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Motivation for change

The previous mental health legislation was enacted
in 1971

e There was a need to focus on the rights of people
who are involuntarily detained under the Act

e To revise the eligibility criteria that are used to
determine what situations / individuals benefit from
the authority of the Act

e Amendments to the Act came into force on June 5,
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Implementation

Mental Health Care and Treatment Act was passed
by House of Assembly, December 11, 2006

e The Act came into effect on Oct. 1, 2007

e The section related to Community Treatment Orders
came into effect on January 1, 2008

e Amendments to the Act came into force on June 5,

2014
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Purpose of the Act (s. 3)

1. To provide treatment & protection for persons suffering from a
severe mental disorder to the degree that:

- They are at risk of harming themselves / others; or,

- They are likely to experience substantial mental or
physical deterioration without treatment.

2. To provide for apprehension, treatment etc in least restrictive
manner to achieve purposes above

3. To provide for the rights of persons who come under the act
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Key Points

Eligibility criteria and process for involuntary admission
2. “Facilities” and “psychiatric units”

3. Provision of a range of patient / individual rights & protections
but substitute decision-making not available

4. Expanded roles for nurses, nurse practitioners & peace
officers

Treatment

Mandatory review of the Act within 5 years

Provision of Community Treatment Orders

Changes to the role and operation of MHCTA Review Board
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1) Certification Eligibility Criteria (s. 17)

The individual is suffering from a mental disorder s. 2(k),
and

e Is likely to cause harm to self or others, or is likely to
suffer substantial mental or physical deterioration
without treatment, and

e Is unable to fully appreciate the nature & consequences
of the disorder & make an informed decision on treatment
& care, and

e Needs treatment which is only available in a psychiatric

unit.
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DEFINITION OF MENTAL DISORDER, s.(2)(k)

e “mental disorder” means a disorder of
thought, mood, perception, orientation or
memory that impairs

e (i) judgement or behaviour; (i) the capacity
to recognize reality, or (i) the ablility to meet
the ordinary demands of life,

e and In respect of which psychiatric treatment

IS advisable”
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2) Facilities and Psychiatric Units

Facility — a place where a psychiatric
assessment may be conducted and includes a
physician’s office (ie St. Anthony, Labrador City,
Goose Bay)

Psychiatric Unit — a hospital or part of a hospital
that has been designated by the minister for the
observation, assessment, detention, custody,
restraint, treatment, care and supervision of a
person with a mental disorder
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3) Rights based approach

e The Act addresses an individual’'s procedural right to (s. 11)
-~ Know where & why he / she is being detained
— Be given a copy of certificate, order, or other authorization
— Access a telephone & visitors
— Send & receive correspondence
— Retain & instruct counsel
— Access their representative and rights advisor

— Have input (& representative input) into treatment decisions
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The Rights of ant
Involuntary Patierntt

An involuntary patient is a person who has received a
psychiatric assessment, has been certified according to
the Mernta/ Healthr Care and Treatrment Act, and has been
admitted to a psychiatric unit as an involuntary patient.

As an involuntary patient, an individual’s rights include:

Meeting and speaking with a lawyer in private at any
time either in person or by other means;

Having reasonable access to a telephone to make or
receive calls;

Having visitors during regular visiting hours;

Meeting in person or by telephone with a rights advisor
who will explain the individual’s rights under the Act;
Meeting and speaking with a patient representative;
Being able to write and send letters, and have
reasonable access to mail sent to the individual;

Being told why a certificate of involuntary admission
has been issued or renewed;

Receiving a copy of the certificate of involuntary
admission or certificate of renewal;

Applying to the Mental Health Care and Treatment
Review Board for a review of a certificate of involuntary
admission or renewal;

Receiving information describing the review process
including the Review Board’s function, its address, and
an individual’'s and patient representative’s right to act
on the individual’s behalf in the review process; and,

Having an interpreter if needed.
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Rights Advisors (s. 13, 14,15)

Appointed by Minister (not patient). Accessed through the
following telephone #: 1-888-546-1222

e Responsible for meeting with people involuntarily hospitalized
or placed on a CTO, and their patient representatives

e Must meet with the individual and his/her representative within
24 hours of the person becoming certified, and follow up with
them within 10 days after the first meeting.

e Responsible for providing information and advice about an
individual’s status as an involuntary patient, and his/her rights

set out in the Act.
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Patient Representative (s. 2(1)(t))

...a person, other than a rights advisor, who is 19 or
more and is “mentally competent”, who has been
designated by the patient, and who has agreed to
act on behalf of, a person and may include the next
of kin, legal counsel or guardian.

If no one Is designated the representative shall be
the next of kin (s. 2(m)) unless patient objects. The
patient can refuse to have a representative
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4) Physician/ Nurse Practitioners

e Can sign the first certificate (s. 18)

e Provides patient with rights including copy of
first certificate AND copy to representative (s.
11)

e May order transport, treatment, medication
or other intervention as appropriate (s. 18)

e Arranges for second certificate examination
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Peace Officer (RNC/RCMP)

e Can apprehend individual (s. 20) —on
"reasonable grounds”

e Must advise individual detained or
apprehended under the Act of their rights
(Section 10)

e Stay till told by the person conducting the
psychiatric assessment that custody Is no

longer required (s. 21(4)) —
l@\ Care & Treatment Act
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Mental Health Care and Treatment Act Template
[RepartEscort Form)
RHC Filed:

EscortiPatisntDetainen

[e1:
DO Sex: (] Mabs [ Fomals
EVPE Cortacied: []ves [ Mo | CYFS
Parsntiuardian: =
| Addrwas
Type of Dispetch Catl:
Location Eszonted From

Lonstion Musared To:

Rvwnonis) For Dusention:

e Brofesiona Agency
o | {if Yeu) Lim

| Disorpganized Thinking
| Abrarmat Spescn

[ [ e—.

| Drag Typs. [ICosaine [ Mwinsna [ ] Omer

P —

resleaiC haryed
Commants

Completad By,
Rocaived By:

il M)

Wt Cigy T e Fosmered T [sbih €ider Cosd Vs npy T Mo Asvmchond Vo Bu®

MENTAL HEALTH
Care & Treatment Act




5) Treatment and Timelines

e First Certificate

e Second Certificate
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First certificate consequences (s. 18)

Person can be apprehended and conveyed without consent to
a facility, preferably a psychiatric unit, for the second
iInvoluntary psychiatric assessment by a psychiatrist.

e Person can be observed, detained and controlled during his or
her apprehension and conveyance

e Person who signed first certificate can authorize treatment

Person can be detained, restrained, treated and observed
without his or her consent for a period of up to 72 hours from
the time of arrival in the facility or psychiatric unit .

e Conveyance should happen as soon possible but the first
certificate is valid for 7 days (e.g. weather)
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Second Certificate (s.22)

- The psychiatrist signing has personally conducted
a psychiatric assessment within past 72 hours (48
hours by policy).

« Time and date of assessment

It is recommended where appropriate that the
second certificate be conducted by a psychiatrist at
a psychiatric unit (s. 23)
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6) Mandatory Review of the Act

e Your observations of how this process
unfolds are important. The Act will be
reviewed every five years. It is important to
recognize what is working well and what
needs to be improved.
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7) Community Treatment Orders

Provides a treatment option for a difficult-to-serve
group in the NL system

e Involves mandated treatment and care in the
community under the supervision of the treating
psychiatrist and usually an assertive case
management team

e Required: 3 involuntary admissions in last 2 years;
meets certification criteria, services available,
capable of complying, community treatment plan

e 6 months, renewable; return tﬂ’ MENTAL HEALTH
hospital if not complying. Care & Treatment Act




Certification process (s. 16-25)

Requires separate assessments, by two clinicians, verifying
that the individual meets the criteria for involuntary admission.
(First and second certificates)

Physicians and nurse practitioners may sign the first certificate.
Psychiatrist completes second certificate

Police apprehend (s.20)-take to first certificate clinician

Judge (s.19) can order person to be examined by first
certificate clinician

Inform the individual and his/her patient representative why the
person has been certified and provide both with a copy of the

certificate ID’ l MENTAL HEALTH
Notify rights advisor Care & Treatment Act




CERTIFICATION
PROCESS

Inform patient of rights
Determine who Patient Representative is.

Inform Patient Representative of detention/admission
Provide patient with Rights Card

Complete Psychiatric assessment & write notes on page 2 of
Certificate of Involuntary Admission

Ensure Certificate of Involuntary Admission is completed correctly

Complete required parts of Involuntary Certification / Communication
Checklist

Ensure documents accompany patient upon transfer to another facility:
Copy of Certificate of Involuntary Admission

Checklist

Police written Statement form (if RCMP are involved)
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~ Inform patient of rights

v Determine who Patient Representative is

~ Inform Patient Representative of detention/admission

v Provide patient with Rights Card

~ Complete Psychiatric assessment & write notes on page 2 of
Certificate of Involuntary Admission

v Ensure Certificate of Involuntary Admission is completed correctly

v Complete required parts of Involuntary Certification /Y Communication
Checklist

~ 1I’Ens:_Jr-t:_t documents accompany patient upon transfer to another

acility:

~ Copy of Certificate of Involuntary Admission
»~ Communication Checklist
= Police written Statement form (if RCMP/RNC are involved)

Reminder! Summary of Documentation Required:

5 copies of Certificate of Involuntary Admission
One each for: patient, patient represenranve, medical chart, the administraror and rhe
original fo accompany patient fo a Psychiafiric Unirt

Y

> 4 Copies of Police Written Statement Form
One each for: patient, patient representrative, medical charr and the original to accompany
patient fo a Psychiatrvic Unirt

> 3 copies of Communication Checklist
One each _for: medical chart, the administrator and the original to accompany patient to
Psychianic Unirt

Copies of Certifications to be sent to the Administrator:
Sandy Penney
Regional Director, Mental Health & Addictions
Labrador West Health Centre
1700 Nichols-Adam Highway
Labrador Gity, NL A2V 0B2
Tel. (709)285-8221 Fax (709)944-9194

e-mail: sandy penneysighaalth ca




Reminder!
Summary of Documentation Required

» 5 copiesof Certificate of Involuntary Admission
One each for: patient, patient representative, medical chart, the administrator and the
original to accompany patient to a Psychiatric Unit

» 4 Copiesof Police Written Satement Form
One each for: patient, patient representative, medical chart and the original to accompany
patient to a Psychiatric Unit

» 3 copiesof Communication Checklist
One each for: medical chart, the administrator and the original to accompany patient to

Psychiatric Unit
MENTAL HEALTH
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Required Forms

e Certificate of Involuntary Admission

e Involuntary Certification / Communication
Checklist

MENTAL HEALTH
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A )
| MENTAL HEALTH Newfoundiend
\@. Care & Trearment Act Labrador

Department of Health & Community Services
Mental Health Care and Treamment Act
Section 17(1)

PLEASE PRINT LEGIBLY

COPY: Original LIPatient _IPatient Representative | Administrator

First Certificate of Involuntary Admission

I, the undersigned physician/nurse practitioner , hereby certify that
(please print name)
at ,at time, on the day of
(pleaze print addrez:) (ampm)
month and year, I personally conducted a psychiatric assessment of:
Name of person:
Address:
MCP Number:
(af applicable)

[ hereby certify that I have made careful inquiry into all the facts necessary for me to form an
opinion as to the nature of the named person’s mental condition. As a result of this assessment, I
am of the opinion that (1) has a mental disorder’

(please print perzon 'z name)
and (2) as a result of that mental disorder:

(A) Is likely to cause harm to himself or herself or to others or to suffer substantial mental
or physical deterioration or serious physical impairment if he or she 15 not admitted to
and detained in a psychiatric unit as an involuntary patient;

(B) Isunable to fully appreciate the nature and consequences of the mental disorder or to
make an informed decision regarding his'her need for treatment or care and
supervision; and,

(C) Isin need of treatment or care and supervision that can be provided onlyin a
psychiatric unit and is not suitable for admission as a voluntary patient.

My opinion is based on-*

! "mantal disorder” means a disorder of thought, mood, perception, orientation or memory that impairs (i) judgment
or behaviour, (ii) the capacity to recognize reality, or (iii) the abiliry to meet the ordinary demands of life, and in
respect of which psychiatric treatment is advisable (MHCTA, 2006, 5. 2 (1) (k).

* The facts observed by the physician/murse practitioner must be distinguished from those that have been
communicated by another person. Addinonal informanon may be amached (MHCTA, 2006, 5. 17 (1) ().

Policy £1.30.10 Pagelof 3 MHCTA-01



Signature of Physician/Nurse Practitioner Time Date

Second Certificate of Involuntary Admission
Date Time of Arrival at the Second Facility:

L, the undersigned psychiatrist® , hereby certify that
(pleaze primt name)
at , at fime_ on the day of
(pleaze print addrezs) (am/pm)
month and year, I personally conducted a psychiamc assessment of:
Name of person:
Address:
MCP Number:
(if applicable)

I hereby certify that | have made careful inquiry into all the facts necessary for me to form an
opinion as to the nature of the named person’s mental condition. As a result of this assessment. I

am of the opinion that (1)
(pleaze prini person’s name)

has a mental disorder’ and (2) as a result of that

mental disorder:

' The Act permits a physician to sign the second certificate where a psychiamist is not readily available (MHCTA,
2006 Sec. 17 ) b).

Policy #1.30.10 Page 2 of 3 MHCTA-01



(A) Is hikely to cause harm to himself or
herself or to others or to suffer
substantial mental or physical
detenoration or serious physical
impairment if he or she is not admitted
to and detained in a psychiatric unit as
an involuntary patient;

(B) Is unable to fully appreciate the nature
and consequences of the mental disorder
or to make an informed decision
regarding his’/her need for treatment or
care and supervision; and,

(C) Isnneed of treamment and supervision that can be provided only in a psychiatric unit
and is not switable for admussion as a voluntary patient.

The following facts’ and reasons for my opinion above are as follows:

Signature of Physician Time Date

Regional bealth suthorities acknowledge and respect the privacy of individuals This personal information is being
collected under the Amhonty of Sections 32 and 33 of the Perzonal Health Information Act, and will be used for
plan of care. Please direct any questions about this collection to the Privacy Officer within your region.

* “mental disorder” means a disorder of thought, mood, perception, orientation or memory that impairs (1) judgment
or behaviour, (ii) the capacity to recognize reality, or (iif) the ability to meet the ordinary demands of life, and in
respect of which psychiatmic treatment is advisable (MHCTA, 2006, s. 2 (1) (k).

* The facts observed by the physician must be distinguished from those that have been communicated by another
person. Additional information may be artached MHCTA, 2006, 5. 17 (1) (c)).
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PLEASE INITIAL IN SPACES PROVIDED AND

SIGN ATTACHED SIGNATURE KEY

Involuntary Certification / Communications Checklist

Copy: Ongmal
Person Arrived at Facility: Date: Time: Facility:

mm /dd ! yy)

Interpreter Required: (] Yes [ No

Date/time on certificate: Date: Time:
(mm /dd /yy)

Copy provided to: Patient: Patient Representative: Adnunistrator:

Original certification paper on health record: [ Yes [0 No (If no, explain below)

Communication Accountabilities (Patient)

Person has been verbally advised (Sections 11(1){a), 12(4$)(c), 14(1)(2)):
____ Where s(he) has been detained

______ Purpose of detention

__ Rught to retain / mstruct counsel without delay

____ Rught to meet with rights advisor

All reasonable efforts have been made to determine whether the person has a patient representative
(Section 11(2))
If a person refuses to identify a patient representative, next of kin is offered:

Paolicy #1.30.130 Page 1 of 14 MHCTA-12

Initial in spaces provided and sign the attached signature key.



Name of patient representative: Telephone:

Other relevant contact infonmation:

Person has been given (Sections 11(1)(b) & 12(4)(b)(d)): Patient refused:
Copy of certificate of detention. order or authonzation -

__ Information pamphlets

__ Rights as an involuntary patient

___ Mental Health Care and Treatment Review Board

_ Patient representative & rights advisor

__ What you should know

Copy of certification papers placed on healthrecord: __

Communication Accountabilities (Patient Representative)

Partient representative advised (Sections 11(2)(a). 12(7), & 35(3)):
__ Detention of person for the purpose of an involuntary psvchiatric assessment
___ Person’s right to detain / instruct counsel without delay
Person's admission / detention as an involuntary patient and reason
__ Person’s night to apply to the Review Board
__ Rught of the patient representative to meet with rights advisor
__ Right to copies of all notices and other information given to the person

Right to consult with the person’s psychiatrist and represent views on diagnostic procedures,
treatment, or altemnatives

Transfer of person to other facility

Policy #1.30.130 Page 2 of 14 MHCTA-12
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Mental Health Care and Treatment Review Board (Section 70)

Completed Review Board application faxed to 720-4420 (Section 66):

Copy provided to: Patient: Patient Representative: Administrator:

Notification of Review Board hearing received:

Date of hearing:

(mm / dd / yy)

Copy of hearing norification provided to:

Patient: Patient Representative: Administrator: Social Worker:

Notification to Review Board Chair (fax 729-4429) when person is either:
Decertified:  orapplication withdrawn:

Notification to rights advisor if:

Application withdrawn:

If a certificate has been overturned:

_ Adwvised of night to leave hospital

Returned to place of origin or other:
Agreeable to stay: voluntary consent for treatment / admission signed

Policy #1.30.130 Page 3 of 14 MHCTA-12
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Dare/time on certificate:  Date: Time:
fmm / dd / y3)

Copy provided to: Patient: Patient Representative: Administrator:

Original certification paper on health record: O Yes [ No (If no, explain below)

Notification of rights advisor (1-888-546-1222): Date: Time:
fmm / dd /33

Communication Accountabilities (Patient)

Person has been verbally advised (Sections 11(1)(a), 12(4)(c), 14(1)(2)):
__ Rught to detain / mnstruct counsel without delay

____Reason for admission / detention as an involuntary patient

__ Right to apply to the Review Board

__ Right of the patient representative to meet with rights advisor

__ Rught to copies of all notices and other information given to the person

Right to consult with their psychiatrist and represent views on diagnostic procedures, treatment or
alternatives

All reasonable efforts have been made to determine whether the person has a patient representative
(Section 11(2))

If a person refuses to identify a patient representative, next of kin is offered:

Name of patient representative: Telephone:
Other relevant contact information:

Person has been given (Sections 11(1)(b) & 12(4)(b)(d)): Partient refused:
Copy of certificate of detention, order or authorization
Copy of certification papers placed on Health Record

Policy #1.30.130 Page 4 of 14 MHCTA-12
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Communication Accountabilities (Patient Representative)

Patient representative advised (Sections 11(2)(a), 12(7), & 35(3)):

__ Person’s right to detain / instruct counsel without delay

__ Person’s adnussion / detention as an involuntary patient and reason
__ Person’s night to apply to the Review Board

__ Rught of the patient representative to meet with nghts adwvisor

__ Rughtto copies of all notices and other information given to the person

Right to consult with the person’s psychiatrist and represent views on diagnostic procedures,
treatment, or altematives

Mental Health Care and Treatment Review Board (Section 70)

Completed Review Board application faxed to 720-4429 (Section 66):

Copy provided to: Patient: Patient Representative: Administrator:
Notification of Review Board hearing received:
Date of hearing:

fmm / dd / ¥y}

Copy of hearing notification provided to:

Patient: Patient Representative: Adnunistrator: Social Worker:
Notification to Review Board Chair (fax 729-4429) when person is either:
De-certified: or application withdrawn:

Notification to rights advisor if:
Application withdrawn:

If a certificate has been overturned:
_ Advised of right to leave hospital
Retumed to place of origin: or other:
__ Agreeable to stay: voluntary consent for treatment / admission signed

Policy #1.30.130 Page Sof 14 MHCTA-12
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First Renewal

Renewal due date:
(mm / dd / yy)
Psychiatrist notified psychiatric assessment 1s required within 72 hours:
Date/time of renewal:  Date: Time:
(mm /dd / yy)
t W av t

Copy provided to:
Patient: Patient Representative: Administrator:
Original certification paper on health record: DT Yes O No

Original renewal papers on health record: OYes ONo
Patient refused copy of renewal papers: Copy placed on health record:
Notification of rights advisor:  Date: Time:
{mm / dd /yv)
Second Renewal
[ Renewal due date:
fmm / dd / ¥y}
Psychiatrist notified psychiatric assessment is required within 72 hours:
Date/time of renewal: Date: Time:
(mm / dd / yy)

Second renewal expires 60 davs after signing of the second renewal

Copy provided to:
Patient: Patient Representative: Adnunistrator:

Original certification paper on health record: O Yes O No

Original renewal papers on health record: OYes ONo
Patient refused copy of renewal papers: Copy placed on health record:
Notification of rights advisor:  Date: Time:
(mm /dd /33)
Policy #1.30.130 Page 6 of 14 MHCTA-12
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Automatic Review by Mental Health Care and Treatment Review Board
(Section 33(1))

Completed Review Board application faxed to 729-4420:

Copy provided to: Patient: __ Patient Representative: _ Admunistrator:
Notification to rights advisor: ___

Notification of Review Board hearing received:

Date of hearing:

(mm / dd / yy)

Copy of norificarion of hearing provided to:

Patient: Patient Representative: Administrator: Social Worker:
Notification to Review Board Chair (fax 729-4420) when person is either:
De-certified: or application withdrawn:

Notification to nights advisor if application withdrawn:

Third Renewal
Renewal due date:
fmm /dd / yv)
Psychiatrist notified that psychiatric assessment required within 72 hours:
Date / time of renewal: Date: Time:
fmm /dd / 3y)

Third renewal expires 90 days after signing of the third renewal
Copy provided to: Patient: Patient Representative: Adnunistrator:

Original certification paper on health record: OYes ONo

Original renewal papers on health record: OYes ONo
Patient refused copy of renewal papers: Copy placed on health record:

Norification to rights advisor: Date: Time:
fmm /dd /yy)

Policy #1.30.130 Page 7of 14 MHCTA-12
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Fourth Renewal

Renewal due date:

(mm /dd /yy)
Psychiatrist notified that psychiatric assessment required within 72 hours:
Date / time of renewal: Date: Time:

(mm / dd / yy)

Fourth renewal expires 90 davs after signing of the fourth renewal
Copy provided to: Patient: Patient Representative: Adnunistrator:

Original certification paper on health record: O Yes ONo

Original renewal papers on health record: OYes ONo
Patient refused copy of renewal papers: Copy placed on health record:
Notification to rights advisor: Date: Time:

(mm / dd /¥y

Automatic Review by Mental Health Care and Treatment Review Board
(Section 33(1))

Completed Review Board application faxed to 720-4420:

Copy provided to: Patient: _ Patient Representative: _ Administrator:
Notification to nights advisor:

Notification of Review Board hearing received: ___

Date of hearing:

mm / dd / y3)

Copy of notification of hearing provided to:

Patient: Patient Representative: Administrator: Social Worker:
Notification to Review Board Chair (fax 729-4429) when person is either:
De-certified: or application withdrawn:

Notification to nghts advisor if application withdrawn:

Policy #1.30.130 Page 8 of 14 MHCTA-12
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Fifth Renewal

Renewal due date:

fmm /dd / yy)
Psychiatrist notified that psychiatnc assessment required within 72 hours:
Date / time of renewal: Date: Time:

(mm / dd / 3y}

Fifth renewal expires 90 davs after signing of the fifth renewal

Copy provided to: Patient: Patient Representative: Administrator:

Original certification paper on health record: OYes ONo

Original renewal papers on health record: OYes ONo
Patient refused copy of renewal papers: Copy placed on health record:

Notification to rights advisor: Date: Time:
fmm /dd /)

Sixth Renewal

Renewal due date:

(mm / dd 7 y3)
Psychiatrist notified that psychiatric assessment required within 72 hours:
Date / time of renewal: Date: Time:

Copy provided to: Patient: Patient Representative: Administrator:

Original certification paper on health record: OYes ONo

Original renewal papers on health record: OYes ONo
Patient refused copy of renewal papers: Copy placed on health record:

Notification to rights advisor: Date: Time:
fmm /dd /)

Policy #1.30.130 Page 0 of 14 MHCTA-12
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Automatic Review by Mental Health Care and Treatment Review Board
(Section 33(1))

Completed Review Board application faxed to 720-4420:

Copy provided ro: Patient: ______ Patient Representative: ___ Admunistrator: ______
Notification to rights advisor:

Notification of Review Board hearing received:

Date of hearing:

(mm /dd /yy)
Copy of notification of hearing provided to:

Patient: Patient Representative: Administrator: Social Worker:
Notification to Review Board Chair (fax 729-4429) when person is either:
De-certified: or application withdrawn:

Notification to nights advisor if application withdrawn:

Decertification: Date: Time:
fmm /dd / yy)
Notification to:
Patient: Patient Representative: Rights Advisor: Review Board Chair:

Admission to hospital consent signed: O Yes O No
Patient discharged:

Hospital arrangements made for return of the person: O Yes [ONo
If yes. location:

Note:
Ensure there are no pre-existing orders, such as Criminal Code Detention, which would
Continue after the person’s status is voluntary.

Policy #1.30.130 Page 10 of 14 MHCTA-12
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Patient Elopement

Completion of MHCTA Form #06 — Order for Apprehension and Convevance of an Involuntary
Patient Due to Unauthorized Leave

Date: Time:
fmm /dd /yy)
Notification to: Patient Representative: Administrator: Police:

Failure to Comply With CTO (Sections 51(2)(b&c) & 51(3)(ach)

Completion of MICHTA Form #08 — Order for Apprehension, Convevance, and Examination of a
Person Who Failed to Comply to Community Treatment Order
Date: Time:
fmm /dd / yy)
Notification to: Patient Representative: Administrator: Police:

Facility to Psychiatric Unit (Sections 75(1&3) & 77)

Date: Time:
fmm /dd / yv)

Original Authorization to Transfer to Another Psychiatric Unit form on health record: T Yes T No
Notification to: Patient: Patient Representative: Rights Advisor:
Copy provided to: Patient: Patient Representative: Adnmunistrator:

Communication accountabilities to patient and patient representative completed as noted under
First Certificate:

OYes 0DONo
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Initial in spaces provided and sign the attached signature key.




Psychiatric Unit to Psychiatric Unit (Sections 75(1&3) & 77)

Date: Time:

(mm /dd /yy)

Original Authorization to Transfer to Another Psychiatric Unit form on health record:Z Yes T No
Notification to: Patient: Patient Representative: Rights Advisor:
Copy provided to: Patient: Patient Representative: Administrator:

Communication accountabilities to patient and patient representative completed as noted under
First Certificate:

O Yes O No

Temporary Removal or Transfer to Another Facility (Sections 76(1&2) & 77)

Date: Time:

(mm /dd / y3)

Original Authorization to Transfer to Another Psychiatric Unit form on health record: T Yes T No
Notification to: Patient: Patient Representative: Rights Adwvisor:
Copy provided to: Patient: Patient Representative: Adnunistrator:

Communication accountabilities to patient and patient representative completed as noted under
First Certificate:

O Yes O No

To Another Jurisdiction — Out of Province (Sections 81(1)(a) & 77)

Date: Time:

fmm /dd / yy)

Original Authorization to Transfer to Another Jurisdiction form on health record: O Yes O No

Notification to: Patent: Patient Representative: Rughts Advisor:
Copy provided to: Patient: Patient Representative: Adnunistrator:
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Initial in spaces provided and sign the attached signature key.



From Another Jurisdiction — Into Province (Sections 81(3)(a, b) & 77)

Date: Time:

(mm /dd /y3)

Original Authorization to Transfer into the Province form on health record: O Yes O No

Notification to: Patient: Patient Representative: Rights Adwisor:
Copy provided to: Patent: Patient Representative: Adnunistrator;
Note:

Upon arrival into the province, the patient will be detained and assessed in a psychiatric unit for an
involuntary psychiatric assessment not to exceed 72 hours. Two psychiatric assessments are
required to determine certification.
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Initial in spaces provided and sign the attached signature key.



Name

Location

Phone Number
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Documentation

MENTAL HEALTH
,” Care & Treatment Act




MHCTA Branding

Any information related to the Act and its
Implementation at the regional level will be
identified by this wordmark.

e This wordmark, along with using the blue and
green colours for covers and binders etc, will
help identify the forms and materials you will use
In your daily work.

e The leaf represents a new beginning for mental

health services.
MENTAL HEALTH
,ﬂ Care & Treatment Act




The Act

e Paper copy given to all staff
e Electronic copy available on-line

MENTAL HEALTH
,ﬂ Care & Treatment Act




The Policy Manual

e Paper copy available in all regions
e Electronic copy available
e Covers policy and practice

e Includes the required forms for procedures
(certification, transport etc)

MENTAL HEALTH
,ﬂ Care & Treatment Act




Information Cards & Sighage

e Rights cards for patient/patient
representative

e Large print poster for psychiatric unit and
public areas

MENTAL HEALTH
,a Care & Treatment Act




Fact Sheets

e Mental Health Care and Treatment Act
e MHCT Review Board

e Patient Representatives and Rights Advisors
e Community Treatment Orders

MENTAL HEALTH
,a Care & Treatment Act




e Avalilable electronica
website and RHA we

ly through government
nsites

e Common “look” to aid

guick recognition

MENTAL HEALTH
,a Care & Treatment Act




MHCTA Website

—act Sheets
Policy Manual
—orms

e \Web Links

MENTAL HEALTH
,ﬂ Care & Treatment Act




For more information:

e For more information, please visit your
organization’s website or government’s at:

www.gov.nl.ca/health/mhcta

MENTAL HEALTH
,a Care & Treatment Act




For more information:

e Contact your local Mental Health Department
or a Mental Health Case Manager in your
area.

e There are 3 Mental Health Case Managers In
our region located at the following sites:

1) Flower’s Cove
2) Goose Bay

3) Labrador City D MENTAL HEALTH
,ﬂ Care & Treatment Act




