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SECTION 1 – Our health Service in context
1.1 Vision statement

<<Option 1: Use the sample Health Service mission statement below>>
Our vision is to provide the highest standard of client care whilst incorporating a holistic approach toward diagnosis and management of illness.

We are committed to promoting health, wellbeing and disease prevention to all clients. We do not discriminate in the provision of excellent care and aim to treat all clients with dignity and respect.

Vision
To provide and be recognised for providing Illawarra Aboriginal and Torres Strait Islander peoples with high quality, appropriate, efficient and effective primary health care and related services. (Illawarra AMS)
<<Option 2: Add your own Health Service mission statement here>>
1.2 Aboriginal Health Service history and background

<<Write a short description of your Health Service here. Areas you may wish to include are the history behind your Health Service, location, particular interest areas, communities serviced and other important information you would like to add. Here is a sample from Illawarra AMS>>
It all began in 1983 in a small tent at Coomaditchie, operating as a branch of the Far South Coast Aboriginal Service – Nowra.  This initial service provided the local community with a doctor one day a week, through an arrangement with Redfern Aboriginal Medical Service.

In June 1984 the Illawarra Aboriginal Medical Service was incorporated, and with this came the first success in obtaining funding grants.  The Service moved to a small house in Church Street, Wollongong, and despite a few set backs and financial challenges, by June 1986 it was able to purchase essential equipment, and employ a receptionist, an administrator, and a doctor five days a week.
In 1987 the Illawarra Aboriginal Medical Service gained financial assistance from NSW Health Department, and with the assistance of further grants, was able to supply a dental service two days a week, as well as employ a Drug and Alcohol Worker, Public Health Worker, and Assistant.
This expansion meant the service was fast outgrowing its premises.  Numerous applications for funding to purchase new premises were submitted, with no success, until 1994, when a grant was finally obtained from the Aboriginal and Torres Strait Islander Commission.  This grant enabled the purchase of the block of land next door to the Church Street premises, and the construction of a new, purpose-built facility, at the cost of $1.8 million.
In January 1998 the Illawarra Aboriginal Medical Service opened its new premises at 150 Church Street to the Illawarra community.  The Service continued to expand, with the introduction of a wide range of new services (such as Substance Misuse, Psychology and Counseling, Men’s Health), and the further enhancement of existing services.
Such enhancement led to the need for the Substance Misuse Service to move to separate premises not far from the Illawarra Aboriginal Medical Service site, on Keira Street.  However, by late 2004 these premises because unsuitable for this fast developing service, and larger premises were sought in Dapto for both the Substance Misuse Service, as well as many of the other services provided by the Illawarra Aboriginal Medical Service.  This has led to the Illawarra Aboriginal Medical Service being able to offer services from both the Wollongong and Dapto branches.
The space of 20 years has seen the Illawarra Aboriginal Medical Service come a long way.  Today, the Service continues to strive towards developing and enhancing new and existing services in an ongoing endeavour to better the overall health and social wellbeing of the Illawarra Indigenous community. (Illawarra AMS)
1.3 Aboriginal Health Service history and background

<<Write a short description of your Health Service here. Areas you may wish to include are the history behind your Health Service, location, particular interest areas, communities serviced and other important information you would like to add>>
1.4 Aboriginal Health Service profile

	Name of Aboriginal Health  Service
	<<name of Aboriginal  Health Service>>

	Street address
	<<street address>>

	Postal address
	<<postal address>>

	In hours phone number
	<<in hours phone number>>

	After hours phone number
	<<after hours phone number>>

	Fax number
	<<fax number>>

	Email address
	<<email address>>

	Web address
	<<web address>>


1.5 Aboriginal Health Service team

	Administration

	<<Clinic Co-ordinator>>
	<<name of Clinic Co-ordinator>>

	<<Receptionist>>
	<<name of receptionist>>

	<<Receptionist>>
	<<name of receptionist>>

	<<Transport officer>>
	<<name of transport officer>>

	<<Other administrative position>>
	<<name of administrative person>>

	Doctors

	<<Doctor>>
	<<name of doctor>>

	<<Doctor>>
	<<name of doctor>>

	Nurses

	<<Nursing position>>
	<<name of nurse>>

	<<Nursing position>>
	<<name of nurse>>

	<<Midwife>>
	<<name of midwife>>

	Aboriginal Health Workers

	<<AHW position>>
	<<name of AHW>>

	<<AHW position>>
	<<name of AHW>>

	Specialist/Program Workers

	<<Sexual Health position>>
	<<name of sexual health worker>>

	<<Drug and Alcohol position>>
	<<name of drug and alcohol worker>>

	<<Other program worker>>
	<<name of program worker>>

	<<Other program worker>>
	<<name of program worker>>


1.6 Services provided
Our Aboriginal Health Service offers the following services:

	· <<insert service>>
	· <<insert services>>

	· <<insert service>>
	· <<insert services>>

	· <<insert services>>
	· <<insert services>>

	· <<insert services>>
	· <<insert services>>

	· <<insert services>>
	· <<insert services>>

	· <<insert services>>
	· <<insert services>>

	· <<insert services>>
	· <<insert services>>


There is a range of posters, leaflets, and brochures about health issues relevant to the community available for all of our clients in <<customise this section as appropriate>>: (Criterion 1.3.1)
· the waiting room

· the consultation rooms.

Helpful Resources: QbAY >> Reception Area
1.7 Clinic hours

	Monday to Friday
	<<Monday to Friday hours>>

	Saturday
	<<Saturday hours>>

	Sunday
	<<Sunday hours>>

	Home visits
	<<Regular hours that home visits are conducted>>
Home visit appointments can be made outside these times by prior arrangement with the receptionist at the discretion of the doctor.


1.8 Clinical consultation costs (Criterion 1.2.4)
Information about bulk billing of clinic services is located: <<Customise this section as appropriate>>
· at reception

· in the Clinic information sheet.

Further information about informing clients of any potential costs associated with care can be found in Costs associated with clinical care.

Helpful Resources: QbAY >> Reception Area
1.9 Aboriginal culture and self determination

The term Aboriginal refers to a person who is of Aboriginal or Torres Strait Islander descent, who identifies as such, and who is accepted as such by the community in which s/he lives. Aboriginality is a social term and has nothing to do with genetic factors.

Self determination is a process as well as a collective right exercised by peoples rather than individuals. The right to self determination is the right to make decisions. The practical exercise of self determination is central to Aboriginal health. It underpins cultural, community, family and individual well being. Aboriginal self determination and responsibility lie at the heart of Aboriginal community control in the provision of primary health care services.

Contemporary Aboriginal culture is extremely diverse. It is important that Aboriginal people be given choices where possible rather than health service staff assuming that all Aboriginal people will share the same attitudes and opinions.
1.10 Aboriginal Community Control

The definition of ‘community control’ in the National Aboriginal Health Strategy (1989) is as follows:

“Community control is the local community having control of issues that directly affect their community. Implicit in this definition is the clear statement that Aboriginal people must determine and control the pace, shape and manner of change and decision-making at local, regional, state and national levels.”

Implicit in this definition is the clear statement that Aboriginal people must determine and control the pace, shape and manner of change and decision making at [all] levels. Essentially, community control is the process through which the community determines the nature of the health and medical service, and is able to participate in the planning, implementation, and evaluation of those services. 

Community control has been widely accepted as a key requirement in strategies to overcome Aboriginal health disadvantage. Implicit in this is the understanding that much of the morbidity and premature mortality experienced by Aboriginal people is not amenable to medical or other interventions imposed from outside the community.

1.11 Aboriginal definition of health

The concept, perception and definition of health from the National Aboriginal Health Strategy (NAHS, 1989) is a key concept in Aboriginal health:

“‘Health’ to Aboriginal peoples is a matter of determining all aspects of their life, including control over their physical environment, of their dignity, of community self-esteem, and of justice. It is not merely a matter of the provision of doctors, hospitals, medicine or the absence of disease and incapacity.”

Health is “not just the physical well being of an individual but the social, emotional and cultural well being of the whole community. This is a whole-of-life view and includes the cyclical concept of life-death-life.”

If only one person is sick, the whole community hurts.
1.12 Primary Health Care

The working definition of primary health care from National Aboriginal Health Strategy (1989) is:

“Essential health care based on practical, scientifically sound, socially and culturally acceptable methods and technology made universally accessible to individuals and families in the communities in which they live through their full participation at every stage of development in the spirit of self-reliance and self-determination.”

Comprehensive primary health care can be conceptualized using the following framework:

Table 1: Core Functions of Comprehensive Primary Health Care (PHC)

	Core Function
	Programs
	How

	Clinical

Services
	Sick care services

Screening programs

Public health programs (eg

immunisation)
	Delivered by resident health care services in the community, visiting services, provision of medicine kits to designated holders, organised access to health advice via phone/radio.

	PHC

Support
	Management/ administration; Program development & evaluation; specialist/ allied health services; staff in-service training/ education; technical -maintenance of equipment, IT.
	Delivered by local support; visiting specialist & allied health services; regional support.

	Social

Preventive

Programs
	Preventive programs requiring community ‘agency’/action addressing issues such as substance abuse, youth suicide, domestic violence, store policy.
	Address the underlying non-medical causes of poor health, and require commitment and action from local community people.

	Advocacy
	Development of policy, lobbying for system change (equity and access to PHC), negotiating with government.
	Advocacy occurs from different levels – the community, through ACCHSs with policy capacity, peak bodies such as AH&MRC.


Source: Administration Manual for Aboriginal Primary Health Care Services in the Northern Territory, AMSANT 

1.13 Aboriginal Primary Health Care Services

Aboriginal Community Controlled Health Services (ACCHSs) provide culturally appropriate primary health care services to Aboriginal people and communities. Each service has been established by and is managed by members of the local Aboriginal communities from the region in which the service is located. The services provided are based on needs and priorities of the community as determined by the community.

ACCHSs are controlled by the community, and are independent of each other and of government. Aboriginal Community Controlled Organisations are an assertion of the right of Aboriginal peoples to self determination, and are driven by a community development approach.

The first ACCHS was established in Redfern in 1971 by Aboriginal health activists and their non-Aboriginal allies. Concern about Aboriginal people’s access to mainstream services, which were perceived as racist, discriminatory and expensive (where they existed at all), were the motivating factors behind this development. ACCHSs initially began with little, if any, government funding, and offered medical services through a roster of volunteer doctors and nurses. Within a few years ACCHSs were established in other areas around Australia.

Aboriginal communities operate more than 130 ACCHSs across Australia. They range from large multi-functional services employing several medical practitioners and providing a wide range of services, to small services without medical practitioners, which rely on Aboriginal Health Workers and/or nurses to provide the bulk of primary care services, often with a preventive, health education focus. ACCHSs form a network, even though each is autonomous and independent both from one another and from government. The integrated primary health care model adopted by ACCHSs is in keeping with the philosophy of Aboriginal community control and the holistic view of health that this entails.

1.14 NACCHO

ACCHSs formed a peak national body in the 1970s, the National Aboriginal and Islander Health Organisation (NAIHO). However, NAIHO collapsed due to lack of funding in the late 1980s and eventually a new peak body, the National Aboriginal Community Controlled Health Organisation (NACCHO) was formed in 1992.


1.15 Aboriginal Health and Medical Research Council

The Aboriginal Health and Medical Research Council of New South Wales (AH&MRC) is the peak body for Aboriginal health in NSW and comprises more than 60 Aboriginal Community Controlled Health Organisations throughout the state.

The AH&MRC provides health and health related services in association with its member organisations, including: 

· Health service delivery 

· Supporting Aboriginal community health initiatives 

· Development and delivery of Aboriginal health education 

· Research into Aboriginal health 

· Collecting, evaluating and disseminating Aboriginal health data 

· Policy development and evaluation 

· Project and program planning, implementation and evaluation 

· Ethical evaluation of Aboriginal health research and data 

· Health promotion strategies

· Advocacy and networking


1.16 Management

<<Customise this section as appropriate>>
Following is an example from the AMSANT manual and Illawarra AMS.

1.16.1 The Board of Management

The Board of Management consists of a number of elected representatives from the particular community or geographic area according to what is specified in the health service constitution. The board is the employing body and makes high level policy decisions for the health service and ensures that it remains accountable to the community.

The role of the Illawarra Aboriginal Medical Service Board of Management is to manage the organisation within the approved budget and in accordance with the IAMS stated objectives, policies and procedures.  The Chief Executive Officer has the responsibility of the day-to-day management of the Service. (Illawarra AMS) 
1.16.2 Role of Boards of Management

The role of boards of management as the board of a legal entity include:

· overseeing health service activities to ensure that they operate within the aims and objectives of the organisation as defined in the constitution;

· responsibility for the legal, financial and industrial relations obligations of the organisation, including funding agreements, employment, defining appropriate delegation of authority (eg signing of cheques) and overseeing reporting requirements;

· ensuring that the meetings of the Board and the Annual General Meeting are organised and conducted in a way consistent with the health service constitution and the Act of Parliament under which the service is incorporated.

Boards of Management usually have other roles and responsibilities that are not defined by law. The Board may take direct responsibility for these issues, and/or delegate responsibility to other staff or community members. These include:

· ensuring that the health service operates appropriately and respectfully within the jurisdiction of Aboriginal Law and culture;

· establishing health service policies;

· representing the community on issues affecting the running of the service;

· selecting new staff members and providing them with orientation and support;

· determining the way in which the health service will operate (eg outstation/homeland visits).

So Boards of Management straddle both non-Aboriginal legal requirements and community and cultural values including Aboriginal Law. This often involves difficult contradictions.
RESPONSIBILITIES (from Illawarra AMS):
Legal
Ensure that:
· The IAMS operates in accordance with the constitution; the Aboriginal Incorporation Act 1976; the NSW Department of Health and the OATSIH Funding and Performance Agreements; and the NSW Health non-Government Organisation Operational Guidelines. 
· Staff employment agreements are complied with, tax is deducted appropriately, and safe working conditions are provided. 
· The IAMS has adequate insurance. 
· The IAMS operates within relevant Federal, State and Local Government laws and regulations.

 Policy and Planning
Ensure that: 

· The IAMS has clear goals. 

· Plans are developed and evaluated on an annual basis. 
· High quality and effective services are delivered to clients. 
· The Policy & Procedures Manual is kept up-to-date and is implemented.

Financial
Ensure that: 

· The IAMS has an approved budget for the year, and that expenditure is within the budget. 

· The IAMS has sufficient income to meet the budget requirements. 

· The conditions of the Funding and Performance Agreements are met. 

· Funds are properly accounted for and that an audit is completed at the end of each financial year.

Staff 

· Ensure the recruitment of the best possible staff. 

· Ensure that through the Chief Executive Officer, staff are provided with support, direction and supervision.

 Other: 

· Ensure that the IAMS has a strong membership and community support, and is a strong and viable organisation.  

· Represent the organisation.

· Terms of Agreement apply for each Board of Management position, specifying each role, and the Code of Behaviour and Code of Ethics.  Each Board Member is required to sign the relevant Terms of Agreement upon appointment. 
1.16.3 Board of Management and Staff Relationships

The Governing Committee/Board's main role is to manage and control the affairs of the corporation in accordance with the corporation's constitution, the Aboriginal Councils and Associations Act and any directions that may be given to it at any general meeting of the corporation.

This will mean that they will make a lot of decisions about the corporation's business affairs and how it should run. For example, the Governing Committee/Board has the power to engage employees, determine their duties and decide on their terms and conditions of employment.

Decisions made by the Governing Committee/Board must be based upon adequate records, reports or information and must be in the best interests of the membership of the corporation as a whole.

Decisions should not be made to satisfy the personal interests of any individual members on the Governing Committee/Board, or their family or friends.

It is important to remember that if a corporation employs a manager or staff, these staff are responsible for the day to day running of the operations of the corporation.
The Governing Committee/Board liaises with the manager or staff of the corporation, as appropriate, in respect of policy issues, and the implementation of decisions it makes in respect of the affairs of the corporation. Staff of the corporation may assist the Governing Committee/Board with its responsibilities as required.

Boards of Management and employed staff should have mutual respect and cooperate to provide an effective health service.

To achieve this both Board of Management members and Health Service staff must:

· accept that the role of Board of Management members is to represent  community interests and provide leadership in health matters;

· accept that the role of Health Service staff is to do their job as specified in duty statements;

· not publicly criticise individuals in a way that casts doubt on their competence and integrity;

· not to use the position to improperly influence an individual to gain an advantage to themselves, their family or others;

· not communicate information of a confidential nature;

· declare at any relevant meeting or interview, any interests, which may be in conflict with public and professional duties;

· follow any grievance processes set down by the Health Service/awards/agreements;

· use Health Service’s property entrusted to them effectively and economically;

· not use property for private purposes.
Some ACCHS have a Board of Governance which:

· Sets strategic directions for the organization within available resources;

· Sets overall operational framework using tools such as delegations to management and policies;

· Has a leadership role in motivating staff, along with and through the CEO;

· Ensures proper working relationships exist with funding bodies, other agencies, unions and the community;

· Is accountable to the funding agencies;

· Is responsible for safeguarding the assets and ensuring financial viability of the organization;

· Establishes monitoring and management reporting mechanisms to fulfil its accountability for the organization.

A Board of Governance, then, is a governing body rather than a management body. 
1.17 The Aboriginal Health Service constitution

The constitution governing this Aboriginal Health Service is kept <<Customise this section as appropriate>>
SECTION 2 - SOME LEGAL REQUIREMENTS GOVERNING Aboriginal Health Services

2.1 Commonwealth Legislation

· Health Insurance Act 1973

· Affirmative Action (Equal Opportunity for Women) Act 1986

· Workplace Relations Act 1996

· Superannuation Act

· Taxation (Taxation Administration) Act

· Privacy Act

· Antidiscrimination legislation

· Human Rights and Equal Opportunity Commission Act 1986

· Racial Discrimination Act 1975

· Disability Discrimination Act 1992

· Sex Discrimination Act 1984

· Age Discrimination Act 2004

· Financial Management and Accountability Act 1997

2.1.1 Health Insurance Act 1973

This is an Act that provides for the operations of the Medical Benefits Scheme and the Pharmaceutical Benefits Scheme under which Medicare operates. It includes the conditions under which the Medicare Australia (formerly the Health Insurance Commission, HIC) will pay for services rendered by doctors (either directly or on their behalf) to clients according to the Medicare Benefits Schedule. A guide to the rules governing access to MBS is detailed in the front sections of the Medicare Benefits Schedule which all health services should receive from Medicare Australia.


2.1.2 Equal Opportunity for Women in the Workplace Act 1999

Equal Opportunity (EO) in a workplace context means that all employees have equal access to the opportunities that are available at work. This means all employees are treated with fairness and respect in that they are not subject to discrimination or harassment in the workplace.

This legislation affects any organisation with more than 100 employees. Such organisations are bound to identify affirmative action programs in their organisations, and to report annually to the Equal Opportunity for Women in the Workplace Agency. Most incorporated health services employ fewer than 100 people and so this Act will not apply.
2.1.3 Workplace Relations Act 1996

This Act covers such issues as enforceable minimum award standards, workplace agreements, freedom of association, industrial action, and termination of employment (including unfair dismissal).
The following provides an overview of Awards and Employment Agreements.

Awards and Industrial Agreements

An Award can only be applied to an industry or workplace with the consent of all employees and employers that it would cover. It must have a specified term of no more than five years and can only be varied during its life to remove ambiguity or uncertainty. When an Award expires, its terms will continue to apply but in the form of individual employment agreement until such time as a new Award is made.
Awards must not contain provisions which limit ordinary working hours to specified days of the week or provide additional payments for ordinary hours worked on particular days of the week (that is, must not specify that ordinary hours are Monday to Friday or that penalty rates apply to weekend work). There is no similar prohibition on such provision in employment agreements.

The conditions of an award or industrial agreement are mandatory if they apply to the type of work that people are employed to do (for example, clerical) or the profession they are employed in (for example,  nursing).
An award or industrial agreement sets out minimum conditions only, so employers and employees may agree to conditions ‘over the award’.

Under new Federal legislation, awards have been simplified in their scope and content and limited to 20 items which include superannuation, skill based career paths, pay and conditions for out-workers, and other core issues. Awards are to act as a safety net of fair, minimum wages and conditions. For a Federal award to apply, an employer must be named as a ‘respondent’ in the award.
An Industrial Agreement is an agreement made between a union and an individual employer or employer group which regulates wages and conditions. It is a sort of ‘mini’ award within the law if signed by the union and employer and registered with the Arbitration Commission. Whenever a new position in your workplace is established, check for both State and Federal awards and agreements.

When employees are covered by an award, an Agreement or Contract of Employment is useful in setting out the terms and conditions so that both parties have a clear understanding of their rights and obligations. In this situation the agreement must comply with the terms and conditions of the award. Also, if you want to hold employees to fixed terms of employment, use an agreement but make sure it complies fully with the award. The relevant union or an employer organisation needs to check the agreement.
Provision of Awards

An employer who employs a person to whom an award applies must keep a copy of the provisions of that award and must make the copy available for inspection that person on demand.

Employment Records

Employment records, containing information on the employees name, classification, award, pay received, all deductions, signed time sheets, leave taken, superannuation contributions, must be kept for seven years after the last entry in the record was made.
Pay Slips

At the time of giving an employee his or her pay, an employer must also give the employee written details of date of payment, the inclusion of period covered by payment, hours worked, all deductions, superannuation contributions, gross pay, amount actually paid and how the amount is made up.

Payment of Employees

An employer must pay an employee the amount the employee is entitled to at least once in every fortnight if the employee is covered by an award or employment agreement which does not state how often the employee is to be paid or once in every month if the employee is not covered by an award or employment agreement.
Mandatory Provisions

All awards and employment agreements must contain provisions which:

· set out provisions for the settlement of claims, disputes and grievances;

· allow the employer to stand down, (without pay), employees who cannot be usefully employed because of any strike, breakdown of machinery or any stoppage of work for any cause for which the employer cannot reasonably be held responsible.

Minimum Terms and Conditions

There are no minimum requirements for Awards. Minimum conditions to be included in employment agreements are:

· paid annual leave for each year equivalent to the number of ordinary hours which constitute ordinary time in any four week period
· paid sick leave for each year worked equivalent to one week of ordinary hours
· long service leave
· a rate of pay per hour equal to the former base award wage rate for the relevant classification of employees.

Allowances

Most awards contain provision for the payment of various allowances. The only way to be certain that you know what they are is to have a copy of the award.
For information on awards and industrial agreements contact the relevant Trade Union, the Industrial Relations Commission or the ACTU.

Many ACCHS employees are members of the Health Services Union. (www.hsu.net.au)

2.1.4 Superannuation Act

A series of Acts provide for the rates of Superannuation payable by employers up to 9% of gross salary from 2002-2003. It also specifies the rules under which Superannuation Funds operate, and how funds can be accessed and managed.
For the 2002–03 financial years and beyond, the Superannuation Guarantee requires employers to contribute 9% of each eligible employee’s earnings base to a complying superannuation fund or retirement savings account (RSA). Employers must make their superannuation contributions at least every quarter.

2.1.5 Taxation Acts

There is considerable legislation relating to the collection of taxes, and information on this can be obtained through the Australian Taxation Office (ATO). Particular information on not for profit organisations (income tax, PAYG, GST, fringe benefits, superannuation) is available on www.ato.gov.au/nonprofit. The ATO provides a document called Tax Basics for Non-Profit Organisations and this is available on http://ato.gov.au/nonprofit/content.asp?doc=/content/33609.htm or you can order a copy by phoning 1300 720 092 and quoting NAT number 7966 (this is a unique national identifying number for this publication), or writing to GPO Box 9935 in your capital city.
The document covers

1. Registering your organisation

2. Tax concession – an overview

3. Endorsement requirements for charities

4. Income tax

5. Goods and Services Tax

6. Employees and other workers

· Employees, contractors and volunteers
· Pay as you go withholding
· Fringe benefits tax
· Salary sacrifice arrangements
· Superannuation guarantee
· Eligible termination payments
7. Fund raising 

8. Record keeping, administration and payment
9. State Government taxes and duties
· Stamp duty
· Payroll tax
· Land tax 

2.1.6 Privacy Act

This Act gives effect to the Organisation for Economic Cooperation and Development Guidelines on the Protection of Privacy and Transborder Flows of Personal Data and the International Covenant on Civil and Political Rights (Article 17). The guidelines cover the collection of personal information, its use and disclosure, quality and security, access to and alteration of the information. As well as providing principles to govern these areas, the Act provides a framework for complaints about breach of privacy, and defines the role of the Federal Privacy Commissioner.
This Act differs from NSW privacy legislation in the type of organisation/body that it covers. The Federal Privacy Act governs Commonwealth and ACT agencies such as the Federal Police, the Australian Taxation Office, Centrelink and the Australian Electoral Commission. It also applies to private sector organisations that earn more than $3 million annually such as Telstra and Qantas, large insurance companies and banks. Health service providers are also covered, including privately practising doctors and pharmacists. Small businesses which trade in personal information are also covered.

The Act, which is administered by the Office of the Federal Privacy Commissioner, has three spheres of operation in which the guidelines are given specific effect in the form of legally binding standards:

· Information Privacy Principles - To protect personal information that is collected by Federal Government departments or agencies. There are strict privacy safeguards which agencies must observe in collecting, storing and using information;

· Tax File Numbers Guidelines - To ensure that tax file numbers are collected and used only for tax related or assistance agency purposes;

· Consumer Credit Reporting - Privacy protection for consumer credit information, including the type of information that may be collected and the use and disclosure of this information.

2.1.7 Antidiscrimination Legislation

a) Human Rights and Equal Opportunity Commission Act 1986

As well as establishing the Human Rights and Equal Opportunity Commission, the Human Rights and Equal Opportunity Commission Act 1986 gives the Commission responsibility in relation to the following human rights instruments ratified by Australia:

· International Covenant on Civil and Political Rights (ICCPR) 

· Convention Concerning Discrimination in Respect of Employment and Occupation (ILO 111)

· Convention on the Rights of the Child

· Declaration of the Rights of the Child

· Declaration on the Rights of Disabled Persons

· Declaration on the Rights of Mentally Retarded Persons, and

· Declaration on the Elimination of All Forms of Intolerance and of Discrimination Based on Religion or Belief.
The Commission is responsible for administering the following Federal laws:
· Racial Discrimination Act 1975

· Sex Discrimination Act 1984

· Human Rights and Equal Opportunity Commission Act 1986

· Disability Discrimination Act 1992

· Age Discrimination Act 2004

The Commission also has specific responsibilities under the:

· Native Title Act 1993, to report on the exercise and enjoyment of the human rights of Indigenous people with regards to native title (performed by the Aboriginal and Torres Strait Islander Social Justice Commissioner);

· Workplace Relations Act 1996, in relation to Federal awards and equal pay (performed by the Sex Discrimination Commissioner).

The position of the Aboriginal and Torres Strait Islander Social Justice Commissioner was created by the Federal parliament in December 1992 – a response to the findings of the Royal Commission into Aboriginal Deaths in Custody and the National Inquiry into Racist Violence. It was also a response to the extreme social and economic disadvantage faced by Indigenous Australians.

An important role of the Commissioner is to keep Indigenous social justice and native title issues before the Federal Government and the Australian community to promote understanding and respect for the rights of Indigenous Australians. The Commissioner advocates for the recognition of the rights of Indigenous Australians and seeks to promote respect and understanding of these rights among the broader Australian community.

Exemptions under the Act can apply where the occupation for which people are employed is for the welfare of the same sex or race. An application for an exemption under Section 21(5) should be made to the Registrar of the Equal Opportunity Board.


b) Racial Discrimination Act 1975

The Racial Discrimination Act 1975 ('the RDA') makes racial discrimination unlawful in Australia. It aims to ensure that we can all enjoy our human rights and freedoms in full equality regardless of race, colour, descent, national or ethnic origin, being an immigrant (in some circumstances) or being a relative or associate of someone of a particular ethnicity or other status. The RDA covers discrimination in areas such as employment, renting or buying property, the provision of goods and services, accessing public places and in advertising.

Under the Racial Discrimination Act, special measures are positive actions to assist or protect disadvantaged racial groups. Some groups do not enjoy human rights equally with others and special measures allow them to be assisted. Special measures are permitted by section 8 of the Act and by articles 1(4) and 2(2) of the International Convention on the Elimination of All Forms of Racial Discrimination. They are an exception to the general rule that all racial groups must be treated the same.

c) Disability Discrimination Act 1992
This Act aims to:

· eliminate discrimination against people with disabilities

· promote community acceptance of the principle that people with disabilities have the same fundamental rights as all members of the community, and

· ensure as far as practicable that people with disabilities have the same rights to equality before the law as other people in the community.

d) Sex Discrimination Act 1984
The Act gives effect to Australia's obligations under the Convention on the Elimination of All Forms of Discrimination Against Women and certain aspects of the International Labour Organisation (ILO) Convention 156. Its major objectives are to:

· promote equality between men and women

· eliminate discrimination on the basis of sex, marital status or pregnancy and, with respect to dismissals, family responsibilities, and

· eliminate sexual harassment at work, in educational institutions, in the provision of goods and services, in the provision of accommodation and the delivery of Commonwealth programs.

e)  Age Discrimination Act 2004

This Act helps to ensure that people are not treated less favourably on the ground of age in various areas of public life including:
· employment;

· provision of goods and services;

· education;

· administration of Commonwealth laws and programs.

Age discrimination is not unlawful in employment if a person is unable to carry out the inherent requirements of the particular employment because of his or her age.

It is not unlawful discrimination if an employee is taking particular action in direct compliance with an Award or Industrial agreement or youth wages.

The Act also provides for positive discrimination through actions that provide a genuine benefit to persons of a particular age who experience a disadvantage because of their particular age.

The Act also provides for a number of other exemptions including the areas of: 

· Superannuation 

· Migration, Taxation and Social Security laws 

· State laws and other Commonwealth laws 

· Some health programmes.

2.1.8 Financial Management and Accountability Act 1997

This Act provides for the proper use and management of public money, public property and other Commonwealth resources. 

The Act covers: collection and custody of public money; accounting, appropriations and payments; borrowing and investment; control and management of public property; and reporting and audit: 

2.2 NSW Legislation

2.2.1 Framework Agreements for Provision of Health Care

Recent framework agreements at Commonwealth, State and local levels govern the provision of health services to Aboriginal and Torres Strait Islander people, including those relating to social and emotional wellbeing and mental health.

The NSW Aboriginal and Torres Strait islander Health Agreement (1996) established an intersectoral forum that aims to facilitate state-wide planning processes. The NSW Health Partners in Health initiative that encompasses these processes was renewed in May 2001 and ensures that the principles of self-determination, a partnership approach, and inter-sectoral collaboration underlie formal partnership agreements.

Across NSW, Area Health Services have either signed or are in the process of formalising partnership agreements with local Aboriginal Community Controlled Health Services (ACCHS), which also govern the provision of mental health services.

NSW Health Policy Documents
These include: 

· 1997 Aboriginal Mental Health Policy 

(www.health.nsw.gov.au/policy/cmh/publications/Aboriginal%20Mental%20Health%20Policy.pdf)
· New South Wales Aboriginal Health Strategic Plan (www.health.nsw.gov.au/pubs/a/pdf/ahealthstrategic.pdf)
· NSW Aboriginal Health Promotion Program (www.health.nsw.gov.au/pubs/a/pdf/ab_direction.pdf)
Further information is available from:   www.health.nsw.gov.au/policy/cmh/atsi.html
Resources to help doctors - NSW Health has a list of resources at 

www.nsw.gov.au/health_results.asp?SEARCH_KEYS=RESOURCE_PROFESSIONAL_HEALTH_SNSW&DISPLAY=For+Professionals+%3E+Resources
Mainstream Legislation

In the state of NSW there are many acts and associated health regulations that apply to health services. A list of these acts, and the associated full text of each one, is available at www.health.nsw.gov.au/csd/llsb/acts/. They include:
· A number of health registration acts

· Health Care Complaints Act 1993
· Health Records and Information Privacy Act 2002
· Mental Health Act 1990 (and Mental Health Regulation 2000)

· Poisons and Therapeutic Goods Act 1966 (and Poisons and Therapeutic Goods Regulation 2002)

· Public Health Act 1991 (as well as Public Health (Microbial Control) Regulation 2000, 

 HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" Public Health (Skin Penetration) Regulation 2000, 

 HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" Public Health (Disposal of Bodies) Regulation 2002 and 

 HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" Public Health (General) Regulation 2002)

· 

 HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" 


 HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" 
Smoke Free Environment Act 2000
 (and Smoke Free Environment Regulation 2000)
Other acts available elsewhere include:

· Coroner's Act 1980
· Births, Deaths and Marriages Registration Act 1995

· Community Welfare Act 1987 and Children and Young Persons (Care and Protection) Act 1998

· Anti-Discrimination Act 1977

· Annual Holidays Act 1944
2.2.2  Health Registration Acts

Aboriginal Health Workers, nurses and doctors, as well as psychologists and a range of allied health professionals must be registered by the relevant Registration Board in order to practise their profession. This registration must be renewed annually. This is determined by a number of acts and regulations, the full text of which are available by visiting www.health.nsw.gov.au/csd/llsb/acts. The acts and regulations include:
· Chiropractors Act 2001 No 15 (and Chiropractors Regulation 2002)

· Dental Medical Service Act 2001 No 64

· Medical Practice Act 1992 No 94 (Medical Practice Regulation 2003)

· Nurses Amendment of Nurses Act 1991 No 45 (Nurses Regulation 2003.

· Nurses and Midwives Act 1991 No 9

· Optometrists Act 2002 No 30 Optometrists Act 1930 (Optometrists Regulation 1995)

· Osteopaths Act 2001 No 16 (Osteopaths Regulation 2002)

· Pharmacy Act 1964 No 48

· Physiotherapists Act 2001 No 67 (Physiotherapists Regulation 2002)

· Podiatrists Act 1989 No 23 and 2003 No 69 (and Podiatrists Regulation 1995)

· Psychologists Act 2001 No 69 (Psychologists Regulation 2002)
2.2.3 Health Care Complaints Act

This Act provides for the making, resolution, investigation and prosecution of health care complaints.

A complaint may be made under this Act concerning:

(a) the professional conduct of a health practitioner, or

(b) a health service which affects the clinical management or care of an individual client.

A complaint may be made against a health service provider and this may be even though, at the time the complaint is made, the health service provider is not qualified or entitled to provide the health service concerned.

2.2.4 Health Records and Information Privacy Act 2002

In NSW the invasion of privacy, including the misuse of personal information, is unlawful under various State and Federal laws. There are four main laws that protect the privacy of individuals. These are:

The Privacy Act 1988 (Commonwealth – see Commonwealth legislation number 10 above)

The Privacy and Personal Information Protection Act 1998 (NSW)

· Sets privacy standards for dealing with personal information

· Applies to NSW State and Local Government agencies

· Is administered by Privacy NSW

The Health Records and Information Privacy Act 2002 (NSW)

· Sets privacy standards for dealing with health information

· Applies to NSW State and Local Government agencies

· Applies to private sector persons and organisations in NSW

· Is administered by Privacy NSW

The Workplace Video Surveillance Act 1998 (NSW)

· Regulates public and private sector organisations in NSW

· Allows overt (obvious) surveillance if it meets certain standards

· Prohibits covert (hidden)surveillance except in certain circumstances

· Is administered by the NSW Attorney General’s Department

The Health Records and Information Privacy Act protects the privacy of health information in NSW. It governs the handling of health information in both the public and private sectors, including hospitals, doctors, and other health care organisations.

The Act contains 15 health privacy principles outlining how health information must be collected, stored, used and disclosed. The health privacy principles can be grouped into seven main headings - collection, storage, access & accuracy, use, disclosure, identifiers & anonymity, and transferrals & linkage. These are legal obligations that must be followed although the Act provides for a number of legal exemptions from these principles.

The Act also sets out how complaints regarding the handling of health information can be dealt with.


2.2.5 Mental Health Act 1990 and NSW Aboriginal Mental Health Policy 1997

The Mental Health Act establishes a framework in New South Wales within which care, control and treatment is provided to people with a mental illness.

The aims and objectives of the Act include: 

· care, treatment and control of mentally ill and mentally disordered persons (Mental Health Act 1990 section 4) 

· establishment of the Mental Health Review Tribunal (Mental Health Act 1990 section 5) 

· establishment of the Official Visitor (Mental Health Act 1990 section 226) and Authorised Officers (Mental Health Act 1990 section 235) 

· establishment of development, promotion, assistance and encouragement of mental health services by the Department of Health (Mental Health Act 1990 section 5) 
· complementing the operation of the Guardianship Act 1987 (NSW).

Sometimes, illness is so severe that a person does not realise they are ill. They may be experiencing delusions or hallucinations that affect their judgement. Or perhaps their behaviour is placing them at risk for harm to themselves and others. In these circumstances, the Act includes criteria for involuntary admission to hospital as a mentally ill or mentally disordered person. This may be relevant to an Aboriginal Community Controlled Health Service through schedule S21 whereby a general practitioner may admit a person to hospital for mental health reasons (see Sections 20 – 37a).

To access Mental Health Act forms that are to be used in treating a person with mental illness, visit http://www.health.nsw.gov.au/policy/cmh/act.html
The 1997 NSW Aboriginal Mental Health Policy (currently under review) helped establish the principles of self-determination and partnership for the provision of culturally-sensitive mental health care. With many local partnership agreements now in place, the Area Health Services and the ACCHSs are increasing their collaborative work. Aboriginal Mental Health Workers from Area Health Services are now routinely involved in introducing Aboriginal people to mainstream services with appropriate involvement of families and ACCHSs to provide holistic assessment, intervention, treatment and advocacy.


2.2.6 Poisons and Therapeutic Goods Act 1966 No 31

This Act relates to the regulation, control and prohibition of the supply and use of poisons, restricted substances, drugs of addiction, certain dangerous drugs and certain therapeutic goods. The Poisons List has 8 Schedules and the substances included in the list are classified as follows:

Schedule One
Substances which are of such extreme danger to life as to warrant their being supplied only by medical practitioners, authorised nurse practitioners and midwife practitioners, pharmacists, dentists, veterinary surgeons.
Schedule Two
Substances which are dangerous to life if misused or carelessly handled, but which should be available to the public for therapeutic use or other purposes without undue restriction. These must be labelled “Pharmacy Medicine”. For example, paracetamol, pseudoephedrine.
Schedule Three
Substances which are for therapeutic use and:

(i) about which personal advice may be required by the user in respect of their dosage, frequency of administration and general toxicity,

(ii) with which excessive unsupervised medication is unlikely, or

(iii) which may be required for use urgently so that their supply only on the prescription of a medical practitioner or veterinary surgeon would be likely to cause hardship. These must be labelled “Pharmacist Only Medicine”. For example, selenium.

Schedule Four
Substances which in the public interest should be supplied only upon the written prescription of a medical practitioner, authorised nurse practitioner or midwife practitioner, dentist, authorised optometrist or veterinary surgeon. These must be labelled “Prescription Only Medicine”. For example, Benzodiazepine derivatives, cortisone.
Schedule Five
Poisonous substances of a dangerous nature commonly used for domestic purposes which should be readily available to the public but which require caution in their handling, use and storage.

Schedule Six
Substances which should be readily available to the public for agricultural, pastoral, horticultural, veterinary, photographic or industrial purposes or for the destruction of pests. An example is antimony compounds.

Schedule Seven
Substances of exceptional danger which require special precautions in their manufacture or use, for example, arsenic.

Schedule Eight
Drugs of addiction. These must be stored in a locked room, safe or cupboard, and a drug register must be kept. When carried they must be kept in a locked bag and or in a locked vehicle. Keys must remain in the possession of the person in control of the substance. Health services must keep a register of drugs, where records of use of substance, including client and practitioner details are kept. For example, cocaine, pethidine.


2.2.7 Public Health Act 1991

This Act relates to the maintenance of proper standards of health for the public, including drinking water, scheduled medical conditions, vaccination, microbial control, tobacco control and STDs. Under the Act, medical practitioners, hospital chief executives (or general managers), pathology laboratories, directors of childcare centres and school principals are required to notify certain medical conditions to the local public health unit. These data are entered into the NSW Notifiable Diseases Database (NDD) and used to track the incidence of communicable diseases across the State and monitor risks and trends to enable direct intervention to control transmission. 
There are five categories of notifiable diseases which include:

Category 1 

Congenital malformation, cystic fibrosis, hypothyroidism, perinatal death, phenylketonuria, thalassaemia major, Sudden Infant Death Syndrome.

Category 2 

(These are to be notified by medical practitioners) Acquired immunodeficiency syndrome (AIDS), acute viral hepatitis, adverse event following immunisation, Creutzfeldt-Jakob disease (CJD) and variant Creutzfeldt-Jakob disease (vCJD), food borne illness in two or more related cases, gastroenteritis among people of any age in an institution, leprosy, measles, pertussis, Severe Acute Respiratory Syndrome, smallpox, syphilis, tuberculosis 
Category 3 

(These are to be notified by laboratories) anthrax, arboviral infections, botulism, brucellosis, cancer, chancroid Chlamydia, cholera, congenital malformation, Creutzfeldt-Jakob disease (CJD) and variant Creutzfeldt-Jakob disease (vCJD), cryptosporidiosis , cystic fibrosis, diphtheria, donovanosis, giardiasis, gonorrhoea, haemophilus, influenzae,  hepatitis A – E, HIV) infection, hypothyroidism, invasive pneumococcal infection,  Influenza, lead poisoning, legionella infections, leptospirosis, listeriosis,  lymphogranuloma venereum, lyssavirus, malaria, measles, meningococcal infections,  mumps, pertussis, phenylketonuria, plague, poliomyelitis, cystic fibrosis, hypothyroidism, thalassaemia major or phenylketonuria, psittacosis, Q fever, rabies, rubella, salmonella infections, Severe Acute Respiratory Syndrome, shigellosis, smallpox, syphilis tuberculosis, tularaemia, typhus, verotoxin-producing escherichia coli infection, viral haemorrhagic fevers, yellow fever

Category 4 

Severe Acute Respiratory Syndrome, tuberculosis, typhoid 

Category 5 

Acquired Immune Deficiency Syndrome Human Immunodeficiency Virus infection 


2.2.8 Smoke Free Environment Act 2000 

This act introduced an immediate ban on smoking in most enclosed public places, including hospitals and health facilities, as well as vehicles used by the public or a section of the public. If a person smokes in an enclosed public space, there are penalties for both the person smoking and the person responsible for the public space.

The Act supports the following legislation:
2.2.9 Occupational Health and Safety Act 2000 (NSW) 
This Act places a duty on all employers to ensure the health, safety and welfare at work of their employees. The Act also places obligations on employers for the health and safety of the public while on the employers’ premises. These extend to patrons, guests and contractors.
2.2.10  Workers’ Compensation Act 1987 (NSW)

Employees who receive an injury arising out of or in the course of employment (and in the case of the death of a worker, his or her dependents) may be entitled to compensation under this Act. Employees who have been made ill because of passive smoking in the workplace may have rights to compensation.

Under the Smoke Free Environment Act, no smoking signs have to be placed in all smoke-free areas, ashtrays have to be removed, and staff must be made fully aware that smoking is not allowed in enclosed areas.


2.2.11 Coroner's Act 1980

This Act details when the Coroner must be informed of a death. Usually a police officer or a medical practitioner will notify the Coroner of any death that may be a 'reportable’ death. 

According to the legislation, a medical practitioner must not give a certificate as to the cause of death of a person if the medical practitioner is of the opinion that the person died in any of the following circumstances: 

· from a violent or unnatural death
· from a sudden death the cause of which is unknown
· under suspicious or unusual circumstances
· having not been attended by a medical practitioner within the period of 3 months immediately preceding his or her death
· while under, or as a result of, or within 24 hours after the administration of, an anaesthetic administered in the course of a medical, surgical or dental operation or procedure or an operation or procedure of a like nature, other than a local anaesthetic administered solely for the purpose of facilitating a procedure of resuscitation from apparent or impending death
· within a year and a day after the date of any accident to which the cause of his or her death is or may be attributable

· while in or temporarily absent from a hospital within the meaning of the Mental Health Act 1990 and while the person was a resident at the hospital for the purpose of receiving care, treatment or assistance
· while in police custody or while they were in, or temporarily absent from, a prison or a detention centre. The State Coroner or Deputy State Coroners must conduct an inquest where there is a death in custody or during a Police Operation.

2.2.12  Births, Deaths and Marriages Registration Act 1995

The NSW Registry of Births, Deaths & Marriages records all births and deaths that occur in New South Wales and produces Birth Certificates and Death Certificates. 

Parents are responsible for registering the birth of their child within 60 days of the birth. Funeral directors are responsible for registering a death within seven days of the burial or cremation.

However, doctors also have responsibilities with respect to deaths. A doctor who was responsible for a person’s medical care immediately before death, or who examines the body of a deceased person after death, must, within 48 hours after the death notify the registrar of the death and cause of death in a form and manner required by the Registrar.

If the death has been reported to a coroner under the Coroners Act, the Coroner must give the Registrar notice of the death as soon as practical.

Registry offices are located in Sydney, Wollongong and Newcastle.

2.2.13 Community Welfare Act 1987 and Children and Young Persons (Care and Protection) Act 1998

The NSW Government has put in place a range of measures for the care and protection of the children and young people of this State. 

The object of the community welfare act includes the promotion of the welfare of Aborigines on the basis of a recognition of Aboriginal culture, identity, community structures and standards, the rights of Aborigines to raise and protect their own children and to be involved in decision making processes that affect them and their children.

The Children and Young Persons (Care and Protection) Act 1998 mandates the NSW Department of Community Services (DoCS) with the responsibility for care and protection of children and young people in NSW where there are concerns about their safety, welfare and wellbeing. The Act establishes a statutory framework for co-operative and co-ordinated work between government, community sector agencies and families in the care and protection to children and young people. 

Under the Act, certain people must report concerns about the safety of children. 

A mandatory reporter is someone who is required by law to make a report to the DoCS if they have current concerns about the safety (physical or psychological), welfare or wellbeing of a child (less than 16 years), that is, they suspect a child is at risk of harm. There are penalties for failing to make a report.
Risk of harm includes:
· the child’s basic physical or psychological needs are not being met or at risk of not being met (neglect)
· the parents/caregivers have not arranged necessary medical care for the child and are either unable or unwilling to do so

· the child has been, or is at risk of being, physically or sexually abused or ill treated

· the child is living in an household where there have been incidents of domestic violence, and as a consequence, is at risk of serious physical or psychological harm

· the parent or caregiver has behaved in such a way towards the child that they have suffered, or are at risk of suffering serious psychological harm.

Further information about risk of harm can be found in Section 23 of the Act.

Mandatory reporters include health care workers (for example, doctor, nurse, dentist), welfare workers (for example, psychologists, social workers, youth workers) providing services to children as part of their paid work. They also include people holding a management position, either paid or voluntary in services for children, where that person has direct responsibility or direct supervision of provision of these services. 

For more details, please consult Section 27 of the Act.

Reports are made to the Department of Community Services by telephoning the DoCS Helpline on 133627. 


2.2.14 Anti-Discrimination Act 1977

Both Federal and New South Wales laws say that it is against the law to discriminate against people, or treat them unfairly, in various areas of public life. One of these areas is employment. 

These laws are the New South Wales Anti-Discrimination Act 1977, Commonwealth Racial Discrimination Act 1975, Sex Discrimination Act 1984, Disability Discrimination Act 1992, Age Discrimination Act 2004, Human Rights and Equal Opportunity Commission Act 1986. 

This means that in New South Wales all employers and supervisors must generally treat all their employees, and anyone who applies for a job with them, fairly. In particular, they must not treat them unfairly, or harass them, because of their, or any of their relatives', work colleagues' or friends': 

· carer's responsibilities 

· sex (including pregnancy) 

· race, colour, ethnic or ethno-religious background, descent or nationality 

· marital status 

· disability (including past, present or future physical, intellectual or psychiatric disability, learning disorders, or any organism capable of causing disease - for example, infectious diseases and HIV/AIDS) 

· homosexuality (male or female, actual or presumed) 

· age (including not forcing them to retire at the old retirement age). 

· transgender (commonly known as transsexuality)

In general, therefore, employers and supervisors must treat people fairly, whether they, or their relatives or associates, are male or female, from one ethnic group rather than another, married or not, older or younger, and so on. They must not allow any prejudices or stereotyped views that they have about people of a particular sex, race, age and so on to influence them in relation to who they hire, how they treat people while they are working for them, or who they dismiss or make redundant. 

They must also be careful not to indirectly discriminate against people - that is, they must not have any requirement, rule or policy that results in disadvantaging one sex compared with another, one ethnic group compared with another etc - unless they can show that the particular requirement, rule or policy is "reasonable in all the circumstances". In effect, employers must give everyone an equal opportunity. 


2.2.15 Annual Holidays Act 1944

Under this act full-time and part-time employees are entitled to four weeks paid leave per year for each 12-month period of employment. People not covered by the act include those who are covered by a Federal award that provides for an annual leave entitlement, who are covered by a NSW award, agreement or contract that provides more favourable leave entitlements, and Federal and State public servants.

The NSW Office of Industrial Relations has an Aboriginal and Torres Strait Islander Unit which helps Aboriginal people and Torres Strait Islanders in NSW to understand their rights and responsibilities as employees, managers and employers. It also advises Aboriginal people and Torres Strait Islanders on industrial laws and employment issues.


2.2.16  Occupational Health and Safety Act 2000

The New South Wales Occupational Health and Safety Act 2000 (OHS Act) aims to protect the health, safety and welfare of people at work. This replaces the 1983 Act and contains new provisions that require employers to consult with employees on health, safety and welfare matters. The Act has been written in plain-English.

It lays down general requirements for health, safety and welfare, which must be met at all places of work in New South Wales. The Act covers self-employed people as well as employees and employers.

The objects of the Occupational Health and Safety Act 2000 are to: 

· secure and promote the health, safety and welfare of people at work 

· protect people against workplace health and safety risks 

· provide for consultation and cooperation between employers and workers in achieving the objects of the Act 

· ensure that risks are identified, assessed and eliminated or controlled
· develop and promote community awareness of occupational health and safety issues
· provide a legislative framework that allows for progressively higher standards of occupational health and safety to take account of new technologies and work practices
· protect people against risks arising from the use of plant (ie. machinery, equipment or appliances).

More information about OH and S is available in the Occupational Health and Safety section of this manual.

SECTION 3 - FUNDING

This Section outlines some of the funding sources available to Aboriginal Community Controlled Health services and the requirements the funding bodies have of the Service.

3.1 Medicare Australia

Medicare benefits are payable to a health service for professional services rendered to an enrolled client by, or on behalf of, a registered medical practitioner employed by the service who has been issued a Provider Number by Medicare Australia under the provisions of the Health Insurance Act (1973).
Benefits are paid according to the type of service provided and listed in the Schedule as Items each having an allocated number known as an Item Number, and a fee.


3.1.1 Practice Incentives Program (PIP)

The Practice Incentive Program (PIP) is a Commonwealth Government initiative run through Medicare Australia that aims to recognise general practice services that provide comprehensive quality care and which are either accredited or working towards accreditation against the Royal Australian College of General Practice (RACGP) Entry Standards for General Practices. Aboriginal and Torres Strait Islander health services are welcome to apply.
PIP is part of a blended payment approach for General Practice. Payments made through this program are in addition to other income earned by GPs or health services, such as client payments and Medicare benefits. Payments focus on aspects of general practice that contribute to quality care. These include the use of information management and information technology, provision of after hours care, student teaching and better prescribing.

Additional support includes incentives relating to diabetes, asthma, cervical screening, mental health, employment of a practice nurse and/or Aboriginal Health Worker, and procedural GPs.
To be eligible for participation in the PIP and receive the correct payment, a health service must provide documentary evidence that:

· it is accredited or it is registered for accreditation;
· the service has public liability insurance; and

· all medical practitioners at the service have professional indemnity cover and have completed an application form .

3.1.2 Enhanced Primary Care and Chronic Disease Management items

The Enhanced Primary Care Program (EPC) was introduced to provide more preventive care for older Australians and improve coordination of care for people with chronic conditions and complex care needs. The program provides a framework for a multidisciplinary approach to health. Current items include:

· Allied health and dental care initiative 

· Chronic Disease Management items 

· Multidisciplinary case conferencing and multidisciplinary discharge case conferencing 

· Health Assessments 

· Comprehensive Medical Assessment - health assessments for residents of Residential Aged Care Facilities 

· Health Assessments for people aged 75 + over (55 + over for Aboriginal and Torres Strait Islander people in recognition of their specific health needs) 

· Two Yearly Adult Aboriginal and Torres Strait Islander Health Check (for 15 to 54 year olds) 

· Aboriginal and Torres Strait Islander Child Health Check (0-14 years old) 

· Health assessments for refugees and other humanitarian entrants to Australia
Related to EPC are the medication management review Medicare items where GPs work collaboratively with Pharmacists to review and manage patients' medicines. The Medicare items are: 

· Home Medicines Review (HMR) for people living in the community; and 

· Residential Medication Management Review (RMMR) for people living in Aged Care Homes.


3.1.3 Pharmaceutical Benefits Scheme (PBS)

Medicare Australia is also responsible for administering the Pharmaceutical Benefits Scheme (PBS).  If you are an Australian resident or a visitor from a country with which Australia has a Reciprocal Health Care Agreement, you are eligible to receive subsidised medicines through the Pharmaceutical Benefits Scheme. Most medicines available on prescription are subsidised under the PBS.

3.1.4 Other Medicare Australia Funding Programs

Other Medicare Australia funding programs include;

· Australian Childhood Immunisation Register

· Rural Incentive Payment Scheme

· Rural Other Medical Practitioners Program (OMPs)

· Rural Retention Program


3.2 The Office of Aboriginal and Torres Strait Islander Health (OATSIH)

OATSIH operates within the Commonwealth Department of Health and Ageing (DoHA) and is responsible for the Commonwealth Government’s Aboriginal and Torres Strait Islander Health Program. Aboriginal Community Controlled Health Care Services (ACCHS) are the major recipients of OATSIH funds. OATSIH generally does not operate on a submission driven process. Rather it attempts to identify areas with the highest relative need and allocate funds accordingly. 

3.2.1 The Funding Agreement

OATSIH NSW issues recurrent funded organisations with an annual funding agreement that clearly articulates the purpose and conditions of funding. The funding agreement includes the following;

1. Introduction Letter is the formal offer of funds from the funding body to an organization:
2. Terms and Conditions of Agreement is the formal contract between OATSIH and the health service and covers matters such as use of funds, budgeting and reporting, purchasing, insurance, disputes and compliance with law;
3. Schedules A, B, C & D relate to the specifics of the funded program and cover organisational details, financial reporting requirements and service activity.

4. Annexures: 

· Audit Letter of Engagement

· Financial reporting template

· Agreed budget

The funding agreement must be executed by an authorized signatory in accordance with the organisation’s constitution. 

3.2.2 Financial Requirements

Budget 
The health service must submit a budget to OATSIH each financial year for ongoing funding. The budgets are assessed by OATSIH Regional Co-coordinators. The Regional Co-coordinators should negotiate with each organisation to assist in their assessment. A final agreed budget is included in the Funding Agreement. The budget should include the following information:

· Recurrent salaries and wages costs - this includes salaries and wages and other related costs such as leave loading, superannuation and worker’s compensation premiums;

· Recurrent operational and administrative costs;

· Revenue receipts - these might include bank interest from funds and fees for services provided under the project, for example, Medicare receipts.

Salaries
As a minimum, all staff should be paid in accordance with the Award or other workplace agreement and covered for superannuation and workers compensation. Allowances that may apply are district allowance, leave loading and the bilingual allowance. 

Recurrent
This block covers all ongoing non-salary costs related to the running of the service
3.2.3 Financial Reporting Requirements

Funded ACCHSs are required to provide to OATSIH the following financial reports:

· Progress Financial Statement (PFS) according to the organisation’s reporting frequency (quarterly or half yearly). Progress reports comprise a Statement of actual income and expenditure against budget;
· Annual Audited Financial Statements, which consist of: 
1. the Audit Management Letter and the following documents in relation to the whole of the financial transactions of the Organisation, audited by a Qualified Auditor in accordance with the standards set out in the Australian Accounting Standards and Australian Auditing Standards for the financial year to which this Agreement relates;

2. a Statement of Financial Position (also known as a Balance Sheet); 
3. a Statement of Financial Performance (also known as a Profit & Loss Statement); 
4. a Statement of Cash Flow; 
5. the notes to and forming part of the documents referred to in (a) to (c) above, and
6. a statement that the Organisation’s Financial Statements are presented fairly and are based on proper books and accounts prepared in accordance with Australian Accounting Standards and Australian Auditing Standards and other professional mandatory reporting requirements.
Reporting Requirements and Funding Release Timetable (quarterly payments)

	Month
	Action by services
	Action by OATSIH

	July
	
	Upon execution of Agreement

	August
	15th Aug - 4th quarter PFS

(Apr/May/June)including accumulative YTD
	

	September
	2/9-SAR or DSAR Questionnaire 24/9-BTH Performance Indicator Questionnaire

30/9- Annual report & acquittal

documentation
	

	October
	
	5/10: 2nd quarter release

	November
	15/11 - 1st quarter PFS

(Jul/Aug/Sep)

30/11-SDRF report against Action Plan (Jul/Aug/Sep)
	

	December
	
	

	January
	
	5/1: 3rd quarter release

	February
	15/2 - 2nd quarter PFS

(Oct/Nov/Dec)
	

	March
	
	

	April
	30/4
	5/4: 4th quarter release

	May
	15/5 - 3rd quarter PFS

(Jan/Feb/Mar)

15/5-SDRF report against Action Plan
	

	June
	
	Standard Funding Agreement offered to Services.


Note that if PFSs & Annual Audited Financial Statements are not returned by the due date release of funds may be delayed. 

3.2.4 Non-Financial Reporting Requirements

SDRF- Service Development Reporting Framework

The SDRF aims to give services a chance to plan ahead for the year through the development of an annual Action Plan. The planning process provides an opportunity for organisations to map out their operations for a twelve month period and consider opportunities for enhancement. The aim of the SDRF is to strengthen and standardise the reporting framework and strengthen the linkages between financial and non-financial reporting.
The Action Plan will outline the organisations activities under four key domain areas: 

· Service Delivery

· Management 

· Linkages & Partnership 

· Community Involvement 

Funded organisations are required to report against their Action Plan on a six monthly basis. 

Service Activity Reporting

Funded organisations are required to submit a Service Activity Report or Drug & Alcohol Service Activity Report annually that provides details of their service activity levels as well as information about their staffing profile. 

3.2.5 Risk Assessment Process

Risk assessment is an essential element in OATSIH’s framework for meeting its core responsibilities and assists OATSIH achieve the following:

· Efficient management of funding programs;
· Timely identification of organizations that are facing difficulties;
· Identification of issues facing an organisation;
· Planning necessary actions required by an organization to preserve or restore service delivery;
· Determining the manner of any intervention that may be required;
· Minimising the risk of interruption to service delivery.
OATSIH undertakes an annual risk assessment process for each funded organisation. The risk assessment takes into account issues including but not limited to governance, management, service delivery and financial management. Outcomes of the risk assessment process inform the level of reporting OATSIH requires from individual organizations. 

3.2.6 Insurances

OATSIH requires the following insurances to be held by the health service:

1. Insurance for Assets;

2. Worker’s compensation insurance for the amount required by law;

3. Public liability insurance for an amount of not less than $10M;

4. Adequate professional indemnity insurance to cover liability  arising out of the following:

i. Non clinical work

ii. Clinical work by non-medical practitioners

iii. Clinical work by medical practitioners

iv. Vicarious liability

3.2.7 Information Regarding Medicare Income

The Minister for Health & Ageing has granted approval under section 19(2) of the Health Insurance Act (HIA) 1973 to some Aboriginal Community Controlled Health Services to claim Medicare benefits for primary health care services so that this income can be directed back into the organisation’s primary health care service delivery.

· This means that doctors already paid by an ACCHS can bill Medicare for the primary health care services they provide.

· As with all medical practices, these approvals require all ACCHS to provide details to HIC on doctors working at their services in order to receive payment of Medicare claims.

· Every six months you will be asked to confirm or amend the details held by HIC about any new doctors who have started working at your service and for those who have left. This means up-to-date details of your ACCHS are kept by HIC.

· To enable claims payments to continue it is important that your health service supply this information to HIC when asked.



 

3.3 NSW HEALTH

Please note the following Waiver:

“The following information is a summary of the requirements published in the NSW Health Department’s Operational Guidelines Non Government Organisation Grant Program. In all circumstances the full text of the Operational Guidelines overrides any advice or interpretation of such information published in this document.” 

3.3.1 NSW Health Department Aboriginal Non Government Organisation - Grants Program

The Aboriginal Non Government Organisation Program (NGO) is part of the NSW Health Department’s NGO Program and refers to the allocation of grants to Aboriginal Community Controlled Health Services (ACCHSs) in NSW to deliver complementary health services and programs. This enables the NSW Health System to achieve its goals and provide diversity and better access to health services for the Aboriginal community.  

Unless stated otherwise, use of the term Department or Departmental refers to the NSW Health Department.   
The Department’s Aboriginal NGO Program is an application based program and has 2 overarching Policy Documents, (1) The Non Government Organisation Policy Framework which is a relatively new document and (2) the Non Government Organisation Grant Program Operational Guidelines (OGs) which was implemented in 2000.  With the OGs being revised, both documents are in draft form and are expected to be finalised for the 2006/07 funding period.   More specifically the Operational Guidelines outline the day-to-day requirements of the NGO Grants Program and the existing document can be accessed on http://www.health.nsw.gov.au/pubs/2001/pdf/operational.pdf   but the most significant sections can be summarized with the following: 

3.3.2 Funding Criteria

To be eligible for funding, ACCHSs must: 

· Be within legal constraints – Comply with all legal, legislative and regulatory requirements relating to the operation of a health funded service.

· Have legal status - Incorporated under an Act considered appropriate by the NSW Health Department. Eg Aboriginal Councils and Associations Act 1976, Associations Incorporation Act 1984
· Comply with formal Funding and Performance Agreement.

· Demonstrate a capacity to provide services 

· Demonstrate organisational capacity that shows ability to plan service delivery and set clear measurable and achievable objectives. 

· Have a complaints procedures in place

· Liaise with and have support of the local community.

· Consider exclusions when applying for funds – which refers to funding for individual costs such as attending conferences, health care treatment/medication or overseas travel

· Operate within health portfolio and identified priority health needs.

· Be willing to undergo an ongoing formal accreditation process that is mutually negotiated and agreed to between the organisation and the NSW Health Department.  

3.3.3 Application process

The NSW Health Department’s Aboriginal NGO Program implements a rolling triennial application based cycle whereby ACCHSs only have to apply once in every three years if approved for triennial funding.  However the Department’s funding is provided annually per financial year based on recommendations to the Minister. 

Grants will be paid by Electronic funds Transfer (EFT) to approved financial institutions.  Grants will be paid at quarterly intervals in advance or at a frequency acceptable, either to the Department and the NGO. Funding can be suspended, if an ACCHS shows non-compliance with the Department’s reporting requirements.  This is normally undertaken a quarter at a time until all outstanding matters is addressed. 

Should Services require additional funds (one off/recurrent) during this period, they are welcome to lodge written applications any time of the year to the NSW Health Department’s Centre for Aboriginal Health for consideration.  Should one off funding be approved, the expenditure of these funds must also be included in the relevant financial year’s audited statements. When a grant surplus is identified, the ACCHSs must seek approval from the Department before utilisation of the funds and advise how the surplus occurred.

3.3.4 Conditions of Grant

All ACCHSs that accept recurrent funding from the Department are required to sign a Funding and Performance Agreement.  The Agreement, which is discussed in general later, lists a series of conditions, which are summarised hereunder:

1. Access – Must be available to all community groups except where exemption is approved under the Anti Discrimination Act 1977(under ss126 and 126A).

2. Status – As discussed earlier, the ACCHSs must be a not for profit organisation and must be incorporated where considered appropriate by the Department.
3. Management and Review – Refers to the right of the Department to undertake review of the ACCHS if concerns are raised and the potential to withdraw funding if required.
4. Employment Policy – ACCHSs must comply with; requirements under the NSW Anti Discrimination Act (unless exempt), employment policies, relevant legislation, policies and procedures and Departmental bulletins.
5. Accreditation – The ACCHS must show a willingness to undergo an ongoing formal and mutually agreed to accreditation process. 

6. Accountability – Refers to onus on ACCHSs to keep adequate financial and operational records and financial requirements.  (See Finance and Program Reporting for more information). 

7. Indemnity – Refers to the responsibility of the ACCHS for all its employees.

8. Assets – ACCHSs are required to keep a detailed register for all assets purchased with Departmental funding.

9. Acknowledgement - All ACCHSs, which receive recurrent, grant funding from the Department must acknowledge that funding in all relevant publications including letterheads.

10. Third Party Payments  - ACCHSs will not pass on or re-allocate grant funds (including interest) to other NGOs or organisations i.e. Third parties 

11. General – refers to Departmental representatives given the opportunity to visit the ACCHSs when required and delegations for grant releases. 

3.3.5 Funding and Performance Agreements (FPAs)

FPAs are derived from information in the each service’s Application Form.  It is important that program information provided is consistent with the NSW Health Departments strategic directions and if necessary the Department can amend the FPA accordingly after negotiations with the organisation.  FPAs are only co-signed by the Department when it is satisfied with the Program information and after the Minister approves annual recommendations (See Application Process) for each funding period.  The FPA consists of 5 parts, which include:

· Part 1 is the Funding Agreement

· Part 2 is the Performance Agreement

· Part 3 contains details of the Budget

· Part 4 sets out the Conditions of Grant (summarised previously)

· Part 5 sets out the Dispute Resolutions

3.3.6 Financial and Program Activity Reporting Requirements

Grant recipients are required to report against expenditure and reflect program activity on an annual basis. This Annual Report is due within 3 months of the end of the organisation’s financial year (normally 30 September) and must include:
1) 
A full set of Audited Financial statements, which must comply with Australian Accounting Standards, as defined in AUS104 and the Auditing of these Reports must comply with Australian Auditing Standards as defined in AUS102.  

Blank formats to assist with these reports are available in Operational Guidelines.

(2) 
Annual Activity Reports for Departmental funded programs must reflect achievement in each Program’s objectives by meeting measurable key performance indicators that are outlined in each ACCHS’s Funding and Performance Agreement. 

The Commonwealth Department of Health and Ageing, through the Office of Aboriginal and Torres Strait Islander Health has been progressively implementing the Service Delivery Reporting Framework (SDRF) across services it funds in NSW.  The SDRF is then to be incorporated in to and even replace each ACCHSs Service Activity Report. If these services also receive funding from the Department, they will be required to include activities of Department funded programs in the same SDRF Report.  This is an attempt to streamline reporting to both State and Commonwealth Health Departments to allow ACCHSs to focus more on service delivery than providing separate reports to numerous funding bodies. 
Assessment of the above 2 reports will be carried out in relation to the following:

a) Achievement of Overall Program Aims and Objectives

b) Compliance with specific terms and conditions of the Agreement. 

c) Meeting targets for specific inputs, outputs and outcomes.

d) Conforming to prescribed service standards

e) Financial Management. 


3.4 Office of Indigenous Policy Co-ordination (OIPC)

In April 2004 the Federal Government decided to abolish the Aboriginal and Torres Strait Islander Commission (ATSIC) and the associated service-delivery agency, Aboriginal and Torres Strait Islander Services (ATSIS). From 1 July 2004 the Federal Government’s Indigenous programs have been administered by mainstream agencies under a ‘whole-of-government’ approach. A Ministerial Taskforce on Indigenous Affairs provides leadership and strategic direction at the national level, advised by a Secretaries’ Group and a National Indigenous Council. 

In the States, Territories and regions, multi-agency Indigenous Coordination Centres (ICCs) have been established, managed by an Office of Indigenous Policy Coordination (OIPC) within the Department of Immigration and Multicultural and Indigenous Affairs.
The programs and services delivered by ATSIC-ATSIS have now been transferred to those Australian Government agencies that already deliver services to the entire Australian community and all programs and services have continued, as has agreed funding for Indigenous service-delivery organisations in 2004-05.

During 2004-05, former ATSIC-ATSIS programs and ‘Indigenous Affairs portfolio’ agencies transferred to the agencies/portfolios set out below.

Department of Immigration and Multicultural and Indigenous Affairs (DIMIA) 
— Office of Indigenous Policy Coordination (OIPC)

· Indigenous Rights  

· International Issues

· Public Information

· Repatriation 

· Reconciliation

· Planning and Partnership Development

· Community Participation Agreements

· Native Title and Land Rights

· Indigenous Women’s Development

· Indigenous Women

· Torres Strait Islander Affairs
Immigration and Multicultural and Indigenous Affairs Portfolio

· Aboriginal and Torres Strait Islander Land Fund Account
· Indigenous Land Corporation, (which now administers Regional Land Fund)

· Torres Strait Regional Authority

· Registrar of Aboriginal Corporations

· Regional Councils

Department of Employment and Workplace Relations (DEWR)

· Community Development and Employment

Employment and Workplace Relations Portfolio

· Indigenous Business Australia, which now administers

· Business Development Program
· Home Ownership Program

Department of Family and Community Services (FACS)

· Community Housing and Infrastructure

· Family Violence

· Family Violence Prevention - program split with Attorney-General’s Department

· Family Violence Partnership Program

Family and Community Services Portfolio

· Aboriginal Hostels Limited

Department of Communications, Information Technology and the Arts (DCITA)

· Art, Culture and Language

· Broadcasting

· Sport and Recreation

Department of Health and Ageing (DHA)

· Effective Family Tracing and Reunion Services

Department of the Environment and Heritage (DEH)

· Maintenance and Protection of Indigenous Heritage

Attorney-General’s Department (AGD)

· Legal and Preventative

· Family Violence Prevention Legal Services

Education, Science and Training Portfolio

· Australian Institute of Aboriginal and Torres Strait Islander Studies
Finance and Administration Portfolio

· Office of Evaluation and Audit


3.5 Other Funding Sources

3.5.1 The NSW Rural Doctors Network (RDN)

RDN is responsible for the assessing and allocating Relocation, Continuing Professional Development and Training grants, as well as providing grants to support Area of Need placements. These are to support the recruitment and retention of doctors in rural and remote areas of NSW.
Relocation Grants

Relocation grants may be available to eligible GPs to assist them to relocate to an identified under serviced rural or remote area.
Training Grants

Training grants are available to support rural GPs undertaking Emergency Life Support and Advanced Paediatric Life Support courses.

Continuing Professional Development Vouchers

CPD vouchers are available to GPs newly arrived in rural and remote locations in NSW. The vouchers support these GPs and their families to attend one of RDN’s Rural Refresher Weekends during the first year of rural service. 
RDN Locum Service

Through two rural divisions of general practice, RDN provides a locum service to ensure GPs in rural and remote NSW have access to quality locum services.
GP Recruitment

RDN can assist Aboriginal Health Services to recruit doctors, and to assist in their assessment. This may include support for interested doctors to visit the community in which they are considering an appointment.
Rural Medical Family Network

Family support weekends to enable doctors and their families to form networks and share common interests.

Application forms for all grants are available from the agency. If successful, formal agreements are signed before the release of funds.


3.5.2  GP Rural Retention Payments

Medicare Australia provides retention payments to doctors who provide continuous service in rural/remote communities. Depending on the remoteness of the community, the doctor will have to provide between one and six years continuous service before becoming eligible for a retention payment. The more remote the rural location, the shorter the service time before the doctor becomes eligible for a payment.
Where a doctor is billing Medicare, Medicare Australia automatically calculates the retention payment and when it is due. This it does through the Central Payments System.  Where a doctor is salaried, or has had service disrupted by eligible leave, Medicare Australia cannot make automatic calculations, and the doctor must apply through the NSW Rural Doctors Network for a Flexible Payment.

3.5.3  Aged Care Programs (Department of Health and Ageing)

Aged care packages for communities are funded from the Department of Health and Ageing. This funding usually is to Community Councils, or other community organisations. However, in some situations it may be appropriate for the health service to administer these programs. Generally, the programs focus on general home care, meals on wheels, and assistance with domestic tasks.
Aboriginal and Torres Strait Islander People are an identified special needs group of the Community Aged Care Package Program (CACP). As CACP recipients, they have the right to receive care that takes account of lifestyle, cultural, linguistic and religious preferences.
An Aboriginal or Torres Strait Islander person is any person who identifies as Aboriginal or Torres Strait Islander. 

Approved providers may find the following useful when targeting and delivering Packages to Aboriginal and Torres Strait Islander People: 

· employing Aboriginal or Torres Strait Islander staff to work with Aboriginal and Torres Strait Islander care recipients; 

· making contact with Aboriginal and Torres Strait Islander organisations in the community (eg Aboriginal Health Services, Aboriginal Community Councils Aboriginal Cooperatives); 

· requesting permission to attend relevant Aboriginal and Torres Strait Islander meetings to provide information about the CACP Program; 

· ensuring information about the Program, whether written or verbal, is clear and easily understood; 

· ensuring the CACP contact officer in the organisation, if not an Aboriginal or Torres Strait Islander person, has a rapport with Aboriginal and Torres Strait Islander people; 

· implementing cross-cultural training for staff and training in how to use an interpreter; and 

· engaging an interpreter or indigenous liaison officer if required. 


3.5.4 Rural Health Support, Education and Training Program (RHSET)

The RHSET Program is an initiative established by the Australian Government through the Department of Health and Ageing to contribute towards the recruitment and retention of rural health workers. It does this by funding initiatives that provide health workers with appropriate support, education or training to improve the health status of rural and remote communities.
Applications must be made of RHSET application forms.


3.5.5 National Health & Medical Research Council (NHMRC)

NHMRC funds are provided for research projects, and emphasise rigorous research conducted by properly trained researchers. Generally funds are available for up to 3 years. Usually a researcher with appropriate academic qualifications is required as the principal researcher. 

3.5.6 Philanthropic Associations

Most formal philanthropy in Australia is implemented through trusts and foundations. These can support innovation, back people’s ideas and share their dreams for their community. Although most can only fund a one-off project for a limited time, some trusts are looking for long term partnerships with community.
Information about philanthropic trusts and foundations is available from the Victorian Aboriginal Community Controlled Organisation (VACCHO) by visiting www.vaccho.com.au
Philanthropy Australia has information on a survey of philanthropic trusts completed in 2002 on www.philanthropy.org.au/pdfs/final.pdf
3.6 Guide to Submission Writing

There are numbers of guides to submission writing available on the World Wide Web. For example:

www.monash.edu.au/resgrant/grantinfo/general/writinggrantapp.html
www.communitybuilders.nsw.gov.au/finding_funds/submissions/submissions.html
www.fundsassist.com.au/tips_hints/FundAssist%27s%20Successful%20Funding%20Apps.pdf

SECTION 4 – CLINIC Administration

4.1 Clinic contacts

<<Insert key service provider contacts for ease of reference>>
	Service Provider
	Name
	Phone

	
	
	

	
	
	

	
	
	

	
	
	


4.2 Clinic information sheet (Criterion 1.1.2 and 1.2.1)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic information sheet is a useful way of informing clients of current medical service information and as such, it is made available to all clients of our Health Service.

If a client is unable to read or understand our Clinic information sheet, the content must be supplied in a way the client can understand.  For example, it could be provided:

· verbally

· through the National Relay Service (NRS) for clients who are deaf

· through the Translation and Interpreter Service (TIS) for clients who speak languages other than English.

Our Clinic information sheet and website (if available) is kept accurate, current and complies with the Australian Medical Association (AMA) Code of Ethics. This includes ensuring the information provided to clients does not contain advertising, endorsements, product names or brand names.

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic information sheet contains the following minimum essential information: (Criterion 1.2.1)
· names of GPs working in our health service
· names of staff providing clinical care to clients (subject to their consent)

· health service address and telephone numbers

· consulting hours

· arrangements for care outside our clinic’s normal opening hours including a telephone number.

<<Ideally your information sheet should also include the following bullet points. Amend according to your Clinic's requirements>>
Our Clinic information sheet also includes the following information:

· a definition of a reasonable distance within which visits can be provided

· availability of longer consultations (Criterion 1.1.1)
· managing clients who require urgent medical attention (Criterion 1.1.1)
· bulk billing arrangements (Criterion 1.2.4)
· contact details for State health complaints agency (list available on Safety and Quality Council web site) (Criterion 2.1.2)
· receiving and returning telephone calls from clients (Criterion 1.1.2)
· receiving and returning emails from clients (if applicable) (Criterion 1.1.2)
· availability of home and other visits (Criterion 1.1.3)
· medical care outside of normal opening hours (Criterion 1.1.4)
· managing client health information (Criterion 1.2.1 and 4.2.1)
· availability of a reminder system (Criterion 1.3.1)
· information about State and/or Federal reminder systems/registers (Criterion 1.3.1)
· encouraging clients to request their preferred GP for consultations (Criterion 5.2)
· following-up client test results (Criterion 1.5.4)
· how clients can provide feedback (Criterion 2.1.2)
· Clinic services available

· 10 Tips for Safer Health Care (Safety and Quality Council)

· whether translating services are available

· fees for cancelled or missed appointments.

In our Health Service, we make the Clinic information sheet available to all clients by:

· providing a copy of the Clinic information sheet to all new clients

· providing a supply of copies of the Clinic information sheet at reception and in the waiting room.

If clients are unable to read or understand our Clinic information sheet, we provide essential information by <<insert your Clinic procedure here>>.

It is the responsibility of <<insert staff member responsible here>> to ensure the Clinic information sheet is kept up-to-date and copies are available.

Helpful Resources: QbAY >> Reception Area
4.3 New client registration

Clinic policy

<<Customise this section as appropriate>>
Our Clinic information sheet is provided to all new clients when they are asked to complete a ‘new client registration form’. The client registration form is useful in obtaining client demographic information, Medicare number and ‘self identification’ cultural information, emergency contact and requirement for a translator.

A signature should also be obtained at this time and stored with the client’s health record to confirm client identification in the future.

Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, we ask all new clients to complete a ‘new client registration form’ and supply them with a copy of the Clinic information sheet.

It is the responsibility of <<insert staff member responsible here>> to ensure copies of the ‘new client registration form’ are available at reception.

Helpful Resources: QbAY >> Reception Area
4.4 Client telephone contact (Criterion 1.1.1, 1.1.2 and 1.7.3)
Clinic policy

<<Customise this section as appropriate>>
To facilitate continuity of care, clients need to have access to a doctor, nurse or Aboriginal Health Worker via telephone or electronic means to discuss their care when a consultation is not considered clinically necessary.

Clinic staff need to make time to return phone calls during the day, and where ‘clinically significant’ information is discussed, a note must be made in the client’s health record. The definition of ‘clinically significant’ information is provided in the Glossary of the RACGP Standards. (Criterion 1.7.3)
To ensure effective client telephone contact, reception staff need to be trained:

· to ask callers for their permission before placing them on hold in case of an emergency (Criterion 1.1.1)  

· to identify situations when it is appropriate to transfer telephone calls to clinic staff

· in each GP’s policy with regards to returning client phone calls

· to identify situations where it is appropriate to interrupt client consultations.

Further information about staff training is detailed in Induction of new staff members.

If the client is unable to clearly communicate with clinic staff, arrangements must be made to enable mutual understanding. For example, communication could be facilitated through the:

· National Relay Service (NRS) for clients who are deaf

· Translation and Interpreter Service (TIS) for clients who speak languages other than English.

Further information about translating through bilingual staff members, family and/or friends, is provided in Interpreter services. 
Telephone confidentiality (Criterion 4.2.1 and 4.2.2)
<<Customise this section as appropriate>>
Communication with clients via telephone must be conducted with appropriate regard to the privacy and confidentiality of the client and their health information.

Ongoing education and training on confidentiality should be provided to all staff and be included in the new staff induction program. These issues are addressed in Induction of new staff members.

If personal and health information needs to be discussed or collected over the phone, the call is transferred to a private room or area so that other clients and persons cannot hear the conversation.

If a person calls to ask if a family member or friend is or has been at our Health Service, they must be advised that our Health Service abides by a strict privacy and confidentiality policy and therefore no such information is disclosed. If the query is pursued, the caller must be advised that a message will be taken and a GP will return their call as soon as convenient.

Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, the procedure for GPs and clinical staff receiving and returning telephone calls is <<insert your Health Service procedure here, eg return phone calls in between sessions>>.

In our Health Service, the procedure for ensuring the privacy and confidentiality of the client and their health information when communicating with clients via the telephone is to:

· transfer the call to a private room or area so that other clients and persons cannot hear the conversation; 
· refrain from disclosing personal health information to anyone other than the client and referring the call to a clinical staff member if the query is pursued.
Helpful Resources: QbAY >> Reception Area
4.5 Client electronic contact (Criterion 1.1.2)
Clinic policy

<<Customise this section as appropriate>>
To facilitate continuity of care, clients need to have access to a clinic staff via telephone or electronic means to discuss their care when a consultation is not deemed clinically necessary.

Clinic staff need to make time to return emails during the day, and where ‘clinically significant’ information is discussed, a note must be made in the client’s health record. The definition of ‘clinically significant’ information is provided in the Glossary of the RACGP Standards. (Criterion 1.7.3)
Electronic communication confidentiality (Criterion 1.1.2 and 4.2.3)
<<Customise this section as appropriate>>
Communication with clients via email must be conducted with appropriate regard to the privacy and confidentiality of the client’s health information.

Ongoing education and training on confidentiality should be provided to all staff and be included in the new staff induction program. These issues are addressed in Induction of new staff members.

Further information about our Health Service procedure for maintaining privacy and confidentiality when communicating electronically with clients is included in Emails.
Clinic procedure

In our Health Service, the procedure for receiving and returning emails by the clinic staff is <<insert your Clinic procedure here>>.

For ensuring emails are sent securely, please refer to the Emails section of this manual.

Helpful Resources: GPCG Security in General Practice
4.6 Incoming mail

Clinic policy

<<Customise this section as appropriate>>
Correspondence relating to a client needs to be seen by the treating GP or in their absence, another nominated GP. Client correspondence must not be filed or scanned (if applicable) without having been seen and the appropriate action recorded. There must be an audit trail which identifies the reviewing doctor (eg initials, computer audit trail) and action statement (eg file, no action, call client).

Clinic procedure

<<There are two options below that a Health Service can choose: Option 1 relates to a paper-based filing system and Option 2 relates to a computerised filing system where the Clinic scans correspondence. Choose the most appropriate option for your Clinic and delete the other or if your Clinic implements a hybrid paper based and computerised filing system incorporate a mixture of the two options>>
<<Option 1: Applies to a Health Service with a paper-based filing system. Amend the following procedure as appropriate>>
In our Health Service, we have a paper-based filing system and our procedure for handling incoming mail is as follows:

1. separate the mail based on advertising, personal and client information

2. record the date that the mail was opened

3. locate the client’s health record and check name, address and date of birth

4. attach relevant information to the front of the health record

5. check that the treating GP is available. If they are away, ask another GP to review their correspondence

6. insert the health record in the GP’s in-tray

7. ensure that the GP signs, dates and records the action on each piece of mail before filing.

<<Option 2: Applies to Health Services with a computerised filing system. Amend the following procedure as appropriate>>
In our Health Service, we scan all correspondence relating to clients in their electronic health record (after GP revision). Our procedure for handling incoming mail is as follows:
8. separate the mail based on advertising, personal and client information

9. record the date that the mail was opened

10. check that the treating GP is available. If they are away, ask another GP to review their correspondence

11. insert the mail in the GP’s in-tray

12. ensure the GP signs, dates and records the action on each piece of mail before scanning and/or filing.

Helpful Resources: QbAY >> Reception Area
4.7 Appointment management (Criterion 1.1.1)
Clinic policy

<<Customise this section as appropriate>>
A flexible appointment system with the ability to accommodate clients with urgent, non-urgent, complex, planned chronic care and preventive health care is essential in our Health Service.

Urgent access

Clinic policy

<<Customise this section as appropriate>>
There are times when clients require urgent access to a GP. Our Clinic has a system in place to anticipate such needs, eg the appointment schedule could include reserving unbooked appointment times which can only be used for clients with urgent medical needs.

Clinic procedure

<<Customise this section as appropriate>>
To accommodate clients with urgent medical needs, our Clinic reserves a number of unbooked appointment times each day and triages according to our Triage and medical emergencies.

Continuity of care

Clinic policy

<<Customise this section as appropriate>>
Clients need to be able to request their preferred GP when making an appointment or attending our Clinic, and as a result, reception staff make every endeavour to ensure that clients have the opportunity to request their preferred GP and accommodate this in the appointment schedule. This principle also applies to other clinical staff such as Aboriginal Health Workers and nurses. These areas are extremely important for continuity of client care. (Criterion 1.5.2)
If clients are unable to obtain an appointment with the GP of their choice they should be advised of the availability of other GPs at this time.

Clinic procedure

<<Customise this section as appropriate>>
To ensure clients have the opportunity to request their preferred health care provider, our Health Service asks the client who their preferred GP, nurse or other health professional is at the time of making the appointment.

Consultation length

Clinic policy

<<Customise this section as appropriate>>
Reception staff needs to have the skills and knowledge to help determine the most appropriate length and time of consultation at the point of booking, and procedures must be in place and every endeavour made to allocate the appropriate time. New reception staff should be taught such skills in their induction as well as receiving ongoing education and training with other staff members. These issues are addressed in Induction of new staff members.

Clients need to be encouraged to ask for a longer consultation and that this is accommodated if they consider it necessary. Methods include asking the client if they have more than one issue to discuss with the GP and outlining the different types of appointments and their length. Another method is including such information in the Clinic information sheet.

To facilitate appropriate care and to prevent delays, one appointment per person needs to be allocated, including multiple family members.

Clinic procedure

<<Customise this section as appropriate>>
At our Health Service, we offer the following types of appointments:

	Appointment
	Types of issues
	Length (minutes)

	Short
	Renewed prescriptions and ongoing referral letters
	5 minutes

	Normal
	Routine care, preventive care, chronic care, referral letters to new specialists
	15 minutes

	Long
	New clients, excisions, complex conditions
	30 minutes

	Extra Long
	Full medical check-ups, counselling, client’s carer or translator is present
	45 minutes


Waiting times

Clinic policy

<<Customise this section as appropriate>>
On arrival for their appointments, clients need to be informed of how many clients are in front of them if there is a significant waiting time. If the waiting times are expected to be extremely long, clients should be offered the opportunity to come back at a later time.

Waiting clients need to be frequently monitored by reception staff in case their condition deteriorates. This is covered in Triage and medical emergencies. Waiting clients also need to be informed periodically of any further delays.

Clinic procedure

<<Customise this section as appropriate>>
Our Health Service ensures clients are informed, on arrival, if there is a significant waiting time. Where possible, we also encourage clients to ring before they make their way to the Health Service <<insert your Health Service procedure here>>.

Helpful Resources: QbAY >> Reception Area
4.7.1 Booking an appointment (Criterion 1.1.1)
Clinic procedure

<<Customise this section as appropriate>>
Our Health Service procedure for booking appointments is as follows: 

1. ask the client when they would like an appointment. Determine if the appointment is urgent or non-urgent;
2. ask the client which GP they would like to see or whom they would normally see;
3. ask the client if they have more than one issue to discuss and how long they feel they would need with the GP. Outline the different types of appointments available and their length;
4. advise the client that one appointment will be allocated per person if they have multiple family members;
5. provide the nearest available time for the client to see their preferred GP;
6. ask if another GP would be suitable if the client’s preferred GP is not available, or if non-urgent, planned chronic care or preventive health care, ask if they would prefer another time and date;
7. provide the client with a time and date for the appointment;
8. record the client surname and given name in the agreed timeslot;
9. inform new clients of Clinic location, parking, and bulk billing policy. Obtain phone number and other demographics as required;
10. reconfirm the appointment time and date and the client’s phone number;
11. encourage the client to call ½ hour prior to their appointment to see if the GP is running on time.

4.7.2 Clients attending scheduled appointments (Criterion 1.1.1 and 2.1.1)
Clinic procedure

<<Customise this section as appropriate>>
Our Health Service procedure for clients attending scheduled appointments is as follows:

12. greet clients warmly by saying ‘Good morning/afternoon, how can I help you today?’;
13. greet clients personally if you know them by name;
14. ask the client if any of their details have changed, such as their Medicare number, address or phone numbers;
15. inform the client if the GP is running late how many clients are in front of them;
16. mark in the appointments schedule that the client has arrived and complete any other tasks associated with the client’s arrival <<you may wish to list all the things reception staff need to do here>>;
17. monitor the waiting area frequently to identify very unwell clients and take action as detailed in Triage and medical emergencies;
18. provide individual clients with periodic updates regarding how many clients are in front of them.

4.8 Did not attend appointments (Criterion 1.5.4)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service has systems in place to track and if necessary follow up clients that cancelled or did not attend (DNA) a scheduled appointment.

Not every cancellation or DNA must be followed up – it is dependent on the clinical significance of the appointment, and notably, this is something that only the GP or other chosen clinical person can decide.

Cancellations and missed appointments need to be marked accordingly in the DNA System, with the system reviewed by the GP or other clinical person to see if follow-up is required. All attempts to contact clients that cancel and/or DNA must also be clearly documented.

The responsibilities of the GP and our Health Service reflect the recognition that the GP-client relationship is a special one based on trust. It is also characterised by the GP and health staff having special knowledge and skills that the client generally does not have. Further information about these responsibilities is detailed in Recall and reminder systems.

Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, we record cancelled and DNA appointments in <<insert your Health Service procedure here>>.

Our Health Service procedure for identifying and following up clients who cancel or DNA is as follows:

13. mark in the DNA System that the client cancelled or did not attend

14. provide each treating GP/health staff with relevant cancelled and DNA appointments at the end of the session

15. ask the treating GP to review the system, triage missed appointments and allocate action if required such as contacting the client to reschedule the appointment

16. take action on any requests

17. record in the DNA System progress in contacting the client including whether or not contact was successful and if so, when an appointment was made

18. record in the appointments schedule the new appointment date and flag it as a ‘recall’

19. record in the DNA System that the GP reviewed the client’s DNA or cancelled appointment, but that no further action was required (if applicable)

20. ask a clinical person to document all of the above information in the client’s health record.

Helpful Resources: QbAY >> Reception Area
4.9 Access and parking (Criterion 5.1.3)
Clinic policy

<<Customise this section as appropriate>>
Access to Clinic facilities and services is important to clients and as a result all staff need to consider the ways in which they can help facilitate reasonable access.

When considering what is ‘reasonable’, Health Services need to review the needs of clients with a disability. For example, providing wheelchair access for disabled clients to reception, waiting areas, consultation and examination areas and toilets. Clients with a disability also need to be able to park their vehicles within a reasonable distance to our Health Service.

Our Health Service takes a range of steps to assist clients with a disability including having: <<Customise this section as appropriate>>
· signage that is picture based (for clients with an intellectual disability)

· accessible pathways from the door to reception and to consultation rooms that are wide enough for clients in wheelchairs

· a unisex wheelchair accessible toilet for clients with disabilities.

If physical access is limited, our Health Service provides home or other visits to clients with disabilities.

Our Health Service is familiar with the Federal Disability Discrimination Act 1992 and legislation regarding the right to access health services. Details are on the Human Rights and Equal Opportunity Commission website.

Helpful Resources: QbAY >> Reception Area
4.9.1 Wheelchair access (Criterion 5.1.3)
Clinic procedure

<<Option 1: Does your Health Service provide wheelchair access to all parts of the Health Service? If not, delete this option>>
Our HealthMedical Service provides wheelchair access to reception, waiting, consultation and examination areas and toilets via <<insert your Health Service procedure here>>.

<<Option 2: Does your Health Service have limited facilities for clients with a disability? If not, delete this option>>
As our Health Service has limited access to all facilities and services, home or other visits are available for clients with disabilities.

4.9.2 Car parking (Criterion 5.1.3)
Clinic procedure

Our Health Service provides adequate car parking facilities within a reasonable distance from our Clinic for clients <<insert your Health Service procedure here>>.

4.9.3 Client transport 

<<Customise this section as appropriate>>
Our Health Service provides transport for clients without other means of getting into the clinic or to other appointments. Our policy on transporting clients is outlined in Section 12 of this manual.

– Client Management

4.10 Client rights (Criterion 1.7.1 and 2.1.1)
Clinic policy

<<Customise this section as appropriate>>
Due to the nature of clinical practice, all clinical and administrative staff need to provide respectful care to clients that promote their dignity, privacy and safety.

Specifically, all staff need to:

· have strong interpersonal and communication skills;
· provide a high level of customer service;
· be warm, caring, friendly, helpful and empathetic;
· identify, be sensitive toward and accommodate personal and cultural needs;
· provide non-discriminatory care;
· provide continuity of care;
· provide adequate information to help clients make informed decisions;
· respect a client’s right to seek another opinion or alternative care;
· record all essential information in the client’s health record;
· foster a collaborative relationship based on trust and mutual respect.
Clients must not be refused access to care on the basis of gender, race, disability, cultural background, age, religion, ethnicity, sexual preference or medical condition.

Clients are asked to identify if they are Aboriginal, Torres Strait Islander, or from other cultural backgrounds, and this information needs to be clearly recorded in client health records.
Our Health Service is familiar with the Federal Disability Discrimination Act 1992, as well as various State Disability Services Acts and Equal Opportunity Acts regarding anti-discrimination. Further details are on the Human Rights and Equal Opportunity Commission website.

Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, we do not refuse access to care on the basis of gender, race, disability, cultural background, age, religion, ethnicity, sexual preference or medical condition.

Clients are asked to identify if they are Aboriginal, Torres Strait Islander, or from other cultural backgrounds, and this information needs to be clearly recorded in client health records.
Helpful Resources: QbAY >> Reception Area

4.11 Courtesy and respect (Criterion 2.1.1)
Clinic policy

<<Customise this section as appropriate>>
Clinical and administrative staff need to respect the rights and needs of clients. Friendliness, fairness and open communication are considered the best antidote to the risk of client dissatisfaction, grievance, complaint or legal action.

It is for these reasons that the following should apply:

· staff need to be courteous at all times;

· clients should be spoken to clearly with information repeated where necessary;

· staff need to be understanding of clients who may be anxious, frightened or unfamiliar with our Health Service;

· clients need to be treated with warmth, empathy and consideration;

· staff must attempt to ascertain all of the facts by giving clients time to communicate in difficult situations.

Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, clinical and administrative staff respect clients’ rights and needs by treating them with courtesy and respect.  In our Health Service, we provide training to ensure all staff communicate in a clear, understanding and considerate manner.

Helpful Resources: QbAY >> Reception Area
4.12 Interpreter services (Criterion 1.2.3)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service accommodates a diverse multicultural population including those with disability.

Clients who do not speak English or who are more proficient in another language can choose a professional translating service or a translator who may be a family member, friend or bilingual staff member. Children should not be encouraged to translate on their parent’s behalf. In some situations, it may also not be appropriate for a family member or friend to translate.

Our Health Service encourages clients to utilise the free Translating and Interpreting Service (TIS) – Doctors Priority Line (1300 131 450) for reasons including:

	· quality client care
	· confidentiality

	· risk management
	· efficiency and effectiveness

	· impartiality
	· accuracy

	· professional conduct
	· experience.


The TIS is a free service available 24 hours a day via telephone at the time of consultation or onsite at the Health Service if 48 hours notice is given. Further information about the TIS is available on the TIS website.

A free interpreting service is available for clients who are deaf and use Australian Sign Language (AUSLAN). Contact the National AUSLAN Interpreter Booking and Payment Service (NABS) on 1800 246 945 or visit the NABS website for further information.

Clinic procedure

Our Health Service advises clients of translating and interpreting services by: <<Customise this section as appropriate>>
	· signs in the waiting area
	· brochures in the waiting area

	· reception staff
	· GPs

	· clinical staff
	· Clinic information sheet.


<<Option 1: Do staff in your Health Service speak multiple languages? Record relevant information here or delete this option>>
In our Health Service, the following staff members are fluent in these languages:

	Name of staff member
	Language

	
	

	
	

	
	


<<Option 2: What is your Health Service policy on using staff members to interpret? Amend according to your Health Service procedures>>
In our Health Service, we prefer that staff members not be used as interpreters, except in emergency situations. This is because bilingual staff, unless appropriately accredited, should not be presumed to have the necessary skills to act as interpreters. If an unqualified interpreter has been used in an emergency, a qualified interpreter must be obtained as soon as possible to ensure the client has understood what has taken place.

<<Option 3: What is your Health Service policy on using family members or friends to interpret? Amend according to your Health Service procedures>>
Clients may arrive with a family member or friend who could translate. Our Health Service discourages this (except in emergency situations) as it may present the following problems:

· reluctance for the client to disclose some information

· biased translation of information.

Our Health Service also provides client support materials in a variety of languages including <<customise this section as appropriate>>. The <<Insert staff member responsible here>> is responsible for maintaining these materials. (Criterion 1.2.1)
Translated health information is available from:

· Victorian Government Health Information, Health Translations Directory
· NSW Health, Multicultural Health Communication Service
· Safety and Quality Council, 10 Tips for Safer Health Care
In our Health Service, we follow this procedure when accommodating clients who speak a language other than English: <<Customise this section as appropriate>>
21. ask the client if they would like the use of an interpreter and offer translation services available in the Health Service;
22. check the client’s health record to see if an interpreter has been used before (if an existing client);
23. record the client’s preferred language and if they have requested an interpreter (if a new client);
24. ask the client what time they would prefer an appointment and whether they would prefer a male or female interpreter;
25. ask the client how they prefer to be addressed and their preferred order of name (eg family name first, then generation name, given name last);
26. record this information in the client’s health record;
27. make a longer appointment to accommodate interpreting time;
28. ask the client to repeat appointment details to confirm they have understood;
29. contact the TIS on 1300 131 450 to book an interpreter (if requested). Advise the TIS operator of a nominated client code for easy identification, client name, language, preferred gender of interpreter and appointment details;
30. ask the client to call if they are unable to attend the appointment. Alternatively, call the client the day before to confirm the appointment.
4.13 Culturally appropriate care (Criterion 1.4.1, 1.7.1 and 2.1.1)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service identifies the cultural background of our clients to assist with disease prevention and delivering culturally appropriate care.

To do this, our Health Service does the following activities:

· encourage and record self-identification of whether a client is Aboriginal, Torres Strait Islander or of another cultural background. A client registration form is useful in assisting with ‘self identification’ of cultural background. See New client registration for further information;
· identify important/significant cultural groups within the Health Service to meet their needs.
Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, the procedure for ensuring culturally appropriate care of our clients is:

· utilise the new client registration form to encourage clients to self-identify their cultural background;
· ask during the consultation if clients identify with a particular culture.

We identify significant cultural groups within our Health Service and implement strategies to meet their needs including:

· <<list strategies implemented to meet the needs of significant cultural groups identified within our Health Service>>
· <<List strategies implemented to meet the needs of significant cultural groups identified within our Health Service>>.
4.14 Non Aboriginal clients

Each health service needs to consider whether services can be extended to non aboriginal clients. Below are two draft policies that outline different approaches.

<<Customise this section as appropriate>>
Model 1

Background

Aboriginal and Torres Strait Islander people living in the catchment area for <<insert name of Health Service here>> are the primary client group for the Service, and as such they have access to the full range of services provide. A full range of services is also available to any Aboriginal and Torres Strait Islander person who is visiting the catchment area from other places.

As services are provided for free, and the organisation’s resources are limited, it can be necessary to consider how clinic staff should approach the issue of providing services to clients who are not Aboriginal or Torres Strait Islander. The Board of Management has given the following guidance to clinic staff in response to being asked for direction about this issue:

“It was decided that <<insert name of Health Service here>> will continue with its policy of treating all clients. Doctors are not to deter clients. We should continue with our Health Service policy of giving free medicines to all and prescriptions to those non-indigenous clients who could afford medicines.”

Guidelines 

Any person who presents at the clinics with an urgent clinical problem should be provided with emergency clinical care

People who are not Aboriginal or Torres Strait Islander but who are married to an Aboriginal or Torres Strait Islander person, or are members of Aboriginal or Torres Strait Islander families or groups can access the same range of services as this Service’s Aboriginal and Torres Strait Islander clients.

Current Service staff and their families can access services.

Other people who are not Aboriginal or Torres Strait Islander and who present at our clinics should be assessed by an Aboriginal Health Worker and/or a doctor in the usual way, and not be deterred from attending the clinic.

For non-indigenous clients, if medications are prescribed, clinic staff will use a prescription rather than provide free medications from the Service’s pharmacy, and mark the prescription “Client to pay”.

On some occasions multiple referrals of clients who are not Aboriginal or Torres Strait Islander have been received from an outside source (past examples have been from Centrelink and backpacker hostels). If staff become aware of this happening, it is a good idea to contact a staff member at the outside source to discuss alternative and more appropriate services for these referrals.

Model 2

<<Insert name of Health Service here>> policy is that: the Service provides health services to:

a) Aboriginal people

b) Non Aboriginal people who are accepted as part of the Aboriginal community. If a staff member is unsure about whether a person is eligible to receive a service, they should consult with a senior Aboriginal staff member.

c) Non Aboriginal current employees and their immediate families (i.e. spouse and children). Such clients will have to purchase their own pharmaceuticals, dental treatments and services.

In emergencies, of course, staff will provide assistance to any person.

Model notice on this issue

NOTICE

THIS ORGANISATION SEEKS TO PROVIDE SERVICES TO ALL MEMBERS OF THE COMMUNITY.  HOWEVER, DUE TO FUNDING CONDITIONS AND LIMITED RESOURCES IT MAY ON OCCASION HAVE TO LIMIT SERVICES ONLY TO MEMBERS OF THE ABORIGINAL COMMUNITY.  

ACCORDINGLY, THIS ORGANISATION RESERVES THE RIGHT TO DECLINE SERVICES TO ANY PERSON AT ITS DISCRETION UNDER THE PROVISIONS OF SECTION 21 OF THE ANTI-DISCRIMINATION ACT 1977

4.15 Local health and community services (Criterion 1.2.2 and 1.6.1)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic has readily accessible information about local health, disability and community services available via written or electronic means.

Our Health Service engages with the following services:

· medical services such as diagnostic services, hospitals and specialist consultant services;

· allied health services;

· disability and community services;

· health promotion and public health services and programs.

Our Health Service is aware of different referral arrangements for public and private providers. Copies of important, non-routine referrals to local health, community or disability services are kept in the client health record.

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic has the following health and community information available for staff members:
· community resource directory;

· reference material (eg books, videos, magazines, journals);

· details on local allied health professionals;

· details on local diagnostic services;

· details on local pathology services;

· Doctors/specialists listings;

· yellow pages;

· local medical specialist centres and hospitals.

Health and community information for staff is stored in the following areas: <<Customise this section as appropriate>>
· reception

· consulting room

· treatment room

· computer system

· kitchen/tea room.

It is the responsibility of <<insert staff member responsible here>> to maintain the health and community service resources for both clients and staff of our Health Service.

4.16 Health information for clients (Criterion 1.2.2, 1.3.1 and 1.6.1)
Clinic policy

<<Customise this section as appropriate>>
For reasons of health promotion and disease prevention, our Health Service has a range of posters, leaflets and brochures about health issues relevant to the community either on display in the waiting area and/or in the consulting rooms.

When used appropriately, this information will assist clients in making informed decisions about their health.

Clinical staff use written information to support diagnosis and management of conditions, as well as for the purposes of health promotion and illness prevention.

If the Health Service cares for a particular ethnic community, written health information is made available in the most common languages spoken. Translated health information is available from: (Criterion 1.2.1)
· Victorian Government Health Information, Health Translations Directory
· NSW Health, Multicultural Health Communication Service.

Information about medicines and medicine safety is provided to clients and this information can be accessed via the RACGP website.

Information from the Australian Council for Quality and Safety in Health Care such as ‘Ten tips for safer health care’ can also be made available to encourage clients to discuss the purpose, importance, benefits and risks relating to decisions about their health care. This brochure plus other information can be downloaded from the Safety and Quality Council website.

Clinic staff need to be aware of alternative modes of communication used by our clients, such as those who are not proficient in the primary language of the Health Service GPs or those with a disability. These issues are addressed in Interpreter services.

Helpful Resources: QbAY >> Reception Area
Clinic procedure

<<Customise this section as appropriate>>
Our Health Service has the following health and community information available for clients: 
· RACGP consumer medicines information
· Safety and Quality Council information
· <<list more here>>
· <<list more here>>
· <<list more here>>
· <<list more here>>
· <<list more here>>
We also provide the following information via:

· Clinic information sheet (Criterion 1.2.1)
· signs in the waiting room or noticeboard 

and may include:
· availability of longer consultations (Criterion 1.1.1)
· policy on managing clients requiring urgent medical attention (Criterion 1.1.1)
· availability of home and other visits both within and outside normal opening hours (Criterion 1.1.3)
· information on medical care outside of normal opening hours (Criterion 1.1.4)
· policy on the management of health information (Criterion 1.2.1 and 4.2.1)
· information about bulk billing (Criterion 1.2.4)
· encouraging clients to request their preferred GP when making an appointment or attending the Health Service (Criterion 1.5.2)
· policy on the follow-up of results (Criterion 1.5.4)
· encouraging clients to provide feedback (Criterion 2.1.2)
· contact details for State health complaints agency (list available on Safety and Quality Council web site) (Criterion 2.1.2)
· Ten Tips for Safer Health Care (Safety and Quality Council web site)

· information on the Health Service’s no smoking policy. (Criterion 5.1.1)
Helpful Resources: QbAY >> Reception Area
4.17 Presence of a third party (Criterion 2.1.3)
Clinic policy

<<Customise this section as appropriate>>
At times, a third party may be requested to attend a clinical consultation. Some reasons include:

· Clinic worker may feel more comfortable having a third party present during an examination, such as the attendance of a nurse (chaperone);
· GP registrar observing for training purposes;
· client may be accompanied by a third person such as a carer or family member.

For each of the above reasons, consent must be obtained from the client whether this is implied or express.

If a medical student or other person is observing, interviewing or examining for education and training purposes, it is preferred that the client is advised at the time of making an appointment, or at the very least, when they arrive at reception. Clinic staff must not ask in the consulting room, as the client may feel too awkward or uncomfortable to refuse.

Helpful Resources: QbAY >> Consulting Room
Clinic procedure

<<Customise this section as appropriate>>
Our Health Service collects consent from clients for medical students and other persons receiving training to be present at a consultation by requesting consent at the time of making an appointment, or at the very least, when they arrive at reception. Clinic staff must not ask in the consulting room, as the client may feel too awkward or uncomfortable to refuse.

Our Health Service collects consent from clients if they are accompanied by a third person into the consultation room by asking the client if they wish to have the carer of family member present. 

4.18 Clients in distress (Criterion 2.1.1)
Clinic policy

<<Customise this section as appropriate>>
A client in distress may feel more comfortable in a private area than in a public waiting area. Distress may be physical such as bleeding or vomiting, or emotional such as crying.

To respect a client’s rights and dignity, our Health Service provides privacy for such clients such as allowing them to sit in an unused room, staff room or other area.

Once clients in distress are transferred to a private area, they are not left unattended or unobserved. Depending on the client’s condition, a receptionist or clinical person such as a nurse will stay with the client, or the doctor may be interrupted to view the client’s condition.

Helpful Resources: QbAY >> Reception Area
Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, we provide privacy for clients and others in distress by:

· transferring clients to a private room

· contacting a GP

· asking the nurse/practice staff to monitor the client.

4.19 Triage and medical emergencies (Criterion 1.1.1)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service classifies clients seeking medical consultations according to their priority of need. An adequate triage system will ensure that clinical care is provided to clients with urgent medical problems as a priority.

Our Clinic uses a Triage Support Guide from the Dandenong District Division of General Practice (DDDGP), which is based on the POPGUNS tool developed by SE NSW Division of General Practice and consists of a quick reference wall chart and a triage support handbook. 

This guide aims to assist receptionists to categorise clients into different levels of priority based on the symptoms described or observed. Once the category is determined, the prompts on the wall chart guide appropriate actions, such as whether to interrupt the GP immediately or discuss with GP or nurse as soon as possible. For “phone ins” suggested advice, such as, calling an ambulance, going to casualty or coming into the surgery, is also listed according to the category selected.

Download the sections below in PDF format from the DDDGP website:

1. Triage Support Guide - Instructions
2. Triage Support Guide - Front Cover & Spine
3. Triage Support Guide - Handbook Flip Cards
4. Triage Support Guide - Prioritisation of Clients Wall Chart
(To save the files to your computer, use Right-Click >> Save Target As.)
This is an excellent document and your Health Service can purchase an assembled in a folder with laminated wall chart from the DDDGP on 02 9706 7311.
Clinic procedure

<<Customise this section as appropriate>>
Our Health Service procedure for identifying clients with urgent medical needs is to ask the client whether “it is an emergency?” when they request an appointment via telephone or over the counter. 

Our staff also observe the client’s status by looking, listening and monitoring whether they are in distress.

The Triage Support Guide is kept at the reception desk and is easily accessible by all reception staff to triage clients appropriately.

Helpful Resources: QbAY >> Reception Area
4.19.1 Dialling emergency ‘000’

<<Customise this section as appropriate>>
In our Health Service, we follow this procedure when dialling ‘000’ in an emergency: 
19. dial ‘000’ (free call) and ask for ‘ambulance’

20. advise the operator that you are calling from your Health Service
21. answer the questions asked by the operator including:

· the address where the ambulance is required;
· what the problem is;
· number of people injured;
· the client's age;
· the client's gender;
· if the client is conscious;
· if the client is breathing.

22. follow pre-arrival advice provided by the operator;
23. do not hang up until the operator tells you to – you may have to hold while an ambulance is dispatched.

4.20 Home and other visits (Criterion 1.1.3 and 1.2.1)
Health Service policy

<<Customise this section as appropriate>>
Where safe and reasonable, our Health Service makes visits to regular Health Service clients in their homes, aged or residential care facilities, or in hospitals within and outside of normal working hours. Our Health Service has decided upon a reasonable distance within which visits can be conducted which is detailed in Provision of visits.

Safe and reasonable care

<<Customise this section as appropriate>>
If it is not safe and reasonable to supply home visits to clients, our clearly documents the alternate system of care for clients who need this service.

Provision of visits

<<Customise this section as appropriate>>
Visits may be performed by a service on behalf of our Health Service, however documented arrangements must include the following:

· reference to the timely exchange of clinical information about client care;
· how the service can access GPs in exceptional circumstances to obtain client health information;
· assurance that care will be provided by appropriately qualified health professionals.

Helpful Resources: QbAY >> Consulting Room
Health Service procedure

<<Customise this section as appropriate>>
Our Health Service offers home and other visits to clients who: 

· live within a <<insert distance here, eg 10 kilometre>> radius of our Health Service
· <<insert criteria here>>
· <<Insert criteria here>>.

In our Health Service, home and other visits are scheduled and confirmed by the client’s treating GP through <<insert your Health Service procedure here>>.
Safe and reasonable care

In our Health Service, we provide care to our clients requiring home visits where it is not safe and reasonable by <<insert your Health Service procedure here>>.

Provision of visits

<<Customise this section as appropriate>>
In our Health Service, home visits are provided by <<insert your Health Service procedure here>>.

Continuity of care and exchange of clinical information is facilitated by <<insert your Health Service procedure here>>.

4.21 After hours care (Criterion 1.1.3 and 1.2.2)
Health Service policy

<<Customise this section as appropriate>>
Where it is safe and reasonable, our Health Service provides reasonable arrangements for access to out of hours primary care for our regular clients. Our Health Service has decided upon a reasonable distance within which visits can be safely conducted, which is <<insert distance here, eg 10 kilometres>>.

Care supplied by an external provider

<<Customise this section as appropriate>>
Where our Health Service supplies care through an external provider (ie care must be provided by an accredited medical deputising service, accredited local hospital and/or cooperative), the documentation of the arrangement must assure:

· the timely reporting of the care provided to the client’s nominated GP;
· a defined means of access for the deputising practitioner to client health information and Health Service GPs in exceptional circumstances

· the care is provided by appropriately qualified health professionals.

Helpful Resources: QbAY >> Reception Area
Health Service procedure

In our Health Service, we offer after hours care to clients of our service by the following:

<<Which option is most relevant to your Health Service arrangements? Select the most appropriate option and amend accordingly. Make sure you include contact name and details where appropriate>>
31. Health Service GPs provide their own care for clients outside of normal opening hours either individually or through a roster

32. formal arrangements for cooperative care outside the normal Clinic opening hours exist through a cooperative of one or more local general practices;
33. formal arrangements exist with an accredited medical deputising service;
34. formal arrangements exist with an appropriately accredited local hospital or an after hours facility, in the circumstances where we do not use an accredited medical deputising service or cooperative. 

A copy of our formal written agreement with the after hours service provider (if applicable) is located <<insert the location of the after hours written agreement>>.
Care supplied by an external provider

<<Customise this section as appropriate>>
Clients are advised of access to our after hours service by:

· telephone answering machine

· call diversion system

· paging system

· sign visible from outside the Clinic
· Clinic information sheet.

Other arrangements coordinated by our Health Service for after hours care include <<insert your Health Service procedure here>>.

4.22 Costs associated with clinical care (Criterion 1.2.4 and 1.2.5)
Cost of care provided by our Health Service
Health Service policy

<<Customise this section as appropriate>>
Our Health Service bulk bills all clients for all clinical services. If there are any costs associated with any treatments, investigations or procedures, clinical or administrative staff will advise clients about these. 

Health Service procedure

<<Customise this section as appropriate>>
Our Health Service informs clients that all consultations are bulk billed via:

· the Clinic information sheet

· sign displayed in the waiting area.
Cost of care provided outside of our Health Service
Clinic policy

<<Customise this section as appropriate>>
To assist in making an informed decision about their health care, clients must be informed of the potential cost associated with investigations or consultation with medical specialists, allied health professionals or other allied health services.

Clients should be encouraged to ask the service or specialist to whom they have been referred about the exact fee that may arise.

GPs should be aware of the billing policies of services they frequently refer clients to. This information can then be provided to clients upon referral.

Helpful Resources: QbAY >> Reception Area

Clinic procedure

Our Health Service informs clients of the potential costs associated with investigations or consultations with medical specialists, allied health professionals or other allied health services by <<insert your Health Service procedure here>>.

4.23 Client health records (Criterion 1.7.1, 1.7.2 and 1.7.3)
Clinic policy

<<Customise this section as appropriate>>
A client health record is a detailed, confidential document compiled by a health professional over a period of time on a particular person. Its primary purpose is to:

· identify a person accurately;
· record symptoms and signs;
· support diagnosis;
· justify management decisions.

Format of health records

<<Customise this section as appropriate>>
To enhance continuity of care, each client should have their own individual file (as opposed to a family file). This record should contain:

· all clinical information relating to the client
· contact and demographic information including the client’s full name, date of birth, gender and contact details

· self-identified cultural background (eg Aboriginal and Torres Strait Islander)

· the preferred contact in an emergency.

Our clinic has a << paper-based file system / electronic file system / combination of paper-based and electronic file system>>.

Helpful Resources: QbAY >> Consulting Room
Content of health records

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic ensures that at least 50% of active health records contain a health summary including:

· adverse medicines events;
· current medicines list;
· current health problems;
· past health history;
· risk factors;
· immunisations

· relevant family history;
· relevant social history.

Our Clinic also ensures that:

· 90% of active health records contain a record of allergies in the health summary;
· significant face-to-face, telephone or electronic communication is recorded in the client record

· health records are updated to show recent important events including immunisations, births and family history changes (Criterion 1.7.2).
‘Active health records’ are considered to be records of a client who has attended our Clinic 3 or more times in the past 2 years.

4.23.1 Consultation notes (Criterion 1.7.3)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service also documents consultations including those outside normal opening hours, home or other visits and clinically significant telephone or electronic consultations. 

Consultation notes must include the following:

· date of consultation;
· reason for consultation;
· relevant clinical findings;
· diagnosis;
· recommended management plan and where appropriate expected process of review;
· prescribed medicine (including medicine name, strength, directions for use/dose frequency, number of repeats, and date medicine started/ceased/changed);
· any relevant preventive care undertaken;
· documentation of referral to other health care providers or health service;
· any special advice or other instructions;
· identification of who conducted the consultation, eg by initial in the notes, or audit trail in electronic record;
· evidence that problems raised in previous consultations are followed up.

Client health records must show evidence that problems raised in previous consultations are followed up.

To ensure that quality consultations continue in the event of computer failure, our Health Service prints templates from the clinical software program and stores them in a central location. These can then be used as part of the consultation with hand written notes scanned with a notation in consultation notes indicating the location of hand written notes. Alternatively, hand written notes can be entered into the clinical software when the computers come online. This should form part of the Health Service’s Disaster recovery plan.

Helpful Resources: QbAY >> Consulting Room
4.23.2 Results, reports and clinical correspondence (Criterion 1.5.4)
Clinic policy

<<Customise this section as appropriate>>
All tests and results (including pathology results, diagnostic imaging reports, investigation reports and clinical correspondence received) must be reviewed, signed or initialled (or the electronic equivalent), indicated with an action statement and acted on in a timely manner by the GP and incorporated into the client health record.

Our Clinic has a system in place to follow up tests and results, reports and clinical correspondence where there is concern about the significance of the test or result. This also includes tests or referrals ordered for the client. This forms part of the Recall and reminder system.

The system may be managed by someone other than the GP such as the practice nurse. It is however the GP’s responsibility to identify and flag clients of concern.

Results, reports and clinical correspondence must be reviewed and actioned by the GP prior to scanning (if applicable) and/or filing in a paper-based health record.

Helpful Resources: QbAY >> Consulting Room
Clinic procedure

<<Customise this section as appropriate>>
Our Clinic manages incoming pathology results, diagnostic imaging reports, investigation reports and clinical correspondence by <<insert your Clinic procedure here>>.

Clients should be advised of the usual policy for notifying clients of results and other correspondence. This may be through:

· the GP and clinical staff verbally informing clients at the time of request;
· the Clinic information sheet;
· a notice in the waiting area.

4.24 Recall and reminder systems (Criterion 1.3.1 and 1.5.4)
Clinic policy

<<Customise this section as appropriate>>
There are many reasons why our Health Service coordinates a structured recall and reminder system.

From a preventive care perspective, there is clear evidence that related activities (such as immunisation) reduce the morbidity and mortality associated with a number of diseases (RACGP, 1998, p. 1). According to the RACGP (1998, p. 1) “prevention incorporates both health promotion and disease prevention…and GPs are in an ideal position to link prevention with comprehensive, continuing and holistic care”.

There is also a Common law duty to have a recall and reminder system.  In the Kite v Malycha case in the South Australian Supreme Court in 1998, Honourable Justice Perry stated “It is unreasonable for a professional medical specialist to base his follow up system, which can mean the difference between death and cure, on the client taking the next step” after finding the defendant negligent in recalling a client with a breast carcinoma.

In the same case, Honourable Justice Perry also noted that “Mr Malycha owed a duty to inform himself of the outcome of the pathologic test of the specimen, and to offer appropriate treatment in light of the report”. This highlights the need to track what diagnostic test requests have been issued and reported on.

Other positive aspects of a recall and reminder system include:

· continuity of care;
· an increase in client involvement in their health;
· the ability to increase Health Service income;
· better management of chronic conditions therefore leading to reduced acute care and greater preventive care;
· better quality of life for clients.

An effective recall and reminder system comprises the following components:

· recalls – occurs when it is crucial for a client to attend the Clinic, usually in the instance of an abnormal test result or failing to attend a specialist appointment

· tracking – a system to track diagnostic test requests and referrals leaving the surgery, register results of tests and referrals that arrive at the surgery and to ensure that the client has been notified.  A tracking system generally targets “at risk” clients.  It is an essential component of an effective recall and reminder system

· reminders – an offer to provide clients with systematic preventive care, usually for diabetes, cervical screening and immunisations.

Helpful Resources: QbAY >> Reception Area
4.25 Recall system (Criterion 1.5.4)
Clinic policy

<<Customise this section as appropriate>>
Our recall system is a follow-up process whereby clients are contacted to return to our Clinic generally to receive the results of ordered tests or to receive follow-up treatment. Our recall system is considered an essential component of quality care and also offers an active risk management approach.

There are many different types of recall systems and methods by which clients can be tracked and followed-up.  There isn’t one ideal or perfect system that the Clinic should implement, as there are many variances from Health Service to Health Service. Our Health Service strives to ensure:

· ‘red flag’ (see explanation below) clients attend diagnostic test requests and/or referrals;
· all test results or referral responses arrive at our Health Service and are seen by the GP;
· the client is given the result of the test or referral;
· every contact or attempt to contact the client is recorded;
· the system is cost and time effective, fail-safe and sustainable.

Parts of a recall system

Clinic policy

<<Customise this section as appropriate>>
In summary, a recall system involves 4 parts:

· identifying ‘red flag’ (see explanation below) clients and registering them on the recall system;
· tracking outgoing diagnostic test requests and referrals to identify and follow-up clients who are not complying with treatment plans;
· ensuring results or referral responses arrive at our Clinic and are viewed by the GP;
· recalling the client to receive the result of test requests or referral responses.

‘Red flag’ clients or situations

Clinic policy

<<Customise this section as appropriate>>
Only clients with a particular condition or circumstances of significant nature need to be registered on the recall system.  ‘Red flag’ situations may include the following:

· when a condition is serious or life-threatening;
· when delayed treatment or not receiving treatment has the potential to increase the risk of morbidity;
· whether the test results are abnormal;
· clients that may be unhappy with their management;
· clients referred for a specialist consultation;
· clients who have not attended a scheduled appointment and need to be seen;
· clients with a condition that requires monitoring;
· any other situation by which the GP feels the client needs to be monitored.

Contacting the client
Clinic policy

<<Customise this section as appropriate>>
As a minimum, our Health Service attempts to contact the client via the following methods:

· 3 phone calls at different times of the day

· if the client has not responded – a letter sent via registered post asking the client to contact our Clinic.

If the client has not responded to all communication attempts, the GP must be notified. The medical defence organisation should also be contacted for advice. All communication attempts must be documented in the client health record.

Helpful Resources: QbAY >> Reception Area

Clinic Procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to review and action the recall system on a <<insert frequency of review here, eg daily or weekly>> basis.

In our Health Service, the following procedures apply to the Recall system:

· when the GP returns the results, follow the instructions provided by the GP – this may entail contacting the client to make an appointment, transferring the call to the GP or advising the client over the phone that their results are normal;
· before contacting the client, cross-reference the client’s health record to ensure they have not already been contacted;
· if contacting the client to make an appointment to see the GP, make 3 phone calls at 3 different times of the day;
· document in the client’s health record all attempts to phone them and the times of the day called;
· if the client does not respond, send a letter via registered post asking the client to contact our Clinic;
· document in the client’s health record the date that the letter was sent;
· include a copy of the letter in the client’s health record;
· if the client does not attend, advise the GP and repeat the above procedures;
· once the client has attended their appointment and the GP has actioned the results and initialled accordingly, remove the recall flag, and if paper-based, file the report.

4.26 Tracking system

Clinic policy

<<Customise this section as appropriate>>
There are many different ways to track red flag clients and some Health Services use a combination of systems to accommodate the needs of different clients and to ensure that the system is water-tight. 

To track red flag clients, our Clinic’s recall and reminder system includes:

· tracking log – every GP maintains a log to enter client details and key information including follow-up dates and progress.  The log can be maintained on computer, in an exercise book or printed sheets in a folder. At every stage of the process, the client file and log must be updated

· clinical software – utilises recall prompts on clinical software to track clients.  For example, when a test or referral is requested add a prompt such as “Test/s Requested” or “Referral Sent” and add a follow-up date.  These prompts are best added as a code for consistency purposes. At every stage of the process, the client file and recall prompt must be updated

· card file – similar to the tracking log, every GP records client details and key information including follow-up dates and progress but on a card which is then added to a central card system which is filed by month according to the date of follow-up.  At every stage of the process, the client file, recall card and prompt must be updated

A system is in place whereby a staff member is allocated the task of checking due recalls on a daily, weekly and/or monthly basis and then following-up clients.

It is the responsibility of <<insert staff member responsible here>> to review and action the tracking system on a <<insert frequency of review here, eg daily or weekly>> basis.

Helpful Resources: QbAY >> Reception Area
4.27 Reminder system (Criterion 1.3.1)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service has a systematic process in place for providing clients with preventive care. Reminders are conducted for various conditions and reasons such as immunisations, diabetic care and Pap smears.

Consent must be obtained from clients prior to placing them on a proactive reminder system, and this includes National and State based reminder registers.

Contacting the client
Clinic policy

<<Customise this section as appropriate>>
As a minimum, our Health Service attempts to contact the client via the following methods:

· 2 letters marked private and confidential;
· if the client has not responded – a phone call.

If the client has not responded to all communication attempts, the GP must be notified. All relevant communications must be documented in the client health record.

It is the responsibility of <<insert staff member responsible here>> to review and action the reminder system on a <<insert frequency of review here, eg daily or weekly>> basis.

Our Clinic uses one or more of the following reminder systems: 

· flagging of client health records for opportunistic preventive activities;
· paper or electronic system showing due dates for preventive activities;
· paper or electronic proactive reminder system;
· <<insert other reminder system here>>;
· <<Insert other reminder system here>>.
Our Health Service also participates in National and State based reminder registers which include the following:

· Pap smear registry;
· Australian Childhood Immunisation Register;
· Familial cancer registry;
· <<insert other registers here>>;
<<Insert other registers here>>.
Helpful Resources: QbAY >> Reception Area
Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, the following procedures apply to the Reminder system:

· on a weekly or monthly basis, generate the reminder letter to the client;
· document in the client’s health record the date that the first letter was forwarded to the client;
· before contacting the client, cross-reference with the client’s health record to ensure that they have not already been contacted;
· if the client does not contact the Clinic after the first letter, send a second letter the next month;
· document in the client’s health record the date that the second letter was forwarded to the client;
· if the client does not contact the Clinic after the second letter, phone the client;
· document in the client’s health record all attempts to phone them and (if applicable) the times of the day called;
· if the client does not attend, advise the GP and repeat the above procedures;
· once the client has their appointment, remove the reminder flag.

Other important details surrounding reminding clients for preventive health care are <<insert your Health Service procedure here>>.
Helpful Resources: QbAY >> Reception Area
4.28 Retention of records and archiving (Criterion 4.2.2 and 4.2.4)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service refers to State and/or Federal legislation regarding the length of time client health records must be kept. This includes those that are inactive and when the client is deceased. Our Health Service also consults our medical defence organisation regarding requirements. 

At a minimum, client health records must be kept until the client is 25 years of age, if a child, or a minimum of 7 years following the last year of the client’s attendance, whichever is greater. 

Client account records must be retained for a minimum of 7 years, however our Health Service has confirmed with our accountant what State and/or Federal legislation is applicable.

Our Health Service has a process in place to allow for identifying, culling, storing and retrieving inactive client health records. ‘Active health records’ are records of clients who have attended our Clinic 3 or more times in the past 2 years.

Helpful Resources: QbAY >> Consulting Room
Health Service procedure
In our Health Service, the length of time inactive medical records are kept is <<insert length of time here>>.

In our Health Service, the length of time client account records are retained is <<insert length of time here>>.

In our Health Service, the process for identifying, culling, storing and retrieving inactive health records is <<insert your Health Service procedure here>>.
4.29 Transfer of health records (Criterion 2.1.1 and 4.2.3)
Clinic policy

<<Customise this section as appropriate>>
When a client requests that their health records to be transferred to another health care provider outside of our Health Service, the Health Service has an obligation to provide a copy or summary of the client health record in a timely manner to facilitate care of the client.

Transfer of health records from our Health Service can occur in the following instances:

35. when a client asks for their health record to be transferred to another Health Care provider or service;
36. for legal reasons, eg record is subpoenaed to court;
37. where an individual health record report is requested from another source.

Clinic staff must notify the GP about all requests for client health information. Our Health Service records the request by the client to transfer client health information on the health record, and this needs to include details as to the date, where and when the information was sent and who authorised the transfer.

The client must provide written consent to the transfer. A sample client consent form is available on QbAY >> Consulting Room.

For medico-legal reasons, our Health Service retains the original record and provides the new health care provider with a summary or a copy. If a summary of the client’s health record is provided to the new health care provider, a copy of the summary should be kept on file for record purposes.

4.29.1 Transfer to another health care provider
Clinic procedure

<<Customise this section as appropriate>>
Our Health Service follows this procedure when transferring health records to another health care provider: 

24. ensure that the client has provided written consent and this is incorporated into the client’s health record;
25. stamp or record ‘copy’ on each page of the photocopy or summary report;
26. send the health record to the requesting health care provider via registered post / client / courier with a fee indicated (if appropriate);
27. make a note in the client’s health record the date and destination of the records transferred.

Helpful Resources: QbAY >> Consulting Room
4.29.2 Transfer from another Health Service (Criterion 2.1.1 and 4.2.3)
Clinic policy
<<Customise this section as appropriate>>
It is necessary for a doctor to become familiar with a new client’s medical history via their health record from a previous health care provider. If a copy or summary of a health record is required, written client consent must be provided to the former health care provider. Our Health Service assists new clients by providing a consent form and posting the completed form to the former health care provider.

Clinic procedure

<<Customise this section as appropriate>>
Our Health Service follows this procedure when transferring health records from another health care provider:

28. ask the client to write a letter / sign a form indicating consent for their previous health care provider to forward a copy or summary of their health record

29. send a letter to the previous health care provider requesting that they provide a copy or summary of the client’s health record and enclose the original copy of the client’s consent

30. prior to sending the request, photocopy the letter and consent from the client and attach it to the client’s new health record.

4.30 Request for personal health information (Criterion 4.2.1)
Clinic policy

<<Customise this section as appropriate>>
Clients of our Clinic have the right to access their personal health information under the Privacy Amendment (Private Sector) Act 2000.

Our Clinic informs clients that they are able to access their health information. This is done via the Clinic information sheet, notice in the waiting area and on the Health Service website (if applicable).

On request for access to personal health information, our Clinic documents each request and endeavours to assist clients in granting access where possible and according to the privacy legislation. Forward the client request to the client’s GP to check for exemptions. Exemptions to access must be noted and each client or legally nominated representative must have their identification checked prior to access being granted.

Helpful Resources: QbAY >> Consulting Room and Office of the Federal Privacy Commissioner
Clinic procedure

<<Customise this section as appropriate>>
Our Clinic follows this procedure on request for access to personal health information in accordance to the privacy legislation: 

38. document the client’s request and forward a request to the client’s GP to check for exemptions;
39. check the client’s or legally nominated representative’s identification prior to access being granted.
4.31 Referral documents and services (Criterion 1.2.2, 1.2.5, 1.6.1 and 1.6.2)
Clinic policy

<<Customise this section as appropriate>>
Referral documents (ie letters and pre-printed forms) to other health care providers must contain only relevant and sufficient information to facilitate optimal client care. 

Clients must be made aware that client health information is being disclosed in the referral documents.

The client must be given information about the purpose, importance, benefits and risks associated with investigations, referrals or treatments proposed by their GP to enable the client to make informed decisions. The GP may use leaflets, brochures or written information to support their explanation where appropriate and may document this in the client health record. (Criterion 1.2.2)
Letters of referral may be paper or computer based and in the case of an emergency or other unusual circumstance, a telephone referral may be appropriate. Plain paper or Health Service letterhead is considered appropriate stationery.

Referral letters are documented in the client’s health record and where appropriate:

· be legible;
· be on appropriate Health Service stationery;
· include the purpose of the referral;
· include the relevant history, examination, findings and current management;
· include the list of allergies and current medicines.
For medico-legal and clinical reasons, copies of significant (non-routine) referral letters are kept in the client’s health record. 

For routine (ongoing) referrals where an appointment is not considered necessary by the doctor, our Health Service charges <<insert fee here>>. Clients that telephone our Health Service requesting this referral are informed of this charge.

Helpful Resources: QbAY >> Consulting Room
Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, referral letters are:

· computer based;
· paper based.

In our Health Service, the procedure for informing clients that client health information is disclosed in referral documents is via:

· the GPs;
· the Clinic information sheet.
4.32 Privacy and confidentiality (Criterion 4.2.1 and 4.2.2)
4.32.1 Privacy Act

<<Customise this section as appropriate>>
The Privacy Amendment (Private Sector) Act 2000 extends the operation of the Privacy Act 1988 to cover the private health sector throughout Australia.

The Privacy Act requires our Health Service to abide by the 10 National Privacy Principles (NPPs):

NPP 1
Collection

NPP 2
Use and Disclosure

NPP 3
Data Quality

NPP 4
Data Security

NPP 5
Openness

NPP 6
Access and Correction

NPP 7
Identifiers

NPP 8
Anonymity

NPP 9
Transborder Data Flows

NPP 10
Sensitive Information

For further information regarding complying with the legislation visit the website of the Office of the National Privacy Commissioner
Helpful Resources: QbAY >> Consulting Room.

4.32.2 Client health information

<<Customise this section as appropriate>>
The maintenance of privacy requires that any information regarding individual clients, including staff members who may be clients, must not be disclosed in any form (verbally, in writing, electronic forms inside/outside our Health Service) except for strictly authorised use within the client care context at our Health Service or as legally directed.

Health records must be kept where constant staff supervision is easily provided. Personal health information must be kept out of view and must not be accessible by the public. (Criterion 4.2.2)
All client health information must be considered private and confidential, and therefore must not be disclosed to family, friends, staff or others without the client’s consent. This information includes medical details, family information, address, employment and other demographic and accounts data obtained via reception. Any information given to unauthorised personnel will result in disciplinary action, possible dismissal and other legal consequences.

Each staff member must sign a confidentiality agreement on commencement of employment and further information is provided in Human resource management.

In addition to Federal legislation, our Health Service also complies with State legislation.

Care should be taken that individuals cannot see computer screens showing information about other individuals. Screensavers or other methods of protecting information must be engaged.

Access to computerised client information must be strictly controlled with personal logins/passwords. Staff must not disclose passwords to unauthorised persons. Screens need to be left cleared when information is not being used. Terminals must also be logged off when the computer is left unattended for a significant period of time.

Items for the pathology couriers or other pick ups must not be left in public view.

Helpful Resources: QbAY >> Consulting Room
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, to ensure the maintenance of privacy, health records are stored <<insert location that is not accessible to the public here, eg behind reception desk>>.

In our Health Service, computer screens are positioned so that individuals cannot see information about other individuals, access to computerised client information is strictly controlled with passwords and personal logins, automatic screen savers and computer terminals are logged off when the computer is left unattended for a significant period of time. 

In our Health Service, items for pathology couriers or other pickups are left <<insert location that is not accessible to the public here, eg behind reception desk>>.

4.33 Security (Criterion 4.2.2 and 5.1.1)
Clinic policy

<<Customise this section as appropriate>>
When not in attendance, staff must ensure that prescription pads, prescription computer generated paper, letterhead, scripts, medications, health records and related client information are out of view. They must also be stored in areas only accessible to authorised persons.

Facsimile, printers and other electronic communication devices must only be accessible to authorised staff.

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, prescription pads, prescription computer generated paper, letterhead, scripts, medications, health records and related client information are stored <<insert location that is not accessible to the public here, eg locked cupboard>>.

In our Clinic, the facsimile, printers and other electronic communication devices are located <<insert location that is not accessible to the public here>>.
4.34 Informed consent (Criterion 1.2.2)
Clinic policy

<<Customise this section as appropriate>>
All clinical staff must inform clients of the purpose, benefit and risks of proposed treatment or investigations. It is crucial that clients receive sufficient information to allow them to make informed decisions about their care. This must be documented in the client’s health record.

Information provided must be clear and given in a form that is easy to understand, whether it be verbally, in a diagram with explanation, brochure, other handout/leaflet or poster.

Clinical staff must take into consideration the client’s ethnicity and principal language spoken. Steps should be taken to ensure an interpreter is utilised where necessary and at the client’s request. Issues of personality, personal fears and expectations, beliefs and values also need to be considered.

Client consent should be obtained for the following: <<Customise this section as appropriate>>
· operative procedures onsite (express consent)

· clinical training programs (verbal consent)

· third party observation or participation in client consultation (verbal consent prior to the client entering the consultation room).
Types of consent

<<Customise this section as appropriate>>
The Privacy Amendment (Private Sector) Act 2000 states that consent may be 'express' or 'implied'. The definitions for express and implied are:
· express consent – is given explicitly, either verbally or in writing;
· implied consent –is agreement that can be inferred from an individual’s conduct.
Helpful Resources: QbAY >> Consulting Room and Office of the Federal Privacy Commissioner
Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we ensure clients are provided with clear information to allow them to make informed decisions about their care prior to requesting their consent.  Client consent is documented in the health records.

– Computer Administration

4.35 Computer security (Criterion 4.2.2 and 4.2.3)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has systems in place to protect the privacy, security, quality and integrity of the data held. Appropriate staff are also trained in computer security policies and procedures.

The RACGP Handbook for the Management of Health Information in Private Medical Practice and the General Practice  Computing Group’s (GPCG) Computer Security Self Assessment Guide and Checklist for General Practitioners provide information and explanations on the safeguards and procedures that need to be followed by general practices in order to meet appropriate legal and ethical standards concerning privacy and security of client health information. These documents also contain suggestions for additional security procedures.

Our Health Service has the following areas documented in the computer security policy: (Criterion 4.2.2 and 4.2.3)
· all staff have personal passwords to authorise appropriate levels of access to health information

· screensavers or other automated privacy protection devices are enabled

· backups of electronic information are performed at a frequency consistent with a documented information disaster recovery plan

· backups of electronic information are stored in a secure offsite environment

· backups are tested

· antivirus software is installed and updated

· all internet connected computers have hardware/software firewalls installed

· disaster recovery plan that has been developed, tested and documented

· data transmission of client information over a public network is encrypted.

Our Health Service has the following information to support the computer security policy:

· current asset register documenting hardware and software specifications and locations, network information, technical support

· logbooks/print-outs of maintenance, backup including test restoration, faults, virus scans

· folder with warranties, invoices/receipts, maintenance agreements.

Helpful Resources: GPCG Computer Security Policies and Procedures Manual
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, the staff member responsible for coordinating IT security is <<insert staff member responsible here>>.
This staff member is responsible for the following activities: 

· overseeing the development of documented IT security policies and procedures

· overseeing the development of a computer disaster recovery plan

· ensuring that there are test runs of disaster recovery procedures at specified intervals

· ensuring revision of the disaster recovery plan at specified intervals

· keeping an IT assets register (hardware, software, manuals and technical support)

· ensuring that there is an access control policy in place

· ensuring that staff are aware of maintaining password security

· ensuring that screensavers are in place

· establishing a routine back-up procedure

· ensuring that restoration of data is tested at specified intervals

· ensuring that anti-viral software is installed on all computers and the virus definitions are updated daily

· ensuring that technical advice is sought and acted upon for the installation of appropriate firewalls

· ensuring that computers, especially the server, are adequately maintained

· ensuring that the computer system can deal with fluctuations in the power supply

· investigating the appropriate means of encrypting confidential information prior to electronic transfer

· coordinating the application, use and storage of digital certificates

· ensuring our Health Service understands encryption

· arranging computer security training for members of our Health Service.

(Reference: GPCG Computer Security Self Assessment Guide and Checklist for General Practitioners, p. 19)

4.36 Computer system maintenance

Health Service policy

<<Customise this section as appropriate>>
To protect against data corruption, our Health Service has an uninterruptible power supply (UPS) on the server PC to prevent unexpected shutdowns in the event of a mains power failure.

Electrical surge protection filters are used to protect our Health Service’s PCs and other hardware from power fluctuations and failures.

Disks and computer equipment is positioned away from environmental hazards such as extreme heat or cold, direct sunlight, high or low humidity and magnetic fields.

All staff members exercise care to safeguard any electronic equipment and data assigned to them, as if reasonable care is not taken, they may be accountable for any loss or damage that occurs.

Computer equipment is maintained on a <<insert frequency here, eg monthly>> basis including:

· checking remaining hard disk drive capacity

· checking logs for errors

· checking for the installation of unauthorised programs

· reviewing anti-virus scanning software to ensure it is working effectively and to make sure that the latest update is installed on all machines

· defragmenting the hard drive

· deleting temporary files

· cleaning around the fans of the computers so that dust does not accumulate (refer to the manufacturer’s instructions).

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
Health Service procedure

In our Health Service, the staff member responsible for computer system maintenance is <<insert staff member responsible here>>.

In our Health Service, computer system maintenance is conducted on a <<insert the frequency with which computer maintenance is conducted>> basis.

4.37 Access control (Criterion 4.2.1 and 4.2.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has different levels of access to client health information for different staff members appropriate to their duties.

Health Service procedure

<<Customise this section as appropriate>>
The positions of staff that are authorised to access client health information include: 

	Position of staff member
	Program name
	Level of access

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
4.38 Data security in the Clinic (Criterion 4.2.1 and 4.2.2)
Clinic policy

<<Customise this section as appropriate>>
Data security in the consulting room is more about clinic staff activities than technical matters. For example, some doctors like their computer screens to be clearly visible to their clients during consultations.

Clinic staff need to consider if there might be sensitive information on the screen which should not be seen. Examples include parents seeing a sensitive past history of their teenage child such as a sexually transmitted disease, or clients viewing the clinical record of the person previously consulted.

Similarly, receptionists need to be careful that clients do not have visual access to confidential information on computer screens at the ‘front desk’.

There are various methods by which the information can be kept confidential. Some have to do with screen positioning, but screensavers and the use of a function key which instantly closes down an open file, are useful technical options. (Reference: GPCG Computer Security Self Assessment Guide and Checklist for General Practitioners, p. 10)

For ensuring backups are stored securely, refer to Backup and restore.

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
Clinic procedure

In our Clinic, we keep personal health information secure by <<insert your Health Service procedure here, eg use of screensavers, anti-viral software, passwords, firewall, data backups and regular maintenance>>.
4.39 Backup and restore (Criterion 4.2.2)
Health Service policy

<<Customise this section as appropriate>>
To avoid loss of data, the data held on our Health Service’s computer system is backed up on a <<insert frequency here, eg daily>> basis with the backups periodically tested to verify that the data can be restored if necessary. Reusable backup media is rotated before being reused.

All backup media is stored securely when in use and destroyed when no longer used.

Backup media

Data files are the files that have been created by our Health Service, as opposed to system files, which are the software programs. Programs can be restored from the original disks, but data files cannot be restored unless there is a restorable backup copy.

Our Health Service backups all data files (including clinical, financial and administrative data) and system data on to removable media. Our Health Service uses a system of daily, weekly, monthly and annual backup.
Health Service procedure

Our Health Service uses <<type of backup media>> media to perform computer system backups. It is the responsibility of <<insert staff member responsible here>> for backing-up data on a <<insert frequency here, eg daily>> basis.

A full backup of the system in addition to the daily backup is performed on a weekly, monthly and annual basis.

Backup media is securely stored onsite at <<secure storage location of onsite backup>> and is protected from theft, water and fire damage. Backup media is securely stored offsite every evening at <<secure storage location of offsite backup>> and is protected from theft, water and fire damage. It is the responsibility of <<insert staff member responsible here>> for storing backups securely offsite away from heat and magnetic fields.

Our processes for backing up data consist of the following steps:

	Step
	Activity

	1
	

	2
	

	3
	

	4
	

	5
	

	6
	


Backup testing

To ensure that data backup is working, our Health Service performs a ‘trial restore’ on a <<insert frequency here, eg monthly>> basis.

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
4.40 Website (Criterion 1.2.1)
Health Service policy

<<Customise this section as appropriate>>
In complying with the Privacy Amendment (Private Sector) Act 2000, our Health Service provides the following advice to users of our website about the collection, use and disclosure of personal information.

The website is accurate, kept up-to-date and complies with the Australian Medical Association (AMA) Code of Ethics. The aim of this advice is to inform users of this site about:

· what personal information is being collected

· who is collecting personal information

· how personal information is being used

· access to personal information collected on this site

· security of personal information collected on this site.

The policy is posted on the website and available for download.

Health Service procedure

In our Health Service, the staff member responsible for website maintenance to ensure the website is kept current and up to date is <<insert staff member responsible here>>.

In our Health Service, the website is continually monitored to ensure it is up to date.  Any changes to the Clinic information sheet are also reflected on the website.

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
4.41 Email (Criterion 4.2.2 and 4.2.3)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service does not transfer client information via email unless it is encrypted. Communication with clients via electronic means (eg email) is conducted with appropriate regard to the privacy and confidentiality of the client’s health information. 

The GPCG Computer Security Self Assessment Guide and Checklist for General Practitioners provides information and explanations on the safeguards and procedures that need to be followed by general practices in order to meet appropriate legal and ethical standards concerning privacy and security of client health information.

4.41.1 Online Security and Technology (Criterion 4.2.2 and 4.2.3)
Health Service procedure

<<Customise this section as appropriate>>
Medicare Australia has developed a security system for health care electronic transactions using Public Key Infrastructure (PKI) technology. Using digital certificates, transactions can be digitally signed and encrypted and sent to Medicare Australia and other health professionals and locations that also have PKI. This technology is intended for use across the entire Australian health sector.

There are two types of digital certificate used in the PKI:

· location certificates which relate to a building, location or the Health Service
· individual certificates for persons who will be corresponding electronically with Medicare Australia and other health care professionals and locations. 

For most general practice situations, a Location certificate for the Health Service and Individual certificates for GPs and some key staff members is required. If Individual certificates are used, a Location certificate is also required. Both Location certificates and Individual certificates need to be associated with a valid unique email address. Certificate details are stored on a token (a Smart Card or Key Ring).

Helpful Resources: QbAY >> Practice Management, GPCG Public Key Infrastructure, Office of the Federal Privacy Commissioner Privacy and PKI and Medicare Australia Online Security and Technology
4.41.2 Secure communications (Criterion 4.2.2 and 4.2.3)
Health Service procedure

<<Customise this section as appropriate>>
Internet and email users are responsible for ensuring that the provided facilities are used in an effective, ethical and lawful manner. Internet and email users do not use the internet and email for purposes that are illegal, unethical, harmful to our Health Service or the medical profession or non-productive. Acceptable use includes obtaining information from medical and business websites, using email for Health Service business, and accessing online databases.

Unacceptable use includes forwarding chain emails and viruses, transmitting copyrighted materials without permission, visiting websites with obscene or objectionable content; transmitting any offensive, harassing or fraudulent messages or conducting personal business.

Any executable files downloaded from the internet or by email (eg software patches or any files with an .exe, .bat or .com extension) are scanned for viruses following download.

As information from the internet can be outdated, incorrect or misleading, any information obtained from the internet is verified for accuracy with other information sources before being used.

Confidential information is not sent over the internet unless encrypted.

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
4.41.3 Email disclaimer (Criterion 4.2.2 and 4.2.3)
<<Customise this section as appropriate>>
Our Health Service uses the following confidentiality and privilege notice on outgoing emails that are affiliated with the Health Service:

‘This message is confidential and should only be used by the intended addressee. If you were sent this email by mistake, please inform us by reply email and then destroy this message. The contents of this email are the opinions of the author and do not necessarily represent the views of <<Name of Health Service>>.

Our Health Service configures software so that the confidentiality and privilege notice is automatically added to each outgoing email.

4.42 Firewalls (Criterion 4.2.2 and 4.2.3)
Health Service policy

<<Customise this section as appropriate>>
A firewall is an electronic mechanism that blocks unauthorised access to a computer system. These can be in the form of software or hardware. Various programs, some of which are freely available on the internet, can be installed to protect the computer network from ‘hackers’.

Similarly, hardware can be added to the computer system so that it acts as a protective device between the computer and the internet. It stops the inbound (and sometimes the outbound) passage of certain packets of data and can prevent unauthorised access from specific sites. (Reference: GPCG Computer Security Self Assessment Guide and Checklist for General Practitioners, p. 13)
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, the type of firewall we have is <<insert your type of firewall here, eg hardware or software and name of system>>.

The firewall is tested on a <<insert frequency here, eg monthly>> basis. The person responsible for testing the firewall is <<insert staff member responsible here>>.

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security – Firewall Guideline


4.43 Scanning documents and digital images (Criterion 1.7.1)
Health Service policy

<<Customise this section as appropriate>>
As with computerised health records, the current legal position is that the original document is the best evidence. In the absence of an original document, the court has to be convinced that a copy is a true copy of the original and the person responsible for computerised records may be required to give details on what happened to the original document. In the case of images created using a digital camera, these images are the original document.

To be able to dispose of original documents once scanned and present an electronic document or digital image as evidence, it is necessary to prove:

· scanning and/or recording digital images are a normal procedure for storing client information for our Health Service;
· when the document or image was created, eg document or image is time and date stamped;
· who created the document or image and that this person was capable and responsible;
· there is a defined procedure for creating and checking electronic documents;
· the system that created the document or image was not susceptible to tampering or hacking (ie the document could not be edited);
· audit logs are available to track access.

As a result, it is strongly recommended that the GP or Health Service contact their medical defence organisation for their advice.
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, we scan client correspondence received into the client’s electronic record.
Our scanning processes consist of the following steps:

	Step
	Activity

	1
	

	2
	

	3
	

	4
	

	5
	

	6
	


Helpful Resources: QbAY >> Practice Management
4.44 Anti-virus management (Criterion 4.2.2)
Health Service policy

<<Customise this section as appropriate>>
Anti-virus software must be updated and distributed promptly. Automatic updating of viral definitions should be enabled daily if possible. The frequency of updates will depend on the software manufacturer’s releases, but are to be kept up-to-date to prevent or minimise damage and data loss to our Health Service’s systems and prevent computer viruses from spreading to other systems via infected email or media.

Any removable media (floppy disks, tapes and hard disk drives) must be scanned with up-to-date anti-virus software to ensure that it is clear of viruses. It should be the responsibility of all staff to scan removable media before using on other PCs within our Health Service.

All email attachments must be scanned for viruses using up-to-date anti-virus protection before opening.

Helpful Resources: QbAY >> Practice Management and GPCG Computer Security in General Practice
Health Service procedure

<<Customise this section as appropriate>>
Our Health Service uses <<insert the name of anti-virus software here>> anti-virus software on all computers.

Approval is sought from <<insert staff member responsible here>> before any removable media is inserted into the Health Service computers.

Education on scanning for viruses on removable media is sought and provided by <<insert staff member responsible here>>.
4.45 Disaster recovery plan (Criterion 4.2.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has a disaster recovery plan in place in the event of an emergency such as power failure to ensure the information on the computers is saved and protected.

Our Health Service uses the template disaster recovery plan from the GPCG Computer Security Policy and Procedure Manual Template.

Some of the functions which need to continue when a computer ‘disaster’ occurs are:

· making appointments for clients

· giving clients invoices and receipts

· allowing GPs to provide adequate clinical care while not having access to electronic health records

· knowing who to phone for technical advice on getting the system operational again

· knowing how to restore data using the backup medium, and, together with technical support, ensuring that computer hardware and software are restored to normal working conditions

· outlining any of the additional roles that staff might need to undertake during the disaster.

To ensure that quality consultations continue in the event of computer failure, our Health Service prints templates from the clinical software program and stores in a central location. These can then be used as part of the consultation with hand written notes scanned or entered into the clinical software when the computers come online.

Health Service procedure

Our Health Service disaster recovery plan is stored <<insert location that the disaster recovery plan is stored>>.
Our Health Service disaster recovery plan is tested on a <<insert frequency of testing here, eg 6 monthly>> basis. The plan was last updated <<insert date>>.

<<Insert staff member responsible here>> is responsible for testing and updating the disaster recovery plan on a <<insert frequency of testing here, eg 6 monthly>> basis.

Helpful Resources: QbAY >> Practice Management, GPCG Computer Security in General Practice, RACGP Handbook for the Management of Health Information and Australian Medical Association (AMA) Code of Ethics
– Clinical Management

4.46 GP autonomy (Criterion 1.4.2)
Clinic policy

<<Customise this section as appropriate>>
GPs in our Clinic are free to make decisions that affect the management of their clients, in accordance with accepted clinical practice.

In particular, GPs need to be able to exercise full autonomy in determining:

· the consultants to whom they refer;
· the pathology, diagnostic imaging or other investigation they order and the provider they use;
· what type and frequency of follow-up appointments are made for clients and the scheduling of such appointments;
· whether to accept new clients provided that this action is non-discriminatory.

GPs and clinical staff of our Health Service are consulted prior to the scheduling of appointments and the purchase of new equipment and supplies. Our Health Service seeks feedback from clinical staff concerning the use of this equipment both formally (in staff or clinical meetings) and informally.

Helpful Resources: QbAY >> Consulting Room
4.47 Clinical references and resources (Criterion 1.2.2 and 1.4.1)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service provides all staff with access to a range of resources and materials for reference on clinical matters and items of interest for professional development.

The references made available must contain information that is consistent with current Health Service guidelines or based on best available evidence. Our Health Service has an organised system of access to journals, clinical guidelines and other reference material. Reference material is kept in each consulting room and treatment room (as appropriate).

The provision of information about medicines and medicine safety (including Consumer Medicines Information) assists clients to make informed decisions about their medicines and therefore this information should be provided to clients when required.

Our Health Service provides GPs and clinical staff with access to up-to-date clinical practice guidelines and references including the following:

· Australian Medicines Handbook
· Australian Prescriber
· Central Australian Rural Practitioners Association (CARPA) Treatment And Reference Manuals
· Cochrane Library
· ‘5 step correct client, correct site, correct procedure’ protocol by the Australian Council for Safety and Quality in Health Care
· Diabetes Australia
· National Aboriginal Community Controlled Health Organisation (NACCHO), National Guide to a Preventative Health Assessment in Aboriginal and Torres Strait Islander People
· National Asthma Council
· National Health and Medical Research Council
· National Heart Foundation
· National Prescribing Service
· RACGP Smoking, Nutrition, Alcohol and Physical Activity (SNAP) Framework for General Practice
· RACGP Guidelines for Preventive Activities in General Practice
· RACGP Putting Prevention Into Practice
· RACGP Medical Care of Older Persons in Residential Aged Care Facilities
· Rational Assessment of Drugs and Research (RADAR)
· Therapeutic Guidelines.

Health Service procedure

<<Customise this section as appropriate>>
These clinical practice guidelines are accessible in the following areas and are kept up-to-date: 

· the library;
· the consulting rooms;
· the internet.

Helpful Resources: QbAY >> Consulting Room
4.48 Checking, rotating and resupplying perishable medical supplies (Criterion 5.3.3)
Health Service policy

<<Customise this section as appropriate>>
Perishable supplies including vaccines, pharmaceutical consumables, consumables and supplies in the doctor’s bags must be correctly stored with stock rotated and not kept or used beyond their expiry dates.

Health Service procedure

In our Health Service, it is the responsibility of <<insert staff member responsible here>> to maintain a log of areas to be checked such as the drug cupboard, doctors’ bags, and refrigerator and other cupboards containing perishable medical stock, and rotate stock in a uniform manner.

It is also the responsibility of <<insert staff member responsible here>> to ensure that items are disposed of according to the manufacturer’s instructions.

Helpful Resources: QbAY >> Treatment Room
4.49 Doctor’s bag (Criterion 5.2.2)
Clinic policy

<<Customise this section as appropriate>>
Each GP needs to have access to a doctor’s bag when needed.

When in use, the doctor’s bag must contain equipment, drugs and stationery for diagnosis and treatment of common and urgent problems, including: <<All of the following items are listed as essential in the Standards>>
	· auriscope
	· disposable gloves

	· ophthalmoscope
	· in-date medicines for medical emergencies

	· sharps container
	· sphygmomanometer

	· stethoscope
	· syringes and needles in a range of sizes

	· thermometer
	· torch

	· equipment for maintaining an airway in both adults and children

	· Health Service stationery (including prescription pads and letterhead).


Our Health Service considers what other medicines and equipment are needed in the doctor’s bag, and this will depend entirely on the Clinic location, type of clinical conditions most likely to be encountered and other related factors.

Sensible security measures are taken in the storage of the doctor’s bag. Health Services need to be familiar with related Schedule 8 and Schedule 4 State and/or Federal legislation.

Helpful Resources: QbAY >> Consulting Room and Treatment Room

Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, it is the responsibility of <<insert staff member responsible here>> to maintain the doctor’s bag and check for the presence of required equipment.

In our Health Service, checks of the doctors’ bags are to be conducted by <<insert staff member responsible here>> on a <<insert frequency here, eg weekly>> basis.
4.50 Continuity of client care (Criterion 1.5.1 and 1.5.2)
Clinic policy

<<Customise this section as appropriate>>
Continuity of care relates to the client experiencing consistency in their care over time. This consists of the comprehensiveness of information detailed in their record, clinical management and the carer-client relationship. A detailed definition can be found in the Glossary of the RACGP Standards on page 82.

To support high quality care, our Health Service ensures the following:

· more than 25% of active client health records include entries extending back over more than 2 years (this applies to Health Services that have been established for longer than 2 years);
· all involved in the care of clients within our Clinic have access to client records;
· clinical care is documented in client records;
· plans for the management of clients with complex clinical conditions is documented in client records;
· clinical care is consistent with the best available evidence;
· clinical care provided by Clinic staff is consistent;
· health summaries are updated to reflect recent significant events;
· all issues raised in consultations are documented in client records. 

Our appointment management enables clients to develop an ongoing relationship with our clinic staff, including GPs, nurses and Aboriginal Health Workers of their choice. 

Helpful Resources: QbAY >> Consulting Room
Clinic procedure

<<Customise this section as appropriate>>
In our Health Service, we encourage continuity of care for clients by:

· checking who the client’s regular GP is when they request an appointment;
· offering an alternative GP in the case of the client’s usual GP being unavailable;
· forwarding a copy or summary of the client’s health record to the new practitioner when a client leaves our Health Service or transfers to another health care provider (written consent provided by the client before this occurs);
· referring the client to another GP or health care provider if the client’s medical condition requires management not within the capacity of our Health Service;
· referring the client to another GP or health care provider if the client is unable to be effectively treated by a GP at our Health Service.

4.51 Management of a client refusing treatment or advice (Criterion 2.1.1)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service takes an active approach to ensure the best outcomes for clients at all times even if they choose to reject investigation and/or management advice.

All clinical staff need to respect the right of clients to make investigation and treatment choices. Clients should be encouraged to notify clinical staff if they choose not to follow advice or if they decide to seek another opinion.

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, the procedure for managing a client who refuses treatment or advice is:

· contact the GP’s medical defence organisation to request advice for appropriate action

· provide the client with the full range of options available, including the risks and benefits of each to enable them to make an informed choice

· explain the consequences of the choices including those of non-investigation and treatment

· offer continued monitoring, support or referral appropriate to their choices

· document the client’s decision in their record if they decide to seek further clinical options

· document all communication and actions taken in the client’s health record.

4.52 Refusal to treat a client (Criterion 2.1.1)
Clinic policy

<<Customise this section as appropriate>>
Our Health Service has the right to refuse to treat clients in defined circumstances; however arrangements must be made for transferring the care of that client. Emergency medical treatment must be administered to clients if it is necessary to:

· save their life;
· prevent serious damage to their health;
· prevent or alleviate significant pain or distress.

At times a GP may not be able to effectively treat their client due to a breakdown in the therapeutic relationship (eg the client is behaving in a threatening or violent manner).

In these cases, the GP does not need to persevere with the care of the client but refer them to another GP or health care provider that would better suit the client’s needs. This ensures appropriate care is provided to the client and also to prevent potential litigation.

Our Health Service consults with State and/or Federal legislation with regard to cessation of client care and transfer of client health records.

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, the procedure for ceasing the doctor/client relationship is:

40. contact the GP’s medical defence organisation to request advice for appropriate action;
41. advise the client both verbally during a consultation and then followed up in writing that you are not able to effectively treat them because of a breakdown in the therapeutic relationship;
42. advise the client that you have a sincere desire for them to receive the appropriate care and that they may receive this by another GP;
43. ask the client if they have another GP in mind they would like to attend;
44. if their answer is “no”, recommend another GP or health care provider;
45. if the client agrees, ask the client if they would like you to make an appointment for them;
46. if their answer is “yes”, make the appointment during the consultation and provide the client with the appointment time and with the new health care provider’s contact and address details;
47. document in the client’s health record discussions, the action taken and the appointment date;
48. obtain the client’s consent in writing to send a summary or a copy of their health record to the new GP or health care provider;
49. document all communication and actions taken in the client’s health record.

SECTION 5 – Human Resource Management

<<Customise this section as appropriate. This section mainly comprises the Human Resource Management material from the AGPAL accreditation manual. However, some Aboriginal Health Services that are yet to be accredited may already have Human Resource policies and procedures in place. If this is the case, you might consider replacing sections of this chapter with indications of where the relevant policy is to be found in your Health Service, and/or working through this chapter to revise the policies that are in place. It is worth noting that section 8.5 deals specifically with recruiting and employing a GP outlining procedures used by the recruitment section of the NSW Rural Doctors Network.>>
Proformas for documents and sample job descriptions are available on the NSW Rural Doctors Network website Insert website link here.

5.1 Staff code of conduct

Health Service policy

<<Customise this section as appropriate>>
Our clinical and administrative staff are considered the most valuable resource of our Clinic, as clients come to our Health Service to receive a high standard of care and good quality service.

Our Health Service aims to recruit and retain the best available team of people by:

· attracting the highest standard of candidates for any vacant position;
· selecting personnel equitably and thoroughly;
· inducting and training in Health Service procedures;
· treating staff with respect, fairness and honesty;
· providing a safe, healthy, rewarding and satisfying working environment;
· providing staff with the opportunity for personal and professional development.

All staff must also:

· behave according to acceptable professional and social standards at all times;
· practise within their legal scope of responsibilities;
· maintain their knowledge, skills and attitudes through their professional specialty organisations;
· abide by State and Federal privacy legislation;
· sign a confidentiality agreement;
· refrain from inappropriate discussion about clients both inside and outside of our Health Service;
· act according to Health Service policies and procedures and that which is detailed in their position description and/or employment contract;
· refrain from inappropriate language, smoking and consumption of illegal drugs.

Helpful Resources: QbAY >> Practice Management
Health Service procedure

<<Customise this section as appropriate>>
Our Health Service will counsel or discipline employees that fail to meet acceptable codes of conduct.

5.2 Identified leaders (Criterion 4.1.1)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has identified leaders in the Health Service team in the areas of clinical improvements, information management, complaints/feedback and human resources to ensure action is taken.

In our Health Service, the following people are responsible for: 

· leading clinical improvements - <<insert staff member/s name>>
· responding to client feedback - <<insert staff member/s name>>
· investigating and resolving complaints - <<insert staff member/s name>>.
Helpful Resources: QbAY >> Practice Management
5.3 Recruiting and appointing staff (Criterion 4.1.1)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service analyses the position requirements before any recruitment activities take place.

In order to do this, the following questions are considered: <<Customise this section as appropriate>>
· what are the most important routine tasks the person filling this vacancy will have to carry out?

· what other important tasks must be carried out on a periodic basis?

· what skills and experience are needed to perform these tasks?

· what knowledge and qualifications are needed to perform these tasks?

· what attitudes, beliefs and values are required to fulfil the requirements of the position?

· are there any particular attributes that would be especially helpful in fulfilling the requirements of the position?

· are there going to be any additional tasks that may be added to the role in the future?

· if so, what additional skills will be needed to perform those tasks?

· who will the position report to?

· who is the position responsible for?

· will the position be casual, part time or full time?

· what will be the remuneration for this position?

The above questions are discussed with team members and then answered in a structured format and used as the basis to create the following documents: <<Customise this section as appropriate>>
· selection criteria;
· position description;
· performance appraisal guidelines.

Helpful Resources: QbAY >> Practice Management
5.3.1 Appointment – non-medical staff (Criterion 3.2.1 and 5.3.4)
Health Service procedure

<<Customise this section as appropriate>>
Our Health Service ensures that all terms and conditions of employment, including job offers, are in writing. This ensures:

· the information is provided in a clear and unambiguous manner;
· all parties understand and agree to comply with the terms and conditions of employment;
· our Health Service is prepared for the commencement of the new staff member;
· the new staff member is able to start work without procedural delays.

As soon as practical after the applicant has accepted the position, a letter of appointment is sent, signed by the <<Insert position of person responsible>>
The letter includes: <<Customise this section as appropriate>>
· starting date and time;
· hourly wage rate, or annual salary, or details of other arrangements;
· payment details;
· hours of work;
· induction arrangements;
· leave entitlements;
· superannuation arrangements;
· the probationary period to be completed;
· the performance review details;
· requirement of maintenance of State-based nursing registration (if applicable) (Criterion 3.2.2)
· recommended immunisations (staff members are offered immunisation appropriate to their duties). (Criterion 5.3.4)
Attachments to the letter include: <<Customise this section as appropriate>>
· position description;
· confidentiality agreement;
· current immunisation status and consent or refusal form (this is subject to informed consent);
· tax file declaration;
· form for banking details;
· personal particulars form.

The applicant is required to sign both letters of appointment and retain one for their records. The signed letter of appointment and the completed paperwork is then to be returned to the direct supervisor as soon as possible.

Helpful Resources: QbAY >> Practice Management

5.3.2 Appointment – medical staff (Criterion 3.2.1)

Health Service procedure

<<Customise this section as appropriate>>
When our Health Service employs a doctor, in addition to following our Health Service procedures outlined in section 8.3.1 above, we use the following procedures:

The letter of appointment for a doctor should also include : <<Customise this section as appropriate>>
· starting date and arrangements;
· hourly wage rate, or annual salary, or percentage arrangements;
· the probationary period to be completed;
· the performance review details;
· request to provide copies of current State-based medical registration (Criterion 3.2.1);
· advice that they are expected to participate in QA&CPD activities;
· advice that they are to provide their own after hours emergency doctor’s bag;
· advice that they are to maintain their own Professional Liability Insurance;
· advice that they will not be paid until a provider number group-linked to the Health Service has been obtained.

In addition to items in 8.1 above, attachments to the letter should include: <<Customise this section as appropriate>>
· application for provider number;
· application for prescription pads;
· application to DVA to become an LMO;
· form adding an additional GP for the PIP and GPII.

The applicant is required to sign both letters of appointment and retain one for their records. The signed letter of appointment and the completed paperwork is then to be returned to the direct supervisor as soon as possible.

Helpful Resources: QbAY >> Practice Management
5.4 Detailed Procedures for Recruiting and Selecting Health Service Staff

A staff vacancy is an opportunity to reorganize and produce new ideas and processes for the Health Service.

Step 1. 
Before setting in place a recruitment process for a vacant position the manager responsible for recruiting (Practice Manager or CEO, for example) will ensure that:

a) funds are available to pay wages and on-costs

b) recurrent funds are available if the position is to be ongoing, rather than for a defined period of time

c) funds are available to cover expenses of the employee necessary to perform the tasks required of the job (for example, computer equipment, motor vehicle, travel expenses)

d) accommodation is available if the employee is to be resident in a remote community

Step 2. 
The manager responsible for recruiting will seek Board of Management approval for recruitment to the position

Step 3.
 Develop or review the job description
Step 4. 
Advertise the position
a) Clarify whether there is appropriate support available from external agencies (for example, OATSIH)

b) Decide recruitment process – advertising, use of recruitment agency etc.

c) Draft an advertisement, using previous version when available or pro forma 

d) Inform staff of the recruitment to the position and place advertisement in local, and (if appropriate) national newspapers, journals, etc. It may be useful to circulate to other health services, and to access relevant Web sites.

e) The advertisement should clearly specify the job, location, qualification.

· the position and job

· brief details of the health service

· qualifications, essential and desirable

· experience, essential and desirable

· particular conditions offered (for example, accommodation)

· a closing date for applications

· a name (for example, Practice Manager or CEO) and phone number for further information, selection criteria and job description

· Address for applications: for example, Practice Manager, postal address

· Statement encouraging Aboriginal people to apply and asserting the service as an equal opportunity employer.
· If the position is specifically for an Aboriginal person, or for a person of a particular gender, the advertisement should state this clearly.

Some advertisements include salary levels, whilst others do not. A low salary can discourage applicants, whilst a high salary can encourage inappropriate applicants. Thought should be given to the tactics of this matter. For many positions there is flexibility in what salary and other conditions can be offered, whilst in others an Award determines fairly rigidly the salary and conditions of employment. In the latter case the Award and level might be included in the advertisement.

Step 5.
Prepare information package to send to potential applicants with a covering letter. This should include an overview of the health service and community as well as information outlined in section 8.3 above.

Step 6. 
Assemble a selection panel. Negotiate with the Board of Management who should be on the Panel. It is probably ideal to limit the size to between 3 and 5 people, including a Board member, and a staff member who will work with the person appointed, and a person at management level, say,  the Practice Manager.

Step 7. 
Develop selection criteria with selection panel and define for each criterion whether it is essential or desirable. 
Step 8. 
Send information packages to potential applicants, or inform them where to find this information on the website. 

Step 9. 
Short list the applicants. This is the task of the selection panel. Eliminate any applicant who does not fulfil all essential selection criteria (including essential qualifications, registrations and experience). If there are only a few applicants left, the panel may decide to interview them all. However, if there are still many applicants it is wise to shorten the list further by assessing the applicants against the desirable criteria. Ideally, limit the number of people to be interviewed to no more than four. The Practice Manager or similar person on the selection panel should keep records of the reasons for the panel’s decisions in case allegations of unfairness or discrimination are made.

Step 10. 
Telephone successful applicants to arrange an interview time. Interviews may be conducted by phone (if a speaker phone is available) or in person. Assistance in travel costs for face to face interviews may be available for Job Network members. Job Network is a national network of private and community organisations dedicated to finding jobs for unemployed people, particularly the long term unemployed, and a list of members is available by telephoning the Department of Employment and Workplace Relations, or visiting 

jobsearch.gov.au/JNS/JobNetworkServices.aspx?ConType=JNS&WHCode=0&TextOnly=0
Centrelink can advance up to $500 if an applicant has been registered with Centrellink for 3 months and has no outstanding debts to Centrelink. The advance is interest free and is paid back by fortnightly deductions from Centrelink payments. Details of this advance is available at:

www.centrelink.gov.au/internet/internet.nsf/ea3b9a1335df87bcca2569890008040e/81a080045cf87501ca256b610020ac67!OpenDocument
Write to unsuccessful applicants to let them know they have been unsuccessful
Step 11.
Conduct interviews. 

· Ensure the same selection panel members do all interviews so they can make valid (if subjective) comparisons of the applicants. 

· The Practice Manager should prepare draft questions for the panel to ask the applicant so that the Selection Panel can modify them, and then allocate them amongst themselves before the interview process begins 
· Ensure the same process and questions are used for each applicant.
· After all questions have been completed, the Practice Manager should explain the basic conditions of the job, and ask when the applicant could commence work if they were successful. 
· At the end of the interview ensure the applicant is given the opportunity to ask any questions. 
· Issues such as salary, relocation arrangements, and accommodation should be worked out before the interviews rather than specific answers being given without adequate consideration. If any issue is raised that has not been adequately determined previously, then this should be left to a negotiation process with the successful applicant.
Step 13.
Decision for appointment. After all interviews, individually and as a panel, rank the applicants in order of their suitability for the job. The Practice Manager should keep records of this process and reasons for the results. Gut feelings about applicants are legitimate components of the judgments people make, and should not be ignored. However, the panel must be able to justify the final decision. 

Step 14. Check the referees and registration of the selected applicant(s). Police checks are also important if the position involves management of finances. Immigration status may be relevant for some applicants. Other eligibility criteria may be determined by the Health Service constitution or funding body conditions. For instance, OATSIH stipulates that staff employed with their funds cannot be undischarged bankrupts. These checks can be done as part of the short listing process, or after the selection process before the successful applicant is offered the job.

Step 15.
The Practice Manager should write a recommendation to the Board of Management in line with the Selection Panel’s decision.

Step 16.
Following Board of Management approval, the Practice Manager should contact the successful applicant to negotiate commencement date and other practical issues. Follow this with a formal letter of offer as outlined in 8.3 above.

Step 17.
Once the successful applicant has accepted the position, unsuccessful applicants who were interviewed should be informed in writing.
5.4.1 Probationary Period

It is usual to appoint people subject to a satisfactory appraisal following a three month probationary period. The purpose of this probationary period is to allow the employer and the employee to assess the suitability of the arrangement. If the employee is unsuitable for the position, their employment may be terminated either during or at the end of the probation period by giving to the employee (two weeks) written notice of termination. Permanent appointment to the position is not made until after this process is complete.
5.4.2 Employment Contracts and Agreements

New laws passed by the Federal Government in March 2006 have made substantial changes to industrial relations laws in New South Wales.  All NSW employers and employees need to know the Federal and NSW industrial relations laws that apply to their workplace, and their rights and responsibilities under these laws.

Details of the federal changes can be found at www.workchoices.gov.au/ (or call 1300 363 264) OR at www.airc.gov.au/ (or call 1300 79 9675) OR if you are unsure about whether the changes impact on you, for more information contact the Office of Industrial Relations at www.industrialrelations.nsw.gov.au/ (or call 131 628).

It should be noted that the Federal changes are subject to a constitutional challenge by a number of parties including the NSW State Government.

A guide to the laws covering employment in NSW is at Employing Staff in NSW (pdf) [image: image1.png]



ACCHSs can seek support and advice about employment contract and agreement and related issues from AH&MRC Member Support Services, telephone 0296981099..
 
5.4.3 Relocation Expenses 
It is usual for employees recruited from outside the community locality to receive assistance travel costs of the employee and their family (up to cost of standard economy airfares). Where new employees choose to drive to the community, reasonable meal and accommodation expenses are reimbursed (upon submission of receipts) and vehicle fuel expenses based receipts provided. However, the total reimbursement should not exceed the value of an economy air fare.

For the transport of personal belongings, the new employee needs to have actual costs approved by the health service (after presenting three quotes for the work) before relocation. Usually the health service provides a purchase order number for the relocation and pays the supplier directly.

If the employee is receiving a relocation subsidy from another source, such as their previous employer or the Rural Doctors Network, they are not eligible to claim from the health service.

Any entitlement to relocation back to the employee’s place of recruitment is not payable where the employee is terminated due to behaviour warranting summary dismissal, or the employee doesn’t complete their contract with the service.

Some health services also offer annual economy return airfares to the nearest capital city for the employee as part of the employment agreement.

Check the details of what is required under the relevant Award and or Enterprise Bargaining Agreement and the particular agreement between the employee and the health service.

5.5 Procedures for employing a suitable GP

 A number of regulations specific to GPs can complicate the process of recruiting and employing a doctor, especially if an applicant is not an Australian graduate. For this reason, some rural NSW Health Services use one or more doctor recruitment agencies to first find suitable applicants and then ensure they can meet all the regulatory requirements to work in the Health Service. Health Services can also register their vacancies on the NSW Rural Doctors Network vacancies website, and request assistance from the organization to recruit and employ a suitable GP.

Any organization attempting to recruit and employ a GP for a rural ACCHS in NSW should be competent to deal with the following areas. 
5.5.1 An overview of the requirements for general practice in rural and remote NSW

There are three main and minimum requirements for a doctor to be able to work as a general practitioner in NSW. They are

· Medical registration,

· Immigration where applicable, and

· Medicare provider number(s).

Immigration and provider numbers are Australian Government responsibilities whereas medical registration is a State responsibility. This means that while to some extent each is dependent on the others, they will be assessed independently by different government departments or organisations and approval for one does not guarantee, or imply, approval for the others.

In addition to these three requirements, issues such as the following must be addressed: 

· employment structures;

· employment contracts;

· insurance; and 

· medical indemnity.

5.5.2 The options for medical registration for general practice in rural NSW

GPs need registration that permits them to work in the specific position for which they are being recruited. Even if a GP is currently registered in Australia, the Health Service must make sure s/he will be able to obtain registration for the specific position.

There are three categories of registration suitable for doctors to work in general practice in NSW. Doctors coming to a rural ACCHS must have one of these categories that is appropriate to their situation.

· General/unconditional registration;
· Conditional registration as an overseas-trained General Practitioner;
· Conditional Area of Need registration.
The various categories of registration may carry geographic, supervisory or Health Service restrictions for the doctor, so the employing ACCHS must be aware of what category of registration the doctor has, and how any associated limitations would affect the health service. 
5.5.3 Immigration Issues

If the applicant is not an Australian citizen, the Health Service will need to consider any immigration requirements before committing to an appointment. However, it is generally not appropriate to commence the immigration process until the doctor’s eligibility for registration is confirmed.

Any person who is not an Australian citizen must hold a valid visa permitting them to work in the specific position for which they are being recruited. It is important to check for any conditions that might restrict the doctor’s work options.

There are currently three main classes of visa appropriate for a rural Health Service that are granted on the basis of the applicant’s medical qualifications:

· 457 Visa (temporary business long stay visa - valid for up to four years);

· Regional Sponsored Migration Scheme (permanent residency);

· Skilled Migration (permanent residency).

General registration or Fellowship of the Royal Australian College of General Practitioners (FRACGP) is a prerequisite for both Skilled Migration and the Regional Sponsored Migration Scheme.

If the health service is considering a doctor who is (or will become) a temporary resident, it is important to realise temporary residents do not enjoy the full range of rights accorded a permanent or Australian resident. For example, the NSW Department of Education may charge a fee for the children of temporary residents to attend school in NSW. Fees as at June 2006 range from $4,500 to $5,500 per child per year. Universities will also charge tuition fees. 

5.5.4 Medicare Provider numbers

Obtaining a Medicare provider number is usually the final step in the recruitment process but any restrictions on the doctor’s eligibility for a Medicare provider number should be considered at the beginning of the recruitment process. 


Medicare Provider numbers are specific to a doctor and to a location. A separate provider number should be obtained for every physical location that a doctor will be working in, and a new provider number should be obtained if the doctor, or the Health Service, moves. A doctor may therefore require several provider numbers at any one time.

Any registered doctor can obtain a provider number that will allow them to refer and prescribe, but a Medicare provider number is necessary for the doctor’s clients to obtain a Medicare rebate for any services provided. In an Aboriginal Health Service setting, that will affect Medicare rebates for bulk-billed services.

Restrictions on the access a doctor has to a Medicare provider number for a given location can be affected by:

· Whether the doctor is registered;

· When the doctor was first registered;

· Whether the doctor is vocationally registered (for example, has FRACGP);

· Whether the doctor is a temporary resident;

· Whether the doctor is overseas trained;

· Whether the Health Service is in a District of Workforce Shortage (determined by the Workforce Regulations Section of the Commonwealth Department of Health and Ageing).

All of this is governed by the Health Insurance Act 1973.

Programs and incentives that may provide a means for doctors with provider number restrictions to practise in rural NSW include the Rural Locum Relief Program (RLRP), the Rural Other Medical Practitioners Program (ROMPPS), and the Five Year Program for Overseas-Trained Doctors.


5.5.5 Job Description

A clear and comprehensive job description is essential when employing a doctor. The job description should clearly outline what the doctor is expected to do and when s/he is expected to do it. Include factors such as whether the position requires procedural skills (for example, obstetrics, anaesthetics, surgery) and whether the doctor will be expected to participate in the after hours roster. Where necessary, confirm with the hospital that there is a Visiting Medical Officer vacancy and include any specific hospital requirements. It may be necessary to compromise in some areas, so be clear about what is essential and what is desirable.

It is also appropriate to include the nature and extent of any clinical support that will be available to a new doctor. 
5.5.6 Basis of Appointment

There are two main ways for general practitioners to be appointed to a health service. Most general practitioners are either employed by the health service, or they provide services as an independent contractor. It is important to understand the differences between these two options and the implications of each.

In brief, an employee is engaged under a contract of service and is remunerated for the provision of labour. Employees are paid a wage or salary and are entitled to annual recreation leave, sick leave, superannuation and workers’ compensation. Employers may be vicariously liable for any damage or loss resulting from work performed by an employee.

An independent contractor acts independently and bears the risk of commercial loss or profit. Independent contractors are not eligible for paid leave and make their own arrangements regarding insurance, income tax and superannuation. Independent contactors are generally required to invoice the Health Service for services provided, in accordance with their obligations under GST legislation. 

Potential employers should seek independent legal advice regarding the structural, financial and insurance implications of any appointment.


5.5.7 Contracts

Regardless of the basis of appointment, a written contract outlining the roles and responsibilities of both parties is essential.

As a minimum, the contract should include:

· A description of the position and performance expectations

· Hours and location of work

· Details of any probationary period

· Payment arrangements including the pay day and how any deductions from pay are made

· Leave provisions

· The supply and maintenance of tools and provisions

· Insurance responsibilities

· Superannuation contributions and benefits (employees only)

· The period of notice required for termination of employment/appointment

· Any special rules and procedures including unacceptable conduct, confidentiality, and disciplinary and grievance procedures


5.5.8 Insurance

All doctors registered with the NSW Medical Board are required to have professional medical indemnity. There may, however, be additional insurance risks to employers and Health Services. All Health Services should obtain independent legal and insurance advice before proceeding with an appointment

5.5.9 The Recruitment Process

It is not possible to provide step-by-step instructions that will apply in every circumstance. The most important thing is to have a structured approach to the recruitment process so that none of the key points is missed. 

In the early stages, the recruitment process should be approached from the Health Service’s perspective. Once a potential recruit has been identified, however, it is the doctor’s specific circumstances that will determine the process.

Not all of the following steps will apply on each occasion. But it is important to consider each of the steps to ensure that nothing is missed. It is not appropriate to advertise the position until these factors have been considered.

5.5.10 Preliminary Steps

· Draft a job description that clearly defines the roles and responsibilities of each party

· Evaluate the nature and extent of available clinical support 

· Determine whether any/all Health Service locations are eligible areas for the Rural Locum Relief Program

· Determine whether all/any locations where the doctor will be working are considered a District of Workforce Shortage

· Determine whether all/any locations are in RRMA categories 4 to 7 and therefore eligible for the Rural Other Medical Practitioners (ROMPs) Program.

· Assess the feasibility and insurance/indemnity implications of the different employment options (employee or independent contractor)

· Determine the type of doctors can be considered – Overseas trained, Australian trained, Fellows of the RACGP, non-Vocationally Registered, temporary or permanent residents, doctors requiring immigration sponsorship, doctors requiring the Rural Locum Relief Program, doctors requiring a 19AB exemption etc.

· Apply for area of need status if appropriate. 

· Apply for a preliminary assessment of district of workforce shortage status if appropriate

Vacant general practice positions in rural NSW can be advertised free of charge on the NSW Rural Doctors Network web page. If the position is declared an area of need, the position will be automatically advertised on the NSW Health web site.

5.5.11 Assessing Applicants

The first priority is to consider applicants’ eligibility for registration, their immigration status and provider number restrictions. Ensure that any prospective recruits will be able to meet all the requirements for the specific position. 

Assess any prospective recruits’ qualifications, experience and personal traits, and their suitability for the specific position. 

Ensure you complete referee checks on any suitable applicants early in the process.
Arrange a site visit for any prospective recruits. If a site visit isn’t possible, speak with them often to get to know them as much as possible. Think carefully about whether they are likely to be right for the Health Service. Sometimes having no doctor is better than having the wrong doctor for the position.
Discuss the basis and potential conditions of employment or appointment with prospective recruits. Seek independent legal advice before committing to any appointment.


5.6 Locum/Relief Staff

So that services are maintained, and provided funds are available for the purpose, locums and relief staff should be employed when permanent staff are on leave for more than five days.

Locum staff have an employment contract based on the length of the work period. If the locum is employed as a casual employee they receive 20-25% loading on salary in lieu of paid leave (including sick leave), entitlements and district allowance. Check the industrial requirements for a locum in particular sections of the services.
Accommodation and travel expenses need to be considered when employing a locum.

Recruitment of locums can be difficult. Professional recruitment agencies may be able to help, although they can be quite expensive. For medical locums, the NSW Rural Doctors Network may be able to assist – contact them early.
Health Service Procedure

1. Staff leave application forms need to be submitted as soon as possible to allow time for a locum to be recruited. Four weeks notice is required. However, because employing a locum can take longer, 3 months notice is desirable.

2. The Practice Manager co-ordinates locum employment.

3. Before a locum is employed, the Practice Manager should consult and negotiate with all relevant staff to ensure accommodation and travel arrangements, as well as work delegation has been organised.

4. Locum staff with some expertise in Aboriginal health and accident and emergency are preferable. If a midwife is taking leave, a female locum nurse should ideally have midwifery qualifications - if this is not possible, the clinic needs to review potential births and make alternative plans.

5. Check qualifications and registration of potential locums with relevant registration board.

6. Locum staff should receive appropriate orientation, which involves:

· talking to the locum over the phone to give an idea of requirements; and

· sending the locum the Orientation Information Package prior to the period of work.

7. It is preferable that locum staff arrive prior to the staff member taking leave, to enable a handover.

8. On arrival the locum should be assisted to find their way around the community, shown the clinic and their accommodation and be introduced to all staff and members of the Board of Management.

9. The Practice Manager should seek feedback from clinic staff about the locum’s suitability for re-employment. 
Locums must:

· adhere to the employee code of conduct 

· follow all policies and procedures of the health service 
· not change current systems (for example, pharmacy and imprest systems, outstation/homeland visit routine, immunisation lists) without discussion with and agreement of permanent staff 

· pay for all personal expenses such as personal travel, food and telephone.

Check list for handovers

· introduction to Board of Management members and staff

· delegation of duties

· hours of work and after hours arrangements

· outstation/homeland visits

· instruction on how to use computerised medical records

· telecommunication system

· any special advice regarding particular clients and their treatment
· client referral and evacuation arrangements

5.7 Consultants

Consultants can be used to help review health service programs or activities, provide particular services such as Board of Management training, or be engaged to develop a particular resource, such as a policy and procedure manual.

For consultancies under $5,000, OATSIH does not require a tendering process. For consultancies worth more than $5,000 a tendering process should be followed and at least three quotes obtained.

Before beginning the process, the Practice Manager should identify a funding source and, if necessary, obtain approval from the funds supplier to use them for the consultancy.

Consultants should be contracted for the provision of specific services and products for a set payment. It is usual to specify a date(s) for the delivery of the product, and a timetable of payments linked to satisfactory progress of the work. It is common for a schedule of payments to include an up front payment (say, 20%), with another payment half way through the project (say 30%), a payment on delivery of the product (say 30%), with the final payment on the Board of Management being satisfied with the product (say 20%).

The actual details of this need to be negotiated with the Consultant, but payments should not be made without evidence that stated progress has been achieved.

It is usual for the service to have ownership of the product, not the Consultant. This should be included in the contract with the consultant, and it may be necessary to also include specific details about ownership of community and cultural information, and limiting the consultant‘s right to use information collected in the course of the project in any other way (including publications) without the specific consent of the Board of Management.

Consultants are not in an employer /employee relationship. All expectations of the consultants must be included in their contract, as they are only required to fulfil those requirements
Consultants normally provide their own workplace and equipment. However, it is common for rural and remote services to provide some office space, computer access and other support whilst the consultant is actually present in the community. What is offered in this regard should be clearly stated in the contract. Otherwise, consultants are responsible for the provision of:

· tools and equipment;

· their own insurance, workers compensation and superannuation;

· repairs to any defects in their own work including editing written work to satisfy the standard specified in the contract;

· management of  their own risks, e.g. accident, damage, legal liabilities, illness

Consultants work differently to employees in that they:

· work to their own program;

· may work for multiple people or organisations at any one time;

· are not paid annual leave, sick leave, or long service leave;

· can be dismissed for failure to carry out their contractual obligations;

· may employ other people to carry out tasks but need to include this in their tender.

Consultants are required to provide the health service with an Australian Business Number (ABN) in order to receive their full fees without tax being deducted. If an ABN is not provided the service must withhold 48.5% of the fees and forward it to the ATO. This is done in conjunction with the BAS which has a section for documenting funds withheld in this way.
5.8 Induction of new staff members (Criterion 4.1.1 and 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service acknowledges that a well-planned and executed induction program will help not only in retention of employees, but also in productivity. Health Services that have good orientation programs get new people up to speed faster, assist them in adjusting to their jobs and work environment, instil a positive work attitude and motivation at the onset and have lower turnover rates.

Inducting employees to their workplaces and jobs is one of the most neglected functions in many organisations. A poor or non-existent induction program often leaves a new employee confused and non-productive, anxious and uncertain. They also require substantive supervisor and co-worker time, don’t feel welcomed and part of the team and are more likely to make mistakes.  All of these points ultimately lead to costing our Health Service lots of money.

Other benefits our Health Service may experience as part of a well coordinated induction program include increasing their understanding of:

· Aboriginal health and Aboriginal Community Controlled Health Services

· their responsibilities and legal obligations

· the culture of our Health Service (how we do things around here)

· reporting relationships in our Health Service
· the layout and whereabouts of resources in our Health Service.

As a result, our Health Service has an induction program for all new staff. Although it is not necessary to complete the induction program in one block of time, all components should be covered within a scheduled period. Our Health Service also requires the new staff member to complete and sign the induction checklist as part of their employment agreement.

Helpful Resources: QbAY >> Practice Management
Health Service procedure

In our Health Service, the induction program for all staff includes: <<Modify according to staff position>>
	Welcome to our Health Service

	· an introduction to other staff members

	· a tour of our Health Service including bathroom facilities and tea room

	· personnel administration – direct report, hours of work, salary, job description, performance review, tax declaration form, payment arrangements

	· collection of required documentation as per letter of offer (see Appointment – medical staff and Appointment – non-medical staff)

	· an overview of the organisation chart and direct reporting line

	· information about the culture of our Health Service – particularly ‘no blame’ philosophy

	· the importance of asking questions when you are not sure how to do something

	· how/where to access policies and procedures

	· information about available resources 

	· the opening and closing procedures of our Clinic and other services

	· provide keys to the new staff member (staff member to sign key register)

	About our Health Service

	· the background of our Health Service – history

	· the history and culture of Aboriginal Community Controlled Health Services

	· the Health Service profile – number of Aboriginal people, local cultural groups, staff etc

	· services provided by our Health Service

	· operating hours of our Health Service

	Clinic administration

	· an introduction to the front desk

	· how to handle incoming and outgoing correspondence

	· the location and procedure for ordering stationery and other office supplies

	· the process and staff member responsible for distributing faxes

	· details about billing arrangements

	· the arrangements for home and other visits

	· the arrangements for care outside of normal opening hours

	Telephone procedures

	· how to place callers on hold

	· when to transfer telephone calls to clinical staff

	· information about each clinical staff member’s policy on receiving and returning client phone calls

	· the importance of not interrupting client consultations unless an ‘urgent situation’

	· a definition of an ‘urgent situation’

	· how to take and deliver messages

	· an outline of what fees apply for phone calls (if appropriate)

	Appointment management

	· information about the appointment system

	· how to determine the urgency of client health care needs

	· how to accommodate clients with urgent, non-urgent, complex, planned chronic care and preventive health care needs

	· how to determine the most appropriate length and time of consultation at the point of booking

	· the types of appointments available at our Health Service

	· the process for handling new clients of our Health Service

	· how to offer clients the opportunity to request their preferred GP and other clinical staff 

	· how to book appointments

	· how to handle clients who attend for their scheduled appointment

	· the importance of informing clients of waiting times

	· the process for handling did-not-attend and cancelled appointments

	· how to identify and care for clients in distress

	Triage and medical emergencies

	· how to determine the level of urgency of client health care needs 

	· how to handle a medical emergency – on the phone or in person and with or without a GP in attendance 

	Client management

	· the importance of respecting client rights

	· the importance of treating clients with courtesy and respect

	· how to handle client requests for repeat prescriptions and referrals

	· how to handle incoming and outgoing pathology 

	· how to handle difficult or angry clients

	· information about each clinical staff member’s policy on receiving and returning client emails

	· how to access services to help communicate with clients who speak a language other than that of the GPs and/or those with a disability

	· information about local health, disability and community services

	· how to provide important information to clients

	Client health records and confidentiality

	· the importance of privacy, confidentiality and security of client health information – including verbal, written and electronic information

	· the process for handling results, reports and clinical correspondence

	· information about the Clinic recall and reminder system

	· the Health Service policy on retention of records and archiving

	· the process for transferring client health records

	· the Health Service security policy for prescription pads and computer generated prescription paper, letterhead, medical certificates, medications, client health records and related client health information including accounts

	Computer administration

	· information about privacy, confidentiality and security issues

	· allocating the appropriate passwords and permissions

	· how to lock the computer and activate screensavers

	· our email policy (if applicable)

	· our website policy (if applicable)

	· computer security procedures – firewall, disaster recovery procedures

	· how to scan documents and digital images (if applicable)

	· procedures for anti-virus management

	· procedures for backing-up electronic information

	· procedures for transferring client health information over a public network – encryption


	Human resource management

	· staff code of conduct

	· staff requirements for continuing professional development

	· our Health Service policy on equal opportunity and sexual harassment

	· the frequency and procedure for staff meetings

	· what to do in the event of an incident or injury

	· our Health Service policy on lifting heavy objects

	· our Health Service policy on smoking, drugs and alcohol in our Health Service

	· how to handle violent situations in the workplace

	· ways to maintain staff health and wellbeing

	· how to handle non-medical emergencies – fire, bomb threats

	Infection control

	· information about the principles of infection control

	· the management of sharps injury

	· the management of blood and body fluid spills

	· information about hand washing and hand hygiene

	· information about the Clinic cleaning schedule

	· how to ensure instruments are sterile at point of use

	· our procedure for cleaning and sterilising instruments

	· our procedure for safe storage and disposal of clinical waste

	· our procedure for handling, sorting, laundering and storing linen

	· information about implementing standard and additional precautions

	· information about how to prevent disease in the workplace by serology and immunisation

	· requesting current immunisation status of all staff and immunisation appropriate to their duties arranged if consented

	· our procedure on handling and using chemicals

	· our procedure for safe handling of pathology specimens

	Treatment room

	· the process for using and maintaining Health Service equipment

	· the process for storing, ordering, documenting and disposing of controlled and restricted drugs

	· the process for storing, ordering, documenting and disposing of schedule 4 drugs and pharmaceutical samples

	· the process for checking, rotating and resupplying perishable medical supplies


	Cold-chain management

	· the process for receiving and transporting vaccines

	· information about the importance of managing the cold-chain

	· how to manage the cold-chain

	· the name of the staff member responsible for managing the cold-chain

	· the actions to take in the event of a cold-chain breach

	Continuous quality improvement

	· information about accreditation and what that means

	· the name of the staff member responsible for client feedback

	· the name of the staff member responsible for investigation and resolution of complaints

	· the name of the staff member responsible for leading clinical improvements


5.9 Position descriptions (Criterion 4.1.1)
Health Service policy

<<Customise this section as appropriate>>
All staff members in our Health Service have a specific job description that describes the position requirements, including:

· key selection criteria, eg skills and training required;
· the duties, responsibilities and hazards associated with the position;
· remuneration (eg hours of work/meal breaks/overtime, and applicable award);
· annual staff reviews.

Both parties agree to and sign the position description.

Job descriptions act as a guide to the duties of the position, however staff may also be required to complete other tasks that may not be listed on the job description. All staff have a responsibility to work within their scope of expertise.

Helpful Resources: QbAY >> Practice Management

Examples of ACCHS-specific job descriptions can be found ON the RDN website
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, copies of all position descriptions are located <<insert the location here>>.

5.10 Staff Development, Education and Training

Staff education and training support is a fundamental aspect of support to Comprehensive Primary Health Care. Health services are obliged to support and provide opportunities for staff development and further training that is relevant, appropriate and beneficial to the organisation’s work. Continuing education of staff is critical to maintaining high standards of health service delivery.

Staff development, education and training is part of the performance appraisal process.

Training Requirements

Staff training needs should be discussed with the Practice Manager on recruitment, at the annual staff performance appraisal and at staff meetings. These needs may be through:

· the provision of a staff orientation kit;

· use of this Policy and Procedures manual;

· referral to an external training course;

· the provision of ‘in-house’ training sessions or on the job training;

· workshops;

· informative meetings;

· conferences.

Training for staff will ensure that all staff receive:

· induction training through an orientation session - this will cover the staff orientation kit and the content and use of this Policy and Procedures Manual;

· training related to the clinical needs of the client group;

· training in first aid;

· training on occupational health and safety issues and in the use of equipment;

· training regarding the legal responsibilities associated with their work.

The Practice Manager should keep a record of all training activities that a staff member has participated in and keep that record in the staff member’s personnel file.

The development of a library resource in the health service (books, journals, videos, audio-tapes) is useful to facilitate access to up to date information on the job. Internet access can also be useful.

When staff attend training activities outside the community, they should provide a report on their return about that activity including any implications to clinical practice.
Conferences

Staff wishing to attend conferences should:

· Submit a proposal that includes details of the conference, cost to be borne by the Health Service, and the relevance of that conference to the Health Service;

· Prior to the conference, have the Board of Management approve the content of any paper they are giving on any aspect of the Health Service or the local community;

· Negotiate with other Health Service staff the continuity of their work responsibilities during their absence;

· On return, present to the Health Service a report on the conference.

Where agencies other than the Health Service provide financial support for staff training, this should be utilised first. For example the NSW Rural Doctors Network (RDN) provides specific financial support to enable doctors new to rural practice to access ongoing medical education at an RDN Refresher Conference. In addition, funding is available to proceduralist GPs through the Practice Incentives Program (see Section 2).

Internal Training Opportunities

Health services should encourage staff to organise and participate in weekly clinical training sessions. This may involve discussion of particular cases, a staff member presenting an overview of the diagnosis and management of a particular medical condition, presenting details of a public health program being developed in the Health Service, etc.

It may be useful for a particular staff member to track external training activities and identify those most relevant to the staff.

First Aid Training

All staff should maintain their skills in First Aid. They should have a First Aid Certificate. Aboriginal Health Workers must complete this within the first six months of employment.

Refresher courses should be attended every 2 years.

CPR requirements

Health Service policy

<<Customise this section as appropriate>>
To maintain skills, all staff should undertake training in Cardiopulmonary Resuscitation (CPR) every 3 years. 

Our Health Service has a policy of training all staff members to be competent in the performance of all their assigned duties. Our Health Service also endeavours to provide each member of our Health Service team with opportunities for personal and professional development on a regular basis.

Our Health Service relies on a variety of inputs to identify staff training needs such as regular performance appraisals. All education sessions are recorded in each staff member’s personnel file.

Knowledge and skills need to be updated for equipment, drug, vaccine use and storage together with mandatory Government information requirements, eg material safety data sheets, occupational health and safety posters for staff in work environment.

Helpful Resources: QbAY >> Education and Training and RACGP Education and Training
5.11 Continuing professional development for GPs (Accreditation Criterion 3.2.1, 3.2.2 and 3.2.3)
Health Service policy

<<Customise this section as appropriate>>
All GPs recognised by Medicare Australia have a legislative requirement to participate in, and meet the minimum requirements of  Royal Australian College of General Practice (RACGP)  approved Quality Assurance and Continuing Professional Development Programs (QA&CPD). The Australian College of Rural and Remote Medicine has a Professional Development Program that is recognised by the RACGP.

Our Health Service ensures our doctors maintain and improve the quality of care they provide to our clients by participating in the RACGP QA&CPD Program. Where this is not the case, our Health Service must be able to provide evidence that GPs participate in quality improvement and continuing professional development to at least the same standard as the RACGP QA&CPD Program. 

Records of GP activities including CPD point details should be retained by individual GPs with a copy given to the Health Service for personnel records.

Helpful Resources: QbAY >> Education and Training and RACGP Education and Training
Health Service procedure

<<Customise this section as appropriate>>
Accreditation of our Health Service relies on all GPs undertaking continual professional development (CPD). In our Health Service, records of CPD point details for GPs and ongoing education and training for all other staff members are located <<insert the location here>>.

5.12 Minimum numbers of staff

So that the Health Service maintains a suitable balance between staff and workload, the Health Service needs to determine the minimum number of staff members required to fulfil certain tasks.

Health Service procedure

1. Determine what tasks each staff member is qualified to do. Also list all tasks that are undertaken in the Health Service and who is qualified for each (see below as an example).

2. Determine what tasks need to be completed and the minimum staff required for doing so.
For example

	Field
	Task
	Staff required to complete task
	Qualified Staff

	
	
	
	James
	Michael
	Kim
	Mary
	Sarah

	Reception
	Answer phone and greeting clients
	2
	
	x
	x
	x
	

	Accounts XE "Accounts" 
	Entering accounts, creating invoices
	1
	x
	
	x
	
	x

	Payroll XE "Payroll" 
	End of month duties including payroll XE "Payroll" 
	1
	
	
	x
	
	x


3. Create a roster XE "Employee:Roster"  of the staff members and tasks assigned as per topic below.

Where the Health Service has only one person qualified for a particular task, it may be wise to train someone else in the same role for backup.

Calendar of duties and rosters

The rosters and calendars are important to ensure all staff members are aware of the various tasks they are responsible for completing and when they are on duty. XE "Employee:Roster" 
Health Service procedure

1. Using the list of tasks, a calendar of duties is created, which outlines the tasks to be completed at the various times throughout the month (see below for an example).

2. When you have a list of tasks and the people who can complete each task, it is just a matter of allocating the staff to the tasks and the days they will be rostered on.

For example

	Time

	Reception 1
	Reception 2
	Practitioner 1
	Practitioner 2
	Practitioner 3

	Monday
	Mary
	Kim
	John
	Karen
	Matt

	Tuesday
	Michael
	Mary
	John
	Karen
	Peter

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Saturday
	
	
	
	
	

	Sunday
	
	
	
	
	


3. Rosters are updated weekly and posted on the staff notice board for all see.
5.13 General practitioner qualifications (Criterion 3.2.1)
Health Service policy

<<Customise this section as appropriate>>
Our GPs are appropriately trained and qualified and be either vocationally registered or have Fellowship of the RACGP (FRACGP). The documents relating to this are located <<insert the location here>>.

Doctors must provide evidence of current State-based medical registration upon commencement of employment and annually as required.

Health Services in Areas of Need may find it difficult to recruit recognised GPs. In these cases, the GPs need to be appropriately trained, qualified and be supervised, mentored and supported in their education to the national standards of the RACGP.

Helpful Resources: QbAY >> Education and Training and RACGP Education and Training
5.14 Clinical staff qualifications (Criterion 3.2.2)
Health Service policy

<<Customise this section as appropriate>>
Our clinical staff include << nurses, Aboriginal Health Workers and other staff members>>   who provide clinical care.

All non-medical staff involved in clinical care need to be appropriately trained for their role, including training in the use of any clinical equipment required for their role (eg electrocardiograph, spirometer, steriliser). Training may be gained through participation in external courses or ‘on the job’ training at the Health Service. 

All clinical staff must provide evidence of qualifications and current registration upon commencement of employment and annually as required. These documents are located <<insert the location here>>
Helpful Resources: QbAY >> Education and Training
5.15 Administrative staff (non-clinical) qualifications (Criterion 3.2.3)
Health Service policy

<<Customise this section as appropriate>>
Our administrative staff (such as receptionists and Practice Manager who do not provide clinical care) need training to be successful in their roles.

This may include formal training (eg a computer course, training in the use of software programs, first aid, practice management, medical terminology, practice reception, cross cultural training) or ‘on the job’ training provided by the clinical staff in our Health Service (eg learning how to use the client health records system, making appointments, recognising urgent situations when clients present in reception, confidentiality requirements, familiarisation with the policy and procedures manual, how to recognise a medical emergency).
A summary of professional development and/or certificates are maintained by our Health Service for each staff member. These documents are located <<insert the location here>>.
Helpful Resources: QbAY >> Practice Management
5.16 Equal opportunity and sexual harassment

Health Service policy

<<Customise this section as appropriate>>
Our Health Service abides by State legislation, where it is unlawful to discriminate on the basis of:

· age

· breastfeeding

· gender identity

· impairment

· industrial activity

· lawful sexual activity

· marital status

· parental status or status as a carer

· physical features

· political beliefs or activity

· pregnancy

· race

· religious belief or activity

· sex

· sexual orientation

· personal association (whether as a relative or otherwise) with a person who is identified by reference to any of the above attributes.

Anti-discrimination legislation is premised on the basis that all people should be treated on their ability to perform the task and not on any presumed assumption that the employer thinks may affect the person's performance. Legislation determines that employees or groups are not to be treated less favourably due to factors such as status, race, religion or gender etc.

Helpful Resources: Australian Human Rights and Equal Opportunity Commission
5.17 Staff meetings (Criterion 3.1.1 and 4.1.1)
Health Service policy

<<Customise this section as appropriate>>
At our staff meetings, administrative processes are regularly reviewed and staff are given the opportunity to discuss administrative matters with the Health Service management (if applicable) when necessary.

Helpful Resources: QbAY >> Practice Management
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, staff meetings are held every <<insert frequency here>> and the meetings are recorded.

5.18 Clinical meetings (Criterion 1.5.3, 3.1.2 and 4.1.1)
Health Service policy

<<Customise this section as appropriate>>
At our clinical meetings, each clinical staff member reports on clinical issues, updates, case studies and reports of continuous quality improvement activities, complaints and incident reviews to identify, report and prevent a slip, lapse or mistake in clinical care. These mistakes are discussed and action is taken as required to improve processes and client outcomes. A clinical component is included to ensure consistency in the diagnosis and management of serious conditions.

Helpful Resources: QbAY >> Consulting Room
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, clinical staff meetings are held every <<insert frequency here>> and these meetings are recorded.
SECTION 6 - OCCUPATIONAL HEALTH AND SAFETY

6.1 A Safe and Healthy Workplace

The NSW Occupational Health and Safety Act 2000 provides the legal framework for achieving a safe and healthy workplace. Covering every place of work in NSW for self employed and employed people, as well as employers, the Act aims to protect the health, safety and welfare of people at work. It lays down general requirements which must be met at places of work in New South Wales.

Under the Act employers must ensure the health, safety and welfare of their employees when at work by:

· maintaining places of work under their control in a safe condition, and ensuring safe entrances and exits;

· making arrangements for ensuring the safe use, handling, storage and transport of plant and substances;

· providing and maintaining systems of work, and working environments, that are safe and without risks to health;

· providing the information, instruction, training and supervision necessary to ensure the health and safety of employees;

· providing adequate facilities for the welfare of employees.

Employees must take reasonable care of the health and safety of themselves and others and co-operate with employers in their efforts to comply with occupational health and safety requirements.

Employers must consult with employees about OH&S matters, so that employees can contribute to decisions affecting their health, safety and welfare. The Act provides three options for doing this: 

· occupational health and safety (OH&S) committees (where there are 20 or more employees);

· OH&S representatives;

· other agreed arrangements.

Further guidance is provided by a WorkCover Code of Practice which outlines steps that can be taken to set up consultation arrangements in accordance with the Act, and the application of the powers and functions of representatives and committees.

 

Each workplace should have an Occupational Health and Safety Policy that states clearly the obligations of the employer and employees in achieving a safe and healthy work environment. The policy should also address particular health and safety issues relevant to the enterprise. 

This Health Service’s Occupational Health and Safety Policy  is at <<insert the location here>>.
The draft policies at the end of this section may guide health services in developing their own policies.

6.2 Role of OHS delegate/ committee

The role of the Health Service OHS delegate or committee is to:

· keep under review the measures taken to ensure the health, safety and welfare of persons at the place of work;

· investigate any matter that may be a risk to health and safety at the place of work;

· attempt to resolve the matter but, if unable to do so, to request an investigation by an inspector (Workcover) for that purpose;

· make a request to accompany an inspector as an observer on an inspection,

· be an observer during any formal report by an inspector to the employer in connection with any occupational health and safety matter concerning the workgroup that the committee or representative represents;

· accompany an employee of the workgroup that the committee or representative represents, at the request of the employee, during any interview by the employer on any occupational health and safety issue;

· be an observer during any formal in-house investigation of an incident at the relevant place of work that is required to be notified to WorkCover;

· assist in the development of arrangements for recording workplace hazards and accidents to promote improved workplace health and safety;

· make recommendations on the training of members of OHS committees and of OHS representatives; and

· make recommendations on the training of employees in relation to occupational health and safety.

6.3 Procedure for resolving a matter that may be risk to health and safety

The OHS committee or an OHS representative who has been unable to resolve a matter concerning a risk to health and safety in the work place can request an investigation by an inspector to resolve the matter.

For the purpose of resolving the matter:

(a)  the applicable OHS consultative arrangements are to be used, and

(b)  the matter must be formally referred to the employer, and

(c)  the employer is to consider the matter and respond in a timely manner.

If the matter is not resolved after the employer has been given a reasonable opportunity to consider and respond to the matter, the OHS committee or OHS representative may request an investigation of the matter by an inspector.

Such a request by an OHS committee is to be made through the chairperson of the committee. The committee may make arrangements for the making of such requests by the chairperson without a formal meeting of the committee being convened to authorise the making of each particular request.
6.4 Occupational health and safety for accreditation (Criterion 4.1.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service is committed to providing and maintaining a safe work environment for all staff, clients and all other visitors, and also complying with relevant State and/or Federal legislation. 

Our Health Service is responsible for ensuring all incidents involving both staff, clients and others are managed professionally and ethically, according to relevant medical standards, guidelines and State legislation.

Staff are instructed in safety and infection control protocols ensuring risks are known and precautions taken, including vaccinations during induction. All staff have a responsibility to ensure this education has been undertaken.

All staff work together to maintain a safe physical work environment and all Health Service and office equipment is appropriate for its purpose.

Helpful Resources: QbAY >> Risk Management
Health Service procedure

<<Customise this section as appropriate>>
To reduce occupational health and safety risks, our Health Service:

· records accidents and incidents (including sharps injuries) in the accident register and abide by any relevant State legislation reporting requirements;
· provides equipment and facilities appropriate to each staff member’s role (ergonomics);
· rosters at least one staff member in addition to the GP during normal opening hours;
· maintains immunisation and first aid records, eg relating to incidents or other staff medical follow-up are maintained;
· requires new staff to complete a staff induction program to indicate awareness of specific policies and procedures;
· schedules regular breaks for all staff members including GPs;
· provides product data sheets (PDS) and material safety data sheets (MSDS);
· labels containers of chemicals and cleaning agents;
· keeps and maintain a register of hazardous substances;
· provides staff with instructions on handling and documenting hazardous substances;
· conducts regular risk assessment on the use of hazardous substances;
· schedules maintenance checks on the extinguishers as per current State legislation

· arranges for equipment that requires calibration or that is electrically or battery powered (eg. electrocardiographs, spirometers, autoclaves, vaccine fridges, scales, defibrillators) to be serviced;
· retains a schedule of maintenance for key clinical equipment.

Helpful Resources: QbAY >> Treatment Room
6.5 Incidents and injury (Criterion 3.1.2)
Health Service policy

<<Customise this section as appropriate>>
It is a legal requirement under the occupational health and safety legislation and for insurance purposes, to report all injuries in the workplace. It should be recognised that good reporting also leads to effective prevention.

Our Health Service encourages the identification, analysis and prevention of errors. All incidents and accidents and ‘near misses’ must be reported immediately to <<insert staff member responsible here>> and recorded on an incident report form. Forms should then be filed as appropriate. This information should be shared amongst all relevant staff and the development of processes to reduce the likelihood of recurrences encouraged.

Incidents include needle stick injury, mucous membrane exposure to blood or bodily fluids, slip or fall, drug or vaccine incident (loss, misplacement or other) and adverse client outcome.

Accidents or incidents may involve the following:

· staff (employed directly by our Health Service)

· non-staff (clients, visitors, contractors)

· events (an occurrence that has caused a ‘near miss’ or an incident, eg theft, non-client assault, gas leak, bomb hoax, security breach, medication error or client complication following medical intervention).

Helpful Resources: QbAY >> Risk Management

Health Service procedure

<<Customise this section as appropriate>>
Potential risks should be identified and the following actions taken to increase safety and improve quality care:

Reporting: Complete incident form immediately after the incident occurs. The form should be given to <<Insert staff member responsible here>> 
 and our Health Service‘s insurance company notified. If there are additional medical or other certificates or reports related to the accident/incident, the original should be given to <<insert staff member responsible here>>.

· Injury investigation: Our Health Service maintains a database of incidents reported. Specific cases and all clinical incidents reported are reviewed regularly at staff meetings.

· Risk assessment: Involves a thorough review of all the hazards relevant to the causes of any injury that has occurred and is conducted with a view to identify appropriate controls.

· Risk control: Involves identifying and implementing all the practicable measures to eliminate or reduce the causes of the injury or incident. 

· Documentation: Any action taken to minimise the re-occurrence of the incident should be documented in the register where relevant.

6.6 Lifting heavy objects or manual handling
Under the Occupational Health and Safety Act an employer must ensure that:

· all objects are, where appropriate and as far as reasonably practicable, designed, constructed and maintained so as to eliminate risks arising from the manual handling of the objects, and

· work practices used in a place of work are designed so as to eliminate risks arising from manual handling, and

· the working environment is designed to be, as far as reasonably practicable and to the extent that it is within the employer’s control, consistent with the safe handling of objects.

If it is not reasonably practicable to eliminate a risk arising from manual handling, an employer must design the work activity involving manual handling to control the risk and, if necessary, must:

· modify the design of the objects to be handled or the work environment (to the extent that it is under the employer’s control), taking into account work design and work practices; and

· provide mechanical aids or, make arrangements for team lifting, or both; and

· ensure that the people carrying out the activity are trained in manual handling techniques, correct use of mechanical aids and team lifting procedures appropriate to the activity.

An employer must, as far as reasonably practicable, achieve risk control by means other than team lifting.


Health Service policy

<<Customise this section as appropriate>>
Lifting heavy objects is more commonly known as ‘manual handling’ in the context of occupational health and safety. Manual handling is considered any activity requiring the use of force exerted by a person to lift, push, pull, carry, or otherwise move or restrain any animate or inanimate object. It includes activities involving awkward posture and repetitive actions.

Our Health Service aims to identify tasks involving manual handling and to undertake risk assessments. Risks to staff should then be reduced or eliminated as far as reasonable and practical.

Risk factors likely to cause manual handling injuries and therefore should be included in Health Service risk assessments including:

· force applied;
· actions and movements used;
· range of weights;
· how often and for how long manual handling is done;
· where the load is positioned and how far it has to be moved;
· availability of mechanical aids;
· layout and condition of the work environment;
· work organisation;
· position of the body whilst working;
· analysis of injury statistics;
· age, skill and experience of worker;
· nature of the object handled;
· any other risk factor considered relevant.

The following methods are employed by our Health Service to reduce or eliminate the risks associated with manual handling:

· using mechanical handling equipment where possible

· varying the task or having rest periods where repetitive tasks are carried out for long periods

· using adjustable working heights for benches or platforms so the majority of tasks carried out by standing workers are at waist height and within easy reach

· changing workplace layouts so twisting movements are kept to a minimum

· ensuring workers new to the workplace or returning from an extended absence are not required to perform prolonged repetitive movements

· ensuring adequate training and supervision are available to workers.

Helpful Resources: QbAY >> Risk Management

The National Code of Practice for Manual Handling is recognised as an excellent reference source to assist in identifying, assessing and applying control measures for manual handling activities.

Health Service procedure

<<Customise this section as appropriate>>
Our Health Service follows these procedures when lifting objects:

50. assess the item to be handled. Weight is not the only factor. Size and shape will also affect the degree of difficulty of the lift

51. decide if you can manage the lift alone or if help will be required. Get help if required. If assistance is not available, wait until it is. If you are not sure if you can manage the lift alone, you must seek assistance. Manual handling is only to be done alone when the staff member is 100% certain it is within their capabilities

52. items of light to medium weight and a small, regular size must be lifted using the procedure known as ‘leg lift’. This involves moving to a squatting position, grasping the object and lifting it by straightening the legs. The ‘back lift’, involving stooping and lifting by straightening the bent back, is to be avoided at all times as this places undue strain on the body
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 Source: Smartsafe, on webpage of Workplace Info Publishing, www.workplaceohs.com.au
53. never attempt to lift a client without first seeking medical help. If a client collapses while you are assisting them, guide them to the floor without bearing their weight

54. leave the client where they are, ensure privacy

55. children may like to be picked up or carried. The guidelines for this activity are dictated by a combination of common sense and accepted practice. Do not lift a child in the course of your duties that you would not attempt to lift under other circumstances

56. prevent slips and falls by wearing appropriate footwear, ensuring that the workplace has adequate lighting, removing obstacles and cleaning areas regularly. Spills must be wiped up immediately

57. check equipment is in good working order and there is adequate space in which to work.


6.7 Smoking (Criterion 5.1.1)

Health Service policy

<<Customise this section as appropriate>>
For occupational health and safety reasons, there is a no smoking allowed on our Health Service premises or in the immediate environment.

No smoking signs are clearly visible in our Health Service.

6.8 Violence in the workplace (Criterion 2.1.1)
Health Service policy

<<Customise this section as appropriate>>
Violence is the unjust or unwarranted use of force and power. Many people in their workplaces are the victims of violence, including verbal abuse, threats, harassment, physical assault, serious bodily injury and death. Violence can occur in any occupation and in a variety of situations. Procedures are in place to deal with incidents of occupational violence.
Helpful Resources: QbAY >> Risk Management
Health Service procedure

<<Customise this section as appropriate>>
Our Health Service procedure for dealing with occupational violence is as follows:

Document:

· incidents, in as much detail as possible;
· the names and addresses of people involved and willing to support your claims.

· Report the incident to Health Service management and provide them with details.

· Ask Health Service management or an outside organisation to provide advice, support and assistance in dealing with workplace bullying;
· Document all incidents and appropriate measures taken to prevent recurrence (eg reporting to the police).

6.8.1 Personal threat

Health Service policy

<<Customise this section as appropriate>>
Personal threat may be in the form of unarmed or armed confrontation. The definition of these is as follows:

· unarmed: a threat by others confronting in a violent or threatening manner; or where a person threatens self-harm or suicide

· armed: as above but where the person exhibiting threatening behaviour is armed with a weapon and there is a perception that the weapon will be used.

Health Service procedure

<<Customise this section as appropriate>>
When experiencing a personal threat:

· keep further than arm’s length away from the subject;
· maintain an exit path for own escape where possible;
· avoid being trapped in a corner or small room;
· clear the area of all persons not required to assist;
· clear the area of all items that may be used as weapons or items that may cause damage;
· notify another staff member if possible and ask them to contact 000 and ask for the police;
· if no-one is available, try to call 000 and ask for the police;
· preserve the scene until police arrive;
· exclude media.

6.8.2 Staff health and wellbeing (Criterion 5.1.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service is committed to providing and maintaining a safe and healthy workplace for all staff, clients and all other visitors.

Health and safety is an integral part of every activity our Health Service performs, and as such, the occupational health and safety of all staff is a priority of our Health Service.

Our Health Service recognises that breaks may reduce fatigue and support staff health and wellbeing as well as enhancing the quality of client care.

Helpful Resources: QbAY >> Practice Management and Consulting Room

Health Service procedure

<<Customise this section as appropriate>>
Our Health Service implements the following strategies for staff health and wellbeing:

· workflow management when staff of our Health Service require a break or are unexpectedly absent

· scheduling of regular breaks for all staff members, dependent upon the hours or shifts worked, and during consulting sessions
· ensuring staff take regular leave.

Occasionally staff may be confronted by physically or verbally aggressive clients or other stressful incidents or situations, including assisting with emergencies. To assist health and wellbeing, our Health Service provides staff with emotional debriefing or counselling within a reasonable period of time. Refer to Violence in the workplace for further information.

6.9  Non-medical emergencies

Health Service policy

<<Customise this section as appropriate>>
Emergencies may occur that will require a quick, informed and effective staff response. Procedures are in place to ensure that all employees understand the action to be taken in the event of an injury, illness, fire or other emergency.

Types of non-medical emergencies may include:

· fire or false fire alarm;
· bomb threats;
· failure of electricity supply;
· property damage;
· break-in;
· abusive or threatening telephone calls or persons at our Health Service;
· leakage of toxic chemicals;
· letter bombs.

The following factors have been considered as part of our emergency plan:

58. treatment of injuries and illnesses – means by which cases of serious, traumatic injury or illness are able to receive earliest possible access to treatment

59. evacuation procedures

60. accounting for all personnel

61. assign responsibilities – staff responsible for various actions determined and documented

62. provision of equipment/materials – suitable equipment and materials made available to minimise the outcome of a possible accident or emergency

63. training – training provided for staff in accident, emergency and evaluation procedures

64. review process – a periodic review process included to ensure the accident, emergency and evaluation procedures are able to meet changes in the environment

Helpful Resources: QbAY >> Risk Management
6.9.1 Security (Criterion 5.1.1)
Health Service policy

<<Customise this section as appropriate>>
During routine hours at least one other Health Service staff member, in addition to the GP, is present in our Clinic. 

Another staff member in addition to the GPs can provide practical help in an emergency situation, reduce the risk of unauthorised access to client health information, ensure the security of sensitive clinical resources, and provide security and safety for clients, GPs and staff.

6.9.2 Fire protection

Health Service policy

<<Customise this section as appropriate>>
Our Health Service believes that the first step to fire safety is prevention. Fire prevention measures our Health Service has in place are: 
31. smoking does not occur;
32. passageways and exits are free from storage and waste;
33. waste paper, packaging, old rags and other fire hazards are promptly removed;
34. the last person in the Health Service is responsible for ensuring that appliances are switched off each night (never turn off the vaccine fridge);
35. where appropriate, electrical equipment is turned off at night;
36. cracked, frayed or broken electrical cords or plugs are reported and replaced immediately;
37. there is plenty of air circulation space around heat producing equipment (eg steriliser, photocopier, vaccine fridge and computers);
38. electrical leads and cords are placed behind or under furniture. They are never run across doors or walkways;
39. power outlets and extension boards are not overloaded;
40. if an appliance or item of equipment smells or gives off smoke, it is immediately turned off, unplugged and not used until it has been checked by a qualified technician;
41. escape stairs and exit doors are not locked or blocked;
42. fire protection equipment is regularly checked and maintained.

Fire safety

Health Service policy

<<Customise this section as appropriate>>
In the event of a fire, our Health Service follows the RACE process:  Remove ( Alert ( Control ( Evacuate

In our Health Service we have a fire extinguisher located <<insert the location of fire extinguishers>>.

Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, we follow these procedures in the case of a fire:

43. sound the fire alarm and call the fire brigade, no matter how small the fire;
44. only attempt to fight a fire if it is small (no larger than a wastebasket) and you have the correct equipment to handle it;
45. leave the area, closing doors as you go (this will help limit the spread of fire and smoke);
46. follow the emergency plan;
47. if smoke is present, crawl low (the air will be clearer near the floor);
48. account for all within the Health Service including clients, staff, visitors and workmen;
49. await the arrival of the fire brigade and follow their instructions;
50. the fire brigade will forward a report of the fire incident or false alarm, after thoroughly investigating the scene.

6.10 Security

6.10.1 Equipment Security

Equipment on site is engraved/carries a sticker with the service name and item number. The Practice Manager maintains the register.

Contracts and warranties for medical, office and other site equipment are securely locked, maintained and updated by the Practice Manager.

Computer security codes are routinely changed.

6.10.2 Personal Security

All staff are aware of and able to implement protocols, to ensure the safety and security of all persons within the Health Service.

During normal Clinic hours at least one other Health Service staff member or doctor is present, in addition to at least one doctor on duty. Staff rosters are checked daily for the next work day.

When staff are working outside general office hours, at least two employees leave the premises at the same time.  

Clients, visitors and trades people report to the reception desk. Where appropriate visitors and trades people wear an identification name badge on site. Reception staff and the Practice Manager are informed of the presence of all visitors (except clients and relatives who report to reception only).
Staff are encouraged to be vigilant whilst on duty and act to ensure the continuing safety of all clients, visitors and other staff. Staff members are made fully aware of the various security XE "Security"  risks and ways of managing these.

The area surrounding the Health Service is well lit. 

A list of all emergency XE "Emergency"  numbers is located <<insert the location of emergency numbers list>>.
6.10.3 Security of Premises 

<<Customise this section as appropriate>>.
The premises are protected by a computerised alarm system that has motion detection sensors located at various points on the site. Refer to plan in the office for further details. A ‘Panic’ button, linked to the security system, is located under the reception desk. Our security firm also patrols the site after hours. Security codes are routinely changed for the security system.
Health Service procedure for maintaining security of premises

<<Customise this section as appropriate>>.
Responsibility for opening and closing procedure is given to authorised staff only.  XE "Opening and closing" All staff members who commence work with the Health Service are given sufficient training in opening and closing the Health Service.  

At beginning of day:

· After unlocking premises, deactivate security alarm system, using security code

· Check all exits for unimpeded access and unlock/open windows as required for routine Health Service operation.

· Turn on lights, heating/cooling system, computers, photocopier, unlock medical record filing cabinets, checking for items out of place or for any unusual objects not in correct placement.

· Where applicable, removes the previous computer backup disk and follows set procedures.

· Checks the answering service, writing down all messages and directing them to all other staff members. XE "Telephone:Answering service" 
· Report unusual issues or missing items to the Practice Manager, documenting same.

At end of day:

· Lock all windows and doors

· Ensure computer back up is complete or scheduled after hours as required

· Switch off designated computers, photocopier, heating/cooling system

· Check drug cabinet & safe is locked

· Check that bins are empty

· Check that no-one is in toilets and windows are locked

· Check offices for unsecured confidential documents including medical and finance records

· Secure the cash box

· Check that answering machine is on

· Lock office door which houses fax machine.

· Enter date, time of departure & signature in log book

· Turn off all lights, keeping the security lights on

· Activate security system

Health Service procedure for security system and key register

Door keys and codes to the security XE "Security"  system are given to appropriate staff members.  A key register is maintained and kept in a locked filing system. The security system codes are also noted and filed in a safe and locked location. The Health Service should have a copy of the code off the premises.

When an employee leaves, their key is returned and security XE "Security"  code is changed. All employees are informed of any changes to their code.

Following any unexplained false alarm, a maintenance check is required on the system.  A regular maintenance check is also required of the system.  

6.11  Handling pharmaceuticals

The degree to which a Health Service is involved with handling pharmaceuticals varies from clinic to clinic. Some have a fully stocked pharmacy, while others have very few pharmaceuticals on site. <<Customise this section as appropriate>>.
6.11.1 Labelling of pharmaceuticals

State legislation requires pharmacists to place dispensing labels on medicine containers which are usually understood to be the primary container. There is also much other mandatory information (e.g. trade name, active ingredient name, dose form, strength, quantity, expiry date, warning statements and other regulatory requirements) that the manufacturer must provide on the original label on the container of prescription medicines, and this is governed by the Federal Therapeutic Goods Act.

Health Service policy

All pharmaceuticals dispensed from this Clinic are correctly labelled.


6.11.2 Handling and storage of pharmaceuticals

The Health Service is required to have certain drugs XE "Drugs"  on site and these must be stored securely. The schedule and storage of drugs XE "Drugs"  is essential to have adequate control of what is coming into and leaving the Clinic, to ensure that all drugs XE "Drugs"  are stored safely and that the Clinic has the drugs XE "Drugs"  it requires for day-to-day use. 

Health Service policy

<<Customise this section as appropriate>>
This Health Service’s policy and practice regarding secure storage and dispensing pharmaceuticals, restriction of access to authorised personnel, and cold chain procedures are located <<insert the location>>.
6.12 Pro forma Occupational Health and Safety Policy
<<insert Health Service name>> Health Service endeavours to reduce the risk of injury, disease or other harm to all its workers and supports a return to work program following any workers compensation claim.

<<Insert Health Service name>> Health Service recognises that work-related injury and illness can to a large extent be prevented. This policy is aimed at developing procedures to assess hazards in the workplace and to determine where problems are, to set up monitoring processes to minimise the risk of injury or illness.

<<Insert Health Service name>> Board of Management will act to observe its obligations while employees are expected to do the same.

Specifically this means:

· The Board of Management has a responsibility to provide and maintain a safe and healthy workplace; to allow the health and safety delegate (see below) the time to perform their duties and to provide to the delegate, through the Administrator, accurate information on all injuries, illnesses, and workers compensation claims.

· Each area within the workplace (eg clinic, transport) is to nominate a health and safety delegate who has the responsibility to survey the workplace at least monthly, and to present results and recommendations to staff and management; urgent hazards must be raised with the Administrator without delay (In larger health services it may be appropriate to have the delegates and management meet regularly as a health and safety committee).

· The Administrator has the responsibility for organising a process to select a health and safety delegate involving all staff in designated workplace areas.

· The health and safety delegate(s) has the responsibility of meeting with all staff to report on health and safety issues and to report to the Board of Management at least every three months. 

· All staff have a responsibility to work in a manner safe to themselves, fellow workers and clients. 

· Orientation, information, instruction, training and supervision relevant to the health and safety of employees in the workplace will be provided.

· Appropriate protective equipment is provided and is to be used for the purpose intended. 

· Staff must take whatever corrective action is needed by way of maintenance and eliminating hazards

Listing these obligations here is not meant to limit or exclude any other health and safety obligations that exist.

First Aid Certificates

All staff should have First Aid Certificates and undergo regular refresher courses.

Furniture and Equipment

Staff will be provided with relevant training prior to the use of any equipment.

Furniture and equipment purchased will minimise the risk of injury or strain - particularly for staff working on keyboards. Staff are responsible for ensuring appropriate use of equipment and following the procedures recommended to protect users from muscle fatigue and repetitive strain injury.

Photocopiers will be placed in a separate room where possible and/or in a position with good ventilation. Staff should ensure that they protect their eyes from the light emitted by the photocopier, and should take care, including the wearing of gloves when filling the machine with toner

Hazards

Staff will be trained to identify health or safety hazards in the clinic, and should report, in writing, any hazards to the Administrator as soon as possible. Please report any ‘near-miss’ accidents as they may identify potential hazards.

Health and Hygiene Procedures

The following basic principles should be adhered to:

· Maintain good personal health and hygiene e.g. washing hands, daily shower and wearing clean clothes. 

· Protective clothing: wear gloves over clean hands when handling soiled clothes or linen, cleaning bathroom or toilet areas and to cover broken skin on hands.

· Use a barrier cream to protect hands and cover cuts or abrasions with waterproof dressings. 

· Always wear gloves when handling body fluids including cleaning and dressing wounds, giving injections, suturing, and taking blood specimens.

· Follow procedures to prevent needle stick injury and especially NEVER resheath needles.

Smoking

The Health Service recognises the dangers of passive smoking and the clinic is a smoke free environment.

Stress

The Health Service recognises that stress is an occupational hazard and aims to minimise stress for staff by:

· making good staff working conditions a priority;
· clearly defining job responsibilities and accountability structures;
· establishing support systems for all staff;
· ensuring work plans and timelines are realistic

6.13  Pro forma Workplace Health & Safety Delegate’s Check List

<<Insert Health Service name>> Health Service

FLOORS:

Are floor coverings (carpets, etc.) fixed to floor firmly? 





YES NO

Do people walk on wet or slippery floors? 






YES NO

HOUSE KEEPING:

Are telephone/electrical cables, cords, etc. loose in walkways? 




YES NO

Are electrical cables, cords, etc. in good condition? 





YES NO

Are boxes or other items stored in walkways or around desks? 




YES NO

Is there adequate storage space (filing cabinets, shelves)? 





YES NO

Are all filing cabinets built up at front to prevent tipping?





YES NO

Are steps/ stairs and exits kept clear? 







YES NO

Are there complaints about temperature being too hot or cold? 




YES NO

CHEMICALS/ FIRE:

Are there any chemicals handled in your section? 





YES NO

If so, do workers know what they are? 







YES NO

What preventive measures are taken?

NOTE: Chemicals will need to be listed and precautions specified for each type.

Are flammable materials stored in appropriate containers away from stored oxygen cylinders?

YES NO

Are fire hoses and fire extinguishers in good working order? 




YES NO

Have fire extinguishers been serviced according to their due date?




YES NO

Are fire exits unobstructed? 








YES NO

Does staff know what to do if there is a fire? 






YES NO

DESKS:

Are desks in good order? 








YES NO

Are adjustable chairs provided? 







YES NO

Does staff know how to adjust them? 







YES NO

Does staff take regular breaks from repetitive tasks? 





YES NO

COMPUTERS:

Are computers set up properly? 







YES NO

Can the keyboard be adjusted in height? 






YES NO

Can the screen be adjusted easily? 







YES NO

Can the user easily look into the distance by glancing up from the screen?



YES NO

Is the height of the chair easily adjustable? 






YES NO

Is the height of the back of the chair adjustable? 






YES NO

Is the back of the chair adjustable horizontally? 






YES NO

Does staff know how to adjust the chair in all ways? 





YES NO

Does staff take regular rest breaks from keyboard work? 





YES NO

Is there reflective glare in the screen? 







YES NO

Is an appropriate document holder provided? 






YES NO

LIGHTING:

Does staff have complaints about inadequate lighting? 





YES NO

Are paths and entrances to the clinic adequately lit? 





YES NO

NOISE:

Is noisy equipment used (e.g. printers)? 






YES NO

Are acoustic hoods provided? 







YES NO

Are they always used? 








YES NO

Are ear protectors provided? 








YES NO

Are they always used? 








YES NO

CLINIC:

Are needle disposal systems in place? 







YES NO

Are they used all the time? 








YES NO

Is there any evidence of needles being re-sheathed? 





YES NO

Are containers regularly disposed of? 







YES NO

Are items contaminated with body fluids (blood especially) adequately disposed of?


YES NO

Are drugs stored appropriately restricting public access? 





YES NO

VEHICLES:

Are vehicles (including brakes, steering, radiator, radios, tyres and spare parts) checked regularly and maintained. 












YES NO

Are essential tools carried in the vehicle? 






YES NO

Is adequate fresh, potable water carried? 






YES NO

Is there a basic first aid kit? 








YES NO

Hazards Identified _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Comments _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Recommended Action _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Health & Safety Delegate (signed) 



Date

SECTION 7 – Infection Control

7.1 Principles of infection control (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Infection control procedures aim to prevent or minimise the spread of infection by limiting the exposure of susceptible people to micro organisms that may cause infection.

Because many infectious agents are present in health care settings, clients may be infected while receiving care, health care workers may be infected during the course of their duties and other people (such as receptionists) may be infected when working or interacting with clients.

Infectious agents evolve and constantly present new challenges in the health care setting. Continually modifying and improving procedures is important in meeting these challenges and to minimise the risk of litigation.

Our Health Service has a written policy on infection control processes and this includes: <<All items listed are essential>> (Criterion 5.3.4)
· sharps injury management

· blood and body fluid spills management

· hand hygiene

· a regular cleaning schedule describing the frequency of cleaning, products and procedures in clinical and non-clinical areas of our Health Service
· the provision of sterile instruments whether by the use of disposables, or by onsite or offsite sterilisation of re-useable instruments

· procedures for all aspects of the sterilisation process if instruments are sterilised onsite or for those instruments sterilised offsite, procedures covering both their sterilisation and transport there should be procedures for validating or obtaining evidence of validation for all on and offsite aspects of sterilisation

· procedures for waste management including the safe storage and disposal of clinical waste (including sharps)

· the appropriate use of standard and additional precautions

· prevention of disease in the workplace by serology and immunisation.

Policies and procedures for each of the above areas are detailed in the following sections.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice.
7.2 Sharps injury management and other body fluid exposure (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
In our Health Service, we understanding that the management of occupational exposure to blood or body fluids must include:

· the rapid assessment of the staff member and the source client
· full documentation of the incident to meet legal requirements

· counselling of the staff member

· timely administration of medications where appropriate. Refer to National Needle stick Hotline 1800 804 823

· investigation of the incident to enable modification of procedures if required.

Occupational exposure to needle stick injuries and body substances can be prevented by using standard precautions, wearing personal protective equipment (PPE) and implementing safe work processes.

Helpful Resources: QbAY >> Treatment Room and Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting
7.2.1 Procedure Following Occupational Exposure (Criterion 5.3.4)
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, we follow this procedure after occupational exposure: 

51. Clean/decontaminate:

· skin: wash with soap and water

· mouth/nose/eyes: rinse well with water or saline.

52. Notify the GP on duty immediately.

53. If any of your blood went into the client or onto instruments that were then used, the GP should immediately:

· obtain consent to have the source client’s blood tested for Hepatitis B, Hepatitis C and HIV – the results should be available in 24 hours if marked “urgent-needle stick”

· obtain informed written consent from the source client – maintain the source client’s confidentiality and do not interview them in front of relatives

· reassure the client that he/she has not been exposed and the test is part of a routine protocol which every health care facility follows after the occupational exposure of a health care worker.

54. Ask the source client about 'at risk' activities especially in the past 6 months, which include:

· unprotected sexual intercourse;
· sharing needles, or tattoos, or body piercing;
· sharing razor blades or toothbrushes;
· contact with another person's blood on their mucous membranes or on their non-intact skin;
· blood transfusion prior to February 1990;
· if the source client has a history of at-risk activities inform them about the window period in diagnosis. 

55. Obtain informed written consent from the exposed staff member for baseline testing for Hepatitis B, Hepatitis C and HIV to establish if the staff member has previously acquired an infection from other exposures. The staff member's results should be sent to their own GP:

· the staff member’s confidentiality must be maintained

· the staff member may elect to have these tests performed at a different facility or the results sent to their own GP

· advise them to practice safe sex until their results and the client's results and history have been reviewed

· give the staff member the telephone number for the National Needle stick Hotline (NNH) 1800 804 823

· if the needle has been in the rubbish or on the floor, administer ADT (Adult Diphtheria and Tetanus), if necessary

· if the injured staff member’s Hepatitis B result will not be available within 25-48 hours, and if their Hepatitis B status is not documented, then give Hepatitis B Immunoglobulin, and Hepatitis B Vaccine (first dose).

56. Chemoprophylaxis may be appropriate if you anticipate that the source client’s HIV results will not be available within 24 hours, and if either:

· the source client is likely to be positive or in the window period, or

· it was a high risk injury from an unknown source.

For advice consult the NNH 1800 804 823.

57. The exposed health care worker must be referred for immediate consultation with an infectious diseases specialist:

· if the injury is classified as high risk, or

· if the source client has had at-risk activities, or

· if the source client has a positive blood test.

58. State on the incident report form:

· what you were doing

· how the injury happened and the name of any one that witnessed it

· the nature and extent of the injury

· exactly what you were injured with (specify gauge of the needle)

· the body substance involved

· how much blood or body fluid was on the sharp or splashed on you

· what personal protective equipment (if any) you were using

· the full name and address of the source of the sharp/blood or body fluid. If the source cannot be identified document “source client not known”.

Helpful Resources: QbAY >> Treatment Room
7.3 Blood and body fluid spills (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has management systems for dealing with blood and body substance spills.

The basic principles of blood and body substance spills management are:

· standard precautions apply including the use of personal protective equipment as applicable

· spills must be cleared up before the area is cleaned (adding cleaning liquids to spills increases the size of the spill and should be avoided)

· generation of aerosols from spilled material should be avoided.

Using these basic principles, the management of spills should be flexible enough to cope with different types of spills, taking into account the following factors:

· the nature of the spill, for example sputum, vomit, faeces, urine or blood

· the pathogens most likely to be involved in these different types of spills, for example stool samples may contain viruses or bacteria, whereas sputum may contain Mycobacterium tuberculosis

· the size of the spill, such as a spot, small or large spill

· the type of surface, for example carpet or vinyl flooring

· the area involved, such as whether the spill occurs in a contained area such as a consultation room or in a public area such as the waiting area

· whether there is any likelihood of bare skin contact with the soiled surface.

Where there is the possibility of some material remaining on a surface where cleaning is difficult (eg between tiles) and there is a possibility of bare skin contact with that surface, then a disinfectant may be used after the surface has been cleaned with detergent and water.

To prevent harm to others, the spill area needs to be quarantined with the spillage dealt with as soon as possible.

For ease of access and to facilitate the management of spills, cleaning equipment must be readily available. A Spills Kit may be prepared. All staff must be familiar with the location of cleaning equipment or Spills Kit.

The following cleaning items must be readily available. It is recommended that a Spills Kit be developed and contain the following cleaning items:

· 1 small bucket to contain all equipment

· 1 pair heavy duty rubber gloves

· 1 pair safety glasses

· 1 disposable or heavy-duty reusable impermeable/plastic apron

· 1 pair forceps

· 1 roll of paper towelling

· 2 pieces of firm cardboard

· 1 scoop or small dustpan

· 2 sachets of body fluid clean-up absorbent powder or granules (10,000 ppm available chlorine or equivalent. Each sachet should contain sufficient granules to cover a 10cm diameter spill)

· 2 biohazard bags.

A cleaning agent may also be required depending on the type and size of the spill. 

With all spills management protocols, the affected area must be left clean and dry. Disposable items in the Spills Kit must be replaced after each use.

Helpful Resources: QbAY >> Treatment Room

Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, the Spills Kit is located <<enter the location of the Spills Kit here>>.

It is the responsibility of <<insert staff member responsible here>> to maintain the Spills Kit and to ensure all items are replaced after each use.

7.3.1 Spot spill

Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, this procedure is followed when cleaning a spot spill:

59. don PPE as considered appropriate;
60. quarantine area;
61. use disposable paper to absorb the bulk of the blood and body fluid;
62. wash the surface with warm water and a neutral detergent;
63. dry thoroughly with a clean wipe;
64. dispose of waste in the infectious waste container;
65. if broken glass or any other sharp is involved it must be picked up with forceps and disposed of in a sharps container before cleaning and disinfection is attempted.

7.3.2 Small or large spill

Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, this procedure is followed when cleaning a small or large spill:

66. don PPE as considered appropriate

67. quarantine area

68. cover the spill with paper towel and sprinkle/pour Sodium Hypochlorite (Sodium Hypochlorite solution is the usual agent used to decontaminate blood and body spills)

69. leave the solution on the surface for a minimum of 10 minutes or until dry

70. clean the surface again to remove the chlorine

71. dry thoroughly.

7.3.3 Carpet

Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, this procedure is followed when cleaning a spill on carpet:

72. blot up as much of the spill as possible using disposable towels, and then clean with a detergent

73. arrange for the carpet to be cleaned with an industrial cleaner as soon as possible.

7.4 Hand washing and hand hygiene (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Hand washing and hand hygiene is considered the most important measure in preventing the spread of infection.

Gloves are not a substitute for hand washing.

Correct procedures and frequent hand washing will remove visible dirt and soil and potentially harmful micro organisms. This minimises the risk of cross-contamination through physical contact with clients and co-workers, and touching inanimate objects which include door handles and telephones.

Correct procedures include using the right hand wash for the right job. For a routine hand wash, a mild liquid hand wash and water is sufficient.

Staff need to wash their hands before and after:

	· direct contact with a client
	· donning gloves

	· performing any procedure
	· eating

	· giving an injection
	· smoking

	· taking blood
	· blowing your nose

	· handling pathology specimens
	· going to the toilet


Bars or cakes of soap can harbour contaminants; therefore a mild liquid hand wash is the preferred option for routine hand washing. Dispensers for liquid soap must be emptied and thoroughly cleaned and turned upside down to dry prior to refilling. It is imperative that topping up does not occur as bacteria can multiply within many products – use until empty. Pump mechanisms must also be cleaned as these have been implicated as sources of infection. 

Liquid hand wash dispensers with disposable cartridges, including a disposable dispensing nozzle, are recommended.

Dedicated hand washing facilities with hot and cold water, liquid soap and single use paper towel should be readily available in every clinical management or treatment area.

The Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting recommends the use of waterless hand cleaning with alcohol-based preparations in the following situations:

· emergency situations where there may be insufficient time and/or facilities

· when hand washing facilities are inadequate 

· in circumstances where an alcohol-based preparation provides a more effective option for individuals.

Visible soil must be removed by some means before use, and staff must wash their hands as soon as appropriate facilities become available.

Further research on the use of waterless hand cleaning is currently being undertaken and our Health Service remains cognisant of current recommendations.

If significant direct physical contact with a client or client’s blood or body fluids is likely to occur this should ideally take place in an area where access to hand washing facilities is available. 

Helpful Resources: QbAY >> Treatment Room
7.4.1 Hand washing techniques (Criterion 5.3.4)
Health Service procedure

There are three hand washing procedures that can be used depending on the risk category.
Routine hand wash

The following procedure is followed for a routine hand wash:

74. wet hands thoroughly and lather vigorously using liquid soap

75. wash for 10-15 seconds

76. rinse under running tepid water

77. dry thoroughly with paper towel using a patting action

78. do not touch taps with clean hands – use paper towel to turn taps off.

Hand wash prior to aseptic (non-surgical)

The following procedure is followed for a non-surgical hand wash:

79. wash hands thoroughly using an anti-microbial soap

80. wash for 1 minute

81. rinse carefully under running tepid water

82. dry thoroughly with paper towel using a patting action

83. do not touch taps with clean hands – use paper towel to turn taps off.

Hand wash prior to invasive (surgical)

The following procedure is followed for a surgical hand wash:

84. wash hands, nails and forearms thoroughly using an antiseptic hand wash

85. first wash 5 minutes and each subsequent wash 3 minutes

86. rinse carefully under running tepid water, keeping hands above the elbows

87. do not touch taps

88. dry thoroughly with sterile towels.
7.4.2 Skin integrity (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Micro organisms may enter the body via breaks in the skin. Healthy, intact skin on hands is a natural barrier to the invasion of infectious agents, even when the hands become contaminated with blood and body fluids.

All staff within our Health Service therefore maintain the integrity of the skin on their hands and take precautionary measures if they have broken skin. This includes:

· daily inspection of the hands is to be carried out prior to commencement of work

· covering cuts and abrasions on the hands with an occlusive dressing and use gloves if there is a risk of contact with blood and body fluids

· not using scrub/nail brushes as they can break the skin and may be a source of infection

· seeking medical advice regarding treatment of weeping lesions or dermatitis.

Hand moisturiser should be applied whenever possible to nourish dry skin.

7.5 Environmental cleaning and disinfection (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Regular cleaning of work areas is necessary because dust, soil and microbes on surfaces can transmit infection.

Sound principles of basic hygiene are fundamental to effective infection control. Environmental cleaning must be regular and scrupulous. A good neutral detergent can be used for most of the cleaning requirements in a health care setting, and this includes floors, walls, toilets and other surfaces. Disinfectants are expensive, often toxic and require contact times to be effective.

Work surfaces must be made of smooth, non-porous material without cracks or crevices to allow for efficient cleaning. Work surfaces must be cleaned and dried before and after each session and any gross soiling or body substance spills must be cleaned as soon as possible. Sinks and wash basins must be either sealed to the wall or sufficiently far from the wall to allow cleaning of all surfaces.

Damp dusting and wet mopping is used in the cleaning of the environment. Dry dusting and sweeping will disperse dust and bacteria into the air and then resettle. It is potentially hazardous and inefficient, and must be avoided in client treatment or food preparation areas.

All cleaning equipment is stored in a clean and dry condition, and in an area not accessible to the public.

Our Health Service has a cleaning schedule with procedures for cleaning clinical and non-clinical areas of our Health Service. All cleaning staff must receive training in occupational health and safety issues appropriate to general practice.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Health Service procedure

Frequency of cleaning

<<How frequently is your Health Service cleaned? Add and amend this procedure as appropriate>>
<<Option 1: The Health Service is cleaned by a contracted cleaning service provider>>
<<Name of cleaning service provider>> cleans our Health Service <<frequency of cleaning>>. The duties of the cleaner are very specific and are detailed in the cleaning schedule and contract between the cleaner and our Health Service. <<Name of cleaning service provider>> can be contacted via <<insert contact details of your cleaning service provider>>.

<<Option 2: The Health Service is cleaned by internal staff>>
It is the responsibility of << staff member responsible for cleaning the Health Service>> to clean the Health Service <<frequency of cleaning>>. The cleaning duties are very specific and are detailed in the cleaning schedule.

The following clinical areas are cleaned and managed by appropriately trained Health Service staff: <<Customise this section as appropriate>>
· spillage of blood or body fluids

· medical instruments or items for reuse are cleaned according to the procedure for cleaning instruments and reusable items

· treatment room benches and trolleys

· consulting room benches containing medical equipment

· infectious waste and sharps containers

· <<insert items here>>
· <<insert items here>>
· <<insert items here>>
· <<Insert items here>>.
The following non-clinical areas are cleaned and managed by <<insert the cleaning service provider or staff member responsible>>:

· carpets and hard surfaces vacuumed cleaned

· hard surfaces mopped and dried

· <<insert items here>>
· <<insert items here>>
· <<insert items here>>
· <<insert items here>>
· <<Insert items here>>.
Cleaning staff adhere to the following principles when cleaning:

· don personal protective equipment (PPE) such as gloves and a waterproof apron

· make up water and detergent solution each day

· use clean dry cloths and mops

· wash and dry all surfaces

· promptly dispose of used cleaning solution in the dirty utility area, not in hand basins or clinical sinks

· wash and dry buckets, cloths, mops and PPE after use

· wash hands when each task is completed.

All cleaning staff should be appropriately immunised and further information about this is provided in Staff immunisation.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
7.6 Handling and use of chemicals (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service does not use cleaning agents or other chemicals, which are known to be toxic to the user, such as glutaraldehyde. Chemicals and cleaning agents used in our Health Service are used according to the manufacturer’s instructions.

Cleaning solution (detergents) that is mixed with other liquids by our Health Service is made at the beginning of each working day and discarded at the end of each working day with the container rinsed and left upside down to dry overnight. This is to avoid the spread of micro organisms, which may have contaminated the solution. To avoid wastage, only enough solution is made up for the day.

All containers of chemical agents are appropriately labelled. This is to ensure that the contents of containers can be readily identified and used correctly. For this reason, labels must be kept fixed to the container at all times and clearly understood.

Specifically, it is recommended that a container with diluted cleaning agent state:

· name, type and purpose of chemical agent

· instructions on preparing and discarding the solution

· warnings and/or health and safety instructions.

Material safety data sheets (MSDS) are made available for all substances used in our Health Service as required by State legislation. The use and handling of chemicals, including cleaning agents, must comply with the manufacturer’s instructions, and these can be found on the label or MSDS.

It is also important that chemicals are stored in a safe area, to prevent unauthorised access. Check local and state legislation for specific handling and storage requirements. Containers of chemicals on the ground are an issue because they are accessible to children and the brightly coloured liquid inside may appear to be quite enticing.

It is better to place the container in a cupboard, and if the cupboard is below the waist, a childproof lock should be fitted. If you choose to store chemicals above waist level such as on the bench or in a cupboard above the bench, be mindful of occupational health and safety issues.

Staff members who are required to handle chemicals are trained in their correct and safe use, and this includes the correct use of personal protective equipment (PPE).

Health Service procedure

<<Customise this section as appropriate>>
Our Health Service has the listed chemical and cleaning products for the following uses:
	Product
	Use
	Storage location
	MSDS available
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Material safety data sheets are located <<insert where your Health Services stores material safety data sheets here>>.

Helpful Resources: QbAY >> Treatment Room 

7.7 Single-use equipment (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Wherever possible, single use sterile disposable equipment is used when tissue, which is normally sterile, is penetrated. Single use packaging is the only acceptable presentation for dressings, suture materials, suture needles, hypodermic needles, syringes and scalpels.

Multiple dose containers of local anaesthetic (or other injectable substances) present an unacceptable infection hazard.

Sterile items marked by the manufacturer for single use must never be reused under any circumstances on another client because of the difficulties of cleaning and/or sterilising them and also because these procedures may damage the materials used in their construction.

Single use items of equipment contaminated with blood or body fluid fall within the category of designated infectious waste and are to be disposed of.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
Clinic procedure

<<Option 1>>
Our Health Service does not use reusable medical equipment.  All instruments used in our Clinic are disposable.

It is the responsibility of all staff to ensure that disposable instruments are placed in the correct waste bins (yellow topped contaminated waste bins) following use. This waste must be removed from our Clinic in such manner to prevent client-to-client or client-to-staff cross contamination.

Appropriate PPE is worn when handling waste.

<<Option 2>>
Our Clinic has a supply of reusable equipment. The correct procedures must be followed to ensure that these instruments are cleaned and sterilised after each use.

Depending on the intended use of an item, medical and surgical equipment may be required to undergo the following processes between uses on different clients:

· cleaning, followed by sterilisation

· cleaning, followed by high, or intermediate level disinfection

· cleaning alone.

7.8 Equipment processing area (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
The RACGP Standards recommend that used items be cleaned in a designated area to prevent possible contamination of processed items. Work surfaces must be made of a smooth, non-porous material without cracks or crevices to allow for efficient cleaning.

The equipment processing area needs to include:

· hand washing facilities (separate from equipment decontamination sink)

· adequate bench space

· good lighting

· bins for specific waste

· adequate storage space for materials and equipment.

The workflow pattern must enable items to progress from the cleaning area to the sterile storage area without re-contamination.

Clinic policy

<<Customise this section as appropriate>>
In our Clinic, our equipment processing area is located <<insert your Health Service policy here>>. The workflow pattern enables items to progress from the cleaning area to the sterile storage area without recontamination.
7.9 Instrument sterilisation (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Sterilisation involves the complete destruction of all forms of microbial life, including bacteria, viruses and spores. To be effective, meticulous cleaning (mechanical or manual) to remove all foreign material from objects prior to undergoing sterilisation must precede sterilisation. All items introduced into normally sterile tissue, sterile cavities or the bloodstream must be sterile.

There are two sterilising methods suitable for general practice health care facilities including steam sterilisation (autoclaving) and dry heat sterilisation. The sterilisation method chosen must be compatible with the items to be sterilised to avoid damaging the instrument and the correct type of packaging material. The manufacturer’s recommendations must be consulted.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
7.9.1 Cleaning of reusable instruments

Clinic policy

<<Customise this section as appropriate>>
Thorough physical cleaning of instruments to remove blood and other debris is needed if effective disinfection or sterilisation is to be achieved. Preliminary cleaning must be done as soon as possible after use to prevent coagulation of blood and other proteins.

Any delay will increase the bio-burden (through bacterial multiplication) and also increases the difficulty of removing adherent soil. The effectiveness of sterilisation is dependent on the bio-burden being as low as possible.

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic follows this procedure when pre-cleaning and cleaning instruments:

	Step 1
	Wash hands with liquid soap and dry thoroughly with paper or single use towel.

	Step 2
	Put on personal protective equipment including goggles, plastic apron and heavy duty kitchen gloves.

	Step 3
	At point of use, pre-clean dirty instruments by opening instruments, dry- or damp-wiping off gross soil and/or rinsing under gently running tepid water in the dirty sink/basin.

	Step 4
	If unable to clean instruments immediately after pre-cleaning, open instruments and soak in a bowl or container with tepid water and detergent until they can be cleaned. Clean instruments as soon as possible as prolonged soaking damages instruments. 

	Step 5
	Prepare dirty sink/basin by filling with tepid water and detergent based on the manufacturer’s instructions. 

	Step 6
	Thoroughly wash each instrument in the dirty sink/basin to remove all organic matter. Scrub instruments with a clean, firm-bristled brush and use a thin brush to push through lumens, holes or valves.

	Step 7
	Inspect instruments to ensure all matter has been removed.

	Step 8
	Rinse the washed instruments in gently running hot water in the clean sink/basin.

	Step 9
	Place each washed instrument on lint free cloth and repeat the above process until all instruments have been cleaned and rinsed.

	Step 10
	Carefully discard dirty water down the sink with gently running tepid water. If using a basin, aim to pour the dirty water directly into the plughole.

	Step 11
	Wash cleaning brushes/cloths with detergent and tepid water after every use and sterilise the brushes/cloths in the last load of the day.

	Step 12
	Wash the dirty and clean sink/basin by rinsing it with tepid water and detergent. Wipe down the sink/basin with a disposable towel.

	Step 13
	Clean personal protective equipment by washing or wiping down and drying.

	Step 14
	Carefully dry each instrument with a clean, lint free cloth shortly after being cleaned (dry gloves must still be worn). Do not allow to air dry.

	Step 15
	Remove personal protective equipment including goggles, apron and kitchen gloves.

	Step 16
	Wash hands with liquid soap and dry thoroughly with paper or single use towel.


Does your Clinic use an ultrasonic cleaner to clean your instruments after pre-cleaning? If yes, refer to the current edition of AS/NZS 4815 for the latest instructions and always refer to the manufacturer’s instructions.
Helpful Resources: QbAY >> Treatment Room
7.9.2 Sterilisation of reusable equipment

Clinic policy

<<Customise this section as appropriate>>
Our Clinic sterilises all instruments intended for penetrating skin or mucous membrane. These instruments sterilised and stored in prepared packs or pouches. Packs must not be used if the outer packaging has been damaged, placed on a wet surface or dropped on the floor.

Instruments/equipment do not have to be sterile at all times; this depends on the procedure and the client’s health. The most efficient and reliable form of sterilisation of instruments is by steam under pressure.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
7.10 Onsite sterilisation

Health Service policy

<<Option A: Delete Onsite Sterilisation if Not Applicable and Refer to Option B Offsite Sterilisation>>
Our Clinic uses steam at high temperature under pressure for sterilising cleaned instruments. This is the most reliable and cost effective method of sterilisation and is recommended for use in general practice.

Specific instructions on the packaging and use of the autoclave must be displayed next to the machine. These instructions must include a comprehensive workflow schedule to ensure that there is no possible contamination of the clean areas where the sterile instruments are unloaded and stored.

All items to be sterilised must be thoroughly cleaned first. Our Clinic documents each cycle in a sterilisation log.

Our portable steam steriliser has a drying cycle that must be used when processing wrapped articles so as to ensure that instrument packs are dry before unloading.

Our Clinic validates our sterilisation process annually at the servicing of the steriliser. Refer to Validation of the sterilisation process.

<<Insert staff member responsible here>> is responsible for correct operation and training staff on how to process instruments.

Does your Clinic use a dry heat steriliser? If yes, refer to the current edition AS/NZS 4815 for latest instructions and always refer to the manufacturer’s instructions.
Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice.
7.10.1 Holding times for steam sterilisation

<<Customise this section as appropriate>>
All times are based on the assumption that the items to be sterilised are thoroughly clean.

	Temperature @ (C
	Pressure
	Holding time for steam sterilisation (this includes safety factor)

	
	KPa
	psi
	

	121(C
	103
	15
	15 minutes

	126(C
	138
	20
	10 minutes

	134(C
	203
	30
	3 minutes


Reference: Recognised temperature, pressure, time relationships (AS 4185: Draft 2005).

The “holding time” does not include the time taken for heating the load (penetration time) to the desired temperature. If large volumes of material or heavily wrapped/packaged items are included in a given load, then the time taken to allow such contents to achieve the desired temperature must be added to the holding time.

STERILISATION TIME = PENETRATION TIME + HOLDING TIME.

7.10.2 Packaging of instruments

Clinic policy

<<Customise this section as appropriate>>
Our Clinic ensures the packaging and wrapping of items for sterilisation provides an effective barrier against sources of potential contamination in order to maintain sterility and to permit aseptic removal of the contents of the pack.

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic follows this procedure when packaging instruments:
	Step 1
	After instruments have been cleaned and dried, unhinge and open them.

	Step 2
	Pack instruments using wrapping, bags or pouches and the following principles:

· use tip protectors if necessary to prevent sharp instruments from perforating the material

· if using laminated pouches, pack hollow items such as bowls and kidney dishes open side against the paper

· do not use pins, staples, string or non-adhesive tape to seal packages.

	Step 3
	Place a Class 1 chemical indicator on the pouch or bag. Note that most pouches have a peel-off strip that is also a Class 1 chemical indicator which can be inserted inside the pouch. Other pouches or bags may have a Class 1 chemical indicator manufactured on the outside of packaging.

	Step 4
	· If the steriliser has a printer, check sufficient paper is in the printer.

        OR

· If the steriliser does not have a printer, then a Class 4, 5 or 6 chemical indicator must be included in one pouch and/or on the tray.

	Step 5
	· Remove peel-off strip from pouch and fold exactly along the dotted line.

        OR

· Seal or close the pack with tape (2-3 folds) or heat seal to ensure that no air is able to enter.

	Step 6
	Inspect pack to ensure packaging material is intact.

	Step 7
	· Use a felt-tip, non-toxic, solvent-based marker pen to label the pack with the date of sterilisation, load number and contents of the package (if opaque packaging). For example the 1st load on the 25th of July 2003 would look like 25/07/03–1. If you are using sequential numbering it may look like 25/07/03–456.

        OR

· Adjust the date and cycle number on the sterilising labeller and apply to pack.

	Step 8
	Record details in the sterilisation log.


7.10.3 Loading the steriliser

Clinic policy

<<Customise this section as appropriate>>
Correct loading of sterilisers is needed for successful sterilising to:

· allow efficient air removal

· permit total steam penetration of the load

· allow proper drainage of condensation and to prevent wet loads

· prevent damage to items in the load

· maximise efficient utilisation of steriliser

· when loading the steriliser, care needs to be taken that the steam can circulate effectively and that all surfaces are accessible and exposed to steam. Never load the chamber when it is at 75% capacity.

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic follows this process when packaging instruments:
	Step 1
	Load items into the steriliser following these points:

· allow enough space between each item to allow air removal, steam penetration and drying to occur

· do not crush items together

· do not allow items to touch the floor, top or walls of the chamber

· follow the pattern of loading described in the Clinic validation protocol when doing a full load.

	Step 2
	Fill the chamber with or ensure reservoir has sufficient deionised/demineralised water as per the manufacturer’s instructions.

	Step 3
	Turn on electricity, ensure printer is “on” and has sufficient paper.

	Step 4
	Monitor the sterilisation process by one of the following:

· automatic printout or computerised data logger download (records at a minimum of 60 second intervals)

· use of a class 4, 5 or 6 chemical indicator with every cycle

· manually record time and temperature throughout the cycle at least every 30 seconds.

	Step 5
	Close and secure chamber door as per manufacturer’s instructions.

	Step 6
	Press “Start” button or relevant button to commence the cycle as per manufacturer’s instructions.


7.10.4 Unloading the steriliser

Clinic policy

<<Customise this section as appropriate>>
For items wrapped in porous packaging materials, the period of time between their removal from a steriliser (any type) and their return to room temperature is recognised as being the most critical time with respect to assurance of sterility.

Cooling generates a tiny flow of room air into the pack at flow rates demonstrated to breach porous packaging materials leading to their failure to provide a microbiological barrier.

Correct cooling practice is needed to maintain sterility. When a sterile item is not cooled in the correct manner the article can have moisture build up, which can contaminate stock. The item must be reprocessed if the packaging is torn, punctured or wet.

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic follows this process when unloading the steriliser:
	Step 1
	When cycle is complete, check printout to ensure the temperature has reached the parameters of at least 3 minutes at 134(c and stayed above 134(c for the specified period determined during penetration study.

Note a minimum of 3 minutes at 134(c is required for unwrapped goods. For wrapped, packed or pouched items, these measurements need to be confirmed by a technician, known as penetration time and time at temperature testing at validation.

	Step 2
	Circle and sign these parameters on the printout and attach to the sterilisation log.

	Step 3
	Open the steriliser door to its maximum to allow contents to cool.

	Step 4
	Turn off electricity or as per manufacturer’s instructions.

	Step 5
	Wash hands with liquid soap and dry thoroughly with paper or single use towel or put on clean, dry gloves. Use gloves specifically designed for removing hot sterilising racks from the chamber to prevent staff receiving burns.

	Step 6
	Visually examine packages to ensure that:

· the load is dry

· the packages are intact

· the indicators have changed colour.

Any items that are dropped on the floor, torn, wet or have broken or incomplete seals are contaminated and must be repackaged and reprocessed.

	Step 7
	Take items from the sterilising chamber and place on a cooling rack on a clean field until cool (or allow items to cool inside the chamber once packages have been checked).

	Step 8
	Record details in the sterilisation log.


7.10.5 Storage of sterilised equipment

Clinic policy

<<Customise this section as appropriate>>
All sterile items, including those processed in the Clinic facility and those procured from commercial supplies, shall be stored and handled in a manner that maintains the sterility of the packs and prevents contamination from any source.

Factors that influence shelf life are event-related (not time-related) and are dependent on storage and handling conditions.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Clinic procedure

<<Customise this section as appropriate>>
Instruments in our Clinic are stored:

· in a clean, dry and well ventilated area

· in an area free from draughts

· in an area where there is reduced chance of contamination from dust and water

· with dust covers should items be stored for a long period of time

· in a manner which allows stock rotation, eg place recently used items at the back and take from the front

· with the contents of the package clearly visible to reduce handling of instruments.

7.10.6 Monitoring the sterilisation process

Clinic policy

<<Customise this section as appropriate>>
Monitoring is a programmed series of checks and challenges, repeated periodically, and carried out according to a documented protocol, which demonstrates that the process being studied is both reliable and repeatable.

If the temperature or pressure of the steam inside the autoclave is above or below what it should be, the steam will not be able to condense and sterilisation will be unreliable. The efficiency of the sterilisation process should therefore be checked on a regular basis according to the manufacturer’s specifications or those documented in the current edition of AS/NZS 4815.

Helpful Resources: QbAY >> Treatment Room
Clinic procedure

<<Customise this section as appropriate>>
Our Clinic follows these methods of monitoring:
	Test – Processed

	Method
	Class 1 chemical indicator

	Frequency
	A class 1 chemical indicator must be used for:

· every wrapped item (external), or

· every load, if unwrapped.

	Test – Time, temperature and pressure

	Method
	Time, temperature and pressure can be measured by using:

· a steriliser with a print out facility, or

· data logger/computer download, or

· manually recording of temperature and pressure throughout the cycle, or

· Class 4, 5 or 6 chemical indicator (time and temperature only).

	Frequency
	Every load

	Test – Calibration

	Method
	By a qualified service technician

	Frequency
	6 – 12 monthly (or more frequently as per manufacturer’s instructions)

	Test – Validation

	Method
	See definition and process below

	Frequency
	12 monthly and as required


7.11 Validation of the sterilisation process (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>> 

“Validation” is a documented procedure for obtaining, recording and interpreting results required to establish that the sterilisation protocols/procedures followed by our Clinic will consistently yield sterile instruments and equipment, as exactly the same procedure is followed for every part of each sterilisation process.

 “Sterilisation” is more than simply putting loads through a steriliser. Successful sterilisation to achieve and maintain sterility of equipment and instruments reliably and repeatedly is a process which begins with pre-cleaning of equipment after use, cleaning of the instruments, drying, packaging, loading the chamber, the sterilisation cycle, unloading the chamber, monitoring of each cycle, recording cycle details and monitoring in the log book, storage and traceability of the sterilised equipment, detection of abnormalities in the process and corrective appropriate action, and daily, weekly and annual steriliser maintenance.

Validation covers three activities, which are:

· installation qualification (‘commissioning’)

· operational qualification (‘commissioning’)

· performance qualification.

The validation process must be carried out by our Clinic on installation and annually in conjunction with a maintenance contractor. A qualified service technician must ensure that all gauges and process recording equipment fitted to the steriliser are calibrated using independent test equipment. The contractor must also document results of heat distribution studies on an empty chamber and conduct a penetration test using our Clinic’s challenge pack.

Validation of the sterilisation processes must be completed as soon as possible after the routine annual calibration and service and immediately after any of the events listed below:

· commissioning a new steriliser (a service technician should install the steriliser according to manufacturer’s instructions and should then check the operation of the machine)

· significant changes are made to the existing steriliser, such as major repairs or re-calibration, which could adversely affect the result of the sterilisation process

· changes to any part of the sterilisation process, such as changes to the contents, packing or packaging of the “challenge pack” or to loading details of the “challenge load”.

If validation of the sterilisation process is successful then any load subsequently processed over the next twelve months can be treated as sterile. This is provided that:

· all the validated documented sterilisation procedures continue to be followed exactly

· the pack contents, packing, and packaging and chamber loading do not exceed the parameters of the validated packs/loading

· each cycle is monitored correctly and no changes are made to any part of the sterilisation process, which could adversely affect it.

Helpful Resources: QbAY >> Treatment Room 

Clinic procedure

<<Customise this section as appropriate>>
Our Clinics this process when conducting validation:
	Step 1
	Review and perform your infection control policies and procedures including:

· workflow issues

· cleaning of instruments

· pack contents, packing and packaging

· loading of the steriliser

· sterilisation cycle

· unloading the steriliser

· storage of sterile items

· maintenance of the steriliser.

	Step 2
	Check that the procedures were successful in terms of performance and reliability and sign-off each one using the validation methodology checklist. Attach the validation methodology checklist to the validation record.

	Step 3
	Select the hardest to sterilise items (challenge pack) in terms of product or pack density to create your challenge pack and record details on the validation record.

	Step 4
	At time of routine service, request the service person to:

· calibrate the machine

· conduct a heat distribution or “cold spots” study in an empty chamber (usually performed only on installation, or available from the manufacturer or otherwise determined by the sterilisation technician)

· obtain the penetration time using a thermocouple or data logger by choosing the hardest to sterilise items in terms of product or pack density to create your challenge pack

· provide servicing/testing documentation detailing the outcome.

Where onsite technical support is not immediately available, please refer to the current edition of the AS/NZS 4815.

	Step 5
	Using the validation record template, record the following details:

· date of annual validation

· batch number and biological indicators

· cycle that is being used for validation

· temperature and time at which validation is being done

· attach your servicing/testing documentation to the validation record.

	Step 6
	Select the items that you will include in the load and record details on the validation record including the “challenge pack”.

	Step 7
	Label the biological indicators to reflect cycle as follows:

· 1st Cycle label one Indicator 1M (for the 1st Indicator placed in the 1st cycle challenge pack in the middle of the pack) and the other 1C (for the non packed Indicator placed on the tray nearest the coldest part of the steriliser chamber)
· 2nd Cycle label one Indicator 2M (for the 2nd Indicator placed in the 2nd cycle challenge pack in the middle of the pack) and the other 2C (for the non packed Indicator placed on the tray nearest the coldest part of the steriliser chamber)
· 3rd Cycle label one Indicator 3M (for the 3rd Indicator placed in the 3rd cycle challenge pack in the middle of the pack) and the other 3C (for the non packed Indicator placed on the tray nearest the coldest part of the steriliser chamber)
· the 7th Indicator can be labelled Z. This indicator is never sterilised and is usually placed beside the steriliser whilst the three (3) consecutive cycles are being run. This 7th indicator will prove that the batch of indicators was active.

	Step 8
	Place the biological indicators inside the challenge pack and in the coldest spot of the chamber and outside of the steriliser. Record the location in the test indicator diagram on your validation record.

	Step 9
	Load the steriliser as documented above and draw or photograph details in the loading diagram on your validation record.

	Step 10
	Perform three consecutive, identical loads and cycles including the test indicators as marked. With each load, unpack and repack the challenge pack. All items for each load must be at room temperature.

	Step 11
	Send the biological indicators for testing/incubation to the pathology company or use an in-house incubator set at correct temperature for incubation.

	Step 12
	Document the findings and investigate any failures (a pass result is 100%).

	Step 13
	Any load run subsequently and which does not exceed the parameters of the validated load can be treated as a load not requiring biological test indicators.

	Step 14
	Attach this checklist to the validation record.


Helpful Resources: QbAY >> Treatment Room 

7.12 Offsite sterilisation

Clinic policy

<<Option B: Delete Offsite Sterilisation if Not Applicable and Refer to Option A Onsite Sterilisation>>
At our Clinic, we utilise a series of reusable medical instruments. There are no facilities for sterilisation on our premises, however, we have arranged for the instruments to be sterilised offsite. Our Clinic has contracted <<name of offsite sterilisation service provider>> to sterilise instruments and return them in sealed sterile bags.

<<Name of offsite sterilisation service provider>> validate their sterilisation process annually and provides our Clinic with copies of the validation report, unless it is an Australian Council on Health Care Standards (ACHS) accredited facility.
Clinic procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to arrange items to be sterilised: 
65. ensure that all instruments that require sterilisation are cleaned by washing in a warm solution of detergent and water then dried as soon as possible after use. This process must be thorough enough to remove all visible soiling including blood, faeces, saliva and body fluids. Pay particular attention to joints and ensure instruments such as specula are disassembled

66. place all instruments in a plastic container labelled “contaminated” with a firmly fitting lid

67. document all instruments leaving the Clinic.

68. telephone to inform the offsite sterilisation service provider that a cycle of instrument sterilisation needs to be undertaken for our Clinic
69. arrange a delivery and pick-up time

70. on return of the instruments following sterilisation, check the packages for damage thoroughly before signing off.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
7.13 Management of waste (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Our Health is familiar with relevant local, State and/or Federal legislation regarding the management of waste.

The National Health and Medical Research Council (NHMRC) National Guidelines for Waste Management in the Health Care Industry published in 1999 define three primary categories of waste produced by the health care industry including general practice.

These categories are defined as:

· clinical waste including discarded sharps, laboratory and associated waste directly involved in specimen processing, human tissues (but excluding hair, teeth, urine and faeces) and materials or solutions containing free flowing or expressible blood

· related waste including cytotoxic waste, pharmaceutical waste, chemical waste and radioactive waste

· general waste including all waste materials produced that do not fall into the clinical or related waste categories. General waste contaminated with blood or body substances (though not to such an extent that it would be considered clinical waste, i.e. not contaminated with ‘expressible blood’) may be disposed of through the general waste processes of the Health Service but must not be accessible to children. Gauze that has blood on it (but which cannot be expressed), used disposable vaginal spatulae, cervical spatulae and brushes, and tongue depressors are likely to be the most common items in this category.

The disposal of clinical waste is achieved by placing:

· clinical waste into a safely located yellow, leak proof container displaying a biohazard symbol

· sharps into a safely located yellow, leak proof and puncture resistant container displaying a biohazard symbol (eg mounted on a wall or on a bench) in all areas where sharps are generated.

Disposal of general waste is achieved by:

· mounting a small bin lined with plastic on the wall or on a bench (to hold contaminated general waste that is not clinical waste), eg cervical spatulae, tongue depressors, disposable specula. It can then be disposed of through the general waste stream

· the usual waste paper bin under the desk that can be used for waste not contaminated by blood or body fluids. 

Contaminated general waste and clinical waste is not accessible to children.

(Reference: RACGP, 3rd Edition Standards, p. 76)

Helpful Resources: QbAY >> Treatment Room, RACGP Sterilisation/Disinfection Guidelines for General Practice and NHMRC National Guidelines for Waste Management in the Health Care Industry
7.13.1 Pharmaceutical waste

Clinic procedure

<<Customise this section as appropriate>>
Pharmaceutical waste may arise from:

· pharmaceuticals that have passed the recommended shelf life

· pharmaceuticals discarded due to batches not reaching specification or contaminated packaging

· pharmaceuticals returned by clients or discarded by the public

· pharmaceuticals that are no longer required by our Clinic
· waste manufactured during the administration of pharmaceuticals.

Non-hazardous materials such as normal saline or dextrin need not be considered as pharmaceutical wastes.

A suitable method of disposal is returning them to a relevant authority such as a pharmacy or collection centre for appropriate disposal or distribution. Pharmaceutical waste can be disposed of in the clinical waste bin providing final disposal is via high-temperature incineration. If unsure of the final disposal method of waste, the waste disposal service must be contacted.
7.13.2 Storage

Health Service policy

<<Customise this section as appropriate>>
Clinical or related wastes is packaged, labelled, handled and transported appropriately to minimise the potential for contact with the waste and reduce the risk to the environment from accidental releases.

Waste is stored in an area not accessible to animals or unauthorised persons. It is also stored in a manner that will not create an environmental nuisance.

Clinical waste is placed in yellow bags and containers which are identified with the biohazard symbol. Normal plastic bags such as shopping bags are not a suitable alternative.

Infectious waste and sharps containers are only removed from the consulting rooms and treatment room by trained staff. 

Staff have been trained in the safe handling and disposal of medical waste with standard precautions adhered to when handling infectious waste.

7.13.3 Moving waste
Health Service policy

<<Customise this section as appropriate>>
Good waste management practice involves minimising exposure to the waste.

Appropriate personal protective equipment (PPE) such as gloves, are worn to avoid potential injury. All persons responsible for handling waste (including staff and cleaners) are trained in correct handling techniques. Waste is not compressed by hand. To avoid potential spillage, bins are only filled to the mark. They are then securely tied and stored in leak proof bins in an area not accessible to the public.

Helpful Resources: QbAY >> Treatment Room, RACGP Sterilisation/Disinfection Guidelines for General Practice and NHMRC National Guidelines for Waste Management in the Health Care Industry
7.13.4 Disposal of waste
Health Service procedure

Our Health Service contracts the services of an approved clinical waste agency that will treat and dispose of clinical and related waste according to the State regulation.

Our Health Service utilises the services of <<name of clinical waste disposal service provider>> for disposal of our clinical waste. The bins are collected every <<frequency clinical waste is collected>>.
7.14 Sharps disposal (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic makes every attempt to minimise the risk of injury to both staff and clients, and prevent the possible transmission of disease by discarded sharps.

Therefore the staff member who generates a sharp is responsible for the safe disposal of that sharp. This responsibility cannot be delegated.

Sharps disposal containers are placed in all areas where sharps are generated. Sharps are placed into rigid-walled, puncture-resistant containers that meet the relevant Australian Standard for the type of container, and are the appropriate colour for the type of sharp. In general practice, this is always yellow as it symbolises that the item has been contaminated with blood.

Once the sharps container has been sealed and secured, it is then placed directly into a secondary container for transportation. A suitable secondary container is the clinical waste bin. 
Containers are not stored on the floor nor are they stored in a location accessible to children.

Sharps represent the major cause of accidents involving potential exposure to blood-borne diseases. All sharp items contaminated with blood and body fluids are regarded as a source of potential infection. Safe handling and disposal of sharps is essential to protect the operator and staff from injury and possible transmission of disease.

Sharps may be defined as any object or device that could cause a penetrative injury.

· all needles/syringes

· scalpel blades

· other sharp items such as razor blades, pins used for neurosensory testing, skin lancets, stitch cutters, broken glass, etc.

Helpful Resources: QbAY >> Treatment Room, RACGP Sterilisation/Disinfection Guidelines for General Practice and NHMRC National Guidelines for Waste Management in the Health Care Industry
Clinic procedure

<<Customise this section as appropriate>>
The following procedures are undertaken when disposing of sharps:

· the person using the sharp is legally responsible for its safe disposal

· sharps must be disposed of immediately or at the end of the procedure whichever is most appropriate

· sharps must be placed in a yellow puncture-resistant container bearing the black biohazard symbol (AS 4031)

· used sharps must not be carried about unnecessarily

· injection trays must be used to transport the needle and syringe to and from the client
· needles and syringes must be disposed of as one unit

· needles must not be recapped (unless using specifically designed equipment)

· needles must not be bent or broken prior to disposal

· containers must not be overfilled as injuries can occur whilst trying to force the sharp into a too full container – close container securely when ¾ full

· the lid must be sealed once the container is full. For push-on lids, use both hands and apply pressure only to the edges of the lid

· sharps disposal units must be conveniently placed in all areas where sharps are generated

· sharps containers must not be placed on the floor or in areas where unauthorised access or injury to children can occur

· sharps containers must not be placed directly over other waste or linen receptacles

· assistance must be obtained when taking blood or giving injections to an uncooperative client or to a child.

<<Option 1>>
For removal and disposal of the sharps container, contact <<name of sharps disposal service provider>> to arrange pick up and exchange with new containers. Ensure this is done when there is one empty container available. Do not wait for the last container to be filled before contacting to arrange exchange.

<<Option 2>>
All filled sharps disposal containers are treated as other contaminated waste. They are sealed and placed in the large contaminated waste bin. For removal and disposal of the bin, follow the instructions detailed under ‘Waste Disposal’ above.

7.15 Standard precautions (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Standard precautions are standard operating procedures that apply to the care and treatment of all clients, regardless of their perceived or confirmed infectious status. Standard precautions also apply to the handling of blood and other body fluids.

They represent the minimum requirements for the control of infection in all health care settings and all situations, as infectious clients may not show any signs or symptoms of infection.

Standard precautions are designed to protect both clients and staff, and comprise the following measures:

· hygienic hand washing (Hand washing and hand hygiene)

· use of appropriate personal protective equipment or PPE for example gloves, plastic aprons and eyewear (Personal protective equipment (PPE))

· use of aseptic technique to reduce client exposure to micro organisms (Single-use equipment  and Instrument sterilisation)

· management of sharps, blood and body fluid spills, linen and waste to maintain a safe environment (Sharps disposal, Blood and body fluid spills, Laundry and Waste management)

· appropriate immunisation of GPs, clinical and administrative staff (Staff immunisation)

· routine environmental cleaning (Environmental cleaning and disinfection).

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice.

7.16 Additional precautions (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Additional precautions are measures used in addition to standard precautions when extra barriers are required to prevent transmission of specific infectious diseases.
Additional precautions require:

· ‘isolation’ of the infectious source to prevent transmission of the infectious agent to susceptible people in the health care setting

· a means for alerting people entering an isolation area of the need to wear particular items to prevent disease transmission.

There are three additional precaution categories based on routes of infection transmission in a health care environment. These are:

· contact precautions

· droplet precautions

· airborne precautions.

Outline of requirements for specified categories of additional precautions

	Requirement
	Additional precautions type

	
	Airborne transmission
	Droplet transmission
	Contact transmission

	Gloves
	None
	None
	For all manual contact with client, associated devices and immediate environmental surfaces

	Impermeable apron/gown
	None
	None
	Use when health care workers’ clothing is in substantial contact with the client (includes items in contact with the client and their immediate environment)

	Respirator or mask 
	Particulate filter personal respiratory device for tuberculosis only

All others, surgical mask
	Surgical mask
	Protect face if splash likely 

	Goggles/face-shields 
	Protect face if splash likely 
	Protect face if splash likely 
	Protect face if splash likely 

	Special handling of equipment
	None
	None
	Single use or reprocess before reuse on next client (includes all equipment in contact with client) 

	Transport of clients
	Surgical mask for client
Notify area receiving client
	Surgical mask for client 

Notify area receiving client
	Notify area receiving client

	Other
	Encourage clients to cover nose and mouth when coughing or sneezing and to wash their hands after blowing nose
	None
	Remove gloves and gown, and wash hands before


Adapted from the Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting
Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
7.17 Personal protective equipment (PPE) (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic uses PPE in all cases where there is potential for a staff member to come into contact with blood or body fluids. PPE is also used when handling chemicals such as cleaning products.

Personal protective equipment includes:

· gloves

· masks

· face and eye shields

· gowns and plastic aprons.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Clinic procedure

<<Customise this section as appropriate>>
PPE is located <<location of personal protective equipment>>. The maintenance of PPE is the responsibility of <<insert staff member responsible here>>
Type of personal protective equipment and its appropriate use

	PPE
	Appropriate use

	Disposable gloves
	Disposable gloves should be used:

· when handling blood and body substances or when contact with such is likely

· when handling equipment or surfaces contaminated with such substances

· during contact with non-intact skin

· during venipuncture – although needle stick injury may still occur, the presence of the glove layer could reduce the volume of any inoculum.

	Sterile gloves
	Sterile gloves should be used:

· during any surgical procedure involving penetration of the skin or mucous membrane and/or other tissue

· when venipuncture is performed for the purpose of collecting blood for culture.

	Heavy duty gloves
	Heavy duty gloves should be used:

· during general cleaning and disinfection

· during instrument processing

· during cleaning blood or body fluid and other substance spills.

	Masks and protective eyewear
	Masks and protective eyewear should be used:

· during procedures that might result in splashing and the generation of droplets of blood, body substances or bone fragments

· when assessing clients with infections transmitted by respiratory droplets

· during instrument processing.

	Gowns and plastic aprons
	Gowns and plastic aprons should be used:

· to prevent contamination of wearer’s clothing or skin with blood and body substances if there is a risk of splashing or spraying

· during instrument processing.

	Sterile gowns
	Sterile gowns should be used:

· during all aseptic procedures that require a sterile field.


All staff use appropriate PPE when undertaking any of the following procedures:

· any examinations requiring contact with mucous membranes

· cleaning or dressing wounds, taking down bandages

· cleaning up after procedures

· preparing instruments and equipment for sterilisation

· assisting with or performing procedures

· vigorous scrubbing or cleaning of contaminated surfaces

· using chemicals

· taking blood

· handling all pathology specimens before they are bagged

· controlling bleeding.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
7.18 Staff immunisation (Criterion 5.3.4)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service refers to any relevant Federal or State legislation relating to immunisation of staff in health care environments.

Our Health Service stays informed of emerging requirements for immunisation and staff health and keeps up-to-date with these requirements through relevant professional bodies including the Department of Health and Ageing.

All clinical and non-clinical staff are encouraged to be immunised against vaccine-preventable diseases. A vaccination history is sought (subject to informed consent) from all new staff at induction due to the nature of the work in our Health Service, in dealing with members of the public who may have infectious diseases. Staff members have the right to decline from providing this information, however this should be documented.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
Health Service procedure

<<Customise this section as appropriate>>
Records are initiated for all staff employed detailing their immunisation status for the above diseases. These are maintained and located in <<insert location of staff immunisation records>> and include details of:

· disease history

· vaccination

· serology

· a record of vaccines consented/refused.

For all work related immunisations, staff are given a verbal explanation about each disease (and its effects) with supporting documentation from the GP.

If vaccination is given the following details are recorded:

· informed written consent

· date vaccine administered

· brand name

· batch number

· expiry date.

Helpful Resources: QbAY >> Treatment Room
7.19 Laundry (Criterion 5.3.4)
Clinic policy

<<Customise this section as appropriate>>
Soiled linen can be a potential source of large numbers of pathogenic micro organisms, however the risk of disease transmission is negligible and hygienic handling of linen will reduce the risk even further. Linen that has been protected with disposable paper or plastic does not need to be changed after each client. However the disposable plastic or paper must be changed after each use.

Linen is cleaned regularly. If it becomes contaminated with blood or body fluids, linen must be removed immediately and placed in the laundry bag. Prior to fitting new linen, the couch or other surface must be cleaned thoroughly with a water and detergent solution to remove any fluid residue.

If the linen is saturated with blood or body fluids, it should be placed in a leak proof bag so that the person doing the laundry can assess the linen before handling it and prevent further leakage.

Clean linen should be separated from used linen when transported and when stored. The storage area should be clean and dry. Clinic staff who handle used linen wear personal protective equipment (PPE) and keep all linen and linen bags away from body contact.

Great care is taken by all staff not to accidentally dispose of sharps into linen. This puts the person processing the linen at risk of injury and infection.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Laundering

Clinic procedure

<<Customise this section as appropriate>>
Normal hot water washing procedures and detergents are adequate for decontamination. Blood stained linen should be placed through a short cold cycle before the hot cycle to prevent fixing of blood onto linen.

Handling, sorting and separation of used linen

Health Service procedure

<<Customise this section as appropriate>>
The following process is followed when handling, sorting and separating used linen:

· apply standard precautions

· handle used linen with care – avoid shaking and throwing in client care areas

· place used linen in a laundry bag at the point of generation

· place linen soiled with blood or body fluids into a leak proof plastic bag

· do not sort or rinse used linen in client care areas.

Transportation, processing and storage of linen

Clinic procedure

<<Customise this section as appropriate>>
The following process is followed when transporting, processing and storing linen:

· separate clean and dirty linen during transportation, processing and storage

· ensure your hands are clean when handling clean linen

· the storage area for clean linen should be clean, dry and dust free

· the clean linen storage area should be separate from the soiled linen area

· clean linen should be used on a rotational basis.

7.20 Safe handling of pathology specimens

Clinic procedure

<<Customise this section as appropriate>>
The following process is followed when handling pathology specimens:

· after collection of blood and body substances these should be placed in the appropriate specimen container, as specified by the testing laboratory

· wipe the container clean to remove any visible soiling

· securely seal to prevent any leakage during transport

· place the container upright in a waterproof bag or container

· take care to avoid contamination of pathology slips by keeping them separate from the clinical specimens

· for transport between institutions and interstate, pack the primary specimen, surrounded by sufficient material to absorb its contents, in a sealable inner container and provide a sealable outer container of waterproof, robust material. Label in accord with postal and other transport regulations. Keep cool if necessary.

Helpful Resources: QbAY >> Treatment Room
– Treatment Room and facilities

7.21 Clinic equipment (Criterion 5.2.1)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic has all the basic equipment and emergency drugs expected in a general practice and primary health care.  This equipment is maintained to a safe and serviceable condition at all times.

Our Clinic also has the necessary medical equipment to ensure comprehensive primary care and resuscitation, including the following:

	· auriscope
	· blood glucose monitoring equipment

	· disposable syringes and needles
	· equipment for resuscitation

	· IV access
	· emergency medicines

	· examination light
	· eye examination equipment

	· gloves (sterile and non-sterile)
	· height measurement device

	· measuring tape
	· monofilament for sensation testing

	· ophthalmoscope
	· oxygen

	· patella hammer
	· peak flow meter or spirometer

	· scales
	· spacer for inhaler

	· specimen collection equipment
	· visual acuity chart

	· stethoscope
	· thermometer

	· torch
	· tourniquet

	· urine testing strips
	· vaginal specula

	· x-ray viewing facilities
	· equipment to assist ventilation – bag and mask

	· sphygmomanometer – small, medium and large cuffs

	· equipment for maintaining an airway – children and adults


Helpful Resources: QbAY >> Treatment Room
Clinic procedure

<<Customise this section as appropriate>>
In addition to the above, our Clinic has the following equipment in line with the procedures our Clinic undertakes: <<List additional equipment you have in your Clinic>>
· <<insert equipment here>>
· <<insert equipment here>>
· <<insert equipment here>>
· <<insert equipment here>>
· <<Insert equipment here>>.

Our Clinic also has timely access to the following equipment:

· Spirometry

<<Detail how your Clinic can access a spirometer when needed>>
· Electrocardiograph

<<Detail how your Clinic can access an ECG when needed>>.

Key clinical equipment needs to be maintained and tested in accordance with the maintenance schedule recommended by the manufacturer.

<<For ease of reference, record individual pieces of equipment and maintenance details in this table>>
	Equipment
	Maintenance activities
	Maintenance schedule
	Service provider

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Helpful Resources: QbAY >> Treatment Room
7.22 Cold-chain management (Criterion 5.3.2)
Clinic policy

<<Customise this section as appropriate>>
The cold-chain is the system of transporting and storing vaccines within the safe temperature range of between 2(c – 8(c preferably stabilising at 5(c. Maintaining the refrigerator temperature in this range is essential to ensure viable vaccines.

A specially designed thermometer (indicating 2(c – 8(c range) needs to be used to monitor temperatures, and it must be placed in the vicinity of stored vaccines, preferably in a vaccine box.

In our Clinic we have a dedicated: <<Customise this section as appropriate>>
· purpose-built refrigerator

· domestic refrigerator.

Helpful Resources: QbAY >> Treatment Room and National Health and Medical Research Council guidelines
Clinic procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to monitor and maintain the vaccine refrigerator. The minimum and maximum temperatures are monitored and recorded daily in the vaccine refrigerator logbook.

The vaccine refrigerator logbook records should be kept for the same length of time a Clinic would keep their client health records, i.e. 18 years for a child, plus 7 years for an adult so 25 years altogether or as required by State legislation.

For more in depth cold-chain information please refer to the latest National Health and Medical Research Council guidelines.

Vaccine monitoring responsibility

Clinic procedure

<<Customise this section as appropriate>>
For vaccine monitoring in our Clinic, we have:

· <<insert staff member responsible here>> is responsible for the vaccines and the monitoring/maintenance of the vaccine refrigerator

· <<insert alternative staff member responsible here>> is responsible for the vaccines and the vaccine refrigerator when the nominated person is away from our Health Service, or no longer works there.

Vaccine storage

Clinic procedure

<<Customise this section as appropriate>>
For vaccine storage in our Clinic:

· vaccines are stored in a dedicated vaccine refrigerator if possible. Do not store food or drink in vaccine refrigerators. It is more difficult to maintain correct vaccine storage temperatures in ‘bar’ refrigerators.

· vaccine refrigerator door openings are kept to a minimum

· there is a sticker on the refrigerator door near the handle instructing staff to consider whether or not they need to open it

· maintain a space between vaccine packages and the evaporation plate to prevent the vaccines from freezing through contact with the plate

· vaccines are stored with earlier expiry dates to front to ensure that stock is rotated regularly

· expired vaccines are discarded upon expiry and recorded on the Vaccination Record Form. Always contact your State Health Department before discarding any government vaccines

· gaps are left around the vaccines to allow the cool air to circulate. A gap of at least 4cm from all walls and between large packages of vaccine vials is recommended

· the lower drawers and doors are filled with bottles of salt water. Salt water bottles help stabilise the temperature in the vaccine fridge. Add enough salt to make water undrinkable (approximately 1-2 tablespoons of salt per litre of water). Allow space between the bottles for air circulation

· the salt water bottles are labelled accordingly

· the vaccine refrigerator is not over filled to ensure that air is permitted to circulate around the vaccines

71. there is a protocol to follow if vaccines have been exposed to temperatures outside the recommended 2(c – 8(c range. In this situation, it is recommended that vaccines be kept refrigerated and contact your State Health Department for advice.
Vaccine temperature monitoring

Clinic procedure

<<Customise this section as appropriate>>
For vaccine temperature monitoring in our Clinic:

· the vaccine refrigerator has a minimum/maximum digital-type thermometer

· the thermometer probe is in a vaccine box labelled ‘thermometer’ and is next to a vaccine vial. This allows the probe to measure the air temperature closest to a vaccine vial

· the vaccine refrigerator thermometer minimum and maximum temperature is recorded everyday (preferably at the beginning of the first session) in the vaccine refrigerator logbook

· the vaccine fridge temperature is maintained at 5(c but not less than 2(c and not greater than 8(c

· an adhesive sticker has been placed over the dial instructing staff that only an authorised person is able to modify the temperature.

7.22.1 Packing a vaccine refrigerator

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure for packing the vaccine refrigerator:

89. put new stock to the rear and move existing stock forward

90. store vaccines with earlier expiry dates at the front

91. leave gaps around the vaccines to allow the air to circulate

92. store vaccines in their original packaging

93. do not crowd the vaccines by over filling the refrigerator; allow room for the cool air to circulate within the fridge.

7.22.2 Monitoring the cold-chain process

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure for monitoring the cold-chain process:

94. at the beginning of the first session, check the thermometer of the vaccine refrigerator

95. record the date, time and minimum and maximum temperature on the vaccine refrigerator logbook

96. reset the thermometer

· if the thermometer indicates that the minimum and/or maximum temperature has exceeded the recommended range, notify the person responsible for cold-chain management immediately. Refer to Cold-chain failure.
7.22.3 Defrosting a vaccine refrigerator

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure for defrosting the vaccine refrigerator:

97. transfer the vaccines into another working refrigerator or pack them in an insulated container

98. if using a refrigerator, transfer the thermometer probe to the temporary storage refrigerator

99. if using an insulated container:

· wrap the vaccines and thermometer probe in bubble wrap, and place at the bottom of the container

· place a polystyrene separator on top of the bubble wrap

· remove freezer blocks from freezer and allow to ‘sweat’ for at least 30 minutes

· place freezer blocks on top of the polystyrene separator

· ensure that the container is packed in such a way that the freezer blocks do not come into direct contact with the vaccines

· close lid of container and seal with tape.

100. monitor the refrigerator or container to ensure vaccines are stored between 2(c – 8(c

101. defrost and clean the refrigerator, then restock the vaccines.

7.22.4 Maintenance of the vaccine refrigerator

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we ensure the vaccine refrigerator is maintained by:

· ensuring the domestic vaccine refrigerator is a ‘frost free’ model – not a cyclic or multi-flow defrost model

· ensuring the vaccine refrigerator is large enough to accommodate the vaccines through the year (taking into account busy periods such as the influenza vaccination period)

· storing vaccines in an alternative refrigerator or insulated container with freezer blocks when defrosting the vaccine refrigerator

· placing the refrigerator in an area where it does not receive direct sunlight

· ensuring there is a 10cm space around the refrigerator to allow ventilation

· placing a sticker above the power source warning people not to unplug or turn off the power

· reporting breakdowns to the nominated staff member immediately so that repairs can be made

· regularly checking refrigerator seals to ensure cold air cannot leak out – if the seals are brittle or torn, arrange for replacement

· defrosting the vaccine refrigerator on a monthly basis or as required to prevent ice build up

· ensuring the area around the vaccine refrigerator (including behind and under) is clean and dust free

· arranging for regular maintenance inspections by the manufacturer or local electrician – inspections may need to occur more frequently as the refrigerator ages.

7.22.5 Delivery of vaccines

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure for the delivery of vaccines:

102. check consignment immediately

103. ensure the freezer blocks in the consignment are still partly frozen on arrival

104. check the temperature monitor is included and of a satisfactory temperature

105. ensure that the quantities of the vaccines delivered are correct and have not expired

106. keep vaccines in their original packaging – removal from original packaging exposes vaccines to room temperature and/or lighting

107. transfer the vaccines to the refrigerator immediately

108. reset the thermometer following repacking of the refrigerator.

If freezer blocks are completely thawed, do not use the vaccines. Refrigerate them immediately and contact the supplier for advice.

7.22.6 Transport of vaccines

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure for the transport of vaccines:

109. Pack vaccines in an insulated container:

· wrap the vaccines and thermometer probe in bubble wrap, and place at the bottom of the container

· place a polystyrene separator on top of the bubble wrap

· remove freezer blocks from freezer and allow to ‘sweat’ for at least 30 minutes

· place freezer blocks on top of the polystyrene separator

· close lid of container and seal with tape.

110. Organise for the container to be transported as soon as possible.

7.22.7 Handling refrigerator power failures

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure during a vaccine refrigerator power failure:

111. During a power failure of 4 hours or less, keep the vaccine refrigerator door closed.

112. If the power failure lasts for more than 4 hours, store vaccines in an insulated container:

· wrap the vaccines and thermometer probe in bubble wrap, and place at the bottom of the container

· place a polystyrene separator on top of the bubble wrap

· remove freezer blocks from freezer and allow to ‘sweat’ for at least 30 minutes

· place freezer blocks on top of the polystyrene separator

· ensure that the container is packed in such a way that the freezer blocks do not come into direct contact with the vaccines

· close lid of container and seal with tape.

113. Monitor the container to ensure vaccines are stored between 2(c – 8(c.

7.22.8 Cold-chain failure

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we follow this procedure in the event of a known or suspected cold-chain failure:

114. isolate the suspect vaccines in the refrigerator in a labelled container and do not use them until advised otherwise

115. fill out the cold-chain variance form

116. contact your State Health Department and alert them to known or suspected cold-chain failure

117. follow all instructions provided by your State Health Department

118. if requested, fax through the cold-chain variance form

119. do not discard any vaccine unless directed to do so by your State Health Department.

Helpful Resources: QbAY >> Treatment Room and National Health and Medical Research Council guidelines
7.23 Controlled and restricted drugs (Criterion 5.3.1)
Clinic policy

<<Customise this section as appropriate>>
Controlled and restricted drugs must be stored securely and only accessed by authorised personnel in accordance with State legislation.

The RACGP Standards require that “all sensible security measures are [sic] taken to prevent unauthorised access to these medicines”. (RACGP, p 72)

The difference between controlled and restricted drugs is detailed below:

	Controlled drugs
(Schedule 8)
	Regulated controlled drugs are Schedule 8 substances that have additional restrictions placed upon them due to their nature and potential toxicity. They are prescription only medications, which are mainly used for strong pain relief. The supply and use of these drugs is restricted because of their dependence-forming nature and potential for abuse.

	Regulated restricted drugs
(Schedule 4)
	Regulated restricted drugs are Schedule 4 substances that are dependence-forming and subject to abuse. They are medications that are available on prescription only. They are not as regulated as controlled drugs, but their supply is mainly restricted to doctors, dentists and veterinary surgeons because their use requires professional management and monitoring.

	Restricted drugs
(Schedule 4)
	Substances which in the public interest should be supplied only upon the written prescription of a medical practitioner, authorised nurse practitioner, dentist or veterinary surgeon.


Helpful Resources: QbAY >> Treatment Room
7.23.1 Schedule 8 drug storage

Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, we store Schedule 8 drugs <<insert the location and other details as to where the Schedule 8 drugs are stored>>.
7.23.2 Schedule 8 drug records

Clinic procedure

<<Customise this section as appropriate>>
Our Clinic keeps a record book containing details of all controlled drugs purchased, obtained, supplied, dispensed or used. The record book is maintained and stored in accordance with State legislation. A separate page of the record book must be used for each class of controlled drug.

Details of each transaction must be entered in the record book on the same day as the transaction is made.

The following particulars must be recorded in ink:

· the date of administration

· details of client
· quantity of medicines coming in

· quantity of medicines going out

· quantity of medicines still held

· comments about conditions such as breakages

· signature of persons entering the data and administering the medicine.

No entry in the record book may be altered unless an error is to be corrected. Each correction must only be made by a marginal note or footnote, which provides the date of the correction and the correct particulars.

7.23.3 Schedule 8 drug expiry dates

Clinic policy

<<Customise this section as appropriate>>
Drugs and perishables supplied to our Clinic have an expiry date. This is the date beyond which the manufacturer is not willing to guarantee the effectiveness of the product.

Helpful Resources: QbAY >> Treatment Room
Clinic procedure

<<Customise this section as appropriate>>
In our Clinic, all Schedule 8 drugs that have passed their expiry date are forwarded or discarded in the manner prescribed by State legislation, which is <<insert how State legislation requires expired controlled substances to be forwarded or discarded>>.

7.24 Perishable materials (Criterion 5.3.3)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic has a procedure in place for checking the expiry dates of perishable materials and for disposing of such materials where necessary.

Perishable materials, which include medicines, vaccines and other health care products must be routinely checked to ensure potency.

All substances, consumables, drugs and vaccines are to be maintained in surroundings or conditions that will ensure optimal efficacy upon delivery to consumers.

Consumables are to be stored in a manner that minimises risks or hazards to clients and visitors as many substances used in our Clinic are toxic or harmful if swallowed.

Helpful Resources: QbAY >> Treatment Room
Clinic procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to check medical supplies on a <<frequency that perishable materials are reviewed>> basis.

Any items that are due to expire within the designated review period are <<insert here how your Clinic disposes of expired materials>>.

It is the responsibility of all staff members to check the expiry date prior to using the product.

7.25 Clinic facilities (Criterion 5.1.1)
Clinic policy

<<Customise this section as appropriate>>
Our Clinic premises, including the facilities and equipment, should be adequate for the needs of the staff and clients, and should be well maintained and visibly clean with surfaces accessible for cleaning.

Every effort should be made to make the environment safe and comfortable for staff, clients and visitors to our Health Service. Where possible our Health Service should have heating and/or air conditioning to assist in the comfort of staff, clients and visitors.

Helpful Resources: QbAY >> Treatment Room
7.25.1 Consulting rooms (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our Clinic has at least one dedicated consulting or examination room for every GP working at any one time. 

Our Clinic consulting rooms must also:

· be safe for all staff and clients

· be appropriate for the health and safety of all staff and clients

· have sufficient space

· be free from excessive extraneous noise

· have adequate lighting for observation

· have adequate temperature (eg comfortable range to allow for the client to undress if necessary for an examination)

· have an examination couch or an attached examination room (where possible this should be height adjustable)

· have visual and auditory privacy

· change linen (including gowns and sheets)

· be well maintained and visibly clean with surfaces accessible for cleaning.

Our Clinic also makes provision in the examination areas and treatment rooms for maintaining client privacy when undressing or receiving treatment.

Visual privacy is afforded to clients during clinical examinations and in treatment rooms by the use of a curtain, screen, gown or sheet positioned in such a way as to maximise the privacy, respect and dignity of the client. This includes situations in which there is a door opening to an area where the public may have access, and also when clients are required to undress/dress in the presence of the GP or the practice nurse.

Helpful Resources: QbAY >> Consulting Room
7.25.2 Hand cleaning facilities (Criterion 5.1.1)
<<Customise this section as appropriate>>
Dedicated hand washing facilities with hot and cold water, liquid soap and single use paper towel should be readily available in every clinical management or treatment area.

Ideally every consulting room should also have a basin dedicated for the purpose of washing hands. Where this is not possible, washbasins are situated within close proximity. Cloth towels that are single use only can be provided, however single use disposable paper towel is recommended.

The Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting recommends the use of waterless hand cleaning with alcohol-based preparations in the following situations:

· emergency situations where there may be insufficient time and/or facilities

· when hand washing facilities are inadequate 

· in circumstances where an alcohol-based preparation provides a more effective option for individuals.

Visible soil must be removed by some means before use, and staff must wash their hands as soon as appropriate facilities become available.

Further research on the use of waterless hand cleaning is currently being undertaken and our Health Service remains cognisant of current recommendations.

Helpful Resources: QbAY >> Consulting Room
7.25.3 Waiting area (Criterion 2.1.1 and 5.1.1)
<<Customise this section as appropriate>>
Our HealthMedical Service is able to provide appropriate care for clients and others in distress. Strategies should be in place to deal with distressed clients, i.e. vomiting, upset or in severe pain.

Privacy for such clients could be provided by allowing them to sit in an unused room, staff room or other designated area, rather than waiting in the general waiting area. Clients should be not left unattended or unobserved.

Our Clinic waiting area must:

· be sufficient to accommodate the usual number of clients and others who would be waiting at any one time with appropriate seating

· have auditory privacy which can be enhanced by using background music or a television to mask conversations

· have furniture and toys that are in good condition and without sharp edges

· have a sign indicating the location of toilets

· be maintained in a clean and tidy state with surfaces easily accessible for cleaning.

Our Clinic waiting area should:

· provide a range of posters, leaflets or brochures

· have a space or defined area to meet children's needs, with play equipment or toys that can be washed regularly.

Helpful Resources: QbAY >> Reception Area
7.25.4 Toilets (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our Health Service has toilets and hand washing facilities readily available for use by clients and others, so that they don’t have to walk through consulting rooms or up stairs. Ideally they should be located in our Clinic or within close proximity. 

Liquid soap and paper towel or hand air dryer are available and wash basins situated in close proximity to the toilets, to minimise the possible spread of contamination.

The toilets are well maintained and visibly clean with surfaces accessible for cleaning and if a baby change room is available then that also must be kept adequately maintained.

Helpful Resources: QbAY >> Reception Area
7.25.5 Telecommunication system (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our Clinic has a telecommunication system:

· that is well maintained and appropriate for comprehensive client care

· that adequately meets the needs of our clients

· with sufficient inward and outward call capacity

· with a dedicated telephone line should staff need to summon assistance in an emergency

The telecommunications needs of our Health Service may change over time, in line with staffing changes and growth of our services. Strategies are in place to monitor, review and make the appropriate changes to the telecommunications system.  

Client feedback should be sought on an ongoing basis to ensure that ‘access’ to our Clinic facilities and services is easily available by telephone.

Our Clinic has a facsimile machine or other capability for electronic transmission.

Helpful Resources: QbAY >> Reception Area
7.25.6 Unauthorised access areas (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our Clinic ensures clients and other people do not access unauthorised areas by:

· posting signage to prevent unauthorised access to resources stored in our Clinic and specified areas

· storing health records, prescription pads/paper, letterhead, administrative records and other official documents in areas not accessible to the public

· storing facsimile machines, printers and other communication devices in areas not accessible to the public

· safely securing Schedule 8 drugs according to State legislation

· safely securing Schedule 4 drugs according to State legislation.

Helpful Resources: QbAY >> Reception Area and Treatment Room
7.26 Medical equipment maintenance and care

Our Clinic equipment needs to be maintained systematically to protect it from damage or loss, and reduce maintenance and operation costs.

Clinic procedure

<<Customise this section as appropriate>>
· all equipment is checked frequently to ensure it is operating as required.

· all manuals for all equipment are filed appropriately.

· manuals removed from the filing system are replaced after use.

· maintenance contact numbers are displayed and updated regularly (For an example, see Pro forma  at 11.8).

· The need for care of equipment varies from Clinic to Clinic. Some Clinics require sophisticated procedures – manufacturers may be able to help with setting up procedures.


7.26.1 Equipment cleaning procedures

Clinic procedure

<<Customise this section as appropriate>>
· Equipment is cleaned systematically and regularly to ensure the safest environment possible.   XE "Office equipment:Cleaning" 
· People responsible for cleaning the equipment must be adequately trained to ensure their competence prior to undertaking tasks.

· Our Clinic keeps a list of frequently used cleaning products along with poison information 

· Our Clinic keeps a list of equipment that requires cleaning daily, weekly and monthly.

· Our Clinic itemises the cleaning schedule.

7.26.2 Calibration, validation and other requirements

Equipment needs to be regularly calibrated and validated to ensure it is working correctly. 

Clinic procedure

<<Customise this section as appropriate>>
· Calibration and validation is performed as required in the manufacturer’s specification or as required by State and other regulations. XE "Office equipment:Calibration and validation" 
· When equipment is calibrated, the asset register is updated. (For an example of an Asset Register, see Pro forma at 11.9)
· Any manuals for equipment that explains the process for calibration are filed appropriately.

· The person assigned the responsibility of calibrating the equipment has been fully trained.

Check the asset register regularly to ensure:

· Calibration and validation occurred;

· The records are accurately kept;

· Requirements for calibrations in future months are noted.

7.27 Housekeeping and restocking supplies other than sterile stock, disposables, drugs and medications

7.27.1 Stock and stationary management XE "Stock management"  and control procedures

Clinic policy

Stock and stationary management XE "Stock management"  and control is essential to the smooth running of our Clinic.

The Clinic aims to keep adequate supplies for all areas to run efficiently.  Shelf life, where applicable, must be noted when ordering stock.

Clinic procedure

<<Customise this section as appropriate>>
· Stock and stationary levels are maintained at levels adequate for normal use.

· Supplies are used before the use-by date specified.

· The needs of the practitioners and the clients are assessed to determine which stocks are required.

· Our Clinic maintains a list of all our supplies, including the following information: (For an example of a stock register, see Pro forma at 11.10):

1. Approximate usage rates per month

2. Suggested minimum and maximum stock levels

3. The supplier of the item

4. Special storage requirements of item.

· Our Clinic has a written procedure in place for regularly (weekly, monthly) checking and disposing of expired stock.

· The staff member who is to undertake this task is <<Insert the position of the staff member>>

Stock take Procedures

Monthly stock take

Clinic procedure

<<Customise this section as appropriate>>
· Check the Stock register and physical stocks (For an example of a stock register, see Pro forma at 11.10). XE "Stock management:Stocktake" 

 XE "Stock management:Ordering" 
· Replenish any stocks that are below the minimum level required for that item.

· Update the stock register.

Annual stock take

Clinic procedure

<<Customise this section as appropriate>>
· In the last week of June confirm all stocks by physically counting them.

· The information may be used to determine the level of stocks to be held for each item.

Ordering Procedures

Clinic procedure

<<Customise this section as appropriate>>
· Use an order form or book when ordering stock. (For examples of order forms, see Pro forma at 11.11) 

· Send the order form to the suppliers of the specific product required.

· On delivery, record receipt of the goods in register.

Confirming supplies and deliveries

Clinic procedure

<<Customise this section as appropriate>>
Once a consignment is received, check against the order for:

· Quantity;

· Condition; and

· Conformity of delivery slip to order form.

7.28 Pro forma Maintenance Contact Numbers
<<Customise this section as appropriate>>
	Business Name
	Normal hours
	After hours

	Plumber
	
	
	

	Electrician
	
	
	

	Builder
	
	
	

	Air conditioning 
	
	
	

	Fire services XE "Emergency:Fire" 
	
	
	

	Telephone 
	
	
	

	Medical equipment 
	
	
	

	Security system 
	
	
	

	Glaziers
	
	
	

	Cleaning contractor
	
	
	

	Computer 
	
	
	


7.29 Pro forma assets register

	1.  Equipment name 
	
	2. Equip. Register number

**

	3.  Brand/ Model
	
	

	4.  Date of Purchase/lease XE "Lease"  
	

	5.Warranty summary
	

	6. Vendor
	Address


	Telephone and email

	7.  Maintenance representative contact details
	Address
	Telephone and email

	8.  Calibration and validation requirements
	Action
	Frequency

	
	Calibration
	
	

	
	Validation
	
	

	Other maintenance requirements
	Action
	Frequency

	
	
	

	Other details
	

	Equipment and calibration history

	Date 
	Action
	Remarks

	
	
	

	
	
	

	
	
	


	Type of cleaning
	Frequency

	
	After each use
	Daily
	Weekly
	Monthly

	Sterilisation XE "Sterilisation"  of entire equipment
	A
	B
	C
	D

	Sterilisation XE "Sterilisation"  of working surfaces
	E
	F
	G
	H

	Insurance XE "Insurance"  claim
	
	
	
	

	Asset RIP
	
	
	
	

	
	
	
	
	

	
	
	
	
	


** Hint: Develop your own numbering system. For instance all office equipment might be given the prefix O/ and all medical equipment the prefix M/.. Then make sure that the equipment is clearly marked with its equipment number.

7.30 Pro forma stock register

<<Customise this section as appropriate; add products the Health Service uses>>
	Stocked item
	Date 
	No. remaining
	Date 
	No. remaining
	Date 
	No. remaining
	Date 
	No. remaining
	Date 
	No. remaining
	Date 
	No. remaining
	Date 
	No. remaining

	Drug A
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Drug B
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Gauze Pad
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bandages
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Distilled Water
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	etc
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


7.31 Pro forma order form

<<Customise this section as appropriate>>
	Order Number:


	

	Name:


	
	Date:
	

	Order item:


	
	Price:
	

	Reason for purchase:


	

	Authorised by: (please print)
	
	Signature:
	

	Position:
	


SECTION 8 - OTHER HEALTH SERVICE POLICIES AND PROCEDURES
8.1 Motor vehicle and transport

Where a Health Service has motor vehicles used for transporting staff and clients, clear policies and procedures are required. 
Health Service policy

<<Customise this section as appropriate>>
In order to achieve its aims and objectives the <<insert name of Health Service here>>maintains a fleet of vehicles. The policy for their use is as follows:
1. Health service vehicles are only available for health service work use;

2. Vehicles are not to be used for personal reasons;

3. Only Health Service employees with an appropriate, current drivers licence will drive health service vehicles; the licence is to be photocopied and the copy given to the Practice Manager who will ensure it is kept on the employee’s personnel file; licence validity is to be checked annually;

4. Vehicles are to be driven with due care and in accordance with the road rules;

5. No alcohol, smoking or illegal drugs are to be consumed in, or carried in Health Service vehicles;

6. Vehicle drivers are responsible for fuelling and for checking oil and water levels at appropriate times or when gauges register low levels;

7. Staff using vehicles will pay for all traffic fines, including parking and speeding fines;

8. All drivers are responsible for maintaining the cleanliness of the vehicle after use;

9. Refuelling of vehicles can be arranged <<insert refuelling arrangements here, for example, at a specified service station or by using a fuel card>>. The service station(s) will check the vehicle registration number against the list of Health Service registrations before booking expenses to the Health Service.
10. If Health Service vehicles are damaged or have mechanical problems at any time, staff must notify the Practice Manager as soon as possible

11. If a staff member is proven to be criminally negligent when a Health Service vehicle is damaged whilst in their care, then they will be responsible for all costs;

12. The Board of Management may decide from time to time that particular community and cultural issues require the use of vehicles. Such situations should generally be confined to funerals, health service meetings, and other major community events. In these circumstances, the Health Service staff will be informed and assured of access to vehicles to maintain emergency capacity.

Transport

<<Insert name of Health Service here>> employs drivers to transport clients to the clinic or to town for health matters and to take staff to and from work in outreach centres.

Health Service vehicles can be used to transport people who are:

· attending any health service meeting or program;

· attending <<insert name of hospital here>>Hospital for admission or for an outpatient appointment;
· attending other health services or clinics for appointments;

· accompanying a child or another client to a health appointment as above. The number of accompanying people able to be transported may be limited if there is insufficient room in the vehicle.

Health Service vehicles may not be used for:

· shopping or to give people a lift into town;

· people who are noisy or abusive;

· carrying alcohol.

Keys

Keys of motor vehicles will be the responsibility of the person who has been given control of the vehicle for a specified period.

At other times all keys will be held by the Practice Manager.

Keys must never be left in a vehicle unattended.

Keys should not be given to any unauthorised person or person not employed by the health service, unless otherwise directed by the Board of Management.

8.2 Research and quality program (Criterion 2.1.3 and 4.2.1)
Health Service policy

While formal research has a role to play in developing appropriate services for Aboriginal and Torres Strait Islander people, it is essential that any research involving the Health Service falls within accepted ethical guidelines. This is true whether Health Service staff have instigated and are conducting the research, whether the Service is collaborating with outside researchers, or whether an outside organisation is researching Health Service data.
Any research involving humans must be cleared by a Human Research Ethics Committee (HREC) and follow the principles espoused by the National Health and Medical Research Council (see National Statement on Ethical Conduct in Research Concerning Humans at www.nhmrc.gov.au/publications/_files/e35.pdf). NSW Health also provides guidance (see www.health.nsw.gov.au/healthethics/hrec.html)

The relevant HREC will depend on the affiliation of the person/organisation who is doing the research (or that of any research partners) - often a University or an Area Health Service. Details of Human Research Ethics Committees include:

· AH & MRC: www.ahmrc.org.au/Ethics%20and%20Research.htm . The AH&MRC Ethics Committee was established in 1996 to evaluate research into the health and wellbeing of Aboriginal people in NSW. 

· Area Health Services: www.health.nsw.gov.au/healthethics/hrec_contacts.html
· Royal Australian College of General Practice: www.racgp.org.au/ethics
· NSW Health:  www.health.nsw.gov.au/healthethics/dohec.html
In an Aboriginal health context, there are specific issues and sensitivities about the way health information is used and about doing research in Aboriginal health. Aboriginal Health Services may have specific policies about how requests for doing research are handled. Specific information on this area is available from:

1. NH&MRC: “Values and Ethics – Guidelines for Ethical Conduct in Aboriginal and Torres Strait Islander Health Research” www7.health.gov.au/nhmrc/publications/synopses/e52syn.htm), “Criteria for Health and Medical Research of Indigenous Australians www7.health.gov.au/nhmrc/publications/_files/indighth.pdf: 
2. The NSW Aboriginal Health Information Guidelines www.health.nsw.gov.au/im/ahisu/pages/ahigfinal.pdf )
3. AH&MRC: “Guidelines for Research Into Aboriginal Health” www.ahmrc.org.au/Downloads/Monograph%20Vol%201%20II%201999.pdf
Further valuable information on research is available on the AH&MRC web page, visit www.ahmrc.org.au/index.htm. This page includes:

· A model of a researcher consent form

www.ahmrc.org.au/Downloads/AA_ModelResearcherConsentForm.pdf
· A model of an individual consent form

www.ahmrc.org.au/Downloads/AA_ModelConsentAgreement_Individual.pdf
· A model of an organisational consent form
 www.ahmrc.org.au/Downloads/AA_ModelConsentAgreement_Organisation.pdf
<<Customise this section as appropriate>>
The following guidelines can be modified to suit your service and are designed to be photocopied for use of people from outside the organisation.

Alternately, you may wish to use the National Health and Medical Research Council guidelines “Values and Ethics – Guidelines for Ethical Conduct in Aboriginal and Torres Strait Islander Health Research” which can be found at:

www7.health.gov.au/nhmrc/publications/synopses/e52syn.htm. This document contains guidelines for ethical health research on Aboriginal and Torres Strait Islander peoples. In accordance with guidance from Aboriginal people it is written around a framework of Aboriginal and Torres Strait Islander values and principles.
Health Service policy
<<Insert name of Health Service here>>
<<Insert name of Health Service here>> recognises the role research can play in improving Aboriginal health and health service delivery. However, research should be conducted substantially for and by Aboriginal people rather than on Aboriginal people, and must reflect the interest and needs of the community. It is preferable that research develops from Aboriginal people’s perceived needs.

Research must be non-invasive and thereby conducted within culturally intelligible and acceptable frames of reference. It must not disrupt or upset the community and may not be conducted until it has approval from a formal Ethics Committee and the Board of Management.

Researchers must respect the parameters pertaining to Aboriginal knowledge and not publish material which violates Aboriginal Law, namely that which is regarded as sacred or exclusively women’s or men’s business. Issues of body parts and tissue are of particular sensitive nature to many Aboriginal people.

Any research conducted should properly cost and pay for any community resources used during the research.

Ethics Committee Clearance

Research involving <<insert name of Health Service here>> must have formal ethics committee clearance from a recognized institutional ethics committee such as an Area Health Service or University ethics committee

Board of Management Approval

The Board of Management makes the final decision about requests from individuals or institutions for permission to undertake health research. The Board will require evidence from a recognised Ethics Committee that the proposal is acceptable to them, before considering whether they will allow the research to proceed. Where appropriate, the Board of Management will seek advice from staff and outside experts as necessary.

Given that the Board of Management has many issues to consider and limited time, researchers would be well advised to allocate several months for this process.

Applications

Formal, written applications for health-related research projects involving local residents must be submitted to the Board of Management and will be assessed by relevant staff prior to research commencing.

The proposal should contain:

· an outline of the proposed project;

· the importance of the research question to the community;

· methods to be used in the research;

· how any proposed interventions would be different to and or better than those currently available;

· benefits the researcher believes the community/Health Service will gain from the research;

· length of time the research will take;

· what the community will be asked to contribute, for example, vehicle, accommodation;

· health services resources (such as office space) and community resources required and how this will be paid for;

· how the research results will be fed back to the Board of Management and the community;

· source of funding of the research;

· response of the relevant Ethics Committee.

Ethical Considerations

1. 
Will the results of the research secure immediate short term and/ or long term benefits for Aboriginal people and the health service?

2. 
Will local people be employed or receive training during the research, for example, as interpreters?

3. 
Does it involve the use of blood and tissue samples?

4. 
How does the research design address issues of both community and individual consent?

5. 
Does the research fit in with or support other projects within the service?

6. 
How will the health service be reimbursed for any expenses?

7. 
How will community members participating in the research, or acting as facilitators/ informants/ interpreters be reimbursed for their skills, time and expenses?

8. 
Will the research disrupt the workings of the health service?

Approved research

Before an approved research project commences, a contract will be drawn up between the Health Service and the researcher(s) stating the obligations of the Board of Management/community and the researcher. The contract will include principles of data ownership, intellectual property, art copyright, conference presentations, management and publication, and will take into account the views of the Ethics Committee. The Board of Management retains the right to request modifications to the proposal, request more detail, refuse the right of publication and/or request regular reports on work in progress.

In general, the Board of Management or a person nominated by them must review and approve any conference papers and material for publication before presentation, publication or submission of a thesis. Papers, reports, theses, etc. must appropriately acknowledge the health service in a manner acceptable to the Board of Management.

Intellectual property
Any intellectual property created by the <<insert name of Health Service here>> shall remain the property of the Health Service.

Copyright of Artwork

Copyright of Aboriginal artwork is a sensitive area. Whenever the <<insert name of Health Service here>> employees produce artwork for the use of the organisation, a negotiated written agreement needs to be completed between the worker and the Health Service.

While each case may need different rules, such an agreement could specify that:

· if <<insert name of Health Service here>> pays for the materials, and the artwork is produced by the worker as part of their job in work time, the Health Service owns the original artwork and its copyright;

· if <<insert name of Health Service here>> pays for the materials, but the artist produces the work outside paid hours, the artist should own the original artwork and its copyright.

· all use of artwork by the Health Service (eg in posters or reports) must include an acknowledgment of the artist;

· any use of art work outside the purpose for which it was originally created should be re-negotiated between <<insert name of Health Service here>>  and the artist.

8.3 Aboriginal Health Workers (AHW) 

Aboriginal Health Workers fulfil a special role in the Health Service, and this role needs to be clear to all staff, as well as community members.  The role of AHWs varies considerably between Health Services.

Health Service policy

<<Customise this section as appropriate>>
Aboriginal Health Worker Initial Client Assessment.

The policy of <<insert name of Health Service here>> is to promote an initial AHW assessment of all people presenting to the clinic. If the clinic is busy, or there is a shortage of AHWs, nurses/doctors may see clients without an initial AHW assessment.

AHWs are responsible for assessing the client and deciding whether the person needs to see a nurse/doctor. 

Nurses and doctors are responsible for responding promptly to an AHWs request for advice, or for assessment of a client. 
All clients have a right to see a doctor after initial assessment regardless of the opinion of AHWs or nurses.

When an AHW has consulted a nurse/doctor about a particular client, in most situations the AHW will remain in the consulting room, and should be actively involved in decisions about the management of the client. AHWs can often help nurses/doctors negotiate a management plan with an individual client.
Two-Way Learning

The Health Service encourages AHWs and nurses/doctors to engage in “two way learning” processes. AHWs will generally have a broader understanding than non-Aboriginal staff about the complexities of clients’ home and family situations, and about community and cultural issues, including Aboriginal understandings of illness, whereas nurses/doctors have more medical and clinical training than AHWs. Many client consultations will provide opportunities for practitioners to share their respective expertise and experience. It is in the interests of all practitioners, and their clients, that these opportunities be used as much as possible. It is particularly helpful if nurses/doctors can explain to AHWs the reasons for variations from Standard Treatment Protocols when these occur.
Cultural Roles

Non-Aboriginal staff working in the clinic can ask AHWs to act as cultural brokers or interpreters if they require assistance. In some cases it may be inappropriate for AHWs to see particular clients because of socio-cultural factors (for example, avoidance relationships), or to discuss particular issues (for example, sexual health issues with someone of the opposite gender) because of cultural factors.

Occasionally non-Aboriginal staff are faced with difficult clinical situations that cultural factors make even more complex. When staff are unsure of what to do because of cultural issues, they should always discuss the situation with a senior Aboriginal staff/Board of Management member or other community leaders.

Other staff, particularly those who have been long experience working in Aboriginal health, may have had similar experiences and can often provide helpful advice in these situations. Ethical and management dilemmas can frequently be resolved by working through the issues with the client, appropriate members of their family, and appropriate Aboriginal staff. In any discussions, clinical details about identified clients should only ever be discussed with other people with the client’s knowledge and consent.
Aboriginal Health Worker Training

Aboriginal Health Workers are recognised health professionals in NSW.

A career path has been accepted by all health service employers of AHWs. This career structure is based on defined competencies that are linked to pay levels.

The Health Service supports health workers to advance through this structure, and expects all staff to support AHWs in maintaining existing competencies and gaining new ones. Thus clinical staff should always include AHWs in discussions about clients, and offer to show AHWs particular clinical cases that present to the clinic. In other words, the clinic should be used as a class room for AHWs whenever possible.

Further the competencies also included administrative, cultural, community leadership, management, and educational strands and opportunities for AHWs to advance in these areas should be remembered.

Further the Health Service has a responsibility to support AHWs to attend regular external training sessions by releasing them from work as reasonably required.

New Aboriginal Health Workers

New AHWs should work with a senior AHW /nurse/doctor for the first few weeks as part of their orientation and to allow educative and supportive relationships to develop from the start.
8.4 Children at Risk and Mandatory Reporting 
Reporting children at risk is a legal requirement of any services dealing with children. Certain groups of people are required by law to report to the Department of Community Services (DoCS) if they suspect (using their professional judgment and training), on reasonable grounds, that a child or young person is at risk of harm.

Mandatory reporters, can call DoCS Helpline on 13 3627 (13 DOCS). Members of the general public should call 132 111.

Who are mandatory reporters?

A “mandatory reporter” is any person who delivers health care, welfare, education, children's services, residential services or law enforcement to children (aged under 16) as part of their paid work.

If a health service staff member is a mandatory reporter with current concerns that a child aged under 16 is at risk of harm, they are required to make a report to DoCS. This is a legal obligation, which carries a penalty if they fail to comply.

When must a report be made? 

Mandatory reporters must make a report to DoCS when they have current concerns about the safety, welfare and wellbeing of a child for any of the following reasons: 

· the basic physical or psychological needs of the child or young person are not being met (neglect)

· the parents or caregivers have not arranged necessary medical care (unwilling or unable to do so)

· risk of physical or sexual abuse or ill-treatment (physical or sexual abuse)

· parent or caregiver’s behaviour towards the child causes or risks psychological harm (emotional abuse)

· incidents of domestic violence and as a consequence a child is at risk of serious physical or psychological harm (domestic or family violence).

More information about signs of abuse are available on the website at  www.community.nsw.gov.au/html/child_protect/signs.htm
The mandatory reporting obligation does not arise in relation to young people aged 16 and 17. A report can still be made about a young person who the reporter believes is at risk of harm, however the young person should be involved in the decision to report, unless there are good reasons for excluding them. If a young person is against a report being made, the mandatory reporter can still make a report but must tell DoCS about the young person’s wishes. DoCS must consider these wishes when deciding how to respond to the report.

Reports to DoCS remain confidential. When DoCS receives a report, they are required by law to make an assessment and determination as to whether the child is actually at risk of harm and determine the most appropriate action to ensure the safety, welfare and wellbeing of the child.

Feedback on reports

In most cases, feedback is provided to reporters about actions taken as a consequence of their report. Mandatory reporters are also be advised in writing about this initial action plan, and if relevant, provided with details of the identified DoCS 


Health Service policy

<<Insert name of Health Service here>> adheres to mandatory reporting requirements under NSW legislation relating to child abuse. Health service staff are bound to report a situation where they believe child has been maltreated. This is as outlined in the Children and Young Person’s (Care and Protection) Act 1998.
NSW Children and Young Person’s (Care and Protection) Act

Protection and safety of children is paramount at all times. Child abuse can be physical, emotional, or sexual. Reports are made to NSW Department of Community Services or to the police preferably through the most senior staff.

Staff are to be familiar with the grounds of notification of abuse and know their legal and professional responsibilities. Suspecting that a child has been abused is not always easy or correct and especially inexperienced non-Aboriginal staff should raise issues they are concerned about with senior staff and particularly Aboriginal staff who can advise on how to proceed, and provide more information about the child’s situation. If after these consultations, the staff member believes that the child has been abused and is at risk, then they must notify DoCS. Notifying DoCS or the police under these circumstances does not breach professional ethics or confidentiality requirements.

Health Service procedure

Upon observing a physical injury or possible sign of abuse senior Aboriginal and other staff are consulted with the aim of clarifying the circumstances and understanding the living situation of the child and its carers.

If the staff member believes that abuse has occurred, or that the child is at serious risk, they should report the incident to DoCS or the police immediately.

Staff are encouraged to report observations of possible abuse or neglect to the most senior staff member, and involving senior Aboriginal staff.

In many situations children will be adversely affected by the economic and social circumstances of their family. In some communities there are programs operating which are aimed at providing support to such families, and health service staff should work with and refer these families to such programs. Staff working in these programs may be able to provide advice about difficult situations, and assist in the training of health service staff.

In all cases health service staff should follow up children suffering the adverse affects of poverty and poor living conditions, and assist in the prevention and resolution of crises in these families.


8.5 Elder Abuse and Mandatory Reporting 

There are no mandatory reporting laws for elder abuse anywhere in Australia. Rather, the law assumes adults can make their own decisions about whether or not to do anything about the abuse that they experience. 

The only time it would be appropriate to take action without the consent of the older person, is in circumstances where they are unable to make their own decisions as determined by a General Practitioner, Geriatrician or Psycho geriatrician.
8.6 Staff as Clients
Each Health Service needs a policy relating to treatment of service staff and their families.
Health Service policy

 <<Customise this section as appropriate>>
All Health Service staff and their families can access services at<<insert name of Health Service here>> if they choose to

All consultations, whether they are with a staff member, their family or anyone else, will be conducted in a clinic room, and all must be documented in the client’s file. “Corridor consultations” are not good health care for anyone, including staff. 

However, <<insert name of Health Service here>> does allow consultations with past or present staff on work related issues where Workers Compensation is or could become an issue. This is because it is a conflict of interest for the Health Service as an organisation. Health Service staff requiring ongoing care or services for Workers’ compensation matters will be referred to another service(s).

Medical Certificates for Health Service Staff

Staff may avail themselves of the doctors’ services for consultations and health care.  Workers compensation related consultations however, are to be managed by an independent medical practitioner not employed by the Health Service. The rationale for this is to negate any potential compromise of the professional working relationship between medical practitioners and staff.

8.7 Student/Trainee Placements

Health Service policy and procedure

<<Customise this section as appropriate>>
All students/trainees are required to sign a confidentiality agreement prior to commencement of placement. For adult students a current Working with Children check is to be provided by their organisation prior to the first day of placement. Staff are to be notified prior to the commencement of student placement of the names, dates and type of placement.

Students and trainees, or their institutions, seek placement at this service to gain experience in an Aboriginal Community Controlled Health Service setting. Examples include nursing, midwifery and medical students, as well as medical registrars.

8.7.1 Aboriginal Health Worker Students

This Health Service is used for Aboriginal health worker students to gain clinical skills and practical experience. Students will learn from observing clinic staff members in their day to day practice, and from performing tasks under supervision.

In general, AHW students will spend<<insert number of days here>> day(s) per week in the clinic for much of their training. At particular times, they may spend more days in the clinic. Times for students’ clinic placements will be negotiated between the Practice Manager/relevant clinical supervisor and the training body. Students should never be working in the clinic at times that have not been arranged by the training body.

AHW students will be allocated to work with a particular staff member who is either a doctor or Aboriginal Health Worker. All students attending the Health Service will have a written list of their current skills and competencies, given to them by the training body. A copy of this list will be also given to the Practice Manager/Clinical Supervisor and to the clinic staff member to which the student is assigned. Students should not perform or be asked to perform tasks which are not on this list.

During their time in the clinic, students will be supervised by a staff member from the training organisation and by the clinic staff member they are assigned to.

8.7.2 Other Health Studies Students

Students who are interested in a placement at the Service or ask service staff about this, must discuss the possibility with the Practice Manager. Decisions about whether and when to have students placed in the Service always need to involve the clinical managers, and Service doctors.

A student placed in <<insert name of Health Service here>> has the opportunity of learning by:

· observing Aboriginal Health Workers and doctors at work seeing clients;

· talking informally with clients;

· providing specific aspects of care under supervision;

· discussing observations and experiences with Service staff;

· obtaining feedback on their performance from Service staff.

While the Service sees providing students with placements as an important role, the first priority and commitment of Health Service staff is always to clients. In all situations involving students and clients it is essential that clients are:

· informed there is a student in the clinic;

· asked if they consent to a student sitting in on their consultation, or being involved in another specific way;

· not put under any pressure to have a student sit in or otherwise be involved in their consultation.

Students placed in the service must:

· have a nominated staff member who is responsible for them during their placement;

· Be oriented to the Health Service before commencement;

· have a program/training plan to follow to meet the objectives of their placements and will only be placed on this basis. A copy of this should be forwarded with the placement request;

· be aware of and follow all health service policies and procedures, including in particular confidentiality, occupational health and safety, and emergency procedures;

· sign a confidentiality statement;

· have their own professional indemnity insurance;

· have their own workers compensation cover.

External students and their supervisors must:
· abide by the rules and policies of the health service;

· sign a confidentiality statement;

· have their own professional indemnity insurance;

· have their own workers compensation insurance cover;

· gain written approval to visit their students in the workplace

· where appropriate, obtain a permit to enter Aboriginal land.

If students are experiencing difficulties with their program, or are unable to fulfil any of their program/training plan they should talk to a senior staff member as soon as possible.

The health service reserves the right terminate the placement at any time.

Guidelines on students’ contact with Health Service clients

* Note: All students will be given a copy of these guidelines before beginning their clinical placement.

All clients must be aware of a student’s involvement in their care, and freely give their consent for the student’s participation before it occurs. These guidelines aim to make sure this happens:

The student’s presence and possible role must be discussed before a consultation, and again before any particular procedures or discussions which may be sensitive or embarrassing. 

An Aboriginal Health Worker is often the most appropriate person to talk to the client about the student.

Conversations between clinic staff and clients about students should usually occur without the student present to avoid the client feeling under pressure to consent.

If a doctor is involved in the consultation, the Aboriginal Health Worker must inform the doctor that a student is present. Doctors also need to know what role the Aboriginal Health Worker, student and client have agreed the student may have. If the doctor is not happy with what has been agreed, the role of the student will need to be re-negotiated with all parties concerned.

Students should not provide care, including giving advice, except if this has already been discussed and agreed upon.

Medical Students

Medical Students are to provide a log sheet of their sessions with the doctors to the Clinic Team Leader or Finance to allow for confirmation of sessions for PIP.

All students/trainees are required to sign a confidentiality agreement prior to commencement of placement.  For adult students a current Working with Children check is to be provided by their organisation prior to the first day of placement.

Staff are to be notified prior to the commencement of student placement of the names, dates and type of placement.

Medical Registrars

Medical Registrars are to be supervised by accredited Fellows of either the Royal Australian College of General Practice (RACGP) or the Australian College of Rural and Remote Medicine (ACRRM). Applications for credentialing as a training post for Medical Registrars can be obtained from ACRRM (www.acrrm.org.au) or RACGP. Divisions of General Practice can also facilitate this as can GPET (www.gpet.com.au).
Continuous Quality Improvement

8.8 Accreditation and continuous improvement (Criterion 3.1.1)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service is committed to attaining and exceeding the 3rd Edition of the RACGP Standards for General Practice, as well as committed to quality improvement activities. To develop, maintain and enhance the business and clinical management aspects of our Health Service, quality review activities should be used to monitor progress. These activities may include audits, routine data checks, account reviews and health record reviews. 

Our Health Service aims to continually improve processes that will result in the following outcomes:

· improved and increased documentation of routine monitoring and specific improvements in health care

· increased participation in continuing education for effective and personal work output

· identification and resolution of actual and potential deficiencies and risks in administration, and in the care and management of clients

· improved staff communication

· increased staff awareness, participation and management of client care, occupational health and safety, infection control and medico-legal standards

· increased safety for staff and clients of our Health Service
· improved quality of care for clients.

Our Health Service is able to demonstrate an aspect of activities that has been identified for improvement, and should have a planned approach for improvements. Our Health Service should utilise the information resulting from the quality improvement outcomes and use them as part of risk assessment and management program activities. They should also be documented and reviewed according to the PDSA cycle of quality as defined below.

Data about our Health Service population is collected and used by our Health Service for quality improvement. Although it is preferable to investigate our own data, where it is not easily accessible our Health Service utilises national registers, eg Australian Childhood Immunisation Register. (Criterion 3.1.1)

Helpful Resources: QbAY >> Practice Management
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, we identify and action areas for quality improvement by <<insert here how your Health Service identifies and actions areas for quality improvement>>.

In our Health Service, we access data about our Health Service population by <<insert here how your Health Service accesses data about the Health Service population, eg in-house data or national registers>>. We use this data to improve our Health Service population by <<insert here how your Health Service uses data to improve Health Service population>>.

8.8.1 Plan Do Study Act (PDSA) cycle of quality (Criterion 3.1.1)
<<Customise this section as appropriate>>
A reliable methodology is needed to ensure that any quality improvement activities undertaken by our Health Service are successful. One such methodology is the Plan Do Study Act (PDSA) cycle.

The four steps involved in the PDSA cycle are as follows:

1. plan the improvement

2. do the improvement

3. study the improvement

4. act on any changes from the study.

Step 1 – Plan

When planning the improvement activity, the following should be identified:

· what the improvement is, who it will impact, what the outcome should be

· who needs to be involved, who needs to be made aware, where it should be documented

· how this information will be made available to staff, how often progress will be reviewed

· how feedback will be gathered.

Step 2 – Do

When doing the improvement activity, the following should be completed:

· the appropriate staff involved

· steps taken documented

· feedback sought from all involved.

Step 3 – Study

When studying the improvement activity, the following is reviewed:

· whether the improvement was successful

· if the results met expectations

· whether the changes were incorporated into the way staff work

· whether further improvements need to be implemented.

Step 4 – Act

Any improvements are acted upon and reviewed as per Steps 2 and 3.

If the CQI activity has been successful, our Health Service considers the following:

· how the new policy and procedure will be incorporated into the way staff work

· how staff will be made aware of the change

· where the new activity will be documented

· how the new activity will be monitored to ensure all staff are participating.

If the CQI activity has been unsuccessful, our Health Service considers the following:

· what the activity has shown 

· what different improvements might be able to be made.

Helpful Resources: QbAY >> Practice Management
8.9 Risk assessment and management (Criterion 3.1.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has a system of risk assessment and management that ensures proper systems and procedures are in place within our Health Service. These systems and procedures are documented and regularly reviewed.

The aim of these systems and procedures are to:

· identify all strategic risks using a risk management process

· ensure risk management becomes part of day to day management

· provide staff with policies and procedures necessary to manage risk

· ensure employees are aware of risks and how to manage them

· assign accountability for risk

· monitor risk profile and implement continuous improvement approach to risk management.

· Examples of these systems include:

· achievement of the RACGP standards via the accreditation process

· records of staff qualifications and training

· client feedback obtained via surveys/suggestion box/logbook of complaints/comments

· documentation of sterilisation procedures including servicing, validation, details of individual loads/cycles and staff training

· client health records

· documentation/tracking of abnormal results

· regular reviews of systems and procedures

· policy on telephone exchanges with clients.

Our Health Service undertakes a regular formal risk assessment and management in the areas of financial services, human resources, facilities (computers, telephones, storage, infection control), clinical services and client services.

The annual risk assessment review can be conducted by completing the Practice Risk Self-Assessment (QbAY >> Risk Management).

Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, it is the responsibility of <<insert staff member responsible here>> to undertake a regular formal risk assessment and management in the areas of financial services, human resources, facilities, clinical services and client services.

The annual risk assessment review can be conducted by completing theQbAY Practice Risk Self-Assessment ( >> Risk Management) 
on a <<insert the frequency with which risk assessment reviews are conducted>> basis.

8.10 Action following a significant event (Criterion 3.1.1 and 3.1.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service implements and maintains a safety management system to promote safety and high quality in client care. Slips, lapses and mistakes, which are not appropriately dealt with, may expose clients to an increased risk of adverse outcomes, and practitioners to an increased risk of medico-legal action.

Discussing errors openly with colleagues is not a comfortable experience, nor is accepting advice on fixing the problem and how to prevent it from happening in the future. Therefore a safe, no-blame culture is essential if our Health Service team is to promote safe client care and quality improvement.

One of the best ways to instil this culture and achieve the desired objectives of safe and quality client care is to implement a significant events register with every slip, lapse or mistake in clinical care or Health Service procedures recorded. If a large extraordinary event occurs, a meeting should be scheduled immediately, however if a smaller event or risk is identified, items should be discussed at the next scheduled staff meeting.

Helpful Resources: QbAY >> Risk Management
Health Service procedure

<<Customise this section as appropriate>>
Following an emergency or exceptional situation, in our Health Service we:

· detail comprehensive notes in the client’s record, even if the client has not presented to our Health Service before

· contact the medical defence organisation to make sure that the emergency has been handled correctly

· organise a formal debrief with all staff to discuss how the situation was handled and whether or not it could have been better handled and whether the current policies and procedures are adequate and if they require alteration.

· The last step in this process is to record everything that has happened in the significant events register including:

· what happened

· why it happened

· how it was handled

· if it could have been handled better

· how it could be prevented

· actions to take to prevent recurrence, when they should be completed and by whom.

Helpful Resources: QbAY >> Risk Management
8.11 Client feedback (Criterion 1.2.2, 1.3.1 and 2.1.2)
Health Service policy

<<Customise this section as appropriate>>
Our Health Service has a process in place to collect feedback from clients whether this is through a client survey and/or a focus group discussion and/or another method considered suitable for the client demographic, eg in an Aboriginal community, talking with the Elders.

Client feedback is critically important for identifying opportunities for improvement, and our Health Service should therefore be able to demonstrate that client feedback has been used as the basis for implementing improvements.

Our Health Service collects the following essential client feedback to verify that:

· clients are aware of the availability of longer consultations (Criterion 1.1.1)
· clients telephoning our Clinic have the urgency of their needs determined promptly (Criterion 1.1.1)
· clients are able to obtain advice or information related to their clinical care by telephone or if it is used – electronic means (Criterion 1.1.2)
· clients are aware of the arrangements for home and other visits both within and outside normal opening hours (Criterion 1.1.3)
· clients are aware of the arrangements for medical care outside normal opening hours (Criterion 1.1.4)
· clients receive sufficient information about the purpose, importance, benefits and risks of proposed investigations, referrals or treatments proposed by their GP to enable them to make informed decisions about their health (Criterion 1.2.2)
· clients are informed of any costs before treatments, investigations, or procedures are performed by our Clinic in addition to the consultation (Criterion 1.2.4)
· clients are advised of the potential for costs when they are referred for investigation or for initial consultation with a medical specialist or allied health professional (Criterion 1.2.5)
· GPs discuss health promotion and illness prevention with clients (Criterion 1.3.1)
· clients are able to see the GP of their choice, if available (Criterion 1.5.2)
· clients are treated respectfully by GPs and staff (Criterion 2.1.1)
· clients are confident that any feedback and complaints they make would be handled appropriately (Criterion 2.1.2)
· clients who have a third person present at a consultation were asked prior to the consultation (Criterion 2.1.3)
· clients find it is easy to contact our Clinic by telephone (Criterion 5.1.1)
· clients are satisfied with facilities in the consultation areas (Criterion 5.1.1)
· clients think our Health Service makes adequate provisions for their privacy. (Criterion 5.1.2)
· Helpful Resources: QbAY >> Reception Area
8.12 Complaints (Criterion 2.1.2 and 4.1.1)
Health Service policy

<<Customise this section as appropriate>>
Despite the best intentions complaints may arise. Our Health Service deals with complaints in a courteous and understanding manner. Perceptions of what is reasonable and fair can change when clients are unwell or anxious.

Client satisfaction affects health outcomes and our Health Service acknowledges that client complaints are an important source of customer feedback. Our Health Service provides clients with the opportunity to provide compliments, complaints or suggestions.

This may be through the provision of information in the Clinic information sheet or brochures/posters about the following:

· Health Service commitment to quality of care through responding to client feedback

· Health Service process for receiving and responding to client complaints

· State health care complaint bodies (list available on Safety and Quality Council web site)

· Office of the Federal Privacy Commissioner
Our Health Service also has a suggestion box in the waiting area, conduct client feedback surveys routinely or conduct client feedback focus groups.

Helpful Resources: QbAY >> Reception Area and Safety and Quality Council ‘Better Medical Service Guidelines on Complaints Management for Health Care Services’.

8.12.1 Handling complaints (Criterion 2.1.2)

Health Service procedure

<<Customise this section as appropriate>>
When receiving complaints, staff should follow this process in order to minimise further client anxiety and hostility, potentially leading to litigation:

· notify the staff member responsible for complaints

· take the client to a private area of our Health Service (if the complaint is provided verbally)

· listen carefully to the client, take notes and repeat the key messages to ensure that the complaint is understood

· assure the client that the complaint will be taken seriously and thoroughly investigated

· document the complaint in a memorandum or file note format and place a copy in the client’s health record

· record in the complaints register

· alert the treating GP

· acknowledge the complaint in writing within 2 working days and place a copy in the client’s health record

· provide the client with updates during the investigation to assure them the matter has not been overlooked

· if a clinically-based complaint, alert the treating GP’s medical defence organisation for appropriate action

· decide and action appropriate remedy, and notify the client verbally and in writing

· record all contact with the client including written responses in their health record

· hold a Health Service meeting to review the case and to see if it could have been prevented.

Helpful Resources: QbAY >> Reception Area
Health Service procedure

<<Customise this section as appropriate>>
In our Health Service, we provide clients with the opportunity to give compliments, complaints and suggestions by <<insert your Health Service procedure here>>.

In our Health Service, the staff member responsible for investigation and resolution of complaints is <<insert staff member responsible here>>.

In our Health Service, the process for receiving and responding to feedback and complaints from clients and other people is <<insert your Health Service procedure here>>.

8.13 Management of potential medical defence

Health Service policy

<<Customise this section as appropriate>>
GPs in our Health Service notify their defence organisation (MDO) immediately if there is suspicion that a claim will be initiated against the practitioner or Health Service. The GP is also contact with their MDO on the receipt of an impairment certificate served upon our Health Service or practitioner by a party making a claim.

Helpful Resources: QbAY >> Risk Management
A final word

Congratulations! You have arrived at the end of the Aboriginal Community Controlled Health Service Policy and Procedure Manual.  We hope you found the manual and customisation process a simple but useful tool in getting your Health Service up-to-speed with the RACGP 3rd Edition Standards for General Practices as well as other policy and procedure areas relevant to ACCHSs.

We recommend that you use this Manual as a living document that is frequently used and updated based on the needs of your Health Service. As seen through the Manual, for accreditation items we also recommend that you visit QbAY for helpful resources, tools and templates, as well as a means of accessing the most current information available. We also recommend that you visit QexCHANGE question and answer forum to ask us questions, share ideas with your peers and generally see what other Health Services are experiencing in the world of accreditation.

Administrative Tips:


1. Ensure all clinical staff have current registration with the relevant professional board, and review this registration annually.


2. Ensure all staff that drive health service vehicles have a current drivers licence and review this annually.


3. Ensure that the hiring and firing of staff is in accord with the Workplace Relations Act.


4. Ensure there is a satisfactory procedure for the storage, dispensing and checking of dangerous drugs.


5. Ensure there is a satisfactory procedure for dealing with deaths.


6. Ensure that there is a procedure in place for the notification of scheduled diseases.








More information about the AH&MRC is available from:


� HYPERLINK "http://www.ahmrc.org.au" ��www.ahmrc.org.au�








More information about NACCHO history and activities is available from:


� HYPERLINK "http://www.naccho.org.au" ��www.naccho.org.au�








Explanation:


Each incorporated organisation has a Constitution or Rules that is a legal document determining how the organisation will operate. The Act under which the organisation is incorporated determines what must be in the Constitution. However, other things may also be included provided it does not contradict what is in the Act.


The Constitution is a most important document for the Health Service. Funding bodies generally insist that funded organisation comply with their Constitution.








Administrative Tip


Keep the constitution in a safe place, and make sure board members and staff understand what is in it.


Include a copy of the constitution in the Health Service manual.


Use it during orientation for new staff members.


Following the constitution will prevent unnecessary complications.





More information is available by contacting:


Medicare Australia – Telephone 132 011 (local call rate), or visit


 � HYPERLINK "http://www.medicareaustralia.gov.au" �www.medicareaustralia.gov.au�


Your local Medicare Office


� HYPERLINK "www.medicareaustralia.gov.au/yourhealth/where_to_find_us/mcl/nsw.htm" �� www.medicareaustralia.gov.au/yourhealth/where_to_find_us/mcl/nsw.htm�


Medicare Australia Aboriginal Liaison Officer


1800 556955


 


For a copy of the act, visit


www.comlaw.gov.au/ComLaw/Legislation/ActCompilation1.nsf/0/8D3D366FD2ABB1B2CA256F90000D39F5?OpenDocument





More information is available by contacting:


Equal Opportunity for Women in the Workplace Agency


PO Box 712, North Sydney NSW 2059


Telephone: (02) 9448 8500


� HYPERLINK "http://www.eowa.gov.au/About_EOWA/Overview_of_the_Act/The_Act.asp" ��www.eowa.gov.au�


For a copy of the act visit:


� HYPERLINK "http://www.eowa.gov.au/About_EOWA/Overview_of_the_Act/The_Act.asp" ��www.eowa.gov.au/About_EOWA/Overview_of_the_Act/The_Act.asp�





More information is available by contacting:


1) The Relevant Trade Union


2)  Australian Industrial Relations Commission (through Australian Industrial Registry)


Level 8, Terrace Towers, 80 William Street, East Sydney, NSW 2011


Telephone (02) 83746666


Website: � HYPERLINK "http://www.airc.gov.au" ��www.airc.gov.au�


3) Australian Council of Trade Unions


Level 2, 393 Swanston Street, Melbourne Vic 3000


Telephone: 1300 362 223 (local call cost only)


Website: � HYPERLINK "http://www.actu.asn.au" ��www.actu.asn.au�


For a list of contacts visit: � HYPERLINK "http://www.actu.asn.au/public/site/contacts.html" ��www.actu.asn.au/public/site/contacts.html�








More information about the Superannuation Act is available at:


1) Australian Government Department of Finance and Administration


� HYPERLINK "http://www.pss.gov.au/pss/rules/pssact.pdf" ��www.pss.gov.au/pss/rules/pssact.pdf�


2) Australian Taxation Office


Toll Free 131030 – This centre specialises in helping Indigenous clients and can assist with a wide range of tax matters.


� HYPERLINK "http://www.ato.gov.au/super" ��www.ato.gov.au/super�


Business tax enquiries – 13 28 66 (toll free) - business income tax, fringe benefits tax (FBT), goods and services tax (GST), pay as you go (PAYG) and activity statements including lodgement and payment, accounts and business registration (including Australian business number and tax file number), dividend and royalty withholding tax.


Personal tax enquiries – 13 28 61 - retirement, family tax benefit, baby bonus, tax file number, pay as you go (PAYG) including activity statements, higher education contribution scheme (HECS), student financial supplement scheme and post-graduate education loan scheme, account balance or replacement cheque, preparation of an online tax return, general income tax, lodgement and notices of assessment.


There are offices in Albury-Wodonga, Chatswood, Hurstville, Newcastle, Parramatta, Sydney CBD, and Wollongong.





More information is available by contacting:


Australian Taxation Office


Business tax enquiries – 13 28 66 -Information about business income tax, fringe benefits tax (FBT), goods and services tax (GST), pay as you go (PAYG) and activity statements including lodgement and payment, accounts and business registration (including Australian business number and tax file number), dividend and royalty withholding tax.


Personal tax enquiries – 13 28 61 -Enquiries about retirement, family tax benefit, baby bonus, tax file number, pay as you go (PAYG) including activity statements, higher education contribution scheme (HECS), student financial supplement scheme and post-graduate education loan scheme, account balance or replacement cheque, preparation of an online tax return, general income tax, lodgement and notices of assessment. 


� HYPERLINK "http://www.ato.gov.au/nonprofit" ��www.ato.gov.au�


There are offices in Albury-Wodonga, Chatswood, Hurstville, Newcastle, Parramatta, Sydney CBD, Wollongong, 


For access to the wide range of taxation legislation visit;


� HYPERLINK "http://law.ato.gov.au/atolaw/Browse.htm?ImA=folder&Node=0&DBTOC=02%3APLR" \l "0" ��law.ato.gov.au/atolaw/Browse.htm?ImA=folder&Node=0&DBTOC=02%3APLR#0�





For more information contact:


Office of the Privacy Commissioner


GPO Box 5218, Sydney NSW 2001


Telephone: 1300 363 992 (local call cost)


For a copy of the Privacy Act, visit


 � HYPERLINK "http://www.privacy.gov.au/act/privacyact/index.htm" ��www.privacy.gov.au/act/privacyact/index.htm�





For more information contact:


1)  Human Rights and Equal Opportunity Commission


GPO Box 5218, SYDNEY NSW 2001 


Telephone: (02) 9284 9600 or 1800 620 241


Complaints Infoline: 1300 656 419


Privacy Hotline: 1300 363 992


� HYPERLINK "http://www.humanrights.gov.au" ��www.humanrights.gov.au�


2) Aboriginal and Torres Strait Islander Social Justice Commissioner


Contacts as above and visit 


� HYPERLINK "http://www.humanrights.gov.au/social_justice" ��www.humanrights.gov.au/social_justice� 





More information is available from:


Human Rights and Equal Opportunity Commission as in box above


� HYPERLINK "http://www.hreoc.gov.au/racial_discrimination" ��www.hreoc.gov.au/racial_discrimination�


Information on the Racial Discrimination Act is at:


� HYPERLINK "http://www.hreoc.gov.au/racial%5Fdiscrimination/guide_to_rda/index.html" ��www.hreoc.gov.au/racial%5Fdiscrimination/guide_to_rda/index.html�


Information on special measures is at:


 � HYPERLINK "http://www.hreoc.gov.au/racial%5Fdiscrimination/guide_law/special_measures.htm" ��www.hreoc.gov.au/racial%5Fdiscrimination/guide_law/special_measures.htm�





More information is available from:


Human Rights and Equal Opportunity Commission as in box above


� HYPERLINK "http://www.hreoc.gov.au/disability_rights" ��www.hreoc.gov.au/disability_rights�


Information on the Disability Discrimination Act is at:


� HYPERLINK "http://www.comlaw.gov.au/ComLaw/Legislation/ActCompilation1.nsf/0/FA7B7B21EDC9BD68CA256FC0001C97D8?OpenDocument" ��www.comlaw.gov.au/ComLaw/Legislation/ActCompilation1.nsf/0/FA7B7B21EDC9BD68CA256FC0001C97D8?OpenDocument�





More information is available from:


Human Rights and Equal Opportunity Commission as in box above:


� HYPERLINK "http://www.hreoc.gov.au/sex_discrimination/index.html" ��www.hreoc.gov.au/sex_discrimination/index.html�


For information on the Sex Discrimination Act visit:


� HYPERLINK "http://www.hreoc.gov.au/about_the_commission/legislation/index.html" \l "sda" ��www.hreoc.gov.au/about_the_commission/legislation/index.html#sda�





More information is available from:


Human Rights and Equal Opportunity Commission as in box above


� HYPERLINK "http://www.hreoc.gov.au/sex_discrimination/index.html" ��http://www.hreoc.gov.au/sex_discrimination/index.html�


For information on the Age Discrimination Act visit:


� HYPERLINK "http://scaleplus.law.gov.au/html/comact/11/6823/top.htm" ��http://scaleplus.law.gov.au/html/comact/11/6823/top.htm�





More information is available from:


Department of Finance and Administration


John Gorton Building, King Edward Terrace, PARKES ACT 2600


Telephone 02 6215 2222


� HYPERLINK "http://www.finance.gov.au/finframework/fma_legislation.html" ��www.finance.gov.au/finframework/fma_legislation.html�


For information on the Financial Management and Accountability Act, visit:


� HYPERLINK "http://www.comlaw.gov.au/ComLaw/Legislation/ActCompilation1.nsf/current/bytitle/E4DE79776487F928CA256FB800777CE9?OpenDocument&mostrecent=1" ��www.comlaw.gov.au/ComLaw/Legislation/ActCompilation1.nsf/current/bytitle/E4DE79776487F928CA256FB800777CE9?OpenDocument&mostrecent=1�





More information is available by contacting:


Health Care Complaints Commission


 Locked Mail Bag 18, STRAWBERRY HILLS NSW 2012


Telephone: (02) 9219 7444, Toll free number in NSW is 1800 043 159� HYPERLINK "http://www.hccc.nsw.gov.au" �� www.hccc.nsw.gov.au�





More information is available by contacting:


Privacy NSW


GPO Box 6, Sydney NSW 2001


Telephone (02) 9228 8585


For Privacy NSW information on the Health Records Act, visit


� HYPERLINK "http://www.lawlink.nsw.gov.au/lawlink/privacynsw/ll_pnsw.nsf/pages/PNSW_03_hripact" ��www.lawlink.nsw.gov.au/lawlink/privacynsw/ll_pnsw.nsf/pages/PNSW_03_hripact�


For a handbook on health service responsibilities, visit:


� HYPERLINK "http://www.lawlink.nsw.gov.au/lawlink/privacynsw/ll_pnsw.nsf/pages/PNSW_03_hriphdbkindex" ��www/lawlink.nsw.gov.au/lawlink/privacynsw/ll_pnsw.nsf/pages/PNSW_03_hriphdbkindex�


To read the act, visit:


 www.austlii.edu.au/au/legis/cth/consol_act/pa1988108/








For a copy of the Mental Health Act, visit:


� HYPERLINK "http://www.austlii.edu.au/au/legis/nsw/consol_act/mha1990128" ��www.austlii.edu.au/au/legis/nsw/consol_act/mha1990128�


For a copy of the associated regulations, visit:


� HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" ��www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0�


For a copy of the 1997 NSW Aboriginal Mental Health Policy, visit:


� HYPERLINK "http://www.health.nsw.gov.au/policy/cmh/publications/Aboriginal%20Mental%20Health%20Policy.pdf" ��http://www.health.nsw.gov.au/policy/cmh/publications/Aboriginal%20Mental%20Health%20Policy.pdf�





An alphabetical list of scheduled items is at:


� HYPERLINK "http://www.health.nsw.gov.au/public-health/psb/publications/pdf/poisons_list_alpha.pdf" ��www.health.nsw.gov.au/public-health/psb/publications/pdf/poisons_list_alpha.pdf�


For a copy of the Poisons and Therapeutic Goods Act, visit:


� HYPERLINK "http://www.austlii.edu.au/au/legis/nsw/consol_act/patga1966307/" ��www.austlii.edu.au/au/legis/nsw/consol_act/patga1966307/�








The contact for your local Public Health Unit is at:


� HYPERLINK "http://www.health.nsw.gov.au/public-health/phus/phus.html" ��www.health.nsw.gov.au/public-health/phus/phus.html�


A copy of the Public Health Act is at:


� HYPERLINK "http://www.austlii.edu.au/au/legis/nsw/consol_act/pha1991126." ��www.austlii.edu.au/au/legis/nsw/consol_act/pha1991126.�





More information is available by contacting:


NSW Health Tobacco and Health Unit


73 Miller Street, North Sydney 2060


Telephone (02) 9391 9111


� HYPERLINK "http://www.health.nsw.gov.au/health-public-affairs/smokefree/index2001.html" ��www.health.nsw.gov.au/health-public-affairs/smokefree/index2001.html�





An explanation of The Coroner’s Act is at:


� HYPERLINK "http://www.lawlink.nsw.gov.au/lc.nsf/pages/coroners3" ��www.lawlink.nsw.gov.au/lc.nsf/pages/coroners3�


� HYPERLINK "http://www.lawlink.nsw.gov.au/lc.nsf/pages/coroners1" ��www.lawlink.nsw.gov.au/lc.nsf/pages/coroners1�


For a copy of The Act, visit


www.austlii.edu.au/au/legis/nsw/consol_act/ca1980120





More information is available by contacting:


The nearest Registry Office


� HYPERLINK "http://www.bdm.nsw.gov.au/contactUs.htm" ��www.bdm.nsw.gov.au/contactUs.htm�


A copy of the Births, Deaths and Marriages Registration Act is available from:


� HYPERLINK "http://www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0" ��www.legislation.nsw.gov.au/maintop/scanact/inforce/NONE/0�








More information is available by contacting a DoCS office:


� HYPERLINK "http://www.community.nsw.gov.au/html/contact/contact.htm" ��www.community.nsw.gov.au/html/contact/contact.htm�


A copy of the Community Welfare Act is available at:


� HYPERLINK "http://www.community.nsw.gov.au/documents/commwelfare_act1987.pdf" ��www.community.nsw.gov.au/documents/commwelfare_act1987.pdf�


A copy of the Children and Young Persons Act is available from:


� HYPERLINK "http://www.community.nsw.gov.au/documents/caypapa_bm1998.pdf" ��www.community.nsw.gov.au/documents/caypapa_bm1998.pdf�


Information on mandatory reporting is available from: 


� HYPERLINK "http://www.community.nsw.gov.au/html/child_protect/mandatory_reportersinfo.htm" ��www.community.nsw.gov.au/html/child_protect/mandatory_reportersinfo.htm�





More information is available by contacting:


Antidiscrimination Board (Sydney, Newcastle, Wollongong):


� HYPERLINK "http://www.lawlink.nsw.gov.au/lawlink/adb/ll_adb.nsf/pages/adb_contactus" ��www.lawlink.nsw.gov.au/lawlink/adb/ll_adb.nsf/pages/adb_contactus�


� HYPERLINK "http://www.lawlink.nsw.gov.au/adb" ��www.lawlink.nsw.gov.au/adb�


A copy of the Anti-Discrimination Act is available at:


� HYPERLINK "http://www.austlii.edu.au/au/legis/nsw/consol_act/aa1977204" ��www.austlii.edu.au/au/legis/nsw/consol_act/aa1977204�





For more information contact:


1) NSW Office of Industrial Relations


McKell Building, 2-24 Rawson Place, Sydney NSW 2000


Telephone: 131 628 (anywhere within NSW)


2)  Aboriginal and Torres Strait Islander Unit, 


Telephone: 1300 361 968 (local call cost) 


More information about leave entitlements is available at:


� HYPERLINK "http://www.industrialrelations.nsw.gov.au/rights/entitlements/annual.html" ��www.industrialrelations.nsw.gov.au/rights/entitlements/annual.html�





A four-page summary of the legislation is available at:


� HYPERLINK "http://www.workcover.nsw.gov.au/NR/rdonlyres/9C6778F2-852E-4C66-BCAF-67BBB962AE01/0/act_summary_ohs_200_1001.pdf" ��www.workcover.nsw.gov.au/NR/rdonlyres/9C6778F2-852E-4C66-BCAF-67BBB962AE01/0/act_summary_ohs_200_1001.pdf�


A copy of the Occupational Health and Safety Act is available at:


� HYPERLINK "http://www.workcover.nsw.gov.au/LawAndPolicy/Acts/ohsact.htm" ��www.workcover.nsw.gov.au/LawAndPolicy/Acts/ohsact.htm�


To contact your local office,


Telephone WorkCover Assistance Service on 13 10 50.


To contact Head Office:


92-100 Donnison Street, GOSFORD NSW 2250


Telephone: 02 4321 5000








Administrative Tip:


Medicare Australia (formerly Health Insurance Commission or HIC) has developed Mediguide: A Guide for Practitioners and Medical Service Staff. This is a guide to the range of services Medicare Australia delivers, and it is designed to be used in conjunction with the Medicare Benefits Schedule.











Further information about Medicare Australia, contact:


Aboriginal and Torres Strait Islander Access Line


1800 556 955


For more general Information about Medicare, visit:


� HYPERLINK "http://www.medicareaustralia.gov.au/resources/medicare/hic_mediguide_0206.pdf" ��www.medicareaustralia.gov.au/resources/medicare/hic_mediguide_0206.pdf� To access a copy of the Medicare Benefits Schedule, visit:


� HYPERLINK "http://www.health.gov.au/mbs/" ��www.health.gov.au/mbs/�


� HYPERLINK "http://www.health.gov.au/internet/wcms/publishing.nsf/Content/mbsonline-downloads" ��www.health.gov.au/internet/wcms/publishing.nsf/Content/mbsonline-downloads�


To access a copy of Mediguide, visit:


� HYPERLINK "http://www.medicareaustralia.gov.au/resources/medicare/hic_mediguide_edition10.pdf" ��www.medicareaustralia.gov.au/resources/medicare/hic_mediguide_edition10.pdf�





Further information about the PIP is available by contacting:


Aboriginal and Torres Strait Islander access line


Telephone: 1800 556 955.


Further information about diabetes, asthma, cervical screening and mental health PIP incentives is available by visiting:


� HYPERLINK "http://www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives.htm" ��www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives.htm�


Further information about asthma PIP incentives is available by visiting:


� HYPERLINK "http://www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/asthma_incentive.htm" ��www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/asthma_incentive.htm�


Further information about practice nurse, Aboriginal Health Worker and allied health PIP incentives is available by visiting:


� HYPERLINK "http://www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/nurse_incentive.htm" ��www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/nurse_incentive.htm�


Further information about procedural GP PIP incentives is available by visiting:


� HYPERLINK "http://www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/rural_remote_proc_gp.htm" ��www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/rural_remote_proc_gp.htm�


Further information about procedural GP training PIP incentives is available by visiting:


� HYPERLINK "http://www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/training_rural_remote_procedural_gp.htm" ��www.medicareaustralia.gov.au/providers/incentives_allowances/pip/new_incentives/training_rural_remote_procedural_gp.htm�





Further information about the PBS is available by visiting:


� HYPERLINK "http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/Pharmaceutical+Benefits+Scheme+(PBS)-1" ��www.health.gov.au/internet/wcms/Publishing.nsf/Content/Pharmaceutical+Benefits+Scheme+(PBS)-1�





For more information contact:


Liaison Officer – Indigenous Access


Telephone: 1800 556 955 (toll free)





For other contact details, visit:


www.medicareaustralia.gov.au/providers/generic/contact_us.htm








More information about OATSIH funding is available by contacting:


OATSIH NSW


GPO Box 9848 SYDNEY NSW 2001


Switchboard: 02 9263 3555


Freecall: 1800 048 998





www.health.gov.au/oatsih





For a copy of a standard funding agreement, visit


www.health.gov.au/internet/wcms/publishing.nsf/Content/health-oatsih-pubs-infohs.htm/$FILE/sfa2005_06.pdf











More information about OIPC services and funding is available by contacting:


Office of Indigenous Policy Coordination


PO Box 17, Woden. ACT. 2606


Telephone: 02 6121 4000


� HYPERLINK "http://www.oipc.gov.au" ��www.oipc.gov.au�


For further information about the new arrangements, go to


 www.oipc.gov.au/About_OIPC/new_arrangements/New_arrangements.doc





More information about RDN funding is available by contacting:


NSW Rural Doctors Network


Telephone 02 49248000


� HYPERLINK "http://www.nswrdn.com.au" ��www.nswrdn.com.au�





More information about Rural Retention Payments is available by visiting:


�HYPERLINK "http://www.health.gov.au/internet/wcms/publishing.nsf/Content/Rural+Retention+Program-1"��www.health.gov.au/internet/wcms/publishing.nsf/Content/Rural+Retention+Program-1�





More information about DoHA is available by contacting:


DoHA New South Wales State Office


GPO Box 9848 SYDNEY NSW 2001


Switchboard: 02 9263 3555


Freecall: 1800 048 998





www.health.gov.au/internet/wcms/publishing.nsf/Content/ageing-commcare-cacpguide2.htm





More information about RHSET is available by contacting:


RHSET Secretariat


Health Workforce Branch, MDP 50


GPO Box 9848, Canberra ACT 2601


National freecall number: 1800 020 787





www.health.gov.au/internet/wcms/publishing.nsf/Content/ruralhelath-workers-rhset.htm














More information about NHMRC is available by contacting: Office of NHMRC


MDP 100, GPO Box 9848, Canberra ACT 2601


Telephone 02-62891 555 or Toll Free 1800 020 103


� HYPERLINK "http://www.health.gov.au/nhmrc" ��www.health.gov.au/nhmrc�





Admin Tip … Aboriginal Applicants & Affirmative Action


In line with the affirmative action policy, Aboriginal applicants who have most of the essential skills and experience may be short listed if the selection panel considers that the other skills/experiences can be developed through training and on-the-job support.





Admin Tip … Employment Agreements


Before an agreement of employment or contract is signed by an employee, the Practice Manager should check it against the relevant award and seek advice from relevant Union or other agency to ensure that it complies with that award or other relevant legislation.








Admin Tip … Doctor’s Employment Contract


Include in the contract or conditions of employment a clause that the doctor shall maintain adequate professional indemnity insurance, and provide documentary evidence of each renewal.





More information about immigration and visa classes is available from:


 Department of Immigration and Multicultural Affairs


Telephone: 13 1881


 � HYPERLINK "http://www.immi.gov.au" ��www.immi.gov.au�.








Admin Tip . . . . Exemptions


Before commencing the recruitment process, verify any restrictions that will apply to a prospective doctor, and determine whether the necessary exemptions will be able to be obtained.








For more information about the regulations governing rural medical practice, contact


NSW Rural Doctors Network


Telephone: 49248000


� HYPERLINK "http://www.nswrdn.com.au" ��www.nswrdn.com.au�





Admin tip . . . . Advice


The NSW Rural Doctors Network recommends that all Health Services obtain independent legal and insurance advice before proceeding with the appointment of a doctor.








For more information about doctor contracts, and to access draft contracts, contact


Recruitment Team, NSW Rural Doctors Network


Telephone: 49248000














Admin tip . . . . Time Frames


Recruiting a GP is likely to take longer than expected. Even when there is a suitable applicant, it may take around 12 months to complete the recruitment process. The time it will take to get a new doctor into the Health Service will largely depend on their category of registration, their immigration status and any provider number restrictions.


It is important to begin the recruitment process as early as possible. 














For further information and assistance, contact:


NSW Rural Doctors Network


Telephone 0249 248000


www.nswrdn.com.au





More information on the WorkCover Code of Practice is available at:


� HYPERLINK "http://www.workcover.nsw.gov.au/OHS/WorkCoversRoleinOHS/WhatLegislationCoversOHS/default.htm" ��www.workcover.nsw.gov.au/OHS/WorkCoversRoleinOHS/WhatLegislationCoversOHS/default.htm�








A copy of the NSW Occupational Health and Safety Act is available at:


� HYPERLINK "http://www.workcover.nsw.gov.au/LawAndPolicy/Acts/ohsact.htm" ��www.workcover.nsw.gov.au/LawAndPolicy/Acts/ohsact.htm�





A Summary of the Act is available at:


� HYPERLINK "http://www.workcover.nsw.gov.au/Publications/LawAndPolicy/Acts/ohsact2000.htm." ��www.workcover.nsw.gov.au/Publications/LawAndPolicy/Acts/ohsact2000.htm.�





A copy of the associated Occupational Health and Safety Regulation 2001 (the legislation related to the Act) is available at


� HYPERLINK "http://www.legislation.nsw.gov.au/fullhtml/inforce/subordleg+648+2001+FIRST+0+N" ��www.legislation.nsw.gov.au/fullhtml/inforce/subordleg+648+2001+FIRST+0+N�





An explanation of the act can be found at:


� HYPERLINK "http://www.ncoss.org.au/projects/ohs/downloads/resources/information%20sheets/OHSvsdisability_OHS.pdf" ��www.ncoss.org.au/projects/ohs/downloads/resources/information%20sheets/OHSvsdisability_OHS.pdf�





A poster on manual handling is available from: 


� HYPERLINK "http://www.ehs.uts.edu.au/sections/level2/images/manualhandling.gif" ��www.ehs.uts.edu.au/sections/level2/images/manualhandling.gif�





A fact sheet from the National Occupational Health and Safety Commission is available from:


 � HYPERLINK "http://www.nohsc.gov.au/OHSInformation/NOHSCPublications/factsheets/manha1.htm" ��www.nohsc.gov.au/OHSInformation/NOHSCPublications/factsheets/manha1.htm�





A manual handling guide for nurses is available from:


 � HYPERLINK "http://www.workcover.nsw.gov.au/Publications/OHS/ManualHandling/default.htm" ��www.workcover.nsw.gov.au/Publications/OHS/ManualHandling/default.htm�








To view the national code of manual handling, visit: 


� HYPERLINK "http://www.nohsc.gov.au/PDF/Standards/manualhandling_cop2005_1990.pdf" ��www.nohsc.gov.au/PDF/Standards/manualhandling_cop2005_1990.pdf�














A copy of the Guide to Poisons and Therapeutic Goods Legislation for Pharmacists is available at:


� HYPERLINK "http://www.health.nsw.gov.au/public-health/psb/publications/pdf/poisons_pharmacists.pdf" ��www.health.nsw.gov.au/public-health/psb/publications/pdf/poisons_pharmacists.pdf�


A copy of the Poisons and Therapeutic Goods Act 1966 and the Poisons and Therapeutic Goods Regulation 2002 are available from:


� HYPERLINK "http://www.health.nsw.gov.au/public-health/psb/legis.html" ��www.health.nsw.gov.au/public-health/psb/legis.html�


Further information is available from


Duty Pharmaceutical Adviser,


Pharmaceutical Services Branch, NSW Department of Health


Telephone 02 9879 3214








For help to make a report, consult guidelines at:


� HYPERLINK "http://www.community.nsw.gov.au/html/child_protect/mandatory_reportersinfo.htm" ��www.community.nsw.gov.au/html/child_protect/mandatory_reportersinfo.htm�


For a mandatory reporter checklist, consult:


� HYPERLINK "http://www.community.nsw.gov.au/documents/mandatory_check.pdf" ��www.community.nsw.gov.au/documents/mandatory_check.pdf�


Details of what is required in a report are at:


� HYPERLINK "http://www.community.nsw.gov.au/html/child_protect/mandatory.htm" ��www.community.nsw.gov.au/html/child_protect/mandatory.htm�


DoCS helpline: 133627





For more information contact


DoCS Helpline, 13 3627 (13 DOCS).








More information about NSW Health’s Non Government Organisation Grants program is available at:


� HYPERLINK "http://www.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_583.pdf" ��http://www.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_583.pdf�





Hint – First in First Out


Fi-Fo is the most used method to ensure that old stock is used before new stock.  Shopkeepers stacking shelves with perishables use the same process to ensure they are not left with out-of-date merchandise.








Hint – The difference between calibration and validation


Calibration is adjustment of an instrument to provide correct results.


Validation is the confirmation that an instrument is reading correctly.


For example:  Calibrating scales may include adjusting them to read zero with no weight applied. Validation could be placing a known weight on the scales to ensure the reading is correct.








Hint


A sticky label could be put on equipment with asset register number and date of next service.


Photocopy frequently used procedures from manual and display in appropriate areas. 








More information on EPC is available at:


� HYPERLINK "http://www.health.gov.au/internet/wcms/publishing.nsf/Content/Enhanced+Primary+Care+Program-1" ��www.health.gov.au/internet/wcms/publishing.nsf/Content/Enhanced+Primary+Care+Program-1�





The Philosophy of Community Control (from Illawarra AMS)


The Illawarra Aboriginal Medical Service is a community controlled health service.  Essentially, the IAMS perceives community control as the ability of the people who are going to use the health service to determine the nature of that service, as well as participate in the planning, implementation and evaluation of that service.  Inherent to this philosophy is the principle that Aboriginal people must be able to determine and control all aspects of change and decision-making at all levels.  


The Illawarra Aboriginal Medical Service ensures community control through:


The incorporation of the IAMS as an independent legal entity 


A constitution which guarantees control of the IAMS by Aboriginal people and which guarantees that the IAMS will function under the principle of self-determination 


Compulsory accountability processes including the holding of Annual General Meetings which are open to all members of the Illawarra Indigenous community, and the regular election of a Board of Management Committee.


 How it Works


Community control of an Aboriginal Corporation such as the Illawarra Aboriginal Medical Service occurs through the opportunity for members of an Indigenous community to register as members of the Aboriginal Corporation.  Members can then elect a Board of Management who effectively run the Aboriginal Corporation.  This means members can nominate or be nominated as Board members, and then vote for the nominees that they want as Board members for their Corporation.


The IAMS is incorporated with the Office of the Registrar of Aboriginal Corporations


The IAMS is run by a Board of Management Committee


The members of this Committee are elected by the members of the IAMS at the Annual General Meeting


Everyone is welcome to attend the Annual General Meetings, however, only members of the IAMS may participate in the election process


To become a member of the IAMS you must be of Australian Indigenous descent, and reside in the Illawarra region. You must fill out an application form (obtained from the IAMS) which must then be approved by the Board of Management Committee. Once approval has been granted, an annual fee of $2 applies.




















For helpful accreditation resources, visit QbAY @ www.qip.com.au
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