps of the procedure are carried out.
• Educate clinical staff in the engagement of the principles and procedures for transfer of care
planning.
• Ensure the principles and procedures for transfer of care planning are incorporated into
orientation programs for new clinical staff.
• Ensure transfer of care practices are regularly monitored across their services and feedback
on results is provided to staff.
• Report annually to the Ministry on implementation of the policy directive’s requirements
through the Chief Executive.

Roles and responsibilities of hospital, facility, clinical stream, unit managers and
heads of departments:
• Implement the local policy for mental health transfer of care.
• Ensure that the Primary Carer, and/or family, other health care providers and community
support services participate in the process of planning for transfer of care as appropriate (see
Procedures).
• Evaluate compliance with the principles and procedures for transfer of care planning.
• Annually monitor and evaluate local transfer processes in line with the principles and
procedures for transfer of care and report to LHD/Network Director of Mental Health.

Roles and responsibilities of all clinicians:
• Ensure their work practices are consistent with the principles and procedures for safe and
effective transfer of care processes.

Key Performance Indicators
Transfer of Care as set out in this policy directive aims to address two key state targets to
improve mental health outcomes:
• Reduce re–admissions within 28 days to any facility
• Increase the rate of community follow–up within 7 days from a NSW public mental health unit.
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1. BACKGROUND
About this policy
For many mental health consumers, the period after leaving a mental health inpatient unit is a
particularly vulnerable time. This policy sets out the principles and requirements for safe transfer
of a mental health consumer’s care across treatment settings. It particularly focuses on the
ongoing care needs of consumers who are returning to the community following an episode of
inpatient care or who are on approved leave from an inpatient unit. The policy sets out the
treating team’s responsibilities in relation to advice, information sharing, and documentation to
ensure continuity of care and safety are maintained during the transfer process.
Transfer of care 1 is a structured, standardised process for ensuring the safe, efficient and
effective transition of people with a mental illness between inpatient settings and from hospital to
the community. Transfer of care is part of the continuum of care that starts with the person’s
admission to hospital.
Effective transfer of care planning is delivered by mental health services that are responsive to
consumer needs and inter-linked with other agencies, service providers, carers and the
consumer, using a collaborative approach.
The National Standards for Mental Health Services 2010 apply to the range of mental health
services, government, non-government and the private sector. A number of consumers under the
care of private psychiatry or psychology services may also access public acute services when
their private clinicians are not accessible in crisis situations. Therefore partnerships between
public, private and non-government sectors in mental health are important.
With increased complexity of mental health presentations, there is a strong need for a
multidisciplinary approach. Health professionals from all disciplines need to work closely together
to develop and implement a comprehensive transfer plan.
Transfer of care to the community is to be effected in accordance with the principles and
requirements of the Mental Health Act 2007, and by obtaining and complying with any order of
the Mental Health Review Tribunal, such as Community Treatment Orders.
The NSW Health policy and reference manual for Care Coordination from Admission to Transfer
of Care in NSW Public Hospitals (PD2011_015) set out standards and a framework for handling
the needs of all consumers leaving hospital care which are generally applicable to the mental
health inpatient care pathway. This mental health inpatient transfer of care policy expands the
standards established in PD2011_015 and provides more detailed direction for clinicians working
with people with mental illness to address their specific safety and care needs.

Thorough assessment and management of risks are essential elements of the transfer of
care planning process for all mental health consumers.

1

‘Transfer of care’ replaces the term ’discharge’ in this document to reflect a continuum of care. Where
reference is made to the Mental Health Act 2007, the term ‘discharge’ is used to reflect the Act.
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The previous policy (PD2008_005) was written specifically for adult inpatient services. Child and
Adolescent Mental Health (CAMHS) inpatient services are subspecialty programs and have
different requirements from those focused on the care of adults. Similarly, Specialist Mental
Health Services for Older People (SMHSOP) services are subspecialty programs and have
particular requirements. There is however, some overlap between general procedures and
subspecialty requirements.
The procedures support standardised development, implementation and review of local transfer
of care processes. Note, this policy does not look at the models of care; instead, it specifically
refers to the process involved in transfer of care from a mental health inpatient unit.

Scope of policy
This policy refers to situations where the mental health consumer’s care is transferred from a
mental health inpatient unit to:
1. Another inpatient service:
• Public mental health unit
• Private psychiatric hospital
• General hospital ward
2. The community:
• Community mental health service
• Consumer in conjunction with family/carers
• General practitioners and private mental health professionals
• Government and non-government organisations
• Combinations of the above.
3. Approved leave
This policy recognises approved leave as a transfer of care situation and identifies the basic
requirements for promoting safety during and following a consumer’s period of leave in the
community.
When Psychiatric Emergency Care Centres (PECCs) transfer consumers either to an inpatient
service, or to the community, the principles and practices required under this policy apply, as far
as practicable.
Although the principles and procedures set out in this policy are relevant to forensic and
correctional patients, transfer of care for these patients has additional requirements that are not
addressed in this policy.
Likewise, the additional requirements involved in a consumer’s transfer from a mental health
inpatient unit to a general hospital ward are not dealt with in this policy.
Many episodes of inpatient care involve movement between units or wards while continuing as a
single episode of care and under the same team. This policy does not include points of transfer of
care within the inpatient unit such as between shifts, internal units or teams, as these are covered
in the Clinical Handover – Standard Key Principles policy (PD2009_060).
The definitions of ‘discharge’ and ‘leave’ for data reporting purposes remain unchanged as
identified in the Admitted Patient Data Dictionary .
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Main definitions
Authorised Medical Officer as defined in the Mental Health Act 2007.
Carer is a person involved in the care of the consumer but is not only the primary carer as
defined by the Mental Health Act 2007. Other carer/s may include close family members or
friends.
Consumer refers to a person under the care of a NSW LHD Mental Health Service. The term
‘patient’ is only used in this document when associated with legal status.
Continuity of care involves a consistent, connected and coherent approach that is responsive to
the consumer’s health needs and personal context.
Guardian as defined in s4.1 of the Mental Health Act 2007.
Primary carer has the same meaning as in the Mental Health Act 2007 (s71)
Transfer of care involves the transfer of professional responsibility and accountability for care of
a mental health consumer to another person or professional or a combination of professionals.
Transfer of Care Plan refers to a tailored package of information setting out details of treatment,
referrals, advice and support arrangements for the information the consumer, carers, community
based health professionals and NGO support services to promote continuity of care and safety.
Components of the Transfer of Care Plan package are given to the consumers and care
providers as relevant to their particular role in supporting the consumers care and recovery.
Health Network/s refers to Local Health Districts, Justice Health, The Children’s Hospital
Network and the St Vincent’s Health Network.

Where a person has an appointed guardian, the guardian will be the primary carer.

Legislative and Policy context
The development of this policy has been informed by key aspects of NSW legislation,
government policy and plans. The policy also puts into effect coronial recommendations
concerning transfer of care issues and those of other formal enquiries. Revisions from the
previous policy are in the context of the recommendations made by Commissioner Garling
following his inquiry into acute care services in NSW public hospitals conducted in 2008.
See Attachment 6 for further details.
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2.

SAFE, EFFECTIVE AND EFFICIENT TRANSFER OF CARE

Continuity of care is one of the cornerstones of good clinical practice. It requires clear and
agreed governance arrangements within and between services and agencies, supported by
competent, confident staff with the necessary resources to work in partnership and to involve
consumers and their carers appropriately at all stages in their care. The development of shared
understanding and common objectives is crucial. This should involve key staff in different
services together with consumers and their carers and/or guardian. Planning is required to
ensure that transfer of care between services is conducted in a timely and streamlined way in
order to promote optimal outcomes for the consumer.

2.1.

Principles for Transfer of Care

To ensure quality, safety and efficiency, transfer of care is based on the following principles:


Admission and transfer of care are part of a continuum of care.



The consumer and their family/carer/guardian are at the centre of care and are partners in
care.



Collaboration between public and private mental health services, primary care, other
government agencies and non-government organisations is more effective in
comprehensively addressing consumers’ and carers’ needs.



Clear and timely communication practices supported by efficient information technology
minimises risk of harm to the consumer and others.



Standardised and monitored transfer of care processes support continuous system-wide
improvement.

2.2.

Summary of Essential Actions

Essential components for safe, effective transfer of a mental health consumer’s care:
•

Undertake admission assessment including assessment of risks (e.g. suicide, harm to others,
sexual exploitation, absconding, homelessness).

•

Conduct a multidisciplinary review and identify a care coordinator.

•

Estimate date for transfer.

•

Communicate estimated date for return to the community to consumer, carers, and other
relevant parties.

•

If care planning includes periods of leave, develop and document plans and conditions for
approved leave with the involvement of the consumer, those caring for the consumer whilst
on leave, and where relevant, community based health and recovery support services.

•

Develop and document Transfer of Care Plan package with the participation of the consumer,
family/carers/guardian, community support agencies, and health professionals providing
ongoing treatment.

•

Book referral services with consideration of waiting times or waitlist of the receiving service.
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•

Prior to transfer to the community:
o

Discuss the consumer’s transfer readiness and needs at a multidisciplinary team
review;

o

Ensure a consultant psychiatrist review has been conducted within 24-48 of transfer;

o

Conduct risk assessments, and reconsider consumer’s readiness immediately before
transfer to the community;

o

Document modifications to management of risks and other changes in the Transfer of
Care Plan;

o

Provide consumer with prescribed medication;

o

Provide relevant components of the Transfer of Care Plan package to the consumer
and family/carer/guardian, GP, community mental health service, private health
professionals and non-Government support agencies.

The Transfer of Care Plan is a package of documents that together provide comprehensive
information for the consumer, family/carers community based health professionals and
other service providers involved in the consumers ongoing care and support. Components of
the package should be tailored to the recipient’s needs. For example, information provided
to another mental health professional who will be resuming the person’s care may not
include emergency contact details but this would be important information for the consumer
or primary carer.
When developed for a consumer returning to the community, the consumer’s right to
privacy must be considered and any information provided to support services must be
directly related to their service role. The package would be expected to set out advice such
as emergency contacts, follow up appointments, support service arrangements, detection
and management of possible risks and medication details. It should:
•
•
•
•
•
•

Include the Transfer/Discharge Summary,
Be guided by relapse prevention and recovery focused principles, and
Take into account ongoing physical health care needs,
Be written in plain language and where necessary include information in community
languages,
Ensure that the consumer’s right to privacy is observed,
Outline supports available for consumers and carers.

When transferring to another inpatient service, the transfer of care plan is expected to
include a detailed clinical and social history, risk assessment information, relevant
psychosocial information.
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2.3

Procedure for Transfer of Care to another Inpatient Service

This policy also applies in circumstances where a mental health inpatient’s treatment has been
completed in one setting and is being transferred to another inpatient service for ongoing care.
Local Health Districts have the responsibility for ensuring that their local policy and procedures for
transfer to another inpatient service comply with the principles set out in section 2.1 above and
the standards established in this policy.
It is expected that the transferring unit and receiving units meet all the requirements and criteria
of the admitting service and at a minimum address:
•

Documentation provided to admitting service
o
o

Full information on consumer’s history
Transfer/Discharge Summary

o
o
o

Relevant reports, case summaries and materials requested as per receiving unit’s
admission policy
Recent investigations/tests and reports
Updated risk assessment and management plan

o
o

Updated care plan
Medication details

•

Requirement to phone the other service to confirm transfer

•

Documentation in the transferring unit shows that staff have informed the primary
carer/relatives, the GP and other agencies involved that the consumer’s care is being
transferred to the other inpatient service.

•

Completion of K10/HONOS

•

Transfer of Care Plan documented in medical record

•

Medical entry in file including follow up plan

•

Ward clerk notified of discharge

•

Consumer’s name removed from white board

•

Discharge details recorded in Admission/Discharge Register

•

Treatment sheet placed in clinical file

•

Valuables transported with consumer

•

Copy of Transfer of Care Plan and associated information provided to admitting service at
transfer

•

MH-CoPES survey questionnaire given to consumer

•

Transport arranged

Appendix 4 provides a sample checklist to monitor this process.
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2.4

Procedure for Transfer of Care to the Community

Successful transfer of care is facilitated by good admission and pre-discharge planning with
consistent senior staff support throughout the process.
The decision to transfer a consumer rests with the consultant psychiatrist in discussion with the
multidisciplinary team.
Transfers from a mental health inpatient unit to another inpatient service are guided by the
Principles set out in section 2.1.
Six stages for effective transfer of care to the community are detailed on the following pages. It is
recognised, however, that in some situations, for example for brief acute admissions, the
completion of the detailed procedure set out in these six stages may not be practicable. See
section 2.4.1 for further advice.
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Six stages for effective transfer of care for mental health
consumers returning to the community.
STAGE 1: Initial Planning for Transfer of Care – Inpatient Unit
•

Admission assessment including comprehensive assessment of risks (e.g. suicide, harm to others,
homelessness, sexual exploitation, domestic violence, D&A abuse, physical health, absconding,
adherence to treatment, cultural and language issues).

•

Multidisciplinary review and identify a key clinician/care coordinator responsible for ensuring all
steps of the transfer of care process are completed and documented.

•

Within 72 hours of admission to an acute unit, document an estimated date of transfer (EDT*),
taking into account assessment information related to the consumer’s likely needs (e.g.
accommodation, support with daily living skills, support with parenting, support to reduce isolation,
support with employment) and any risks at that time. For Psychiatric Emergency Care Centres
(PECCs) the EDT is to be documented within 24 hours of admission.

•

Notify consumer, primary carer/guardian, GP, community care coordinators and community support
providers of the EDT as appropriate.

•

Conduct regular reviews of EDT, adjust where appropriate. Keep consumer, primary carer,
community mental health and other relevant parties informed of the progress.

•

Make early referrals and seek engagement of new/next care providers in transfer planning.

* ‘EDT’ is equivalent to the term EDD (Estimated Day of Discharge) in current operational practices.

STAGE 2: Planning for Transfer to the Community
•

Develop a Transfer of Care Plan* with the consumer, the primary carer and, if appropriate other
carers, community based health professionals and support services.

o Detail as appropriate:
- Medication/s frequency; dosage and side effects
- A schedule of medical follow up appointments
- Contact details for community mental health service and follow up arrangements
- Signs of possible relapse and what to do
- Emergency contact numbers
- Consumer self management plan (including coping strategies)
- Crisis management plan
- Community support arrangements including referrals to other services/ programs.
•

Provide a copy of the care plan to the consumer and primary carer and, as appropriate other carers
and relevant portions of the transfer of care plan package to community based health professionals,
and support services which identifies their roles and allows them to confirm their willingness and
capacity to participate as envisaged. Provide any risk information, which service providers may need
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to consider in relation to their capacity to respond.

•

Where relevant, develop a service coordination plan that clarifies the different roles and
responsibilities of each community based service provider and promotes improved communication
and safety, and formalises the professional responsibility of each provider towards the consumer.
The consumer and primary carer should be involved in this action. Other carers should be involved
as appropriate.

*The Mental Health (MH) Clinical Documentation - Care Plan module and the Consumer Wellness Plan
module may be used to document components of this package.
Note: Section 2.5 - Leave from inpatient units; Section 3 - Transfer of Care Planning for Specific Population Groups

STAGE 3: Preparation for Transfer of Care
•

Take into account legal status including Community Treatment Order (CTO), Trustee, Guardianship,
or Child Protection Issues.

•

Where necessary, arrange for the relevant community mental health team to make application to
the Mental Health Review Tribunal (the Tribunal) for a CTO. Refer to the Tribunal’s Civil Hearing Kit
which details the application process and legal requirements of Tribunal orders.

•

Contact and book appointment/s for follow-up with the appropriate health providers (including the
GP, community mental health team, relevant private health practitioners).

•

Ensure that timing for follow-up appointments is commensurate with the level of risk, mental health
acuity and functional capacity of consumer to adhere to the care plan.

•

Make referrals to relevant other service providers that clearly outline what the service is being asked
to do, and ensure that the other service provider accepts the referral.

•

Ensure the consumer completes the MH-OAT consumer-rated outcome measures, unless
contraindicated, and the measures are reviewed by a clinician.

•

Encourage and support consumer to complete and return the MH-Copes questionnaire. Explain how
the questionnaire fits within the quality improvement framework of the service.

•

Provide information to consumers on the community consumer worker services and other peer
support programs.

•

Conduct a physical health assessment and examination in accordance with PD2009_27 and
GL2009_007 (and record in the MH-Clinical Documentation Physical Examination module).

Link to MH Clinical Documentation Modules
(http://internal.health.nsw.gov.au/policy/cmh/mhoat/protocols.html)

STAGE 4: Confirming Readiness for Transfer of Care (within 24-48 hours of transfer)
• A consultant review must be undertaken within 24-48 hours prior to transfer of care, by a
consultant, either face to face or via telepsychiatry. The review is to be discussed with the primary
carer and documented in the clinical record.
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•

Complete HoNOS/65+/CA and K10+. If HoNOS and K10+ are inconsistent with each other, or your
clinical impression, discuss with the senior clinician and the consumer and /or family/carer prior to
transfer.

•

Ensure medication is available for use during initial period post transfer. In addition, confirm with
the consumer if a prescription for nicotine replacement therapy (NRT) is required.

•

Ensure that the General Practitioner and where relevant, other health care providers

o
o
o
o

•

Have community mental health service contact details
Agree on follow-up action if a consumer fails to attend the initial or subsequent appointments
Know how to seek specialist advice concerning the consumer’s ongoing care
In situations where the consumer will be transferred to a hospital without onsite mental health
care (e.g. rural hospital), the treating team must ensure that inter-hospital transfer and
admission arrangements, including referral to the local community mental health service, have
been made.

Document follow-up and support arrangements in the Transfer/Discharge Summary (MH-Clinical
Documentation module) on, or before, the day of transfer. Where relevant include summaries from
other members of the treating team. The Transfer/Discharge Summary must:

o Specify the person/service responsible for ongoing treatment/actions and
o Include clear advice about:
- recent changes to clinical management
- medication requirements
- any relevant risks
- the follow up plan
- contact details of support services/GP involved in ongoing care and whether they were
-

notified of transfer date
details of scheduled appointments.

o Indicate whether or not a copy the MH Clinical Documentation Transfer/Discharge Summary
module was provided to consumer and primary carer.
Note: Section 2.4 Consumers at Risk of Harm to Self or Others

STAGE 5: At the point of Transfer of Care
•

Check medication supply and prescriptions are provided to the consumer or primary carer in
accordance with Transfer/Discharge Summary.

•

Discuss arrangements for subsequent medication and supervision of medication with consumer and
primary carer or other family members/carers, with the consumer’s consent.

•

Ensure that consumer/or primary carer understands and signs the Transfer of Care Plan and the
Consumer Wellness Plan. If the consumer is under 16 years old, ensure that both the consumer and
their parents/primary carer understand the plan.

•

Provide a copy of the care plan for transfer to the consumer and primary carer. In circumstances
where the consumer opposes access to such information being provided to a primary carer, it may
be necessary to negotiate the primary carer’s access to certain information that is essential for the
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primary carer to support safe return to living in the community for the consumer and others. (For
further guidance see Attachment 2: Disclosure of Information to families and carers). If the
consumer is under 16 years old, provide

•

their own copy of the Transfer of Care Plan or other tailored developmentally appropriate
information, to the young consumer; and
- a separate copy of the Transfer of Care Plan directly to the parent and/or primary carer.
Provide relevant information leaflets to consumer/carer.

•

Provide a verbal handover to the mental health community team at the point of transfer.

•

With the consumer’s agreement, provide relevant information to Community Managed Organisation
(CMO) involved in providing immediate support. (For further guidance see Attachment 2: Disclosure
of Information to recovery support services and other community based service providers).

•

Fax/Email a copy of the Transfer/Discharge Summary (within 12 hours) to the general practitioner
and other health professionals who will provide care. Where appropriate and in line with Mental
Health Clinical Documentation guidelines, attach:

-

o
o
o
o
•

Current Care Plan
The Transfer of Care Plan
Consumer Wellness Plan
Physical Examination module.

Place copies of the Transfer of Care Plan and Transfer/Discharge Summary in consumer’s file.

STAGE 6: Assertive follow-up - Community Mental Health Service
•

Make direct contact with the consumer within the timeframe indicated in the Transfer of Care Plan
or at a maximum within 7 days to:
o

Monitor the consumer’s progress against the plan after leaving hospital; discuss problems arising
and commence future management planning

o

Prompt the consumer about appointment(s) and follow-up plans.

This contact may be face-to-face, by telephone or videoconference.
It may also be worthwhile contacting the consumer’s primary carer.
•

If the consumer does not attend his/her appointment, initiate follow-up according to agreed
arrangements.

•

Where the consumer does not attend an appointment and there is persistent refusal to do so,
discuss at a multidisciplinary team meeting whether a Community Treatment Order (CTO) should be
sought from the Tribunal.

2.4.1 Short mental health inpatient stays
An inpatient stay of less than 48 hours, such as an admission to a PECC, is often associated with
additional risks and problems such as inability to contact carers, inadequate access to clinical
history, corroborating information and existing documentation. Transfer to the community in such
situations should be reviewed by a consulting psychiatrist. LHD mental health management may
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determine some specific circumstances where exceptions can be made. In addition LHD mental
health services need to establish a protocol setting out the minimum requirements for transfer of
care for these admissions.

2.4.2 Monitoring
Monitoring and evaluation are essential processes to promote the delivery of responsive,
effective transfer of care. LHDs should develop a transfer of care checklist to ensure that all steps
of the process are carried out as far as practicable. See Attachment 3 for a sample checklist.
Transfer of care planning and outcomes for consumers must be routinely monitored and
periodically evaluated in conjunction with other mental health continuous improvement
processes. See Attachment 4 for a sample of a self assessment tool to monitor the transfer of
care process (developed by the Victorian government).

2.5

Leave from Inpatient Units

Planned leave can play an important role in a consumer’s gradual return to the community.
However, evidence demonstrates that during leave, mental health consumers are at an increased
risk of suicide.
Decisions to grant leave should be made in the context of treatment goals and strategies in the
consumer’s treatment plan. Leave decisions need to take into account the risks and expected
benefits of leave, the rights of the consumer, their family and carers. Risks, include, but are not
limited to, risk of harm to self and others (including any child protection issues), and the likelihood
and consequences of substance abuse.
LHD mental health services must re-examine leave protocols to ensure they address:
•

Specific criteria and purpose for granting leave

•

Development and documentation of a leave plan

•

Engagement and consultation with family/carer/CMO

•

Requirement for all consumers to have documented risk assessments and risk management
plans which are considered and referenced in documentation of all leave decisions.

•

Procedures to follow where:
o Newly admitted persons request leave
o Voluntary consumers seek unplanned leave and
o Requests for leave are made after hours, at short notice, or on weekends when the
treating team is not present.

•

Documentation requirements for:
o The leave plan
o Post-leave feedback from the consumer, family/staff about any issues of concern
arising during the leave
o Mechanism for post-leave report to inform clinical reviews
o Post-leave consumer search procedures, in accordance with local search and safety
policies
o Steps to be taken by health staff when any consumer
- Does not return from leave as agreed
- Is missing/absent without leave from the unit, and
- The circumstances and procedures for when Police should be notified.
Processes for monitoring unit leave practices.

•

PD2012_060

November 2012

Page 12 of 32

Transfer of Care from Mental Health Inpatient Services
- Standard Principles and Procedures
PROCEDURES

It is expected that each LHD will develop checklist/s in regard to inpatient leave from, and return
to, units that take into account the nature of the unit.
Note, the additional transfer of care requirements for a mental health inpatient on leave to a
general hospital ward are not set out in this policy, and must comply with the hospital’s inter-ward
transfer procedures.

When approved leave is taken, provide the consumer, and where appropriate,
carer/s, with clear, simply written care instructions setting out medication and
supervision requirements, contact details, arrangements for crisis support,
restrictions on the consumer’s activities and agreed responsibilities.
For short leave please see page 15.

2.5.1 Management of planned leave
Leave planning
Where possible, leave should be planned well in advance in the context of treatment goals and
discussed by the treating team, in consultation with the consumer and carers (where this is
relevant).
The leave plan will
o

document
-

o

o

a statement of its purpose
the consumer’s departure and return times
any special conditions (e.g. escorted, whether the consumer should avoid driving
or other restrictions)
- medication and supervision arrangements
- contact numbers for the consumer, carer and mental health unit
- identification of the services or persons responsible for managing risks during
leave including any role for primary care services, community mental health
services, or family members and/or carers
- guidance for the consumer and the family/carer concerning measures to manage
risks during leave (e.g. self harm/suicide; harm to others; domestic violence; the
likelihood and consequences of substance abuse)
- the provision of a crisis plan if difficulties arise during the leave period, and
- written advice and information provided to family/carer prior to the leave.
be approved in writing by the treating psychiatrist or his/her delegate.
(Please note that under the Mental Health Act 2007, the clinician approving leave for
an involuntary patient must be an authorised medical officer - AMO).
be provided to the consumer, the carer/s (as appropriate) and relevant clinical staff.

Preparation for Leave
The consumer’s mental state and risk assessments should be reviewed immediately before
planned leave, and if necessary leave arrangements may be altered or cancelled.
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•

Where appropriate, involve the acute community care team to ensure after hours support,
flexible assertive community support and prompt intervention in crisis situations.

•

Provide a comprehensive record of the short leave plan and any changes in the consumer’s
health care record.

•

Provide details of the support available to the consumer from family/friends.

•

Negotiate communication pathways with the client, the community team and any family
member or friend who has accepted responsibility for the care of the person whilst on leave.

•

Develop a clear agreement with the consumer stating expected time of return, and process
for notification if return is delayed. Staff must be alert to the reasons a consumer may provide
for changing return timing or arrangements. Consider indications of deterioration of mental
state.

•

Arrangements and responsibilities of leave are to be explained and agreed to by the
consumer, and if relevant and appropriate, to family/carers. This will include information and
instructions regarding the circumstances and contact details for the mental health unit should
the staff need to be contacted.

•

Where the granting of leave relies on the expectation that the consumer will be supervised by
a responsible adult at all times during leave, this should clearly be communicated to both the
consumer and the carer/s. If the carer is unwilling or unable to take on this responsibility,
decisions regarding leave should be reviewed, and documented.

•

Attention must be given to granting leave to involuntary patients who should be escorted by a
staff member (or a family member/carer if appropriate). This will include information and
instructions regarding risks and responsibilities of escorted leave; and the circumstances and
contact details for the mental health unit should the staff need to be contacted.

•

For very short periods of unescorted leave of less than an hour, for example, to go to the
shop, the treating team should have a clear leave plan that follows the standards identified
above. Before the consumer leaves, the clinical staff need to be assured that the person is
able to understand the nature of the leave. The clinical staff also need to be satisfied that the
person can do what is expected of them during leave, and be satisfied that the risks are
known and can be contained within the limited nature of this leave occasion. Details of very
short leave periods must be recorded in the consumer’s health care record.

Short leave of less than an hour duration must follow the principles outlined above
but does not require written care instructions to be given to the consumer/carer.
Information should be given verbally and recorded in the health care record.

Handover process on return
It is important for health staff in the inpatient unit to be aware of any significant events during the
leave that may have had an impact on the consumer’s current mental state or on other matters
affecting further planning for transfer to the community.
Inpatient staff must speak with the consumer and, where relevant and appropriate, with the
family/carers after leave to find out about any concerns arising during leave. An assessment of
the leave is to be documented in medical record and the impact of this information on
management/ongoing care planning needs to be considered.
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If the community mental health staff members have been involved in providing care to the
consumer, a report outlining assessment and key interventions must be provided, as soon as
possible, to the treating clinician or documented in the medical record on the in-patient unit.
In accordance with the LHD search protocols, and for the safety of the person, other consumers,
and staff, the consumer should be searched for potentially dangerous items on their return.

2.5.2 Procedures for locating missing patients
LHD leave protocols must address the safety needs of both voluntary and involuntary consumers
and:
•

Clearly set out the procedures that mental health staff must follow if a consumer
o Fails to return from leave as agreed, or
o Is missing from the unit, and is considered to be at high risk of harm to self or others.

•

Identify2 steps to be taken to locate and safely return the consumer to the inpatient unit
including:
o Notifying senior nursing and medical staff (treating psychiatrist or on call psychiatrist)
o Contacting the family/carer
o Noting that involuntary patients who have absconded are able to be apprehended and
returned to the mental health facility in accordance with the Act
o Procedures to detain and return a voluntary patient under s19 or s22 of the Mental
Health Act 2007 where the person is considered to be at high risk of harm to self or
others
o If not seeking to detain the person, guidance around notifying the police to request a
welfare check
o Completion of relevant incident reporting documentation
o On the consumer’s return to the unit
- Re-assess his/her mental state and risk status
- Review observation/supervision category
- Interview the consumer to ascertain any factors that contributed to the
absconding incident.

2.6

Consumers at risk of harm to self or others

2.6.1 Risk of harm to self
For mental health consumers, periods of inpatient leave, the time following return to the unit, and
the first 28 days following transfer to the community are recognised as times of increased risk of
possible self harm or suicide. Ongoing care planning must take into account these risks to
promote a safe transition.
Prior to transfer from an inpatient unit, the suicide risk status of a person must be reassessed to
determine whether transfer to the community (including leave) can be approved at this time. The
timing of this risk assessment may be up to 48 hours prior to the transfer, but the timeframe must
relate to the consumer’s clinical situation. For example for overnight leave, for a person recently
admitted, or one who has had a change of status, the risk assessment must be conducted within
24 hours of the transfer.
2

Mental Health Emergency Response 2007: Memorandum of Understanding between NSW Health,
Ambulance Service of NSW and NSW Police Force provides guidance
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The risk assessment and the time it is conducted must be recorded in consumer’s notes. If the
transfer continues, this information must be conveyed in writing to the receiving mental health
service, private health providers and any agencies to which the consumer is being referred for
support services.
A proportion of mental health consumers will be at chronic risk of suicide or self harm and will
need inpatient care when that risk is elevated. Once that level of risk has been reduced, further
treatment in the inpatient environment may not be considered by the treating team to offer
additional health or safety benefits. It is essential to ensure that the person has appropriate
supports in place when they return to the community so that the risk is minimised. If the
consumer is returning home or to supported accommodation, any current and ongoing risk of self
harm should be conveyed to the family and service provider who is providing ongoing care, along
with recommendations of how to manage the risk and access help.
For consumers who have been hospitalised for lengthy periods, the impact of their return to the
community, and their ability to cope, should be assessed sensitively. Associated risks should be
identified and addressed.
Consult NSW Health’s Suicide Risk Assessment and Management Protocols for Mental Health
Inpatient Units.
If the consumer is known to have access to a firearm, staff should consider the need to complete
a Notification to NSW Police and Firearms Registry Form (refer to copy at Attachment 5).

2.6.2 Risk of harm to others
Prior to transfer (and leave), a further assessment of risk of harm to others, including any risk to
children who are in contact with the consumer, must be conducted.
Based on this risk assessment and others conducted during the admission, a management plan
must be documented in the Transfer of Care Plan and Transfer/Discharge MH-Clinical
Documentation module. The consumer’s readiness to return to the community at this time should
be reconsidered.
CMO service providers need to be provided with information about the client that is directly
related to their service role, including the nature and level of any risks.
If the consumer is known to have access to a firearm, and there is an assessed level of risk to
others, staff are required to complete a Notification to NSW Police and Firearms Registry Form
(refer to copy at Attachment 5).
NSW Health staff who suspect, on reasonable grounds, that a child or young person is at ‘risk of
significant harm’ from abuse or neglect must report these concerns to the Community Services’
Child Protection Helpline (13 36 27) as required under the Children and Young Persons (Care
and Protection) Act 1998. Refer to the following Information Bulletin – KEEP THEM SAFE –
Making a Child Protection Report (IB2010_005) for procedures on making a report.
The Child Protection Mandatory Reporter Guide (MRG) is a resource to help make a decision
about whether to report. The guide is available online at
http://sdm.community.nsw.gov.au/mrg/app/summary.page or in hard copy through LHD/Child
Wellbeing Units. You may call the Child Protection Helpline to report directly, however the
decision to report should always be informed by the Mandatory Reporting Guide which defines
the reporting threshold for statutory child protection reports.
For additional guidance, call your local NSW Health Child Wellbeing Unit on 1300 480 420
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2.7

Transfer of care for specific circumstances

2.7.1 Voluntary admissions
Voluntary patients (as defined under the Mental Health Act 2007) can leave hospital at their own
request at any time. LHDs should establish protocols for managing the transfer of care to the
community outside of usual working hours, at weekends or during holiday periods.
There may be times when a voluntary inpatient seeks transfer of care out of hours, against
medical advice, or chooses not to accept ambulatory or community follow-up for mental health
treatment. In such situations, inpatient clinicians should maintain a collaborative approach in
decision making, and
•

Ascertain why the person wishes to leave prior to formal transfer of care.

•

Request that the person discusses reasons and follow up management with the person’s
consultant psychiatrist or the on-call psychiatrist.

•

Inform relevant senior nursing and medical staff to ensure that a review is conducted as soon
as possible.

•

Involve the primary carer/family members/ carers who are relevant to the clinical decision in
discussion about the situation.

•

Assess mental status and any safety concerns. After assessing the person, the medical
officer should discuss the review with the treating psychiatrist, or on-call psychiatrist, who will
decide whether the person may leave ’against medical advice’.

•

Assess child protection issues and make appropriate notifications to Community Services in
line with the Mandatory Reporter Guide.

•

Liaise with the local community mental health service (Adult, CAMHS or SMHSOP as
appropriate) to ensure assertive follow up arrangements at home within 24 hours of transfer
of care.

•

If the treating psychiatrist or on-call psychiatrist agrees to the unscheduled return to the
community, document all action by the medical staff and clinical team in the medical record
and in the MH-Clinical Documentation Transfer/Discharge Summary.

•

If, after assessment, an authorised medical officer determines that a voluntary patient needs
to be detained in the mental health facility, the involuntary detention provisions of the MHA
2007 (s10 applies). The authorised medical officer must document the reasons for the change
of legal status in the medical record. The person and the primary carer must be informed.

2.7.1

Involuntary admissions

The transfer of care process for involuntary patients will include consultation with the consumer,
their primary carer, relevant agencies [Mental Health Act (MHA) 2007 s78 & 79] and take into
account the following procedural requirements:
Condition

Comment

Discharge by
Authorised
Medical
Officer

Consumers must be discharged from involuntary treatment by an Authorised Medical
Officer (AMO) if the person is no longer mentally disordered or a mentally ill person,
and the AMO is satisfied that care of a less restrictive kind, that is consistent with safe
and effective care, is appropriate and reasonably available to the person [MHA 2007
s12(2)].

Community
Treatment

Under the MHA 2007, consumers may be placed on a CTO as part of the planning for
safe transfer to the community. MHA2007 ss 51-56 and s10 of the Regulations refer.
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Order
(CTO)

The rationale for the CTO, and the consumer’s rights and responsibilities in relation to
it, must be clearly explained so that can be understood by the consumer and carer.
Best practice would indicate that the consumer be included in the development of
the CTO care plan.

Tribunal
Discharge

Under the MHA 2007, a person held involuntarily may be discharged by the Mental
Health Review Tribunal (the Tribunal).

Mentally
Disordered
Consumers

The discharge of a consumer meeting the criteria of ‘mentally disordered’ under the
MHA 2007 must comply with section 31. The Act also requires a daily re-assessment
of any consumers detained as ‘mentally disordered’ are examined by an AMO at least
once every 24 hours.
Guardianship For the discharge of a consumer under the Guardianship Act 1987 notice must be
given in advance to the consumer’s guardian.

2.7.2

Consumers on Community Treatment Orders

A Community Treatment Order (CTO), made under the Mental Health Act (MHA) 2007 by the
Mental Health Review Tribunal (the Tribunal), authorises compulsory treatment of a person in the
community. A CTO can be an important component in the Transfer of Care Planning and is
developed by the community mental health facility that will implement the treatment.
The following factors indicate an application for a CTO may be appropriate:
o Previous history of refusing to accept appropriate treatment leading to relapse into an
active phase of mental illness,
o Severity of the acute episode and associated recovery and adjustment issues,
o Specific rehabilitation needs requiring community care coordination and support,
o
o

Past history of poor treatment response or co-morbidity,
Past history of poor adherence to the care plan necessitating a CTO, and

o

Ongoing significant risk of harm to self or others.

Section 53 of the MHA 2007 outlines the issues which the Tribunal must consider in making a
CTO. If a new CTO is to be implemented as part of the consumer’s successful transition to the
community, it is implemented by the community mental health facility that has developed the CTO
treatment plan. The community mental health facility that has developed the CTO treatment plan
must allocate a case manager to the consumer. This should occur early in the admission so that
the case manager can commence working collaboratively with the consumer and inpatient team
prior to transfer of care. The case manager should be involved in the CTO application hearing
and be in a position to provide a report as to whether the CTO is capable of implementation, how
the consumer will benefit from the order and inform the Tribunal of the efficacy of any previous
orders.
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3.

TRANSFER OF CARE FOR SPECIFIC POPULATION GROUPS

3.1

Children and adolescents

In addition to the general principles for the transfer of care, referred to at the beginning of this
document, the following principles should be kept in mind when working with children,
adolescents and their families. These are:


It is imperative that child protection requirements are considered at all stages.



Children, adolescents and their parents/carers should have opportunities to participate in and
contribute to decisions affecting their care.



Involvement in care planning should take into account developmental stage, age, maturity
and circumstances at the time including the nature and quality of parental capacity and
involvement.
It is mandatory to involve the child or adolescent’s parents or guardians in planning for the
transfer of care if they are under 16 years of age and recommended above that age. In
circumstances where the Minister or Director-General of Community Services has parental or
care responsibility, a Community Services caseworker must participate in the process.

3.1.1 Multisystem approach to Transfer of Care Planning
Preparing for transfer of care of children and adolescent requires a multisystem approach. The
goal is to reintegrate the child or adolescent with family, education and community. In developing
a structured Transfer of Care Plan, the following need to be taken into consideration:



Safety and wellbeing
Educational needs





Skills for life
Parenting issues
Family and social connectedness

School and Education
Successful re-integration to school or other learning institutions is an important component of
transfer of care planning for children and adolescent. Clinicians should liaise with appropriate
staff in the relevant educational institution and exchange appropriate information to guide
comprehensive care and re-integration planning, in accordance with requirements of the Health
Records and Information Privacy Act.
The Memorandum of Understanding between the NSW Department of Education and Training
and NSW Health in relation to the School-Link Initiative supports the development and
enhancement of shared care between the two agencies (PD2010_020).

3.1.2 Additional requirements when an adolescent is in an adult inpatient unit
CAMHS staff should facilitate care transitions to and from the adult inpatient unit and contribute to
care planning. Adolescents admitted to an adult mental health inpatient unit will be prioritised for
transfer to a local CAMHS service wherever possible. Adult units must have active liaison with a
CAMHS team. Given the capacity issues within CAMHS, there will need to be agreed
procedures set up at the local level for the management and transition of adolescents from adult
units back to CAMHS developed by the Local Health Districts.
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3.2

Older people

The general principles and practices identified elsewhere in this document must be followed
when planning for the transfer of care for older inpatients. In addition, for older people with
mental illness or severe behavioural disturbance associated with dementia or other organic brain
disorder, particular consideration should be given to:
o The complex interaction of physical health and mental health problems.
o Level of physical impairment, particularly whether this presents a risk to the person’s
safety or ability to remain in the current residence.
o
o

Risk of harm to self or others.
Risk of elder abuse.

o

Impact of severe behavioural or psychiatric disturbance because of dementia on, for
example, the consumer’s accommodation arrangements or community participation.
Requirements for referrals to specialist care and support services such as nursing
homes or Aged Care Assessment Teams.
Role of the Guardian (for older people under guardianship) in transfer of care
planning.

o
o

It is essential to consider undertaking consultation with the LHD’s Specialist Mental Health
Services for Older People (SMHSOP) during the consumer’s admission and in relation to transfer
of care planning for expert advice on the ongoing care and treatment issues for this group of
consumers.
In addition, if the carer of the older person is also aged, consideration should be given to the
carer’s capacity to provide ongoing support.

3.3

Consumers caring for infants, children or adolescents

Prior to transfer of care, information regarding any child or children in the consumer’s care
previously recorded in the Assessment or Care Plan must be reviewed and documented in the
consumer’s medical record. Special attention must be made to risk factors that may impact on the
consumer’s capability to care for their children such as:
o

Changes in accommodation or level of support

o
o

Changes in level of functioning, and
The impact of medications or interventions on cognitive functions.

In planning for transfer of care to the community, consideration should be given to:
o
o
o

Parenting support
The needs of the child or children in the consumer’s care, and
Assisting with referrals to early childhood services or child and family services or GP
in consultation with the consumer, especially if there is an infant or toddler involved.

For further guidance consult the NSW Children of Parents with a Mental Illness (COPMI)
Framework for Mental Health Services 2010 – 2015 (PD2010_037).
If there are continuing concerns about the safety or wellbeing of the child or young person
following the transfer of care:
•

Other services or agencies may need to be involved; planning for this must occur prior to
transfer of care and be included in follow-up arrangements noted in the Transfer of Care Plan.
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•

A report to Community Services must be completed if there is a risk of significant harm (see
section 2.4.2). It is recommended the consumer’s nominated clinician responsible for transfer
of care refers to the Mandatory Reporter Guide.

3.4

Pregnant consumers

Planning for the transfer of care for consumers who are pregnant should include the following:
•

Ensure the consumer is connected with a General Practitioner and with antenatal services.
Assist with booking if required.

•

Due to the high risk of relapse, liaise with appropriate maternity services;(e.g. Safe Start
consultation liaison staff) with the consumer’s consent.

•

If there are concerns that may reasonably be expected to produce a substantial and
demonstrably adverse impact on the child after the child’s birth, consideration should be
given to making a prenatal report to Community Services Helpline (13 36 27). It is
recommended the consumer’s nominated clinician responsible for transfer of care refers to
the Mandatory Reporter Guide (p.7).

For further guidance, consult the SAFE START Strategic Policy (PD2010_016).

3.5

Aboriginal and Torres Strait Islander People

Clinicians should be sensitive to specific historical, cultural, spiritual and social factors of
Aboriginal and Torres Strait Islander people when planning for transfer of care. Many Aboriginal
people have had negative contact with government services which can cause suspicion and
mistrust. This may be acutely important for Aboriginal people with mental health problems and
disorders. The NSW Aboriginal Mental Health and Well Being Policy 2006-2010 (PD 2007_059)
outlines the key principles for mental health service delivery to Aboriginal people.
Health staff should liaise with specialist Aboriginal health representatives in their area (e.g.
Aboriginal Mental Health Workers or Aboriginal Medical Services) to ensure that transfer of care
planning is commenced early and is consistent with the needs of the local Aboriginal community.
Health staff should also:
•

Identify community liaison contact(s) who can engage additional support for the consumer
such as extended family, elders and community members.

•

Ensure actions are taken to resolve precipitating events and other life stressors.

•

Refer the consumer to Aboriginal health or medical services if the consumer so chooses.

•

Establish contact between consumer and Case Worker prior to transfer of care.

•

Obtain funds, where available, to assist with transport and accommodation of family at the
time of transfer of care.

•

Ensure, where possible, that the family is present at the time of transfer of care to accompany
the consumer home.

Risk of suicide is another significant factor. When transferring the care of an Aboriginal person
who is at long-term risk of suicide, the clinician must to take into account the consumer’s:
o Current mental state and wellbeing; and
o The nature and impact of the home/community environment and availability of support.
The consumer may be at a significantly increased level of risk on return to a troubled home or
community environment. For consumers who have been hospitalised for lengthy periods, the
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impact of their return to the community, and their ability to cope, should be assessed sensitively
and risks identified and addressed.

3.6

Consumers from Culturally and Linguistically Diverse
Backgrounds

The transfer of care for consumers from Culturally and Linguistically Diverse Backgrounds
(CALD) requires a culturally sensitive approach as outlined in the Multicultural Mental Health Plan
2008-2012 (PD2008_067). Health professionals should be aware of their own values, attitudes
and beliefs. Staff should approach CALD consumers with sensitivity and respect for the social
context of the consumer’s problems. It is important to understand the personal meaning of the
illness for the consumer, their family and their community. CALD consumers may experience
increased isolation. Therefore, where appropriate, promote or connect the consumer and their
family with the multicultural agencies and support groups in the community (see PD2005_483
Non-English Speaking Backgrounds – Standard Procedures- Improved Access Area/Public
Health Services).
Consider a referral to the Transcultural Mental Health Centre early in the admission, to support
mental health literacy for carers and consumers in their own first language.
The Transfer of Care Plan should take into account the following factors:
o Comprehension and proficiency in English or literacy in another language
o Barriers to accessing health services due to language difficulties and cultural expectations
o

Awareness of available community services

o

Stressors experienced during the process of adapting to mainstream Australian culture

o

Ensure care plans for transfer document the consumer’s first language and any
requirement for a specific language interpreter

o

Access to translated material at appropriate stages.

For further guidance, consult the Culturally & Linguistically Diverse (CALD) Carer Framework:
Strategies to Meet the Needs of Carers (GL2009_018).
CALD consumers and their families should have access to interpreter services to facilitate the
transfer of care process where appropriate. Consent is essential. When booking an interpreter, a
consumer’s name and contact telephone number is required. Three-way telephones or
conference phones should be available for use with telephone interpreters. Health staff should
refer to Interpreters: Standard Procedures for working with Health Care Interpreters PD2006_053
for guidance on use of interpreters.
Where complex or unknown cultural dynamics are involved, for clarification of the diagnosis and
assessment of cultural issues that should be considered in the provision of mental health care,
cultural advice should be sought from the local multicultural staff within the LHD and/or NSW
Transcultural Mental Health Centre.
Where the issues are related to torture and trauma it is advisable to consult with the NSW
Service for the Treatment and Rehabilitation of Torture and Trauma Survivors (STARTTS).
Access to translated material should be available as required.

3.7

Consumers with intellectual disabilities

NSW Health and Ageing Disability and Home Care (ADHC) offer different services to people with
mental illness and intellectual disability. NSW Health provides episodic health care while ADHC
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provides community support programs, and directly operates and funds non-government
organisations to provide accommodation facilities for people with intellectual disability. These
services are not mental health specific.
NSW Health and ADHC have developed to a Memorandum of Understanding (PD2011_001) to
improve access and quality of service delivery for people with intellectual disability and mental
illness. Guidelines to the MOU outline processes and procedures to support clinical practice and
emphasise the collaborative approach that should be taken between the two agencies in the
provision of services to consumers.
In addition to the standard procedures outlined in this document, planning for transfer of care for
consumers with intellectual disability and mental illness are likely to require additional support
from a range of services including mental health. It is important to:
•

Include the key worker from accommodation services, disability service and/or the
consumer’s guardian or advocate in the transfer of care planning process.

•

Transfer of care planning (including contingency and relapse response planning) needs to
consider the specific needs of a consumer with intellectual disabilities, particularly in
circumstances requiring readmission.

•

Identify relapse prevention needs to differentiate between behaviours related to the
intellectual disability and the re-emergence of mental health symptoms.

•

Consider whether joint case management is necessary.

3.8

Consumers with Accommodation Needs

For mental health consumers, secure, stable, affordable housing with access to appropriate
assistance, supports the person’s recovery and is essential in maintaining their mental and
physical health. This policy requires the development of Transfer of Care Plans that address the
housing and accommodation needs of the individual and ensure that connections to support
services are provided, as required. During admission to the inpatient unit, information about the
person’s current living arrangements, supports and risk of homelessness are to be identified.
Assessment of a consumer’s housing and accommodation support needs must be part of
planning for the person’s return to the community. If required, referrals to a service that can assist
with accommodation and accommodation support, should be completed well in advance of the
consumer leaving the inpatient unit.
Mental Health Services must maintain contact details, and be familiar with the referral procedures
of local agencies such as Housing NSW, the Specialist Homeless Services program for people
who are homeless or at risk of homelessness; and Housing and Accommodation Support
Initiative (HASI) which provides accommodation support that is linked to clinical and psychosocial
rehabilitation for people with a range of levels of psychiatric disability. These agencies should be
engaged in the Transfer of Care Planning where relevant.
The development of local protocols will assist in meeting the transfer of care needs of patients
who are homeless.
Mental Health facilities should also refer to the supplementary policy to PD2011_015 Care
Coordination: From Admission to Transfer of Care in the Public Health System. The
supplementary policy sets out issues for consideration in the management of transfer of care for
homeless people in the public health system.
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4.

APPENDICES

Appendix1: Implementation Checklist
Assessed by:

Date of Assessment:

IMPLEMENTATION REQUIREMENTS

Not
commenced

Partial
compliance

Full compliance































1.

Assign responsibility, personnel and
resources to implement the principles and
procedures in mental health service
settings.

2.

Review, LHD and unit mental health
discharge/transfer of care and leave
protocols to ensure they are consistent
with the state-wide Policy’s requirements,
principles and procedures

3.

Ensure local protocols include guidance on
managing a consumer’s transfer of care to
the community outside of usual working
hours, at weekends and during holiday
periods.

Notes:

4.

Develop a ‘transfer of care’ checklist to
ensure that all steps of the procedure are
carried out.

Notes:

5.

Process for educating inpatient clinicians
on the requirements of the Policy Directive
and their responsibilities in relation to its
local implementation

6.

Educate clinical staff in the principles and
practices for Transfer of Care Planning.

7.

Develop and implement a process for
monitoring compliance with the
requirements and procedures for Transfer
of Care Policy Directive that includes
feedback to staff of compliance

8.

Establish a process for annual reporting
through the Chief Executive on
implementation of the Policy Directive’s
requirements.

Notes:

Notes:

Notes:
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Notes:












Notes:

Notes:
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Appendix 2: Disclosure of Information
Consumers should be consulted about who will be provided with their personal information and
the reasons why, according to their age, maturity and safety needs. If the consumer has concerns
about release of information, this should be discussed with them and their primary carer, and
attempts made to resolve the concerns in the context of optimal ongoing care and the obligations
under the Mental Health Act 2007 and NSW privacy legislation
There is a range of people with whom information may need to be shared to ensure a safe and
effective transfer of care. They include:
• Health Providers
Under the Health Records and Information Privacy Act – relevant information may be provided to
other health professionals providing care so long as the disclosure is directly related to the
primary purpose for which the information was collected and the patient must have a reasonable
expectation that their information will be used in such a manner. This expectation is best met by
communicating this with the patient about relevant treatment and service provision. If they have
any concerns about privacy, staff should ensure patients receive a copy of the Privacy Leaflet for
Patients or are directed to it.
• Community Managed Organisations (CMOs)
While information exchange is important in the provision of a continuum of care, the disclosure of
relevant information to recovery support, accommodation and other CMO service providers must
be either for a directly related purpose (depending on the service provision) or occur where the
patient consents to receiving the support service. Either way, the patient must have a reasonable
expectation that their information will be used in such a manner or have consented to the service
provision. This expectation is best met by discussing appropriate service provisions with the
consumer. In appropriate circumstances, where there may be safety concerns for the consumer
and others, relevant risk assessment information may be provided if there is a serious and
imminent of harm or the information is reasonably necessary in order to allow the CMO to provide
the relevant service.
• Families and Carers
While primary carers must be included in the transfer of care planning under the Mental Health
Act 2007, with consent it may be good practice to involve other members of the family or carer
network. A person under 18 may not exclude a parent from being given information about them
(s72(3)).
In circumstances where a consumer is being discharged into the care of their family and/or
carers, family and carers should be provided with relevant information to properly manage the
consumer’s ongoing medical care where there is consent or a reasonable expectation on the
consumer’s part that this will occur. This may include being given a written copy of the Transfer of
Care Plan for transfer so that they can refer to information and care instructions at a later time.
The copy of the plan will provide easy access to critical advice, such as information about the
medication regimen and the management of suicide risk. In some circumstances, the provision of
generic information about general matters relating to mental health care and treatment options to
carers and family may be appropriate.
It is important that any disclosure to family or carers is directly related to the primary purpose for
which the information was collected and the patient must have a reasonable expectation that their
information will be used in such a manner. This expectation is best met by communicating with
the consumer about relevant discharge planning. If they have any concerns about privacy make
sure they have received a copy of the Privacy Leaflet for Patients.
• Role of Appointed Guardian
If a patient has a guardian, the guardian will be the patient’s primary carer and therefore all the
provisions of the Act relating to primary carers will apply.
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If the patient under guardianship lacks capacity, then under the Health Records and Information
Privacy Act, the guardian essentially stands in the shoes of the patient and all information can be
provided to the guardian but only while the patient lacks capacity.
• State and Commonwealth Agencies
Appropriate information must be provided to State and Commonwealth government agencies for
mandatory statutory reporting purposes, such as to report notifiable diseases or where there are
mandatory requirements to do so including child protection concerns.
The law also allows for personal health information to be disclosed to other third parties in certain
circumstances, for example:
o To researchers for public interest research projects as approved by a Human Research
and Ethics Committee
o To law enforcement agencies, such as the Police, in order to provide information relating
to a serious crime, including assault, domestic violence, child abuse
o To comply with a subpoena or search warrant if your personal information is required as
evidence in court.
Please refer to the NSW Privacy Manual for guidance on these requests.
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Appendix 3: Sample Transfer of Care Checklist for return to the
community
TRANSFER / DISCHARGE CHECKLIST
Admission
date:
Discharge
date:

Attach patient identification label or print using
black pen
MRN:
Family
Name
First
Name:
DOB:

Time:

Primary
nurse:
Consultant on
discharge:

Sex:

Registrar
Documentation

Male

Date

Complete

Female
Signature

Transfer/Discharge Summary
Transfer/Discharge Summary faxed to GP &/or
private psychiatrist prior to the consumer’s
discharge
Phone call to community mental health centre to
confirm transfer (write name of person contacted)
Relatives/carers informed of discharge by patient
or staff
Relevant written information provided to private
health professionals and NGO support agencies
offering community care/support
K10/HONOS completed
Transfer of Care Plan documented in medical
record
Medical entry in file including follow up plan
Ward clerk notified of discharge
Consumer’s name remove from white board
Discharge details recorded in
Admission/Discharge Register
Treatment sheet placed in clinical file
Valuables returned to consumer
Medication supply for 5 days given on discharge
Transfer/Discharge Summary given to
consumer/primary carer
Copy of Transfer of Care Plan and associated
information given to patient/carer on discharge
MH-CoPES survey questionnaire given to
consumer
Transport arranged
With credit to the former Sydney South West Area Mental Health Service
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Appendix 4: Sample Transfer of Care Checklist for transfer to other
inpatient services (public mental health unit, private psychiatric hospital, general wards)
TRANSFER / DISCHARGE CHECKLIST

Attach patient identification label or print
using black pen
MRN:

Admission date:
Discharge date:

Time:

Primary nurse:

Family
Name
First Name:
DoB:

Consultant on discharge:
Registrar on discharge:
Action

Date

Sex: M / F
Complete √

Signature

Transfer/Discharge Summary
Documentation provided to admitting service:
• Full information on consumer’s history
• Transfer/Discharge Summary
• Relevant reports, case summaries and materials
requested as per receiving unit’s admission policy
• Recent investigations/tests and reports
• Updated risk assessment and management plan
• Updated care plan
• Medication details
Phone call to other inpatient service to confirm transfer (write
name of person contacted)
Staff have informed:
• Primary carer/relatives
• GP
• other agencies involved
K10/HONOS completed
Transfer of Care Plan documented in medical record
Medical entry in file including follow up plan
Ward clerk notified of discharge
Consumer’s name removed from white board
Discharge details recorded in Admission/
Discharge Register
Treatment sheet placed in clinical file
Valuables transported with consumer
Copy of Transfer of Care Plan and associated information
provided to admitting service on discharge
MH-CoPES survey questionnaire given to consumer
Transport arranged
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Appendix 5: Self Assessment Tool for Monitoring Transfer of Care
The following indicators are provided to assist services in the internal quality monitoring of practices, and were adapted
from the Chief Psychiatrist’s Guideline: Discharge Planning for Adult Community Mental Health Services (Victorian
Government 2002). The indicators focus on requirements for transfer of care when the consumer is returning to the
community following an episode of inpatient care.

INDICATOR

Yes/No

The service has documented policies and procedures for transfer of care to guide
staff in day to day practice.
The clinical record shows evidence that planning for transfer of care commenced on
the person’s admission to the inpatient unit.
There is evidence that the Transfer of Care Plan was developed in collaboration with
the consumer, and where relevant, primary carer, other carers, external clinicians
and support agencies.
There is evidence that the Transfer of Care Plan takes into account ongoing physical
health needs.
There is evidence that the Transfer of Care Plan takes into account the need for
support services (e.g. support with accommodation, daily living skills; parenting;
education or employment; to reduce social isolation)
The clinical record reflects that a comprehensive clinical review and consultation with
the consumer (and carers unless otherwise indicated) was undertaken prior to
transfer of care.
There is evidence that the decision to transfer care was reviewed by the consultant
psychiatrist 24-48 hours prior to the physical movement of the consumer and that the
decision was supported by a comprehensive risk assessment.
The service ensures that plans for transfer of care have been communicated to and
agreed by the:
- receiving service
- consumer and
- primary carer /guardian
In advance of the physical movement of the consumer.
Necessary follow up has been undertaken within a reasonable time for the
consumer’s condition.
Mental Health Clinical Documentation Transfer/Discharge Summary was completed
and placed on the file and copies forwarded to relevant parties within 12 hours.
The consumer, carers (unless otherwise indicated) and any relevant service provider
was
- advised on how to re-access the service if necessary in the future, and
- Provided with emergency contact numbers in writing and in an appropriate
community language.
The inpatient unit provides written information to consumers, carers and relevant
service providers involved in ongoing care, on
- strategies to prevent relapse,
- identification and management of early warning signs and
- when and how to contact the mental health service
A process exists to promote re-engagement with consumers who are unable to
maintain follow-up arrangements.
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Appendix 6: Notification to NSW Police and Firearms Registry Form
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Appendix 7: Legislation and Policy Context Details
ACTS
Mental Health Act 2007 (makes direct reference to discharge and other planning)
Children and Young Persons (Care and Protection) Act 1998 (revised 2010)
Guardianship Act 1987
Disability Services Act 1993
Health Records and Information Privacy Act 2002

POLICY
Care Coordination from Admission to Transfer of Care in NSW Public Hospitals
www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html See also the Reference Manual and
Staff Booklet, and the supplementary guideline to PD2011_015 concerning the management of
transfer of care for homeless people in the public health system
Chief Psychiatrist’s Guideline: Discharge Planning for Adult Community Mental Health Services
(Victorian Government 2002)
http://www.health.vic.gov.au/mentalhealth/cpg/discharge_planning.pdf
Child Protection Mandatory Reporter Guide (MRG)
http://sdm.community.nsw.gov.au/mrg/app/summary.page
Clinical Handover–Standard Key Principles
http://www.health.nsw.gov.au/policies/pd/2009/pdf/PD2009_060.pdf
Culturally & Linguistically Diverse (CALD) Carer Framework: Strategies to Meet the Needs of
Carers http://www.health.nsw.gov.au/policies/gl/2009/GL2009_018.html
Information Bulletin – KEEP THEM SAFE – Making a Child Protection Report (IB2010_005)
www.health.nsw.gov.au/policies/ib/2010/IB2010_005.html
Memorandum of Understanding between the NSW Department of Education and Training and
NSW Health in relation to the School-Link Initiative
http://www.health.nsw.gov.au/resources/mhdao/pdf/SLMoUIntranetInternetrequestTABB.PDF
Mental Health Clinical Documentation Modules
http://internal.health.nsw.gov.au/policy/cmh/mhoat/protocols.html
Mental Health Emergency Response 2007: Memorandum of Understanding between NSW
Health, Ambulance Service of NSW and NSW Police Force
http://www.health.nsw.gov.au/pubs/2007/mou_mentalhealth.html
Multicultural Mental Health Plan 2008-2012
http://www.health.nsw.gov.au/policies/pd/2008/PD2008_067.html
Non-English Speaking Backgrounds – Standard Procedures- Improved Access
Area/Public Health Services http://www.health.nsw.gov.au/policies/pd/2005/PD2005_483.html
NSW Aboriginal Mental Health and Well Being Policy 2006-2010
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_059.html
NSW Children of Parents with a Mental Illness (COPMI) Framework for Mental Health Services
2010 – 2015 www.health.nsw.gov.au/policies/pd/2010/PD2010_037.html
Privacy Manual – NSW Health
http://www.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_593.pdf
Provision of Services to People with an Intellectual Disability & Mental Illness - MOU & Guidelines
www.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_001.pdf
SAFE START Strategic Policy http://www.health.nsw.gov.au/policies/pd/2010/PD2010_016.html
Suicide Risk Assessment and Management Protocols for Mental Health Inpatient Units.
http://www.health.nsw.gov.au/pubs/2004/inpatient_unit.html
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PLANS
NSW State Plan 202 identifies improving mental health outcomes as a priority with the following
targets:
•
•

Reduce re–admissions within 28 days to any facility
Increase the rate of community follow–up within 7 days from a NSW public mental health unit

Caring Together: The Health Action Plan (2009) for NSW response to the recommendations
made by Commissioner Garling following his Inquiry into Acute Care Services in NSW public
hospitals. Specific recommendations relating to transfer of care include:
•
•
•
•

58 – refers to compliance with the NSW Health Policy on the mandatory provision of transfer of care
summaries to a general practitioner
61 – refers to clinically appropriate information to be provided to the patient or their carer on transfer of
care
97 – refers to Estimated Date of Discharge (EDD) allocated at the earliest possible opportunity and in a
way that is consistent with good patient care
105 – refers to availability of community health services to facilitate transfer of care and improve the
efficiency of the acute care system.

NSW Homelessness Action Plan 2009-2014 adopts a policy of ‘no exits into homelessness’ for
people being discharged from health facilities. This policy requires the development of transfer
plans that address the housing and accommodation needs of the individual and ensure that
connections to support services are provided, when required. Types of homelessness identified:
•
•

•

Primary homelessness: when a person lives on the street, sleeps in parks, squats in derelict buildings,
or uses cars or railway carriages for temporary shelter.
Secondary homelessness: describes people who move frequently from one form of temporary shelter
to another. Secondary homelessness applies to people using emergency accommodation, youth
refuges or women’s refuges, people residing temporarily with relatives or with friends (because they
have no accommodation of their own), and people using boarding houses on an occasional or
intermittent basis (up to 12 weeks).
Tertiary homelessness: describes people living in premises where they don’t have the security of a
lease guaranteeing accommodation, or access to basic private facilities (such as a private bathroom,
kitchen or living space). It can include people living in boarding houses on a medium to long-term basis
(more than 13 weeks) or in caravan parks.
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