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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Assaults Involving Patients 

Policy Number 5.011 

Policy Function Safe Practice and Environment 

Issue Date 17 June 2013  (S 3.2 was approved and updated on 29 August 2013) 

Summary Justice Health & Forensic Mental Health Network (JH&FMHN) provides medical 
treatment for patients and staff members who have been assaulted. This policy 
ensures patients assaulted are provided with a thorough assessment and 
appropriate treatment as required. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.011 (May 2009) 

Change Summary  Name change 

 Reference to the Forensic Hospital removed, change of directorate 

TRIM Reference POLJH/5011 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/
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1. Preface 

Justice Health & Forensic Mental Health Network (JH&FMHN) provides medical treatment for patients and staff 
members who have been injured from some form of violence. It is important that health staff provide immediate 
care to the patient, including assessment, treatment and counselling if required. 

This policy does not apply for assaults involving patients in the Forensic Hospital. For such cases, staff should 
refer to the following policies and procedures: 

 The Forensic Hospital Clinical Management of Security and Emergency Response Manual; 

 JH&FMHN Policy 1.180 Enforced Medications and Rapid Tranquilisation – The Forensic Hospital & Long 
Bay Hospital, Mental Health Unit; 

 JH&FMHN Policy 1.351 Aggression, Seclusion & Restraint in Mental Health Facilities in NSW – The Forensic 
Hospital; and 

 JH&FMHN policy 1.319 Patient Observation – The Forensic Hospital & Long Bay Hospital Mental Health 
Unit. 

Documentation of the notification and management of the alleged assault must be completed appropriately, 
and the nursing/medical assessment clearly documented in the patient’s health record. 

Corrective Services NSW (CSNSW) and Juvenile Justice (JJ) must advise health staff of any incident involving an 
alleged assault on an inmate or detainee, in accordance with relevant policies. 

Where injury is reported in a JJ centre, JJ staff must ensure the nurse has attended to the patient in the unit, 
have the patient escorted to the health centre for assessment and necessary treatment.  If there is no nurse on 
duty and the patient requires medical treatment, CSNSW/JJ staff must contact the After Hours Nurse Manager 
and if necessary escort the patient to hospital by ambulance or CSNSW/JJ escort.  

2. Policy Content 

JH&FMHN staff must provide care to any person who alleges he/she has been assaulted. This includes 
assessment, treatment and counselling if required. 

However, health service provision should only occur when it is safe to do so and there is no risk to staff safety at 
the time. 

Assaults may occur in a range of scenarios, for example: 

 a patient on another patient, 

 a CSNSW/JJ staff member on a patient, 

 a patient on a CSNSW/JJ staff member, 

 a patient on a JH&FMHN employee or contracted service provider, 

 a JH&FMHN employee or contracted service provider on a patient, 

 a patient on a visitor, and 

 a visitor on a patient. 

All alleged assaults by a CSNSW staff member on a patient must be reported to the Correctional Centre General 
Manager. Those allegations are investigated by the Corrective Services NSW Investigation Unit, comprising police 
officers seconded to CSNSW.  In JJ, allegations of abuse are firstly reported to the Police and may be 
subsequently investigated by the Professional Conduct Unit. Alleged assaults by JH&FMHN staff or contracted 

service providers will be managed in accordance with JH&FMHN policy 2.016 Management of a Concern or 
Complaint about a Clinician. These allegations must also be reported to the Correctional Centre General 
Manager by the most senior JH&FMHN staff member on site, who is not personally involved in the allegation. 

Where a very serious or life threatening assault has occurred, an ambulance must be called, and the General 
Manager of the Correctional Centre or his/her delegate, or the Juvenile Justice Duty Manager/Centre Manager 
must be informed immediately. JH&FMHN staff will inform the line manager and/or the Afterhours Nurse 
Manager within a reasonable time of the serious assault. 

http://intranetjh/pol/policylib/1.180_Policy_1112.pdf
http://intranetjh/pol/policylib/1.351_Policy_1112.pdf
http://intranetjh/pol/policylib/1.319_Policy_0512.pdf
http://intranetjh/pol/policylib/2.016_Policy_0911.pdf
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If warranted, the assigned investigators may request an interview with JH&FMHN staff. Any request for an 
interview by CSNSW or the Police should in the first instance be approved by a JH&FMHN senior manager and 
then coordinated through the Nursing Unit Manager and where appropriate the Governance Unit if the 
JH&FMHN Legal Advisors’ advice or support is warranted. All JH&FMHN staff members must be given the 
opportunity to contact their respective Union and have a support person present at the interview. Interviews will 
be conducted at a time and location that is convenient for the JH&FMHN staff member.  

Following an assault on a patient, JH&FMHN staff must complete the Justice Health Incident/Assault Form  
JUS 200.080.   

The location of some assaults may have to be preserved as a crime scene. JH&FMHN personnel must not clean 
an area or dispose of clothing or anything else that the police may require as evidence.  Without limiting the 
delivery of care to injured people, JH&FMHN personnel must not unreasonably interfere with any crime scene or 
evidence in it. 

2.1  Mandatory Requirements 

 Patients must be provided with a thorough assessment and appropriate treatment as required.   

 Notification and comprehensive clinical documentation must be completed for cases of alleged assault, 
fights or other forms of violence. 

3. Procedure Content  

3.1 Patient Authority to Release Information 

Consent should be obtained from the patient to release information regarding his/her medical treatment to 
CSNSW/JJ by signature in the Authority section of the Incident/Assault Form. 

Where it is not possible to gain consent, NSW Ministry of Health (MoH) Policy Directive PD2005_593 Privacy 
Manual (Version 2), paragraph 11.3.3 [Prison officers (access to health records of prisoners)] makes provision for 
JH&FMHN to disclose “information relating to the medical history of a prisoner to a prison officer duly 

authorised by the gaol superintendent to investigate an incident or assault involving that prisoner.” This 
provision relates to clause 294 of the Crimes (Administration of Sentences) Regulation 2008, which states that 
“as soon as practicable after forming an opinion, that the mental or physical condition of an inmate constitutes 

a risk to the life of the inmate or to the life, health or welfare of any other person … a prescribed Justice Health 
officer must report that he/she has formed the opinion, and the grounds for the opinion, to a prescribed DCS 
officer” (DCS officer in this position refers to a CSNSW officer). 

Where consent is not gained from the patient, approval for release of information should be sought from the 
Executive Director, Clinical Operations (Custodial Health), Executive Director, Clinical Operations (Forensic 
Health), Service Director Adolescent Health or Chief Executive, by faxing the report to them. Once completed, 
the original document is returned to CSNSW/JJ and a copy is placed in the health record. 

Details of health service provision and plans for ongoing management must be clearly documented in the 
patient’s health record. 

3.2 Incident Reports 

All incidents of assaults that occur within the JH&FMHN environment must be logged on the Incident 
Information Management System (IIMS). 

3.3 Assaults on JH&FMHN Staff Members 

First aid treatment is provided to JH&FMHN, CSNSW or JJ staff, in accordance with JH&FMHN policy 5.040 First 
Aid. 

Assaults on JH&FMHN staff members must be reported to the relevant Executive Director, General Manager or 
delegate, the After Hours Nurse Manager and entered on IIMS. Care and treatment for the staff member is 
dependent on the type/severity of injury sustained. All staff involved must be offered counselling through the 
contracted Employee Assistance Program. 

http://intranetjh/forms/Main/JUS200.080.pdf
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_593.html
http://www.legislation.nsw.gov.au/fragview/inforce/subordleg+376+2008+ch.9-pt.9.3-sec.294+0+N?tocnav=y
http://intranetjh/pol/policylib/5.040_Policy_1212.pdf
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4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a different 
course of action. 

5. Legislation and Related Documents 

Legislation Crimes (Administration of Sentences) Regulation 2008 

JH&FMHN Policies and  
Forms 

1.180 Enforced Medication and Rapid Tranquilisation – The Forensic Hospital 
and Long Bay Hospital Mental Health Unit 

1.319 Patient Observation – The Forensic Hospital & Long Bay Hospital Mental 
Health Unit 

1.351 Aggression, Seclusion & Restraint in Mental Health Facilities in NSW – The 

Forensic Hospital 

2.016 Management of a Concern or Complaint about a Clinician 

5.040 First Aid 

5.110 Work Health and Safety 

5.140 Sexual Assault Management 

(JUS 200.080) Incident / Assault Form 

NSW MoH Policy Directives 
and Guidelines 

PD2005_593 Privacy Manual (Version 2) - NSW Health 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+376+2008+cd+0+N
http://intranetjh/pol/policylib/1.180_Policy_1112.pdf
http://intranetjh/pol/policylib/1.180_Policy_1112.pdf
http://intranetjh/pol/policylib/1.319_Policy_0512.pdf
http://intranetjh/pol/policylib/1.319_Policy_0512.pdf
http://intranetjh/pol/policylib/1.351_Policy_1112.pdf
http://intranetjh/pol/policylib/1.351_Policy_1112.pdf
http://intranetjh/pol/policylib/2.016_Policy_0911.pdf
http://intranetjh/pol/policylib/5.040_Policy_1212.pdf
http://intranetjh/pol/policylib/5.110_Policy_0912.pdf
http://intranetjh/pol/policylib/5.140_Policy_0313.pdf
http://intranetjh/forms/Main/JUS200.080.pdf
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_593.html
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Child Protection 
Implementation Guide – Ministry of Health PD2013_007 

Policy Number 5.015 

Policy Function Safe Practice and Environment 

Issue Date 21 October 2013 (minor update on S 3.2 was approved and updated on 16 Dec. 2013) 

Summary This implementation guide provides health staff with guidance and direction to 
protect the health, safety, welfare and well being of children and young people in 

accordance with NSW Ministry of Health policy directive PD2013_007 Child 
Wellbeing and Child Protection Policies and Procedures for NSW Health.  

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.015  (19 May 2008) 

Change Summary  Use of the Mandatory Reporters Guide to guide decision making about 
the level of risk to a child or young person and what actions should be 
taken, such as a report being made to the Child Protection Helpline. 

 Utilising Child Wellbeing Units for support and assistance in determining 
the level of risk of harm and responding to the needs of a vulnerable 
child or young person. 

TRIM Reference POLJH/5015 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
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1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to supporting the NSW Government’s 
coordinated and comprehensive response to promote the care and protection of children and young people. This 
is achieved through a comprehensive communication, training and education strategy.  

Health workers have a professional and legal responsibility to promote the health, safety, welfare and wellbeing 
of children and young people, working collaboratively with interagency partners in the shared care system of 
child protection in NSW. These responsibilities apply whether workers are providing health care directly to 
children and young people or to adults who are pregnant, parents or carers.  

This implementation guide provides staff with guidance and direction to protect the safety, welfare and 
wellbeing of children and young people in accordance with NSW Ministry of Health policy directive PD2013_007 

Child Wellbeing and Child Protection Policies and Procedures for NSW Health. It informs JH&FMHN staff about 
the tools and resources available and the interagency arrangements in place to assist them to meet their 
responsibilities and provide a consistent NSW Health response to child protection and wellbeing.  

2. Policy Content  

2.1 Mandatory Requirements  

 Every health worker has a responsibility to protect the health, safety, welfare and wellbeing of children or 
young people with whom they have contact in accordance with NSW Ministry of Health policy directive 
PD2013_007 Child Wellbeing and Child Protection Policies and Procedures for NSW Health. 

 Health workers should be aware of their responsibilities as a Mandatory Reporter and be aware of the key 
principles for child protection intervention that are set out in the Child Wellbeing and Child Protection – 

NSW Interagency Guidelines (2011). Compliance with these guidelines is mandatory for all NSW Health 
workers.  

 On commencement of employment with JH&FMHN, all staff working directly or indirectly with young 
people must have a valid “Working with Children” background check that includes a Criminal Record 
Check. See Section 3.1 for further details. 

 All staff working with children or young people must participate in mandatory and/or other child 
protection training for NSW Health workers.  

2.2 Implementation - Roles & Responsibilities 

Health Workers:  

 Assessing the level of risk to a child, young person or unborn child as a Mandatory Reporter, using the 
Standard Decision Making® Tool - Mandatory Reporter Guide (MRG). See Section 3.3.1 for further 
details. 

 Conducting, documenting and acting appropriately on the outcomes of health assessments of children 
and young people who present to JH&FMHN with possible risk of harm. 

 Make reports to the Child Protection Helpline as well as receive, respond and follow up Child Protection 
Helpline feedback on child protection reports. See Section 3.3.2 for further details. 

 Contacting the Health Child Wellbeing Unit to discuss and seek advice regarding further action. See 
Section 3.3.2 for further details. 

 Participate in case coordination and case management interagency meetings and service responses 
consistent with the worker’s professional roles and responsibilities. 

 Document reporting of children and young people suspected at risk of harm and associated information 
as well as details of reports made on the client’s health record.  

 

http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
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Health Managers: 

 Support staff in sharing of information with other health workers or prescribed bodies regarding the 
safety, welfare and wellbeing of young people in accordance with Chapter 16A provisions of the Children 

and Young Persons (Care and Protection) Act 1998. The information shared must be relevant, factual and 
accurate pertaining to the safety, welfare and wellbeing of children and young people.   

 Support staff attendance at mandatory and other child protection training. 

 Ensure any changes to Child Protection legislation or MoH policy are disseminated to all staff working in a 
child related position. 

Chief Executive: 

 Ensure that NSW Ministry of Health policy directive PD2013_007 and the associated Child Wellbeing and 
Child Protection Fact Sheet for NSW Health Workers are understood and implemented by all health 
workers. 

3. Procedure Content  

3.1 Working with Children Checks  

A Working with Children Check (WWCC) is a prerequisite for anyone in child-related employment. At present, 
all employees who undertake any work within the Adolescent Health Directorate or the Forensic Hospital, as well 
as roles that involve contact with a client’s family and children must have a valid WWCC clearance before 
commencing employment with JH&FMHN. The WWCC process includes a Criminal Record Check.    

The Child Protection (Working with Children) Act 2012 governs requirements around obtaining a WWCC.  

Under this Act: 

 WWCC are only available from the Commission for Children and Young People (CCYP). JH&FMHN are not 
able to provide WWCC as part of the recruitment process, and the applicant/employee is liable for 
payment of the $80 application fee.  

 Before being able to commence child related employment, individuals must apply online for their check 
and then attend a Motor Registry Office or Government Access Centre with proof of identification to 
activate the application;  

 A WWCC will be valid for five years and is portable between workplaces;  

 Employers are required to verify WWCC numbers with the CCYP; 

 Everyone with a clearance will be continuously monitored by the CCYP for serious sex or violence offences 
committed in NSW. 

Further information about WWCC’s can be found on the Office of the Children’s Guardian website: 
http://www.kids.nsw.gov.au/Working-with-children and NSW Ministry of Health policy directive PD2013_028 

Employment Checks - Criminal Record Checks and Working with Children Checks. 

3.2 Child Protection Training 

JH&FMHN is responsible for providing mandatory child protection training to all staff that commence 
employment with the Network, and more extensive training to those in child related employment.  

Child protection training is a requirement for all staff commencing employment with JH&FMHN and is 
undertaken as part of the JH&FMHN Orientation program. This training is provided by Adolescent Health, and 
will provide staff with information around child protection legislation, responsibilities and policies.  

Staff working directly with children and young people or with adults who have children in their care and whose 
parenting capacity may be in question (for example, staff working in mental health and drug and alcohol 
services) require more detailed information and guidance on responding to vulnerable children and young 
people and their families. Learning & Development (L&D) regularly conduct a one day face to face training 

session for this group called “Child Protection: Identify and Respond to Children and Young People at Risk”. 

The Health Education and Training Institute (HETI) Online Learning Centre offer a comprehensive training module 
around child protection that all staff are able to access at any time using their Staff Link details.  

http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2013/pdf/PD2013_007.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+51+2012+cd+0+N
http://www.kids.nsw.gov.au/Working-with-children/New-Working-With-Children-Check/apply/-apply
http://www.kids.nsw.gov.au/Working-with-children
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_028.html
http://hetionline.health.nsw.gov.au/
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The NSW Health and Education Centre against Violence (ECAV) also offer training around child protection, and 
this is recognised as prior learning within JH&FMHN. Staff must provide evidence that this prior learning has 
occurred within the last five years.  

3.3 Reporting and Documentation 

In the course of their work, JH&FMHN staff may see or hear something about a child, young person or adult 
patient which raises concerns about the possible abuse or neglect of a child or young person. As per the 
Children and Young Persons (Care and Protection) Act 1998, JH&FMHN staff are responsible for meeting the 
requirements for mandatory reporting of children and young people who may be at risk. 

Section 7 “Recognising Child Abuse and Neglect” of NSW Ministry of Health policy directive PD2013_007 Child 

Wellbeing and Child Protection Policies and Procedures for NSW Health should be referred to for guidance on 
recognising if a young person is at risk of significant harm from abuse or neglect.  

3.3.1 Mandatory Reporters Guide 

When a JH&FMHN staff member has concerns about the safety, welfare or wellbeing of a child or young person 
they are to use the Mandatory Reporter Guide (MRG) which is available at 
http://sdm.community.nsw.gov.au/mrg/ or under ‘Keep Them Safe’ on the ‘Useful Links’ page of the JH&FMHN 
intranet. This guide should be used prior to reporting to the Child Protection Helpline or Child Wellbeing Unit 
and will assist mandatory reporters in making a decision about the level of risk and in deciding whether to report 
their concerns.  

The MRG may recommend one of three possible outcomes: 

1. That the concern is identified as being suspected risk of significant harm and a report should be made to 
the Child Protection Helpline on 133 627.  

2. That the concern is not identified as risk of significant harm but risks are present and the Health Child 
Wellbeing Unit (CWU) should be contacted on 1300 480 420. 

3. That the concern is not identified as risk of significant harm and low risk is present. Staff should 
document their concerns in the health record, and consider any other support or services that may be 
appropriate to offer to the young person or their family, such as a referral to the Family Referral Service.  

It should be noted that the MRG does not replace critical thinking or prohibit a mandatory reporter from a 
course of action he/she believes is appropriate. In a situation where the outcome of the MRG is not to report, 
but the staff member’s professional judgement is that a report is required at that time, the staff member 
should make a report to the Child Protection Helpline or consult with the CWU.  

The MRG outcome and any additional supports identified by the staff member that may be required or to which 
the young person is referred should be documented within the health record. The MRG Decision Report must be 
printed and filed in the health record in section ‘Other Correspondence’. 

A flow chart of the reporting process after completing the MRG can be found in Appendix 1. 

3.3.2 Child Protection Helpline 

The MRG will advise the staff member if a report should be made to the Child Protection Helpline on 133 627. In 
general, the Child Protection Helpline should be contacted within 24 hours when concerns constitute suspected 
risk of significant harm, but if the staff member believes the young person is at immediate risk of significant 
harm, the Child Protection Helpline should be contacted for immediate intervention.  

Further information about legal provisions, information required when making a report and details of what 
should be documented in the progress notes of the health record when making a report to the Child Protection 
Helpline can be found in Chapter 9 ‘Responding to Children and Young People at Risk of Significant Harm’ in 

NSW Ministry of Health policy directive PD2013_007 Child Wellbeing and Child Protection Policies and 
Procedures for NSW Health.  

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://sdm.community.nsw.gov.au/mrg/
http://intranetjh/SitePages/Useful%20Links.aspx
http://www0.health.nsw.gov.au/initiatives/kts/frs.asp
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
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3.3.3 Child Wellbeing Units 

Child Wellbeing Units (CWUs) operate in the four government agencies responsible for the largest number of 
child protection reports, one of these agencies being NSW Health. CWUs help staff to collaborate in assessing 
the level of risk, detecting patterns of neglect and/or cumulative harm, intervening early before matters escalate, 
and building a case for statutory intervention when early intervention and prevention are no longer a safe option 
for a child or young person.  

When the MRG outcome/decision point is to contact the CWU, workers are to contact the Health CWU as soon 
as possible but no longer than the next business day on 1300 480 420. The CWU will discuss and record the 
concerns, and will follow CWU protocol to assist in determining what actions might need to be taken.  

3.3.4 Documentation 

A report to the Child Protection Helpline or the Health Child Wellbeing Unit, as well as any concerns regarding a 
young person’s wellbeing must be documented in the client’s health record. Documentation of a report should 
be made as a separate entry in the progress notes of the health record. In relation to young people in custody, 

this should be in addition to any notes written on the Initial Assessment Form (JUS060.430) ‘Young Person at 
Risk Assessment’ section where a risk of significant harm may first be identified.   

Actions a health worker has taken to identify and respond to wellbeing concerns that should be documented in 
the health record include: 

 The identified risk factors for the child or young person; 

 The identified preventative factors that mitigate against risk; 

 Whether the Child Protection Helpline, CWU or another service was contacted; 

 The date and time the report was made; 

 The name of the worker spoken to at the Child Protection Helpline, CWU or other service; 

 The nature of concerns reported; 

 Any reference number provided; 

 The response of the worker spoken to; 

 Any outcomes from the discussion, and; 

 Any future actions required. 

Documentation can be in the form of: 

 A printout of the summary page or the decision report from the online Mandatory Reporter guide; 

 A printout of the full eReport; or 

 A faxed report and any fax confirmation sheets generated by faxing the report. 

The Department of Family and Community Services (FaCS) confirmation letter that will be sent to the mandatory 
reporter should also be placed on the health record in the ‘Other Correspondence’ section.  

The NUM should also log the number of reports made each month to the Child Protection Helpline in the 
‘Adolescent Health Monthly Report’.  
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3.4 Information Sharing 

The Children and Young Persons (Care and Protection) Act 1998 allows agencies working with children and 
families to exchange information that promotes a child or young person’s safety, welfare and/or wellbeing, 
whether or not the child or young person has been reported to the Child Protection Helpline. There are two 
schemes for exchange of information about child wellbeing in this Act: 

 Chapter 16A establishes a scheme for sharing information that is relevant, factual and accurate 
pertaining to the safety, welfare or wellbeing of children and young people between prescribed bodies, 
being certain government agencies and non-government organisations. The Child Wellbeing & Child 

Protection – NSW Interagency Guidelines 2011 website around Chapter 16A provides details regarding 
prescribed bodies, and links to forms and letters that can be used if a written request or response is 
required.   

 Section 248 governs the exchange of information relating to the safety, welfare and wellbeing of 
children and young people between the Director-General of FaCS and prescribed bodies.  

Health workers may provide, request and receive information under Chapter 16A and Section 248. It is 
particularly important from an interagency collaboration perspective that organisations are able to provide 
information they believe is relevant to the safety, wellbeing or welfare of a child or young person without having 
received a request.  

Consent is not necessary for exchange of information under Chapter 16A or section 248 provided that the 
information exchanged relates to the safety, welfare and/or wellbeing of a child and fulfils the objectives and 

principles of the legislation. Although consent is not necessary under the Children and Young Persons (Care and 
Protection) Act 1998, it should be sought where possible, safe, and appropriate.  

Chapter 16A requests can be made via a written request that is submitted to the Joint Records Centre (JRC) 
Manager, or verbally which is usually via a phone call directly to a health worker involved in the care of the 
young person. Health workers must ensure the request and information provided is recorded in the health 
record by the worker who provides the information.  

It is important for health workers to know when and how information can be shared under Chapter 16A and 
when seeking the consent of a child or young person or their family is advisable. Further information can be 
found in Section 6 ‘Information Sharing’ of NSW Ministry of Health policy directive PD2013_007 Child Wellbeing 

and Child Protection Policies and Procedures for NSW Health and the Child Wellbeing & Child Protection – NSW 
Interagency Guidelines 2011. 

All Section 248 requests must be forwarded to the JH&FMHN Medico Legal Coordinator for processing. See 

JH&FMHN policy 4.030 Requesting and Disclosing Health Information for further information.  

3.5 Responding to Young People with Diverse Needs 

Staff should be sensitive when working with Aboriginal young people, particularly if there may be issues relating 
to family violence and/or concerns about Aboriginal children and young people who may be at risk of significant 
harm that need to be reported to Community Services. Health CWU’s are required to ensure appropriate referral 
pathways are put in place to link Aboriginal children and their families with culturally responsive human and 
justice services.  

Working sensitively with culturally and linguistically diverse communities, including refugees, is a core 
responsibility of all health workers and staff should be aware of the multicultural health principles outlined in 
Section 4.2 of NSW Ministry of Health policy directive PD2012_020 NSW Health Policy and Implementation Plan 

for Culturally Diverse Communities 2012-2016. 

Further information can be found in Section 5 ‘Responding to Children and Young People with Diverse Needs’ of 

NSW Ministry of Health policy directive PD2013_007 Child Wellbeing and Child Protection Policies and 
Procedures for NSW Health. 

3.6 Allegations regarding a JH&FMHN Staff Member  

Managers must promptly investigate allegations or complaints made against their staff. The reported 
circumstances will determine how detailed the investigation needs to be. The appropriate Executive Director 
should be notified in the first instance who will discuss the allegations and further investigation requirements 

with the Director Workforce. See JH&FMHN policy 3.020 Conduct & Discipline. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www0.health.nsw.gov.au/policies/pd/2013/pdf/PD2013_007.pdf
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_020.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://intranetjh/pol/policylib/3.020_Policy_0612.pdf
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4. Definitions  

Adolescent 

A person between the ages of 13 and 18 years of age.  

Child 

A person who is under the age of 16 years, as per section 3 of the Children and Young Persons (Care and 
Protection) Act 1998. This includes a newborn child. Health workers should be aware that under other NSW 
legislation, a child is defined differently: 

The NSW Crimes Act 1900 alters classification of the age range of a child in different sections of the Act. 

The NSW Commission for Children and Young Persons (Care and Protection) Act 1998 and the NSW 

Ombudsman Act 1974 define children as persons under 18 years. There is no distinction between the 
responsibilities to a person under 16 years and a person under 18 years in relation to employee conduct. 

Mandatory reporter  

A person who, in the course of his or her professional work or other paid employment delivers health care, 
welfare, education, children’s services, residential services, or law enforcement, wholly or partly, to children. This 
also includes managers of these services.  

NSW Health policy directs Health workers to report children, young people and unborn babies at risk of 
significant harm to the Child Protection Helpline or where appropriate to the Health Child Wellbeing Unit. 

Young person  

A person who is aged 16 years or above but who is under the age of 18 years, as per section 3 of the Children 
and Young Persons (Care and Protection) Act 1998. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+40+1900+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+68+1974+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
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5. Legislation and Related Documents 

Legislation Children and Young Persons (Care and Protection) Act 1998 

Ombudsman Act 1974 

The Child Protection (Working with Children) Act 2012 

Ministry of Health  PD2012_020 NSW Health Policy and Implementation Plan for Culturally Diverse  

                    Communities 2012-2016 

PD2013_007 Child Wellbeing and Child Protection Policies and Procedures for  
                     NSW Health 

PD2013_028 Employment Checks – Criminal Record Checks and Working With  
                    Children 

JH&FMHN Policies 4.030 Requesting and Disclosing Health Information 

3.020 Conduct & Discipline 

External Resources Child Wellbeing and Child Protection – NSW Interagency Guidelines (2011). 

Department of Premier & Cabinet information sheet – Exchanging information 

relating to children and young people  in a child wellbeing context 

Family Referral Service 

HETI Online Learning Centre 

Making A Child Protection Report Factsheet 

NSW Mandatory Reporter Guide PDF 

Office of Communities Commission for Children & Young People (to apply for a 

Working With Children Check clearance) 

Online NSW Mandatory Reporter Guide 

Providing and requesting information under Chapter 16A (includes list of 

prescribed bodies) 

Working With Children Check Publications & Resources  

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+68+1974+cd+0+N
http://www.legislation.nsw.gov.au/sessionalview/sessional/act/2012-51.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_020.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_020.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_028.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_028.html
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/pol/policylib/3.020_Policy_0612.pdf
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/introduction.htm
http://www.dpc.nsw.gov.au/__data/assets/pdf_file/0017/70037/Info_exchange_guidelines_-_detailed.pdf
http://www.dpc.nsw.gov.au/__data/assets/pdf_file/0017/70037/Info_exchange_guidelines_-_detailed.pdf
http://www0.health.nsw.gov.au/initiatives/kts/frs.asp
http://hetionline.health.nsw.gov.au/
http://www.community.nsw.gov.au/kts/guidelines/documents/make_report_factsheet.pdf
http://www.community.nsw.gov.au/kts/guidelines/documents/mandatory_reporter_guide.pdf
http://www.kids.nsw.gov.au/
http://www.kids.nsw.gov.au/
http://sdm.community.nsw.gov.au/mrg/screen/DoCS/en-GB/summary
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www.community.nsw.gov.au/kts/guidelines/info_exchange/provide_request.htm
http://www.kids.nsw.gov.au/Working-with-children/New-Working-With-Children-Check/Fact-sheets-and-resources/Publications-and-resources
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6. Appendix 1 - Responding to Children and Young People at Risk of Significant Harm 
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1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to providing facilities, 

equipment, procedures and training to enable healthcare workers to comply with the legislation and 

standards that describe the management of reprocessing (disinfection and sterilisation) of reusable medical 

items and equipment. 

2. Policy Content 

2.1 Mandatory Requirements  

This policy applies to all instruments, dressings, and intravascular devices – whether sterilised on-site or 

purchased sterile – that are classified as ‘critical’, that is, ‘any equipment that enters sterile tissue or is capable 

of entering sterile tissue, or enters tissue that would be sterile under normal circumstances, or enters the 

vascular system’ (NSW Ministry of Health policy (MoH) policy directive PD2007_036 Infection Control Policy).  

This policy also applies to all items, whether disinfected on-site or purchased that are classified as ‘semi-

critical’ by the Ministry of Health, that is, ‘any equipment that comes into contact with a patient’s mucous 

membranes or non-intact skin’. 

This policy applies to healthcare workers who order, use, handle, store, discard, reprocess, or maintain the 

associated environments for critical items and semi-critical items, whether employed by JH&FMHN, 

contracted, agency staff or another category. 

Only staff authorised and trained to reprocess reusable items and equipment should do so.  Currently this 

involves JH&FMHN Oral Health staff who participate in an annual competency assessment.  Nursing and 

medical staff are not to request Oral Health staff to reprocess any items. 

2.2 Implementation - Roles & Responsibilities 

2.2.1 Chief Executive 

 Must provide managers with the resources to support compliance with this policy and its associated 

procedures. 

 Must inform owners of facilities of the requirement to provide facilities with furnishings and workflows 

that comply with Australian/New Zealand Standard (AS/NZS) 4815:2006 Office-based health care 

facilities. 

2.2.2 Executive Director Clinical Operations (Custodial Health) (EDCO CH) 

 Must review all reported incidents of non-compliance with this policy.  

 Must discuss any incidents with the Executive Director Clinical Operations (Forensic Health) that relate 

to the Forensic Mental Health Network or Adolescent Health. 

 Must approve the disinfection procedures undertaken by medical officers and optometrists. 

2.2.3 Managers 

 Must ensure compliance with this policy and its associated procedures. 

http://www.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
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 Must bring this policy and its associated procedures to the attention of all staff who use, handle, store, 

discard, or reprocess critical items and semi-critical items, or maintain the associated environments. 

 Must ensure that sterilisation of critical items and disinfection of semi-critical items is undertaken only 

by staff authorised by this policy to reprocess those items. 

2.2.4 Clinical Nurse Consultant Infection Prevention & Communicable Diseases (CNC Infection 

Prevention & Communicable Diseases) 

 Must provide active support to all staff for the implementation of this policy. 

2.2.5 Healthcare Workers 

 Must comply with this policy and its associated procedures. 

3. Procedure Content  

3.1  Facilities for Sterile and Disinfected Items 

The Australasian Healthcare Facility Guidelines (AHFG) and AS/NZS 4815:2006 describe the furnishings and 

workflow that prevent contamination between used, clean and sterile / disinfected items. Reusable 

instruments must be sorted, cleaned, dried, packaged, sterilised, cooled and stored in designated areas that 

comply with AS/NZS 4815:2006 and the current version of the AHFG. Semi-critical items must be sorted, 

cleaned, dried, disinfected and stored in designated areas that comply with AS/NZS 4815:2006 and the AHFG. 

Facility owners (Corrective Services NSW, Juvenile Justice, JH&FMHN, the Public Private Partnership, GEO) 

must be informed that the configuration of the ‘Sterilising room’ for all Oral Health Clinics must comply with 

the descriptions in AS/NZS 4815:2006 and the AHFG. Sign-off on the plans for these facilities must include 

the Clinical Director Oral Health and CNC Infection Prevention & Communicable Diseases. 

In Health Centres and inpatient facilities where semi-critical items are disinfected, the facility owners must be 

informed that a dedicated ‘clean up and disinfection area’ must be established in accordance with AS/NZS 

4815:2006 and the AHFG. Sign-off on the plans for these facilities must include CNC Infection Prevention & 

Communicable Diseases.  

In Health Centres or inpatient facilities where re-usable instruments are cleaned prior to being sent off-site 

for sterilisation, the facility owners must be informed that a dedicated ‘clean up area’ must be provided, in 

accordance with AS/NZS 4815:2006 and the AHFG. Sign-off on the plans for these facilities must include CNC 

Infection Prevention & Communicable Diseases 

The facility owners must be informed that areas for receipt and/or storage of sterile/disinfected items must 

be provided in accordance with AS/NZS 4815:2006 and the AHFG. Managers must submit a Capital Works 

submission to address any deficit in the facilities that are under their control, to obtain the furnishings and 

workflow that comply with AS/NZS 4815:2006 and the AHFG. 

The associated environments for the storage of all sterile or disinfected items, and for reprocessing of 

reusable critical and semi-critical items, must be maintained to the standard described in AS/NZS 4815:2006. 

3.1.1  Use and Disposal of ‘Single Use’ and ‘Single Patient Use’ Items 

‘Single use’ and ‘single patient use’ items must be used and discarded in compliance with the national 

legislation. Healthcare workers must refer to the Infection Control Procedures, for the use and disposal of 

single use and single patient use items. 

http://healthfacilityguidelines.com.au/default.aspx
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://healthfacilityguidelines.com.au/default.aspx
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
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Items labelled by the manufacturer ‘single use’ (or words or symbols with that intent) must be discarded after 

use, and must not be set aside for future use or reprocessed.  

Items labelled by the manufacturer ‘single patient use’ (or words with that intent) must be discarded when no 

longer required by one patient. A device that is labelled ‘single patient use’ may be cleaned and dried 

between uses on that one patient if the manufacturer has provided cleaning instructions for that device, but 

it must not be disinfected or sterilised. A ‘single patient use’ item must be clearly labelled with the patient’s 

full name and number (MIN / CIDS / MRN).  

3.1.2 Items not Authorised for Sterilisation or Disinfection in JH&FMHN 

Items not authorised under AS/NZS 4815:2006 must not be reprocessed in JH&FMHN.  

AS/NZS 4185 does not authorise the sterilisation of ‘single use’ items. Liquids and other single-use items 

(such as gauze) must not be sterilised in JH&FMHN.  

A single piece of commercially-sterilised gauze may be used to support delicate items during sterilisation, as 

that use does not breach the standard. Porous reusable items (such as reusable drapes) must not be sterilised 

in JH&FMHN, because the ancillary requirements for their sterilisation are not available in JH&FMHN. 

Only the semi-critical equipment specified in the JH&FMHN Infection Control Procedures must be disinfected 

in Health Centres and inpatient facilities.  

Manufacturer’s instructions must be followed when reprocessing reusable instruments and equipment, unless 

those instructions contravene AS/NZS 4815:2006 and Ministry of Health policy. If a healthcare worker detects 

that the manufacturer’s instructions contravene AS/NZS 4815:2006 and/or Ministry of Health policy as 

described in this policy, the CNC Infection Prevention & Communicable Diseases must be notified, a brief 

must be submitted via the Service Director Population Health to the Chief Executive, and a written report 

must be sent to the manufacturer and to the Therapeutic Goods Authority via the Incident Report 

Investigation Scheme. 

3.1.3 Sterilisation of Reusable Items 

Reusable critical instruments must be cleaned, packaged and sterilised, and remain sterile until the next use, 

as described in AS/NZS 4815:2006.  

3.1.4 Healthcare Worker’s Own instruments and Borrowed Instruments 

Healthcare workers must not bring their own instruments or instruments from other healthcare organisations 

into JH&FMHN without the prior written approval of the CNC Infection Prevention & Communicable 

Diseases. If entry is approved, those instruments must be reprocessed on-site (cleaned, packed and sterilised) 

prior to use. 

If, to avoid compromising patient care, it is necessary to borrow an instrument from another JH&FMHN 

Centre or another organisation, NSW MoH PD2007_036 Infection Control requires that the instrument must 

be reprocessed (cleaned, packed and sterilised) on receipt.  

The healthcare worker bringing in/transferring the instrument, must also obtain permission from the relevant 

General/Centre Manager prior to the entry/transfer, to avoid contravening any security regulations. 

3.1.5  Sterilising Equipment  

Sterilisers, ancillary equipment and consumables for sterilisation must be evaluated and reviewed (at a time 

period determined by the Clinical Director Oral Health) by the Clinical Director Oral Health and Oral Health 

staff.  

http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
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Only Class B pre-vacuum small steam sterilisers that are on the Australian Register of Therapeutic Goods 

must be used in JH&FMHN.  

Sterilisers must be installed, commissioned, tested and maintained as specified in AS/NZS 4815:2006.  

Oral Health staff are responsible for coordinating the annual preventative maintenance program and any 

required repairs for the sterilisers with a qualified technician who must submit a report to the Operations 

Manager Primary and Women’s Health (Services and Programs) stating whether or not the steriliser is 

functioning in compliance with AS/NZS 4815:2006. Any non-compliant steriliser must be ‘tagged’ and must 

not be used until it has been repaired, re-tested and meets the standard. 

3.1.6 Authority to use a Steriliser 

Sterilisers must only be used by appropriately trained Oral Health staff who have attended the JH&FMHN 

Introduction to Sterilisation of Instruments Workshop and participated in the annual competency assessment. 

‘Use’ includes loading and/or setting the program and/or unloading the steriliser. 

3.1.7 Sterilisation Monitoring and Documentation 

Every sterilisation cycle must be monitored as specified in AS/NZS 4815:2006. Oral Health staff must 

complete and sign the Sterilising Cycle Record to authorise the release of the sterile instruments. 

The sterilisation process must be validated annually as described in the JH&FMHN Sterilisation Manual. 

A Sterilisation Log must be maintained in the Sterilising Room in each Health Centre / inpatient facility for 

each steriliser. Copies of all documentation, as described in the JH&FMHN Sterilisation Manual, must be 

captured in TRIM by Oral Health staff and kept for fifteen years in accordance with the General Retention and 

Disposal Authority (GDA 17) section 1.17.0. 

3.1.8 Handling and Storage of Sterile Stock 

All sterile stock, reusable and single use, whether processed on-site or commercially processed, must be 

transported, handled and stored, at every step from receipt through until use, to maintain the integrity of the 

pack and thus protect the contents from contamination. Healthcare workers must refer to Infection Control 

Procedure 11.3 Storage, handling, shelf-life and rotation of sterile stock for advice on transport, handling, 

storage and stock rotation.  

3.1.9 Off-Site Sterilisation 

Sending reusable items and equipment off-site (for example to a local public hospital) for reprocessing is not 

permitted by JH&FMHN.  Nurse Managers and Nurse Unit Managers are responsible for ensuring healthcare 

workers (nurses and doctors) are aware of this requirement. 

3.1.10 Deviations and Incidents 

Deviations and incidents involving sterile items must be detected, investigated, documented, reported and 

addressed as required by AS/NZS 4815:2006 and the Ministry of Health. 

If a sterile item – reusable or single use; reprocessed on-site or purchased sterile – is suspected of being 

unsterile, it must not be used. Healthcare workers must refer to Infection Control Procedure 11.3 Storage, 

handling, shelf-life and rotation of sterile stock for descriptions of the transport, sterilising, storage and 

handling events that compromise sterility. 

Deviations detected by Oral Health staff in any part of the sterilisation process, that are corrected before the 

item is released for use, must be reported using the Sterilisation Deviation form in the JH&FMHN Sterilisation 

http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
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Manual. These events must also be reported and managed on the Incident Management System (IIMS) as a 

near miss.  

Deviations in the standard of sterile items that are detected by other healthcare workers (e.g. nurses, doctors) 

before the item is used on a patient must be reported and managed on IIMS as a near miss.   

An instrument that has been sterilised in JH&FMHN and released without appropriate documentation is 

considered an incident even if not used on a patient, and must be reported on IIMS as a near miss and 

managed by the Clinical Director Oral Health and reviewed by the CNC Infection Prevention & 

Communicable Diseases.  The incident must be reported via line managers to EDCO CH. 

Any incident involving the use on a patient of a compromised sterile item reusable or single use; processed 

on-site or purchased sterile must be reported on IIMS as a clinical incident and managed by the line manager 

and reviewed by the CNC Infection Prevention & Communicable Diseases A report of the incident and 

investigation results must be provided to the Service Director Population Health, EDCO CH and the Chief 

Executive. 

A tracking system must be used to document the reprocessing of every reusable item to facilitate any 

possible look-back. If the risk assessment indicates that a ‘look back’ is required, the investigation must be 

conducted as described in the NSW MoH PD2007_075 Lookback Policy. The Oral Health Senior Dental 

Assistants must audit the documentation in each Oral Health Clinic at least once a year and table the report 

and audits at the JH&FMHN Oral Health meetings. 

3.1.11 Recall of Non-sterile Stock 

Non-conforming sterile stock – whether reusable or single use; processed on-site or commercially processed 

– must be recalled and documented as described in ‘3.3 Recall of Non-sterile Stock’ in the JH&FMHN 

Sterilisation Manual. 

Recalls generated by a manufacturer/distributor or the Ministry of Health must be coordinated by the 

Governance Unit and Corporate Services and reported at the JH&FMHN Clinical Risk Management Meeting.  

Recalls of instruments reprocessed in JH&FMHN must be coordinated by the Clinical Director Oral Health, 

and reported at the Oral Health Meeting and the JH&FMHN Clinical Governance Meeting. These recalls must 

be managed as described above in ‘Deviations and Incidents.’ 

3.1.12 Purchase of Critical Items 

Healthcare workers with the delegated authority to order supplies will, before purchasing reusable 

instruments, consider the cleaning, disinfection or sterilisation and storage requirements of that item to 

ensure that it can be safely reprocessed in JH&FMHN. 

Healthcare workers with the delegated authority to order supplies will, before purchasing single-use critical 

items such as wound dressings, intravascular equipment and single-use items and equipment, must consider 

the storage and handling requirements to ensure the integrity of the items is not compromised. 

3.1.13 Training and Assessment of Competency in Sterilisation  

JH&FMHN Oral Health Service must only employ Dental Assistants who hold or are undertaking a Dental 

Assistants Certificate III or IV. 

Oral Health Service staff must attend the JH&FMHN Introduction to Sterilisation of Instruments Workshop 

before they package instruments and/or load and/or use and/or unload a steriliser, and must participate in 

http://www.health.nsw.gov.au/policies/pd/2007/PD2007_075.html
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
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the annual competency assessment. The workshop must be conducted by a Senior Dental Assistant using the 

JH&FMHN Dental Assistant’s Local Orientation Program. 

An annual self-report survey (Risk assessment for compliance with AS/NZS 4815:2006 is used to assess 

sterilisation competency and currency. The Clinical Director Oral Health will collate and report survey results 

to the EDCO CH.  

3.2. Disinfection of Semi-critical Reusable Items 

3.2.1 Purchase of Semi-critical Items 

Preference must be given to the purchase of single-use semi-critical items, to avoid the risks associated with 

the chemical disinfection of reusable semi-critical items. 

3.2.2 Healthcare Worker’s own Semi-critical Equipment 

The only semi-critical reusable equipment permitted to be brought into JH&FMHN from other healthcare 

facilities are tonometers and the nasolaryngoscope. Those items must be cleaned and disinfected prior to the 

first use, and after each patient. Those items must be reprocessed only by the optometrists and doctors who 

bring them into the Health Centres and inpatient facilities, using the equipment and procedures described in 

the Infection Control Procedures, 5 Disinfection of Medical Devices. 

The EDCO CH may grant authorisation for other semi-critical items to be brought in, and a procedure for the 

appropriate disinfection process must be documented by the CNC Infection Prevention & Communicable 

Diseases and added to the Infection Control Procedures. 

3.2.3 Equipment and Chemicals for Disinfection 

Reusable semi-critical items must be cleaned and disinfected as described in AS/NZS 4815:2006 and NSW 

MoH PD2007_036 Infection Control policy.  Healthcare workers must not follow disinfection advice that is 

contrary to Ministry of Health. If a manufacturer’s recommended disinfecting process does not comply with 

Ministry of Health policy, or is not available in JH&FMHN, then a semi-critical reusable item may be cleaned 

and sterilised on-site if the manufacturer’s instructions state that the semi-critical re-usable item can be 

steam sterilised.  Items are not permitted to be sent or chemically reprocessed off-site. 

Only the chemicals and disinfection equipment specified in the Infection Control Procedures, 5 Disinfection of 

Medical Devices, and as revised from time to time, must be used in JH&FMHN for the disinfection of reusable 

semi-critical items.  

Thermal disinfection equipment must not be used in JH&FMHN because the ancillary requirements for that 

process are not available in JH&FMHN. 

3.2.4 Off-site Disinfection 

Sending reusable items and equipment off-site (for example to a local public hospital) for reprocessing is not 

permitted by JH&FMHN.  Nurse Managers and Nurse Unit Managers are responsible for ensuring healthcare 

workers (nurses and doctors) are aware of this requirement. 

3.2.5 Authority to use Disinfection Equipment and Chemicals 

Reusable semi-critical items must be used, cleaned and disinfected using the equipment and procedures 

described in the Infection Control Procedures, 5 Disinfection of Medical Devices. Disinfection chemicals must 

not be used for any purpose or in any manner not described in those procedures. 

http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
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As requested by healthcare workers who own those items, the procedures for disinfection of tonometers or 

the nasolaryngoscope, must specify that only certain personnel (optometrists and doctors) are authorised to 

disinfect those items.   

3.2.6 Monitoring and documentation of disinfection 

The Infection Control Procedure Disinfection of Medical Devices must specify which disinfection procedures 

require monitoring and documentation, and the required form must be part of those procedures.  

3.2.7 Handling and Storage of Disinfected Items 

Healthcare workers must refer to Infection Control Procedure 11.3 Storage, handling, shelf-life and rotation of 

sterile stock for advice on transport, handling, storage and stock rotation. All semi-critical items – whether 

reprocessed on-site or purchased ready to use – must be transported, handled and stored at every step from 

receipt through until use, to prevent contamination.  

Healthcare workers must refer to the Infection Control Procedure Disinfection of Medical Devices for advice on 

the transport, handling, storage and stock rotation of disinfected items. 

3.2.8 Deviations and Incidents with Disinfected Items 

Deviations in any part of an on-site disinfection process, detected before the item was used on a patient, 

must be reported to the manager, and the incident must also be reported and managed on IIMS as a near 

miss. 

Any incident involving the use on a patient of a contaminated semi-critical item must be reported on IIMS as 

a clinical incident and managed by the line manager and reviewed by the CNC Infection Prevention & 

Communicable Diseases.  A report of the incident and investigation results must be provided to the Service 

Director Population Health, EDCO CH and the Chief Executive. 

The use of an on-site disinfecting process other than those described in the Infection Control Procedures, 5 

Disinfection of Medical Devices must be reported on IIMS as a clinical incident and managed by the line 

manager and reviewed by the CNC Infection Prevention & Communicable Diseases. A report of the incident 

and investigation results must be provided to the Service Director Population Health, EDCO CH and the Chief 

Executive. 

3.2.9 Recall of Non-disinfected Items 

Non-conforming disinfected items, whether reusable or single use; processed on-site or commercially 

processed, must be recalled and documented.  

Recalls generated by a manufacturer/distributor or the Ministry of Health must be coordinated by the 

Governance Unit and Corporate Services and reported at the JH&FMHN Clinical Council.  

Recalls of items disinfected in JH&FMHN must be coordinated by the Service Director Population Health. 

3.2.10 Training in Disinfection  

Training and assessment in disinfection of reusable semi-critical equipment must not be provided for nursing 

or medical staff or optometrists.   
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4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

5. Legislation and Related Documents 

Aus/NZ Standards AS/NZS 4187:2003 Cleaning, Disinfecting and Sterilizing Reusable Medical and 

Surgical Instruments and Equipment, and Maintenance of Associated 

Environments in HealthCare Facilities. 

AS/NZS 4815:2006 Office-based health care facilities – Reprocessing of 

reusable medical and surgical instruments and equipment, and maintenance of 

the associated environment. 

NSW MoH Guidelines, and 

Policy Directives  

GL2008_017 Australasian Health Facility Guidelines in NSW  

PD2005_203 Infection Control Management of Reportable Incidents 

PD2007_036 Infection Control 

PD2007_075 Loopback Policy 

 

http://infostore.saiglobal.com/store/details.aspx?ProductID=378393
http://infostore.saiglobal.com/store/Details.aspx?ProductId=386513
http://www.health.nsw.gov.au/policies/gl/2008/GL2008_017.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_203.html
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_075.html
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1. Preface  

This policy has been developed to guide Justice Health & Forensic Mental Health Network (JH&FMHN) 

clinicians and managers in the management of Point of Care Testing (PoCT) devices. 

PoCT devices are used throughout JH&FMHN to assist in the provision of healthcare services to adult and 

adolescent patients in the forensic and custodial settings. 

PoCT is defined as pathology testing performed in close proximity to a patient by a healthcare worker 

outside of a laboratory NSW Ministry of Health (MoH) policy PD2015_028 Point of Care Testing (PoCT) Policy. 

The use of PoCT devices allows for immediate and informed decision making regarding the provision of care 

to patients, and may prevent unnecessary external pathology requests. Results obtained from PoCT devices 

enable clinicians to implement appropriate clinical pathways in a timely manner which may significantly 

improve patient outcomes and improve satisfaction with service. 

The use of PoCT devices is dependent upon: 

 Demonstrated need for the service 

 Appropriate education and training for clinicians performing tests on the devices 

 Approval of device introduction into JH&FMHN by the Equipment, Product and Imprest Committee 

(EPIC) and the Clinical Operations Committee  

 Approval of device introduction by the Information Communications and Technology (ICT) 

department and Information Management (IM) department. 

 Availability of PoCT device and associated consumables on New South Wales State Government 

procurement contracts 

 Appropriate quality control performance on every device 

 Appropriate device servicing and maintenance 

This policy has been developed to ensure all PoCT devices used within JH&FMHN have been approved for 

use by the relevant committees and departments, and to ensure that all devices are safe for patient use by 

detailing the quality control and device maintenance requirements to ensure device safety. 

This policy is applicable in every clinical setting within JH&FMHN in which a PoCT device has been approved 

for use. 

2. Policy Content  

2.1 Mandatory Requirements  

Any staff member who wishes to introduce a PoCT device for clinical use within JH&FMHN must provide a 

description of the device, and the demonstrable benefits to patient care and patient outcomes to the EPIC, 

following consultation with the Nurse Manager Clinical Resources (NMCR) using the Request for New 

Equipment/Products Form. The EPIC will evaluate potential benefits and risks of the PoCT device and provide 

advice to the Clinical Operations Committee.  

http://www0.health.nsw.gov.au/policies/pd/2015/PD2015_028.html
http://10.240.1.244:28080/pages/EPIC_New_Equipment.aspx
http://10.240.1.244:28080/pages/EPIC_New_Equipment.aspx
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The ICT and IM departments will be consulted on the potential introduction of PoCT devices to ensure that 

opportunities for automated network connectivity and integration are identified and implemented. 

The Clinical Operations Committee must approve the introduction or evaluation of any PoCT device prior to 

its introduction into any clinical setting within JH&FMHN. If the Clinical Operations Committee does not 

approve introduction or evaluation of the PoCT device, it must not be used at any time during patient care by 

JH&FMHN clinicians. Requests for the introduction for PoCT within JH&FMHN must demonstrate the benefit 

of this model as compared to traditional laboratory testing in terms of service benefits to patients and cost 

effectiveness. 

Clinicians must be provided with face-to-face training (including provision of training using teleconference 

facilities for rural and remote health centres) prior to independent use of any PoCT device during provision of 

patient care. Education must include recognition of abnormal pathology results and documentation of all 

pathology results in the health record. The provision of education and training for a newly introduced PoCT 

device into JH&FHMN health centres and hospitals will be facilitated in conjunction with the NMCR, Nurse 

Educators and PoCT company representatives and educators. The provision of education and training in local 

health centres and wards can be facilitated by Clinical Nurse Educators and/or clinicians who have received 

face to face training (or training via teleconference) on the use of the PoCT device. 

All approved PoCT devices must be registered with Ecomed Technical, using the New Device Registration 

Form in order to ensure that appropriate servicing and maintenance is attended annually. Clinicians must 

ensure that any PoCT device has been serviced within the last 12 months by referring to the servicing tag on 

each device prior to use. 

Clinicians must ensure that quality assurance checks have been performed and are not outstanding prior to 

use of any PoCT device. Instructions for the performance of quality assurance checks and previous results 

must be present with each device. 

All PoCT devices must be approved for use by the Therapeutic goods Administration (TGA). 

Operational procedure documentation must be present near each POCT device and be easily accessed by 

clinicians. 

2.2 Implementation - Roles & Responsibilities 

2.2.1 Clinicians must: 

 Ensure patient provides verbal consent to provide specimen sample for PoCT purposes 

 Ensure appropriate face to face training (including via teleconference) has been completed 

 Ensure quality control checks have been performed and are not outstanding 

 Ensure compliance with safe work practices and infection prevention standards 

 Ensure patient results are clearly documented in the health record 

 Ensure abnormal and/or unexpected results are documented in the health record and clearly 

communicated to the relevant clinicians. 

2.2.2 Nursing Unit Managers must: 

 Ensure all PoCT equipment introduced into the clinical setting has been approved by the EPIC, ICT 

department, IM department and the Clinical Operations Committee 

http://10.240.1.244:28080/pages/product_registration.aspx
http://10.240.1.244:28080/pages/product_registration.aspx
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 Ensure all PoCT devices are registered with Ecomed Technical and serviced annually 

 Ensure all PoCT equipment faults are communicated to the NMCR 

 Ensure quality control checks are correctly performed and up to date 

 Ensure correct consumables are used with all PoCT devices 

 Ensure staff have been provided with education and training prior to use of PoCT devices  

 

2.2.3  Nurse Manager Clinical Resources must: 

 Evaluate submissions for the introduction of new PoCT devices in regards to: 

o Suitability for the JH&FMHN context  

o NSW Government State Contract status  

o Affordability including consumables and on-going costs  

o Perceived patient benefit  

 Ensure that any device for consideration is approved by the Therapeutic Goods Administration 

 Manage product evaluations 

 Support clinicians in regards to device and consumable procurement, device maintenance and 

provision of in-services by company representatives. 

3. Procedure Content  

3.1 Introduction of New PoCT Devices 

The nomination of a PoCT device to be introduced in the JH&FMHN clinical setting must be made in writing 

to the NMCR using the Request for New Equipment/Products Form. The nomination should include: 

 Description of the pathology test(s) that will be conducted, including any laboratory tests that can be 

replaced with the introduction of the PoCT device 

 Description of how information will be recorded in the health record 

 Description of how the PoCT device will be integrated into clinical pathways 

 Analyses of the service benefit of pathology testing using the PoCT device in comparison with 

conventional laboratory testing 

Following assessment for suitability in the JH&FMHN context, the NMCR will present the nomination for the 

PoCT device to the EPIC. Endorsement by the EPIC will be followed by consultation with the ICT and IM 

departments and a submission for final approval by the Clinical Operations Committee. 

Any PoCT device which has not been given final approval by the Clinical Operations Committee must not be 

introduced into any JH&FMHN clinical setting. 

 

 

http://10.240.1.244:28080/pages/EPIC_New_Equipment.aspx
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3.2 Quality Control and Maintenance  

The safe and effective use of any PoCT device is dependent upon effective quality control and device 

maintenance in order to ensure that each device is effective, safe and accurate. 

All PoCT devices must: 

 Be registered with Ecomed Technical, using the New Device Registration Form, and be serviced 

annually 

 Pass annual service and maintenance testing prior to use in clinical settings 

 Pass quality control testing using the appropriate method and frequency as directed by the 

manufacturers guidelines and outlined in the relevant Operational Procedure 

3.3 Education and Training 

Clinicians must be provided with face-to-face education and training (including via teleconference) prior to 

the use of any PoCT device during patient care. The provision of education and training can be facilitated in 

conjunction with the NMCR, Nurse Educators and POCT company representatives.  

3.4 Patient Results 

Patient results from PoCT must be recorded in the health record as directed in the operational procedure.  

Abnormal or unexpected patient results must be documented and provision of care must follow the 

appropriate escalation pathways as per JH&FMHN policy 1.322 Recognition and Management of Patients who 

are Clinically Deteriorating.  

3.5 Incident Reporting 

Any incident concerning a PoCT device, procedure or results management must be reported using the 

Incident Information Management System (IIMS).  

Quality issues concerning any PoCT device must be reported to the NMCR. The NMCR will report the quality 

issue via the Health Quality Reporting System (HQRS). The HQRS may be utilised to initiate messages to 

Suppliers, the HealthShare Contract Management Team and to submit official Medical Device Incident Forms 

to the TGA. 

3.6 Operational Procedures 

Operational procedure documentation must be present near each POCT device and include the following: 

• Principle of examination 

• Sample requirements 

• Reagent storage 

• Calibration procedure (if appropriate) 

• Testing procedure and use of all related equipment 

• Maintenance and troubleshooting procedures 

http://10.240.1.244:28080/pages/product_registration.aspx
http://intranetjh/pol/policylib/1.322_Policy_1214.pdf
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• Result interpretation including critical alert limits and reference ranges 

• Response to abnormal or unexpected results 

• Limitations of procedure including known inferences and limits of detection 

• Quality control procedures and quality control record sheets 

• Safe work practices and infection control information 

• Requirements for recording results in the health record 

• Storage of documentation relating to testing such as printed test results 

• Consumable reorder information and codes 

       Cleaning the device after every use 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

5. Legislation and Related Documents 

JH&FMHN Policies and 

Procedures 

1.322 Recognition and Management of Patients who are Clinically 

Deteriorating 

2.022 Delegations Authority 

2.030 Incident Management 

5.070 Infection Prevention and Control 

4.020 Health Records 

JH&FMHN Forms New Device Registration Form 

Request for New Equipment/Products 

NSW MoH Policy Directives, 

and Guidelines 

PD2015_028 Point of Care Testing (PoCT) Policy 

Privacy Manual for Health Information  

 

http://intranetjh/pol/policylib/1.322_Policy_1214.pdf
http://intranetjh/pol/policylib/2.022_Policy_1214.pdf
http://intranetjh/pol/policylib/2.030_Policy_1215.pdf
http://intranetjh/pol/policylib/5.070_Policy_1215.pdf
http://intranetjh/pol/policylib/4.020_Policy_0715.pdf
http://10.240.1.244:28080/pages/product_registration.aspx
http://10.240.1.244:28080/pages/EPIC_New_Equipment.aspx
http://www0.health.nsw.gov.au/policies/pd/2015/PD2015_028.html
http://www.health.nsw.gov.au/policies/manuals/Pages/privacy-manual-for-health-information.aspx
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1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to providing a safe and healthy work 
environment for all workers. As part of this commitment, hazardous substances and dangerous goods in the 
workplace will be managed in accordance with legislation. 

This policy provides a framework to assist in minimising the occurrence of hazardous chemicals and dangerous 
goods related incidents and injuries.  This policy should be used in conjunction with Safe Work Australia Code of 

Practice Managing risks of hazardous chemicals in the workplace. 

2. Policy Content 

2.1 Mandatory requirements 

JH&FMHN as the person conducting business or undertaking is required to, 

 ensure the safe use, handling and storage of substances, and 

 manage the risks to health and safety associated with using, handling, generating and storing hazardous 
chemicals at a workplace. 

2.2 Implementation – Roles & Responsibilities 

Chief Executive and Executive Directors are responsible for: 

 ensuring that JH&FMHN uses appropriate resources and processes to eliminate or minimise risks that arise 
from hazardous chemicals at the work place. 

Senior Managers (Service Directors, Nurse Managers, Operational Managers) are responsible for: 

 ensuring their managers and workers comply with this policy; 

 ensuring a chemical register is maintained in the workplace, and is readily accessible to workers (this 
includes Safety Data Sheets (SDS)); 

 provision of health monitoring to workers if required (if working with hazardous chemicals listed in 
schedule 14 Code of Practice Managing risks of hazardous chemicals in the workplace) 

 ensuring that a risk assessment for all processes that use the substance has been conducted in 
consultation with workers; 

 providing information, training, instruction and supervision to workers; and 

 providing workers with appropriate personal protective equipment. 

Managers (Department Managers and Nursing Unit Managers) are responsible for: 

 implementing this policy; 

 ensuring the chemical register is maintained in the workplace and captured in TRIM in site specific 
chemical register folders, and is readily accessible to workers, including the chemicals SDSs; 

 ensuring that a risk assessment for all processes that use the chemical has been conducted in consultation 
with workers; 

 ensuring all chemical containers are appropriately labelled; and 

 ensuring workers wear appropriate personal protective equipment as per safe work practices and SDSs. 

Worker is responsible for: 

 complying with this policy; 

 reporting actual and potential hazards relating to hazardous chemicals; and 

 following safe work practices (SWP) as well as using equipment and personal protective equipment which 
has been provided. 

http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/managing-risks-of-hazardous-chemicals-in-the-workplace
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Work Health and Safety (WHS) Coordinator is responsible for: 

 managing the Chemalert system; and 

 providing advice and guidance to managers. 

3. Procedures 

3.1 Hazardous Chemicals 

Under the Work Health and Safety Regulations, a hazardous chemical is any substance, mixture or article that 

satisfies the criteria of one or more hazard classes in the Globally Harmonised System of Classification and 
Labelling of Chemicals (GHS). This includes dangerous goods; most substances that are classified as a dangerous 
good are also hazardous chemicals.  This includes cytotoxic medications and other medications/products that 
require special handling. 

Hazardous chemicals can affect health in the short term with symptoms such as headaches, burns, skin irritation, 
or in the long term with conditions such as asthma, dermatitis or cancer after years of exposure. Exposure can 
occur through inhalation, ingestion, or absorption through skin or eye contact. 

Hazardous chemicals can be identified by reading the label and the SDSs.  

3.2 Risk Management Process for Hazardous Chemicals  

A person conducting business or undertaking (PCBU) must manage risks associated with using, handling, 
generating or storing of hazardous chemicals at a workplace in consultation with workers. To manage risk under 

the Work Health and Safety Regulations 2011, JH&FMHN must: 

 identify hazards; 

 if necessary, assess the risks associated with these hazards; 

 eliminate or minimise the risks by implementing and maintaining controls; and 

 review control measures to ensure they are effective. 

JH&FMHN policy 5.115 WHS Risk Management provides further information on the risk management process. 

Risk assessments must be kept in the workplace in accordance with the Government Disposal Authority (GDA) 
for a minimum of 5 years after the last action is completed.  Risk assessment must also be captured in TRIM in 
site specific risk register folders. 

Where health surveillance is required, and monitoring must be utilised, records must be kept for the allocated 
time periods relating to any monitoring and health surveillance performed including records of consultation with 
employees involved with these processes. 

3.3 Chemical Register 

A chemical register must be kept and maintained in each individual workplace. This register must be updated 
when new substances are introduced or if the use of a substance is discontinued, or at least once every 12 
months. The register must contain a list of all chemicals contained in a JH&FMHN workplace and a SDS for all 
chemicals classified as a hazardous substance or dangerous good. 

The register must be accessible to all workers. A chemical register form EMP 141 is located on the intranet, or 
registers can be created in Chemalert and printed.  Each update of the chemical registers must be captured in 
TRIM in the workplaces allocated site specific chemical register folder. 

3.4 Safety Data Sheets 

A hardcopy of the SDS must be located within the work area and be accessible to all workers.  SDSs must be 
dated within the last five years and be available prior to use of the chemical.  The supplier is required to provide 
a copy of the SDSs on first purchase and if the SDSs is amended. 

  

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://intranetjh/forms/Main/EMP141.doc
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3.5 Labels 

The Work Health and Safety Regulation 2011 requires hazardous substances and dangerous goods to be 
labelled. Suppliers are responsible for labelling containers and must ensure that all containers of hazardous 
substances and dangerous goods are appropriately labelled. 

If containers are found without a label in the workplace, containers must be disposed of in accordance with 

JH&FMHN policy 5.175 Waste Management. 

3.6 Decanting 

A hazardous chemical that is decanted and used completely and immediately does not require labelling, for 
example when the pouring of a substance into a bucket with water is used to mop the floor, and the contents of 
the bucket is disposed of immediately after use. If a substance is decanted and kept in a container for up to 12 
hours or a shift length, the container must be labelled with the product name and the relevant risk and safety 
phrases. 

Where practical, substances should be purchased in appropriate sizes to ensure a chemical is used completely 
and immediately. 

3.7 Purchase of a New Hazardous Chemical 

Prior to the introduction of any new chemical into a workplace, a risk assessment must be conducted and if 
required a SWP developed for the task for which the chemical will be used. A copy of the SDS must be 
forwarded to all workplaces where the substance is to be used and training needs assessed. A substance should 
not be approved to be purchased if an alternative less hazardous is available for use. 

3.8 Disposal 

All hazardous substances and dangerous goods must be disposed of appropriately and a copy of the SDS is to 

accompany the substance off site. Please refer to the JH&FMHN Waste Management Manual prior to the 
disposal of any substances. 

3.9 First Aid 

First aid arrangements must be in place in accordance with JH&FMHN policy 5.040 First Aid. A risk assessment of 
the hazardous chemicals will determine whether any special first aid measures need to be included at the facility 
for example: eye wash stands or safety shower. 

If a worker is injured whilst using a substance and medical treatment is required a copy of the SDS is to 
accompany the worker. Workers must notify any incidents or injuries to their manager and via the Incident 

Information Management System (IIMS). All incidents must be investigated as per JH&FMHN policy 5.040 First 
Aid. 

3.10 Training 

Provision of instruction and information is essential to any incident prevention strategy and, training is required 
to be assessed, be included as part of induction and be particular to the task being performed. 

Instruction and information must include, 

 Hazards involved in the task, 

 Control measures to minimise risks, and 

 Spill control, first aid and emergency response and incident reporting. 

Records of training must be kept for 5 years. 

3.11 Storage 

All chemicals, when not in use must be stored in non-patient areas or secured in cupboards. Oxygen cylinders 

must be restrained and secured in accordance with AS 4332-1995 relating to the storage and handling of gases 
in cylinders. 

  

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://intranetjh/pol/policylib/5.175_Policy_0509.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/pol/policylib/5.040_Policy_1208.pdf
http://intranetjh/pol/policylib/5.040_Policy_1208.pdf
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3.12 Chemalert 

Chemalert is a chemical information and management database that enables users to search for chemicals, 
access SDSs, develop and maintain chemical registers and undertake risk assessments. All workers are able to 
search for any chemical on Chemalert without the need to login and print the SDSs. To develop and maintain 
chemical registers and risk assessments, a login and password is required. This is arranged by the Work Health 
and Safety (WHS) Coordinator. 

If the chemical used in the workplace cannot be found on Chemalert, workers must contact the WHS 
Coordinator to arrange to have the chemical’s SDS placed on Chemalert. 

Chemalert is located on the JH&FMHN intranet site in useful links. An eLearning training package is also available 
on the site. 

Workplaces are still required to have a paper version of the chemical register and SDSs, as these must be 
accessible at all time to workers. 

4. Definitions 

Safety Data Sheets 

A safety data sheet (SDS) is a document prepared by the manufacturer or supplier of a product. An SDS will 
clearly state whether a product is classified as a hazardous substance or a dangerous good. The workplace must 
have a copy of an SDS prior to commencement of any work involving the use of a hazardous substance.  
Although SDSs are available on Chemalert, a hardcopy of the SDS must be located with the chemical register 
and be accessible to all workers. 

Must 
Indicates a mandatory action or requirement. 

Should 
Indicates a recommended action that should be followed unless there are sound reasons for taking a different 
course of action. 

5. Legislation and Related Documents 

Legislation Work Health and Safety Act 2011 

Work Health and Safety Regulation 2011 

JH&FMHN Policies, 
Procedures and Guidelines 

5.040 First Aid 

5.110 Work Health & Safety 

5.115 WHS Risk Management 

5.175 Waste Management 

Procedure Manual 

Waste Management Manual 

Guidelines 
Medication Guidelines 

NSW MoH Policy Directives PD2008_059 Cytotoxic Drugs & Related Waste - Safe Handling in the NSW Public 
Health System 

PD2009_006 Chemalert Chemical Information Management System – 

Implementation 

Related Links Safe Work Australia (July 2012) 

Code of Practice Managing risks of hazardous chemicals in the workplace 

WorkCover: Cytotoxic Drugs and Related Waste Guide 2008 

 

http://intranetjh/SitePages/Useful%20Links.aspx
http://intranetjh/Documents/CHEM_Alert/ChemAlert_Tutorial13/index.htm
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://intranetjh/pol/policylib/5.040_Policy_1208.pdf
http://intranetjh/pol/policylib/5.110_Policy_0409.pdf
http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://intranetjh/pol/policylib/5.175_Policy_0509.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www0.health.nsw.gov.au/policies/pd/2008/PD2008_059.html
http://www0.health.nsw.gov.au/policies/pd/2008/PD2008_059.html
http://www.health.nsw.gov.au/policies/pd/2009/PD2009_006.html
http://www.health.nsw.gov.au/policies/pd/2009/PD2009_006.html
http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/managing-risks-of-hazardous-chemicals-in-the-workplace
http://www.workcover.nsw.gov.au/formspublications/publications/Pages/WC05633_CytotoxicDrugsandRelatedWasteRiskManagem_.aspx


 
 

 

policy 

Policy: 5.030 Issue Date: 24 October 2016 Page 1 of 6 

Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Cytotoxic Management 

Policy Number 5.030 

Policy Function Continuum of Care 

Issue Date 24 October 2016 

Summary This policy provides a framework for Justice Health & Forensic Mental Health 

Network to ensure evidence of efficacy, safety and effective resource utilisation 

to safely comply with care of oncology patients and use of cytotoxic 

medications. It ensures optimal treatment to oncology patients and use of 

cytotoxic medications by complying with and maintaining policies and 

procedures that are based on and reference, legislative requirements, NSW 

Health Directives, Australian Standards, best practice, specific industry 

requirements, regulatory and professional body requirements. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.030 (July 2015) 

Change Summary Update of medication administration route and minor edits  

TRIM Reference POLJH/5030 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

http://www.justicehealth.nsw.gov.au/
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1. Preface  

This policy ensures Justice Health & Forensic Mental Health Network (JH&FMHN) supports the delivery of 

best practice treatment to oncology patients and the provision of current information on cytotoxic and 

cancer treatment protocols.  

To ensure this level of care and support is provided, the following principles will apply:  

 all policies and procedures relevant to JH&FMHN approved by the Cancer Institute NSW and 

displayed on the eviQ website will be the adopted; and  

 accepted standard within JH&FMHN in partnership with the current resources as set out in section 5. 

The eviQ website can be accessed via the Cancer Institute NSW website or directly via http://www.eviq.org.au 

for all policies and procedures. The JH&FMHN mandated education is accessed via Learning Management 

System (LMS) HETI online. When there is a need to vary an eviQ policy or procedure for local use, the local 

service will develop an exception business rule for use within JH&FMHN. The local service business rule shall 

comply with the standards and formats defined in the JH&FMHN Framework for Policies, Procedures and 

Guidelines and abide by principles of document control. eviQ is not intended to replicate or replace the 

knowledge, skills, experience, or clinical judgement of experienced health professionals. 

2. Policy Content  

2.1 Mandatory Requirements  

JH&FMHN clinical nursing staff, pharmacy staff and domestic service staff employed or contracted to work 

within JH&FMHN must follow the guidelines and policies set out on the eviQ website at all times when 

treating/managing a patient who has been diagnosed with cancer and/ or having cancer treatment. eviQ 

provides evidence-based information to support health professionals in the delivery of cancer treatments.  

Line managers are responsible for implementation of this policy and ensuring all clinical nursing staff, 

pharmacy staff and domestic service staff are made aware of its application process within each health 

centre. Staff must be provided time during work to review the policy and eviQ protocols and complete 

JH&FMHN mandated online education modules.  

JH&FMHN clinical nursing staff, and pharmacy staff must complete the JH&FMHN mandated HETI online 

education The Antineoplastic Drug Administration Course (ADAC) – Administering oral antineoplastic drugs- 

Modules 1 and 6 online including Handling Antineoplastic Drugs and Related Waste Safely and Administering 

Oral Antineoplastic Drugs e-learning Guide and eQuiz. JH&FMHN domestic staff must complete Handling 

Antineoplastic Drugs and Related Waste Safely – eLearning Guide and Handling Antineoplastic Drugs and 

Related Waste Safely – eQuiz from ADAC – Administering Oral Antineoplastic Drugs- Modules 1 and 6. Once 

completed this is recorded in LMS HETI online. 

2.2 Implementation - Roles & Responsibilities 

Line managers (Clinical nursing staff, Pharmacy staff and Domestic Services Staff) are responsible for: 

 introducing the policy to their department; 

 registering to the eviQ website for their unit and advise clinical nursing staff, pharmacy staff and 

domestic service staff of the login details for easy access to information on the eviQ website; 

http://www.eviq.org.au/
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 advising clinical nursing staff, pharmacy staff and domestic service staff of the CE mandated 

requirements to complete ADAC – Administering oral antineoplastic drugs - Modules 1 and 6 via LMS 

HETI online; and 

 providing access to computers for staff to review protocols and best evidence on the eviQ website. 

Clinical nursing staff, Pharmacy staff and Domestic Services Staff are responsible for: 

 being aware of the requirements of the procedure and protocol in line with the eviQ website as set out 

by the Cancer Institute NSW; 

 reviewing protocols regularly on the eviQ website and follow correct procedure for each individual 

protocol as set out on the eviQ website; 

 completing ADAC – Administering oral antineoplastic drugs- Modules 1 and 6 via LMS HETI online 

within the agreed timeframe with their line manager or within three months of commencing with 

JH&FMHN, in accordance with section 3.2; and 

 advising line managers if a protocol on the eviQ website does not comply with procedures and 

protocols of JH&FMHN before completing the procedure. 

Cancer Care Coordinator is responsible for: 

 Providing update to staff by Memo of changes within the eviQ site as required. 

3. Procedure Content  

3.1 Information about eviQ 

eviQ Cancer Treatments Online is a point of care clinical information resource that provides health 

professionals with current evidence based, peer reviewed, best practice cancer treatment protocols and 

information.  eviQ is relevant to the Australian clinical environment and can be accessed free of charge 24 

hours a day.  eviQ is designed to support a busy work flow in all clinical and geographical settings, allowing 

rural, remote and metropolitan health professionals, patients, carers and their families access to the same 

standard evidence based information. 

eviQ Cancer Treatments Online contains evidence based protocols and guides for cancer treatments that 

includes: 

 Chemotherapy Drug Protocols 

 Radiotherapy Protocols 

 Standard Drug Protocols 

 Nurse Procedures 

 Special Clinical Instructions 

 Supportive Care instructions 

The protocols and information must be reviewed annually by the Cancer Care Coordinator and information 

must be disseminated to staff via Memo. A password is necessary to access this site. To access the online 

application form: http://www.eviq.org.au. 

http://intranetjh/pol/policylib/5.175_Policy_0714.pdf
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eviQ website calculations function is integrated into the display of Chemotherapy Drug Protocols. The 

Calculations function includes Body Mass Index (BMI), Body Surface Area (BSA), ideal body weight, creatine 

clearance, opioid and corrected calcium, and is intended to be used as an adjunct to prescribing. 

eviQ is relevant to Medical Oncology, Haematology, Palliative Care, Cancer Genetics, Bone Marrow 

Transplantation, Primary Health care and Radiation Oncology services 

To ensure this level of care and support is provided, the following principles will apply to JH&FMHN:  

 all policies and procedures relevant to JH&FMHN approved by the Cancer Institute NSW and 

displayed on the eviQ website will be the adopted; and  

 accepted standard within JH&FMHN in partnership with the current resources as set out in section 5. 

Line managers to clinical nursing staff, pharmacy staff and domestic services staff must access the site, 

register and set up a password for each unit. Staff should have a generic area login and password that are 

distributed by the line manager. 

3.2 CE Mandated Training 

Managers must inform clinical nursing staff and pharmacy staff that completion of the ADAC – Administering 

oral antineoplastic drugs- Modules 1 and 6 is JH&FMHN CE mandated. Once the online learning package and 

eQuiz is completed it is recorded in the LMS HETI online. ADAC – Administering oral antineoplastic drugs- 

Modules 1 and 6 must be completed by existing staff with an agreed timeframe of three to six months with 

their line manager and all new staff must complete ADAC – Administering oral antineoplastic drugs- Modules 

1 and 6 required on line training within a three month period of their commencement with JH&FMHN. 

Managers are to advise domestic service staff that completion of Handling Antineoplastic Drugs and Related 

Waste Safely – eLearning guide and Handling Antineoplastic Drugs and Related Waste Safely – eQuiz from 

ADAC – Administering Oral Antineoplastic Drugs- Modules 1 and 6 is JH&FMHN CE mandated. Access to the 

online training is via HETI online, existing staff will have an agreed three to six months’ timeframe to 

complete the training and the information will be recorded in HETI online. New staff must complete the 

training within a three month period of their commencement with JH&FMHN. 

3.3 Administration of Cytotoxic 

Inclusion: JH&FMHN nursing staff are able to administer oral cytotoxic therapy to patients. JH&FMHN 

nurses must complete a Health Problem Notification Form (Adults) (HPNF) (JUS001.001) or Health Problem 

Notification and Escort Form (Adolescents) (HPNEF) (JUS001.002) when a patient returns from hospital having 

being administered cytotoxic therapy. Where possible, the patient in consultation with CSNSW should be 

placed in a one out cell for the duration of time the patient is being administered cytotoxic medications and 

for seven days after completing the cytotoxic therapy. 

JH&FMHN nursing staff must maintain a personal log of all cytotoxic drugs administered during their course 

of work on the JH&FMHN Cytotoxic Drug Administration Staff Log (Appendix 1). The log is the responsibility 

of each individual staff member and is to be maintained in the workplace and must be updated each shift 

and then archived to each staff members P file in HPRM once the log sheet is full. JH&FMHN staff handling 

cytotoxics will require health surveillance. Health surveillance involves seeing a Medical Practitioner for 

baseline blood tests for a Full Blood Count (FBC), Urea, Electrolytes and Creatinine (UEC’s) and Liver Function 

Tests (LFTs on commencement of employment and yearly thereafter). Pregnant staff or those anticipating 

pregnancy or those breastfeeding should follow Safe Work NSW guidelines and discuss with their line 

http://www.eviq.org.au/
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manager alternate duties. JH&FMHN will incur the cost of the health surveillance. The health surveillance 

screen once presented to the line manager should be archived in the staff members P file in HPRM. The line 

manager and staff member are responsible to ensure documents are archived. 

Exclusion: JH&FMHN nursing staff are not permitted to administer Subcutaneous/ Intramuscular or 

Intravenous Cytotoxic therapy to patients.  

For waste management procedures refer to: JH&FMHN policy 5.175 Waste Management regarding Cytotoxic 

Waste  

4. Definitions  

The Antineoplastic Drug Administration Course (ADAC) – Administering oral antineoplastic drugs- 

Modules 1 and 6 can be located in the LMS HETI online and the eLearning guide of eviQ. Modules 1 & 6 are 

constructed of a learning package and eQuiz, consisting of: 

1. Handling Antineoplastic Drugs and Related Waste Safely – eLearning guide,  

2. Handling Antineoplastic Drugs and Related Waste Safely – eQuiz  

3. Handling Antineoplastic Drugs and Related Waste Safely – Assessment of Competency 

4. Administering Oral Antineoplastic Drugs – eLearning Guide 

5. Administering Oral Antineoplastic Drugs – eQuiz. 

6. Administering Oral Antineoplastic Drugs Assessment of Competency 

Must – Indicates a mandatory action required that must be complied with. 

Should – Indicates a recommended action that should be followed unless there are sound reasons for taking 

a different course of action. 

5. Legislation and Related Documents 

JH&FMHN Policies and 

Guidelines 

5.175 Waste Management 

Cytotoxic Drug Administration Staff Log 2015 

High Risk Medicine Management 

Medication Guidelines May 2016 

NSW MoH Policy Directives PD2015_029 High-Risk Medicines Management 

JH&FMHN Safe Work 

Practice 

Transporting Cytotoxic Medications June 2016 

Handling of Cytotoxic Medication & Waste June 2016 

External Sources 
eviQ Cancer Treatments 

Learning Management System (LMS) HETI Online 

  

http://intranetjh/pol/policylib/5.175_Policy_0714.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.health.nsw.gov.au/policies/pd/2012/PD2012_003.html
http://intranetjh/Documents/SWP_SR/47_SWP_Transporting_Cytotoxic_Medications_Stores.doc
http://intranetjh/Documents/SWP_SR/41_SWP_%20Handling_of_Cytotoxic_Drugs_and_Waste.docx
http://www.eviq.org.au/
https://hetionline.cit.health.nsw.gov.au/
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Appendix 1 - Cytotoxic Drug Log 
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Duress Alarms and Two-way Radios 

Policy Number 5.035 

Policy Function Safe Practice and Environment 

Issue Date 18 November 2014 

Summary This policy relates to the use of personal duress alarms and two-way radios in 

all Correctional Centres, Periodic Detention Centres, Police Cells, Courts and 

Juvenile Justice Centres. 

For the Forensic Hospital, staff must  refer to JH&FMHN policy 5.005 Alarm, 

Pager & Two-Way Radio Use and Management – Forensic Hospital  

Responsible Officer Executive Director Governance & Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.035 (May 2009) 

Change Summary  Update legislative requirements 

 Reformatting and rewording of sections 

TRIM Reference POLJH/5.035 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 
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1. Preface  

This policy relates to the use of personal duress alarms and two-way radios in all Correctional Centres, 

Periodic Detention Centres, Police Cells, Courts and Juvenile Justice Centres. Personal duress alarms and two-

way radios provide additional safety and security for staff, and do not replace the role of Correctional officers, 

Sheriffs or youth officers or security/aggression management training. 

For the Forensic Hospital, staff must refer to the: 

 Justice Health and Forensic Mental Health Network (JH&FMHN) policy 5.005 Alarm, Pager & Two-Way 

Radio Use and Management – Forensic Hospital.  

A hazard management approach to security must be adopted by each Health Centre. Each Health Centre 

must identify, assess and eliminate or control security issues within the facility in which they are working. To 

do this each Health Centre Nursing Unit Manager (NUM) must consult with employees and liaise with 

management at the facility where they are working. This approach will assist to minimise the likelihood of 

harm to staff resulting from aggression occurring in the workplace. 

The Work Health and Safety Act 2011 is the main legislation setting out an employee’s right to a safe and 

healthy work environment. 

2. Policy Content 

2.1 Mandatory Requirements 

To assist in providing Justice Health & Forensic Mental Health Network (JH&FMHN) employees with a safe 

working environment and to provide JH&FMHN employees with guidelines and instructions for the use of 

personal duress alarms and two-way radios. 

2.2 Implementation – Roles and Responsibilities 

Managers (Includes Departmental Managers, Nursing Unit Managers (NUM) and Nurse Managers) are 

responsible for: 

 Implementing JH&FMHN policy 5.035 Duress Alarms and Two-Way Radios; 

 Complying with each facility’s local policies and procedures; 

 Ensuring employees, when in a facility where personal duress alarms or two-way radios are available, wear 

a duress alarm and two-way radio at all times; 

 Liaising with Corrective Services NSW (CSNSW) or Juvenile Justice NSW (JJNSW) to conduct regular 

testing of the equipment and systems; 

 Acting on any reports of faulty equipment; and 

 Ensuring that employees receive appropriate instruction and training, including location-specific 

orientation. 

Coordinator - Manager Corporate Services is responsible for:  

 the support, guidance and advice to managers and staff; 

All staff are responsible for: 

 Complying with  JH&FMHN policy 5.035 Duress Alarms and Two-Way Radios; 

 Cooperating with managers and supervisors in relation to wearing a duress alarm or two-way radio; 

http://intranetjh/pol/policylib/5.005_Policy_0613.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://intranetjh/pol/policylib/5.035_Policy_1114.pdf
http://intranetjh/pol/policylib/5.035_Policy_1114.pdf
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 Reporting any faulty equipment to their manager; 

 Complying with each facility’s local policies and procedures in regards to duress alarms or two-way radios;  

 In facilities where it is required, wearing a duress alarm or two-way radio at all times when entering a 

facility; and 

 Notifying CSNSW or JJNSW immediately in the event of a false alarm. 

3. Procedure Content 

3.1 General  

The Work Health and Safety Act 2011 requires employers to ensure, so far as is reasonably practicable, the 

health and safety of: 

(1) workers engaged, or caused to be engaged by the person, and workers whose activities in carrying out 

work are influenced or directed by the person, while the workers are at work in the business or 

undertaking. 

(2) other persons are not put at risk from work carried out as part of the conduct of the business or 

undertaking. 

(3) Without limiting subsections (1) and (2), a person conducting a business or undertaking must ensure, so 

far as is reasonably practicable: 

a) the provision and maintenance of a work environment without risks to health and safety, 

b) the provision and maintenance of safe plant and structures, 

c) the provision and maintenance of safe systems of work, 

d) the safe use, handling, and storage of plant, structures and substances, 

e) the provision of adequate facilities for the welfare at work of workers in carrying out work for the 

business or undertaking, including ensuring access to those facilities, 

f) the provision of any information, training, instruction or supervision that is necessary to protect all 

persons from risks to their health and safety arising from work carried out as part of the conduct of 

the business or undertaking, and 

g) that the health of workers and the conditions at the workplace are monitored for the purpose of 

preventing illness or injury of workers arising from the conduct of the business or undertaking. 

3.2 Duress Alarms and Two-Way Radios 

Personal duress alarms and two-way radios are the property of each individual facility. Each facility, 

controlled by CSNSW or JJNSW will determine which staff and/or visitors require a personal duress alarm or 

two-way radio. JH&FMHN staff must comply with the facility’s policy and procedures. A staff member must 

accompany JH&FMHN visitors at all times. Staff visiting facilities that they do not usually work in must 

request a duress alarm or be accompanied by a permanent staff member of the facility. 

When required, personal duress alarms are to be worn at all times, attached to the person’s clothing or belt. 

They are not to be worn around the neck. Personal duress alarms are either activated by pushing a button or 

in the event of the staff member falling down.   

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
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JH&FMHN staff working in Juvenile Justice Centres will be issued with a two-way radio as a form of personal 

alarm. The radios must be turned on at all times and worn attached to a belt provided by JJNSW. In centres 

where earpieces are provided, the earpiece must be worn at all times ensuring communication lines are open.  

3.3 Maintenance/Records 

It is the responsibility of the organisation (CSNSW or JJNSW) supplying the duress alarm or two-way radio, to 

maintain and service the equipment. JH&FMHN employees must report any faults with alarms to their 

manager or to a delegated person in charge of duress alarms or two-way radios at the individual facility. 

Employees must not deliberately tamper with or damage any equipment supplied to them.   

Organisations who supply a personal duress alarm or two-way radio are also responsible for recording which 

alarm or radio is issued to each individual.   

3.4 Training 

Organisations supplying JH&FMHN employees with personal duress alarms and radios must: 

 ensure they have a system in place that provides for training of persons responsible for monitoring 

personal duress alarms and two-way radios;  

 ensure persons are appropriately trained in the use of equipment;  

 respond effectively to a duress alarm or a radio call; and  

 be familiar with the response plan.   

It is the responsibility of the organisation supplying a personal duress alarm or radio to JH&FMHN 

employees to ensure staff are aware how to activate the alarm or operate the radio, how it is to be worn, how 

it is monitored, the response process and any further relevant information. 

JH&FMHN managers are to ensure their local workplace induction program includes locations of fixed duress 

alarms, how to activate the alarm, local security policy and procedures and what the response plan is when 

an alarm is activated.  

For facilities where personal duress alarms are issued, workplace induction is to include:  

 how to activate the alarm; 

 what to do if an alarm is accidentally set off; 

 where to record the number of the duress alarm issued to a staff member; and 

 the facility’s policy and procedure on personal duress alarms if applicable.   

Where two-way radios are supplied in Juvenile Justice Centres, workplace induction is to include how to 

operate the radio and earpiece, how to call for assistance and the facility’s policy and procedure on radios if 

applicable. 

Each location site or facility where two-way radios and duress alarms are provided must develop a Safe Work 

Practice in consultation with the department they are working with e.g. CSNSW or JJNSW and include it as 

part of workplace induction training.   

Staff must note that there may be areas within CSNSW/JJNSW centres with ‘blind spots’ where equipment 

cannot be monitored. Duress alarms and two-way radios should therefore not be a replacement for good 

situational awareness. Good judgement should treat radios and portable duress alarms as a secondary line of 
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defence whenever possible. Additionally, staff must exercise caution by ensuring that another colleague is 

aware of their location at all times.  

3.5 When to Activate a Duress Alarm or Radio 

Duress alarms and radios should be activated when staff are unable to diffuse a potentially violent situation, 

are unable to retreat, unable to seek support from other staff, or when staff feel threatened or unsafe. All 

staff should feel assured that in the event of their triggering a duress alarm or radio or seeking urgent 

assistance in a threatening situation, an appropriate response is available. When activating a personal duress 

alarm or radio, staff are to act in accordance with the agreed immediate response as determined by each 

facility. 

After the event staff must: 

 Be provided with medical attention if required; 

 Report the incident to their manager; and 

 Submit a notification on the Incident Information Management System (IIMS). 

After the event, managers should: 

 Ensure staff are aware of the Employee Assistance Program (EAP) services; 

 Organise for staff to be debriefed if necessary; 

 Notify NSW Police if required and; 

 Investigate, notify and follow up as per the Incident Reporting and Management Handbook. 

All systems need to be monitored and reviewed; if system failures occur, all stakeholders should be consulted 

and improvements or issues addressed.  

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 
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5. Legislation and Related Documents  

Legislation Work Health and Safety Act 2011 

Work Health and Safety Regulation 2011 

NSW MoH Information 

Bulletin and Policy Directives 

 

IB2013_024 Protecting People and Property: NSW Health Policy and Standards  

                   for Security Risk Management 

PD2005_315 Zero Tolerance Response to Violence in the NSW Health  

                    Workplace 

JH&FMHN Policies 5.005 Alarm, Pager & Two-Way Radio Use and Management – FH 

Juvenile Justice NSW Alarm Procedure 

CCTV & Radio Surveillance Policy 

CCTV & Radio Surveillance Procedure 

Individual Centre’s Emergency Manuals 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://www0.health.nsw.gov.au/policies/ib/2013/IB2013_024.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_315.html
http://intranetjh/pol/policylib/5.005_Policy_0613.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Environmental Cleaning Policy – JH&FMHN 
Implementation Guide to NSW Health Policy Directive  

PD2012_061 Environmental Cleaning Policy 

Policy Number 5.037 

Policy Function Safe Practice and Environment 

Issue Date 18 November 2014 

Summary This policy highlights relevant procedures which enable staff to comply with 

cleaning standards outlined in the NSW Ministry of Health Policy Directive 

PD2012_061 Environmental Cleaning Policy. 

Responsible Officer Executive Director Governance and Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult and Juvenile Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) New Policy 

Change Summary  Initial Release 

TRIM Reference POLJH/5.037 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 
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1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to providing procedures and 

training to enable staff to comply with standards as outlined in this Implementation Guide, relevant 

legislation(s), NSW Ministry of Health (MoH) policy directives (PD) and relevant standards of practice. 

It should be noted that many of the adult correctional centres do not have professional cleaners and rely on 

Corrective Services NSW (CSNSW) to provide an inmate sweeper and an officer to supervise.  

2. Policy Content 

2.1 Mandatory Requirements  

It is the responsibility of each health service to identify all areas within each healthcare facility that require 

cleaning and to ensure that the cleaning and auditing of those areas is in accordance with NSW MoH 

PD2012_061 Environmental Cleaning Policy. 

2.2 Implementation - Roles & Responsibilities 

All staff are responsible for ensuring a safe environment including the identification and reporting of 

environmental cleaning issues. 

It is the Nursing Unit Manager’s (NUM) or the Unit Manager’s responsibility to; 

 ensure the environmental cleaning audits are completed using the Environmental Cleaning Audit – 

Score Sheet – (Appendix 1) 

 ensure environmental cleaning audits are completed as per the schedule set out in section 2.3 of this 

policy. 

 ensure an Environmental Cleaning Audit Action Plan (Appendix 3) is completed along with actions to 

improve compliance where appropriate. An audit score of <85% indicates an unsatisfactory level of 

compliance and improvement is required 

 ensure identified risks i.e. environmental hygiene and/or maintenance deficiencies, are escalated 

through CSNSW or Juvenile Justice NSW (JJNSW) General/Centre Manager and/or JH&FMHN line 

management 

 ensure completed environmental cleaning audits are saved in excel format in TRIM Container allocated 

to the health facility 

2.3 JH&FMHN specific requirements 

2.3.1 Frequency of cleaning 

 All JH&FMHN health care facilities have been categorised in the NSW MoH PD2012_061 

Environmental Cleaning Policy as a medium risk with the exception of the Long Bay Hospital and the 

Forensic Hospital. The frequency of cleaning required for medium risk areas is as follows: 

o Daily clean  

o Spot cleaning as required 

o Clean daily and check toilets at least twice daily and spot clean 

 The timeframe for rectifying problems in medium risk areas is 48 hours as mandated by the policy. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_061.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_061.html


Environmental Cleaning Policy 
 

 

 
Policy: 5.037 Issue Date: 18 November 2014 Page 3 of 8 

 It should be noted that JH&FMHN Health Facilities are mostly cleaned by sweepers provided by CS 

NSW so daily and spot cleaning may not always be possible.  

2.3.2 Internal Audits 

 The required frequency of environmental cleaning audits in JH&FMHN health care facilities is 50% of 

rooms over a period of three months. 50% of the identified rooms are to be audited with the 

remaining 50% to be audited in the following audit period. The person undertaking the audit must 

always refer to the previous audit to determine what sections/rooms are to be audited and any 

previous actions identified in the Environmental Cleaning Audit Action Plan. This ensures that the 

whole health centre or satellite health centre is audited over a six month period. 

 The cleaning audit template Appendix 1 automatically calculates the quality level of cleaning. The 

acceptable quality level of cleaning is 85%. Auditors input a score for the cleanliness of specific 

element such as walls, flooring, etc., in each identified area. These elements are scored from "1" for 

satisfactory and "0" for unsatisfactory. When an item is N/A leave the "X" in the box. For an element 

to achieve a "1" score all parts of that element must be of the same standard. The score achieved 

against each element is then automatically calculated.  The overall percentage score will determine 

the level of compliance with cleaning standards, see Appendix 2.  

 An audit score less than the required score for each identified area indicates an unsatisfactory level 

of compliance and improvement is required. Issues are to be identified on the action plan  

Appendix 3 along with actions to improve compliance.  

 Internal audits can be undertaken by a person who has an appropriate knowledge of the 

Environmental Cleaning Policy and the cleaning process required by the healthcare facility. An 

auditor can be a member of the cleaning service or an employee of the facility not related to the 

cleaning service. An auditor should always be accompanied by a staff member of the area being 

audited to ensure issues are identified, ratified and validated. 

 The cleaning staff should be provided with a copy of the audit results to assist with identifying any 

areas of non-compliance and, where relevant, their role in rectifying these. 

 Feedback from NUMs or Unit Managers must be provided to the individual areas along with a plan 

to rectify any highlighted problems. Results of audits, together with audit improvement plans and 

outcomes, must be tabled at the Cleaning & Waste Management Committee. Refer to Appendix 4 

for environmental cleaning audit monitoring and escalation process. 

 All environmental cleaning audits must be trimmed in the TRIM containers assigned to each health 

centre. Facilities & Logistics will monitor the TRIM containers for compliance and provide feedback to 

the appropriate directorate. 

 Regardless of internal procedures, all health centres are required to use the same audit tool as per 

Appendix 1. 

2.3.3 External Audits 

Facilities & Logistics will facilitate an external audit every two years. The external audit will review the 

healthcare facility’s internal auditing program, all audit results and action plans related to cleaning and 

auditing. The feedback will be provided to the Cleaning & Waste Management Committee and to the 

individual sites as per the escalation chart.  
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3. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action.  

Sweeper 

This is an inmate who is employed to carry out various duties within a wing/unit/pod. These duties are 

general in nature and may include cleaning, yard duties or laundry duties among others. They report to the 

Wing Officer. 

4. Legislation and Related Documents 

JH&FMHN Policies 5.070 Infection Control 

NSW Ministry of Health  

Policy Directives 

 

PD2012_061 Environmental Cleaning Policy  

 

http://intranetjh/pol/policylib/5.070_Policy_0712.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_061.html
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Appendix 1 – Environmental Cleaning Audit Template 

Environmental Cleaning Audit - Score Sheet 
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Auditor:       Date:  
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  1 1 1 1 1 1 1 1 1 1 1 1 1 
   

13 100% 

  x 1 1 1 1 1 1 1 1 1 1 1 1 
   

12 100% 

  1 0 1 0 1 1 1 1 1 1 1 1 1 
   

11 85% 

  x 1 1 1 1 1 1 1 0 1 1 1 1 
   

11 92% 

  x 0 1 0 1 1 1 1 1 1 1 1 1 
   

10 83% 

  x 0 1 1 1 1 1 1 1 0 1 1 0 
   

9 75% 

  
                

0 
 

  
                

0 
 

  
                

0 
 

  
                

0 
 

Achievable 

Score 
2 6 6 6 6 6 6 6 6 6 6 6 6       74 

  

Total Score 
2 3 6 4 6 6 6 6 5 5 6 6 5       66   

                                        

    

Comments: 

(insert comments here) Cleaned by:         

    (insert comments here)             

    

Contract 

Cleaner         

    Sweeper         

    PSA           

            89.189   
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Appendix 2 – Instructions on using the Audit Tool 
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Appendix 3 – Environmental Cleaning Audit Action Plan 

 Site: Site Manager: 

Date:   

Issue Action 
Responsible Officer 

Due Date Comments / Outcome 
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Appendix 4 – Environmental Cleaning Audit Monitoring & 

Escalation Process 

 

 

 

 

 

  

 

NUMs complete the monthly Cleaning Audit and save 

completed form in the appropriate Trim folder 

Service Director escalates issue(s) to the Inter-agency 

meeting for resolution 

Inter-agency meeting unable to successfully resolve 

issue(s) and same issue(s) continues to be identified 

through subsequent cleaning audits 

NUM unable to successfully resolve issue(s) with Site 

Management and same issue(s) continue to be 

identified through subsequent cleaning audits. 

No further action 

required 

Service Directors to address any compliance issues and 

request the NUM to develop an action plan and discuss 

resolution of issues with Site Management (action plans 

to be saved in Trim folder for committee) 

Manager Facilities & Logistics provides compliance 

report and summary of highlighted issues to committee 

and to the appropriate Service Directors 

Service Director to refer issue(s) back to the Cleaning & 

Waste Management Committee for further escalation  

Cleaning & Waste Management Committee escalates 

issue(s) to the Clinical Governance Committee 

No further action 

required 

Successfully Resolved? 

Successfully Resolved? 

No 

No 

Yes 

Yes 
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

First Aid 

Policy Number 5.040 

Policy Function Safe Practice and Environment 

Issue Date 17 December 2012 

Summary Justice Health and Forensic Mental Health Network (JH & FMHN) is committed to 
ensuring all workers including those employed by the Corrective Service NSW, 
Juvenile Justice, and visitors have immediate access to first aid. The provision of 
first aid facilities and personnel does not replace the place of incident prevention, 
and the focus must always be on providing a safe workplace.  

This policy provides directions around ensuring appropriate first aid facilities and 
first aid personnel are provided in accordance Work Health and Safety legislation. 

Responsible Officer Executive Director Governance and Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 5.040 (Dec 2008) 

Change Summary  Legislation changes 

 Code of practice First Aid in the workplace 

TRIM Reference POLJH/5040 

Authorised by Chief Executive 

 

http://www.justicehealth.nsw.gov.au/
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1. Preface 

JH & FMHN is committed to ensuring all workers including those employed by Corrective Service (CSNSW), 
Juvenile Justice (JJ), and visitors have immediate access to first aid.  

This policy provides directions around ensuring appropriate first aid facilities and first aid personnel are provided 
in accordance Work Health and Safety legislation. 

Workers requiring more than first aid care must be referred to his or her own medical practitioner, or an 
ambulance called and taken to a public hospital for further care. The supply of analgesics is not part of a first 
aider’s role. 

JH &FMHN registered nurses providing first aid to workers and visitors are not to initiate Justice Health Standing 
Orders. 

2. Policy Content 

2.1 Mandatory Requirements 

JH &FMHN as the person conducting a business or undertaking (PCBU) must: 

 Provide first aid equipment and ensure each worker at the workplace has access to the equipment; 

 Ensure access to facilities for the administration of first aid; 

 Ensure that an adequate number of workers are trained to administer first aid at the workplace or that 
workers have access to an adequate number of other people who have been trained to administer first 
aid. 

2.2 Implementation – Roles and Responsibilities 

Chief Executive and Executive Directors 

 Have a duty to exercise due diligence to ensure that business complies with the Work Health and Safety 
Act 2011 (WHS Act 2011) and Work Health and Safety Regulations 2011 (WHS Regulations 2011). 

Managers (Service Directors, Nurse Managers, Nursing Unit Managers, Operational Managers & 
Departmental Managers) 

 Implement the First Aid Policy; 

 Conduct a first aid assessment of their workplace in consultation with their workers and other 
stakeholders; 

 Determine and document the contents of their workplace first aid kit or equipment as part of the first aid 
assessment; 

 Ensure kits are checked and replenished post use and at least annually; 

 Ensure first aiders are trained; 

 Communicate the first aid arrangements to their workers during induction/orientation to the workplace. 

Workers 

 Report any incident/injury/near miss. 

First Aiders  

 Provide first aid assistance to ill or injured workers and visitors;  

 Check and replenish contents of the kit post use and at least annually; 

 Ensure training is up to date. 



 

First Aid 
 

 

 Policy: 5.040 Issue Date: 17 December 2012 Page 3 of 4 

3. Procedure Content 

3.1 Workplace First Aid Assessment 

Each workplace must assess their first aid needs and ensure an effective first aid plan is in place, as part of the 
assessment each workplace should consider: 

 the type of work performed; 

 the type of injuries or illnesses that could occur; 

 the number and distribution of workers; 

 the area to be covered, layout of the building;  

 access to communication; and 

 access or distance to additional assistance. 

The outcome of the assessment will determine what first aid arrangements are required. A first aid 
assessment/plan form has been developed to assist workplaces in assessing their first aid needs. 

The first aid assessment/plan must be completed and communicated in the workplace and retained in TRIM 
containers WHS First Aid Assessment and Checklist for the work location. 

3.2 First Aider 

A first aider is a person who has successfully completed a nationally accredited training course or an equivalent 
level of training that has given them the competencies required to administer first aid. Refresher training in CPR 
should be undertaken annually and first aid qualifications should be renewed every three years. JH & FMHN must 
meet any costs relating to an approved worker gaining and maintaining a first aid qualification.  

3.2.1        Number of Trained First Aiders 

In low risk workplaces it is recommended one first aider for every 50 workers. In high risk workplaces it is 
recommended one first aider for every 25 workers.  A low risk workplace is a workplace where workers are not 
exposed to hazards that could result in serious injury or illness such as offices.  A high risk workplace is a 
workplace where workers are exposed to hazards that could result in serious injury or illness this includes 
working with clients who are frequently physically aggressive. 
 
In clinical areas such as the hospitals and health centres, nurses and medical staff must provide first aid 
treatment to JH & FMHN workers, CSNSW workers, JJ workers, and visitors during operating hours.  Nurses and 
medical staff are not required to undertake an approved first aid course.   The first aid arrangements must be 
communicated to all workers by their manager. 

3.3 First Aid Kits 

All workers must have access to a first aid kit or equipment. The content and number of kits in the workplace 
will be dependent on the outcome of the first aid assessment, the types of injuries, the number of injuries and 
the layout of the workplace.  A First Aid Contents Checklist has been developed based on the Code of Practice 
First Aid in the Workplace; this checklist provides workplaces with a list of contents that would suit most 
workplaces.  This checklist has been designed to be modified, either by adding equipment or removing 
equipment, it will depend on the type of injuries occurring in the workplace.  

The first aid contents checklist must be completed post use and at least annually and retained in TRIM.  The first 
aid contents checklist is a guide only and contents should be adapted to suit each individual workplace needs.  
Workplaces that do not have a kit but equipment is part of their stock in a treatment room, must also complete 
the checklist 

The contents of the first aid kit will be required to be checked post use and annually. In workplaces where first 
aiders are not required the manager of the workplace must ensure the first aid kit or equipment is checked and 
stocked. 
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3.3.1 Location of First Aid Kits 

First aid kits should be kept in prominent accessible locations, clearly signed and close to areas where there is a 
higher risk of injury.  If a workplace occupies several floors in a multi storey building, at least one kit should be 
located on every second floor. 

Clinical areas such as health centres, hospital units and police cells do not have to have a first aid kit, first aid 
equipment can be part of the stock in a treatment room as long as workers have access to the treatment room 
and stock.  The supply of medicines including analgesics is not part of the first aid kit or equipment. The first aid 
arrangements must be communicated to all workers by their manager.   

JH & FMHN work vehicles are considered a workplace and should contain a First Aid Kit. 

3.4 Record Keeping 

3.4.1 Register of Injuries 

A register of injuries and a record of first aid treatment must be kept in each workplace. This is a notification into 
the IIMS system. The register of injuries is part of the requirement of worker’s compensation law to ensure that 
workers who sustain injuries at work are able to record the details of the accident in case they wish to make a 
claim. 

JH &FMHN workers must enter a notification of an incident/injury into IIMS for all JH &FMHN workers and 
visitors who require first aid from a health centre or a first aid kit. It is the responsibility of the injured person or 
injured person’s manager to enter a notification of an incident/injury into IIMS, not the worker who is providing 
first aid. In the case of a visitor it is the responsibility of the worker who has arranged for them to be on site to 
enter a notification into IIMS. 

In the case of JH & FMHN workers providing first aid treatment to CSNSW and JJ workers, treatment should be 
documented on a CSNSW or JJ injury form provided by the injured or ill person. Do not make a notification on 
IIMS, and do not send the CSNSW or JJ injury form to the Joint Records Centre. 

4. Legislative and Policy Framework 

The following is a list of legislation and policies relevant to first aid. These documents can be accessed through 
Ministry of Health, WorkCover NSW, or from Employee Services. 

 Legislation Work Health and Safety Act 2011 

Work Health and Safety Regulations 2011 

Ministry of Health PD2005_351 First Aid Provision of First Aid Facilities and Personnel 

Safe Work Australia Code of Practice: First Aid in the Workplace 2012  

 
 

 

 

 

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+648+2001+cd+0+N
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_351.html
http://www.safeworkaustralia.gov.au/sites/SWA/about/Publications/Documents/693/First%20aid%20in%20the%20workplace.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Food Recalls 

Policy Number 5.045 

Policy Function Safe Practice and Environment 

Issue Date 23 July 2015 

Summary This policy ensures that a process is in place that notifies Justice Health & 

Forensic Mental Health Network (JH&FMHN), Corrective Services NSW 

(CSNSW) and Juvenile Justice NSW (JJNSW) of a food that has been recalled by 

NSW Food Authority or the Ministry of Health and ensures that recalled foods 

are removed from the NSW Custodial, Long Bay Hospital (LBH), The Forensic 

Hospital (FH) and the Juvenile Justice environment. 

Responsible Officer ED Clinical Operations | Custodial Health 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.045 (November 2011) 

Change Summary  All titles and contact information updated 

 Minor wording and grammar changes 

TRIM Reference POLJH/5045 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

http://www.justicehealth.nsw.gov.au/
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1. Preface  

Food Standards Australia New Zealand (FSANZ) has the responsibility of coordinating food recalls when food 

items pose a possible public health and safety risk to consumers. Each State and Territory have Action 

Officers and in NSW it is the NSW Food Authority. 

The NSW Food Authority Recall Coordinator issues an official notice of a recall when a business intends to 

initiate a recall of a product. The Justice Health & Forensic Mental Health Network (JH&FMHN) / Corrective 

Services NSW (CSNSW) Senior Environmental Health Officer (SEHO) subscribes to receive alerts of a recall. 

Notification of recalls may also be received through the Ministry of Health or the NSW Food Authority food 

surveillance network. 

A food recall is defined as ‘an action taken to remove from distribution, sale and consumption, food which 

may pose a health and safety risk to consumers’. 

There are two types of recalls: 

 Trade Recall – involves recovery of the product from distribution centres and wholesalers 

 Consumer recall – involves the recovery of the product from all points in the production and 

distribution system including any affected product in the possession of consumers. 

This policy refers to the consumer recall where the affected product might be in the hands of the consumer. 

Trade Recalls are managed through other channels. 

This policy is specifically concerned with food which is available commercially which enters the 

correctional/juvenile justice system, not food supplied through Corrective Services Industries (CSI) or JJNSW 

equivalent. 

2. Policy Content  

In the event of a recall affecting JH&FMHN staff, food prepared by JH&FMHN staff for patients, or food 

available for retail sale in the Long Bay or Forensic Hospitals, the SEHO (or delegate) will issue an Important 

Notice with the recall notice attached. JH&FMHN staff must adhere to the directions contained in the 

Important Notice. 

The Important Notice will advise staff of the following: 

 Product name, 

 Food product description 

 Production date or batch number 

 What to do with the recalled product, and 

 Health advice for staff if stated in the recall notice. 

2.1 Mandatory Requirements  

 Upon receipt of a recall notice, the SEHO must interpret the NSW Food Authority recall notice. 

 If the recall notice is relevant, the SEHO must advise the Service Director Population Health and 

inform the Food Service Managers in LBH and FH and place an Important Notice on the JH&FMHN 

intranet concerning the food product recalled and a link or copy of the original recall notice. 



Food Recalls 
 

 

 
Policy: 5.045 Issue Date: 23 July 2015 Page 3 of 3 

 The NUM or delegate should ensure that CSNSW or JJNSW management of each site are notified of 

the recall so affected foods can be removed. 

 Products must be recalled from the NSW Custodial, LBH, FH and JJNSW environment in accordance 

with recall notice instructions. 

2.2 Implementation - Roles & Responsibilities 

 The SEHO and the Service Director Population Health will be the point of contact for all JH&FMHN 

and JJNSW staff concerned about the recall notice. 

 The SEHO (or delegate) is responsible for placing the Important Notice 

 JH&FMHN staff must comply with the instructions in the Important Notice, and/or recall notice. 

 JH&FMHN staff must withdraw the food from point of sale or distribution within the Forensic or 

Long Bay Hospitals, and dispose of it in accordance with the instructions on the recall notice. 

3. Procedure Content  

1. SEHO subscribes and receives food recall alerts and notifications from NSW Food Authority. Note, to 

receive alerts, staff may go to the food standards website, click on Consumer Information Food 

Recalls then on ‘Food recall alert’. Recalls will then be emailed to the subscriber. 

2. When a recall notice is received, the SEHO determines the need for the recall notice to be placed on 

the JH&FMHN Intranet – Important Notices. The need is determined by where the product has been 

distributed or whether it is a common item. 

3. SEHO consults with Manager Health Advancement 

4. SEHO ensures the product is recalled/disposed of by contacting relevant staff where the product was 

sold/supplied. 

5. In most instances, suppliers of the product will remove the food before it gets to the consumer so no 

action will be required. 

6. In the event that the recall is a consumer recall, the SEHO will liaise with the CSNSW Buy-up 

Operations Manager to ensure the appropriate action has been taken. The SEHO will also notify the 

Service Director Population Health. 

4. Definitions  

Must - Indicates a mandatory action required that must be complied with. 

Should - Indicates a recommended action that should be followed unless there are sound reasons for taking 

a different course of action. 

5. Legislation and Related Documents 

Additional Sources Food Standards Australia New Zealand - Food Industry Recall Protocol 
 

NSW Food Authority - Food Recalls 

 

http://www.foodstandards.gov.au/
http://www.foodstandards.gov.au/industry/foodrecalls/firp/Pages/default.aspx
http://www.foodauthority.nsw.gov.au/industry/recalls#.VH0KcWa4bAU
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Justice Health & the Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

  Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Infection Prevention and Control 

Policy Number 5.070 

Policy Function Safe Practice and Environment 

Issue Date 1 December 2015 (minor update on 6 April 2016 on position title and reference to 

external document; Section 3.5 was added. Minor update on 6 September 2016 on 

section 3.1 and 3.4) 

Summary This policy highlights relevant procedures which enable staff to comply with 

infection prevention and control standards outlined in relevant legislation and 

NSW Ministry of Health policies. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.070 (May 2006, March 2011, July 2012) 

Change Summary Update of references and associated documents. 

TRIM Reference POLJH/5070 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

http://www.justicehealth.nsw.gov.au/
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1. Preface  

Effective infection prevention and control is central to providing high quality health care for patients and a 

safe working environment for staff in healthcare settings. 

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to: 

 Reducing the risk of patients, staff and visitors acquiring or transmitting infections in JH&FMHN 

facilities; and 

 Providing facilities, equipment, procedures and training to enable staff to comply with standards 

outlined in relevant legislation and NSW Ministry of Health (MoH) policies. 

This policy highlights relevant procedures which enable staff to comply with infection prevention and control 

standards and applies to all staff who provide care for any patient in a health centre, ward, department, cell 

or other location, and when providing first aid to a staff member or a visitor.  

2. Policy Content 

2.1 Mandatory Requirements  

Infection prevention and control in New South Wales is legislated in the Health Practitioner Regulation (New 

South Wales) 2010. The Infection Control Standards (Regulation 6 and Schedule 1) in the Regulation 

describes the minimum standard for infection control which is mandatory for all registered healthcare 

workers. 

In addition, NSW MoH PD2007_036 Infection Control Policy describes additional mandatory requirements for 

all public health care facilities, including JH&FMHN. 

Dentists and dental hygienists are also required to comply with the Australian Dental Association ADA 

Guidelines for Infection Control (3rd Edition, 2015), and the NSW MoH PD2013_024 Oral Health: Cleaning, 

Disinfecting and Sterilizing. 

2.2 Implementation - Roles & Responsibilities 

 All JH&FMHN employees have a duty of care to take all reasonable steps to safeguard patients, staff 

and visitors from acquiring an infection.  

 Staff must cooperate with JH&FMHN managers and not place anyone at risk of infection by their acts 

or omissions. Staff must inform their manager of any issues concerning access to and training in the 

use of the equipment and consumables that enable them to comply with infection control standards. 

 Managers are responsible for ensuring day-to-day implementation, supervision and compliance of 

evidence based infection prevention and control work practices and procedures.  

 Managers must provide necessary and in some cases safety engineered equipment, items and 

consumables, which will enable staff to comply with infection prevention and control standards. 

Managers should liaise with the Clinical Nurse Consultant (CNC) Infection Prevention & 

Communicable Diseases if infection control instruction and training are required.  

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+333+2010+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+333+2010+cd+0+N
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://www.dentalboard.gov.au/documents/default.aspx?record=WD10%2f1399%5bv2%5d&dbid=AP&chksum=5Xwqg83fkeSZ4w81oX2lbw%3d%3d
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+2009+cd+0+N
http://www.health.nsw.gov.au/policies/GL/2005/GL2005_037.html
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control


 

Infection Prevention and Control 
 

 

 
Policy: 5.070 Issue Date: 1 December 2015 Page 3 of 6 

 The CNC Infection Prevention & Communicable Diseases is responsible for the planning, 

development, implementation and evaluation of all facets of the infection prevention and control 

program in JH&FMHN.  The CNC Infection Prevention & Communicable Diseases is responsible for 

providing infection prevention education to JH&FMHN staff in response to identified infection 

prevention priorities. 

 The JH&FMHN infection prevention and control risk management program will be coordinated by 

the CNC Infection Prevention & Communicable Diseases. Strategies to monitor the effectiveness of 

the infection prevention and control program will include on-site inspections, audits and reviews of 

reported incidents.  Reports will be submitted via the Service Director Population Health to the 

relevant Executive Director. 

 The CNC Infection Prevention & Communicable Diseases will liaise with all directorates as a 

consultant on matters relating to infection prevention procedures, practices and strategies to ensure 

appropriate procedures are followed to mitigate any identified infection related risks to staff, patients 

and partner organisations. 

 Non compliance with this policy must be reported by staff to their line manager, to the CNC 

Infection Prevention & Communicable Diseases, and a notification made on the Incident Information 

Management System (IIMS).  

3. Procedure Content 

3.1 Surveillance for Healthcare-Associated Infections 

 Data relating to healthcare-associated infections must be reviewed using MoH definitions and 

methodology and should be reported by the CNC Infection Prevention & Communicable Diseases 

via the Service Director Population Health to the relevant Executive Director. 

3.2 Instruction and Training 

 All clinical staff must attend the Population Health presentation at JH&FMHN Orientation and must 

complete any Health Education and Training Institute (HETI) mandated online courses pertaining to 

infection prevention and control. 

 Infection prevention instruction can be provided via distribution of various posters as described in 

the JH&FMHN Infection Control Manual and via various topics presented at in-services, workshops 

or through newsletters and Important Notices. 

 The strategies and procedures in the JH&FMHN Infection Control Manual must be based on MoH 

PD2007_036 Infection Control Policy.  The procedures in the JH&FMHN Infection Control Manual 

include hand hygiene, Standard Precautions, Additional (Transmission Based) Precautions, personal 

protective equipment, safe use and disposal of sharps, environmental cleaning, cleaning medical 

equipment, reprocessing of reusable medical equipment and managing occupational exposures. 

3.3 Equipment and Consumables  

 JH&FMHN should obtain infection prevention and control expert advice for medical products 

(equipment, items and consumables) and chemicals products (such as hand hygiene products and 

http://intranetjh/PopHealthProcedures/Forms/Communicable.aspx?View=%7b5B80C8F0-37A3-48B5-9969-9F176D764A83%7d&FilterField1=Area&FilterValue1=Communicable%20Diseases
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
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disinfectants used for cleaning clinical items and the patient or health centre environment) through 

the membership of the CNC Infection Prevention & Communicable Diseases on the JH&FMHN 

Equipment Products and Imprest Committee. 

3.4 Occupational Exposures to Blood and Body Substances 

 All staff who sustain an occupational exposure, resulting from a penetrating injury from a used sharp 

or needle (parenteral) or splash or contact with blood and/or body substances (non parenteral), must 

promptly perform appropriate first aid, report the injury/incident, and be offered timely and 

confidential risk assessment and testing by an experienced off-site provider to determine the risk of 

acquiring a blood-borne virus and follow up management of the staff member.   

 The occupational exposure incident must be reported on the Staff, Visitor, Contractor IIMS form 

 All staff must comply with JH&FMHN policy 5.100 Occupational Exposure Management. 

3.5 Infection Control and Partner Agencies 

 Corrective Services NSW (CSNSW), Juvenile Justice NSW (JJNSW) and The GEO Group (GEO) have 

their own infection control policies, procedures and equipment for inmates, detainees, officers and 

youth workers. 

 JH&FMHN must liaise with CSNSW, JJNSW, GEO, NSW Police, Attorney General and Medirest in 

regards to cleaning, waste, food and linen services for patients and in regards to the construction 

and refurbishment of facilities where care is provided to patients.  

 Contractors must provide services that comply with the relevant national and NSW legislation and 

MoH Policy Directives pertaining to infection prevention and control. 

 Health Centre managers must identify all areas within each health facility that require cleaning, and 

to ensure that the environmental cleaning and auditing of those areas are in accordance with 

JH&FMHN policy 5.037 Environmental Cleaning Policy - JH&FMHN 

 Cleaning procedures, equipment, consumables and chemicals must comply with NSW MoH 

PD2012_061 Environmental Cleaning Policy regardless of whether the cleaner is an employee, an 

inmate or a contractor.  

 CSNSW must provide equipment, chemicals and personnel for cleaning in the Adult Health Centres.  

 JJNSW must provide equipment, chemicals and personnel for cleaning in Adolescent Health Centres.  

 The appointed contractor must provide equipment, chemicals and personnel for cleaning in the 

Forensic Hospital.  

 JH&FMHN must provide equipment, chemicals and personnel for cleaning in Long Bay Hospital 

(LBH) and Silverwater Women’s Correctional Centre. 

 Waste management, including clinical waste and sharps, is described in the JH&FMH 5.175 Waste 

Management Procedure Manual. 

 Food services to adult in-patients must be provided by CSNSW or Medirest. Receipt and storage of 

food supplies in Long Bay Hospital are described in the Food Services (LBH) Manual (2010). 

http://intranetjh/pol/policylib/5.100_Policy_1111.pdf
http://www.health.nsw.gov.au/resources/policies/manuals/cleaning.asp
http://www.health.nsw.gov.au/resources/policies/manuals/cleaning.asp
http://www.saiglobal.com/PDFTemp/Previews/OSH/as/as4000/4100/4146.pdf
http://www.healthfacilityguidelines.com.au/
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 Laundry and linen services for facilities managed by JH&FMHN are provided by CSNSW, JJNSW and 

Medirest for the Forensic Hospital in accordance with the Australian Standard for Laundry Practice 

(AS/NZ 4146:2000 Laundry Practice). Handling and storage of clean and used linen in facilities 

managed by JH&FMHN is described in the JH&FMHN Infection Control Manual. 

 Infection prevention and control requirements are critical to facility design and planning of a 

healthcare facility and must be incorporated into plans and specifications.  All areas of a healthcare 

facility should be designed, constructed, furnished and equipped to minimise the risk of transmission 

of infection.   

 JH&FMHN must ensure Australian Health Facility Guidelines Part D – Infection Prevention and Control 

(2012) and the relevant Australian that the Standards are complied with, and that any changes to 

building design have taken into account any implications for infection control and standards when 

designing and constructing JH&FMHN facilities. 

 JH&FMHN must include the CNC Infection Prevention & Communicable Diseases as a key 

stakeholder to review all plans for designing, planning, building, refurbishing or renovating 

healthcare facilities.   

3.6 Oral Health 

 JH&FMHN Oral Health will practise infection prevention in accordance with the Australian Dental 

Association (ADA) Infection Control Guidelines. 
 

 JH&FMHN Oral Health will maintain and enhance public health, patient and staff safety by ensuring 

that the risk of cross infection is prevented in the dental setting. 

4. Definitions 

Healthcare associated infection  

Healthcare associated infections (HAI) are infections that occur as a result of healthcare interventions. The 

infection may manifest before or after discharge from a healthcare setting. 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

5. Legislation and Related Documents 

Legislation Health Practitioner Regulation (Adoption of National Law)  

Health Practitioner Regulation (New South Wales) Regulation 2010. 

JH&FMHN Policies 

and Procedures 

5.018 Sterilisation and Disinfection 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+333+2010+cd+0+N
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://www.health.nsw.gov.au/resources/policies/manuals/cleaning.asp
http://www.health.nsw.gov.au/policies/gl/2008/GL2008_017.html
http://www.health.nsw.gov.au/policies/GL/2005/GL2005_037.html
http://intranetjh/pol/policylib/5.100_Policy_1111.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
http://intranetjh/PopHealthProcedures/Forms/Communicable.aspx?View=%7b5B80C8F0-37A3-48B5-9969-9F176D764A83%7d&FilterField1=Area&FilterValue1=Communicable%20Diseases
http://intranetjh/PopHealthProcedures/Immunisation%20Procedures%202012.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
http://www.dentalboard.gov.au/documents/default.aspx?record=WD10%2f1399%5bv2%5d&dbid=AP&chksum=5Xwqg83fkeSZ4w81oX2lbw%3d%3d
http://www.saiglobal.com/PDFTemp/Previews/OSH/as/as4000/4100/4146.pdf
http://www.nhmrc.gov.au/node/30290
http://www.foodauthority.nsw.gov.au/industry/industry-sector-requirements/food-service-to-vulnerable-persons/
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5.100 Occupational Exposure Management 

5.037 Environmental Cleaning Policy 

Infection Control Manual 

Communicable Diseases Procedures 

Immunisation Procedures 

Waste Management Procedures Manual  

Infection Control Procedures Documents 

Long Bay Hospital Food Services Manual 2010 

Ministry of Health 
PD2007_036 Infection Control Policy 

PD2013_024 Oral Health: Cleaning, Disinfecting and Sterilizing 

PD2012_061 Environmental Cleaning Policy 

Other 
Australian Commission on Safety and Quality in Health Care 

National Safety and Quality Health Service Standards - Standard 3:  Preventing and 

Controlling Healthcare Associated Infections 

ADA Guidelines for Infection Control (3rd Edition, 2015) 

AS/NZS 4146:2000 Laundry Practice 

National Health & Medical Research Council 2010 

Australian Guidelines for the Prevention and Control of Infection in Healthcare  

Australian Health Facility Guidelines 2012 Part D – Infection Prevention and Control 
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Hazardous Manual Tasks 

Policy Number 5.090 

Policy Function Safe Practice and Environment 

Issue Date 19 August 2013 

Summary Justice Health & Forensic Mental Health Network is committed to workplace 
safety and the prevention of manual handling injuries and illnesses. Manual 
handling is a major cause of workplace injury in the health industry, with 
significant costs to the health service and to workers.   

This policy provides framework to ensure JH&FMHN has a system in place to 
identify, assess and eliminate or control all foreseeable hazardous manual tasks in 
the workplace. 

Responsible Officer Executive Director Governance and Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 5.090 (Mar 2009) 

Change Summary  Legislation changes 

TRIM Reference POLJH/5090 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

http://www.justicehealth.nsw.gov.au/
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1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to workplace safety and the 
prevention of manual handling injuries and illnesses. Hazardous manual tasks are a major cause of workplace 
injury in the health industry, with significant costs to the health service and to workers.  This policy is to be read 

in conjunction with JH&FMHN Policies 5.110 Work Health and Safety (WHS) Policy and 5.115 WHS Risk 
Management Policy. 

2. Policy Content 

2.1 Mandatory requirements 

JH&FMHN as the person conducting a business or undertaking has the primary duty to ensure, so far as is 
reasonably practicable, that workers and other persons are not exposed to health and safety risks arising from 
the business or undertaking.  

2.2 Implementation – Roles & Responsibilities 

Chief Executive and Executive Directors  

The Chief Executive and Executive Directors are responsible for ensuring that JH&FMHN uses appropriate 
resources and processes to eliminate or minimise risks that arise from hazardous manual tasks. 

Senior Managers (Service Directors, Nurse Managers, Operational Managers) 

 Ensuring their managers and workers comply with this policy; 

 Identifying reasonably foreseeable hazards, eliminate or minimise the risk by implementing control 
measures in accordance with the hierarchy of control; 

 Maintaining the implemented control measures so that it remains effective; 

 Consulting with workers when planning to introduce new tasks or change existing tasks, selecting new 
equipment, when refurbishing, renovating or redesigning existing workplaces and carrying out work in 
new environments; and 

 Ensuring adequate resources including training are available for eliminating or minimising hazardous 
manual tasks. 

Managers (Department Managers and Nursing Unit Managers) 

 Implementing this policy; 

 Ensuring manual handling equipment is provided and is used by workers; 

 Identifying reasonably foreseeable hazards, eliminate or minimise the risk by implementing control 
measures in accordance with the hierarchy of control, in consultation with workers; and 

 Maintaining the risk register and safe work practices in their workplaces. 

Workers 

 Complying with this policy and following safe work practices and instructions; 

 Participating in training; 

 Reporting hazardous manual tasks; and 

 Participating in the risk management process. 

  

http://intranetjh/pol/policylib/5.110_Policy_0409.pdf
http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
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3. Procedure Content 

Manual tasks are any activities where a person uses his or her body to perform an action or sequence of actions 
to carry out work. These include any task requiring force to lift, lower, push, pull, carry or otherwise move, hold, 
or restrain any person, animal or object.  Some manual tasks are hazardous and may cause musculoskeletal 
disorders (MSDs).  MSDs may include conditions such as 

 Sprains and strains of muscles, ligaments and tendons; 

 Back injuries, including damage to muscles, tendons, ligaments, spinal discs, nerves, joints and bones; 

 Joint and bone injuries or degeneration, including injuries to the shoulder, elbow, wrist, hip, knee, ankle, 
hands and feet; 

 Nerve injuries or compression; (e.g. carpal tunnel syndrome) 

 Muscular and vascular disorders as a result of hand, arm vibration; 

 Soft tissue hernias; and 

 Chronic pain. 

MSDs occur in two ways; 

 Gradual wear and tear to joints, ligaments, muscles and inter-vertebral discs caused by repeated or 
continuous use of the same body parts, including static body positions; and 

 Sudden damage caused by strenuous activity, or unexpected movements such as when loads being 
handled move or change position suddenly. 

It is a requirement under the Work Health and Safety Regulation 2011 that a person conducting a business or 
undertaking must manage risks to health and safety relating to a musculoskeletal disorder associated with a 
hazardous manual task.  

3.1 Manual Tasks Risk Management 

A person conducting a business or undertaking must manage risks to health and safety relating to a 
musculoskeletal disorder associated with a hazardous manual task.  The process involves: 

 Identifying manual tasks that are hazardous; 

 If necessary, assessing the risks of MSDs associated with hazardous manual task; 

 Implementing suitable risk control measures; and 

 Reviewing the effectiveness of control measures. 

Hazardous manual tasks can be identified by the following characteristics: 

 Repetitive or sustained force; 

 High or sudden force; 

 Repetitive movement; 

 Sustained and/or awkward posture; and 

 Exposure to vibration. 

Other ways to identify hazardous manual tasks are by reviewing injury or incident data, or by talking to workers 
regarding what tasks may cause them discomfort, or are difficult or awkward to perform. 

Once tasks are identified as hazardous, risk assessments should be completed using EMP 135 WHS Hazardous 
Manual Task Risk Management Form.  This form is based on Safe Work Australia’s, Hazardous Manual Tasks 
Code of Practice Safe Work Australia 2011, and will assist in identifying risk factors and determining whether 
there is a risk. 

  

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://intranetjh/forms/Emp_Srv/EMP135.doc
http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/hazardous-manual-tasks-cop
http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/hazardous-manual-tasks-cop
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Once a risk is determined it must be either eliminated or minimised using the hierarchy of control. 

Level 1: Eliminate or minimise the hazard 

Level 2: Substitute, Isolate, Engineering 

 This may be achieved by changing the environment in which the task is completed; 

 Changing the equipment and loads used in the manual task; this may include breaking loads down and 
assessing staffing required to perform a task and 

 Providing mechanical aids to carry out or assist in the task. 

Level 3: Administrative (is the least effective protection method and is not to be used alone) 

 Implementing safe work practices; 

 Training; and 

 Job rotation. 

Once controls are implemented they must be reviewed to ensure they are effective.  Controls must be reviewed:  

 Before any change is made to the task or equipment used; 

 If new information becomes available; 

 If an incident/injury occurs; and 

 If a health and safety representative or worker requests a review. 

JH&FMHN Policy 5.115 WHS Risk Management provides further information on the risk management process. 

4. Patient Handling 
Patients may vary in size and dependency and may be unpredictable and uncooperative. Moving, positioning or 
restraining patients must be performed in a manner that is safe for not only the patient but also for the worker. 
JH&FMHN adopts the minimal lift approach which ensures that;  

 The manual lifting of patients is eliminated in all but exceptional or life threatening situations; 

 The workers’ physical effort is minimised;  

 Patients identified with mobility needs are assessed on admission/reception and regularly thereafter, with 
clear communication between workers on how to mobilise a patient; 

 Handling aids are to be used whenever they can help to reduce the risk if this is not contrary to the 
patient’s medical needs. This includes equipment such as slide sheets, slide boards, slings and hoists; 

 Rolling, sliding and supporting a patient continues to be acceptable; 

 Patients and relatives are informed on admission that manual handling devices will be used to ensure the 
safety of workers and patients; and 

 Workers who are required to restrain a patient adhere to MoH Policy Directive 2012_035 Aggression, 
Seclusion and Restraint in Mental Health Facilities and the Prevention and Management of Violence and 
Aggression (PMVA) Training Package.  

It doesn’t mean: 

 All lifting is banned; and 

 Workers don’t “handle” patients anymore. 

The main patient handling tasks that are associated with injuries to health care workers are: 

 Manually moving patients in bed; 

 Manually transferring patients between bed and chair; 

 Manually lifting patients from the floor; and 

 Sustained postures such as stooping e.g. supporting limbs for long periods of time. 

http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
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The following are high risk activities and must not be used by JH&FMHN workers: 

 Total body lifting must be avoided except in emergency situations. In emergency situations an adequate 
number of workers should be involved and the lift should be planned, controlled and coordinated with a 
team leader, and “counted in” to minimise the risk of injury; 

 Dragging patients up the bed by holding them under their arms; 

 The orthodox or cradle lift; 

 Manually lifting patients from the floor or ground; and 

 Top and tail lift. 

Patients who are identified as a manual handling risk (aged, frail, disabled, etc.) must be assessed on 
admission/reception and /or when there is change in their mobility status. Assessments must be documented in 

the Health Record using JUS 060.404 Patient Manual Handling Initial Assessment form and JUS 060.405 Patient 
Manual Handling Assessment and Management Plan. These forms should be available for all workers providing 
care to the patient. Assessments should include;  

 Patients walking;   

 Moving in and out of beds; 

 To and from chairs; 

 Moving to and from toilets and commode chairs; and   

 Bed mobility.  

Once a patient has been assessed, and a risk to workers has been identified, controls must be put in place to 
eliminate or minimise the risk. Controls should be focused on eliminating the need to lift, push or pull, 
identifying and eliminating unnecessary transfers, providing appropriate equipment and the consistent 
reinforcement of its use, changing workflows and increasing levels of workers if needed.   

When in doubt regarding the amount of assistance a patient can provide for transferring or positioning, it is 
safer to assume the patient is unable to assist and to use lifting devices. 
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4.1 Equipment for Patient Handling 

As a first option, patients should be encouraged to move themselves; this may require appliances such as 
monkey bars, bed side rails and walking appliances. For those patients who require additional assistance, the 
following is a list of devices that are available for patient handling. 

Type Indication for use 

Slide Sheets Non mechanical patient handling aid, aims at reducing force required to position or 
roll patients/clients in bed 

 Moving patients/clients up and down beds 

 Rolling patients/clients side to side in bed   

Walk/Transfer belts Non mechanical patient handling aid, aims at giving patient/client handles 

 Helping patient/client stand up from seated position (standing transfers) with 
one or two carers 

 Repositioning patients/clients in chairs 

 Walking the patient/client 

Slide Boards Non mechanical patient handling aid, aims at decreasing frictional forces during 
transfers between trolleys and beds and to bridge the gap 

 Transfer from bed to trolley 

 Transfer from bed to bed 

Hoist Mechanical patient lifting aid aims at moving patients/clients 

 Transfer from bed to chair 

 Toileting/commode 

 Repositioning in bed 

 Helping up from floor 

 Total body lifting 

4.2 Management of Bariatric Patients 

Bariatric patient is a patient who is obese and whose: 

 Weight exceeds, or appears to exceed, the identified safe working load/weight capacity of standard 
hospital equipment such as beds, mechanical lifters, operating tables, shower chairs and wheelchairs 
generally > 150kg;  

 Size restricts the use of standard furniture such as bedside chairs; 

 Large stature, may or may not be classified as “obese”, but are not accommodated in  standard 
equipment or furniture; and 

 Size restricts mobility. 

All bariatric patients must be assessed on admission/reception and /or when there is change in their mobility 

status. Assessments must be documented in the Health Record using JUS 060.404 Patient Manual Handling 
Initial Assessment form and JUS 060.405 Patient Manual Handling Assessment and Management Plan. These 
forms should be available for all workers who are providing care to the patient. Assessments should include;  

 patients walking;   

 bed mobility; 

 moving in and out of beds; 

 to and from chairs; and 

 moving to and from toilets and commode chairs.   
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Once a patient has been assessed, controls must be put in place to minimise the risk. Plans must be developed 
immediately with consideration of equipment requirements. Equipment may need to be hired or purchased 
depending on the long term needs of the area. Standard equipment generally has a safe working load between 
120kg and 150kg. Equipment to be considered includes: 

 beds; 

 chairs; 

 commodes; and 

 hoist. 

Other factors to consider when hiring or purchasing equipment are the width of doorways to manoeuvre beds 
and equipment and appropriate room allocation for inpatients (disabled rooms are larger for manoeuvring of 
equipment). Staffing levels may also need to be considered. 

Each workplace/unit must keep manufacturer’s guidelines on equipment to ensure workers are aware of 
equipment safe working loads and dimensions or ensure equipment is labelled with the safe working load. This 
will enable staff to quickly assess the need to hire equipment externally.   

5. Documentation 
A number of tools have been developed to assist workers in managing hazardous manual tasks, including forms 
which are located on the Intranet under the forms section. 

 Emp 135 - WHS Hazardous Manual Task Risk Management Form 

 Emp 146 - Workstation Assessment Form 

 Emp 149 - Manual Handling Equipment Chart 

 JUS 060.404 Patient Manual Handling Initial Assessment (paper form only) 

 JUS 060.405 Patient Manual Handling Assessment and Management Plan (paper form only) 

All completed forms should be captured in TRIM in site specific risk register containers and kept in the workplace 

risk register. Risk registers must be accessible to all workers and auditors. The Patient Manual Handling Initial 
Assessment form JUS060.404 and the Patient Manual Handling Assessment and Management Plan form JUS 
060.405 must be filed in the patient’s Health Record. 

Risk assessments must be kept in the workplace while valid and applicable, and kept for at least 5 years after the 
date of action completed if no longer valid. 

A number of safe work practices have also been developed to assist workers and managers in managing 
hazardous manual tasks, safe work practices are located on the Intranet> WHS page> Safe Work Practices/Safety 
Rules. Topics include but are not limited to: 

 Ergonomics- setting up your workstation, adjusting your chair and office equipment; 

 Safe lifting; 

 Storage practices; and 

 Use of Trolleys etc. 

It is the responsibility of the manager to ensure workers have been consulted with on any safe work practice 
used in their workplace. Further information on safe work practices can be obtained from the JH&FMHN policy 

5.110 Work Health and Safety. 

6. Training 
All staff receive hazardous manual task training during orientation. JH&FMHN will aim to provide high-risk 
manual handling areas with appropriate training to meet their identified needs. It is the responsibility of Service 
Directors who approve the purchase or hiring of manual handling equipment to ensure staff are provided with 
adequate training in the use of the equipment. 

http://intranetjh/forms/Pages/default.aspx
http://intranetjh/forms/Emp_Srv/EMP135.doc
http://intranetjh/forms/Emp_Srv/Emp146.doc
http://intranetjh/forms/Emp_Srv/EMP149.doc
http://intranetjh/Pages/SWP_SR.aspx?RootFolder=/Documents/SWP_SR&FolderCTID=0x01200020B572B474316F44BD4CB1928B28FEB6&View=%7bEE94B44E-E416-4413-ACCD-E4C3E8AF86DF%7d&
http://intranetjh/Pages/SWP_SR.aspx?RootFolder=/Documents/SWP_SR&FolderCTID=0x01200020B572B474316F44BD4CB1928B28FEB6&View=%7bEE94B44E-E416-4413-ACCD-E4C3E8AF86DF%7d&
http://intranetjh/pol/policylib/5.110_Policy_0409.pdf
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7. Definitions 

Must 

Indicates a mandatory action or requirement. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a different 
course of action. 

8. Legislation and Related Documents 

Legislation Work Health and Safety Act 2011 

Work Health and Safety Regulation 2011 

JH&FMHN Policies, Manuals 
and Forms 

2.155 Enterprise - Wide Risk Management 

5.110 Work Health & Safety 

5.115 WHS Risk Management 

Manuals 
 

JUS 060.404 Patient Manual Handling Initial Assessment 

JUS 060.405 Patient Manual Handling Assessment and Management Plan 

Forms 
 

Emp 135 WHS Hazardous Manual Task Risk Management Form 

Emp 146 Workstation Assessment Form 

Emp 149 Manual Handling Equipment Chart 

NSW MoH Policy Directives 
and Guidelines 

PD2012_035 Aggression, Seclusion and Restraint in Mental Health Facilities 

GL2005_070 Occupational Health & Safety Issues Associated with Management 
Bariatric (Severely Obese) Patients 

Safe Work Australia Hazardous Manual Tasks Code of Practice Safe Work Australia 2011 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
http://intranetjh/pol/policylib/5.110_Policy_0409.pdf
http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://intranetjh/forms/Emp_Srv/EMP135.doc
http://intranetjh/forms/Emp_Srv/Emp146.doc
http://intranetjh/forms/Emp_Srv/EMP149.doc
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_070.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_070.html
http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/hazardous-manual-tasks-cop
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Occupational Exposure Management 

 

Policy Number 5.100 

Policy Function Safe Practice and Environment 

Issue Date 5 May 2015 (minor update on 6 September 2016 to update title from  Clinical 

Nurse Consultant Infection Prevention to Clinical Nurse Consultant Infection 

Prevention & Communicable Diseases; other minor updates) 

Summary All staff who sustain an occupational exposure, resulting from a penetrating 

injury from a used sharp or needle (parenteral) or splash or contact with blood 

and/or body substances (non parenteral), must promptly perform appropriate 

first aid, report the injury/incident, and be offered timely and confidential risk 

assessment and testing by an experienced off-site provider to determine the 

risk of acquiring a blood-borne virus. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.100 (November 2011) 

Change Summary  Minor amendments for clarification and update of titles. 

 Change policy title (formally Exposure to Blood or Body Substances - 

Management of Staff). 

TRIM Reference POLJH/5100 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/
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1. Preface  

This policy provides Justice Health & Forensic Mental Health Network (JH&FMHN) specific policy and 

procedure on management of staff (whether employed by JH&FMHN, contracted, agency, or other category 

working for JH&FMHN) when implementing Ministry of Health policy directive PD2005_311 HIV, Hepatitis B 

and Hepatitis C – Management of Health Care Workers Potentially Exposed and applies to all staff within 

JH&FMHN. 

This policy must be read in conjunction with JH&FMHN Infection Control Procedure What to do if you are 

Exposed to the Blood or Body Substances of Another Person. 

2. Policy Content  

2.1 Mandatory Requirements  

All healthcare workers (HCWs) who sustain an occupational exposure, resulting from a penetrating injury 

from a used sharp or needle (parenteral) or splash or contact with blood and/or body substances (non 

parenteral), must promptly perform appropriate first aid, report the injury/incident, and be offered timely and 

confidential risk assessment and testing by an experienced off-site provider to determine the risk of 

acquiring a blood-borne virus.  The occupational exposure must be reported on the Incident Information 

Management System (IIMS). 

2.2 Implementation - Roles & Responsibilities 

2.2.1 Responsibilities of HCWs 

Immediately following an occupational exposure all HCWs must perform appropriate first aid, then report the 

incident as soon as possible to their manager (or the After Hours Nurse Manager), and promptly notify the 

Clinical Nurse Consultant (CNC) Infection Prevention & Communicable Dieases (during business hours), to 

ensure the HCW is provided with early and, confidential support to follow this policy and associated 

procedure.  The incident must be reported on the Staff Visitor Contractor form in IIMS. 

2.2.2 Responsibilities of Managers 

Managers must: 

 Follow the recommendations in this policy and its procedure  

 Prominently display the ‘Needlestick Hotline’ posters (provided by CNC Infection Prevention & 

Communicable Diseases), in appropriate locations in the health centre.  

 If responsible for management of cleaning staff, inform those staff to immediately report any found 

sharps or needles.  Those items can be safely disposed by officers or nurses, and the incident 

investigated. 

 If responsible for nurses who perform venepuncture or peripheral cannulation, ensure those nurses are 

aware of JH&FMHN policy 1.425 Venepuncture and Cannulation which specifies that those procedures 

may only be performed using the device/s for which the nurse has been trained and formally assessed 

as demonstrating competency in safely using that device. 

http://www.health.nsw.gov.au/policies/pd/2005/PD2005_311.html
http://jhintranet/files/PH_IC_9.2_What_to_do_if_you_are_exposed_to_the_blood_or_body_substance_of_another_person.pdf
http://jhintranet/files/PH_IC_9.2_What_to_do_if_you_are_exposed_to_the_blood_or_body_substance_of_another_person.pdf
http://intranetjh/pol/policylib/1.425_Policy_0714.pdf
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 If informed that a staff member was injured during a procedure, verify that the contaminated sharp or 

needle was immediately and safely removed from the environment and disposed appropriately; 

document this information on the IIMS Staff Visitor Contractor form. 

 If a patient is exposed to the injured staff member’s blood, document both incidents separately in 

IIMS.  The patient’s exposure is documented on the Clinical form and the staff’s exposure is 

documented on the Staff Visitor Contractor form. To maintain confidentiality, both patient and 

employee will be managed by an off-site provider nominated by the Executive Director Clinical 

Operations - Custodial Health (EDCO CH) or Executive Director Clinical Operations – Forensic Health 

(EDCO FH).. 

 If informed that a staff member has been exposed to the blood or a body substance from an injured 

officer / youth officer / visitor / another staff member, report the incident on IIMS and via line 

managers to the EDCO CH or EDCO FH. Both people must be managed by an off-site clinician to 

maintain the confidentiality of their medical records. 

 When an employee from Corrective Services NSW (CSNSW) or Juvenile Justice (JJNSW) or GEO is 

exposed to blood or body substances of an inmate/young person in custody/patient, First Aid must be 

provided, and the officer/youth officer must then be referred to their WH&S manager for 

documentation and confidential off-site management as per the CSNSW / JJNSW / GEO Policy. The 

blood-borne viral status of the inmate/young person in custody/patient must not be released without 

a signed Release of Information form, and that de-identified information must only be released to the 

off-site medical officer who is managing the officer/youth officer so that the officer/youth officer 

receives confidential counselling and management advice at the same time that he/she is given that 

information. 

2.2.3 Responsibilities of Employee Services 

Inform all JH&FMHN employees whose work places them at risk of exposure to blood or body substances of 

the process for obtaining vaccination against the hepatitis B virus, in line with Ministry of Health policy 

PD2011_005 Occupational Assessment, Screening & Vaccination Against Specified Infectious Diseases. 

2.2.4 Executive Director Clinical Operations 

The EDCO CH or EDCO FH must: 

 Designate an appropriate person to bring this policy and its procedure to the attention of new 

employees at Orientation. 

 Designate an appropriate person to develop and maintain a JH&FMHN specific procedure for the 

implementation of this policy. 

3. Procedure Content  

3.1 Confidentiality 

All HCWs are responsible for maintaining the confidentiality of information about patients and staff.  The risk 

assessment, counselling, blood tests, treatment and follow up for the employee are provided and managed 

by an offsite provider (non-JH&FMHN employee).  Any information relating to the HCWs risk assessment, 

counselling, blood tests, treatment and follow up remains with the offsite provider. JH&FMHN clinical staff 

(medical officers and nursing staff) are not authorised to collect blood from any employee. 

http://www.health.nsw.gov.au/policies/pd/2011/PD2011_005.html


Occupational Exposure Management 
 

 

 
Policy: 5.100 Issue Date: 5 May 2015 Page 4 of 5 

The staff member’s clinical information must not be submitted to JH&FMHN, unless specifically requested by 

Employee Services: 

 To substantiate a claim for insurance; or 

 When the staff member has disclosed that information to the Ministry of Health expert medical panel. 

This only applies in the event of seroconversion by a staff member who performs exposure-prone 

procedures (see JH&FMHN policy 5.125 Screening of Staff Members who Perform Exposure-Prone 

Procedures). Employee Services must only release that staff member’s clinical information to relevant 

directors and managers involved in decision making about modifications to that staff member’s work 

practices, after consultation with the Ministry of Health expert medical panel and that staff member.  

Discussions of these incidents at staff meetings and the JH&FMHN Statewide Health and Safety Committee, 

or on the After-Hours Nurse Manager Reports, must not identify either the staff or the patient. Reports other 

than IIMS notifications that may need to be submitted to the EDCO CH or EDCO FH must de-identify the staff 

(initials only) and patient (initials and MIN/CIMS/MRN). JH&FMHN does not monitor whether the staff 

member follows the recommendations of this policy and its procedure. 

3.1 Review of Incidents 

Managers must investigate any events that led to the occupational exposure incident for opportunities to 

change behaviour, procedures, equipment and training.  

The JH&FMHN Statewide Health and Safety Committee must review de-identified collated occupational 

exposure incident data that is submitted by the CNC Infection Prevention & Communicable Diseases from 

IIMS notifications. An annual summary of these de-identified incidents must be collated by the CNC Infection 

Prevention & Communicable Diseases, and any trends noted for opportunities to amend procedures, 

equipment or training. This report must be distributed to all JH&FMHN workplaces with the Minutes of the 

JH&FMHN Statewide Health and Safety Committee.   

Managers and staff must submit requests for a trial of any safety-engineered sharps products to the 

JH&FMHN Equipment Product and Imprest Committee (EPIC). 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

http://intranetjh/pol/policylib/5.125_Policy_0515.pdf
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5. Legislation and Related Documents 

NSW MoH Policy 

Directives, and Guidelines 

PD2005_311 HIV, Hepatitis B and Hepatitis C – Management of Health Care  

                    Workers Potentially Exposed 

PD2011_005 Occupational Assessment, Screening & Vaccination Against  

                     Specified Infectious Diseases  

JH&FMHN Policies and 

Procedures 

1.425 Venepuncture and Cannulation 

3.170 Workers Compensation and Injury Management 

5.110 Work Health & Safety 

5.115 Work Health and Safety Risk Management 

5.125 Screening of Healthcare Workers who Perform Exposure-Prone Procedures 

Procedure 9.1 Safe Handling and Disposal of Sharps 

Procedure 9.2 What to do if you are Exposed to the Blood or Body Substances of 

Another Person 

 

http://www.health.nsw.gov.au/policies/pd/2005/PD2005_311.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_005.html
http://intranetjh/pol/policylib/1.425_Policy_0714.pdf
http://intranetjh/pol/policylib/3.170_Policy_0314.pdf
http://intranetjh/pol/policylib/5.110_Policy_0912.pdf
http://intranetjh/pol/policylib/5.115_Policy_1212.pdf
http://intranetjh/pol/policylib/5.125_Policy_0515.pdf
http://intranetjh/PopHealthProcedures/PH_IC_9.1_Safe_handling_and_disposal_of_sharps.pdf
http://intranetjh/PopHealthProcedures/PH_IC_9.2_What_to_do_if_you_are_exposed_to_the_blood_or_body_substance_of_another_person.pdf
http://intranetjh/PopHealthProcedures/PH_IC_9.2_What_to_do_if_you_are_exposed_to_the_blood_or_body_substance_of_another_person.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Clinical Observers 
 

Policy Number 5.105 

Policy Function Safe Practice and Environment 

Issue Date 18 March 2014 

Summary Clinical Observers are individuals who are not members of Justice Health & 
Forensic Mental Health Network (JH&FMHN)’s clinical staff, who generally have 
clinical training and experience, and are approved to observe patient care 
delivered by current members of JH&FMHN’s clinical staff for the purpose of 
developing knowledge and experience in their clinical field of interest. 

This policy advises how applications and visits by Clinical Observers are to be 
managed within JH&FMHN. 

Responsible Officer Executive Medical Director 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 5.105 (November 2011) 

Change Summary  Change of name (formerly known as Medical Observers policy). 

 Reconfiguration to align with the current policy template. 

TRIM Reference POLJH/5105 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/
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1. Preface 
Clinical Observers are individuals who are not members of Justice Health and Forensic Mental Health Network’s 
(JH&FMHN) clinical staff, who generally have clinical training and experience, and who attend a JH&FMHN facility 
to observe patient care delivered by current members of JH&FMHN’s clinical staff. Clinical Observers are provided 
with this opportunity so they may develop knowledge and experience in their clinical field of interest. Clinical 
Observers do not undertake any clinical care duties within JH&FMHN and are not included in patient care 
decisions. 

This policy provides directions to staff with regard to how applications and visits by a Clinical Observer must be 
managed within JH&FMHN and provides instructions for staff when facilitating or supervising a Clinical Observer 
at a JH&FMHN site. 

This policy does NOT apply to: 

 Honorary Junior Medical Staff, Honorary Senior Medical Staff, Honorary Dentists, or other Honorary 
Clinical staff. These categories refer to clinical staff that may participate in clinical care and therefore are 
required to have the correct category of registration with the Australian Health Practitioner Regulation 
Agency (AHPRA). A separate application process exists for these staff. 

 Students undertaking formal clinical placements as part of recognised tertiary education training program. 
This includes Medical, Nursing and Allied Health Students on Clinical Placements. 

 Visitors (clinical and non-clinical) who are attending a JH&FMHN facility or service for a short period, 
generally less than one day, and who are escorted at all times by a member of staff and issued with a 
“Visitors Pass.” This includes members of external organisations who may be attending JH&FMHN for the 
purpose of attending individual education and training sessions, assist JH&FMHN undertake on-site 
professional assessment and examinations (such as University or College exams), part of an accreditation 
team, or other short term approved visits. 

2. Policy Content 

2.1 Roles and Responsibilities of a Supervisor 

A Clinical Observer must at all times be under the direct supervision of a JH&FMHN clinical staff member who 
has current AHPRA registration and who is approved to provide the observation. Direct supervision must be 
provided whenever an observer is present with a patient. The supervisor must not delegate the supervision role 
to a person who is not a registered health practitioner within the same profession. For example, a medical 
Clinical Observer must be supervised at all times by a JH&FMHN medical practitioner. Clinical Observers may 
have more than one supervisor who meets the above criteria.  

Supervisors are professionally accountable for the actions of a Clinical Observer under their supervision. The 
scope of a Clinical Observer’s interaction with JH&FMHN patients allowed by the supervisor should be guided by 
the Clinical Observer’s background, training, experience and performance. 

The safety of JH&FMHN patients and clinical care provided by JH&FMHN clinical staff must not be compromised 
by the presence of a Clinical Observer. Further, training of existing staff must not be compromised by the 
presence of a Clinical Observer. 

Supervisors (and proposed observers) are required to sign the JH&FMHN Clinical Observer and Supervisor’s 
Declaration form (EMP184) which includes an acknowledgement that the supervisor and proposed observer 
understands the scope and limitation of the observer’s role within JH&FMHN. 

2.2 Roles and Responsibilities of a Clinical Observer 

In circumstances considered safe and appropriate by the supervisor with regard to the observer’s background, 
training and experience, and with explicit patient consent, Clinical Observers may: 

 Observe relevant clinical practice; 

 Conduct supervised patient interviews; 

 Conduct limited supervised clinical examinations, but NOT including invasive or intimate examinations; 

http://www.ahpra.gov.au/
http://www.ahpra.gov.au/
http://intranetjh/forms/Emp_Srv/EMP184.pdf
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 Participate in educational activities (relevant clinical tutorials and health centre visits) under direct or 
indirect clinical supervision (i.e. supervisor is aware and has approved for the Clinical Observer to attend 
the educational activity); and 

 Under direct supervision, observe the use of paper or electronic medical information systems, health care 
records, laboratory, radiology and other clinical reports. 

Clinical Observers must NOT: 

 Take an active part in, or have any responsibility for, a patient’s clinical care, including giving medical or 
clinical advice to a patient; 

 Make entries in a JH&FMHN patient Health Record, or complete any forms; 

 Prescribe treatment or medication; 

 Order diagnostic tests; 

 Take a telephone call regarding clinical matters on behalf of JH&FMHN, their supervisor or another 
clinician; 

 Be responsible for the communication of clinical information about a patient to another medical 
practitioner or clinician, or to a patient, their carers or families; 

 Independently access a patient’s medical information or JH&FMHN patient Health Record, be it paper or 
digital/electronic; 

 Make copies (digital or hard copy) of clinical information, except with the direct written permission of 
their supervisor for the purpose of an educational activity and where the information does not contain 
details which may enable the identification of patients; 

 Perform or assist with any medical procedures, including minor procedures and any surgical procedures, 
administer medications or any other treatments; or 

 Give any medical or clinical advice to a patient. 

An observer placement will be automatically revoked if the Clinical Observer does not follow the bounds of the 

agreed placement, or breaches the Ministry of Health policy directive PD2012_018 Code of Conduct or 
JH&FMHN policy 2.010 Code of Conduct. 

As per section 2.1 above, proposed observers (and Supervisors) are required to sign the JH&FMHN Clinical 

Observer and Supervisor’s Declaration form (EMP184) which includes an acknowledgement that the supervisor 
and proposed observer understand the scope and limitation of the observer’s role within JH&FMHN. 

2.3 Approval for Clinical Observers 

All requests for Clinical Observers to attend JH&FMHN facilities must be made by the nominated supervisor, in 

writing on the approved JH&FMHN Application for Clinical Observer Placement form (EMP186). Requests must 
include details of the proposed observer, the proposed duration, and include all required attachments (see 
section 3 Procedure Content). 

Approval for Clinical Observers is as follows: 

 Medical Clinical Observers must be approved by the relevant Clinical Director, and the Director of Medical 
Programs or the Executive Medical Director JH&FMHN. 

 Non-Medical Clinical Observer’s must be approved by the Service Director and Clinical Director for the 
relevant clinical service. 

In general, Clinical Observers attachments are limited to a maximum of 3 months. 

Any costs involved in the placement of a Clinical Observer must be borne by the Observer or by agreement, with 
the Directorate requesting the placement. 

A Clinical Observer may seek an extension of an approved observer attachment. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_018.html
http://intranetjh/pol/policylib/2.010_Policy_0210.pdf
http://intranetjh/forms/Emp_Srv/EMP184.pdf
http://intranetjh/forms/Emp_Srv/EMP186.pdf
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2.4 Types of Clinical observers 

Clinical Observers at JH&FMHN may include: 

 Overseas trained doctors or other clinical persons who are not registered with the AHPRA and request an 
Observer placement for short periods for purposes of personal study and education, or as part of an 
agreed formal training program with JH&FMHN. 

 Other clinicians who hold AHPRA registration but are only attending JH&FMHN for the purpose of 
observing. 

 Other persons deemed suitable for placement as Observers, on a case by case basis. 

2.5 Residency and Visa Requirements 

In general non-Australian resident Clinical Observers are responsible for obtaining their own visa to allow them 
to enter Australia and undertake an observer placement for the purposes of education and/or private study. 

JH&FMHN is not able to sponsor non-Australian Resident Clinical Observers unless they are offered placement as 
part of an approved formal training program which meets the requirements of recognition by the Department of 

Immigration and Border Protection. 

2.6 Patient Consent 

All JH&FMHN patients with whom a Clinical Observer is in contact must be informed about who they are and 
why they are present. The patient must consent to their presence and any supervised activities undertaken by 
them. This consent must be obtained by the supervisor and may be written or verbal. 

2.7 Confidentiality and Privacy 

Clinical Observers must at all times follow legislative privacy obligations and the policies of the Ministry of Health 
and JH&FMHN with regard to patient privacy and confidentiality, including confidentiality of patient Health 
Records. It is the responsibility of the supervisor to ensure the observer understands these obligations. The 

observer is required to sign a JH&FMHN Clinical Observer - Privacy Undertaking form (EMP185) acknowledging 
the above. 

2.8 Compliance with JH&FMHN Policies 

Clinical Observers must also comply with all other relevant JH&FMHN and Ministry of Health Policy Directive, 
Guidelines, Bulletins, and it is the responsibility of the supervisor to ensure the observer understands these 
obligations. The Clinical Observer must be familiar with, and comply with, their obligations under the Ministry of 
Health policy directive PD2012_018 Code of Conduct or JH&FMHN policy 2.010 Code of Conduct. 

3. Procedure Content 

Supervisors for a proposed Clinical Observers must complete an JH&FMHN Application for Clinical Observer 
Placement form (EMP186), obtain signature by the proposed observer on the application, and forward the form 
and all required attachments for review and approval by the relevant manager as per section 2.3 above, and 
then to the Directorate of Medical Administration (medical observers) or to Employee Services (non-medical 
observers). 

The attachments include: 

 Up to Date Curriculum Vitae; 

 Proof of appropriate health qualifications to undertake the observership. For example certified copies of 

relevant local or overseas qualifications, enrolment in research or training courses; 

 100 Point Identification Check form EMP106* signed & completed and certified copies of required ID;  

 Completed Working with Children Check; 

 Declaration of Criminal Charges, and Offences and Association form; EMP107* 

 New Recruit Undertaking/Declaration form EMP137a; 

http://www.ahpra.gov.au/
http://www.ahpra.gov.au/
http://www.immi.gov.au/
http://www.immi.gov.au/
http://intranetjh/forms/Emp_Srv/EMP185.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_018.html
http://intranetjh/pol/policylib/2.010_Policy_0210.pdf
http://intranetjh/forms/Emp_Srv/EMP186.pdf
http://intranetjh/forms/Emp_Srv/EMP106.pdf
http://intranetjh/forms/Emp_Srv/EMP107.pdf
http://intranetjh/forms/Main/EMP137a.pdf
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 Tuberculosis Assessment Tool form EMP137b; 

 Evidence of appropriate personal injury and public liability insurance cover; and 

 Returned the signed Clinical Observer and Supervisor’s Declaration, and Clinical Observer Privacy 
Undertaking. 

Clinical Observers must be provided with a copy of this policy by their supervisor.  

*Forms for above can be found on the JH intranet. 

4. Legislation and Related Documents 

Legislation Health Records and Information Privacy Act 2002 

Privacy and Personal Information Protection Act (1998) 

Work Health and Safety Act 2011 

JH&FMHN Policies and 
Forms 

2.010 Code of Conduct 

5.035 Personal Duress Alarms and Two-Way Radios 

5.135 Security Risk Management 

  
 

EMP106 100 Point Identification Check 

EMP107 Declaration of Association, Criminal Charges and Offences 

EMP137a New Recruit Undertaking/Declaration 

EMP137b Tuberculosis Assessment Tool 

EMP184 Clinical Observer and Supervisor’s Declaration 

EMP185 Clinical Observer - Privacy Undertaking 

EMP186 Application for Clinical Observer Placement 

NSW MoH Policy 
Directives 

PD2005_554 Privacy Management Plan 

PD2005_593 Privacy Manual (Version 2) 

PD2011_005 Occupational Assessment, Screening and Vaccination Against Specified  

                     Infectious Disease 

PD2012_018 Code of Conduct 

PD2013_028 Employment Checks – Criminal Record Checks and Working With  

                     Children 

NSW Medical Board 
Policy 

R35 Guidelines for the Supervision of Clinical Observers in NSW 

External Agencies 
Australian Health Practitioner Regulation Agency 

Department of Immigration and Border Protection 

 

http://intranetjh/forms/Emp_Srv/EMP137b.pdf
http://intranetjh/forms/Emp_Srv/Forms/AllItems.aspx?&&View=%7bB8ED5B1D-1B90-4647-AF9A-FF7ADFD41CD1%7d&InitialTabId=Ribbon.Document&VisibilityContext=WSSTabPersistence&FilterField1=Class&FilterValue1=Emp_Services
http://143.119.201.4/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+133+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://intranetjh/pol/policylib/2.010_Policy_0210.pdf
http://intranetjh/pol/policylib/5.035_Policy_0509.pdf
http://intranetjh/pol/policylib/5.135_Policy_1210.pdf
http://intranetjh/forms/Emp_Srv/EMP106.pdf
http://intranetjh/forms/Emp_Srv/EMP107.pdf
http://intranetjh/forms/Emp_Srv/EMP137a.pdf
http://intranetjh/forms/Emp_Srv/EMP137b.pdf
http://intranetjh/forms/Emp_Srv/EMP184.pdf
http://intranetjh/forms/Emp_Srv/EMP185.pdf
http://intranetjh/forms/Emp_Srv/EMP186.pdf
http://www.health.nsw.gov.au/policies/pd/2005/PD2005_554.html
http://www.health.nsw.gov.au/policies/pd/2005/PD2005_593.html
http://www.health.nsw.gov.au/policies/PD/2011/PD2011_005.html
http://www.health.nsw.gov.au/policies/PD/2011/PD2011_005.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_018.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_028.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_028.html
http://www.mcnsw.org.au/resources/923/R35%20-%20Guidelines%20for%20the%20Supervision%20of%20...
http://www.ahpra.gov.au/
http://www.immi.gov.au/
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Work Health and Safety 

Policy Number 5.110 

Policy Function Safe Practice and Environment 

Issue Date 3 September 2012 

Summary Justice Health and Forensic Mental Health Network is committed to providing a 
safe and healthy work environment for all workers.  

This policy provides framework to ensure a safe work environment in accordance 
with Work Health and Safety legislation. 

Responsible Officer Executive Director Corporate Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Adolescent Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 5.110 (Apr 2009) 

Change Summary  Work Health and Safety Act 2011 

 Work Health and Safety Regulations 2011 

 New Codes of Practice 

TRIM Reference POLJH/5110 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 
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1. Preface 

Justice Health and Forensic Mental Health Network (JH&FMHN) is committed to providing a safe and healthy 
work environment for all workers and visitors. The health and safety of all workers and those visiting are 
considered to be of the utmost importance.  

This policy is in place to assist workers in complying with the Work Health and Safety Act 2011 (WHS Act) and 
the Work Health and Safety Regulation 2011 (WHS Regulation). This legislation is mandatory in all workplaces 
throughout NSW. 

The Work Health and Safety (WHS) objectives for the period 2012 to 2015 have been developed to assist the 
organisation in complying with its legislative requirements and to improve safety performance. The objectives 
are: 

 To consult and inform workers on health and safety matters,  

 To identify, assess, control and review workplace hazards, 

 To reduce workplace incidents by 5%, and 

 To achieve 5% improvement in the WHS & Injury Management Profile. 

It is an expectation that all business units will incorporate the WHS objectives in their future planning documents 
to ensure the organisation is working towards achieving the same goals.  

2. Policy Statement  

2.1 Mandatory Requirements 

JH&FMHN as the person conducting a business or undertaking (PCBU) is required to:  

 consult workers on matters that may affect their health and safety, 

 manage health and safety risks in the workplace, 

 have a system in place to report incidents, injuries and near misses, 

 resolve WHS issues, and 

 notify Serious Incidents to WorkCover NSW. 

2.2 Implementation – Roles and Responsibilities 

All positions have a positive duty to demonstrate commitment to WHS in accordance with WHS Act however, 
ultimate responsibility for providing a safe workplace rests with the PCBU. 

Chief Executive and Executive Directors  

 Positive duty to exercise due diligence to ensure that the organisation complies with its safety obligations. 

 Maintain up to date knowledge of WHS matters including serious incidents and WorkCover activity within 
the organisation. 

 Have an understanding of the organisations operations including hazards and risks. 

 Ensure the organisation has available resources, financial and physical, to comply with the WHS Act. 

 Ensure WHS is incorporated into strategic plans. 

Senior Managers (Service Directors, Nurse Managers, Operational Managers) 

 Ensure WHS is a standard agenda item at team meetings. 

 Ensure WHS objectives outlined in the WHS policy are included in business plans. 

 Monitor and review performance in relation to WHS incidents and workers compensation. 

 Consult workers via agreed arrangements.  

 Support local health and safety committees and health and safety representatives. 

 Follow the risk management process to ensure any workplace hazards are identified, assessed, controlled 
and reviewed. This includes ensuring regular workplace inspections are conducted. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
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 WHS responsibilities are to be included in performance agreements. 

Managers (Department Managers and Nursing Unit Managers)  

 Ensure WHS is a standard agenda item at team meetings. 

 Implement and review WHS policies and procedures to ensure a safe workplace. 

 Supervise workers to ensure compliance with WHS policies and procedures. 

 Consult workers via agreed arrangements.  

 Support local health and safety committees and health and safety representatives. 

 Follow the risk management process to ensure any workplace hazards are identified, assessed, controlled 
and reviewed (includes conducting regular workplace inspections). 

 Ensure all incidents and near misses are reported, investigated and control measures are implemented and 
monitored. 

 Ensure workers attend education and training. 

 Implement and monitor WHS systems ensuring compliance with legislation resulting in WHS & Injury 
Management Profile improvement. 

Workers  

 Take reasonable care for the worker’s safety and others. 

 Comply with WHS policies, safe work practices and safety instructions. 

 Report workplace hazards and take appropriate action. 

 Notify any injuries or near misses promptly utilising the Incident Information Management System (IIMS). 

 Participate in consultation arrangements. 

 Participate in education and training. 

3. Procedure Content 

3.1 WHS Consultation 

3.1.1 Duty to Consult 

The WHS Act places a duty on the PCBU to consult as far as is reasonably practicable, with workers who are 
directly affected, or likely to be affected, by a health and safety matter.  

Consultation is required when: 

 identifying and assessing risks to health and safety from the work carried out or to be carried out, 

 making decisions about ways to eliminate or minimise those risks, 

 making decisions about the adequacy of facilities for the welfare of workers, 

 proposing changes that may affect the health or safety of workers, and 

 making decisions about procedures for consulting with workers, resolving health or safety issues, 
monitoring the health of workers, monitoring the conditions at the workplace and providing information 
and training for workers. 

3.1.2 WHS Consultation Arrangements 

The following methods of consultation are utilised at JH&FMHN: 

 WHS as an agenda item at team meetings, 

 Local Health and Safety Committees (HSCs), 

 Health and Safety Representatives (HSRs) elected by the workers for a workgroup, and 

 Statewide Health and Safety Committee. 

3.1.3 WHS as an Agenda Item at Team Meetings 

WHS should be a standing agenda item on all team meetings. This will ensure workers have an opportunity to 
raise any safety issues in an open environment and allow for group discussion and allow for managers to consult 
with workers on health and safety matters. Discussions should include any hazards that have been identified, any 
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injuries that have occurred, new procedures, safe work practices or policies. Meetings should be minuted and 
captured in TRIM container for team meetings as a record that consultation has/is taking place. 

3.1.4 Local Health and Safety Committee (HSC) 

In large workplaces or where JH&FMHN, CSNSW or JJ work together there may be a shared HSC. This 
committee comprises of workers from both PCBUs and its role is to resolve local health and safety issues and to 
improve local procedures. The committee must meet at least every 3 months.  

If a local HSC is in place, a JH&FMHN worker is required to attend, who may be a manager, worker or both. If 
the workplace has elected a HSR, then the HSR should be a member of the committee.  Minutes should be 
displayed on WHS notice boards and captured the the TRIM container for the Local Health and Safety 
Committee. 

3.1.5    Health and Safety Representatives (HSR) 

A HSR must be nominated and elected by their workgroup. In general, JH&FMHN has determined each health 
centre to be an individual workgroup. If a worker or a workplace would like to request to be a HSR or be 
represented by a HSR, they must contact the WHS Coordinator so an election can be organised. 

A HSR must be registered with WorkCover NSW. This registration will be arranged by the WHS Coordinator once 
a HSR has been elected. A HSR term in office is 3 years and a HSR may be re-elected.  

A HSR has the power to: 

 inspect the workplace after giving reasonable notice to the PCBU, 

 accompany a WorkCover NSW Inspector during an investigation into an incident, 

 accompany a WorkCover NSW Inspector during an inspection of the work group’s workplace, 

 represent members of their work group in health and safety consultations with the PCBU, 

 investigate health and safety complaints, 

 represent a worker at an interview with a WorkCover Inspector or the PCBU about work health and 
safety, and 

 request the establishment of a HSC. 

If a HSR has requested and completed WorkCover-approved HSR training, he/she can exercise the following 
powers: 

 Direct unsafe work to cease, and 

 Issue a Provisional Improvement Notice (PIN). 

A HSR may request to be trained and undertake a WorkCover approved training course. This is an initial five day 
course plus an annual 1 day refresher course. If a HSR has been trained previously as a member of an OHS 
Committee/OHS representative under the Occupational Health & Safety Act 2000, a 1 day refresher course is 
adequate if he/she can supply their original certificate. 

3.1.6 Statewide Health and Safety Committee (HSC) 

The Statewide HSC meets every 2 months and consists of members from across the state that have an interest in 
safety. The role of the committee is to assist in the process of continually reviewing and improving WHS systems, 
prevent work related injuries and illness, and to communicate health and safety information across the state. The 
terms of reference for the committee is located on the Intranet. All the records from this committee including 
Terms of Reference and minutes are to be retained in TRIM  for a minimum of 10 years according to GDA 28 
1.0.6. 

3.2 Risk Management 

Managing risks in the workplace is an integral part of WHS management. The process is known as risk 
management and involves four steps: 

1. Identify hazards 

2. Assess risks if necessary – Understand the nature of harm that could be caused by the hazard, how 
serious the harm could be and the likelihood of it happening. 

3. Control risks – Implement the most effective control measure that is reasonably practicable in the 
circumstances. 

http://www.workcover.nsw.gov.au/newlegislation2012/WhatsnewforNSW/Pages/Consultation.aspx
http://www.workcover.nsw.gov.au/newlegislation2012/WhatsnewforNSW/Pages/HSRtraining.aspx
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4. Review control measures – Ensure control measures are working as planned. 

A risk management approach should be used when there are any changes that affect work activities, including: 

 changing work practices, procedures or the work environment, 

 purchasing new or used equipment or using new substance, 

 planning to improve productivity or reduce costs, 

 new information about workplace risks that becomes available, 

 responding to workplace incidents (even if they caused no injury), and/or 

 responding to concerns raised by workers, health and safety representatives or others at the workplace 

3.2.1 Hazard Identification 

A hazard is a thing or situation that has the potential to harm a person. Hazards at work may include chemicals, 
electricity, a repetitive job or hazardous manual tasks.   

The WHS Regulation requires duty holders to identify reasonably foreseeable hazards in the workplace.   Hazards 
generally arise from the following aspects of work and their interaction: 

 Physical work environment, 

 Equipment, materials and substance used, 

 Work tasks and how they are performed, and/or 

 Work design and management. 

Hazards can be identified through observation, injury and incident records, workplace inspections and 
consultation with workers. 

3.2.2 Risk Assessment 

Risk assessment is the process of determining the likelihood of the hazard occurring and what the consequence 
will be if it does occur. To determine the level of risk of a hazard, JH&FMHN has adopted the Ministry of Health 
(MOH) Severity Assessment Code (SAC). The SAC must be used in conjunction with accident/injury/near miss 
reports, specialist advice and guidance material. 

A risk assessment should be completed when: 

 there is uncertainty about how a hazard may result in injury or illness, 

 the work activity involves a number of different hazards and there is a lack of understanding about how 
the hazards may interact with each other to produce new or greater risks, or 

 changes at the workplace occur that may impact on the effectiveness of control measures. 

A risk assessment is mandatory under the WHS Regulations for high risk activities such as entry into a confined 
space, diving work and live electrical work. 

3.2.3 Control of risks 

Once hazards have been identified in the workplace, those risks must either be eliminated or minimised as far as 
reasonably practicable. If elimination of the hazard is not possible, managers must introduce strategies to 
minimise the risk the hazard may have on a worker. Strategies to help minimise the risk will follow the hierarchy 
of risk controls: 

Level 1 Eliminate the hazard 

Level 2 Substitute the hazard with something safer 

Isolate the hazard from people 

Reduce the risks through engineering controls 

Level 3 Reduce exposure to the hazard using administrative actions 

Use personal protective equipment 
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3.2.4 Monitor and Review Risks and Controls 

Once controls are implemented, they must be maintained and regularly reviewed for effectiveness. Workers 
must be consulted to ensure controls are still effective and regularly review incident, injury and near miss reports. 

3.2.5 Reporting WHS Hazards 

All workers must report WHS hazards so that the hazard can be eliminated or controlled. All risk assessments 
must be documented and kept within the workplace in a risk register as evidence that hazards are being 
minimised and controlled. All risk assessments must be reviewed when there are changes in the workplace that 
may affect the risk or an injury / incident reoccurs. 

1. The worker identifying the hazard reports the hazard to his/her immediate manager as soon as possible. 

2. If possible, short-term controls are immediately put in place until the hazard can be properly controlled. 
For example, when trip hazards are observed when leaving a health centre due to the poor surface on the 
pathway, notify all workers of the potential hazard and post signage. 

3. The manager investigates the hazard and advises workers of any corrective action. 

If the hazard cannot be eliminated immediately, the hazard should be assessed using the WHS Risk Management 

framework. The WHS Risk Management Form (EMP148) should be completed by the manager and worker to 
determine how the hazard can be eliminated or controlled. Refer to JH&FMHN policy 5.115 WHS Risk 
Management for details. 

3.2.6 Workplace Inspections 

Workplace inspections are an important part of the WHS Risk Management framework. Conducting regular 
workplace inspections can assist in identifying hazards that have the potential to cause or contribute to an injury 
in the workplace. 

3.2.7 WHS Workplace Inspection Checklist 

Managers who have responsibility for a department, unit, health centre or work location must ensure an 
inspection of the workplace is completed regularly at least every 2 months using the WHS Workplace Inspection 

Checklist (form EMP136). The aim of the checklist is to provide a standard format for use by persons conducting 
inspections. It is ideal that inspections be conducted jointly by management and workers. The Workplace 
Inspection Checklist must be retained in the TRIM container for each work location. The containers are found in 
TRIM under Work  Health and Safety – Inspections – Name of Location. 

Prior to conducting an inspection, it is recommended that the previous inspection report is reviewed, to check all 
previous identified actions have been addressed. 

Observations made during the inspection should be recorded directly onto the checklist, ensuring that all issues 
are documented. All identified hazards for action should be documented on the action plan. Some hazards will 
be dealt with immediately must be noted on the action plan. Other hazards may take longer and require further 
assessment. The action plan must include: 

 The action required to address the issue, 

 The management person responsible for completing the action, and 

 The timeframe for completing the action.  

If any action is not completed by the next inspection date, the action must be moved onto the following 
inspection action plan to ensure it is completed. It is the manager’s responsibility to ensure all actions are 
completed. The checklist should be available in the workplace for workers, senior managers and visiting auditors 
to review. Action plans must be captured in TRIM. 

3.2.8 New Premise Inspections 

All new premises or premises which have been closed for refurbishment must be inspected prior to opening in 
accordance with WHS Act, Section 19. 

1. The workplace manager contacts the WHS Coordinator and organises a suitable time for the inspection. 

2. The WHS Coordinator conducts a pre-occupation inspection. The manager must be present for the 
inspection. 

3. The WHS Coordinator provides a report to the manager with an action plan. 

4. The manager is responsible for controlling any identified hazards, and completing the action plan. 

http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
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5. The manager forwards the completed action plan, including any risk assessments and safe work practices, 
to the WHS Coordinator within a reasonable timeframe, preferably prior to occupation. 

3.2.9 Safe Work Practices 

Safe work practices (SWP) are written instructions that detail how a particular task or piece of equipment is to be 
completed and/or used in a safe manner. A SWP can be developed in consultation with workers for tasks and 
equipment where there is a risk to health and safety and written procedures are not in place. A SWP may 
include: 

 A description of the task or equipment to be undertaken. 

 The hazards and risks associated with the task or equipment. 

 Clear step by step instructions in doing the work or operating the equipment. 

 Specific safety rules including any training or supervision that is required to safely complete the task or to 
use the equipment. 

 Specific instructions regarding ways of controlling/minimising the risks of the identified hazards. 

 What personal protective equipment must be worn. 

 Action to take if equipment malfunctions or an incident occurs. 

It may be necessary to consult with other workers or seek input from others who may be familiar with the task 
or equipment. Manufacturer’s instructions and guidance material must also be referred to when developing 
SWP. It may also be appropriate to consult the WHS Coordinator or local HSC or HSR.    

A SWP may be used: 

 as an induction document for new workers which should be read prior to using equipment or 
commencing a task for the first time; or 

 by workers who are not familiar with the task or equipment or may need to familiarise themselves with 
the task or equipment.  

A SWP does not replace training or supervision if required. 

3.2.10 Completed Safe Work Practices 

Once a SWP is completed, comment and feedback must be sought from workers performing the task or using 
the equipment, and must be reviewed and approved by the line manager of the workplace. It is then sent to the 
WHS Coordinator or Statewide HSC to be reviewed, provide input if needed and ensure it is in the appropriate 
format. The WHS Coordinator will organise to have the SWP placed on the SWP/Safety Rule Intranet site to allow 
other workplaces to share information, adopt and adapt for their work environment if necessary.  They will also 
be retained in the TRIM container titled safe work practices. 

A SWP may be introduced into a workplace via team meetings or other means of consultation. It is important 
that all workers are informed of the SWP. If a workplace is adopting a SWP from another workplace, workers 
must be included in the review process and have input into any changes necessary to suit the environment. 

SWPs must be kept in a place that is accessible to all workers at all times.  

3.2.11 Reviewing Safe Work Practices 

SWP must be reviewed when new information becomes available, there is an incident, the environment changes 
or equipment is modified. If there are no changes to the work environment, the SWP should be reviewed every 3 
years.   

3.3 Procedure for Resolving WHS Issues 

When any worker identifies a health and safety issue, problem, or risk in the workplace, immediate action must 
be taken. All issues must be reported immediately to his/her manager.  

Once notified the manager must take immediate steps to investigate and resolve the issue. If the matter cannot 
be resolved, the manager must escalate the issue to the local HSC or HSR or senior manager. The resolution 
must be documented and the worker notified of any outcome. 

If within a reasonable timeframe, the problem is not resolved or the worker is dissatisfied with the manager’s 
response, the worker or manager can refer the issue to WHS Coordinator and to WorkCover for assistance in 
resolving the matter.   
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The following steps will be followed whenever workers are concerned with WHS issues: 

1. Bring the issue to the attention of their manager. 

2. If life endangering, e.g. equipment giving an electrical shock, corrective action must be taken 
immediately. This action can be taken by the person reporting the hazard, e.g. unplugging the faulty 
piece of equipment, and then placing a danger tag on it to stop others using it; or, the manager can 
initiate action by directing workers to cease use of certain equipment, to leave the hazardous area or 
prohibit entry to hazardous areas. 

3. The manager will then organise for the appropriate corrective action to be taken. 

4. If the hazard or safety issue cannot be resolved immediately, a WHS risk assessment should be conducted 
in consultation with workers. This must include: 

o the degree and immediacy of risk to workers or other persons affected by the issue, 

o the number and location of workers and other persons affected by the issue, 

o the measures (both temporary and permanent) that must be implemented to resolve the issue, and 

o who will be responsible for implementing the resolution measures. 

5. If, within a reasonable amount of time and the issue is not resolved, the worker and/or manager must 
notify the local HSC or HSR or senior manager for assistance. 

6. The local HSC or HSR or senior manager will take the appropriate steps to investigate and resolve the 
issue. 

7. If the issue remains unresolved, the worker or manager must refer the issue to WHS Coordinator. 

8. If the issue remains unresolved by the WHS Coordinator, the issue may be referred to WorkCover for 
assistance. 

9. Issues must be documented, and all parties must have access to documentation. 

3.4 Procedure for Reporting Injuries, Incidents and Near Misses 

All workers must report all injuries, incidents and near misses so that they may be analysed and the risks of a 

repeat event mitigated. Refer to JH&FMHN policy 2.030 Incident Management. 

In the event of an injury, incident occurring to a worker, the following procedures should be followed: 

1. The affected person must report the injury to their immediate manager as soon as possible after the 
event. If physically unable to do so, the person(s) assisting the worker must ensure that the appropriate 
manager is advised of the incident as soon as possible.  

2. The injured/affected worker will enter a notification of the accident/incident or near miss into IIMS 
category Staff, Visitor, Contractor, if the injured worker is unable to, the injured worker’s manager is to 
make the notification. Notification should be made within a 24-hour time frame of the incident. 

3. Information entered must include the injured worker’s name, address, occupation, industry and operation 
at which the worker was engaged at the time of injury, date, time of injury, nature and cause of injury.  

4. Details of any witness (es) should be accurately recorded to permit further investigation if required. 

5. The worker’s manager should investigate the injury, incident and advise on corrective action taken to 
prevent a recurrence.  

6. IIMS will automatically notify the WHS Coordinator and the Injury Management Coordinator of the injury, 
incident or near miss. 

3.4.1 Procedure for an Injury that Results in Lost Time or Medical Expenses 

If an injury results in a worker having lost time or medical expenses, the following procedures must be followed 
in addition to the above procedures: 

1. Worker attends the local GP for a WorkCover medical certificate. 

2. Worker completes an IIMS notification, contacts his/her manager and the Injury Management Coordinator 
and supplies a copy of the WorkCover medical certificate to both parties.   

3. The Injury Management Coordinator reviews, completes and lodges the claim with the insurer. 

4. The Injury Management Coordinator contacts the injured worker within 48 hours of notification. . 

Refer to JH&FMHN policy 3.170 Workers Compensation and Injury Management. 

http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/pol/policylib/3.170_Policy_0810.pdf
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3.4.2 Procedure for a Notification of Serious Incident to WorkCover  

A notifiable incident which must be reported to WorkCover includes: 

 The death of a person, 

 A serious injury or illness, or 

 A dangerous incident. 

During business hours Monday to Friday contact the WHS Coordinator on (02) 9700 3008, the Injury 
Management Coordinator on (02) 9700 3046, or the Human Resources Manager on (02) 9700 3045 who will 
notify WorkCover immediately on 13 10 50.  

If a serious incident occurs after hours in The Forensic Hospital, the After Hours Nurse Manager must 
immediately be contacted on (02) 9700 3112 or 0408 243 113. The After Hours Nurse Manager will notify 
WorkCover on 13 10 50 and email the WHS Coordinator.  

If a serious incident occurs after hours in all other areas, the After Hours Nurse Manager must immediately be 
contacted on (02) 9311 2707. The After Hours Nurse Manager will then notify WorkCover on 13 10 50 and 
email the WHS Coordinator. 

A serious injury or illness will require or includes: 

 Immediate treatment in hospital as an inpatient (has been admitted to hospital requires a stay), 

 Immediate treatment for: 

o the amputation of any part of a person’s body, or 

o a serious head injury, or 

o a serious eye injury, or 

o a serious burn, or 

o the separation of a person’s skin from an underlying tissue (such as degloving or scalping), or 

o a spinal injury, or 

o the loss of a bodily function, or 

o serious lacerations, 

 medical treatment within 48 hours of exposure to a substance, (assessment and testing is not considered 
medical treatment), 

 any infection to which the carrying out of work is a significant contributing factor, including any infection 
that is reliably attributable to carrying out work: 

o with micro-organisms, or 

o that involves providing treatment or care to a person, or 

o that involves contact with human blood or body substances, or 

o that involves handling or contact with animals, animal hides, skins, wool or hair, animal carcasses or 
animal waste products. 

A dangerous incident is an incident in relation to a workplace that exposes a worker or any other person to a 
serious risk to a person’s health or safety emanating from an immediate or imminent exposure to: 

 an uncontrolled escape, spillage or leakage of a substance, 

 an uncontrolled implosion, explosion or fire, 

 an uncontrolled escape of gas or steam, 

 an uncontrolled escape of a pressurised substance, 

 electric shock, 

 the fall or release from a height of any plant, substance or thing, 

 the collapse, overturning, failure or malfunction of, or damage to, any plant that is required to be 
authorised for use in accordance with the regulations, or 

 the collapse or partial collapse of a structure. 
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Information to Provide to WorkCover  
When reporting the serious incident to the positions above, be prepared to provide the information below. If any 
of the information is unknown or unavailable at the time of reporting, do not delay notifications. The remainder 
of the ‘core’ information listed below can be provided to WorkCover at a later time. 

 The type of notifiable incident – death, or serious injury or illness, or dangerous incident. 

 The incident address, date and time. 

 Details that describe the specific location of the incident – section of the warehouse or the particular piece 
of equipment that the incident involved – to assist instructions about site disturbance. 

 A description of the incident. 

 The injured person’s name, salutation, date of birth, address and contact number. 

 The injured person’s occupation. 

 The relationship of the injured person to the entity notifying. 

 A description of injury/illness – nature of injury. 

 The initial treatment of injury/illness – noting provisions of the WHS Act that identify that a serious injury 
or illness requires ‘immediate treatment as an in-patient in a hospital’ or ‘immediate treatment for serious 
injury/illness’ or ‘medical treatment within 48 hours of exposure to a substance.’ 

 Where the patient has been taken for treatment (if applicable). 

 The PCBU’s legal and trading name (Justice Health and Forensic Mental Health Network). 

 The PCBU’s business address (1300 Anzac Parade Malabar 2036), ABN 70 194 595 506 and contact 
details (including phone number 9700 3000 and email address JHadmin@justicehealth.nsw.gov.au)  

 Action taken/intended, if any, to prevent recurrence of incident. 

 The notifier’s name, salutation, contact phone number and position at workplace. 

 The name, phone number and position of person to contact for further information (if different from 
above).  

3.4.3 Preserve the site 

Ensure that the site has not been disturbed, until advised by a WorkCover Inspector this may be given in person 
or via a telephone call. The incident scene can only be disturbed to assist an injured person, to remove a 
deceased person, make the site safe, to assist with a police investigation. 

3.4.4 Keeping of Records 

Section 38 (7) of the WHS Act requires the PCBU to keep records of the notifiable incident for at least 5 years 
from the date of notification to WorkCover. This can be done by ensuring all records of the incident are 
captured in the appropriate container in TRIM. 

3.5 NSW WorkCover Authority 

3.5.1 WorkCover NSW Inspections and Investigations 

All managers and workers must cooperate with any authorised WorkCover Inspector when a workplace 
inspection or investigation is proposed or takes place. When a WorkCover Inspector arrives for a random 
inspection or to conduct an investigation, the following should occur: 

 If prior notice has been given of an impending visit, notify the relevant Executive Director, senior 
management and the WHS Coordinator immediately. If possible, the WHS Coordinator will arrange to be 
in attendance. 

 If no warning has been given of the visit, introduce the WorkCover Inspector to the most senior manager 
available at that time.  

 The senior manager should provide a contact person (local manager of workplace and HSR (if there has 
been one elected for the particular workgroup)). This person may be required to: 

o Accompany the Inspector during the inspection, 

o Introduce the Inspector to workers, 

o Be the initial telephone contact for the Inspector, 

o Organise and coordinate any reasonable request from the Inspector, 
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o Take receipt of any Improvement Notice or Prohibition Notice on behalf of JH&FMHN (notice is to be 
addressed to the Chief Executive),  

o Witness any infringement notice being served upon an individual worker, 

o Ask for copies of supplementary reports that the Inspector writes about the inspection. 

An Inspector may wish to interview and/or take a formal statement from any worker in relation to the incident 
and investigation. Workers should be made aware of the following: 

 They must comply with the Inspector’s request to give a formal statement. 

 They may have a witness or support person present at the interview. 

 They may have the interview deferred for a short period of time if the Inspector agrees. This would be for 
the purpose of obtaining a witness, interpreter or seeking advice from a union/association. 

 They must ask the Inspector for a copy of their statement and receive it at the conclusion of the interview. 

The designated contact person must advise his/her Executive Director and the WHS Coordinator of the 
inspection and the outcome as soon as possible. 

3.5.2 WorkCover NSW Notices 

Following an inspection or investigation by a WorkCover Inspector, a notice may be issued. On receipt of a 
notice, the manager must inform their Executive Director and a plan of action must be arranged to ensure 
compliance in the designated timeframe of the notice. 

The manager must also contact the Director Workforce and the WHS Coordinator, as soon as possible when a 
notice is issued. A copy of the notice must be forwarded to the Director Workforce and to the WHS Coordinator. 

3.6 Equipment 

3.6.1 Purchasing New Plant and Equipment 

JH&FMHN generally source equipment from suppliers under contract by NSW Government Procurement, 
Department of Finance and Services, or suppliers under the local contracts established by using the HSS Business 
and Procurement Services (The central point for goods and services tendering and contracting). Risk 
Management factors should be taken into account when obtaining external goods and services. 

Equipment being procured must be fit for purpose, appropriate to the environment in which it is to be used, 
appropriate to the worker who will be using it, used in accordance with supplier/manufacturer instructions, and 
workers must be appropriately trained in its safe use. Purchasing procedures should include a risk assessment 
process which involves consultation with workers for all equipment selection. The procedure should include the 
trial of equipment prior to purchase. Refer to policy 5.123 Safe Introduction of New Interventional Procedures 

and Medicines into Clinical Practice. 

3.6.2 Faulty Equipment Procedure 

Equipment that is faulty may place workers and others at risk. Faulty equipment must not be used until it is 
certified safe. Managers must ensure workers know how to report faulty equipment and complete maintenance 
requests. 

When equipment is identified as faulty, workers must report the problem to their manager who will ensure that 
a danger tag is completed and placed on the equipment. Workers should be briefed on equipment that has 
been tagged and advised that such equipment must not to be used until certified as safe. Managers should 
ensure a supply of danger tags is available within their department. Danger tags may be obtained from the WHS 
Coordinator. 

Workers and managers are responsible for affixing tags to faulty equipment. The following details must be 
completed on the danger tag in the spaces provided, and clearly written in ink: 

 The name of the person attaching the tag, 

 The department where the person works, and 

 The date and time the tag is attached. 

Once a tag is attached, the manager will arrange to have the item repaired or disposed of. The tag may only be 
removed when the equipment has been repaired and is safe to use.  

http://intranetjh/pol/policylib/5.123_Policy_0612.pdf
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3.7 Emergency Procedures 

An emergency is any event, which arises internally or from external sources that may adversely affect the safety 
of people in a building or the community generally and calls for an immediate response by the occupants. Such 
an emergency can arise from a number of causes, such as fire, leakage of gas or toxic fumes, bomb threat or 
natural disasters. 

Emergency procedures are designed to ensure the safety of people in buildings during emergencies by 
coordinating and controlling building evacuations until the appropriate emergency services arrive and will vary to 
suit specific needs in various workplaces. 

Workers located either in a Correctional Centre or a Juvenile Justice Centre must comply with CSNSW and JJ 
emergency procedures. Managers must ensure workers are aware of these procedures and are conversant with 
their responsibilities and roles.   

Workers in The Forensic Hospital must comply with NSW Health PD2010_024 Fire Safety in Health Care Facilities 
as well as local emergency procedures. 

In all other areas, including courts or commercial buildings, managers must ensure workers are aware of the 
local procedures in place. This includes ensuring workers are orientated to exits, fire equipment, assembly points, 
participate in drills and know who to call in the event of an emergency. 

3.7.1 Training 

 All new workers must attend the fire training session at orientation  

 Workers working in health centres and the Long Bay Hospital must attend annual fire training conducted 
by a trained fire safety officer. Managers are required to discuss the provision of fire training with their 
local CSNSW/JJ general managers and report any difficulties to their manager. 

 Workers in The Forensic Hospital must have annual fire training conducted by a trained fire safety officer. 

 In other locations, including courts and commercial buildings, workers must attend fire and emergency 
evacuation training provided by the facility and participate in evacuation drills. If training is not conducted 
in these areas, managers must ensure workers are aware of the emergency procedures for the workplace 
on an annual basis. This includes locations of exits, fire equipment, evacuation procedures and assembly 
points. 

 Managers must maintain a record of workers attendance at annual fire training and capture these records 
in TRIM in the worker’s Personnel File. 

3.8 Documentation 

The Manager of the workplace is responsible for the management of all WHS forms which must be retained in 

the workplace in accordance with General Retention and Disposal Authority 28 Section 14 Work Health and 
Safety.  

4. Definitions 

Hazard 

A hazard means a thing or situation that has the potential to harm a person. 

Incident 

Any unforeseen event which results in, or could have resulted in, injury, ill health, damage or other loss. 

Person Conducting Business or Undertaking (PCBU) 

A 'person conducting a business or undertaking' (PCBU - a term that includes employers) may be an individual 

person or an organisation conducting a business or undertaking. 

Risk 
The possibility that harm (death, injury or illness) might occur when exposed to a hazard. 

Risk Assessment 

The process of determining the severity of a hazard and the likelihood of it occasioning harm. 

http://www.health.nsw.gov.au/policies/pd/2010/PD2010_024.html
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Risk Control 

Taking action to eliminate health and safety risks so far as is reasonably practicable, and if that is not possible, 

minimising the risks so far as is reasonably practicable.  Eliminating a hazard will also eliminate any risks 

associated with that hazard. 

Risk Management  
The process of identifying hazards, assessing risks and eliminating or controlling risks in the workplace. 

Safe Work Practice 
A safe work practice (SWP) is a specific statement for performing a procedure or task at work. The complexity 
and detail of the SWP reflects the procedure or task and the associated degree of risk and the potential severity 
of illness/injury. 

Worker   

This term 'worker' includes any person who works as an: 

 employee  

 trainee  

 volunteer  

 outworker  

 apprentice  

 work experience student  

 contractor or sub contractor  

 employees of a contractor or sub-contractor  

 employee of a labour hire company assigned to work for a PCBU. 

Workplace 

Anywhere that people work, including land or buildings: vehicles, vessels or aircraft; installations on land or 

water; tents, or other moveable structures. 

5. Legislative and Policy Framework 

The legislative framework in NSW for WHS consists of an Act, Regulation, Code of Practices, Australian 
Standards and guides. The following is a list of relevant legislation, Ministry of Health Policy Directives and 
JH&FMHN policies relating to WHS with which JH&FMHN must comply.  These documents can be accessed 
through the Ministry of Health Intranet or from JH&FMHN Intranet. 

Legislation Work Health and Safety Act 2011 (NSW) 

Work Health and Safety Regulation 2011 (NSW) 

Workers Compensation Act 1987 (NSW) 

Workplace Injury Management and Workers Compensation Act 1998 (NSW) 

Ministry of Health PD2005_409 NSW Health Workplace Health and Safety: A Better Practice Guide 

A better Practice Guide (Draft) 

PD2007_030 Occupational Health and Safety and Injury Management Profile 

PD2005_234 Effective Incident Response: A Framework for Prevention and 
Management in the Health Workplace 

GL2006_010 Hazardous Substances and Dangerous Goods in NSW Health – Guidelines 
for Safe Use 

PD2005_339 Protecting People/Property NSW Health Policy/Guidelines for Security Risk 

Management in Health Facilities 

PD2010_024 Fire Safety in Health Care Facilities  

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+70+1987+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+1998+cd+0+N
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_409.html
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_030.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_234.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_234.html
http://www.health.nsw.gov.au/policies/gl/2006/GL2006_010.html
http://www.health.nsw.gov.au/policies/gl/2006/GL2006_010.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_339.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_339.html
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_024.html
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JH&FMHN Policies 5.115 WHS Hazard Management  

5.090 Manual Handling 

5.020 Control of Hazardous Substance 

5.040 First Aid 

3.170 Workers Compensation and Injury Management  

2.030 Incident Management 

JH&FMHM Forms EMP136 WHS Workplace Inspection Checklist 

EMP148 WHS Risk Management Form 

WorkCover WorkCover Code of Practice: Work Health and Safety Consultation, Co-operation and 
Co-ordination 

WorkCover Code of Practice: How to manage work health and safety risks 

 

http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://intranetjh/pol/policylib/5.090_Policy_0309.pdf
http://intranetjh/pol/policylib/5.020_Policy_0409.pdf
http://intranetjh/pol/policylib/5.040_Policy_1208.pdf
http://intranetjh/pol/policylib/3.170_Policy_0810.pdf
http://intranetjh/pol/policylib/2.030_Policy_0510.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Work Health and Safety Risk Management  

(OHS Hazard Management) 

Policy Number 5.115 

Policy Function Safe Practice and Environment  

Issue Date 17 December 2012 

Summary This policy ensures Justice Health and the Forensic Mental Health Network (JH & 
FMHN) has a system in place to identify, assess and eliminate or control and 
review hazards in the workplace.  

Responsible Officer Executive Director Governance and Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Adolescent Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 5.115 (Jul 2008) 

Change Summary  New legislation WHS Act 2011 and WHS Regulation 2011 

 New Code of Practice – How to manage work health and safety risks 

TRIM Reference POLJH/5115 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
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1. Preface 

Work Health and Safety Risk Management is the process of identifying hazards in the workplace, assessing the 
risks, eliminating or controlling the hazard and reviewing it. JH & FMHN is required to have a risk management 
system in place under the Work Health and Safety Act 2011 (WHS Act 2011) and the Work Health and Safety 

Regulation 2011 (WHS Regulation 2011). 

The WHS Act 2011 imposes obligations on duty holders to consider all risks associated with work. The WHS Risk 
Management policy focuses on work health and safety hazards and risks and is not to be used for the broader 

issues of clinical and/or corporate and clinical risk management for this refer to JH&FMHN Enterprise – Wide Risk 
Management policy 2.155. 

2. Policy Content 

2.1 Mandatory Requirements 

JH & FMHN as the person conducting a business or undertaking (PCBU) is required to: 

 Have a system in place to identify, assess, eliminate or control and review hazards in the workplace 

 Provide a safe and healthy work environment 

 Meets its obligations under the WHS Act 2011 

An effective WHS risk management framework is designed to ensure a planned and coordinated approach to 
managing health and safety hazards in the workplace.  

2.2 Implementation – Roles and Responsibilities 

The WHS Act 2011 and WHS Regulation 2011 require persons who have a duty to ensure health and safety to 
“manage risks” by eliminating health and safety risks so far as practicable, and if it is not reasonably practicable 
to do so, to minimise those risks so far as is reasonably practicable. 

Chief Executive and Executives  

 Must gain an understanding of the hazards and risk associated with the operations of the business or 
undertaking 

 Ensure that the business or undertaking has and uses appropriate resources and processes to eliminate or 
minimise risks to health and safety 

Managers (Service Directors, Nurse Managers, Nursing Unit Managers, Operational Managers & 
Departmental Managers) 

 Implement the WHS risk management policy 

 Actively promote a risk management approach to hazard identification to assist in the prevention of 
injury and illness 

 Make decisions about ways to eliminate or minimise risks identified in the workplace 

 Consult with workers and other stakeholders when making decisions about eliminating or minimising 
risks in the workplace 

 Maintain and monitor risk controls in the workplace 

 Conduct workplace inspections  

 Ensure that all accidents/incidents/near misses are reported, investigated and followed through with         
recommended remedial action 

 Maintain a WHS risk register in the workplace 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
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Workers 

 Take reasonable care for their own safety and for the health and safety of all persons at the workplace 

 Report unsafe conditions, equipment, hazards or practices 

 Notify managers of injuries, incidents and near misses 

 Participate and cooperate with managers in the risk management process 

3. Procedure Content 

3.1 WHS Risk Management 

Managing risks in the workplace is an integral part of good WHS management. The process is known as risk 
management and involves four steps; 

 Identify hazards 

 Assess risks if necessary – understand the nature of harm that could be caused by the hazard, how serious 
the harm could be and the likelihood of it happening 

 Control risks – implement the most effective control measure that is reasonably practicable in the 
circumstances 

 Review control measures - to ensure they are working as planned 

A risk management approach should be used when there are any changes that affect your work activities; 

 Changing work practices, procedures or the work environment 

 Purchasing new or used equipment or using a new substance 

 Planning to improve productivity or reduce costs 

 New information about workplace risks becomes available 

 Responding to workplace incidents (even if they caused no injury) 

 Responding to concerns raised by workers, health and safety representatives or others at the workplace 

 Or when required by the WHS Regulation 2011 for specific hazards (entry into confined spaces, diving 
work and live electrical work) 

3.2 WHS Risk Management System Procedures 

The aim of JH & FMHN WHS risk management system is to identify, assess, eliminate or control and review 
hazards in the workplace before they cause any harm. This requires a systematic approach involving; 

 Step 1 Identifying hazards 

 Step 2 Assessing risk 

 Step 3 Controlling risks 

 Step 4 Reviewing Controls 

The above four steps require consultation with all stakeholders, stakeholders may include but are not restricted 
to; 

 Workers 

 Health and safety representatives 

 Health and safety committee member 

 Health and safety professionals 

 Other organisations such as Corrective Services NSW, Juvenile Justice, unions, WorkCover 

3.2.1 Step 1 Identify Hazards  

A hazard means a thing or situation that has the potential to harm a person.  Hazards at work may include 
chemicals, electricity, a repetitive job or hazardous manual tasks.   

The WHS Regulation 2011 requires duty holders to identify reasonably foreseeable hazards in the workplace.   
Hazards generally arise from the following aspects of work and their interaction: 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
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 Physical work environment 

 Equipment, materials and substance used 

 Work tasks and how they are performed 

 Work design and management 

Hazards can be classified into five broad areas: 

 physical e.g. noise, radiation, light, vibration, heat and cold 

 chemical e.g. poisons, dusts 

 biological e.g. viruses, plants, parasites 

 mechanical/electrical e.g. slips, trips and falls, tools, electrical equipment 

 psychological e.g. fatigue, violence, bullying 

The above may assist when identifying hazards in the workplace. 

How to find hazards 

Inspect the workplace 

Managers should regularly walk around the workplace observing how workers actually work and perform their 
duties, what equipment and substances are used and how they are used.  Check what the state of 
housekeeping is; are corridors, doorways obstructed?  The WHS Inspection checklist is expected to be completed 
as least every 2 months. 

Consult with Workers  

Ask your workers about any health and safety problems, workers are generally more aware of hazards as they 
are the ones performing the task or using the equipment or substances. Review complaints from workers, 
workers may report a hazard in the form of a complaint. 

Injury and Near Miss Reports 

Review what type of injuries and near misses are occurring in the workplace, and investigate them to find the 
hazard.  

Review Available Information 

Review manufacturer’s instruction, safety data sheets, and use guidance materials from industry regulators such 
as WorkCover or other specialists.   

3.2.2 Step 2 Assessing risk 

A risk assessment involves determining what could happen if a hazard occurs, what is the likelihood of the 
hazard occurring and what is the consequence if it does.  A risk assessment assists in determining; 

How severe the risk is 

 Whether any existing control measures are effective 

 What action you should take to control the risk 

 How urgently the action needs to be undertaken 

A risk assessment is not necessary in the following situations 

 Legislation requires some hazards or risk to be controlled in a specific way 

 A code of practice or other guidance sets out a way of controlling a hazard or risk that is applicable to 
your situation and you choose to use the recommended controls 

 There are well known and effective controls that are in use in the particular industry that are suited to the 
circumstances in your workplaces. 

A risk assessment should be completed when 

 There is uncertainty about how a hazard may result in injury or illness 

 The work activity involves a number of different hazards and there is a lack of understanding about how 
the hazards may interact with each other to produce new or greater risks 

 Changes at the workplace occur that may impact on the effectiveness of control measures 
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To assess a risk, consider how severe the harm could be if the hazard occurred, factors to consider could include; 

 Exposure (the number of people exposed to the risk) 

 the different types of people exposed e.g. workers level of experience 

 the type of harm that could occur (muscular strain, burns serious injury or illness) 

 existing controls in place and how effective are they 

Also consider the likelihood of harm occurring 

 How often is the task done 

 Has it ever happened before 

The level of risk will increase as the likelihood of harm and its severity increases.  To rate the level of risk, JH & 
FMHN use the Ministry of Health Severity Assessment Code (SAC). 

3.2.3 Severity Assessment Code (SAC) 

Table 1  Likelihood 

Probability 
Categories 

Definition 

Frequent 
Is expected to occur again either immediately or within a short period of time (likely to occur most weeks or 
months) 

Likely Will probably occur in most circumstances (several times per year) 

Possible Possibly will recur, might occur at some time (may happen every 1 to 2 years) 

Unlikely Possibly will recur - could occur at some time in 2 to 5 years 

Rare Unlikely to recur - may occur only in exceptional circumstances (may happen every 5 to 30 years) 



Work Health and Safety Risk Management 
(OHS Hazard Management) 

 
 

 
Policy: 5.115 Issue Date: 17 December 2012 Page 6 of 10 

Table 2 Consequence 
 

 Serious Major Moderate Minor Minimum 

C
L
IN

IC
A

L
 C

O
N

S
E
Q

U
E
N

C
E
 

P
a
ti
e
n

t 
 

Patients with Death unrelated to the natural 
course of the illness and differing from the 
immediate expected outcome of the patient 
management or: 

 Suspected suicide 

 Suspected homicide 
Or any of the following: 
The National Sentinel Events 

 Procedures involving the wrong patient or 
body part 

 Suspected suicide in hospital 

 Retained instruments 

 Unintended material requiring surgical 
removal 

 Medication error involving the death of a 
patient 

 Intravascular gas embolism 

 Haemolytic blood transfusion 

 Maternal death associated with labour and 
delivery 

 Infant discharged to the wrong family 

Patients suffering a Major  permanent loss of function 
(sensory, motor, physiologic or  psychologic) unrelated 
to the natural course of the illness and differing from the 
unexpected outcome of patient management or any of the 
following: 

 Suffering significant disfigurement as a result of the 
incident 

 Patient at significant risk due to being absent against 
medical advice 

 Threatened or actual physical or verbal assault of 
patient requiring external or police intervention 

Patients with Permanent reduction in bodily 
functioning (sensory, motor, physiologic, or 
psychologic) unrelated to the natural course of the 
illness and differing from the expected outcome of 
patient management or any of the following: 

 Increased length of stay as a result of the incident 

 Surgical intervention required as a result of the 
incident 

Patients requiring 
Increased level of care 
including: 

 Review and 
evaluation 

 Additional 
investigatio
ns 

 Referral to 
another 
clinician 

Patients with No 
injury or 
increased level 
of care or length 
of stay 

C
O

R
P
O

R
A

T
E

 C
O

N
S

E
Q

U
E
N

C
E
 

S
ta

ff
 

 

Death of staff member related to work 
incident or suicide, or hospitalization of 3 or 
more staff 

Permanent injury to staff member, hospitalization of 2 
staff, or lost time or restricted duty or illness for 2 or more 
staff pending or actual WorkCover prosecution, or 
threatened or actual physical or verbal assault of staff 
requiring external or police intervention 

Medical Expenses, lost time or restricted duties or 
injury/illness for 1 or more staff 

First aid treatment only 
with no lost time or 
restricted duties 

No injury or review 
required 

V
is

it
o

r 

Death of visitor or hospitalization of 3 or more 
visitors 

Hospitalisation of up to 2 visitors related to incident/injury 
or pending or actual WorkCover prosecution 

Medical expenses incurred or treatment of up to 2 
visitors not requiring hospitalization. 

Evaluation and 
treatment with no 
expenses 

No treatment 
required or 
refused treatment 

S
e
rv

ic
e

s 

Complete loss of service or output Major loss of agency/service to users Disruption  to users due to agency problems Reduced efficiency or 
disruption to agency 
working 

Services: No loss of 
service 

Fi
n

a
n

ci
a
l 

Loss of assets replacement value due to 
damage, fire etc>$1M, loss of 
cash/investments/assets due to fraud, 
overpayment or theft>$100K or WorkCover 
claims>$100K 

Loss of assets replacement value due to damage, fire 
etc$100K - $1M , loss of cash/investments/assets due 
to fraud, overpayment or theft $10K-$100K or 
WorkCover claims $50K-$100K 

Loss of assets replacement value due to damage, 
fireetc$50K to $100K or loss of 
cash/investments/assets due to fraud, overpayment or 
theft to $10K 

Loss of assets 
replacement value due 
to damage, fire etc to 
$50K 

No financial loss 

E
n

vi
ro

n
m

e
n

ta
l 

Toxic release off-site with detrimental effect. 
Fire requiring evacuation. 

Off-site release with no detrimental effects or fire that 
grows larger than an incipient stage. 

Off-site release contained with outside assistance or fire 
incipient stage or less 

Off-site release 
contained without 
outside assistance 

Nuisance releases. 
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Table 3  Risk Analysis Matrix 
  

 
CONSEQUENCE 

Serious Major Moderate Minor Minimum 

L
IK

E
L
IH

O
O

D
 

Frequent 1 1 2 3 3 

Likely 1 1 2 3 4 

Possible 1 2 2 3 4 

Unlikely 1 2 3 4 4 

Rare 2 3 3 4 4 

Table 4  Action Required 

 

Action Required 

1 
Extreme Risk – immediate action required – Reportable Incident Brief (RIB) for all SAC 1 incidents must 
be forwarded to the DoH within 24 hours. A Privileged Root Cause Analysis (RCA) investigation must be 
undertaken for all Clinical SAC 1 incidents with a report being submitted to the DoH. 

2 
High Risk - need to notify senior management. Detailed investigation required. Ongoing monitoring of 
trended aggregated incident data may also identify and prioritise issues requiring a practice improvement 
project. 

3 
Medium Risk – management responsibility must be specified – Aggregate data then undertake a practice 
improvement project. Exception – all financial losses must be reported to senior management. 

4 Low Risk – manage by routine procedures  

NB–An incident that rates a SAC 2, 3, 4 should only be reported to the DOH if there is the potential for media interest 
or requires direct notification under existing DoH legislative reporting requirements or NSW DoH Policy Directive. 

3.2.4 Step 3 Control of risk 

Once a risk is identified and assessed it must be eliminated, if it is not reasonably practicable to eliminate the risk, the 
risk must be minimised.  This must be completed through consultation with workers and their representatives who will 
be directly affected by the decision.   

The WHS Regulation 2011 outlines a hierarchical process to be used when controlling hazards, this involves working 
from the most effective (elimination) to the least effective (personal protection equipment). A number of these options 
may be used when controlling risk. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
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Hierarchy of Controls 

 

 

 

Level 1 Eliminate 

Eliminating the hazard is the most effective control, for example a person injured from faulty equipment, remove the 
faulty equipment from the workplace.  Eliminating hazards is easier, cheaper and more practical at the design or 
purchase stage.  It may not be possible to eliminate a hazard if it means you cannot produce a product or deliver a 
service. 

Level 2 Substitute, isolate and engineering controls 

If it is not practicable to eliminate the hazard, then it must be minimised.   

 Substitute the hazard with something safer for example substitute a hazardous chemical for nonhazardous 
chemical  

 Isolate the hazard from people for example use guard rails on stairs, put up a barrier around a hole in the 
ground  

 Use engineering controls for example use mechanical devices such as hoists to move patients, trolleys to move 
heavy objects 

Level 3 Administrative and personal protective equipment (PPE) 

 Use administrative controls for example develop safe work procedure on how to perform a task safely, use 
signs to warn people of hazards 

 Use PPE for example gloves when handling waste, protective eyewear when handling chemicals or performing 
a task where there is a risk of a splash 

Level 3 controls should only be used as an interim measure until a more effective control measure is available.  Or be 
used in conjunction with a level 2 control to supplement the control. Level 3 controls should never be used on their 
own and do require training and supervision. 
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Once controls are determined they must be implemented. Prior to implementing controls, workers must be consulted, 
to seek their view on the appropriateness and adequacy of the controls. Ways to consult with workers are through the 
local HS committee, at team meetings, via email or more formal correspondence such as memos, letters or project 
briefs. 

3.2.5 Review Controls 

Once a control measure is implemented, its effectiveness needs to be monitored and evaluated, to ensure that the 
control measures continue to be effective. Monitoring can be achieved through reviewing injury reports and incidents, 
inspections, observing workers performing tasks or using equipment and encouraging workers to discuss safety.  

In addition, the WHS Regulation 2011 requires control measures to be reviewed  

 When a control measure is not effective in controlling the risk 

 Before a change at the workplace that may have an impact on the current control measures 

 If the results of consultation indicate a review is necessary 

 If a health and safety representative requests a review 

3.3 Documentation 

Each workplace is required to have a WHS risk register. The WHS risk register is to be used to document the identified 

hazards in the workplace and what controls have been put in place to eliminate or minimise them. A JH&FMHN WHS 
risk management form (EMP148) has also been developed to assist workers and managers in managing hazards that 
may require further assessment or documentation.  This form is to be kept with the WHS risk register and the hazard 
documented on the WHS risk register. 

The WHS risk register and a JH&FMHN WHS risk management form (EMP148) is to be maintained implemented and 
reviewed by the workplace manager in consultation with workers. All documents are to be recorded in TRIM, stored in 
each workplace and be made available upon request. All forms are required to be signed by the manager of the 
workplace.    

4. Definitions 

Consequence The outcome of an event such as an injury or harm expressed quantitatively or qualitatively 

Hazard means a situation or thing that has the potential to harm a person.  Hazards at work may 
include: noisy machinery, a moving forklift, chemicals, electricity, working at heights, a 
repetitive job, bullying and violence at the workplace 

Incident Any unforeseen event which results in, or could have resulted in, injury, ill health, damage or 
other loss 

Likelihood  Used as a qualitative description of probability or frequency 

Reasonably Practicable Reasonably practicable’ means what is, or was at a particular time, reasonably able to be 
done to ensure health and safety, taking into account and weighing up all relevant matters, 
for example, the likelihood of the hazard or the risk concerned occurring; and the degree of 
harm that might result from the hazard or the risk 

Risk is the possibility that harm (death, injury or illness) might occur when exposed to a hazard  

Risk Assessment The process of determining the severity of a hazard and the likelihood of it occasioning harm 

Risk Control means taking action to eliminate health and safety risks so far as is reasonably practicable, 
and if that is not possible, minimising the risks so far as is reasonably practicable.  Eliminating 
a hazard will also eliminate any risks associated with that hazard 

Risk Management The process of identifying hazards, assessing risks and eliminating or controlling risks in the 
workplace 

Workplace Anywhere that people work, including land or buildings: vehicles, vessels or aircraft; 
installations on land or water; tents, or other moveable structures 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://intranetjh/forms/Emp_Srv/Emp148.pdf
http://intranetjh/forms/Emp_Srv/Emp148.pdf
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5. Legislative and Policy Framework 

Legislation Work Health and Safety Act 2011 

Work Health and Safety Regulation 2011 

NSW MoH Policy Directives PD2007_061 Work Health and Safety: Better Practice Procedures  

JH&FMHN Policies and  
Forms 

2.155 Enterprise – Wide Risk Management 
 

EMP148 WHS risk management form 

Safe Work Australia Code of Practice: First Aid in the Workplace 2012 

WorkCover NSW Model Code of Practice - How to Manage Work Health and Safety Risks 

Standards Australia Risk Management AS/NZS ISO 31000:2009 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_050.html
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
http://intranetjh/forms/Emp_Srv/Emp148.pdf
http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/first-aid-in-the-workplace
http://www.safeworkaustralia.gov.au/sites/swa/about/publications/pages/manage-whs-risks-cop
http://infostore.saiglobal.com/store/details.aspx?ProductID=1378670
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Safe Introduction of New Interventional  

Procedures and Medications into Clinical Practice 

Policy Number 5.123 

Policy Function Safe Practice and Environment 

Issue Date 3 September 2015 

Summary This policy ensures Justice Health & Forensic Mental Health Network has an 

effective and ongoing monitoring process for interventional procedures or 

medications introduced within facilities 

Responsible Officer Executive Director Governance and Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.123 (June 2012) 

Change Summary  Renaming of Clinical Products and Equipment Committee to Equipment 

and Products Imprest Committee 

 Minor amendments 

TRIM Reference POLJH/5123 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/
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1. Preface 

This policy relates to clinicians and services that are considering introducing an interventional procedure or 

medication including clinical trials, that has not previously been undertaken or prescribed within Justice 

Health & Forensic Mental Health Network (JH&FMHN). This policy also applies where an interventional 

procedure is already performed in one facility and where approval is sought to perform it elsewhere within 

JH&FMHN. Introduction of a new interventional procedure requires the clinician to be granted appropriate 

credentials to perform the procedure by Medical & Dental Appointments Advisory Committee. 

The decision to undertake such an intervention must take into consideration not only the clinician’s ability to 

perform the procedure but also the structural requirements and clinical support systems required to safely 

implement that procedure. Additionally, the introduction of new devices for procedures requires prior 

evaluation and approval by the Therapeutic Goods Administration. 

Within JH&FMHN, approval is required from the appropriate committee, the Equipment and Products 

Imprest Committee, Drugs and Therapeutics Committee and/or Medical & Dental Appointments Advisory 

Committee (MADAAC). 

This policy is a component of the Clinical Governance Framework within which quality clinical services are 

provided safely, effectively and efficiently, for both patients and workers of JH&FMHN. 

2. Policy Content 

2.1 Mandatory Requirements 

Regardless of the type of new interventional procedure or medication to be introduced or by whom, the 

following principles will be applied: 

Health and safety – the primary concern of the actions described in this policy is the health and safety of: 

 Patients,  

 Workers (includes clinicians and anyone who may use the procedure), and 

 The community. 

2.1.1 Risk Management – this policy emphasises a risk management approach. The aim is to 

appropriately manage applications to introduce new interventions and medications into clinical practice, and 

thereby reduce the risk of adverse outcomes. Systems for support and monitoring during the early stages of 

the introduction must be given consideration. 

2.1.2 Evidence based practice – most techniques will have been evaluated or at least implemented 

elsewhere and the assessments of the procedure need to be considered in relation to the reliability of the 

evaluation as well as taking into consideration the particular conditions in which the procedure or medication 

is being introduced. Where there is no evidence, a well-reasoned scientifically-based argument in support of 

the proposed intervention is required for consideration. 

2.1.3 Ethics – information regarding the current universal level of application and the results of findings 

need to be included in the application for the approving committee to review. If there are any concerns 

regarding the need for ethics approval, then the application must be forwarded to the JH&FMHN Human 

Research and Ethics Committee to determine if ethics approval is required. 
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2.1.4 Patient information and informed consent – patient information and consent forms must be 

developed at the time of the application for the introduction of the new procedure outlining the potential 

risks as accurately as possible. If applicable, the criteria for selection of patients for the new procedure must 

be included in the information and consent, along with information about where the patient should submit 

any complaint about the procedure. 

2.1.5 Costs and benefits – the introduction of any new procedure will have an opportunity cost. The new 

procedure will consume resources that need to be evaluated against benefits of performing the procedure 

and the effect of taking these resources from existing services or applying for additional funding. 

2.1.6 Conflicts of interest – there must be full disclosure of any relationship between the clinician and 

supplier or other significant party, or of involvement in prior assessment of the procedure or medication, 

including any financial involvement that could result in a conflict of interest. 

2.1.7 Training – training must be provided for all identified workers who will be using the procedure to 

ensure that they are able to perform the task safely and competently. Workers include clinicians, allied health 

and support staff who may be involved in the using, sterilising and/or setting up of the equipment. 

2.1.8 Monitoring – any new interventional procedure or medication must be monitored after their 

introduction. Systems to collect data must be established prior to introduction and then reviewed. All data 

must be stored in TRIM. Any adverse events are to be reported in the Incident Information Management 

System (IIMS), investigated and remedial actions taken as necessary in accordance with JH&FMHN policy 

2.030 Incident Management. Adverse medication events are monitored by the Drugs & Therapeutics 

Committee.  Actions taken to address adverse incidents may result in the need to cease the procedure or 

medication. 

2.1.9 Equipment and supplies – new equipment and supplies that may be required for the procedure are 

to be approved through the appropriate committee i.e. the JH&FMHN Equipment and Products Imprest 

Committee (EPIC) for interventional procedures and the Drugs & Therapeutics Committee for medications 

(D&TC). Systems to obtain and maintain the equipment and supplies are to be identified and if necessary 

established. 

3. Procedure Content 

Implementation of a new interventional procedure or medication, or application of current procedures to 

other facilities within JH&FMHN, requires formal approval before they are introduced. Approval is obtained 

through either of the following committees: 

 MADAAC for interventions to be carried out by medical and/or dental officers,  

 D&TC for interventions involving medications, and/or 

 EPIC for interventions involving new equipment 

Progress reports and evaluations will be required to be tabled at the Clinical Governance Committee when 

requested. 

Any other new procedures fall within the remit of the Clinical Governance Committee. Approval by more than 

one of these committees may be required for relevant interventions. 

http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
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Any staff member wishing to make an application to introduce a new interventional procedure must contact 

the Director Clinical & Corporate Governance (DCCG), who will advise on the information which is required to 

be provided in writing. The DCCG will liaise with the Executive Director of the relevant clinical directorate and 

Director Medical Programs, and coordinate communication with the Clinical Governance Committee and 

MADAAC. The DCCG must ensure that all information in relation to the new procedure and/or intervention is 

stored in a central container on TRIM. 

Where a new medication is being proposed for inclusion in the JH&FMHN Formulary, the Drugs and 

Therapeutics Committee must review and approve the introduction of this medication before it can be used. 

Refer to policy 1.020 Medication Management. 

Further information on the introduction of clinical trial medications for example, can be found in the 

JH&FMHN Medication Guidelines (2015). 

In a situation where a new procedure is introduced that also involves the introduction of a new medication 

and/or new device or equipment, both of the above processes apply. Where a clinician is unsure whether a 

procedure falls within the scope of this policy, advice must be sought from the DCCG in the first instance. 

Each medical officer who will be performing the new procedure must be credentialed by the MADAAC to do 

so. Approval is required for nurses by the relevant Executive Director Clinical Operations on recommendation 

from the Service Director Operations Nursing, Service Director Long Bay Hospital or Director of Nursing for 

The Forensic Hospital, Service Director Community Mental Health and Service Director Adolescent Health & 

Diversion Programmes. Training must be provided for all workers who will be using the procedure to ensure 

that they are able to perform it safely and competently. Learning and Development (L&D) should be involved 

in the planning for delivery of this training. Documentation of training should be maintained by the L&D 

Training Convenor in TRIM for record keeping as well as evidence to support that training has been provided. 

If a problem occurs with a medical device this must be notified on the Incident Information Management 

System (IIMS) in the category of property, security, hazard, incident type, medical device. However if the 

incident directly relates to a negative patient outcome, then it must be notified on the IIMS clinical form. 

Medication-related incidents must be notified in the category of medication. 

Progress reports must be submitted to the relevant committee/s at six monthly intervals, or at a date 

specified by that committee. 

4. Definitions 

Adverse Event 

Defined as an unintended injury or complication resulting in a disability and/or death and/or extended 

length of stay that is caused by the health care intervention and not by the patient’s disease. 

Clinician  

Includes all staff (that is doctors, dentists, nurses and allied health staff) involved in the direct care and 

treatment of patients 

Interventional Procedure 

Defined as a procedure involving any invasive contact with the patient. Examples include surgical operations, 

endoscopies, some radiological procedures, chemical and other therapies e.g. ventilation. This definition can 

http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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also equally apply to a device or a treatment such as a medication. However, when seeking approval for a 

new medication, refer to the process outlined in JH&FMHN policy 1.020 Medication Management. 

Must 

Indicates a mandatory action or requirement. 

New Interventional Procedure 

A new interventional procedure refers to a procedure not previously performed within a JH&FMHN facility or 

one that is performed within a JH&FMHN facility and for which approval is sought for its performance at 

another JH&FMHN facility. This will include variations on an existing procedure and treatment where a new 

device, equipment or medication is introduced. 

Workers 

Workers include clinicians, allied health and support staff who may be involved in the use, sterilising and/or 

setting up of the equipment. 

Should 

Indicates an action that needs to be followed unless there are sound reasons for taking a different course of 

action. 

5. Legislation and Related Documents 

Legislation Therapeutics Goods Act 1989 (Cth) 

Work Health and Safety Act 2011 

JH&FMHN Policies, and 

Forms 

1.020 Medication Management 

2.030 Incident Management 

NSW WorkCover How to Manage Work Health and Safety Risks 

 

http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://www.comlaw.gov.au/Details/C2012C00355
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://www.workcover.nsw.gov.au/law-and-policy/legislation-and-codes/codes-of-practice
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Screening of Healthcare Workers who Perform  

Exposure Prone Procedures 

Policy Number 5.125 

Policy Function Safe Practice and Environment 

Issue Date 5 May 2015 

Summary This policy provides staff screening guidelines for healthcare workers who as 

part of their employment would be expected to perform procedures where 

there is potential for contact between the skin of the healthcare worker and 

sharp surgical instruments, needles or sharp tissues in body cavities or in 

poorly visualised or confined body sites, and there is therefore potential for the 

blood of an injured healthcare worker to enter the patient. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 
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http://www.justicehealth.nsw.gov.au/
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1. Preface  

Blood-borne viruses HIV, hepatitis B virus (HBV) and hepatitis C virus (HCV) are of concern because of their 

potential for transmission from an infected healthcare worker (HCW) to a patient during provision of health 

care. According to NSW Ministry of Health (MoH) policy directive PD2005_162 HIV, Hepatitis B or Hepatitis C 

- Health Care Workers Infected there is a very low, but real, risk of transmission of blood borne viruses from 

an infected HCW to a patient in Australian health care settings.    

HCWs who perform exposure prone procedures (as defined in section 4) must know their HIV, HBV and HCV 

status.  They must have confidential annual testing to know their blood-borne infection status and hepatitis B 

immune status, and are tested if significant exposure to blood or body substances occurs in the interim. 

Justice Health & Forensic Mental Health Network (JH&FMHN) HCWs who intend to or are currently 

performing exposure prone procedures must be aware of the restrictions on performing exposure prone 

procedures that apply in certain circumstances, as described in this policy. 

2. Policy Content  

2.1 Mandatory Requirements  

 To inform HCWs who as part of their employment would be expected to perform exposure prone 

procedures, and their managers, of their responsibility to comply with NSW MoH PD2005_162 and the 

relevant sections regarding hepatitis B immunity of NSW MoH PD2011_005 Occupational Assessment, 

Screening & Vaccination Against Specified Infectious Diseases. 

 To provide a system for confidential off-site screening and counselling for HCWs who perform 

exposure prone procedures. 

 In JH&FMHN, Category A HCWs who perform procedures that fit the Ministry of Health definition of 

exposure prone procedures are Dental Officers and Dental Therapists. (Dental Assistants in JH&FMHN 

do not place their fingers inside the patient’s mouth).  Any other HCW in JH&FMHN who believes that 

he/she, or another HCW, is also performing exposure prone procedures, must inform their manager 

who must inform the Executive Director Clinical Operations (Custodial Health) (EDCO CH) or Executive 

Director Clinical Operation s (Forensic Health) (EDCO FH).   

2.2 Implementation - Roles & Responsibilities 

 This policy applies to Category A HCWs – whether employed permanently or temporarily by 

JH&FMHN or other personnel who may be contracted including Visiting Medical Officers, Visiting 

Dental Officers, Dental Therapists, agency staff on clinical placement, or students – who as part of their 

employment would be expected to perform exposure prone procedures (as defined in section 4). 

 HCWs know which procedures are defined by the NSW Ministry of Health as exposure prone 

procedures 

 HCWs who perform exposure prone procedures are required to know their HIV, HBV and HCV status 

 HCWs do not perform exposure prone procedures if they are not aware of their HIV, HBV and HCV 

status 

 HCWs do not perform exposure prone procedures if they have a chronic blood borne virus infection of 

HIV, HBV or HCV with test results of: 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html
http://www.health.nsw.gov.au/policies/PD/2011/PD2011_005.html
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- hepatitis C PCR positive, or 

- HIV positive, or 

- hepatitis B e antigen positive, or 

- hepatitis B virus DNA positive 

 HCWs do not perform exposure prone procedures if they are uncertain or have indeterminant results 

for a chronic blood borne virus infection: 

- hepatitis C antibody positive but PCR status has not yet been determined, or 

- hepatitis B surface antigen positive but e antigen and DNA status have not yet been         

determined 

 HCWs who do not perform exposure prone procedures if they do not have HBV immunity: 

- HCW has not provided documented evidence of their hepatitis B immune status, or 

- HCW is not immune to the hepatitis B virus 

 HCWs infected with HIV, HBV or HCV seek expert medical advice on modifying their work practices to 

protect themselves and their patients. 

2.2.1 Responsibility of Managers 

The Clinical Director Oral Health, and any other manager of a HCW who as part of their employment would 

be expected to perform exposure prone procedures, must: 

 Prior to employment, advise the HCW of their responsibility to seek confidential off-site testing for 

blood-borne viruses as described in this policy; and provide the HCW with a copy of this policy and 

copies of NSW MoH PD2005_162 and PD2011_005. 

 Note the receipt of documentation provided by the HCW of their hepatitis B immune status, and TRIM 

that document in the HCW’s personnel file.  

 Advise any HCW who, as part of their employment would be expected to perform exposure prone 

procedures but has failed to provide documented evidence of his/her hepatitis B immune status, that 

they must not perform exposure prone procedures until that documentation has been provided. The 

manager must immediately inform the relevant Executive Director Clinical Operations (CH) or (FH). 

 Advise any HCW who currently performs exposure prone procedures and who is not immune to the 

hepatitis B virus, of the process for obtaining vaccination against the hepatitis B virus.  

 Advise a HCW who is either waiting for the hepatitis B vaccine to become effective, or has declined to 

be vaccinated against the hepatitis B virus, or is a non-responder to the hepatitis B vaccine, or has a 

medical reason for not being vaccinated against the hepatitis B virus, that they must not perform 

exposure prone procedures until JH&FMHN has conducted a risk assessment specific to their 

individual circumstances, as described in section 3.2. 

 Send an annual memorandum to the HCW reminding the employee of the requirement and their 

responsibility to seek confidential off-site testing for blood-borne viruses as described below. 

 Send the memorandum as described above to the relevant Executive Director Clinical Operations (CH) 

or (FH); the memorandum should be TRIMmed to the HCW’s personnel file.  

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html
http://www.health.nsw.gov.au/policies/PD/2011/PD2011_005.html
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 Advise the HCW that JH&FMHN will reimburse the HCW for any reasonable cost incurred for these 

tests.  

 Advise the HCW to use the infection prevention advice contained in the JH&FMHN Infection Control 

procedures, the Oral Health Safe Work Practices, and any other relevant local safe work practices to 

reduce the risk of being injured during a procedure. 

 Manage any healthcare worker exposed to the blood or body substances of another person as 

described in JH&FMHN policy 5.100 Management of Staff Exposed to Blood or Body Substances, noting 

the requirement in that policy to also immediately report to the relevant Executive Director Clinical 

Operation (CH) or (FH) when a patient is exposed to the blood of an injured healthcare worker. 

2.2.2 Responsibility of HCWs who Perform Exposure Prone Procedures 

HCWs in JH&FMHN who perform exposure prone procedures must be aware of their HIV, HBV and HCV 

status by seeking serologic testing for the following circumstances: 

 If untested and currently performing exposure prone procedures  

 If about to commence performing exposure prone procedures 

 If it is 12 (twelve) months or longer since their last tests 

 Following any significant occupational exposure to blood or body substances (as described in 

JH&FMHN policy 5.100) 

 Immediately on recognition of a non-occupational exposure, including: needle sharing with a person 

infected or at increased risk of HIV, HBV, HCV; and unprotected sexual intercourse with a person 

infected with or at increased risk of HIV or HBV. (The risk of sexual transmission of HCV is believed to 

be low, but is increased where sexual activity involves blood to blood contact). 

HCW must report a positive result to their manager as soon as possible so that any necessary adjustments to 

their work practice can be assessed and implemented. 

 

These HCWs must also inform their manager that they are seeking serological testing, and note the 

restriction on performing Exposure Prone Procedures as follows: 

 A HCW must not perform exposure prone procedures if he/she is not aware of their HIV, HBV and HCV 

status. 

 A HCW must not perform exposure prone procedures if he/she is either hepatitis C PCR positive, or 

hepatitis C antibody positive but PCR status has not yet been determined, or HIV positive, or hepatitis 

B e antigen positive, or hepatitis B virus DNA positive, or hepatitis B surface antigen positive but e 

antigen and DNA status have not yet been determined, or has not provided documented evidence of 

his/her hepatitis B immune status. 

A HCW who is not immune to the hepatitis B virus (for whatever reason) must have a risk assessment 

performed, and must not perform exposure prone procedures, except at the discretion of the Chief Executive 

and dependent on that risk assessment. 

A HCW who is exposed to the blood or body substances of a patient is to follow the recommendations in 

JH&FMHN policy 5.100, noting the requirement in that policy to also immediately inform their manager 

when a patient is exposed to the blood of the injured healthcare worker. 

http://intranetjh/pol/policylib/5.100_Policy_0515.pdf
http://intranetjh/pol/policylib/5.100_Policy_0515.pdf
http://intranetjh/pol/policylib/5.100_Policy_0515.pdf
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3. Procedure Content  

3.1 Confidentiality 

HCWs in JH&FMHN who perform exposure prone procedures (as defined in section 4) should seek 

confidential testing and counselling from an off-site general practitioner or other off-site healthcare facility. 

Serological testing of HCWs must not be performed on-site. 

NSW MoH PD2005_162 does not require evidence of the HIV, HBV or HCV status of any HCW to be 

submitted to their employer, except for documentation of hepatitis B immune status. HCWs must submit a 

copy of their hepatitis B immune status to their manager before they commence performing exposure prone 

procedures. The copy of the HCW’s hepatitis B immune status must be captured in the HCWs personnel file 

in TRIM. 

3.2 Management of Category A HCWs who are Not Immune to the Hepatitis B 
Virus 

HCWs must not perform exposure prone procedures, and should seek expert medical advice and expert work 

health and safety advice, as described in NSW MoH PD2005_162, if they are: 

 hepatitis C PCR positive, 

 hepatitis C antibody positive but their PCR status has not yet been determined, 

 HIV positive, 

 hepatitis B e antigen positive, 

 hepatitis B virus DNA positive, or 

 Hepatitis B surface antigen positive but e antigen and DNA status has not yet been determined. 

HCWs who are HCV antibody positive but HCV PCR RNA negative, or Hepatitis B surface antigen (HBsAg) 

positive but hepatitis B e antigen (HBeAg) negative and HBV DNA negative may continue to perform 

exposure prone procedures provided they remain negative for the infectious genetic material of the virus. 

Such HCWs have a responsibility to have ongoing expert clinical advice and regular virological monitoring 

regarding their potential infectiousness and the appropriateness of their continued performance of exposure 

prone procedures. 

HCWs have a responsibility for self-disclosure to either their employer, professional organisation or the 

Ministry of Health Blood Borne Advisory Panel if they are either hepatitis C PCR positive, or hepatitis C 

antibody positive but PCR status has not yet been determined, or HIV positive, or hepatitis B e antigen 

positive, or hepatitis B virus DNA positive, or hepatitis B surface antigen positive but e antigen and DNA 

status have not yet been determined, AND if they are or have been performing exposure prone procedures, 

so that a confidential investigation can be arranged to determine if any patients have been exposed. That 

confidential investigation must be conducted as described in NSW MoH PD2005_203 Infection Control 

Management of Reportable Incidents. 

3.3 Management of Infected Healthcare Workers 

As described in NSW MoH PD2005_162 all HCWs who are HIV antibody positive, HBeAg positive or HBV DNA 

positive or HCV PCR positive should seek: 

 Expert medical advice; and  

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_203.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html


Screening of Healthcare Workers who Perform Exposure 

Prone Procedures 
 

 

 
Policy: 5.125 Issue Date: 5 May 2015 Page 6 of 7 

 Expert occupational health and safety advice 

HCWs who are HCV antibody positive and HCV PCR negative and HCWs who are HBsAg positive are to be 

provided with access to ongoing expert clinical advice regarding their potential infectiousness and the 

appropriateness of their continued performance of EPPs. 

The categories of infected HCWs excluded from the performance of EPPS are: 

1. HIV antibody positive, irrespective of levels of viremia 

2. HCV antibody positive and HCV RNA is positive by PCR or in whom HCV RNA PCR status is yet to be 

determined 

3. HBsAg positive in whom HBeAg or HBV DNA is positive or in whom HBeAg or HBV DNA status is yet 

to be determined 

HCWs who are: 

1. HCV antibody positive but HCV PCR RNA negative, and/or 

2. Hepatitis B surface antigen (HBsAg) positive but hepatitis B e antigen (HBeAg) negative and HBV DNA 

negative may continue to perform exposure prone procedures provided they remain negative for the 

infectious genetic material of the virus. Such HCWs are obliged to have regular virological monitoring 

to ensure that their practice reflects their virological status. 

HCWs who are HIV positive, HBV positive and HCV positive should double glove for all invasive procedures, 

including those which are not considered to be exposure prone. 

HCWs have a responsibility for self-disclosure to either their employer, professional organisation or the 

Ministry of Health Blood Borne Advisory Panel if they are either hepatitis C PCR positive, or hepatitis C 

antibody positive but PCR status has not yet been determined, or HIV positive, or hepatitis B e antigen 

positive, or hepatitis B virus DNA positive, or hepatitis B surface antigen positive but e antigen and DNA 

status have not yet been determined, AND IF they are or have been performing exposure prone procedures, 

so that a confidential investigation can be arranged to determine if any patients have been exposed. That 

confidential investigation must be conducted as described in NSW MoH PD2005_203. 

  

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_203.html


Screening of Healthcare Workers who Perform Exposure 

Prone Procedures 
 

 

 
Policy: 5.125 Issue Date: 5 May 2015 Page 7 of 7 

4. Definitions 

Category A Healthcare Workers 

Denotes HCWs who have direct physical contact with patients, deceased persons, blood, body substances or 

infectious material or surfaces/equipment that might contain these or contact that would allow acquisition 

and/or transmission of a specified infectious disease by respiratory means. 

Exposure Prone Procedure 

Exposure prone procedures are those procedures where there is potential for contact between the skin 

(usually finger or thumb) of the HCW and sharp surgical instruments, needles or sharp tissues (splinters or 

pieces of bone or teeth) in body cavities or in poorly visualised or confined body sites (including the mouth). 

Exposure prone procedures have the potential for an injured HCW to bleed into a patient.  Provided they are 

not conducted in poorly visualised or confined body sites the following procedures are NOT considered to be 

exposure prone:  oral, vaginal or rectal examinations that do not involve sharp instruments; phlebotomy 

(taking blood); administering intramuscular, intradermal or subcutaneous injections; needle biopsies or 

aspirations; lumbar punctures; venous cut down and angiographic procedures; excision of epidermal or 

dermal lesions; suturing of superficial skin lacerations; endoscopy; placing and maintaining peripheral and 

central intravascular lines, nasogastric tubes, rectal tubes and urinary catheters; acupuncture; other 

procedures that do not involve sharps; or procedures where the use of sharps is superficial, well visualised, 

and administered to compliant or anaesthetised patients, where it is very unlikely that a HCW skin injury 

would results in exposure of a patient to the HCW’s blood or body substances. 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

5. Legislation and Related Documents 

JH&FMHN Policies and 
Guidelines 

5.100 Exposure to Blood or Body Substances – Management of Staff Members 

NSW MoH Policy Directives, 

and Guidelines 

PD2005_162 HIV, Hepatitis B or Hepatitis C – Health Care Workers Infected 

PD2005_203 Infection Control Management of Reportable Incidents 

PD2011_005 Occupational Assessment, Screening & Vaccination Against   

                     Specified Infectious Diseases 

 

http://intranetjh/pol/policylib/5.100_Policy_0515.pdf
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_162.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_203.html
http://www.health.nsw.gov.au/policies/PD/2011/PD2011_005.html
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Sexual Assault Management 

Policy Number 5.140         

Policy Function  Safe Practice and Environment 

Issue Date 31 August 2016 

Summary This policy provides guidelines for the management of patients who allege 

sexual assault while in the custodial environment and prior to incarceration.  

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.140 (September 2010 & March 2013) 

Change Summary  Minor changes 

 Removal of Service Director Population Health from After Hours 

notification procedure 

 Amended, simplified pathway appendix 

 Inclusion of GEO in Mandatory Requirements and Responsibilities 

TRIM Reference POLJH/5140 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 
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1. Preface  

This policy is based on guidelines provided by: 

 GL2013_012 Sexual Safety of Mental Health Consumers Guidelines 

 PD2005_607 Sexual Assault Services Policies Procedures Manual (Adult); (in process of being updated) 

 PD 20013_007 Child Wellbeing and Child Protection Policies and Procedures for NSW Health 

It provides a clear framework to manage sexual assault within the custodial and forensic environments.  

The impact of sexual assault can have a long lasting effect on people’s mental health. It is important for staff 

to communicate to patients who have experienced sexual assault that they are believed and that the assault 

was not their fault. The psychological impacts can manifest at any time following the assault so appropriate 

responses are essential regardless of when and where the assault occurred. 

This policy applies to any health care workers who are informed of sexual assault or sexual harassment in 

adult and adolescent facilities. 

2. Policy Content  

2.1 Mandatory Requirements  

The provision of care for those people who have been sexually assaulted involves a duty of care and 

partnerships between Justice Health and Forensic Mental Health Network (JH&FMHN), Corrective Services 

NSW (CSNSW), Juvenile Justice NSW (JJNSW), Global Expertise in Outsourcing (GEO) and Local Health 

Districts (LHDs). Such partnerships are central to facilitating the appropriate response to and management of 

sexual assault in NSW custodial centres, including the Long Bay and Forensic Hospitals. 

2.2 Implementation - Roles & Responsibilities 

JH&FMHN is responsible for: 

 ensuring access to continuous health care for any patient who is sexually assaulted. This includes 24-

hour access to counselling, medical assessment and treatment from professional, well-trained and 

supportive staff from both JH&FMHN and LHDs. 

CSNSW/GEO is responsible for: 

 providing a safe and secure environment for patients who have been sexually assaulted. CSNSW/GEO 

officers will ensure that JH&FMHN/GEO staff have access to patients who have been sexually assaulted 

to ensure the provision of appropriate health care, as described in the CSNSW Operations Manual 

Section 13.4 Assaults and Fights. CSNSW/GEO officers will organise transport to community sexual 

assault services if required. 

JJNSW is responsible for: 

 providing a safe and secure environment for young people in custody who have been sexually 

assaulted. JJNSW officers will ensure that JH&FMHN staff have access to young people who have been 

sexually assaulted to ensure the provision of appropriate health care. JJNSW officers will organise 

transport to community sexual assault services, if required. 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_607.html
http://www0.health.nsw.gov.au/policies/GL/2005/GL2005_049.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
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Local Health Districts are responsible for: 

 managing patients who have experienced sexual assault who are referred or transferred from 

JH&FMHN facilities. 

3. Procedure Content  

3.1 Promoting the Safety of the Patient  

Patient safety must be considered at all times. The patient must not be placed in a situation of contact with 

the alleged perpetrator. To ensure patient safety, JH&FMHN/GEO staff must complete a Health Problem 

Notification Form (for adult centres) or a Health Problem Notification and Escort Form (for adolescent 

centres) in accordance with JH&FMHN Policy 1.231 Health Problem Notification Form, and JH&FMHN Policy 

1.235 Health Problem Notification and Escort Form (Adolescent) making recommendations regarding safe 

placement.  

In situations where a sexual assault allegation has not been made but staff are aware that a vulnerable 

patient may be at risk, they must inform the Nursing Unit Manager (NUM) or Nurse in Charge (NIC) as soon 

as practicable or the After Hours Nurse Manager (AHNM) outside of business hours if the concerns are 

immediate. The NUM or NIC must then request CSNSW/GEO or JJNSW to provide more appropriate 

accommodation. 

3.2 Confidentiality 

Patient confidentiality following allegations of sexual assault must be respected at all times. Patients must be 

informed of JH&FMHN’s/GEO’s obligations regarding reporting, and of the implications of reporting, to 

CSNSW /GEO/ JJNSW. If the patient is in a mental health facility or adolescent facility, the appropriate 

Executive Director or Service Director must be informed as soon as practicable and mandatory reporting will 

follow. JH&FMHN employees in adult centres are not obliged to inform CSNSW that a sexual assault has 

occurred, unless the patient wishes CSNSW / NSW Police Force involvement. Staff must refer to the 

JH&FMHN Procedure for Sexual Assault Management for further information. 

Staff must refer to JH&FMHN Policy 5.015 Child Protection for information and requirements specific to the 

juvenile centres and young people under 16 years of age. 

Written permission from adult patients is required prior to any information being shared with another agency 

or health facility. This may differ for young people as per JH&FMHN Policy 5.015 Child Protection.  

3.3 Local Health District Sexual Assault Services 

JH&FMHN relies on the LHD Sexual Assault Services to provide services to patients who have experienced 

sexual assault and to support staff managing these patients. Each LHD has a different capacity to provide 

sexual assault services, both to the community and to JH&FMHN. JH&FMHN staff must familiarise 

themselves with the specific level of service their LHD Sexual Assault Service can provide. A description of the 

functions and roles of the LHD Sexual Assault Service is available in the JH&FMHN Procedure for Sexual 

Assault Management. 

 

http://intranetjh/forms/IPM/PAS_Downtime_Form-JHA_Health_Problem_Notif_Form_Tem_HPNF_2007.pdf
http://intranetjh/forms/IPM/PAS_Downtime_Form-JHA_Health_Problem_Notif_Form_Tem_HPNF_2007.pdf
http://intranetjh/forms/IPM/PAS_Downtime_Form-JHJ_Health_Problem_Notif_Form_Tem_AH_HPNF.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://www.daa.nsw.gov.au/publications/76.html
http://www.daa.nsw.gov.au/publications/76.html
http://www0.health.nsw.gov.au/policies/PD/2006/PD2006_104.html
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://www.health.nsw.gov.au/policies/GL/2005/GL2005_049.html
http://www.health.nsw.gov.au/policies/GL/2005/GL2005_049.html
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
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3.4 Aboriginal Patients 

Aboriginal or Torres Strait Islander patients who allege recent sexual assault or sexual assault in the past must 

be managed according to the NSW Interagency Plan to Tackle Child Sexual Assault in Aboriginal Communities 

2006-2011, PD 20013_007 Child Wellbeing and Child Protection Policies and Procedures for NSW Health and 

the JH&FMHN Procedure for Sexual Assault Management . 

3.5 Forensic Patients 

JH&FMHN staff who are employed to provide services to Forensic Mental Health patients, must be familiar 

with NSW Ministry of Health Guidelines for Promotion of GL2013_012 Sexual Safety of Mental Health 

Consumers Guidelines 

Allegations of sexual assault in these facilities must be managed in accordance with these guidelines and the 

JH&FMHN Procedure for Sexual Assault Management. 

3.6 Adolescents Patients 

Allegations of sexual assault in Juvenile Justice facilities must be immediately reported to the Service 

Director, Adolescent Health and Diversion Programs (SDAH&DP). Management will then be in accordance 

with JH&FMHN Policy 5.015 Child Protection. 

3.7 Allegations of Sexual Assault by a JH&FMHN, CSNSW, GEO or JJNSW 

Employee  

If JH&FMHN staff are aware of an allegation of sexual assault involving a JH&FMHN, CSNSW, GEO or JJNSW 

employee, the Nurse Manager, NUM or NIC during normal work hours or AHNM must be informed. The local 

manager must inform the relevant Service Director who will inform the Executive Director Clinical Operations 

(Custodial Health),  Executive Director Clinical Operations (Forensic Health) or Service Director Adolescent 

Health and Diversion Programs as soon as practicable, who will inform the JH&FMHN Chief Executive (CE). 

If the allegation is against a JH&FMHN/GEO employee - the CE or delegate must determine the 

appropriateness of notifying the NSW Ministry of Health and the NSW Police Force.  

If the allegation is against a CSNSW staff member – the CE or delegate must inform the CSNSW 

Commissioner, who will determine NSW Police Force involvement.  

If the allegation is against a JJNSW staff member – the CE or delegate must inform the Executive Director, 

JJNSW, who will determine NSW Police Force involvement.  

The patient and the staff member must be separated and remain separated following an allegation of sexual 

assault.  

If a staff member suspects that another staff member may be the perpetrator of abuse of a young person, 

they must report the incident to the SDAH&DP or other relevant Executive Director as soon as practicable. 

These allegations must be managed in accordance with JH&FMHN Policy 5.015 Child Protection. 

3.8 Reporting of Sexual Assault 

Reporting of sexual assault is necessary to ensure the patient receives appropriate and timely care, and that 

this is supported by accurate data and information. All allegations of sexual assault must be reported to the 

http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
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CNC Sexual Health / Hepatitis on pager (02) 9937 2506 during normal work hours or after hours the AHNM 

on (02) 9311 2707. Staff must refer to the JH&FMHN Procedure for Sexual Assault Management  for further 

information. If the patient wishes NSW Police Force involvement and is not being transferred to a Sexual 

Assault Service, CSNSW/JJNSW/GEO must be informed and CSNSW/JJNSW/GEO will be responsible for 

notifying the NSW Police Force.  

If the allegation of sexual assault occurs in an Adolescent Centre, the Children and Young Persons (Care and 

Protection) Act 1998 which relates to mandatory reporting must be followed.  The Joint Investigation 

Response Team (JIRT) must also be contacted.  

3.9 Evidence 

JH&FMHN/GEO staff must be aware that sexual assault is a crime and it may be necessary for evidence to be 

preserved. If the victim wishes to proceed with criminal charges, evidence such as clothing must be 

preserved. Staff should consult with the appropriate CSNSW/JJNSW/GEO officer about preserving evidence.  

The LHD Sexual Assault services will advise the patient about a forensic examination and the collection of 

specimens.  The LHD will organise for this to be performed by a qualified examiner. 

3.10 Individual Management Plans  

In some circumstances it may be necessary to establish an Individual Management Plan for patients who 

make repeated and unfounded allegations of sexual assault. In these instances a management plan must be 

developed in collaboration with JH&FMHN and CSNSW/JJNSW/GEO and in consultation with the LHD Sexual 

Assault Service. If the patient alleges sexual assault, JH&FMHN staff must refer to the management plan and 

notify the CNC Sexual Health / Hepatitis or delegate. If the patient is transferred to another centre, 

JH&FMHN staff must inform the receiving centre that the management plan is in place.  Management plans 

must include physical and mental health management following the alleged sexual assault. NSW Police Force 

involvement must also be documented in the health record. 

3.11 Charter of Victim’s Rights 

JH&FMHN/GEO staff must be aware of and provide for the patient, copies of the Charter of Victim's Rights 

NSW  in accordance with the JH&FMHN Procedure for Sexual Assault Management. 

3.12 Documentation of Sexual Assault  

Documentation of allegations of sexual assault and the management plan must be recorded in the patient’s 

health record in accordance with the JH&FMHN Procedure for Sexual Assault Management. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www0.health.nsw.gov.au/policies/GL/2005/GL2005_049.html
http://www0.health.nsw.gov.au/policies/PD/2006/PD2006_104.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_634.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_634.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_607.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_287.html
http://intranetjh/pol/policylib/1.066_Policy_0712.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://daa.nsw.gov.au/publications/DAA_Fact2_Achievements.pdf
http://www.daa.nsw.gov.au/publications/76.html
http://www.justicehealth.nsw.gov.au/publications/2009_IHS_report.pdf
http://www.worldlii.org/au/journals/UNSWLJ/2005/17.html
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5. Legislation and Related Documents 

Legislation Children and Young Persons (Care and Protection) Act 1998 

JH&FMHN Policies and 

Procedures 

1.231 Health Problem Notification Form (Adults) 

1.066 Management of Patients Exposed to Blood or Body Fluids 

1.363 Early Detection Program for Blood Borne Viruses and Sexually 

Transmissible Infections 

1.235 Health Problem Notification and Escort Form (Adolescents) 

5.015 Child Protection  

Procedure for Sexual Assault Management 

Pathway for Responding to Allegations of Sexual Assault 

JH&FMHN Forms JUS 200.201 Referral to Emergency Department following an Allegation of 

Sexual Assault  

NSW MoH Policy Directives, 

and Guidelines 

GL2013_012 Sexual Safety of Mental Health Consumers Guidelines 

PD2013_007 Child Wellbeing and Child Protection Policies and Procedures for 

NSW Health 

PD2005_634 Reportable Incident Definition under section 20L of the Health 

Administration Act  

PD2005_607 Sexual Assault Services Policy and Procedure Manual (Adult) 

PD2005_287 Victims Rights Act 1996  

 

 

 

 

 

 

 

 

 

  

http://www.justicehealth.nsw.gov.au/
http://intranetjh/pol/policylib/5.140_Policy_0313.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

http://www.justicehealth.nsw.gov.au 

Management of Nicotine Dependence and Smoking Cessation 

Policy Number 5.155 

Policy Function Safe Practice and Environment 

Issue Date 18 March 2014 

Summary This policy enables JH&FMHN clinical staff to support patient smokers and 

non-smokers make informed and supported choices regarding exposure to 

tobacco smoke and smoking cessation. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.155 (November 2011) 

Change Summary  Changed to reflect the new Justice Health & Forensic Mental Health 

Network Clinical Guidelines for the Management of Nicotine Dependence 

and Smoking Cessation. 

 Increased capacity to provide free Nicotine Replacement Therapy (NRT) 

for a larger patient population. 

 Capacity to provide NRT to patients upon reception for smoking 

cessation. 

 Increased capacity for nurses to screen patients for nicotine dependence 

and distribute NRT. 

 Acknowledgement of the changing Corrective Services NSW (CSNSW) 

policy environment regarding tobacco. 

TRIM Reference POLJH/5155 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 

 

http://www.justicehealth.nsw.gov.au/


Management of Nicotine Dependence and Smoking 

Cessation 
 

 

 
Policy: 5.155 Issue Date: 18 March 2014 Page 2 of 3 

1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to improving the health of 

patients in correctional centres, Juvenile Justice Centres and the Forensic Mental Health Network, as well as 

minimising the health effects of those incarcerated. Tobacco smoking is the single most preventable cause of 

death and disease in Australia and is a major risk factor for morbidity and mortality related to chronic 

disease. Prevalence of tobacco use amongst our patient population is much higher than the broader 

community.  

JH&FMHN recognises the impact of smoking on the health of the custodial and forensic populations and as 

such is committed to providing smoking cessation support so that patients can make informed choices 

regarding exposure to tobacco smoke and smoking cessation. JH&FMHN also recognises the potential 

adverse effects of enforced abstinence from tobacco use among a predominantly smoking population on 

admission to a high secure environment. 

JH&FMHN often delivers smoking cessation support in an environment where tobacco policy is determined 

by another organisation (Corrective Services NSW or Juvenile Justice). The Network must therefore structure 

smoking cessation interventions in a manner that is adaptive to external changes to the policy environment. 

2. Policy Content 

2.1 Mandatory Requirements  

 Nursing and medical staff within JH&FMHN must be aware of their responsibilities to support patients in 

smoking cessation. 

 The JH&FMHN Clinical Guidelines for the Management of Smoking Cessation and Nicotine Dependence 

form the basis for all clinical interventions to support patients who either wish to give up smoking 

(smoking cessation) or are placed where they are restricted or prohibited from smoking (detox cells, 

transport, observation cells, and all correctional centres post-tobacco free policy introduction). 

 All patients eligible for smoking cessation support should be offered Nicotine Replacement Therapy 

(NRT) as per the guidelines. 

 The guidelines are to be utilised in: 

o Adult Correctional Centres 

o Juvenile Justice Centres (Adolescents) 

o Long Bay Hospital 

o Forensic Hospital 

o Police and Court Cell Complexes 

2.2 Implementation - Roles & Responsibilities 

Service Director Population Health 

 Strategic oversight of Key Performance Indicators (KPIs) related to smoking cessation. 

Nurse Managers and Nurse Unit Managers 

 Ensure staff comply with the JH&FMHN Clinical Guidelines for the Management of Smoking Cessation and 

Nicotine Dependence. 

http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
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Medical Officers, Registered Nurses and Enrolled Nurses 

 Responsible for complying with the JH&FMHN Clinical Guidelines for the Management of Smoking 

Cessation and Nicotine Dependence and policies. 

3. Procedure Content 

3.1 Scope of Practice 

Clinical staff must administer NRT as per the JH&FMHN Clinical Guidelines for the Management of Smoking 

Cessation and Nicotine Dependence. Nurses should refer any patient to a Medical Officer if they wish to seek 

further advice on the provision of NRT to the patient. Patients seeking NRT beyond the standard course must 

be reviewed by a Medical Officer (MO). 

3.2 Health Record Requirements 

All clinical staff screening for or distributing NRT must record the activity on the patient’s Adult NRT 

Distribution Form (or Nurse-Initiated Treatment Chart for adolescents). The staff member must also ensure 

that the Patient Administration System (PAS) alert for Nicotine Replacement Therapy is current for the 

duration of the course and removed once the NRT has been completed. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

Indicates a recommended action that should be followed unless there are sound reasons for taking a 

different course of action. 

5. Legislation and Related Documents 

JH&FMHN Policies and 

Protocols 

1.231 Health Problem Notification Form (Adults) 

Adult Nurse Initiated protocols 

Adolescent Nurse Initiated protocols 

JH&FMHN Forms JUS130.025 Patient Drug Purchase (Adult NRT Form) 

Nurse Initiated Treatment Chart (for adolescent patients only) 

NSW MoH Policy Directives, 

Guidelines and Information 

PD2015_003 NSW Health Smoke-free Health Care Policy 

GL2005_036 Nicotine Dependent Inpatients (The Guide for the Management of) 

Managing Nicotine Dependence: A Guide for NSW Health Staff 

"Let's take a moment" quit smoking brief intervention 

 

http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
http://intranetjh/projects/Documents/Tobacco-Prog/ClinicalGuidelinesMngementNicotineDependenceSmokingCessation.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/Documents/Medications/Adult%20Nurse%20Initiated%20Medication%20Protocol.pdf
http://intranetjh/Documents/Medications/Adolescent%20Nurse%20Initiated%20Medication%20Protocol.pdf
http://intranetjh/forms/Forms/JUS130.025.pdf
http://www0.health.nsw.gov.au/policies/pd/2015/PD2015_003.html
http://www0.health.nsw.gov.au/policies/GL/2005/GL2005_036.html
http://www.health.nsw.gov.au/quittingsmoking/Pages/managing-nicotine-dependence.aspx
http://www0.health.nsw.gov.au/pubs/2005/lets_take_a_moment.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 
http://www.justicehealth.nsw.gov.au 

Waste Management 
Implementation Guide to NSW Health Policy 

Policy Number 5.175 

Policy Function Safe Practice and Environment 

Issue Date 22 July 2014 

Summary The Waste Management policy provides a standard for safe and efficient waste 
management in all Justice Health & Forensic Mental Health Network (JH&FMHN) 
work areas, health centres and hospitals. 

This policy provides guidance to staff on JH&FMHN-specific policies and 
procedures on organisational Waste Management in accordance with NSW MoH 

Health Policy Directives PD2005_132 Waste Management Guidelines for Health 
Care Facilities and PD2011_066 Waste Reduction & Purchasing Policy 2011-2014. 

Responsible Officer Executive Director Governance and Commercial Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 5.175 (May 2009) 

Change Summary  Some minor wording changes and compliance with MoH policy 
information. 

TRIM Reference POLJH/5175 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network 
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1. Preface  

The Waste Management policy provides a standard for safe and efficient waste management in all Justice Health 
& Forensic Mental Health Network (JH&FMHN) work areas and health centres. 

The rising cost of waste disposal and the community concern about the environmental impact of waste disposal 
and waste management systems are incentives to avoid or minimise waste generation. Poor waste management 
can have serious consequences for individuals as well as the organisation. Implementation of these policies and 
procedures will ensure that the full potential of an effective waste management system is realised. 

This document is intended to provide guidance to staff on JH&FMHN-specific policies and procedures in relation 
to organisational waste management. Staff must review this document in conjunction with the following 
overarching policies: 

1. NSW Health Policy Directive PD2005_132 Waste Management Guidelines for Health Care Facilities - 

August 1998 

2. NSW Health Policy Directive PD2011_066 Waste Reduction & Purchasing Policy 2011-2014 

All staff should note that NSW Ministry of Health periodically updates their policies and guidelines. To search for 
the most current policy or guidelines on waste management, staff should visit the NSW Health website on Policy 
Directives and Guidelines. 

2. Policy Content 

2.1 Mandatory Requirements 

The policy aims to achieve the following: 

 To provide a waste management system specific to JH&FMHN and the correctional environment that 
applies the relevant NSW Ministry of Health policy directives, guidelines, the NSW Environment Protection 
Authority and other recognised authorities and guidelines. 

 To reduce waste production and costs. 

 To improve waste segregation, handling and storage. 

 To achieve a waste management system that is safe, efficient, responsive, cost-effective and complies with 
environmental legislation, minimising the environmental impact of waste generation. 

 To reduce energy and water consumption, wherever safe and cost-effective. 

Observance to the policy will achieve the following outcomes: 

 Observance of relevant NSW Ministry of Health policies. 

 Measurable improvement in all aspects of waste management. 

 Implementation of strategies to reduce waste of resources through avoiding and reducing waste 
generation, provision of recycling and reuse where legislation permits. 

2.2 Implementation – Roles and Responsibilities 

2.2.1 Management 

Directors, Managers and Supervisors must ensure that systems are in place to manage waste generated within 
their area in a safe manner. In particular, management must:  

 Implement and monitor prescribed systems for safe handling, segregation, labelling, containment, storage 
and transport of wastes; 

 Arrange education and training in relation to waste management activities; 

 Provide personal protective equipment and other systems to promote safe working conditions for staff, 
including a staff vaccination program; 

 Provide suitable and appropriate waste bins and containers; 

 Display safe work practices, safe handling and spill clean-up procedures in prominent places; 

 Investigate waste related accidents or incidents; 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_132.html
http://www0.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_066.pdf
http://www.health.nsw.gov.au/policies/


Waste Management 
 

  

 
Policy: 5.175 Issue Date: 22 July 2014 Page 3 of 8 

2.2.2 Staff and Contractors 

Staff and contractors must: 

 Safely handle, segregate, contain, label, store and transport waste; 

 Receive information and training in waste management systems; 

 Use personal protective equipment and other systems provided where recommended; 

 Dispose waste into the correct waste bin (colour coded, yellow for clinical, purple for cytotoxic, 
pharmaceuticals and vaccines, etc.) or sharps containers; and 

 Report all waste related accidents or incidents to management through the Incident Information 
Management System (IIMS). 

2.2.3 Clinical Waste Disposal Companies 

The Manager Facilities & Logistics is responsible for ensuring that clinical waste disposal contractors appointed by 
JH&FMHN are on government contract and approved by Healthshare and act in accordance with relevant 
legislation. Contractors are required to keep records pertaining to the quantity of waste generated and the 
disposal of waste and provide this information to JH&FMHN’s Manager Facilities & Logistics on a monthly basis. 

2.2.4 Justice Health & Forensic Mental Health Network Waste Management Committee 

The Manager Facilities & Logistics is responsible for developing a Waste Management Plan to be reviewed and 
monitored by the JH&FMHN Cleaning & Waste Management Committee. 

The Manager Facilities & Logistics will perform clinical waste audits regularly and encourage staff to minimise the 
volume of waste disposed of through the clinical waste stream. Improvements in the audit results will 
demonstrate the effectiveness of waste management systems 

3. Procedure Content 

JH&FMHN waste management strategies are designed to comply with legislative and other requirements. Key 
elements of the JH&FMHN waste management strategy are: 

 Recognition that different types of waste require different management systems e.g. clinical, cytotoxic, 
pharmaceuticals (including vaccines), chemical, recyclable and general waste; 

 Waste minimisation through responsible ordering of stores reducing waste generation, recycling and 
reuse, with disposal as a last resort; 

 Development of systems to manage waste segregation, labelling, containment, handling, storage, 
transport and disposal; 

 Ongoing evaluation of waste management practices; 

 Education to promote improved waste generation and management practices; 

 Work Health and Safety considerations applicable to waste management; 

 Participation of all staff in implementing waste management strategies; and 

 Cooperation with the Corrective Services NSW and Juvenile Justice to reduce energy and water 
consumption, wherever safe and cost-effective. 

3.1 Types of Waste 

A variety of waste is generated by JH&FMHN including: 

 Clinical   

 Cytotoxic 

 Pharmaceuticals (including vaccines) 

 Liquid 

 Recyclable 

 General Waste 

 eWaste 

 Paper waste general and classified (that may contain confidential information) 
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3.2 Waste Management Strategies 

3.2.1 Waste Minimisation 

Waste minimisation strategies include the following: 

Waste Avoidance: certain type of waste can be avoided through altering housekeeping processes and 
implementing responsible purchasing policies to avoid excessive stock and excessive waste, without 
compromising work standards or environmental outcomes. For example – reusable cups and cutlery rather than 
disposable. 

Waste Reduction:  can be achieved through procedural modification. For example, 2 sided photocopying where 
available, email rather than fax. 

Re-useable items:  are preferred to disposable items whenever it is clinically appropriate, environmentally sound, 
practical and cost effective. For example multiple use envelopes, re-use cartons and packing material rather than 
new cartons and packing materials. 

Recyclable items:  should be separated to reduce the quantity of waste that goes to landfill. For example PET, 

glass and paper recycling (refer to the JH&FMHN Waste Management Procedure Manual for more information). 

JH&FMHN Purchasing and Stores are areas that can have a widespread impact on minimising waste. Additionally 
the Equipment and Product Imprest Committee (EPIC) should consider waste implications when assessing 
products for use. 

Staff are encouraged to contact the Manager Facilities & Logistics with suggestions of additional waste 
minimisation strategies. 

3.2.2 Waste Segregation 

Waste segregation is necessary to ensure waste is classified and placed in the appropriate waste container 
immediately after it is generated. Appropriate waste segregation protects personnel from injury and infection 

and diverts waste from inappropriate streams. Refer to the waste segregation poster in the Waste Management 
Procedure Manual for additional information. 

3.3 Work Health and Safety Considerations  

Observation of the following principles which promote Work Health and Safety (WHS) is of primary importance 
to ensure that the health and safety of staff and patients is not compromised:  

 Staff who handle waste must be provided with information on occupational hazards and management of 
exposure to blood and body fluids, including needle-stick injuries. 

 Staff who handle waste are eligible for immunisations, in particular hepatitis B vaccination, tetanus and 
hepatitis A. 

 Collection and storage processes should be streamlined to reduce manual handling effort and risks.   

 Staff should not lift loads that exceed 16 kilograms. Mechanical aids such as trolleys, should be used 
when loads exceed 16kg.   

 Staff should note that waste contractors will not remove a bin weighing more the 55kgs. 

 Large mobile garbage bins should be gripped with both hands and handled one at a time. 

 Wheeled bins should not be lifted. 

 Gloves must be worn when handling waste bags. 

 Waste bags must not be held against the body or brush against the handler’s legs. 

 Waste bags must be held by the neck and not overfilled. 

3.3.1 Statewide Work Health & Safety Committee 

It is the responsibility of the State-wide Work Health and Safety (WHS) Committee to review: 

 Risk assessments and Safe Work practices; 

 Incidents and accidents; and 

 Relevant records; 

The State-wide WHS Committee may also monitor the JH&FMHN Waste Management Plan to ensure that waste 
management procedures are implemented and followed in the organisation. 

http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
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3.4 The Justice Health Administration Centre (JHAC) 

PPP Solutions is the consortium awarded the tender for the contracted services for the JHAC, Long Bay and 
Forensic Hospitals. This contract includes requirements for the removal of non-clinical waste from the JHAC and 
under this contract the consortium is to comply with the NSW Ministry of Health reporting requirements as it 
relates to non-clinical waste. 

3.5 The Forensic and Long Bay Hospitals 

Non-clinical waste in the Forensic Hospital is the responsibility of PPP Solutions and under the contract the 
consortium is to comply with the NSW Ministry of Health reporting requirements as it relates to non-clinical 
waste. 

3.6 Corrective Services New South Wales (CSNSW) 

Corrective Services (CSNSW) provides general waste and sanitary waste services to all JH&FMHN facilities within 
correctional centres and police cells. CSNSW also provides recycling services at some sites. 

CSNSW and JH&FMHN use the same clinical waste bins. CSNSW facilitates access to clinical waste bins for 
removal and replacement by contractors. It is the responsibility of CSNSW to provide ongoing education and 
direction to Corrective Services Officers on appropriate segregation and containment of clinical waste, with a 
view to minimising the volume of clinical waste. 

JH&FMHN must cooperate with CSNSW in their endeavours to minimise waste generation and promote safe 
containment and disposal of waste. 

3.7 Juvenile Justice (JJNSW) 

Juvenile Justice NSW (JJNSW) provides general and sanitary waste services to all JH&FMHN facilities within 
juvenile detention centres and administration areas. JJNSW also provides paper recycling services at some sites. 

JJNSW Youth Workers and JH&FMHN healthcare workers use the same clinical waste bins. JJNSW facilitates 
access to clinical waste bins for removal and replacement by contractors. It is the responsibility of JJNSW to 
provide ongoing education and direction to JJNSW staff on appropriate segregation and containment of clinical 
waste, with a view to minimising the volume of clinical waste. 

JH&FMHN must cooperate with JJNSW in their endeavours to minimise waste generation and promote safe 
containment and disposal of waste. 

3.8 Waste Management Breaches 

There is a significant amount of legislation around appropriate waste management practices. Breaches of 
legislation may attract penalties for the organisation and individuals.   

The NSW Protection of the Environment Operations (Waste) Regulation 2005 requires clinical waste to be 
correctly contained, labelled, stored and transported. The maximum penalty for non-compliance is $44,000 (400 
penalty units) for a corporation and $22,000 (200 penalty units) for an individual.   

Fines from the Department of Environment and Climate Change (NSW) and/or WorkCover are applicable for 
incorrect disposal of Cytotoxic waste into other waste containers.  

3.9 Licensing 

Facilities that generate in excess of 2 tonnes of clinical waste per year must be licensed by the Department of 
Environment and Climate Change (NSW). No JH&FMHN sites should store greater than 500kg of clinical waste. 

Licensing also pertains to storage of waste in excess of 5 tonnes which is covered under the Protection of the 
Environment Operations Act 1997, Schedule 1 section 42.  

3.10 Documentation 

All documents relating to information on the generation, storage, treatment or disposal of waste must be 

retained in accordance with the appropriate General Retention and Disposal Authority (GDA 28 or GDA 21) 
which may require retention for a period of up to 75 years depending on the type of waste and the means of 
disposal.  

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+497+2005+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+156+1997+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+156+1997+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+156+1997+ch.3-pt.3.1-sec.42+0+N?tocnav=y
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Documentation on the transport of waste should include:  

 The date of transportation; 

 The quantity and type of waste; 

 The name and licence number of the person transporting; and  

 The name and location of the waste facility that receives the waste. 

Contractors transporting clinical waste are required to provide this information to JH&FMHN.  

3.11 Education 

JH&FMHN is required to provide training to waste generators, handlers, and key managers who are instrumental 
in the implementation of the JH&FMHN Waste Management Manual. The Work Health & Safety Coordinator, 
Environmental Health Officer and Infection Prevention Clinical Nurse Consultant (CNC) are key reference people 
if assistance is required.   

For each type of waste generated, handlers must be trained to undertake: 

 Handling; 

 Internal transport; 

 Spill management; and 

 Storage. 

Education and training programs will include: 

 Distribution of approved safe work practices as described in this manual; 

 Information on regulatory requirements and methods of compliance; 

 Use of personal protective equipment; 

 Waste minimisation, segregation, labelling, containment, transport and disposal; 

 First aid and medical treatment for needle stick and other waste handling related injuries; 

 Hand washing strategies; and 

 Multilingual material for personnel not proficient in English where possible. 

3.12 Waste Management Procedure Manual 

Specific strategies for waste management are set out in the JH&FMHN Waste Management Manual which is 
located on the JH&FMHN Intranet. Staff should read this procedure manual and follow all applicable procedures 
as outlined.   

http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
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4. Legislation and Related Documents 

Legislation Poisons and Therapeutic Goods Act 1966 

Poisons and Therapeutic Goods Regulation 2008 

Protection of the Environment Administration Regulation 2007 

Protection of the Environment Operations (Waste) Regulation 2005 

Protection of the Environment Operations Act 1997 

Waste Avoidance and Resource Recovery Act 2001 

JH&FMHN Policies, 
Guidelines, forms and 
manuals 

2.003 Asset Disposal 

2.010 Code of Conduct 

2.022 Delegations Authority 

5.020 Hazardous Chemicals 

5.035 Personal Duress Alarms and Two-Way Radios 

5.070 Infection Control 

5.090 Hazardous Manual Tasks 

5.100 Exposure to Blood or Body Substances – Management of Staff Members 

5.110 Work Health & Safety 

5.115 WHS Risk Management 

5.130 Security and Disposal of Needles 

5.135 Security Risk Management 

Corp062 Asset Disposal Authority 

  

Medication Guidelines 

  

Infection Control Manual 

Safe Work Practice; Handling of cytotoxic medications and waste 

Waste Management Procedure Manual 

NSW MoH Policy 
Directives 

PD2005_132 Waste Management Guidelines for Health Care Facilities - August 1998 

PD2007_036 Infection Control Policy 

PD2013_043 Medication Handling in NSW Public Health Facilities 

PD2011_066 Waste Reduction & Purchasing Policy 2011-2014 

WorkCover NSW Cytotoxic Drugs and Related Waste Guidelines 2008 

Safety guide 4502, CAS number: 7439-97-6 

Chemical Safety Unit (02) 9370 5147 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+294+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+497+2005+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+156+1997+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+58+2001+cd+0+N
http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/pol/policylib/2.010_Policy_0714.pdf
http://intranetjh/pol/policylib/2.022_Policy_1012.pdf
http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/pol/policylib/5.035_Policy_0509.pdf
http://intranetjh/pol/policylib/5.070_Policy_0311.pdf
http://intranetjh/pol/policylib/5.100_Policy_1111.pdf
http://intranetjh/pol/policylib/5.110_Policy_0409.pdf
http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://intranetjh/pol/policylib/5.130_Policy_0409.pdf
http://intranetjh/pol/policylib/5.135_Policy_1210.pdf
http://intranetjh/forms/Main/Corp062.dot
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
http://intranetjh/Documents/SWP_SR/41_SWP_%20Handling_of_Cytotoxic_Drugs_and_Waste.docx
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_132.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_043.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_066.html
http://www.workcover.nsw.gov.au/FORMSPUBLICATIONS/publications/pages/WC05633_CytotoxicDrugsandRelatedWasteRiskManagem_.aspx
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1. General Waste Procedure 

1.1 Definition 

Only solid
1
  or inert

2
  waste that cannot be recycled, reprocessed or re-used, should be disposed of as general 

waste. This may include any items free from blood contamination, packaging, incontinence pads, IV bags and 
tubing

3
, unused medical supplies

4
, or items where infection control precautions

5
  must be made.   

1.2 Hazards 

• General waste bags are not to be overfilled due to the risk of breakage and exposing staff to waste or 
potential body stress injuries. 

• Bags should not be compacted due to the risk of damage of contents such as aerosol cans which may 
cause injury. 

• Bins should be emptied often or as required to avoid unpleasant odours and vermin or if directly used 
without plastic bags. 

1.3 Equipment  

• 240 litre (large) plastic general waste bin or other appropriate bin provided. 

• Small waste bin with plastic liner. 

• Transparent plastic bags. 

1.4 Procedure 

• General waste should be bagged before depositing in the larger general waste bin. 

• General waste bins should be kept in a secure area; however there is no requirement for them to be 
locked.  

2. Clinical Waste Procedure 

Clinical waste disposal procedures are in place for the segregation, containment, labelling, internal transport, 
security and disposal of clinical waste from JH&FMHN Health Centres and hospitals. Compliance with this 
procedure is demonstrated in audits of waste segregation and storage, and reports of adverse events. 

2.1 Definition 

“Clinical waste” (previously known as “contaminated waste”) is waste that has the risk of resulting in a sharps 
injury, an infection, or public offence. It includes: 

• discarded sharps; 

• human tissue (excludes teeth, hair, nails, urine and faeces); and  

• materials which contain free flowing or expressible blood; 

The risk of injury or infection is minimised when clinical waste is appropriately handled and contained through 
good work practice and the use of personal protective equipment (PPE). It is essential to safely segregate all 
clinical waste to ensure that safe work systems protect all workers. 
  

                                                 
1
 Other than sharps 

2
 Other than contaminated, chemicals, Cytotoxic, pharmaceuticals, vaccines, radioactive, etc 

3
 Without needles or cannula 

4
 Other than sharps and without needles or cannula 

5
 Unless contaminated with Cytotoxic agent, radioactive agent, bodily fluids such as blood, pus, saliva, etc 
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NSW Health definition of clinical waste Examples 

Disposable material and single-use equipment that is visibly 
blood stained 

Blood stained bandages and dressings 

Blood stained gloves 

Blood stained disposable equipment 

Visibly blood stained body fluids 
Blood stained disposable bed liners 

Blood stained incontinence pads 

Bulk body fluids and bulk blood, contained within a disposable 
sealed container or contained within tubing that is not designed 
to be drained to the sewer. 

Disposable drainage and suction containers, that are 
designed to be sealed, not emptied, for disposal. 

Human tissue – but not hair, teeth or nails Unwanted biopsy or surgical specimens 

Laboratory specimens and cultures Unwanted laboratory specimens 

Animal tissues, carcasses or other waste arising from laboratory investigation or for medical or veterinary research. 

Sharps – see “Sharps Disposal” in this manual. Loose sharps must never be placed into clinical waste bags or bins. Sharps 
must always be in a sharps container. The sealed container is then placed into the locked Clinical Waste bin. 

Items that might “cause offence” include for example, large volumes of offensive dressings. 

 
The following items are not classified as clinical waste, and can be placed into the general waste.  

• Items that are not stained with blood; packaging; incontinence pads / disposable nappies; IV bags and 
tubing (without needles or cannula); unused medical supplies (other than pharmaceuticals, sharps, 
needles or cannula); linen.  

• Items from patients on Transmission-based Precautions, unless contaminated with blood, pus or saliva. 

• Corrective Services Industries (CSI) Laundries will accept blood-stained linen and linen from patients with 
infections / infestations if transported in a clear plastic bag or a red bag (dissolvable) if available. Do not 
send in a Clinical Waste bag. 

2.2 Hazards 

• The greatest risk associated with clinical waste is the transmission of a blood-borne virus from a needle 
stick injury or other sharps that has been incorrectly discarded. See “Sharps Disposal” in this manual 
(Section 4). 

2.3 Equipment 

• Clinical waste bags, small and large are vivid yellow, with “clinical waste” in black lettering, and a 
biohazard symbol. 

• Clinical waste bins, 120 litres or 240 litres: lockable, vivid yellow, “clinical waste” in black lettering, 
biohazard symbol. 

• Key for clinical waste bin. 

• Label for clinical waste bin (supplied by the clinical waste contractor). 

• Disposable gloves. 

• Heavy duty gloves (e.g. gardening gloves). 

• Trolley for transport of waste bags. 

2.4 Procedure for the disposal of clinical waste 

• Provide small clinical waste bags in all rooms and on all procedure trolleys (if suitable) where clinical 
waste is likely to be generated. 

• Dispose of all clinical waste into the clinical waste bag as soon as possible.  
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• Wear disposable gloves and tie off the clinical waste bag before it is full, at approximately 2/3 of 
capacity. 

• Do not forcibly remove (‘puff’) the air from the bag due to the risk of contamination. 

• It is not necessary to “double bag,” because the clinical waste bags will be placed into the clinical waste 
bin. 

• Never compress (squash) any waste bag – hazardous items may be present, and the bag could rupture 
increasing the risk of injury. 

Internal transport of clinical waste bags 

• If the sealed clinical waste bag is not taken directly to the clinical waste bin, it must be stored in a secure 
place with restricted access, and must not be obstructing passage-ways or access to any equipment. 
Waste should be collected as often as necessary to minimise hazards. 

• Preferably, transport all clinical waste bags to the clinical waste bins on trolleys to prevent risks from 
carrying clinical waste bags.  

• If a trolley is used to transport clinical waste bags, then it must not be used for other purposes, and it 
must be kept cleaned following every use. 

• If a trolley is not available, then carry clinical waste bags by the “neck,” away from your body. If the bag 
has been overfilled or is too heavy to lift with one hand, double-bag it so that it does not rupture, and 
wear heavy duty gloves (e.g. gardening gloves) when lifting the bag onto the trolley. Report it to the 
Nursing Unit Manager (NUM) for discussion at the next staff meeting. 

Label the bins (and bags)  

• Clinical waste bins must be barcoded with the name of the health centre to enable auditing of waste, 
and the tracking of bags back to their original source in the event of an incident. 

Security of clinical waste bins 

• The clinical waste bin is to be locked at all times and the key is to be retained by the NUM or Nurse 
Manager. 

• Sweepers must not have unsupervised access to clinical waste bins, as sharps containers are disposed of 
in clinical waste bins. 

• If the lock on the clinical waste bin is broken, notify the NUM and call your clinical waste contractor and 
request another bin to be delivered as soon as possible and notify the Manager Facilities & Logistics on 
(02) 9700 3009.  

External transport of clinical waste 

• Clinical Waste is transported from Correctional Centres by licensed contractors. See Appendix 1 for the 

contractor details for your site. Waste from Ivanhoe is transported according to “Transport of waste 
from Ivanhoe” in this Manual (s9.2). 

• The waste contractor will not take away a bin that weighs more than 55kg. Do not fill the bins with 
items that would result in any bin weighing more than 55kg. 

• If an extra clinical waste bin or an extra collection is required contact the Manager Facilities & Logistics 
at (02) 9700 3009 to inquire about obtaining an additional bin. 

• The clinical waste contractors will collect large items, such as blood stained mattresses, if they are 
completely sealed in plastic so that they do not leak. Negotiate the time and place of this special pickup 
with the waste contractor and the Correctional Centre General Manager. 

Access to Clinical Waste bins by Corrective Services NSW and Juvenile Justice NSW (JJ NSW) 

• Officers and Youth Workers will use the Clinical Waste bins for disposal of clinical waste from the 
Wings. CSNSW and JJNSW provide their own clinical waste bags and sharps containers. 

• Officers and Youth Workers do not have keys to the Clinical Waste bins and will borrow the key from 
the Health Centre.  

• Refer to Appendix 2 for frequently asked questions about management of clinical waste and Appendix 3 
for management of blood stained linen. 



 

Procedure Manual 

 
Waste Management Procedure Manual 22 July 2014 Page 8 of 26 

3. Clinical Waste Spills and Sharps Spills Procedure 

Clinical waste spills must be contained and disposed in a safe, efficient, and secure system, which protects all 
people and complies with environmental legislation.  

3.1 Hazards 

• Exposure to blood or body substances from a spill. 

• Exposure to, or splash by, blood or body substances while cleaning up a spill. 

3.2 Equipment 

• A 10 litre reusable plastic container or bucket with a lid, containing: 

o 2 clinical waste bags  

o disposable gloves  

o mask with visor  / mask and eyewear – N95 masks that meet Australian Standards 

o disposable apron  

o paper towel / disposable cloths 

o forceps 

o suitable-sized sharps container if sharps have been spilled 

o broom 

o pan and scraper 

o mop and bucket 

o detergent 

o Wet Floor signs 

3.3 Procedure 

1. Inform other staff to avoid the area of the spill. 

2. Send another staff member to collect the spill kit from the designated location. 

3. Place Wet Floor signs at access points to alert others to avoid the area. 

4. Wear disposable gloves, eyewear / mask and apron. 

5. Use absorbent cloths to soak up the bulk of blood and body substances. 

6. Use pan and scraper to scoop up cloths and waste. 

7. Discard clinical waste into the clinical waste bag. 

8. If spill involved sharps: use the forceps to pick up the sharps and place into the sharps container. 

9. Mop area thoroughly. 

10. Clean the pan, mop and bucket. 

11. Discard gloves, disposable eyewear, mask and apron. 

12. Clean and dry any re-usable eyewear. 

13. Wash and dry hands. 

14. Notify incident on the Incident Information Management System (IIMS). 

15. Restock the Spill Kit. 

16. If spill occurred on a floor, leave the Wet Floor signs in position until the surface is dry. 
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17. If spill occurs on a carpeted area, clean up as much of the spill as possible, clean the carpet with 
detergent, and arrange for the carpet to be shampooed as soon as possible.  

18. In the event of an exposure to blood or body substances (contact onto skin or mucous membrane, 

sharps injury): JH&FMHN staff should follow JH&FMHN policy 5.100 Management of Staff Exposed to 
Blood or Body Substances and notify incident on IIMS in Staff/Visitor/Contractor.  

4. Sharps Disposal Procedure 

NSW Health policy directive PD2007_036 Infection Control Policy Section 3.1 states: “Each healthcare worker is 
responsible for the management and disposal of the sharps they use.” 

Sharps are defined as any object capable of inflicting a penetrating injury, which may or may not be 
contaminated with blood or body substances. This includes needles and any other sharp objects or instruments 
designed to perform penetrating procedures. 

Sharps must be contained, labelled, stored, transported and disposed in a safe, efficient, secure, cost-effective 
system, which complies with the environmental legislation. 

4.1 Hazards 

• The most significant risk associated with disposal of sharps is the transmission of a blood-borne virus or 
cytotoxic contamination from a needle stick injury.  

4.2 Equipment 

• Disposable sharps containers, small and large are vivid yellow with “sharps waste” in black lettering, 
biohazard symbol. 

• Disposable sharps containers, small and large are purple with “sharps waste” in black lettering, and a 
cytotoxic symbol. 

• Clinical waste bins of 120 litres or 240 litres are lockable, vivid yellow, with “clinical waste” in black 
lettering and a biohazard symbol. 

• Key for clinical waste bin. 

4.3 Procedure 

• Provide sharps containers in appropriate sizes, in suitable locations and in correct colour code. 

• Provide disposable sharps containers in all rooms where sharps are likely to be used, including the 
Emergency Backpack.  

• Sharps containers may be kept in a designated room away from inmate access, and carried to and from 
the room where it will be used. 

• Purple cytotoxic sharp containers are required only for sharps used for a patient who is receiving or has 
received cytotoxic medication within the previous 72 hours. 

  

http://intranetjh/pol/policylib/5.100_Policy_1111.pdf
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
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Disposal of sharps 

• Needles and syringes must be disposed of as one unit, directly into the sharps container. Refer to the 

Sharps Safe Handling procedure in the JH&FMHN Infection Control Manual. 

• Needles and other sharps must be disposed of immediately after use into the sharps container. Sharps 
and sharps containers must not be left where they may be accessible to other people. 

• Needles, syringes and other sharps must be disposed of into an approved disposable sharps container 
only. They must never be discarded into rubbish bins or other receptacles.  

• Do not use sharps containers for any other waste. For example, to prevent inmates filling the sharps 
container, provide a small clinical waste bag next to the blood-sugar sampling bench to dispose of used 
tissues. 

• Do not use cytotoxic sharps containers for disposal of sharps. (They are provided only for the disposal of 
cytotoxic waste). 

Changing full sharps containers 

• Sharps containers are full when the contents reach “Do not fill above this line.” 

• Any sharps container that is filled above that line has been overfilled, and must be carefully closed. 
Overfilled containers increase the risk of needle stick injuries, and must be reported to the NUM for 
discussion at the next Staff Meeting. 

• The small (1.4 litre) sharps container from the first aid bag must be changed after any use. This reduces 
the risk that a used sharp could fall out into the emergency first aid bag. 

• All cytotoxic sharp containers must be disposed into a purple cytotoxic bins (see cytotoxic waste 
management section). 

Internal transport of full sharps containers 

• All sharps containers must be placed in clinical waste bins preferably on trolleys so that you are not 
carrying any sharps containers.  

Security of clinical waste bins 

• If the sealed sharps containers are not taken directly to the clinical waste bin, it must be in a secure 
place with restricted access.  

• Sweepers must not have unsupervised access to clinical waste bins because sharps containers are not to 
be discarded into the clinical waste bins. 

• The clinical waste bin must be locked at all times. NUMs must report the loss of any key. 

If a different type of sharps container is required 

• Contact the CNC Infection Prevention to discuss your needs.  

• Other types of sharps containers cannot be trialled without approval of the JH&FMHN Equipment 
Products and Imprest Committee.  

Disposal of sharps by Corrective Services NSW and Juvenile Justice NSW 

• CSNSW and JJNSW provide their own sharps containers.  

• Officers and Youth Workers will use the Clinical Waste bins for disposal of sharps containers from the 
Wings. Officers and Youth Workers do not have keys to the Clinical Waste bins and will borrow the key 
from the Health Centre. 

5. Pharmaceutical Waste Procedure 

Pharmaceutical waste consists of pharmaceuticals, vaccines or other chemical substances specified as regulated 

goods in the Poisons and Therapeutic Goods Act 1966. This includes any substance that is specified in a 
Schedule of the Poisons List under that Act, as well as any therapeutic goods, which is unscheduled. 
Pharmaceutical waste includes expired or discarded pharmaceuticals, vaccines and filters or other materials 

contaminated by pharmaceutical products (NSW Health policy directive PD2005_132 Waste Management 
Guidelines for Health Care Facilities). 

http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_132.html
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5.1 Responsibility for Pharmaceutical Waste and Appropriate Record keeping 

The NUM/NIC of a ward/Health Centre is responsible for the storage of all pharmaceuticals in the ward/Health 
Centre. He/she must ensure the correct conditions are met in relation to security, temperature and stock rotation 

(expiry date) (Clauses 33 (3), 77(3) Poisons Regulation 1994). 

All unwanted, surplus, damaged, patient owned and expired pharmaceuticals and vaccines, except those from 
schedule 8 and schedule 4D, should be returned to the Pharmacy Department for destruction. An itemised list of 
the returned pharmaceuticals or vaccines wastage report (as applicable) with the name of Health Centre / ward 

should be included, refer to appendix L JH&FMHN Medication Guidelines. If the pharmaceuticals are cytotoxic, a 
cytotoxic label must be affixed on the box, visible to the courier (see cytotoxic waste section). 

Staff should refer to the JH&FMHN Medication Guidelines, the Safe Work Practice; Handling of cytotoxic 

medications and waste and the NSW MoH policy directive  PD2013_043 Medication Handling in NSW Public 
Health Facilities for information on the storage, supply, prescribing, dispensing and administration of medication 
in NSW Public Hospitals. 

5.2 Storage 

Pharmaceutical waste must be placed in purple cytotoxic bins and must not be discharged to the sewer or any 
process where they may find their way into the environment.  

Storage requirements for pharmaceuticals in Health Care Facilities (HCF) are provided in the NSW Health 

Department documents: - NSW Health MoH policy directive PD2013_043 Medication Handling in NSW Public 
Health Facilities. 

5.3 Destruction of Pharmaceutical Waste 

Pharmaceutical waste must be incinerated at a licensed controlled waste facility. Certain pharmaceuticals may 
only be destroyed by authorised persons under the Poisons and Therapeutic Goods Act 1966, the Poisons and 

Therapeutic Goods Regulation 2008 and the NSW Ministry of Health policy directive PD2013_043 Medication 
Handling in NSW Public Health Facilities. 

• Once pharmaceuticals and vaccines (excluding cytotoxic medications) are identified for destruction, 
contact the Pharmacy Services Manager to arrange for the return of this pharmaceutical waste.  

• In JH&FMHN, pharmaceuticals and vaccines sent to pharmacy for destruction are stored in purple 
cytotoxic bins and disposed of by a licensed contractor. 

6. Cytotoxic Waste Procedure 

Cytotoxic waste procedures address the segregation, containment, labelling, internal transport, security and 
disposal of cytotoxic waste in health centres and hospitals. Most cytotoxic preparations used in JH&FMHN are 
pharmaceuticals and are in the form of a tablet or topical cream but they may be found in a liquid formulation. 

6.1 Definition 

Cytotoxic waste is defined as “any substance contaminated with any residues or preparations that contain 
materials that are toxic to cells principally through action or cell reproduction”.  Cytotoxic waste includes any 
residual cytotoxic drug following a patient’s treatment, and the materials or equipment associated with the 
preparation, transport or administration of the drug therapy it includes; 

• Cytotoxic pharmaceuticals past their recommended shelf life, unused or remaining drugs in all forms, 
contaminated stock, and cytotoxic drugs returned from the patient 

• Contaminated waste from preparation processes 

• Sharps and syringes, ampoules and vials 

• Intravenous infusion sets and containers 

• Empty cytotoxic drug bottles 

• Cotton wool from bottles containing cytotoxic drugs 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/SWP_SR/41_SWP_%20Handling_of_Cytotoxic_Drugs_and_Waste.docx
http://intranetjh/Documents/SWP_SR/41_SWP_%20Handling_of_Cytotoxic_Drugs_and_Waste.docx
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html
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• Used HEPA or chemical filters and other disposable contaminated equipment 

• Contaminated personal protective equipment – e.g. gloves, disposable gowns, shoe covers, respirators 

• Swabs, cloths, mats and other materials used to clean cytotoxic contaminated equipment, or to contain 
spills 

• Contaminated body substance receptacles – e.g. disposable vomit bags 

• Dressings, bandages, nappies, incontinence aids and ostomy bags 

• Heavily soiled and contaminated bedding that is unable to be cleaned 

6.2         Hazards 

• Contact dermatitis, local toxic or allergic reaction, which may result from direct contact with skin or 
mucous membranes 

• Cytogenetic abnormalities and mutagenic activity related to biological uptake by exposed personnel 

• Alterations to normal blood cell counts 

• Excretion of the drugs and metabolites in the urine in exposed personnel 

• Symptoms including abdominal pain, hair loss, nasal sores and vomiting 

• Liver damage 

• Foetal loss in exposed pregnant women and malformations of the offspring of pregnant women 

6.3 Equipment 

• A cytotoxic plastic bags (purple with the cell in telophase symbol), will be sent from JH&FMHN Pharmacy 
Department at the time that the cytotoxic medication is dispensed. 

• All unused cytotoxic medications, gloves, paper towels, wipes, plastic bags or empty bottles used during 
the administration or handling of cytotoxic medications are to be treated as cytotoxic waste.  

• For health centres and hospitals that require disposing of sharps contaminated by blood from a patient 
who is receiving or has received cytotoxic medication within the previous 72 hours, small purple sharp 
containers can be ordered through the Manager Facilities and Logistics.  

• Disposal of all purple cytotoxic bags and purple cytotoxic sharp containers used for cytotoxic 
medications waste is arranged through the Manager Facilities and Logistics. 

• Health centres must secure the content of the purple bag by knotting the top of it or snap-lock the 
sharp container lid, place the purple bags or sharp containers inside a box and seal it, then place it in 
external box and affix the cytotoxic label on it in a visible way. 

• A cytotoxic spills kit must be ordered through WebReq when cytotoxic medications are prescribed – 
refer to the Cytotoxic Spills procedure in this Manual. 

6.4 Procedure 

1. Health centres can order a 7 litre disposable cytotoxic sharps container from the Manager Facilities and 
Logistics if required. Cytotoxic bags are supplied by JH&FMHN Pharmacy. Keep it in a designated place 
so that all staff know where it is. 

2. Do not use the cytotoxic bags or sharps container for other waste or sharps. 

3. At the end of the prescription, place any leftover medication or the empty tube or the empty tablet 
container into the cytotoxic bags and secure-knot the bag or sharps container, and snap-lock the lid. 

4. Wear double nitrile gloves if the outside of the tube of cytotoxic medication is contaminated with 
cytotoxic cream, and carefully discard them into the cytotoxic bags or sharps container. Wash and dry 
your hands.  

5. Lock the Cytotoxic bag or sharps container in a secure area from where it cannot be inadvertently 
discarded. Call the Clinical Waste contractor and make arrangements for the cytotoxic waste to be 
collected on the next collection day.  
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6. The Clinical Waste contractor will collect the cytotoxic bags or sharps container, but the cytotoxic 
sharps container must not be placed into any clinical waste container.  

7. Do not place the purple cytotoxic bags or sharps container into any waste bin (unless it is discarded into 
a purple cytotoxic waste bin that has been obtained because of a cytotoxic spill). 

7.  Cytotoxic Waste Spill Procedure 

Cytotoxic waste spill procedures address the containment and disposal of cytotoxic waste spills in JH&FMHN 
centres. 

Cytotoxic medications are used in JH&FMHN for the treatment of various medical conditions. These medications 
can be recognised by the purple “Cytotoxic” label that is attached to the dispensing label/medication. 

7.1      Hazards 

• Contact dermatitis, local toxic or allergic reaction, which may result from direct contact with skin or 
mucous membranes 

• Cytogenetic abnormalities and mutagenic activity related to biological uptake by exposed personnel 

• Alterations to normal blood cell counts 

• Excretion of the drugs and metabolites in the urine in exposed personnel 

• Symptoms including abdominal pain, hair loss, nasal sores and vomiting 

• Liver damage 

• Foetal loss in exposed pregnant women and malformations of the offspring of pregnant women 

7.2 Equipment 

A Cytotoxic Spill Kit must be ordered through WebReq when a cytotoxic medication is prescribed. Staff should 
keep them in a designated place so that all staff know where it is. 

The kit contains the required gloves, eyewear and gown that must be worn if cleaning up a spill of a cytotoxic 
medication. An instruction booklet is also included in the kit. Each health centre/hospital must have the 
following items present in the event of a cytotoxic waste spill: 

• Cytotoxic spill kit 

• Disposable cloths 

• Wet floor signs  

• Safety data sheet for the cytotoxic medication in use 

7.3 Procedure 

1. Inform all staff to avoid the area of the spill. 

2. Send another staff member to collect the cytotoxic spill kit from the designated location. 

3. Place wet floor signs at access points to alert others to avoid the area.  

4. Read the instructions in the cytotoxic spill kit. 

5. The kit contains the required gloves, eyewear and gown that must be worn if cleaning up a spill of a 
cytotoxic medication. The cytotoxic spill kit also contains a purple cytotoxic waste bag. 

6. Wear 2 pairs of nitrile gloves, eyewear, mask and protective gown that are in the kit. 

7. Use a slightly dampened absorbent cloth to soak up the bulk of the spilt cytotoxic cream or tablet. 

8. Discard the cloth and cytotoxic waste into the purple cytotoxic waste bag. 

9. Use another cloth to “mop” the area of the spill with cold water and detergent, and discard it into the 
purple cytotoxic waste bag. 
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10. Discard the gloves into the purple cytotoxic waste bag. 

11. Remove the gown – have someone undo it for you if available – and discard it into the purple cytotoxic 
waste bag.  

12. Wash and dry your hands before putting them near your face. Remove the eyewear and mask and 
discard into the purple cytotoxic waste bag. Wash and dry your hands. 

13. All the waste from the clean-up and the personal protective equipment (gloves etc) that are used to 
clean up the spill must be placed into that purple cytotoxic waste bag.  

14. Lock the purple cytotoxic waste bag in a secure area from where it cannot be inadvertently discarded.  

15. If the spill occurred on a floor, leave the wet floor signs in position until the surface is dry. 

16. If the spill occurs on a carpeted area, clean up as much of the spill as possible (as described above), seal 
off the area of the spill, and arrange for the carpet to be replaced as soon as possible. 

17. Complete an IIMS Notification to report the cytotoxic spill. 

18. A purple cytotoxic waste bin can be arranged through the Manager Facilities and Logistics, and 
delivered to your Health Centre/hospital. Place the purple cytotoxic waste bag into the purple cytotoxic 
waste bin. Do NOT place the cytotoxic waste bag into any other type of waste bin. 

19. The Clinical Waste contractor will collect the cytotoxic waste (this is facilitated through the Manager 
Facilities and Logistics), but the cytotoxic waste bag must NOT be placed into any clinical waste 
container.  

7.4        Procedure for spill of patient wastes 

Many cytotoxic drugs are primarily eliminated from the patient by renal and hepatic excretion. All body 
substances may be contaminated with either the unchanged drug or active drug metabolites.  The period during 
which body substances may be contaminated with cytotoxic drugs will differ for individual drugs or patients.  
The medications information sheet should be referred to for guidance.  

Avoid skin contact when cleaning up patient’s vomitus, blood, excreta, fluid drained from body cavities, or 
handling items contaminated by patient wastes such as vomitus bowls, incontinence pads, handling bed linen or 
cleaning spills. 

When handling anything potentially contaminated with a cytotoxic medication, the following personal protective 
equipment is recommended: 

• Gown 

• Closed footwear 

• Protective gloves 

• Protective eyewear (where there is a risk of splash to the eye) 

• Respirator (P2 type) 

Dispose of waste such as urine, faeces, vomitus in a hot pan flusher or in a toilet with a lid, ensure the lid is 
down prior to flushing to avoid splash. Linen contaminated with cytotoxic drugs or patient wastes should be 
managed as linen that is contaminated with blood or body fluids, that is, placed into a clear plastic bag and sent 
to the laundry or it should be discarded. Laundry workers must be notified to prevent exposure and to prevent 
contamination of other materials being laundered.  Refer to the Safe Work Practice: Handling of Cytotoxic 
Medications and Waste. 

7.5        Procedure in the event of contamination 

Clothing and Personal Protective Equipment 

1. Immediately remove outer gloves, gown and any contaminated clothing 

2. Place disposable personal protective clothing in the cytotoxic waste bin 

3. Contaminated clothing should be bagged separately, machine washed separately and line dried 

4. Remove and dispose of inner gloves 
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Penetrating injuries, skin and other body contact 

1. Wash the affected skin with soap and clean thoroughly with copious amounts of water 

2. Do not administer anaesthetic drops or ointment 

3. Report to manager immediately 

4. Seek immediate medical advice and further medical attention as necessary 

5. Report incident in IIMS 

Mucosal exposure 

1. Immediately flush the affected area – the eyes – with an isotonic solution (0.9% normal saline) for at 
least 15 minutes – continuous irrigation may be facilitated with an intravenous infusion set connected 
to an intravenous normal saline 

2. Report to manager immediately 

3. Seek immediate medical advice and further medical attention as necessary 

4. Report incident in IIMS 

Note 

Any spill of, or exposure to, a cytotoxic medication must be reported in IIMS and investigated by the manager.   

8. Chemical Waste Procedure 

Chemical waste procedures address the identification, containment, transport, security and disposal of chemical 
waste from JH&FMHN Health centres, administration and services areas. 

This includes the routine disposal of chemical wastes such as used radiography developing fluids from the 
Radiography Units and the Dental Clinics, and the one-off disposal of containers of unwanted ‘household’ and 
‘medical’ chemicals. 

8.1 Hazards 

• Injury to person exposed to incorrectly discarded chemical. 

• Injury to person through splash, inhalation or ingestion of chemical. 

8.2 Equipment 

• Strong container for storage and transportation. 

• Safety Data Sheet (SDS) must be available (preferably attached to the container) for each chemical if it is 
classified as a hazardous substance or dangerous good. 

• Dangerous Goods must be packed and labelled in accordance to the International Air Transport 
Association (IATA) by a qualified Dangerous Goods packer. 

8.3 Procedure 

• Telephone the clinical waste contractor for your health centre and discuss arrangements for collections 
of the chemicals. 

9. Chemical Spill Procedure 

The Chemical Spill Procedure addresses the procedure following a chemical spill in JH&FMHN workplaces. 

8.4 Hazards 

• Splashes, ingestion, inhalation and trip hazards 
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8.5 Equipment 

• Safety Data Sheet (SDS) for each chemical in question 

• Personal Protective Equipment (PPE) Goggles / mask / gloves 

• Apron  

• Nitrile or rubber gloves (as appropriate) 

• Cloths 

• Waste bag 

8.6 Procedure 

• Identify the chemical and review the Safety Data Sheet (SDS). This will provide advice on first aid and 
clean up. (Note: Health Centres must maintain a chemical register on all chemicals used in the health 
centre).  

• As appropriate according to advice on the SDS, contain the spill and clean it up as quickly as possible 
according to advice on the SDS. 

8.7 First Aid 

If staff were exposed to the chemical ensure they follow the first aid advice prescribed in the SDS First Aid 
section. Seek medical attention if required and notify their direct supervisor. 

General advice usually includes: 

• Chemical on skin – remove contaminated clothing and wash skin with lots of water for 15 minutes. 

• Chemical in eye – gently flood with lots of water for 15 minutes. 

• Chemical has been swallowed – Follow the SDS. 

8.8 General 

• Prevent coming into contact with the chemical and alert other staff to keep at a safe distance. 

• Spillages may also be a slip hazard. 

• Avoid breathing in the vapours. 

• Use Personal Protective Equipment (PPE). 

• Use the cloths to soak up the spill and to prevent it spreading. Put the cloths into the appropriate waste 
bag. 

• As appropriate wash the area thoroughly with water using a clean mop and clean bucket.  

• Do NOT mix the spill with any other chemicals. 

• Check SDS to see whether it may be disposed (i.e. in the sewer). 

• Ventilate the area to dispel any residual vapour, and display Wet Floor signs at all access points until the 
area is completely dry. 

• Put waste bag into the general waste (as appropriate). 

• Discard PPE and wash & dry your hands. 

• Complete an incident report on IIMS. 

• Restock the equipment. 

If the spill cannot be contained, phone 000, ask for the Fire Brigade and tell them there has been 
a large chemical spill.  

Tell them the name of the chemical and its UN number (refer to the SDS). 
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10. Radiology Chemical Spill Procedure 

8.9 Hazards 

• Inhalation, ingestion or contact with radiology chemicals. (Note: Radiology developing chemicals are not 
radioactive). 

8.10 Equipment 

• Goggles  

• Chemical mask 

• Disposable apron 

• Nitrile or rubber gloves 

• Lots of cloths 

• Waste bag (NOT ‘clinical waste’ bags) 

• Wet Floor signs  

8.11 Procedure 

1. Inform all staff to avoid the area. 

2. Send someone else to collect spill equipment from the designated location. 

3. Place Wet Floor signs at access points to alert others to avoid the area. 

4. Take the Radiology Spill Kit outside the area of the spill (to avoid breathing in the vapours). Put on the 
boiler suit, goggles, chemical mask, and 2 pairs of nitrile gloves.  

5. Turn on the ventilation system in the Radiology Unit to help dissipate the fumes. 

6. Use absorbent cloths to prevent the spill spreading and to soak it up. 

7. Discard the cloths into the waste bag. 

8. Use a clean mop and clean bucket to wash the area thoroughly with cold water. Do not mix with any 
chemicals. 

9. Ventilate the area to dispel any residual vapour. 

10. Display Wet Floor signs at all access points until the area is completely dry. 

11. Wash and dry the goggles, discard the mop-head into the waste bag, and discard other protective 
items. 

12. Wash and dry your hands. 

13. Label the waste bag “Clean-up of X-ray developing chemical.” Store it in a secure area and phone the 
Clinical Waste company and ask them to do a chemical pickup. They will need to know the name of 
the chemical and be provided with a copy of the SDS for it. (The Clinical Waste companies collect 
chemicals, but only on request, and chemicals must NOT be put into clinical waste bins). 

14. Fill in an IIMS describing how the spill happened.  

15. Fill in another IIMS for anyone who was exposed. 

16. Restock the Radiology Spill Kit. 

17. If the spill occurs on a carpeted area, clean up as much of the spill as possible (as described above), seal 
off the area of the spill, and arrange for the carpet to be cleaned with a carpet shampoo machine. 
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11. Recyclable Waste Procedure 

The Recyclable waste procedure addresses general waste recycling in JH&FMHN workplaces. 
Note that not every JH&FMHN facility has access to formal recycling programs. Paper, glass or plastics can be 
disposed of via general waste if recycling facilities are not available.   

8.12 Hazards 

• Avoid injury due to broken glass. 

• Body stress injury if bins are overfilled 

8.13 Equipment 

• Locked 240 litre wheeled recycling bin for confidential documents 

• 240 litre blue wheeled recycling bin for paper 

• Shredding machine 

• 240 litre wheeled recycling bin for glass and PET 

• Box for spent fax and printer cartridges 

8.14 Procedure 

Recyclable waste should be segregated from other waste streams and where possible, disposed of via a formal 
recycling program. 

Items that can be recycled: 

Confidential Documents and Papers: Confidential documents including photocopied JH&FMHN health 
records and interim health reports that have been superseded by final health reports be kept in a secure (locked) 
bin. Waste contractors will securely destroy and recycle papers stored in these bins. To obtain a secure bin for 
confidential documents staff should contact the Manager Facilities and Logistics. 

Paper and cardboard: Cardboard; newspaper; office paper; telephone books; washed milk cartons. 

Metals:  Aluminium cans, dental amalgam and silver x-ray films (via a silver recovery contractor) 

Glass: Unbroken clear, brown or green bottles, jars and window glass (in a rigid container). Broken glass should 
be disposed in a sharps container. 

Plastics:  Prior to recycling, plastics should always be rinsed out. Various types of recyclable plastics are coded 
according to the appropriate resin identification code: 

 Polyethylene Terephthalate (PET) – Thermoplastic polymer resin commonly used for beverage, food 
and other liquid containers. 
 
High-Density Polyethylene (HDPE) – Polyethylene thermoplastic is made from petroleum and 
commonly used for containers such as laundry detergent bottles and milk jugs.  
 
Polyvinyl Chloride (PVC) – Commonly used to make flexible hoses and tubing, flooring and inflatable 
products.  
 
Low-Density Polyethylene (LDPE) – Thermoplastic made from oil commonly used to make trays and 
food storage and general purpose containers. 
 
Polypropylene (PP) – Thermoplastic polymer commonly used to make packaging, plastic parts and 
polymer bank notes.  
 
Polystyrene – Hydrocarbon manufactured from petroleum commonly used as a packaging material, 
foam, foam drinking cups and insulation. Polystyrene that is not recycled will not biodegrade. 
 
Other plastics including butadiene styrene and acrylics.  
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Printer and fax cartridges: For recycling send printer and fax cartridges to Stores in a box. Metropolitan areas 
can return cartridges via a courier service. Rural areas can return to the Justice Health Administration Centre 
(JHAC) if a worker is attending the site, or through a local cartridge recycler.  

Solvents, oils and liquid metals must not be disposed of in general waste. If a formal recycling program is not 
available in your area for these items, please contact a member of the waste working party to arrange disposal. 

Staff may contact the Manager Facilities & Logistics to discuss options to implement recycling at a site. 

9. Equipment Disposal Procedure 

Equipment disposal procedures address the disposing of surplus or broken equipment that is beyond economic 
repair. This applies to all items owned by JH&FMHN, for which capital depreciation applies, or which can 
reasonably be reused or sold, or which cannot be reasonably repaired or sold. This procedure does not apply to 
consumable items. 

Staff should refer to JH&FMHN policy 2.003 Asset Disposal for information on the disposal of JH&FMHN assets. 

9.1 Procedure 

Surplus equipment in working order 

JH&FMHN equipment that is in working order but is surplus to the needs of the Unit / area (due to replacement 
or change of work practices), should, if possible, be relocated to an alternative JH&FMHN location. 

• Advertise the availability of the item via the JH&FMHN Intranet Important Notices. 

• If an alternative location is found, contact the JH&FMHN Store to arrange for transport of the item, 
either by JH&FMHN or private courier. Complete an Asset Disposal Authority form (Corp062). 

• If an alternative location cannot be found, the equipment should be returned to the JH&FMHN store for 
sale or storage until a new location is identified. The Asset Disposal Authority form (Corp062) should be 
completed and transport of the item arranged with the JH&FMHN Store.   

• Sale of surplus equipment will be arranged by the Manager Facilities & Logistics. 

Broken equipment that cannot be repaired economically 

JH&FMHN equipment that cannot be economically repaired should be disposed of in a safe fashion.   

• Staff must follow procedures as outlined in JH&FMHN policy 2.003 Asset Disposal when seeking 
approval to dispose of assets. 

• The Manager Finance should be advised of equipment to be disposed using the Asset Disposal Authority 
form (Corp062). The delegation to write off items is detailed in the JH&FMHN policy 2.022 Delegations 
Authority. 

• Broken equipment that has value for parts can be sold to a relevant contractor. Quotations should be 
sought from contractors who express interest in purchasing the item for parts. 

• Broken equipment (excluding equipment containing chemicals) that has no value for parts can be 
disposed at a local Council Waste Management Centre. Medical equipment should be disabled so that it 
cannot be used or cause injury (if collected off an unsecured “tip”). Managers should liaise with the 
Corrective Services NSW or the facility manager to arrange disposal. 

• Radiation equipment must be disabled prior to disposal. Disposal of radiation equipment must be 
documented and notified to the Department of Environment and Climate Change and Water (DECCW) 
with appropriate details of how the equipment was disposed. 

• Broken equipment that contains chemicals must be disposed of by a licensed contractor. Refer to the 
chemical waste procedure in this Manual. 

For additional information on Asset Disposal, staff should contact the Manager Facilities & Logistics for additional 
information on Asset Disposal. 

 

http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/Pages/Important-Notices.aspx
http://intranetjh/forms/Main/Corp062.dot
http://intranetjh/forms/Main/Corp062.dot
http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/forms/Main/Corp062.dot
http://intranetjh/pol/policylib/2.022_Policy_1012.pdf


 

Procedure Manual 

 
Waste Management Procedure Manual 22 July 2014 Page 20 of 26 

9.2 Procedure 

1. Segregate the waste at the point of use and place it into the appropriate bags or containers.  

2. Place the bags into the specified rigid, leak-proof, shock-proof, spill-proof containers for transport. 

3. Securely fit the lids to all the waste containers to ensure that the wastes are prevented from spilling. 

4. Transport no more than 200 kg in one load. 

5. Document on a Record of Waste Transport form: quantity of waste, type of waste, name of 
transporter, date of transportation, name and location of waste facility that receives the waste. File the 
original in the Record of Waste Transport folder and retain it for a period of time in accordance with 
the appropriate General Disposal Authority (GDA) section. Take the copy to the waste disposal centre.  

6. Secure the containers inside the vehicle to prevent movement of the containers and spillage of wastes. 

7. Transport the containers separate from the driver’s compartment. 

8. Ensure that vehicles being used for the transportation of wastes are securely locked if left unattended. 

9. After each use, clean the containers with detergent, and dry them. 

10. Have suitable spill kits for every vehicle transporting waste, and secure them inside the vehicle to 
prevent movement of the kit(s). 

11. Check that staff know how to use the Spill kits. 

12. For disposal of chemicals: Refer to the protocols in this manual. Also check with the contractors who 
remove waste from Ivanhoe Health Centre and Brewarrina Hospital, and the receiving depot at Broken 
Hill, to ensure that they are able to transport and accept the chemical(s).  

9.3 Optimal Outcome 

Clinical / Cytotoxic / chemical wastes are transported in a safe and efficient and lawful manner to a site which 
can lawfully receive such waste, and records of the transport comply with the requirements of the NSW 
Department of Environment and Heritage.  

Compliance with this procedure is shown by Incident Reports, and review of records of waste transportation that 
may be undertaken from time to time by the JH&FMHN Waste Management Committee. 
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APPENDIX 1 - Waste segregation & disposal in JH&FMHN 
Please also read the full procedures in the JH&FMHN Waste Management Manual 

                                               

                                                                         Yes 

         

No  

  

Can it be recycled? 
Put paper, cardboard, glass, cans & PET bottles 
in CSNSW/JJ bins, if available. Send printer & fax 
cartridges to Justice Health Stores or recycle 
locally. 

Is it old equipment? 
Refer to JH Policy 2.003 Implementation Guide to 
NSW Health Policy: Asset Disposal and 
JH&FMHN Policy 2.022 Delegations Authority for 
approval to dispose of it. If sending medical 
equipment to the tip, disable it.  

Is it none of the above? 

Put it in the general waste. 

Does it contain mercury? If it’s a mercury spill, see ‘Mercury Spill.’  
Arrange for a Mercury pick-up. 

Is it labelled  Put it in the purple Cytotoxic Waste bag that 
Pharmacy sent with it. Keep secure.  
Arrange for a Cytotoxic Waste pick-up. 

Cytotoxic 

Is it confidential papers? Place them in a secure confidential document bin. 

Is it visibly blood stained, or bulk body 
fluid in a sealed suction container, or 
unwanted pathology specimen, or 
human tissue (but not hair, teeth, 
nails)? 

Put it into a Clinical Waste bag. 
Put sealed Clinical Waste bags into the locked 
Clinical Waste bin. 

Is it a needle or syringe? 
Is it able to cut or puncture? 

Put it into the sharps container. 
Put sealed sharps containers into the locked 
Clinical Waste bin. 

Is it expired or damaged medications 
or vaccines? 

See “Disposal” in the Medication Guidelines or 
Immunisation Protocol. When advised: Mark each 
packet with black X. Send, with an itemised 
Report, to Justice Health Pharmacy.   

Is it expired or unwanted chemicals or 
X-ray fluids? Do not put it in any waste bag or drain. 

Arrange for a Chemical pick-up. 

http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/pol/policylib/2.022_Policy_1012.pdf
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APPENDIX 2 - Frequently Asked Questions about Clinical Waste 

Frequently Asked Questions about Clinical Waste 

1. Does it matter if we put general waste into the Clinical Waste bins? 

Yes. General waste costs only a few cents per kilogram for disposal if it is put into a general waste bin, but 
anything in a Clinical Waste bin costs over $1 for each kilogram. 

Therefore, if the Clinical Waste bins are full of general waste, then we are throwing money away. 

2. Does it matter if Clinical Waste is put into general waste bins? 

Yes. NSW Ministry of Health has prescribed the methods for the disposal of Clinical Waste, and the individual 
and the organisation can both be fined by the Department of Environment and Heritage if Clinical Waste is put 
into general waste. 

NSW Ministry of Health says that if more than 200g of Clinical Waste is put into a general waste bag then the 
whole bag must be managed as Clinical Waste. 

3. How do I know what needs to go into the Clinical Waste bags and bins? 

“Clinical Waste” used to be called “Contaminated Waste.” 

NSW Ministry of Health has specified in the waste management guidelines the types of waste that must be put 
into Clinical Waste bags and bins.  

The definition covers medical, dental, nursing, veterinary, pharmaceutical or other related clinical activity, and 
skin penetration activities (for example, acupuncture, body piercing and tattooing). 

Most Correctional Centres don’t have all the types of Clinical Waste that NSW Ministry of Health has listed (such 
as ‘body parts’ or ‘laboratory cultures’), but there are two types of Clinical Waste that are often found in 
Correctional Centres: “sharps,” and “disposable items that are visibly blood-stained.” 

Note that NSW Ministry of Health does not require you to put an item into the Clinical Waste just because you 
think an item is “yucky” or “has germs.” Items not classified by NSW Ministry of Health as Clinical Waste can go 
out in the general waste to be buried in the landfill. 

4. How should I dispose of sharps? 

Very carefully and as described in the sharps procedure. 

“Found sharps” (needles and syringes, tattoo guns, shivs, etc.) must be recorded as per CSNSW ACO 2003/**, 
and then placed into a proper sharps container, and (unless needed as Evidence) the sharps container is then put 
into the locked Clinical Waste bin. 

5. How should I dispose of visibly blood-stained items? 

Very carefully.  

Correctional Officers should follow the safe work practices that are taught at the Academy and in their SOPs. 
Healthcare workers should follow the safe work practices that are taught in all healthcare facilities and in the 
JH&FMHN Waste Manual. 

Items that are visibly blood-stained should be placed into a Clinical Waste bag, then the bag should be tied off 
and put into the locked Clinical Waste bin. 

Examples of Clinical Waste are noted at the beginning of this Procedure, and include:  

• Visibly blood-stained gloves 

• Visibly blood-stained bandages and dressings 

• Visibly blood-stained disposable equipment. 

6. What about items that are not visibly blood-stained? 

Items that are not visibly blood-stained should be placed in normal garbage bags, and can go out to be buried in 
the landfill. 
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7. What about large items that are visibly blood-stained, and are too big to go into the Clinical 
Waste bin? 

Buckets and other washable items (for example, furniture) should be washed and dried and reused. 

Detachable mop-heads that are soaked with blood can be sent to the laundry to be washed, using the process 
(described above) for visibly blood-stained linen.  

Wooden mop handles and wooden furniture that have blood that has soaked into the wood, will have to be 
discarded.  

Wrap them in layers of Clinical Waste bags so that the blood cannot leak out.  

The Clinical Waste man will take it in the back of the truck only if he is sure that it won’t leak.  

You will have to phone your Clinical Waste contractor and tell him that about these items, so that he knows to 
collect them from the secure area where you have placed them. 

If the Clinical Waste man chooses not to take large items in the back of the truck, then the General Manager or 
NUM can contact the waste contractor and a 660 litre (or even a 1100 litre) Clinical Waste bin can be specially 
delivered.  

8. Where can I get more sharps containers and clinical waste bags? 

CSNSW Stores and JH&FMHN Stores both supply approved sharps containers in two sizes, and approved Clinical 
Waste bags. 

9. What if I need a bigger or different style of sharps container? 

Officers should discuss this with the CSNSW Employee Health & Safety Manager, DJJ Youth Workers should 
discuss it with the Centre Manager, and JH&FMHN staff should discuss this with the Chair of the Equipment 
Products and Imprest Committee.  

If necessary, other approved sizes and styles of sharps containers can be quickly obtained through these 
approved channels. 

Other types of sharps disposal must NOT be implemented without prior official approval from the CSNSW 
Employee Health & Safety Manager or the JH&FMHN Equipment Products and Imprest Committee. 

10. What if we have lots of Clinical Waste bags and need an extra Clinical Waste bin? 

The General Manager or NUM can contact the waste contractor and an extra bin can be delivered on the next 
routine pick-up day, or specially delivered if needed. 

11. Why are the Clinical Waste bins locked? 

Because NSW Ministry of Health guidelines say that Clinical Waste bins should be locked. Clinical Waste bins 
must be locked because we don’t want inmates accessing the contents of the bins. 

12. How can I get access to the locked Clinical Waste bins? 

The key to the Clinical Waste bins are usually held only by the Clinic. Inmates must never have access to the 
Clinical Waste bins. 

When I am at home I can put visibly blood-stained items into my domestic waste bin, why is there special 
legislation for healthcare facilities and veterinarians etc? 

Because of the larger volumes of blood-stained items that are discarded from healthcare facilities, veterinarians 
etc.  

13. Why are the inmate’s shaving razors not considered to be Clinical Waste? 

Shaving razors don’t fit the NSW Department of Environment and Heritage definition of “sharps,” nor are they 
included in the NSW Skin Penetration Regulation. 

The NSW Department of Environment and Heritage defines “sharps” as sharp items that have been used in 
medical, dental, nursing, veterinary, pharmaceutical or other related clinical activity, or in skin penetration (for 
example, acupuncture, body piercing or tattooing). 

In metropolitan areas the containers of inmate’s shaving razors will go to landfills that are not accessed by the 
public. 

In some rural areas the landfills are accessible to the public, and CSNSW at those sites may choose to dispose of 
the shaving razors as Clinical Waste. 
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14. Is the Clinical Waste incinerated? 

Not anymore. Waste contractors have found other means for disposing of Clinical Waste.  

Most Clinical Waste is put through a machine that “munches and bleaches” it, and the waste is then put into 
landfill. Some contractors microwave the waste before putting it into landfill. 

Incineration is only used for disposal of pharmaceuticals and certain toxic materials that need to be destroyed by 
the high heat. 

The Clinical Waste contractor takes away chemicals and cytotoxic waste, why do I have to keep chemicals and 
cytotoxic waste separate and arrange for a special pickup? 

They are more hazardous than clinical waste as they are mutagenic, carcinogenic or tetagenic. They don’t end 
up at the same final destination. The contents of the Clinical Waste bins are tipped into a container for disposal 
as described above, but chemicals are taken to a chemical disposal plant, and pharmaceuticals and cytotoxic 
waste are taken to the high-temperature incinerator. If we mixed them up in the same bin then the contractor 
would have to treat it all as waste that needs incineration, and would bill us accordingly. 
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APPENDIX 3 - Frequently Asked Questions about Linen 

1. What do I do with visibly blood-stained sheets? 

If it’s only a small patch of blood, put the sheet out with the other used linen to go to the laundry. 

If the sheets are dripping with blood, or are likely to leak onto someone or something on the way to the laundry, 
then put them into a clear plastic linen bag, and send it to the laundry.  

2. What about linen that has other body fluids on it? 

Body fluids are only classified as clinical waste if they are visibly blood-stained. 

If linen has visibly blood-stained body fluid on it, then manage it as described above. 

If it’s only a small patch of body fluid, and if there is no visible blood, then put the sheet out with the other used 
linen to go to the laundry. 

If the sheets are dripping with body fluid, or are likely to leak onto someone or something on the way to the 
laundry, put them into a clear plastic linen bag, and then send it to the laundry. 

If the laundry has told you that they can’t handle linen that is dripping with body fluids report it to the 
Environmental Health Officer 

3. What about linen from inmates with infestations (lice etc)? 

Put the linen into a clear plastic linen bag, and send it to the laundry. The NSW Department of Environment and 
Heritage does not define it as clinical waste because it’s not “visibly blood stained.”  

The workers in the laundry are supposed to be wearing PPE when handling ALL linen because all linen has some 
germs on it because all people have germs. 

If the laundry has told you that they can’t handle such items report it to the Environmental Health Officer.  

4. What about linen from inmates with infections (“golden staph,” chickenpox, TB, etc)? 

Put it in the general linen. The workers in the laundry are supposed to be wearing PPE when handling ALL linen 
because all linen has some germs on it. 

If it’s wet with blood or body fluids, then put the linen into a clear plastic linen bag, and then send it to the 
laundry. 

5. What about blood-soaked mattresses that won’t fit into the Clinical Waste bin? 

Wrap the mattress in layers of clinical waste bags so that the blood cannot leak out. The clinical waste handler 
will only remove it if he/she is sure that it won’t leak.  
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Legislation and Related Documents 

Legislation Poisons and Therapeutic Goods Act 1966 

Poisons and Therapeutic Goods Regulation 2008 

Protection of the Environment Administration Regulation 2007 

Protection of the Environment Operations (Waste) Regulation 2005 

Protection of the Environment Operations Act 1997 

Waste Avoidance and Resource Recovery Act 2001 

JH&FMHN Policies, 
Guidelines, forms and 
manuals 

2.003 Asset Disposal 

2.010 Code of Conduct 

2.022 Delegations Authority 

5.020 Hazardous Chemicals 

5.035 Personal Duress Alarms and Two-Way Radios 

5.070 Infection Control 

5.090 Hazardous Manual Tasks 

5.100 Exposure to Blood or Body Substances – Management of Staff Members 

5.110 Work Health & Safety 

5.115 WHS Risk Management 

5.130 Security and Disposal of Needles 

5.135 Security Risk Management 

 

Corp062 Asset Disposal Authority 

  

Medication Guidelines 

  
Infection Control Manual 

Safe Work Practice; Handling of cytotoxic medications and waste 

Waste Management Procedure Manual 

NSW MoH Policy 
Directives 

PD2005_132 Waste Management Guidelines for Health Care Facilities - August 
1998 

PD2007_036 Infection Control Policy 

PD2013_043 Medication Handling in NSW Public Health Facilities 

PD2011_066 Waste Reduction & Purchasing Policy 2011-2014 

WorkCover NSW Cytotoxic Drugs and Related Waste Guidelines 2008 

Safety guide 4502, CAS number: 7439-97-6 

Chemical Safety Unit (02) 9370 5147 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+294+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+497+2005+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+156+1997+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+58+2001+cd+0+N
http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/pol/policylib/2.010_Policy_0210.pdf
http://intranetjh/pol/policylib/2.022_Policy_1012.pdf
http://intranetjh/pol/policylib/2.003_Policy_0311.pdf
http://intranetjh/pol/policylib/5.035_Policy_0509.pdf
http://intranetjh/pol/policylib/5.070_Policy_0311.pdf
http://intranetjh/pol/policylib/5.100_Policy_1111.pdf
http://intranetjh/pol/policylib/5.110_Policy_0409.pdf
http://intranetjh/pol/policylib/5.115_Policy_0708.pdf
http://intranetjh/pol/policylib/5.130_Policy_0409.pdf
http://intranetjh/pol/policylib/5.135_Policy_1210.pdf
http://intranetjh/forms/Main/Corp062.dot
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Infection%20Control
http://intranetjh/Documents/SWP_SR/41_SWP_%20Handling_of_Cytotoxic_Drugs_and_Waste.docx
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_132.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_132.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_043.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_066.html
http://www.workcover.nsw.gov.au/FORMSPUBLICATIONS/publications/pages/WC05633_CytotoxicDrugsandRelatedWasteRiskManagem_.aspx
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