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1. Preface
This policy provides guidelines for access to computers by patients of the Forensic Hospital (FH) for the
purposes of therapy, education and vocational training, as well as for research and the review of legal
transcripts in relation to Court, trial and appeal matters.
The objectives of this policy are:
 To acknowledge the benefits to patients of access to computers, whilst also developing a structured
framework that manages security compliance.
 To consolidate consistency of access to Information and Communications Technology (ICT) resources
for all patients, subject to adherence to the approval process (refer to section 3.1) and the allocation of
an appropriate Security Category and Leave Entitlement (SCALE) rating. Refer to JH&FMHN policy 1.249
Leave, Ground Access and SCALE – Forensic Hospital.
 To detail Justice Health and Forensic Mental Health Network (JH&FMHN) staff responsibilities for the
security, storage and audit of all therapeutic, educational, vocational and legal research-related
hardware and software held within the FH.
 To set out procedures for patients to:
o apply for approval to access ICT resources, via the stand-alone Forensic Hospital Patient
Computer Network (FHPCN);
o apply for approval to purchase software, ensuring compatibility with ICT infrastructure; and
o request JH&FMHN staff to transfer data by removable media between the FH and a distance
learning institution.
 To implement clear procedures which will ensure that all patients wishing to access ICT resources can
be referred, assessed and enrolled in programs.
 To ensure that patient access to computers is strictly managed by means of an ICT infrastructure
(FHPCN) designed to protect the JH&FMHN physical and ICT security environment.
This policy applies to those ICT resources within the FH, which are provided specifically and solely for
patient programs, except when staff access a computer for the purpose of display only (refer to section 3.1,
point 2):
 eight student desktop computers including one teacher computer (which can be converted for
temporary student login) in the FH Computer Room in the Recreation Centre;
 one computer on each of the following units:
o

Austinmer Adolescent

o

Austinmer Women’s

o

Bronte

o

Clovelly

o

Dee Why

o

Elouera

 printers, keyboards and mice;
 software provided by the FH for specific program use; and
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 removable media such as CDs and DVDs, when used solely for the purposes of therapy, education or
vocational training.

2. Policy Content
2.1

Mandatory Requirements

This policy must be implemented by all staff and patients and applies to all senior managers, Nursing Unit
Managers (NUMs), nursing, allied health and medical clinicians, other program staff and all staff who may be
working in the Computer Room and/or supervising the use of patient computers in the units where
therapeutic, educational, vocational and legal research programs are operating.
Patients are expressly prohibited from accessing the internet under any circumstances and by any means; this
includes a complete prohibition on staff using their own JH&FMHN login to allow patients to access the
internet.
However, staff may use computers, including the internet, in the presence of patients to display
presentations including Powerpoint, videos, TAFE sites and psychological tools; staff facilitating such sessions
must not permit patients to access the keyboard or mouse under any circumstances.
All items acquired for patient ICT programs must comply with the Forensic Hospital Prohibited Items List and
JH&FMHN policy 5.002 Access to the Forensic Hospital.

2.2

Implementation - Roles & Responsibilities

Allied Health Manager (AHM) and Chief Information Officer, ICT (CIO) or delegates are responsible for:
 the provision of computers and appropriate and compliant software. The purchase of these will be
subject to normal JH&FMHN procedures and must be requested and purchased via ICT to ensure
compatibility and alignment with JH&FMHN policy 2.022 Delegations Authority.
 ensuring that computers used by patients do not contain, are not connected to, nor have the facility to
be connected to any internal or external communication device (such as a modem, USB stick etc.).
 maintaining an accurate inventory of suitable hardware. The inventory must contain the following
information:
o asset number,
o serial number of the computer,
o make and model of the computer, and
o component details:
a)

type of processor.

b)

memory size.

c)

hard disk size and serial number.

Allied Health Manager (AHM)/delegate is responsible for the compliance by all relevant staff and patients
with the requirements of the Computer Room operational procedure. In particular, s/he
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 must ensure that physical supervision is provided by a minimum of two clinicians when patients are
using computers in the Computer Room in the Recreation Area.
 must ensure that patients are not provided with physical access to computers that are directly or
indirectly linked to any JH&FMHN system or network, or to the internet, with the exception of the
authorised and monitored FHPCN.
 must ensure that patients are not permitted access to information technology peripheral devices,
including scanners, digital cameras, CD writers and other removable storage devices, such as USB
sticks.
 is responsible for enforcing the prohibition on the removal of computers from the designated
Computer Room.
 must ensure that audits of the patients’ stored data are performed regularly to detect any breach of
protocol.
 is responsible for assessing and approving the storage of individual patient CDs in the patient’s
property.
CIO/delegate is responsible for ensuring the continued operation of the FHPCN and all related ICT functions.
In particular, s/he
 is responsible for software storage and distribution, which is centralised within the ICT department
with installation occurring by remote connection on a schedule mutually agreed by ICT staff and the
relevant clinicians.
 is responsible for ensuring that antivirus/virus protection software is in place.
Nursing Unit Manager (NUM)/Nurse in Charge (NiC) Austinmer Adolescent Unit is responsible for:
 ensuring full compliance with patient computer usage on the unit, in particular with section 3.3.
Nursing Unit Manager (NUM)/Nurse in Charge (NiC) Austinmer Women’s, Bronte, Clovelly, Dee Why
and Elouera Units are responsible for:
 ensuring full compliance with patient computer usage on their own units (Refer to section 3.2.2).
Manager Security and Fire Safety (MSFS) is responsible for operational security, in consultation with the
CIO and the AHM or delegates. In particular, s/he
 must ensure that the Computer Room does not contain access to an external telephone connection,
although a telephone with an internal access function only will be provided for staff security purposes.
Nursing Unit Managers, Forensic Hospital (NUM) and Allied Health Manager (AHM) are responsible for
approving access for removable media such as CDs and DVDs into the FH.

3. Procedure Content
3.1

Patient Access

Patient access to computers occurs only in the following ways:
1.

Direct access
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individual or group access in the centralised Computer Room in the Recreation Area, directly
supervised by at least two staff and with no internet access; and



individual access to the unit-based computer allocated specifically to patients only, directly
supervised by staff with no internet access and WiFi disabled.

2.

Staff usage of computers including the internet in the presence of patients to display presentations.
Patients are not permitted to access the keyboard or mouse under any circumstances.

All patients seeking access to the Computer Room and to the single patient-specific computer on each unit
must undergo the approval process as follows:
1.

The patient requests access and/or the therapist recommends participation as part of the therapy
program.

2. The patient’s multidisciplinary team (MDT) reviews access during the clinical review meeting. Areas
for consideration must include:
a) historical and current risk factors,
b) record of compliance under unit conditions,
c) current program participation,
d) demonstrated responsible use of ground leave,
e) current mental state,
f) cognitive strengths and limitations,
g) current SCALE rating,
h) aims of enrolment in ICT programs, and
i) any patient-specific issues.
2.

If the risk assessment indicates that the patient qualifies for inclusion in the ICT program which
operates in the Computer Room, then an application for grounds access must be lodged detailing
patient SCALE and time allowance recommendation (or confirmed where patient already has the
required SCALE) and must be approved by the treating psychiatrist. The grounds application must be
approved by the Forensic Hospital Leave Committee and must comply with all requirements of
JH&FMHN policy 1.249 Leave, Ground Access and SCALE – Forensic Hospital.

4. The outcome of the MDT review must be documented in the patient’s health record. Therapy staff
will inform the patient of the outcome and if s/he is successful, program time(s) are scheduled into
the multidisciplinary timetable.
5. All leave must be preceded by a risk assessment on the day itself in compliance with JH&FMHN
policy 1.249 Leave, Ground Access and SCALE – Forensic Hospital.
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3.2

Operating Procedures

3.2.1

Computer Room Procedure

 All procedures in the Computer Room must comply with the JH&FMHN security-related policies 5.002
Access to the Forensic Hospital, 5.005 Alarm, Pager & Two-Way Radio Use and Management – Forensic
Hospital and 5.017 Management of Emergencies – Forensic Hospital.
 A minimum of two clinicians must remain in the room with the patient(s) throughout the therapy or
training session to provide direct and constant physical supervision and to:
o carry out a visual check of the room at the start and end of the session to ensure that no
inappropriate or personal material has been left by any patient;
o ensure that patients are only using the desktop computers assigned to them;
o enter patients’ names into the Patient Computer Use Register, together with the date and the
number of their allocated computer;
o ensure that patients are not engaging in inappropriate or illegal activities, such as accessing,
viewing or storing pornographic, sexually explicit or otherwise inappropriate material or using
prohibited peripheral devices; and
o ensure that patients are not tampering with the desktop computer software or hardware.
In addition to therapy/teaching staff leading the session, support may be provided by other allied
health clinicians, nursing staff or mental health care workers.
 All staff leading sessions in the Computer Room must be trained in the operation of the FHPCN.
 During the first session in the Computer Room, the following must occur:
o orientation of the patient to the Computer Room and facilities, including toilet access;
o demonstration of the correct posture, seating and alignment of the work station; and
o assignment to each patient of an individual folder for storage of their data/documents.
The patient must also confirm that s/he has agreed to abide by the rules and regulations of the
Computer Room by signing JH&FMHN form JUS020.800 Agreement Patient Use of ICT Resources Forensic Hospital. Refusal to sign will result in termination of that patient’s enrolment in the ICT
program. This form must be filed in the patient’s health record.
 Patients must log into the patient computers with generic accounts (student 1, 2 etc.) and save their
data to a central server. The patient data (.doc, .xls etc.) saved on this server will be copied in full daily
to an external storage device and overwritten as required. Once the data is overwritten, it cannot be
restored – no historical data will be kept.
 At the end of each session, the therapist/teacher must transfer data from each generic student account
into an individually named patient folder belonging to the corresponding student. This data can then
be retrieved for the student in their next session and it is protected from viewing by other students.
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 Patients may be studying through:
o OTEN (Open Training and Education Network), a distance learning unit of TAFE NSW Western
Sydney Institute;
and/or
o Sydney Distance Education High School which is a distance education provider.
For both these options, the provider has established an online site offering course information and
student registration. The site is accessed on the patient’s behalf, with their knowledge and permission,
by the group facilitator, who then supplies hard copies to the patient. The provider sends CDs to
JH&FMHN which are installed remotely by ICT staff. If the coursework requires students to complete
an assignment, the supervising clinician should print out the student responses and mail a hard copy
or email a scanned copy to the provider. Course notes from websites may also be copied onto CD as a
collection of data in HTML format; these CDs are sent to the patient and may be stored with the
patient’s property, following approval by the NUM or AHM/delegate. The CDs may be interactive but
must only be viewed by patients in the Computer Room where there is no internet connection/access.
Access to university and other educational programs may be established in the future, provided such
access complies with the directives and requirements of this policy and all other related documents.
 An equipment register must be established for all devices such as mice, keyboards and other
accessories. Registered items must be signed out at the beginning of each session and accounted for
at the end.
 A clinician must directly supervise any patient using the colour printer and must ensure compliance
with section 3.4 Principles of Operation.
 In the event of an emergency or aggressive incident, de-escalation techniques should be attempted in
the first instance. In the case of injury or medical emergency, staff should administer first aid. In both
instances, if required, personal duress alarms should be activated to summon the Emergency Response
Team. Refer to JH&FMHN policy 5.005 Alarm, Pager & Two-Way Radio Use and Management –
Forensic Hospital & FH Procedure Medical Emergencies.
 A verbal handover must be provided to the patient’s allocated nurse by the leading therapist/teacher
and a report documented in the health record on the patient’s return to their unit.
 All clinical interventions must be documented in the patient’s health record and should also be logged
on the Patient Administration System (PAS).
 All incidents must be logged on the Incident Information Management System (IIMS) in accord with
NSW MoH PD2014_004 Incident Management Policy.
3.2.2

Unit Procedures (Austinmer Women’s, Bronte, Clovelly, Dee Why and Elouera)

Procedures for patients using the patient-specific computer only on each of the units must comply with
those operating in the Computer Room (section 3.2.1) with the exception that only one clinician is required
to remain in the room with the patient throughout the therapy or training session to provide direct and
constant physical supervision, unless the need for a second staff member is indicated by a risk assessment,
the patient’s SCALE rating and the size and composition of the patient group in the room. Furthermore, as
the unit-based computers will not be connected to the FHPCN, ICT will not conduct individual installations of
software and printing will not be possible.
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In addition, the following conditions apply:
 The training must comprise word processing and access of educationally relevant software only.
 Patients must access the computer individually and must be directly supervised at all times. No other
patients must be permitted within close proximity of the computer.
 Supervising staff must enter the patients’ names into the Patient Computer Use Register on each unit,
together with the date and the start and finish times of the session.
 The computer must only be used in areas of the unit which have no internet connection available.
Network connections must have been disabled by or with the assistance of ICT staff.
 There must be no data cable, peripheral devices or removable storage devices attached to the
computer or available for patient use. There must be no camera installed on the computer.
 JH&FMHN staff must ensure compliance with section 3.4 Principles of Operation.
 Patients must not be able to access the High Security Level Administrator settings on the computer.
They must have their own user setting to which they must not be given the password; patients must be
logged in by the supervising clinician prior to the start of the session.
 The supervising clinician must check the patient’s work and stored data both throughout and on
completion of the session. However, patient work will not be backed up by ICT as the computers are
not connected to the FHPCN; it will therefore be the responsibility of the supervising clinician to
ensure that the patient is accessing only their own work and not that of other patients. The patient’s
allocated nurse must obtain a verbal handover from the supervising clinician and document that report
in the patient’s health record.
 All clinical interventions must be documented in the patient’s health record and logged on the Patient
Administration System (PAS).
 All incidents must be logged on the Incident Information Management System (IIMS) in accord with
NSW MoH PD2014_004 Incident Management Policy.
 The security of the patient-specific computers must be safeguarded in accordance with Forensic
Hospital procedures.
3.2.3

Austinmer Adolescent Unit Procedure

A laptop computer (referred to in this section as “the laptop”) supplied by the NSW Department of Education
and Communities (DEC) will be used to provide education and training for young people resident in the
adolescent unit only. These sessions must comply with all relevant NSW Ministry of Health and JH&FMHN
policies and procedures, and related legislation and must operate as follows:
 Training must be implemented by the DEC Education Project Officer (EPO) FH only.
 A JH&FMHN staff member(s) must also be present, if indicated by a risk assessment, the
student/patient’s SCALE rating and the size and composition of the patient group in the room.
 Patients must be approved to attend by the MDT and confirmed by the NUM or NiC on a sessional
basis.
 During the first session the EPO must demonstrate the correct posture, seating and alignment to the
work station to the patient. The patient must also confirm that s/he has agreed to the rules and
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regulations of the ICT program (refusal will result in termination of that patient’s enrolment in the ICT
program). This confirmation must be recorded by signing JH&FMHN form JUS020.800 Agreement
Patient Use of ICT Resources - Forensic Hospital which must be filed in the patient’s health record.
 The training must comprise word processing and access of educationally relevant software only.
 Patients must access the laptop individually and must be directly supervised by the EPO at all times.
No other patients must be permitted within close proximity of the laptop.
 The laptop must only be used in areas of the adolescent unit which have no internet connection
available. Network connections and the infra-red port must have been disabled.
 There must be no data cable, peripheral devices or removable storage devices attached to the laptop
or available for patient use. There must be no camera installed on the laptop.
 The EPO or a JH&FMHN staff member must directly supervise any patient using the colour printer and
must ensure compliance with section 3.4 Principles of Operation.
 Patients must not be able to access the High Security Level Administrator settings on the laptop. They
must have their own user setting to which they must not be given the password; patients must be
logged in by the EPO prior to the start of the session.
 The EPO must check the patient’s work and stored data both throughout and on completion of the
session. Patient work must be downloaded and printed by the EPO or sent directly to distance
education providers from the EPO’s computer in their office area.
 The patient’s allocated nurse must obtain a verbal handover from the EPO and document that report
in the patient’s health record.
 All clinical interventions must be documented in the patient’s health record and logged on the Patient
Administration System (PAS).
 All incidents must be logged on the Incident Information Management System (IIMS) in accord with
NSW Ministry of Health (MoH) policy directive PD2014_004 Incident Management Policy.
 When not in use, the laptop must be locked in the EPO’s storage cupboard in the upstairs office area
above the Austinmer unit.
 This procedure relates to the current laptop computer supplied by the NSW Department of Education
and Communities (DEC), which may be replaced or upgraded as necessary. However, all the above
procedures and prohibitions must still be observed. Maintenance is the responsibility of DEC and there
is to be no cost to JH&FMHN involved in either the purchase or maintenance.

3.3

Principles of Operation

3.3.1

Programming

Occupational and diversional therapists will be primarily responsible for the development of programs in the
Computer Room under the supervision of the AHM and Senior Therapist.
3.3.2

Policy Breaches

 Supervising staff must report any infringement or non-compliance with this policy to the AHM, the
CIO, the MSFS and, in the case of the Austinmer Adolescent Unit, the NUM or NiC.
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 The following breaches will result in immediate withdrawal of the patient’s computer access for a
specified period to be determined by the MDT:
o

sending offensive messages and inappropriate images or other offensive material, which
constitutes a form of harassment;

o

engaging in inappropriate or illegal activities, such as accessing, viewing or storing
pornographic, sexually explicit or otherwise inappropriate material;

o

using prohibited peripheral devices; or

o

tampering with the computer software or hardware.

Access will be reviewed by the MDT at the end of the exclusion period.
 Colour printing by patients of identity documents, such as drivers’ licences, passports, student cards
and academic or professional qualifications, must only be allowed for verified official purposes and
must occur under direct staff supervision.
 Where continuing supervision cannot be provided in strict accordance with this policy, all patient
access to the Computer Room, patient computers on the units and/or the laptop in the Adolescent
Unit must be suspended immediately.
3.3.3

Legal Issues

Official Records
 Files created by patients when using the ICT resources do not constitute a record as defined in the
NSW MoH PD2009_076 Communications - Use & Management of Misuse of NSW Health
Communications Systems. Therefore, there is no requirement to monitor use and record created files
in TRIM.
 Records of the nature and content of JH&FMHN ICT resources constitute a JH&FMHN record, which in
New South Wales may be subject, inter alia, to the State Records Act 1998 and the Government
Information (Public Access) Act 2009, as well as other laws concerning disclosure and privacy.
Breaches that Break the Law
Any suspected breach of this policy within JH&FMHN that would violate Commonwealth or State laws or
regulations must be forwarded to the CIO and the Service Director, Forensic Hospital.

4. Definitions
Delegated officer/Delegate
In relation to a function, Delegated officer/Delegate refers to a staff member authorised by the responsible
officer to exercise that function.
Must
Indicates a mandatory action or requirement.
Should
Indicates a recommended action that needs to be followed unless there are sound reasons for taking a
different course of action.
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5. Legislation and Related Documents
Legislation

Anti-Discrimination Act 1977
Crimes Act 1900
Government Information (Public Access) Act 2009
Health Services Act 1997
Health Records and Information Privacy Act 2002
Independent Commission Against Corruption Act 1988
Mental Health Act 2007
Mental Health (Forensic Provisions) Act 1990
Privacy and Personal Information Protection Act 1998
State Records Act 1998
Telecommunications (Interception and Access) Act 1979
Work Health and Safety Act 2011
Workplace Surveillance Act 2005

NSW MoH Policy Directives
and Information Bulletin

PD2012_018 Code of Conduct – NSW Health
PD2013_033 Electronic Information Security Policy – NSW Health
PD2009_060 Clinical Handover – Standard Key Principles
PD2009_076 Communications - Use and Management of Misuse of NSW
Health Communications Systems
PD2010_018 Mental Health Clinical Documentation
PD2014_004 Incident Management Policy
IB2013_024 Protecting People and Property: NSW Health Policy and Standards
for Security Risk Management

JH&FMHN Policies and
Procedures

1.069 Care Coordination, Planning and Review – The Forensic Hospital
1.078 Clinical Risk Assessment and Management - The Forensic Hospital
1.249 Leave, Ground Access and SCALE – The Forensic Hospital
2.010 Code of Conduct
2.022 Delegations Authority
2.155 Enterprise-Wide Risk Management
5.017 Management of Emergencies – Forensic Hospital
5.110 Work Health and Safety
5.115 Work Health and Safety Risk Management
5.135 Security Risk Management

State Records NSW
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Policy on Electronic Messages as Records (Issued 1998)
Policy on Electronic Recordkeeping (Issued 1998)
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Summary

This policy ensures effective guidelines and procedures are in place to prevent
the misuse of communication systems and devices and investigate alleged
breaches in accordance with Ministry of Health policy PD2009_076 Use &
Management of Misuse of NSW Health Communications Systems.

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)

Change Summary
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1. Preface
The Ministry of Health (MoH) has established policy on the appropriate use and management of misuse of
communication systems across all health agencies. Justice Health & Forensic Mental Health Network
(JH&FMHN) recognises its responsibility to ensure the appropriate use of Information Communications
Technology (ICT) resources provided for its activities in accordance with MoH policy directive PD2009_076
Use & Management of Misuse of NSW Health Communications Systems.
ICT resources include, but are not limited to:
 Desktops, laptops/notebooks, tablets;
 Printers, Scanners and Multi-function devices;
 Email and all other software;
 Internet and Intranet access;
 Modems and routers; and
 Removable media such as memory sticks, USB devices, digital cameras, mobile phones, iPods, CDs,
DVDs, and similar portable storage devices.
This policy applies to both the acceptable use and prohibited use of all JH&FMHN ICT resources by any
JH&FMHN employee, contractor or other relevant parties, regardless of where those duties are performed
and regardless of whether they are work related or non-work related.

2. Policy Content
2.1

Mandatory Requirements

JH&FMHN ICT systems and devices are provided to staff for work purposes and to effectively and efficiently
communicate to internal and external persons. As a condition of using ICT resources, staff must:
 Read and abide by requirements outlined in this policy and MoH PD2009_076;
 Not download, email, store, print or display anything that could reasonably be construed, in the
opinion of the Chief Executive, as menacing, harassing, offensive or inappropriate to a reasonable
person unless the correspondence is necessary to promote clinical care, for example patient
complaints;
 Not give the impression that they are representing, giving opinions or otherwise making statements
on behalf of JH&FMHN, or any unit or branch or division of JH&FMHN, or any officer of JH&FMHN,
unless they are explicitly authorised to do so;
 Not copy, reproduce or distribute (including by email) copyright material without written permission of
the copyright owner, except as provided for by the principles of fair dealing. This includes compliance
with the spirit and intent of software licensing requirements; and
 Indemnify JH&FMHN against any and all claims or liabilities, directly or indirectly, relating to their use
of ICT resources.
JH&FMHN supports the directive from the Commissioner of Corrective Services that removable storage
media such as USB memory sticks, CDs and DVDs and other related media are expressly prohibited at
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Correctional Centres. Staff in sites other than Correctional Centres may be provided with removable media
subject to the approval by the requestor’s line manager and in line with the JH&FMHN purchasing standards.
Alleged breaches of this policy must be addressed and resolved within the context of relevant legislation,
industrial instruments, principles of procedural fairness and in accordance with policies on managing
allegations of misconduct. Any response to an alleged breach should be proportionate to the seriousness of
the alleged breach and the potential penalties that could be imposed if the breach is sustained. Managers
should refer to the Management of Misuse Matrix Web Tool for advice on determining the seriousness of the
alleged breach. Any user engaging in any activity that is deemed by local management to be in breach of this
policy may have their access to communication systems revoked. Alleged breaches that would violate
Australian or State laws or regulations must be forwarded by the Chief Information Officer to the Director
Workforce, or where appropriate, the Chief Executive. Where unlawful use of communications systems and
devices is identified or suspected, NSW Police will be immediately notified and relevant systems and/or
equipment quarantined.
Any documents or other sources of information compiled, recorded or stored in written form, on film, by
electronic process, or in any other manner or by any other means will constitute a record under the State
Records Act 1998, and must be captured, managed and disposed of in accordance with this Act and
JH&FMHN policy 2.014 Corporate Records Management. JH&FMHN records are also subject to laws
concerning disclosure and privacy, including the Government Information (Public Access) Act 2009, the Privacy
and Personal Information Protection Act 1998 and the Health Records and Information Privacy Act 2002.

2.2

Implementation – Roles & Responsibilities

All staff are responsible for:
 Becoming aware of and abiding by requirements in this policy and NSW MoH policy directive
PD2009_076.
 Reporting inappropriate communication or alleged breaches of this policy to their line manager or the
Chief Information Officer.
 Advising the ICT Service Desk of any emails received that appear to be unsolicited commercial
electronic messages under the Spam Act 2003 (Cth).
Managers, Service/Executive Directors are responsible for:
 Investigating all alleged breaches of this policy in accordance JH&FMHN policy 3.020 Conduct &
Discipline.
 Ensuring a form EMP 133 Staff Variation Advice or a form EMP129a Termination Advice is completed
and submitted to the Records Management Unit (RMU) when staff relocate within the organisation or
terminate employment. This will ensure ICT access is adjusted or terminated and relevant data
archived.
 Assuming full responsibility for all electronic data associated with departing staff members and
instructing departing staff to capture official records in TRIM or within any other official records
management system.
The Chief Information Officer is responsible for:
 Preparing regular reports to the Executive on general internet use within the organisation; and
 Responding to alleged breaches to this policy.
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3. Procedure Content
3.1

Acceptable Use of Communication Systems

JH&FMHN ICT systems and devices must only be used for work purposes and permissible personal use as
defined in this policy and NSW MoH PD2009_076. Regardless of whether JH&FMHN or non-JH&FMHN ICT
resources are used, users accept responsibility for utilising ICT resources in a way that is ethical and
acknowledge responsibility for all documents, information and/or content which they access and/or cause to
be transmitted and/or become stored, held, copied, downloaded, displayed, viewed, read or printed through
software and/or on hardware as a consequence of this service.
Staff must note considerations outlined below when using communication systems within JH&FMHN and
comply with other instructions as released by ICT staff.
3.1.1

Permissible Personal Use

Use of email or the Internet for permissible personal use means accessing these services where it is clear that
the user is not representing JH&FMHN or its affiliates and satisfies the following:
 Personal use is on a reasonable, responsible and limited basis which is consistent with the effective and
efficient performance of work responsibilities.
 Use occurs during legitimate work breaks, such as lunch breaks or outside work hours, except in other
limited circumstances such as making contact or being contactable for family purposes.
 There is no inappropriate or unlawful use.
 The use does not impact on the availability of services for work or business use by others.
While users are able to use the Internet for permissible personal use, this does not extend to intentionally
downloading or emailing to others unauthorised software, files containing images, live pictures or graphics,
such as computer games, music files, nor to the accessing of radio or television stations broadcasting via the
Internet. All eligible users are limited to 2 hours of Internet browsing time per day by default. This can be
extended where the business need exists for extended browsing times subject to approval by the relevant
Executive Director.
3.1.2

Acceptable Use of Email

Proxy Access
All JH&FMHN email account holders are able to provide other JH&FMHN email account holders proxy access
to their accounts. This may include access to the user’s inbox, calendar etc. The person provided proxy access
may be granted access at varying levels, e.g. read access only, write access, etc.
Proxy access to JH&FMHN email accounts should be limited only to people of trust, and to the level required.
JH&FMHN email account holders are responsible for managing and checking who they have provided proxy
access to and the associated levels of access provided. ICT cannot be held responsible for security breaches
whereby the mailbox owner has setup proxy access for a colleague to their mailbox account and/or
resources.
Distribution Groups / All User Emails
JH&FMHN email account holders may request ICT to create email distribution groups, with a minimum of
five (5) internal staff members in the group. Distributions groups require a group owner who is responsible
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for maintaining the group. An email distribution group enables the user to send an email to one account (e.g.
Senior Managers) and all staff in that group will receive the email.
‘All staff’ emails (emails sent to all persons with a JH&FMHN email account) or ‘all site’ emails may be useful
to convey important messages, however, excessive use of unwarranted all staff emails, in particular messages
with large or multiple attachments, can cause network congestion and in extreme circumstances may
significantly hamper the operation of the email and other JH&FMHN systems. Staff who wish to distribute an
‘all staff’ or ‘all site’ email must seek approval from the CE, relevant Executive Director or the Chief
Information Officer.
3.1.3

Acceptable Use of the Intranet/Internet

The Internet and Intranet may be used for work use and permissible personal use. This is regardless of
rd

whether the Internet or Intranet is accessed on a JH&FMHN site, via corporate or 3 party WiFi, or external
connection to JH&FMHN or any Internet Service Provider (ISP), and regardless of equipment used.
By accessing the Internet through JH&FMHN systems, users acknowledge that:
 They will report breaches of system security when/once they become aware of them;
 They will immediately report any unauthorised use of their account once they become aware of the
use;
 They accept that some of the documents, information and/or content of the Internet may contain
controversial and/or offensive material over which JH&FMHN has no control and for which it cannot
be held responsible by users; and
 JH&FMHN accepts no responsibility for any non-JH&FMHN documents, information and/or content,
from any source whatsoever, that users access on the Internet, and that JH&FMHN gives no warranty
as to the suitability, accuracy, currency nor fitness for any particular purpose of that material.
Intranet
The JH&FMHN Intranet is not a public arena, but is an internal operational tool for use by JH&FMHN and
rd

NSW Health employees and 3 party service providers approved by the Chief Information Officer. Nothing
therein may be displayed, reproduced, stored or transmitted in any form or by any means, electronic or
otherwise: for any purpose(s), or use(s), other than the purpose(s) or use(s) for which it was intended; nor for
use outside JH&FMHN, without the written permission of the CE.
3.1.4

Acceptable Offsite Usage

JH&FMHN ICT resources may be used for work use offsite. This may include remotely connecting to the
JH&FMHN corporate network and resources via an approved access method. Such ICT resources include
home computers, laptops, tablets, printers, software and other ICT resources, as well as using similar
resources at other offsite locations such as Internet cafés.
When undertaking work related duties offsite, security must be a paramount consideration. Staff with remote
access to the JH&FMHN network and resources have an obligation to manage this remote access securely at
all times in order to protect both the corporate network and data stored within it. This includes ensuring user
credentials are not compromised and systems accessed are exited and active windows completely closed at
the completion of work.
JH&FMHN ICT Resources
With approval, JH&FMHN owned ICT resources can be used offsite. This is applicable to portable equipment
such as laptops\tablets which, if provided for a user, are in fact expected to be used when offsite.
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Where JH&FMHN ICT resources are used for work use offsite, ICT will provide support for those resources if
they are used in an appropriate manner as outlined in this and related ICT policies.
JH&FMHN ICT resources must not be used for personal use offsite under any circumstances.
Non-JH&FMHN ICT Resources
With approval, non-JH&FMHN ICT resources may be used for work when the person concerned is not able to
access a JH&FMHN ICT resource. Naturally, non-JH&FMHN ICT resources may be used in someone’s
personal time for personal use, and this policy does not cover that use.
ICT will not provide support for non-JH&FMHN ICT equipment and resources that are used offsite for work
related purposes.
Staff accessing JH&FMHN resources from non-JH&FMHN ICT equipment must report lost or stolen devices
to ICT for risk assessment purposes.
Specific additions to, and application of, those prohibitions and considerations for this policy include where
non-JH&FMHN ICT resources of current and former JH&FMHN employees, contractors and other relevant
parties are disposed of, such persons are required to ensure that no JH&FMHN data is retained on that
equipment.

3.2

Prohibited Use of Communications Systems and Devices

Regardless of whether JH&FMHN or non-JH&FMHN ICT resources are used on site or offsite, activities that
constitute prohibited use include but are not limited to:
 Creating, transmitting, storing, accessing, or soliciting material that could reasonably be construed, in
the opinion of the CE, to be abusive, obscene, threatening, profane, sexually oriented, racially
offensive, defamatory, contain context that is illegal in nature, discriminatory in nature, inciting criminal
offences, encouraging the use of controlled or illicit substances, containing offensive images, likely to
cause distress to some individuals/cultures or harassing or disparaging others based on their race,
national origin, gender, transgender, sexual orientation, age, religious beliefs or political beliefs, or any
other use deemed to be inappropriate or prohibited by the CE, where such material is not a legitimate
part of work;
 Deliberate, unauthorised corruption or destruction of ICT systems or data (including deliberate
introduction or propagation of computer viruses);
 Deliberate, unauthorised access to facilities or data;
 Unauthorised use of data or information obtained from information systems;
 Transmission or use of material that infringes copyright held by another person or JH&FMHN. Users
found to have violated copyright may be subject to disciplinary proceedings as well as to civil
proceedings, involving damages, and to criminal penalties as provided for by Commonwealth and
State laws;
 Violation of software licensing agreements;
 Transmission of unsolicited commercial or advertising material;
 Deliberate impersonation of another individual across the network by the use of their login access or
other means;
 Violation of the privacy of personal information relating to individuals, such as staff and patients;
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 Unauthorised disclosure of confidential information;
 Harassing or threatening other individuals;
 Operation of an ICT system or other equipment, which presents a threat to the confidentiality, integrity
or availability of JH&FMHN ICT services;
 Unauthorised attempts to identify or exploit system weaknesses;
 Unauthorised attempts to make JH&FMHN ICT systems or services unavailable;
 Use of JH&FMHN facilities to gain unauthorised access to third party computing facilities;
 Use of JH&FMHN facilities in unauthorised attempts to make third party computing facilities
unavailable;
 Use that significantly degrades system performance for other users; and
 Installing non-approved software such as games and screen savers.
Storage of personal files such as music, videos and photos is expressly forbidden. ICT reserves the right to
remove such files without notice.
3.2.1

Prohibited Use of ICT Equipment/Resources

Under no circumstances can JH&FMHN ICT equipment and resources be connected to or installed on non-JH
ICT equipment/resources nor can ICT equipment/resources be used to transfer JH&FMHN data to non-JH ICT
equipment/resources. Conversely, under no circumstances can non-JH&FMHN ICT equipment and resources
be connected to or installed on JH&FMHN ICT equipment/resources nor can non-JH&FMHN ICT
equipment/resources be used to store JH&FMHN data (including memory sticks, mass storage devices, CDs,
DVDs and personally owned computers). ICT will not support JH&FMHN ICT equipment and resources that
are used offsite where any of the above happens. Any damage to JH&FMHN ICT equipment and resources
caused by any of the above points must be paid for and/or repaired by the user.
3.2.2

Prohibited Use of Email

The stipulations for prohibited use of email as outlined in this policy and MoH PD2009_076 are applicable to
JH&FMHN and non-JH&FMHN email accounts, including the use of non-JH&FMHN email accounts when
staff are deemed to be at a JH&FMHN site or conducting work activities remotely. These include:
 Spamming or Spam - The sending of non-work related and unsolicited messages to all, or a particular
group or groups of, email users.
 Letter Bombing - The repeated sending, or forwarding, of email messages to a user, or a particular
group or groups of user; and
 Sensitive, classified or in-confidence communications should not be sent through email. The
JH&FMHN email system is not a secure communications environment and users should not assume
that email is private and confidential.
JH&FMHN is not responsible for:
 The content and / or nature of messages received by users of the email system;
 Protecting users from receiving electronic mail they may find offensive;
 Offering any warranty to users as to the confidentiality and security of the system; and
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 The offering of any warranty as to the validity of authorship or authenticity of the purported sender of
any email received by users.
Auto-Forwarding
Auto-forwarding email is not an acceptable or standard working practice. In most circumstances autoforwarding from one JH&FMHN email to another JH&FMHN email account is not allowed, but with approval
from the requestor’s line manager for limited periods of time. Where possible an Out of Office message
should be setup in the account in preference to the use of auto-forwarding.
For security reasons auto-forwarding JH&FMHN email accounts to non-JH&FMHN email accounts is
prohibited in all circumstances.
Spam
All email messages that users send from a JH&FMHN email account must comply with the Spam Act 2003
(Cth), or the Spam Act. Users must be aware of the requirements of this Act.
Under the Spam Act, users must include accurate and up to date contact details in every message sent. This
may include an automatic signature.
The Spam Act distinguishes between commercial and factual electronic messages. Under the Spam Act,
whether or not a message is a commercial electronic message will be determined by the purpose for which it
was sent. For example, the following would be commercial electronic messages:
 Unsolicited commercial electronic messages offering to supply, advertise or promote goods/services
(for example, promotions, special offers, and product updates) or business opportunities.
 Factual electronic messages that provide a link to a commercial website, including email newsletters,
updates, and bulletins.
The Spam Act applies to the sending of all electronic messages, but is particularly relevant to the sending of
commercial electronic messages to email address lists. Under the Spam Act users may send a commercial
electronic message only if:
 The consent of the recipient can be construed, a functional unsubscribe facility allows the recipient to
withdraw their consent at any time, and any requests to unsubscribe are actioned within 5 days.
 The message relates to goods and services supplied by JH&FMHN, and is sent to current or former
staff, contractors or related parties, or members of current or former staff, contractors or related
parties households.
Under the Spam Act users must not supply, acquire or use “address-harvesting software” or use address lists
generated from this software. “Address-harvesting software” is software that searches the Internet for email
addresses.
The sending of any emails outside of these guidelines is not authorised by JH&FMHN and users may be held
liable for any breach of the Act if they send such emails. Users must therefore take appropriate action to
ensure emails comply with the Spam Act. The Spam Act sets financial and other penalties depending on the
severity of the breach.
3.2.3

Prohibited Use of the Internet/Intranet

In addition to the prohibitions noted in this policy and MoH PD2009_076, it is expressly prohibited to use
Internet and Intranet services provided by JH&FMHN for private commercial gain or the personal business of
any user. Under no circumstances are JH&FMHN Internet and Intranet services to be used:
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 To access social networking sites without prior authorisation from the requestor’s Executive Director;
 To facilitate or circulate any form of advertising or sponsorship;
 For the sale of private goods or services; and/or
 For private monetary gain.
JH&FMHN reserves the right to prohibit access to Internet material that, in the judgment of the Chief
Executive of JH&FMHN, may be considered:
 Likely to be offensive;
 Likely to cause affront or alarm;
 Obscene;
 Defamatory; and/or
 Likely to advocate, incite or procure a criminal action.

3.3

Monitoring

The Chief Executive or the Chief Information Officer at the request of an Executive Director and the Director
Workforce of JH&FMHN may inspect, monitor and/or disclose data from traffic-monitoring systems:
 When he/she is required to by, and consistent with, the law and/or
 In circumstances where there is reasonable cause to believe that violations of the law, JH&FMHN
policies and/or inappropriate use of the service have occurred.
 When there is a suspicion of misuse and/or policy breach.
For further details please see the related sub-section in MoH Policy Directive PD2009_072 State Health
Forms, which outlines the requirements for monitoring in order to:
 Prevent de-standardisation of the computer network because of the downloading or use of
unauthorised software or other devices.
 Ensure compliance with MoH policies.
 Prevent inappropriate or excessive personal use of Government property.
 Investigate conduct that may adversely affect any Health agency or their staff or be unlawful.
Further, NSW Health notes that processes put in place for monitoring must take into account:
 The provisions of the Workplace Surveillance Act 2005 dealing with computer surveillance.
 The need to observe privacy rules relating to personal information (refer to the Information Protection
Principles set out in the Privacy and Personal Information Protection Act 1998 and the Health Privacy
Principles set out in the Health Records and Information and Privacy Act 2002).
 NSW Health Privacy Manual for Health Information
 MoH Policy Directive PD2013_033 Electronic Information Security Policy.
 The need to be able to link Internet sites accessed with the user identification, and generate reports
with this information.
 The establishment of appropriate processes to review these reports.
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3.3.1

Notification

In accordance with requirements of MoH PD2009_076, JH&FMHN must notify staff that it will monitor such
activities as Internet and email use.
Such notification must occur in such a way that meets the obligations of the Workplace Surveillance Act 2005.
This notification must indicate that it is the policy of all employers (such as JH&FMHN) in NSW Health that
computer surveillance will occur on an ongoing, continuous basis by means of software or other equipment
that monitors or records computer usage (including, but not limited to, the sending and receipt of emails and
the accessing of Internet websites).
Such notification will be in writing, which is defined in the Workplace Surveillance Act 2005 to include notice
by email. A login screen will be used for all computers in NSW Health (including JH&FMHN) that explicitly
states that such monitoring will occur. New staff should also be informed at orientation programs that
computer surveillance will occur.
The notification provided to staff must also indicate that access to Internet websites and delivery of emails
may be prevented where there is material involved that is inappropriate or unlawful.
In the case of the preventing of delivery of an email sent to a work email address, staff must be given notice
(a prevented delivery notice) as soon as practicable that delivery of the email has been prevented, unless
delivery of the email was prevented in the belief that, or by the operation of a program intended to prevent
the delivery of an email on the basis that:
a) The email was a commercial electronic message within the meaning of the Spam Act 2003 of the
Commonwealth, or
b) The content of the email or any attachment to the email would or might have resulted in an
unauthorised interference with, damage to or operation of a computer or computer network operated
by the employer or of any program run by or data stored on such a computer or computer network, or
c) The email or any attachment to the email would be regarded by reasonable persons as being, in all the
circumstances, menacing, harassing or offensive.
Login Screen
When logging on to the JH&FMHN network each person is presented with the screen entitled “Justice &
Forensic Mental Health Network – Acceptable Use of ICT Resources.” The person must accept or reject the
login screen. Failure to accept assumes you will not comply and therefore will not be permitted to continue
accessing services in that session.
Where JH&FMHN staff, contractors and related parties have been notified that monitoring may occur, the
login screen should explicitly state that such monitoring will occur. To this end, by accepting the login screen
the user may assume they have been notified that monitoring may occur.
When connecting to JH&FMHN via remote access the user will not always be presented with the login
screen. However, it is assumed that by connecting and using services such as email that they have read and
accepted the policies relating to the use of JH&FMHN ICT resources.
Logging
JH&FMHN retains and may monitor logs of the usage of various ICT resources, which may reveal information
such as which Internet sites have been accessed by employees, contractors and related parties, and the email
addresses of those with whom they have communicated. JH&FMHN will not, however, engage in real-time
surveillance of ICT resource usage, will not monitor the content of messages sent or received by its
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employees, contractors and related parties unless there is a suspicion of misuse. Information contained in
logs will not be provided to external third parties except under compulsion of law.
3.3.2

Virus Checking and Content Filtering - Email

One of the main routes by which viruses propagate themselves is in the form of email attachments, which are
commonly executable programs of one form or another. A recipient may trigger a virus by opening an
attachment, which causes the malicious application to run. The virus is easily propagated as the action
required to execute the package is so simple that a recipient might open the attachment and trigger the virus
without even realising it. In common with many other organisations, JH&FMHN blocks attachments that are
or may include executable programs. The reason for this practice is to limit the threat of viruses being spread
via email. By refusing executable attachments via email the threat of a virus outbreak within the
organisation’s ICT infrastructure is reduced.
For security purposes, ICT prohibits certain file types from being attached to emails. If an email with a banned
attachment type comes into JH&FMHN from an external source, the attachment will be replaced by a
warning message and the email forwarded to the recipient. No warning is passed back to the sender.
All incoming and outgoing emails are scanned for viruses and inappropriate content, and may be blocked
and logged if appropriate. There is two-layer scanning available, as follows:
 Email is scanned at the JH&FMHN email gateway
 The desktop scanning agent automatically scans any file that is being executed. For example, if the
user double-clicks the attachment in an email or opens it from a location it has been saved to.
If users are concerned that an attachment may be malicious they may save the file to a location, they may go
to that location and right click on the file and select scan for viruses.
3.3.3

Monitoring of Internet Usage

Virus Checking and Content Filtering
Any downloads, including files, from a site are assessed at the gateway for viruses, and files will be blocked if
infected with a virus.
All files downloaded from a site are scanned for viruses and inappropriate content, and may be blocked and
logged if appropriate. There is two-layer scanning available, as follows:
 Scanning at the JH&FMHN gateway.
 The desktop scanning agent automatically scans any file that is being executed, i.e. if the user saves
the file to a location and opens it from there, or if it executed/run directly from the web site.
If users are concerned about a downloaded file they may save the file to a location, they may go to that
location and right click on the file and select scan for viruses. Users should also note that JH&FMHN prohibits
and blocks the downloading of files that may cause damage and are malicious. These may include executable
(EXE) and related files.
Blocking and Blocked Sites
Web content filtering software is used to allow or prohibit access to web sites. When users attempt to enter a
site that is blocked they will be presented a message in the browser informing them they cannot access the
site. JH&FMHN reserves the right to block any sites deemed not suitable for viewing and use at work, or
when connected remotely to the JH&FMHN network. As users move around approved sites, the software
continues to assess the content for its suitability, and parts of a site may be blocked.
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Staff who require access to sites and\or content which has been blocked by filtering are to gain approval
from their line manager for access, prior to contacting ICT. Executive Director’s authorisation is required for
sites deemed as media streaming and social networking.
Logs will be kept of internet sites accessed by staff as well as site content.
Offsite Access
When users are working off site and accessing JH&FMHN resources (such as Outlook or Internet Explorer)
through an internet connection (3

rd

party cabled/WiFi or Next-G wireless modems), staff must abide by

acceptable use requirements in this policy.
3.3.4

Citrix Access

When users are working off site and accessing JH&FMHN resources (such as Outlook or Internet Explorer)
through a Citrix connection, they should be aware that their use of resources may be monitored, and any
web sites accessed and emails sent or received will be checked for viruses and content.

3.4

Security

3.4.1

User Accounts and Passwords

 All persons with access to JH&FMHN ICT systems will have their own separate accounts, with a unique
network user ID.
 Users are responsible for all activity initiated from their accounts, unless it is established that the
activity was done by another person who gained access to the user’s account through no fault of the
user.
 Users are to ensure when leaving their work area unattended that the machine is locked using alt-ctrldel or logged off.
 Users must select passwords that cannot be easily guessed – see the Password Guidelines provided by
ICT.
 Users must not divulge passwords to others, including other employees, contractors and related
parties.
 Users must not write their passwords and store them in a visible place.
 Users are not permitted to authorise others to login using their account.
 If the security of a password is compromised, it must be changed immediately.
 Users must change their password at least every 90 days – they will be prompted by the system to do
so.
 Users are prohibited from using another user’s account to access any ICT resources including PAS,
email etc.
 Users must not attempt to determine another user’s password.
3.4.2

Physical/Data Security

JH&FMHN will endeavour to maintain the physical security of ICT resources through appropriate storage,
backup, and protection from theft or damage.
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All JH&FMHN employees, contractors and related parties are required to physically secure ICT resources that
they carry with them and/or which are portable, such as laptops\tablets (and also other potential data
storage devices such as mobile phones and digital cameras).
All persons with access to JH&FMHN ICT systems via a mobile device must report the loss of any device to
JH&FMHN ICT immediately. JH&FMHN ICT may initiate a remote wipe where possible for any mobile device
which connects to the JH&FMHN network resulting in the loss of personal data such as contacts, photos, etc.

3.5

Information Requests under the GIPA Act

Under the Government Information (Public Access) Act 2009 (the GIPA Act), members of the public have a
legally enforceable right to access government information, unless there is an overriding public interest
against disclosure. All electronic records, including but not limited to emails, documents and databases
generated on ICT systems are subject to public disclosure where required under the GIPA Act.
Upon receipt of an information request, staff who hold records that fall under the scope of an access
application must provide access to the Right to Information Officer. The Right to Information Officer will
consult with relevant areas and conduct the public interest test for each record pursuant to requirements
under the GIPA Act. Under the public interest test, there is an overriding public interest against disclosure of
government information if there are public interest considerations against disclosure and, on balance, those
considerations outweigh the public interest considerations in favour of disclosure.
Staff should note it is an offence to conceal, destroy or alter records of government information for the
purpose of preventing the disclosure of information as required by or under the GIPA Act.

4. Definition
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

Anti-Discrimination Act 1977
Children and Young Persons (Care and Protection) Act 1998
Crimes Act 1900
Government Information (Public Access) Act 2009
Health Records Information and Privacy Act 2002
Health Services Act 1997
Independent Commission Against Corruption Act 1988
Privacy and Personal Information Protection Act 1998
Public Sector Employment and Management Act 2002
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Spam Act 2003 (Cth)
State Records Act 1998
Work Health and Safety Act 2011
Workplace Surveillance Act 2005
JH&FMHN Policies
and Procedures
JH&FMHN Forms

2.014 Corporate Records Management
3.020 Conduct & Discipline
EMP129a Termination Advice Form
EMP133 Staff Variation Advice Form

Ministry of Health
Policies and
Guidelines

PD2006_025 Child Related Allegations, Charges and Convictions Against Employees
PD2009_076 Use & Management of Misuse of NSW Health Communications Systems
PD2013_033 Electronic Information Security Policy
PD2014_042 Managing Misconduct
PD2015_035 NSW Health Code of Conduct
Guidelines for the Use of Email by NSW Health Staff
Management of Misuse Matrix Web Tool
NSW Health Privacy Manual for Health Information

Records NSW
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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

Asset Disposal
Implementation Guide to NSW Ministry of Health Policy Directive
PD2014_005 Goods and Services Procurement Policy (Excluding Motor Vehicles)

Policy Number

2.003

Policy Function

Leadership and Management

Issue Date
Summary

3 September 2015
This document provides guidance to staff on Justice Health & Forensic Mental
Health Network (JH&FMHN) specific policies and procedures on the disposal of
JH&FMHN assets when reviewing and implementing the NSW Health policy on
asset disposal. Staff must review this document in conjunction with the NSW
Ministry of Health policy directive PD2014_005 Goods and Services Procurement
Policy (Excluding Motor Vehicles).

Responsible Officer
Applicable Sites

Executive Director Governance & Commercial Services
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)
Change Summary

Policy 2.003 (March 2011)
 Referencing to the updated NSW Health Asset Disposal policy.
rd

 Amendment to the 3 party provider managing the disposal of assets.
TRIM Reference
Authorised by
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1. Preface
Obsolete assets, equipment and infrastructure should be disposed of as soon as practical. The timely disposal
of assets also reduces Workplace Health and Safety Risks to staff members by eliminating obsolete
equipment.
This document provides guidance to staff on JH&FMHN specific policies and procedures on the disposal of
JH&FMHN assets when reviewing and implementing NSW Health policy on asset disposal. Staff must review
this document in conjunction with the overarching NSW Ministry of Health (MoH) Policy Directive
PD2014_005 Goods and Services Procurement Policy.
This policy does not apply to motor vehicles, mobile phones or pagers.

2. Policy Content
The below criteria are used for goods, equipment and/or infrastructure identified as potentially suitable for
disposal, and includes goods that are:


No longer required.



Unserviceable or beyond economic repair.



Technologically obsolete and operationally inefficient.



Surplus to current or immediately foreseeable needs.



Part of an asset replacement program.

2.1

Mandatory Requirements

From time to time the State Contract and Control Board (SCCB) engages a third party provider to manage
the disposal of goods identified as potentially suitable for disposal. The Manager, Facilities & Logistics
(MF&L) should be contacted for details.
For the disposal of Information & Communication Technology (ICT) equipment, contact the ICT Helpdesk via
helpdesk@justicehealth.nsw.gov.au.

2.2

Implementation - Roles & Responsibilities

2.1.1

Manager Facilities and Logistics (MF&L)

The MF&L is responsible for the management of all JH&FMHN Asset Disposal Authority forms (CORP062),
which must be retained for a minimum of 7 years after last action completed, as indicated in the NSW State
Records General retention and disposal authorities. All forms must be filed in the appropriate file location and
accurately recorded in the Total Records Information Management (TRIM) database.
The TRIM file number must be cited on all records where adjustments are made due to disposals (i.e. asset
registers, etc).
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3. Procedure Content
Once an item has been deemed suitable for disposal, a JH&FMHN Asset Disposal Authority form (CORP062)
must be prepared. Managers need to consider the disposal of old equipment when ordering replacement
equipment, especially for large items such as examination or hospital beds. This equipment can usually be
replaced “old for new”. Please contact the Nurse Manager Clinical Resources for further information. The
Asset Disposal Authority Form includes:


A description of the asset being considered for disposal;



A JH&FMHN asset number attached to the asset;



The asset’s make, model and serial number;



The reason(s) for disposal; and



Consideration and recommendation of method of disposal. The manager makes a recommendation
only as the Directorate Executive Director has the final approval. The MF&L will advise the managers
on the approved method of disposal.

A check must be undertaken to ensure goods approved for disposal do not contain material that is not
intended for disposal. Examples of material that should be removed before disposal include:


Stationery – particularly printed stationery, which could be misused.



Software – unauthorised transfer could breach license agreements.



Records, files, papers or whiteboards containing information which, if disclosed, could breach privacy
legislation, and/or cause embarrassment or problems for the disposing organisation.



JH&FMHN identification marks e.g. logo, name.



IT computer equipment – all data must be erased prior to disposal or agreement reached with the
third party provider nominated to take possession of the equipment, in order to guarantee that
electronic records are not compromised.



Environmentally sensitive or hazardous goods. If goods are of a hazardous or polluting nature, the
disposal must be undertaken in a responsible manner consistent with the relevant regulations and
procedures. Reference should be made to the JH&FMHN procedure 5.175 M Waste Management
Procedure Manual and Safety Data Sheets for the hazardous substance/chemical.

The completed JH&FMHN Asset Disposal Authority form (CORP062) must be forwarded in accordance with
delegation limits to the appropriate Line Manager or Executive Director for disposal recommendation. The
relevant Business Manager will assist in providing the information required to complete the form.
Disposal recommendations should include choosing an appropriate method of disposal and ensuring that
the method of disposal is commensurate with the value of the asset(s) for disposal. Refer to NSW MoH
PD2014_005 Goods and Services Procurement Policy for details. All officers involved in the disposal of assets
process should be aware of their obligations under the Code of Conduct to act impartially, ethically and to
avoid any conflict of interest. Manager Facilities and Logistics can assist with information on companies who
can collect and dispose of old/unwanted equipment.
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In the interest of promoting probity, fair dealings and openness, directorates must not sell or otherwise
transfer surplus assets to staff (or their relatives or friends) unless such transfer arises from a public
competitive process i.e. tender or sale which is open to the public.
For assistance in completing the JH&FMHN Asset Disposal Authority form (CORP062), contact the MF&L.
ICT assets such as PCs, laptops, servers and Network equipment are marked as disposed in Asset Manager
and the Asset Disposal Authority Form is not required.

4. Definitions
Must
Indicates a mandatory action or requirement.
Should
Indicates a recommended action that needs to be followed unless there are sound reasons for taking a
different course of action.

5. Legislation and Related Documents
JH&FMHN Policies and
Manuals

2.022 Delegations Authority
5.175 M Waste Management Procedure Manual

NSW Ministry of Health
Policy Directives

PD2014_005 Goods and Services Procurement Policy

NSW State Records

General retention and disposal authorities
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Conflicts of Interest and Gifts and Benefits
Implementation Guide – Ministry of Health PD2015_045
Policy Number

2.004

Policy Function

Leadership and Management

Issue Date
Summary

Responsible Officer
Applicable Sites

18 April 2017
This Policy gives effect to the NSW Health Policy Directive Conflicts of Interest
and Gifts and Benefits. It protects the integrity of staff employed by Justice
Health & Forensic Mental Health Network; all staff are expected to avoid actual
or perceived conflicts of interest and must not accept gifts or benefits of a nontoken value.
Executive Director Performance & Planning
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)
Change Summary

TRIM Reference
Authorised by

Policy: 2.004

Policy 2.004 (April 2016)
Revisions include minor corrections which do not affect the material substance
of the content, and are typographical and grammatical in nature
POLJH/2004
Chief Executive, Justice Health & Forensic Mental Health Network

Issue Date: 18 April 2017
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Conflicts of Interest and Gifts and Benefits

1. Preface
NSW Ministry of Health (MoH) PD2015_045 Conflicts of Interest and Gifts and Benefits provides guidance on
how to manage conflicts of interest and gifts and benefits. This policy provides an implementation guide to
PD2015_045 and applies to all staff employed by Justice Health & Forensic Mental Health Network
(JH&FMHN) whether in a permanent, temporary, casual, honorary or termed capacity.
This policy further articulates staff obligations outlined in the JH&FMHN Policy 2.010 Code of Conduct in
regard to Giving/ Receiving Gifts.

2. Policy Content
2.1

Mandatory Requirements

All staff must record and report any perceived/ actual conflict of interest and receipt of gifts/ benefits of nontoken value and forward these to their line manager or Executive Director for assessment.
In accordance with the NSW MoH PD2015_045 Conflicts of Interest and Gifts and Benefits, a JH&FMHN
Conflict of Interest Register and a JH&FMHN Gifts and Benefits Register are a mandatory requirement.

2.2

Implementation - Roles & Responsibilities

The Chief Executive (CE) is responsible to:


bring this policy to the attention of staff;



nominate how the register referred to in this policy will be managed;



ensure information on conflict of interest is routinely disseminated to staff;



ensure information on gifts and benefits is routinely disseminated to staff; and



ensure that conflict of interests and gifts and benefits are managed effectively.

The Director Clinical & Corporate Governance has the responsibility to:


establish and maintain the Conflicts of Interest Register for JH&FMHN;



establish and maintain the Gifts and Benefits Register for JH&FMHN;



ensure that appropriate training and education are provided for staff; and



conduct an annual review and sign-offs of each of the JH&FMHN Conflicts of Interest Register and
the JH&FMHN Gifts and Benefits Register. This is to ensure all outstanding actions have been
completed and to identify any trends and/ or instances that require further action.

Executive Directors/ delegate have the responsibility to:


document the receipt and outcomes of disclosures of conflicts of interest in the register; and



document the receipt and outcomes of disclosures of gifts and benefits in the register.

Service Directors, Managers and Supervisors have the responsibility to:


ensure that staff under their supervision are aware of this policy;
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assess any conflict of interest situation or any potential conflict of interest declared by their staff and
advise staff on the appropriate actions;



document the receipt and outcome of all disclosures of conflicts of interest or receipt of gifts and
benefits disclosed by their staff in the appropriate register;



manage local strategies; and



ensure completed Conflicts of Interest Declaration Forms or Gifts and Benefits Declaration Forms and
any supporting documentation are provided to the relevant executive director / delegate.

Staff have the responsibility to:


be aware of potential and actual conflict of interest situations and avoid where possible;



declare immediately any conflict of interest situation or potential conflict of interest to their
supervisor/ manager and/ or their executive director;



record and report as soon as possible any conflict of interest situation or potential conflict of interest
situation in the Conflict of Interest Declaration Form;



never accept gifts of cash;



never accept gifts, rewards, travel or meals from suppliers or individuals unless approved by their line
manager and there is no conflict of interest; and



record and report as soon as possible any gift/ benefit received using the Gifts and Benefits
Declaration Form.

3. Procedure Content
Conflicts of Interests or Gifts and Benefits – identification, implementation of

3.1

local strategies, reporting and recording


Upon staff being aware of the actual/ perceived conflict of interest or receiving or being offered a
gift/ benefit, staff must complete the Conflict of Interest Declaration Form or Gifts and Benefits
Declaration Form, sign and forward to their line manager.



Managers must assess and sign the reported conflict of interest or gift/ benefit form and implement
local strategies and forward the form to their Executive Director or delegate.



The Executive Director or delegate must assess the reported conflict of interest or gift/ benefit and
assess local strategies that have been undertaken.



The Executive Director or delegate must record the information from the Conflict of Interest
Declaration Form or Gifts and Benefits Declaration Form into the appropriate register.



The Executive Director or delegate should regularly observe any patterns of entries in the register,
implement strategies and ensure outstanding actions are completed.
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3.2

Establish Network Conflicts of Interest Register and the Gifts and Benefits

Register


The Director Clinical & Corporate Governance must establish a Conflicts of Interest Register and a
Gifts and Benefits Register for the Network.





The Conflicts of Interest Register is to incorporate as a minimum the undermentioned information:
o

name and contact details of the person declaring the conflict of interest;

o

to whom was the conflict declared (name and position);

o

date of declaration;

o

organisation or individual involved;

o

brief description of the matter;

o

directions/ guidance received to manage/ resolve conflict and by whom; and

o

action taken to manage conflict of interest.

The Gifts and Benefits Register is to incorporate as a minimum the undermentioned information:
o

date of the offer/ receipt of gift/ benefit;

o

if the gift/ benefit was accepted;

o

name and signature of the staff member that was offered or has accepted the gift/
benefit;

o

person or organisation that offered or provided the gift/ benefit;

o

reason for the offer or gift/ benefit;

o

description of the gift/ benefit;

o

estimated value of the gift/ benefit;

o

decision regarding what should happen with the gift/ benefit and reasons for that
decision;

o

signature of the line manager of the staff member that was offered or has accepted the
gift/ benefit; and

o

whether approval was sought and received from the manager prior to accepting the
gift/benefit.

3.2.1

Accessing the Conflict of Interest Declaration Form and Gifts and Benefits Declaration Form

Both Conflict of Interest Declaration Form and the Gifts & Benefits Declaration Form are available on the
internet or via the following links;
CORP091 Conflict of Interest Declaration Form
CORP092 Gifts and Benefits Declaration Form
All completed forms should be forwarded to Director Clinical & Corporate Governance.
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4. Definitions
Must
Indicates a mandatory action to be complied with.
Gift
Any item, service, prize, hospitality or travel, offered or provided by a customer, client, applicant, supplier,
potential supplier or external organisation, which has an intrinsic value and / or a value to the recipient, a
member of their family, relation, friend or associate, and includes bequests.
Should
Indicates a recommended action to be complied with unless there are sound reasons for taking a different
course of action.
Staff
For the purposes of this policy staff refers to any person working in a permanent, temporary, casual, termed
appointment or honorary capacity within NSW Health. It includes volunteers, patient advocates, contractors,
visiting practitioners, Visiting Medical Officers, students, consultants, researchers performing work within
NSW Health facilities.
Token Gifts
Inexpensive gift of gratitude such as a bunch of flowers, of token value.
Token Value
Is the monetary limit of acceptable token gifts. The token value for NSW Health is $75.

5. Legislation and Related Documents
Legislation

Independent Commission Against Corruption Act 1988 No 35

NSW MoH Policy Directives

PD2015_045 Conflicts of Interest and Gifts and Benefits

JH&FMHN Policies

2.010 Code of Conduct
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Catering
Policy Number

2.005

Policy Function

Leadership and Management

Issue Date
Summary

Responsible Officer
Applicable Sites

26 June 2017
This policy provides a framework for the provision of catering within Justice
Health & Forensic Mental Health Network.
Executive Director Corporate Services
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)
Change Summary

Policy 2.005 (Dec 2013)
 Reference Ministry of Health policy relating to Healthier Food and Drink
Choices in Health Facilities
 Minor terminology changes
 Formatting changes and reworking of some sections

TRIM Reference
Authorised by
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1. Preface
Occasionally there is a need to provide catering for activities conducted by Justice Health & Forensic Mental
Health Network (JH&FMHN). This policy provides guidance and direction to staff on the provision of catering
for meetings, events or other JH&FMHN activities.

2. Policy Content
2.1

Mandatory Requirements

Expenditure for catering must be for official purposes only, should not be excessive and should be able to
withstand public scrutiny. In all cases, the financial delegate approving expenditure must be satisfied that the
expenditure incurred, or to be incurred for catering, is in relation to official duties, is reasonable and is
publicly defensible.

2.2

Implementation - Roles & Responsibilities

Executive Directors, Network Directors and Service Directors have the delegation to approve or decline
catering requests. All other managers do not have authority to approve expenditure for catering with the
exception of Manager Education and Training (E&T).
The NSW Ministry of Health policy directive PD2009_081 Live Life Well @ Health: Healthier Food and Drink
Choices – Staff and Visitors in NSW Health Facilities states that health services must ensure healthy food
choice options are available within health facilities.
Catering for an activity that is not work related, including staff birthdays, festive events or other celebrations
is at the discretion of the Chief Executive or Executive Directors only.

3. Procedure Content
3.1

Catering for Staff Meetings

Only in exceptional circumstances will JH&FMHN provide catering for staff meetings. Generally, catering for
meetings may only occur where the attendance of staff at a meeting prevents them from taking a lunch
break or the meeting takes place at night. The scheduling of meetings over lunch and in the evening must be
avoided, where possible.

3.2

Catering for Education and Training Activities

An E&T activity that is scheduled on the E&T CE-approved catalogues of courses may have catering provided
as follows:
 A half-day session – morning or afternoon tea.
 A full day session – morning tea and lunch.
Catering for E&T activities must be approved by the Manager E&T.
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3.3

Catering for Events or Meetings with External Participants

Catering for meetings or activities with external (non-JH&FMHN) participants, such as meetings of the
JH&FMHN Board of Directors or Board Sub-Committees, is permitted. The relevant Executive Director,
Network Director or Service Director must approve all catering requests in advance.

3.4

Catering Providers

3.4.1

Staff Meetings and E&T Activities

If catering for staff meetings or E&T activities is approved, Corrective Services Industries (CSI) should be
considered as the provider if possible and cost effective. The Catering Request Form must be approved by the
relevant Executive Director, Network Director or Services Director. When catering through CSI is not available
or if the meeting/training is provided at the Justice Health Olympic Park (JHOP) or another JH&FMHN facility,
cost effective catering from a third party catering provider should be used.
Staff should complete the appropriate Catering Request Form when ordering catering from CSI, or refer to
JH&FMHN policy 2.150 Purchasing to complete a purchase order and provide to catering provider.
A purchase order for catering must be approved by an Executive Director, Network Director or Service
Director, with the exception of E&T.
3.4.2

Events or Meetings with External Participants

Catering for meetings or activities with external (non-JH&FMHN) participants, such as meetings of the
JH&FMHN Board of Directors or Board Sub-Committees, may be provided by a cost-effective commercial
caterer. A Catering Request Form does not need to be completed to order catering from a commercial
caterer. Staff should refer to purchasing policies as outlined in JH&FMHN policy 2.150 Purchasing to
complete a purchase order when ordering catering from any non-CSI catering provider. A purchase order for
catering must be approved by an Executive Director, Network Director or Service Director.
3.4.3

Catering in the Forensic Hospital

Catering for meetings or events in the Forensic Hospital outside of the Service Specifications within the
Project Deed can be provided by Medirest. Staff may contact the PPP Facilities Helpdesk on (02) 9700 3430
to request a quote for catering. Please note that any catering provided to the Forensic Hospital by other
suitable commercial caterers will have to satisfy the Forensic Hospital security entry requirements, including
potential x-ray scanning.
3.4.4

Catering donated by external organisations

Catering for medical teaching and training programs is often supplied by pharmaceutical companies without
charge, in line with recommendations from Medicines Australia for this type of activity. For catering of a
substantial nature there may be a requirement for appropriate disclosure in the Gifts and Benefits Register.
Staff should refer to JH&FMHN Policy 2.004 Conflict of Interest and Gifts and Benefits, for further detail.

3.5

Documentation

Brief approved or External Catering forms must be retained for as long as required by Normal Administrative
Practice, and therefore should be saved in HPRM by the user of the form with any associated brief, excluding
E&T approved courses.
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In this case all records related to the conference need to be retained for a minimum of two years according
to General Retention and Disposal Authority (GA28) 18.4.2

4. Definitions
Must
Indicates a mandatory action that has to be complied with.
Should
Indicates a recommended action to be complied with, unless there are sound reasons for taking a different
course of action.

5. Legislation and Related Documents
NSW Ministry of Health

PD2009_081 Live Life Well @ Health: Healthier Food & Drink Choices - Staff &

Policy Directives

Visitors in NSW Health Facilities

JH&FMHN Policies

2.022 Delegations Authority
2.150 Purchasing
2.004 Conflict of Interest and Gifts and Benefits
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Advanced Nursing Practice Skills for Registered Nurses and
Midwives
Policy Number

2.006

Policy Function

Leadership & Management

Issue Date
Summary

7 December 2017

This policy provides a framework for Justice Health & Forensic Mental Health
Network registered nurses and midwives to be authorised to perform advanced
nursing practice skills. The policy aims to ensure evidence of efficacy, safety and
effective resource utilisation to safely comply with care of patients. The policy is
an overarching policy regarding current advanced nursing practice procedures
set out by JH&FMHN.

Responsible Officer
Applicable Sites

Executive Director Clinical Operations
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)
Change Summary
TRIM Reference
Authorised by

Policy: 2.006

New Policy
n/a – New policy
POLJH/2006
Chief Executive, Justice Health & Forensic Mental Health Network

Issue Date: 7 December 2017
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Advanced Nursing Practice Skills for Registered Nurses
and Midwives

1. Preface
The policy ensures Justice Health & Forensic Mental Health Network (JH&FMHN) supports the delivery of
advanced nursing practice skills for registered nurses and midwives. The Nursing and Midwifery Board of
Australia (NMBA) defines ‘Advanced nursing practice as a continuum along which nurses develop their
professional knowledge, clinical reasoning and judgement, skills and behaviours to higher levels of capacity.
’(NMBA 2016).
The NMBA advises that advance nursing practice is a level of practice and not a role. This is to distinguish it
from Advanced Practice Nursing which are the roles of nurse practitioners.

2. Policy Content
2.1

Mandatory Requirements

Advance nursing practice within JH&FMHN covers the following provisions and requirements:
-

Registered nurses and midwives scope of advance nursing practice is limited to procedures
authorised by the Clinical Operations Committee.

-

Recognition of a registered nurses and midwives’ authority to perform the authorised advanced
nursing practice skills applies only within JH&FMHN.

-

Registered nurses and midwives commencing with JH&FMHN will be required to obtain
authorisation for advance nursing practice in JH&FMHN.

-

To achieve authorisation registered nurses and midwives will be required to undertake the education
and training as outlined in each authorised procedure.

Advance nursing practice procedures and guidelines have been prepared and authorised by the Clinical
Operations Committee. Each document covers the necessary requirements for each advanced nursing
practice skill. The education, proficiencies and skills outlined within the guidelines and procedures must be
followed at all times to ensure safe best practice when undertaking advanced nursing practice.

2.2

Implementation - Roles & Responsibilities

2.2.1 Managers


Ensure registered nurses and midwives are given the opportunity to attend education, have the
appropriate tools and resources available and work within the outlined guidelines or procedures of the
advance nursing practice skill.

2.2.2 Registered Nurse and Midwives


All registered nurses and midwives providing advanced nursing practice skills within JH&FMHN must
refer to this policy and the included guideline and procedures for the advanced nursing practice skill. In
the case of uncertainty, registered nurses and midwives should seek further advice by referring any issues
to their line mangers.



Registered nurses and midwives should ensure that they are up to date with current practices and
processes within JH&FMHN and as outlined in the relevant guideline or procedure.
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3. Procedure Content
The policy covers guidelines and procedures established by JH&FMHN to support ongoing advanced nursing
practice skills performed by registered nurses and midwives working within the Network. The policy is an
overarching framework to support developed guidelines and procedures. Each approved advanced nursing
practice skill for registered nurses and midwives guideline or protocol will be placed on the intranet under
the following link: http://intranetjh/Pages/Procedures-Manuals.aspx in the heading Advanced Nursing
Practice Skills for Registered Nurses and Midwives.

4. Definitions
Must
Indicates a mandatory action or requirement.
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
JH&FMHN Policies and
Guidelines

Adult Urinary Catheterisation Guidelines 2017
Advanced Skills Nursing Cervical and Breast Screen Care Guideline 2016
(intranet link)

External Resources

Nursing and Midwifery Board of Australia: Advanced nursing practice and
speciality areas within nursing. Oct 2016
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Policy Number

2.010

Policy Function
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Issue Date
Summary

Responsible Officer
Applicable Sites

5 September 2016
Justice Health & Forensic Mental Health Network (JH&FMHN) has an
obligation to maintain and promote standards of delivery and professional
behaviours that will sustain public confidence and trust. The community is
entitled to expect that JH&FMHN operations are carried out efficiently,
effectively, economically, fairly, impartially and with integrity. This Code of
Conduct policy underpins the JH&FMHN commitment to achieve these
standards.
Executive Director Governance & Commercial Services
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)
Change Summary

TRIM Reference
Authorised by

Policy: 2.010

Policy 2.010 (November 2014, February 2010, February 2006)


Added that if JH&FMHN staff are banned for any reason by Corrective
Services NSW from entering any Correctional Centre across NSW, their
employment will be terminated.



Added if JH&FMHN staff are advised by their patients or become
aware of any potential security or safety threats, e.g. planned riot by
inmates, they must notify their JH&FMHN manager who will advise
CSWNSW or JJNSW immediately.



Updated reference to new NSW Ministry of Health (MoH) policy
directive (PD) PD2015_049 Code of Conduct at end of this policy.

POLJH/2010
Chief Executive, Justice Health & Forensic Mental Health
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1. Preface
The policy applies to all Justice Health & Forensic Mental Health Network (JH&FMHN) staff, whether they are
employed in the custodial setting, Forensic Mental Health Services or in the community. This policy includes
the NSW Ministry of Health (MoH) PD2015_049 Code of Conduct and the additional provisions specific for
JH&FMHN staff.
JH&FMHN has an obligation to maintain and promote standards of delivery and professional behaviours that
will sustain public confidence and trust. The community is entitled to expect that JH&FMHN operations are
carried out efficiently, effectively, economically, fairly, impartially and with integrity. The NSW MoH
PD2015_049 Code of Conduct underpins the JH&FMHN commitment to achieve these standards. It will
provide direction to all JH&FMHN staff in relation to the acceptable standard of behaviour expected of them
and others while at work.

2. Policy Content
2.1

Mandatory Requirements

This policy is set out in two sections:
Section 1: NSW MoH PD2015_049 Code of Conduct applicable to all staff of NSW Health.
Section 2: Additional provisions specific to JH&FMHN staff.
JH&FMHN staff must comply with all aspects of the NSW MoH PD2015_049 Code of Conduct. Due to
JH&FMHN’s relationship with Corrective Services NSW (CSNSW) and Juvenile Justice NSW (JJNSW) additional
provisions are required for JH&FMHN staff as outlined in this JH&FMHN policy 2.010 Code of Conduct.
If a staff member is in any doubt as to the standards set out in this policy, he or she should refer the matter
to his/her immediate line manager for resolution.
Staff must comply equally and fully with all aspects of the NSW MoH PD2015_049 Code of Conduct and the
JH&FMHN policy 2.010 Code of Conduct. For further details regarding compliance, refer to paragraph 2.2 of
the NSW MoH PD2015_049 Code of Conduct.

2.2

Roles and Responsibilities

All JH&FMHN staff must comply with this policy.

3. Procedure Content
In addition to the provisions set out in the NSW MoH PD2015_049 Code of Conduct, JH&FMHN staff must
also be aware of and comply with the following additional provisions.

3.1

Associations with Inmates/Detainees/Patients

3.1.1

Initial Declaration

Upon being recruited to a position, JH&FMHN staff are required to sign a JH&FMHN EMP107 Declaration of
Association, Criminal Charges and Offences form stating whether a relative or person with whom a personal
relationship is shared, is in custody in NSW. Staff must also disclose if they have a personal relationship with
any former inmates/detainees/patients. This information will be reviewed by Workforce and a risk assessment
will be conducted by the Director of Workforce and the respective Executive Director to determine the level
Policy: 2.010
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of risk to JH&FMHN. This information may be disclosed to CSNSW/JJNSW if the Chief Executive or Director
Workforce determines that the JH&FMHN staff member’s relationship with former or current
inmates/detainees/patients may pose a risk to either of those organisations.
3.1.2

Ongoing Declarations

During a person’s employment with JH&FMHN, staff must disclose to their immediate line manager on
JH&FMHN EMP107 Declaration of Association, Criminal Charges and Offences form, if any person enters into
custody or care of JH&FMHN with whom they have or previously have had a personal relationship. The line
manager must disclose this information to his/her Service Director. If a declaration is made, the Service
Director must conduct a risk assessment in consultation with the Director Workforce and forward to the
Executive Director. This form is to be placed in the staff member’s personnel file. This information will be
considered in the same pathway as in Section 3.1.1.
Relationships formed with inmates/detainees/patients upon their release from custody must also be declared
to the staff member’s immediate line manager, who must conduct a risk assessment for possible further
action and report to the Service Director.
3.1.3

Contact and Acceptable Communication with Inmates/Detainees/Patients and their Families

All dealings with inmates/detainees/patients will be professional, transparent, accountable and fair.
JH&FMHN staff must contact inmate/detainee/patients’ families for official purposes only and in accordance
with JH&FMHN policy, and after approval by CSNSW/JJNSW or Forensic Mental Health Services. JH&FMHN
staff of the Connections Program, Community Forensic Mental Health Services and the Integrated Care
Service may be required as part of their duties to contact patients’ families to confirm accommodation or
other issues post release.
JH&FMHN staff working with forensic patients or patients who have been diagnosed with a mental illness or
mental disorder, have additional mandatory obligations under mental health legislation to provide
information to the designated/principal carer(s) including the patient’s details of admission, Mental Health
Review Tribunal hearings, classification or reclassification of security status, proposed treatment by
Electroconvulsive Therapy (ECT), proposed surgery, absence without leave, transfer of care planning,
discharge planning, transfer and release from custody. These obligations are considered to be part of the
employee’s normal duties and are therefore implicitly authorised. However, JH&FMHN staff must liaise with
CSNSW/JJNSW, where relevant, to determine whether there are local security issues in relation to the
particular patient/inmate/detainee, as well as whether there are Apprehended Violence Orders in place or the
proposed contact is a registered victim under the Crimes (Administration of Sentences) Act 1999. In relation to
forensic patients, staff should check with the Mental Health Review Tribunal, which can advise whether there
are any registered victims.
JH&FMHN staff working with any patient/inmate/detainee who has a mental illness or mental disorder
should, as far as practicable, adhere to best practice, as set out in the principles for care and treatment under
section 68 of the Mental Health Act 2007. These principles include the directives that “every effort that is
reasonably practicable should be made to involve persons with a mental illness or mental disorder in the
development of treatment plans and plans for ongoing care” and that “the role of carers for people with a
mental illness or mental disorder and their rights to be kept informed should be given effect.” However, in
complying with these tenets, staff should be sensitive to the issue that carers, families and significant others
may also be victims of the offence committed by the patient/inmate/detainee.
JH&FMHN staff must ensure that staff personal contact details, including any other personal details and
information, and/or that of any other staff member, are not revealed directly or indirectly to the
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patient/inmate/detainee. Dates of patient/inmate/detainee external appointments and transfers or other
security-related information must not be revealed directly or indirectly to patient/inmate/detainees or their
designated/principal carers.
3.1.4

Relationships with Inmates/Detainees/Patients during and After Incarceration

Staff must not have a personal relationship with an inmate/detainee patient during the course of the
professional relationship.
Inappropriate relationships with former or current inmates/detainees/patients may lead to manipulation or
compromise. While staff involved in the criminal justice or forensic mental health systems will have regular
interaction with inmates/detainees/patients, they must be aware of the danger of crossing professional
boundaries

or

becoming

vulnerable

to

manipulation.

As

stated

above,

all

relationships

with

inmates/detainees/patients past or present must be declared to the staff member’s immediate line manager,
who must disclose through Line Management to the Executive Director.
3.1.5

Dealing with Matters for Inmates/Detainees/Patients

Staff must not become involved in any personal matters of inmate / detainee / patients, or any transaction
that involves dealing with cash, bank accounts, credit cards or property of inmates / detainees / patients. Any
such request must be directed to an appropriate correctional officer. The only exceptions in dealing with
financial matters on behalf of patients is in the Forensic Hospital, or for release planning and linking patients
to financial counselling by the Connections Program (see below). JH&FMHN staff must, under no
circumstances, provide, or arrange to provide, any substance, money, advice, goods or services to any inmate
/ detainee / patients outside of their official duties. Formal JH&FMHN correspondence regarding current or
former clients must relate only to clinical care or service delivery, in accordance with JH&FMHN policies on
discharge/release planning and divulging of information to courts and solicitors. If a staff member is in any
doubt about this matter, he or she must refer the matter to their immediate line manager for resolution.
a)

Patients Admitted to the Forensic Hospital

JH&FMHN staff (‘staff’) must not provide patients with financial advice on investing their money.
Patients must only obtain investment advice from a qualified financial advisor.
Only authorised staff are permitted to assist patients with their finances. Authorised staff are: the Patient
Fees & Trust Accounting Officer, Finance staff, Allied Health staff and staff authorised in writing by the
Service Director, Forensic Hospital and Executive Director, Governance & Commercial Services for a
specific purpose.
Staff, other than authorised staff, may be approached by patients seeking information and assistance
regarding their finances. If this occurs, staff must listen to and acknowledge the patient in a professional
and engaged manner. Staff must then direct the patient to the Patient Fees & Trust Accounting Officer
or Allied Health staff for assistance.
When authorised staff assist patients with their finances, they must do so in accordance with legislation,
NSW MoH and JH&FMHN policies and procedures.
The Patient Fees & Trust Accounting Officer and Finance staff are only permitted to assist patients with
matters relating to Forensic Hospital trust accounts. Allied Health staff are permitted to assist patients
with matters relating to their Forensic Hospital trust accounts and personal finances.
b)

Patients under the care of the Connections Program or Community Forensic Mental Health
Services or the Integrated Care Service

Staff working in the Connections Program or Community Forensic Mental Health Services or the
Integrated Care Service may be approached by patients seeking assistance and information regarding
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their finances. Staff must listen to and acknowledge the patient in a professional and engaged manner.
While inmate/detainee/patients are in custody, staff must refer them to CSNSW staff about financial
matters. Where there are financial matters in the community, staff can support patients in accessing the
appropriate services to assist them.
3.1.6

Giving/Receiving Gifts

Staff must discourage and politely decline any gift from inmates/detainees/patients or their families, no
matter how small, to ensure a professional relationship is maintained with the inmate/detainee/patient.
Equally staff must never give any item or gift to an inmate/detainee/patient. Greeting cards are not deemed
as gifts, and therefore are acceptable for staff to receive; however food, cigarettes, money and other objects
are not acceptable. Even the smallest objects have the potential to take the role of currency in a custodial or
inpatient setting, and have the potential to be subject to abuse.
Staff must not accept any gifts or benefits, and must not let the offer of any gift or bribe to influence the way
they work or decisions he or she makes. Staff must report offers of non token gifts or bribes to their
supervisor. Staff may accept token or inexpensive gifts from vendors or business associates, only if the gift is
a gesture of appreciation, and not to secure favour. Token gifts must be declared to his or her supervisor,
who can assist determining if the gift is indeed “token”. Token gifts refer to gifts of nominal value. If you are
unsure whether a gift is “token” or not, the best thing is to thank the vendor/ business associate for the offer,
but politely decline the gift.
Gifts of money or alcohol of any kind are not considered token and must be declined.
3.1.7

Ethical / Medico-legal Issues

JH&FMHN staff must ensure Executive Director’s authorisation for any involvement in, or provision of clinical
services, either public or private, when the service is not clinically indicated, or when the clinical service is not
routinely provided in the public sector, or could involve ethical or security concerns for either JH&FMHN,
CSNSW or JJNSW.
JH&FMHN staff must ensure that significant clinical practice or care issues and ethical and medico-legal
issues or concerns are identified and reported to line managers for appropriate consultation and
management with the respective Executive Director.

3.2

Criminal Record and Declarations

3.2.1

Periodic Criminal Record Check

JH&FMHN, CSNSW and/or JJNSW may require periodic criminal record checks after employment begins.
These are most likely to be done annually. When these are required all existing staff must undergo the
additional criminal record checks.
3.2.2

Ongoing Criminal Declarations

Whilst employed with JH&FMHN, a staff member must disclose to their immediate line manager, if they are
charged with, or convicted of, any criminal activity. Through the line management they must then inform
his/her Executive Director.

3.3

Partnering Agencies

JH&FMHN staff must not involve other agencies in any issue related to their employment conditions. Other
agencies’ employment administration, conditions and policies may significantly differ from JH&FMHN’s and
should not be referred to. As separate public sector agencies there are also limits on the release of
information between these agencies and JH&FMHN. Staff are not to release any information to other
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agencies relating to their own employment or related to other JH&FMHN staff or decisions and actions by
JH&FMHN. If JH&FMHN staff have a concern about another JH&FMHN staff member, they are to report the
issue to their line manager and not to another agency, unless there is an immediate concern about security in
which case the staff member is to contact their line manager with the details of what action they have taken
following their report to the other agency. The JH&FMHN line manager must contact Workforce and their
Executive Director for advice.
3.3.1

Policy and Procedures

JH&FMHN staff are required to adhere to JH&FMHN policies and procedures. CSNSW and JJNSW policies
and procedures generally do not apply to JH&FMHN staff, although JH&FMHN considers the requirements
of CSNSW/JJNSW in the development of their policies. Local procedures dealing with the security and
management of a facility are to be followed. If a staff member is in any doubt about which policy should be
followed, he or she should discuss the matter with their immediate line manager in the first instance.
3.3.2

Complying with Justice Health & Forensic Mental Health Network Directions

JH&FMHN staff are required to follow JH&FMHN management directions in all cases. In addition, JH&FMHN
staff must co-operate fully with CSNSW or JJNSW with regards to security procedures. This includes
emergency situations such as fire, riot and inmate/detainee/patient disturbances. JH&FMHN staff must also
communicate any security and safety concerns they may have to their line manager who will advise CSNSW
or JJNSW.
If JH&FMHN staff are advised by their patients or become aware of any potential security or safety threats,
e.g. planned riot by inmates, they must notify their JH&FMHN line manager who will advise CSWNSW or
JJNSW immediately.
If JH&FMHN staff are banned for any reason by Corrective Services NSW or Juvenile Justice Centres from
entering any Correctional Centre/JJ Centre across NSW, their employment will be terminated.
3.3.3

Justice Health & Forensic Mental Health Network Investigations

When indicated, investigations are undertaken into incidents including staff behaviour. From time to time
senior members of CSNSW/JJNSW may be involved in JH&FMHN investigations, which relate to
inappropriate staff behaviour in a correctional environment or matters related to the security and good order
of the centre. CSNSW/JJNSW will not be involved in investigations that concern clinical concerns or
performance matters that are not related to the security and good order of a centre. JH&FMHN staff are not
to discuss or divulge information in relation to a JH&FMHN investigation to CSNSW or JJNSW unless
approval to do so has been granted by the Chief Executive of JH&FMHN.
3.3.4

Release of Patient Information

All inmates/detainees/patients have a right to confidentiality of their health information. JH&FMHN staff
must respect this right and pay particular attention to this in their dealings with CSNSW/JJNSW. Information
regarding an inmate/detainee/patient’s healthcare should not generally be provided to CSNSW/JJNSW staff.
However JH&FMHN staff do have a duty to advise CSNSW/JJNSW staff of actual or potential "at-risk" health
problems of inmates/detainees/patients under their care. The JH&FMHN Health Problem Notification Form
and functions in PAS, communicates JH&FMHN advice and recommendations regarding a patient’s clinical
status and/or management requirements to CSNSW/JJNSW. This information may concern placement or
possible signs of a condition or illness, such as substance use withdrawal or asthma. Refer to JH&FMHN
policies 1.231 Health Problem Notification Form (Adults), 1.235 Health Problem Notification and Escort Form
(Adolescents), or 4.030 Requesting and Disclosing Health Information for further guidance.
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3.3.5

Working Relationship with CSNSW/JJNSW Staff

If during the course of their duties, a JH&FMHN staff member believes that what they have been asked to do
by CSNSW/JJNSW staff may compromise patient care or is inconsistent with JH&FMHN policy, they should
immediately consult with their line manager or the After Hours Nurse Manager for advice.

3.4

Respectful Language in the Workplace

Staff working in the criminal justice system, inpatient and community services have the right to expect that
they will be spoken to in a reasonable manner by colleagues and managers. Harassment, bullying and
discrimination of any kind is not tolerated, refer to JH&FMHN policy 3.100 Harassment, Bullying and
Discrimination for further information. Coarse, loud, abusive and/or obscene language is inappropriate in any
workplace, as is sexual banter and suggestive behaviour, whether written, spoken or in images. The use of
such language causes offence and may constitute harassment or intimidation. No staff member should use
or tolerate such language. Offensive language is equally unacceptable toward inmate, detainee, patients, and
members of other agencies working with JH&FMHN.

4. Definitions
Detainees
Young people in custody as referred to by Juvenile Justice NSW (JJNSW).
Inmates
Adults in custody as referred to by Corrective Services NSW (CSNSW).
Must
Indicates a mandatory action required that must be complied with.
Patients
Detainees / Inmates receiving medical care provided by JH&FMHN.
Personal relationship
Any social, business or familial relationship.
Should
Indicates a recommended action that should be followed unless there are sound reasons for taking a
different course of action.
Staff
For the purposes of this policy staff refers to any person working in a permanent, temporary, casual, termed
appointment or honorary capacity within JH&FMHN. It includes volunteers, patient advocates, contractors,
visiting practitioners, students, consultants and researchers performing work within JH&FMHN facilities.

5. Legislation and Related Documents
Legislation

Crimes Act 1900
Crimes (Administration of Sentences) Act 1999
Health Records and Information Privacy Act 2002
Health Services Act 1997
Mental Health Act 2007
Privacy Act 1988 (Cth)
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Privacy and Personal Information Protection Act (1998)
JH&FMHN Policies
and Forms

1.141 Release Planning and Transfer of Care Policy - Adult Ambulatory Setting
1.142 Discharge Planning - Medical Subacute and Aged Care Rehab Unit, LBH
1.231 Health Problem Notification Form (Adults)
1.235 Health Problem Notification and Escort Form (Adolescents)
1.325 Referrals, Admission and Transfer of Care (Adults) Forensic Hospital
1.327 Referral, Admission & Transfer of Care (Adolescents) Forensic Hospital
1.335 Referrals to the Community Integration Team
2.020 Corruption Prevention and Fraud Control
2.140 Public Interest Disclosures
3.020 Conduct and Discipline
3.100 Harassment, Bullying and/or Discrimination
4.030 Requesting and Disclosing Health Information
EMP107 Declaration of Association, Criminal Charges and Offences
JUS050.001 Health Problem Notification and Escort form (Adults)
JUS050.002 Health Problem Notification and Escort form (Adolescents)

NSW MoH Policy
Directives
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1. Preface
The purpose of the Records Management Policy is to ensure that full and accurate records of all activities and
decisions of Justice Health & Forensic Mental Health Network (JH&FMHN) are created, managed, retained
and disposed of in accordance with the State Records Act 1998, within an Electronic Data Record
Management System (EDRMS). The EDRMS installed is recognised as Hewlett Packard Records Manager
(HPRM) V8.2.
This will enable JH&FMHN to achieve information accessibility, business enhancement and improvement. It
will also meet its obligations for accountability while ensuring that it protects the rights and interests of
JH&FMHN, its staff, clients and the community.
In addition, the State Records Regulation 2015
 prescribes guidelines on what constitutes normal administrative practice,
 prescribes a number of public offices for the purpose of exempting their collections of private records
from the Act; and
 Updates the list of other legislation authorising the disposal or alteration of State Records.
This policy and associated records management procedures form the basis of meeting requirements under
the State Records Act 1998 and will provide JH&FMHN staff with guidelines for the creation, retention and
disposal of records to comply with statutory and regulatory record management principles and standards.
This policy does not apply to records and documents that are contained within a patient’s health record. Staff
should refer to JH&FMHN policy 4.020 Health Records (ImpG).

2. Policy Content
2.1

Mandatory Requirements

 Official records must:
o be captured in accordance with section 3.2 of this policy. Appropriate metadata for captured
records should be included to ensure the continued usability of records over time.
o not be stored on the H Drive, a USB key or memory stick, disks, personal emails or a staff
member’s home computer or electronic device.
o be secured against unauthorised access, alteration or deletion to preserve their authenticity and
to ensure that appropriate staff have access to them as required.
 Records of decisions and actions made in the course of business must be documented (e.g. where
business is transacted by telephone, key points should be documented via email, file notes, meeting
minutes etc.).
 Vital records must be identified and managed in accordance with this policy to ensure JH&FMHN
business continuity.
 Records must be disposed of in accordance with retention and disposal authorities authorised by State
Records NSW or Normal Administrative Practice (NAP). Sentencing of records will be undertaken by
the staff of the Records Management Unit (RMU).
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 Hard copies of records must be stored in areas authorised by the RMU. The primary location for the
storage of JH&FMHN’s hardcopy records is in the Justice Health Administration Centre (JHAC) Archive
Room.
 Staff should not maintain individual or unofficial record-keeping systems (such as spreadsheets,
documents, databases) which duplicate or replace those records which are held or should be held in
the EDRMS or other official business information systems (such as ProAct).

2.2

Implementation - Roles & Responsibilities

2.2.1

Chief Executive (CE)

The CE has a duty under section 10 of the State Records Act 1998 to ensure organisational compliance with
requirements and State Records Regulation 2015.
2.2.2

Executive Directors and Managers

Directors and managers are responsible for supporting the creation, capture, storage and monitoring of
records by staff as part of normal business practice. This includes ensuring staff are adequately trained and
are aware of their responsibilities.
2.2.3

All Staff

In addition to mandatory requirements listed in section 2.1 of this policy, staff must also:
 Be aware of their responsibilities relating to the management of records;
 Routinely create accurate records of JH&FMHN activities and decisions;
 Ensure that access Control is applied on creation to prevent mis-use or access (eg. Staff Personnel Files
where access of sub-folder has open access);
 Ensure that full and accurate records of all JH&FMHN business activities are created and managed to
meet organisational needs and accountability requirements;
 Ensure records are not destroyed without authorisation from the RMU; and
 Ensure records are not removed from assigned areas or taken off-site without authorisation from the
RMU.
2.2.4

ICT

Information and Communications Technology (ICT) staff will work with the RMU to ensure infrastructure,
systems, policies and procedures are in place to support the capture, maintenance, authenticity, access and
disposal of digital records and their metadata for the appropriate record retention period.
2.2.5

Records Management Unit

The RMU includes the Manager Administrative Services as the Records Manager, Corporate Records
Coordinator/ Administrator and Corporate Records Officers who provide the following services in relation to
records management:
 Maintaining and administering the EDRMS;
 Providing advice, support and training on record-keeping practices for the capture and maintenance of
records;
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 Ensuring that duplication of records will be minimised and storage will be used efficiently;
 Developing and maintaining procedures around record management practices;
 Support for corporate action and governance and facilitation of current and improved business
processes and information sharing improvements;
 Business continuity and the appropriate management of risk;
 Coordinating requests for hard copy, pre-TRIM file retrievals and returns to the JHAC Archive Room;
 Undertaking routine audits in the EDRMS for use of standard titling, location, security and access
control for record-keeping activities;
 Registering incoming mail into the EDRMS and distributing to action officers electronically, hard copy
of document to be quality checked and stored for future destruction;
 Management and distribution of emails received to the Virtual Corporate Fax and JH&FMHN Webpage
enquiries received via JHAdmin@justicehealth.nsw.gov.au.

3. Procedure Content
3.1

Procedure to Identify which Records Should be Captured and Managed

The following questions provide guidance on which records must be captured in EDRMS:
 Does the record approve or authorise actions of JH&FMHN?
 Is the record formal communication between staff relating to work?
 Does the record signify a policy change or development?
 Does the record commit the organisation to an arrangement, business deal or a contract?
 Does the record contain advice, provide guidance or constitute internal/external formal
communication?
 Would information contained within the record be required for business continuity?
 Is this the final draft of a record?
Records meeting the above criteria that are created, received or maintained by staff in the course of carrying
out business on behalf of JH&FMHN must be captured in accordance with section 3.2 of this policy. This
includes paper records and digital formats such as emails, word documents, spreadsheets, web pages, digital
photographs, scanned versions of paper documents and incoming mail.
Guidelines for capturing records into EDRMS and ensuring they are titled correctly are outlined on
Intranet/Applications/HPRM Cheat Sheets and eLearning link provided by RMU.

Access to eLearning is

provided by the Corporate Records Coordinator via link to the site.
Further information can be obtained by contacting the RMU helpdesk on (02) 9700 3576 or emailing
TRIM-RMU@justicehealth.nsw.gov.au

Policy: 2.014

Issue Date: 26 June 2017

Page 4 of 8

Corporate Records Management

3.2

Record Capture and Storage

JH&FMHN utilises HPRM 8.2 as its principal corporate recordkeeping system. The system is used to register,
capture and track digital (and in some cases hardcopy) files and documents whether received, generated or
acted upon by the organisation.
The following practices must be followed to appropriately capture and store an official record:
 If the record only exists as metadata (such as a timesheet), it must be captured and stored in an official
business information system (such as ProAct).
 If the record only exists in digital (electronic) format, it must be captured in HPRM electronically.
 If the record originally existed in a digital format but was subsequently revised as a hard copy (such as
following a manager’s signature), the final hard-copy version must be digitised and captured in HPRM
as a revised or replacement record, quality checked, ticked and dated providing evidence that
complete record has been captured.

The revision must be retained for 6 months before Destruction

Certificate is prepared and approved by RMU prior to destruction via Secure Bin or documents
shredded.
 Destruction Certificates must be retained in EDRMS for 20 years.
 If the record was originally created/received as a hard copy record (such as mail or a log book), the
record must be:
o Digitised and captured in EDRMS , wherever possible; or
o Captured and managed as directed by the RMU if it is not practical to digitise the record due to
physical or other limitations.
Access to the EDRMS and user training is arranged through the RMU. Where HPRM licenses are unavailable,
RMU staff will provide assistance and guidance to staff to ensure the appropriate management of records.
Users of the EDRMS are responsible for:
 Recording the movement of records in HPRM to maintain the current location;
 Ensuring that consistent and efficient practices are utilised and ensure the accuracy of information
entered in HPRM; and
Quality Checking scanned documents saved into HPRM then storing securely for required period to comply
with retention then final destruction as detailed in 3.4 in accordance with State Records Act 1998.
3.2.1

Vital Records

Vital records include records that document how the organisation will:
 operate during a disaster,
 re-establish functions after a disaster; and
 establish and protect the rights and interest of the organisation and its employees, customers and
stakeholders.
Vital records must be identified, captured and maintained in the EDRMS. Staff may refer to the State Records
NSW Standard on counter disaster strategies for records and recordkeeping systems for mandatory information
regarding the management of vital records within the NSW public sector.
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3.3

System and Record Access

System access is provided to an approved position and not to an individual. Requests for access are to be
submitted on HPRM Access Request form and must be approved in writing by Line Manager or Director.
Mandatory e-learning must be completed prior to an HPRM licence being activated for the user.
Users on extended leave will be de-activated during the period of leave to enable provision of access to the
acting staff member.
All records, regardless of format, must be available to authorised staff that require access for business
purposes. Reasons for restricting access to HPRM containers should be outlined when requesting the
creation of a container. The RMU will apply security and access controls to containers of a highly sensitive or
confidential nature on creation of the container.

Requests for access to containers or documents should be

directed to the container or document owner or alternatively, a request in writing to RMU and authorised by
container owner
Access to staff P files should be a written request to Human Resources, as the owner of the container. No
access can be provided by RMU.

3.4

Record Disposal

Records must be maintained, stored and preserved for as long as they are needed to meet business needs
and legislative requirements. The RMU will review each HPRM container, apply the appropriate General
Disposal Authority and manage the Quality Check audit and disposal process.
The disposal of records must be documented and approved at a senior level in consultation with RMU
Records Manager and/or HPRM Administrator. Records will be disposed of in accordance with State Records
NSW disposal authorities.

4. Definition
Capture
A deliberate action which results in a record being placed on a registered file or the registration of a
document into EDRMS. For certain business activities, this action may be designed into digital systems so
that the capture of records is concurrent with the creation of records.
Digital / Electronic Records
Digital information captured at a specific point in time that is kept as evidence of a business activity. The
term ‘digital records’ covers ‘born digital’ records such as emails, web pages, digital photographs, digital
audio files and database records as well as scanned versions of paper records that have been digitised in
business processes.
Disposal
To dispose of a record by destruction or by any other means. Record disposal may also include the migration
or transmission of records between recordkeeping systems, and the transfer of custody or ownership of
records.
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Disposal Authority
A policy for the retention and disposal of records approved by the State Records NSW Advisory Committee.
Metadata
Recordkeeping metadata is data that describes the context, content and structure of records and their
management through time. It refers to the record title, its current home and owner locations, date registered
and the applicable retention schedule.
Must
Indicates a mandatory action required that must be complied with.
Normal Administrative Practice
Normal Administrative Practice (NAP) is the concept that is applied to the routine destruction of material of a
transitory or ephemeral nature where it is obvious that no information of continuing value to the
organisation will be lost. It applies to the routine destruction of drafts, duplicates and publications created,
acquired or collected by agency staff in the course of their official duties. Guidelines on what constitutes NAP
are set out in the State Records Regulation 2015.
Record
A record is any document or other source of information compiled, recorded or stored in written form, on
film, or through electronic means. Records created, received and maintained by JH&FMHN staff in the course
of organisational operations and activities are official records and are owned by JH&FMHN.
Records are classified into the following two categories:
 Official Records (Must be captured)
Official records are records of continuing value that have administrative, business, financial, legal,
evidential or historic value to the organisation.
Examples include health strategies and policies, minutes of meetings, approvals, briefs, financial and
accounting records, agreements, contracts, insurance claims, personnel records relating to
occupational health and safety, staff development, salaries, compensation, industrial relations,
complaints, audits, special reports, etc.
 Facilitative and Ephemeral Records (May be captured if appropriate)
Records of a routine or instructional nature that have no continuing value to the Network and are
needed for a limited period of time.
Examples are:
o Messages that organise meetings or deliveries, fragments of email discussion on a matter, minor
queries, minor service calls, or matters that do not relate to the business functions of the
organisation.
o Rough drafts of reports, or correspondence and routine or rough calculations not circulated to
other staff for comment where a final draft has been captured on the appropriate file. Note:
Versions of drafts that contain significant changes to content should be captured.
o Duplicate (or extract) copies of records, documents, policy directives, forms, etc. where no
meaningful annotations have been made.
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o Information material produced or published by other organisations (e.g. external organisation’s
annual reports, price lists, catalogues, advertising material, brochures, flyers, journal articles,
reports).
o Reference sets of manuals, directories, addresses and contact lists kept for information only.
Registration
The act of giving a record a unique identifier upon entry into a record-keeping system. The primary purpose
of registration is to provide evidence that a record has been created or captured in a record-keeping system,
with the benefit of facilitating retrieval and access.
Should
Indicates a recommended action that should be followed unless there are sound reasons for taking a
different course of action.
Staff
For the purpose of this policy, staff refers to all employees, contractors and other persons who, in the course
of their work, have access to information in or on behalf of JH&FMHN and the NSW public health system.
EDRMS
The Electronic Digital Record Management System is a database application that captures, maintains and
provides access to records over time as required.
Vital Record
An official record, which is required to ensure JH&FMHN business continuity.

5. Legislation and Related Documents
Legislation

State Records Act 1998.
State Records Regulation 2015
Digital Information Security - DISP 2015

NSW MoH Policy
Directives and Guidelines

PD2009_057 Records Management – Department of Health

JH&FMHN Policies and
Guidelines

2.010 Code of Conduct
4.020 Health Records (ImpG)
5.110 Work Health and Safety
5.135 Security Risk Management

The State Records
Authority of NSW

Administrative Records (GA 28)
Managing Personnel Records Public Health Services: Administrative Records
(GDA 21)
Public health services: patient/client records (GDA 17)
Standard on counter disaster strategies for records and recordkeeping systems
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Patient (Consumer) Complaints Handling

1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to providing health care that is
responsive to the needs of our patients. Patient complaints can provide an invaluable insight into the
effectiveness and quality of our service.
This policy has been developed in accordance with the following NSW Ministry of Health (MoH) policy
directives (PD) and guidelines (GL):
1.

NSW MoH PD2006_073 Complaint Management Policy

2.

NSW MoH GL2006_023 Complaint Management Guidelines

2. Policy Content
This policy provides staff with guidance on how to effectively manage a complaint from patients and
consumers in regards to the health care and/or services provided by JH&FMHN.
For complaints regarding staff grievances refer to:
-

NSW MoH PD2010-007 Grievance – Effective Workplace Resolution; and

-

JH&FMHN policy 3.090 Grievance Management

and for complaints regarding a clinician refer to:
-

NSW MoH GL2006_002 Complaint or concern about a Clinician – Management Guideline

-

NSW MoH PD2014_042 Managing Misconduct; and

-

JH&FMHN policy 2.016 Management of a Complaint or Concern about a Clinician

Mandatory Requirements
All health services must have a complaint management process to ensure complaints are managed in an
effective and timely manner. All complaints are required to be acknowledged within 5 days of receipt and
finalised within 35 calendar days.

Roles and Responsibilities
Chief Executive is responsible for:
 Ensuring an effective complaint management system is developed and implemented.
 Encouraging a culture where complaints are handled seriously and thoroughly.
 Ensuring appropriate resources are available and utilised for effective complaint management.
 Ensuring compliance with any reporting obligations in accordance with relevant legislation and policy
requirements. For example Health Services Act 1997 (NSW) and Health Practitioner Regulation National
Law (NSW).
Executive Directors are responsible for:
 The strategic oversight of complaints within their area of responsibility.
 Ensuring risks are identified through the complaints management process.
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 Appointing an action officer to manage a complaint, ensuring the complaint is handled effectively and
within specified timeframes.
 Ensuring appropriate actions are implemented to eliminate or minimise similar problems from
occurring.
Director Clinical and Corporate Governance is responsible for:
 Acting as the Designated Senior Complaints Officer.
 Providing a recognisable point of contact for the receipt and management of complaints.
 Reporting trended complaint data at least every quarter to the Clinical Governance Committee, the
Quality Council and the Community Reference Group.
 Ensuring policies and procedures are in place to manage complaints.
Service Directors, Health Service Managers, Nurse Managers and Nursing Unit Managers (NUMs) are
responsible for:
 Managing complaints through local resolution.
 Notifying a complaint in the Incident Information Management System (IIMS) via the Complaint
Notification form if a complaint is made directly to them and cannot be locally resolved.
 Assessing, investigating and resolving complaints.
 Obtaining a patient’s consent if required.
 Providing a written response when required to complaints within 35 calendar days of receiving the
complaint.
 Advising patients, consumers and carer’s of options for escalation or recourse in the event a complaint
cannot be managed locally e.g. Clinical and Corporate Governance Unit, Health Care Complaints
Commission, Official Visitors and Mental Health Official Visitors.
 Reviewing complaint data for trends within their area of responsibility.
Client Liaison Officers (CLO) are responsible for:
 Notifying complaints in IIMS via the Complaint Notification form that have been received by Network
via telephone, written letter, or email.
 Acknowledging the receipt of a complaint within 5 calendar days to the complainant.
 Creating a Client Liaison (CL) container (unless the patient has an existing complaint container) in Total
Record Information Management (TRIM), with the complaint, template response letter and consent
form where applicable.
 Forwarding the complaint and TRIM container to the appropriate Executive Director for action.
 Monitoring the complaint management process to assist in meeting timeframes.
 Being the point of contact for complaint management enquiries and providing education to staff.
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Staff are responsible for:
 Accepting and resolving complaints where possible.
 Escalating a complaint to their line manager if unable to resolve.
 Advising the complainant of the complaint management process.

3. Procedure Content
3.1

Complaint Management Process

There are four major stages in the complaint management process:
1. Receive the complaint
2. Assess the complaint
3. Investigate the complaint
4. Resolve the complaint
3.1.1

Receive the complaint

Complaints may be received in person, via the telephone, or in writing. Staff at all levels must accept
complaints and know what action to take to respond and resolve the complaint.
If a patient or consumer or carer makes a verbal complaint directly to a clinical staff member, the clinical staff
member should attempt to resolve the complaint, this is called local resolution. Many complaints may be
resolved locally utilising open disclosure principles with an acknowledgement, clear communication, an
apology, an explanation of events/ or processes and validation of the complainant’s satisfaction. Complaints
resolved in this manner must be documented in the progress notes of the patient’s Health Record.
If the verbal complaint cannot be resolved in this manner, it must be escalated to the manager. The manager
may escalate to their manager and/or the CLO, Clinical and Corporate Governance Unit if unable to resolve
or to seek advice.

The complaint must be notified in IIMS by the manager/CLO using the complaint

notification form. If the manager is notifying the complaint in IIMS, the manager must contact and inform the
CLO that a complaint has been made and notified on IIMS. The CLO will commence the complaint process as
per section 3.1.3.
If a complaint is made in writing including email, it must be notified in IIMS by the person who received the
complaint or forwarded to the CLO to be notified on IIMS. The complaint letter is to be sent to the CLO who
will commence the complaint process as per section 3.1.3.
When a complaint is received it must be acknowledged within 5 calendar days of receipt either verbally or in
writing. If the complaint has been notified on IIMS, the acknowledgement date and how the complaint was
acknowledged e.g. verbal, email or written must be entered in the management tab of the IIMS complaint
notification form.
Complaints regarding Junee Health Centre/Service will be forwarded to the GEO Groups Clinical Advisor for
action.

Policy: 2.015

Review Date: 23 July 2015

Page 4 of 9

Patient (Consumer) Complaints Handling
3.1.2

Assess and investigate the complaint

All complaints must be assessed and given an initial Severity Assessment Code (SAC) rating. The notifying
staff member should refer to NSW MoH PD2014_004 Incident Management Policy on how to use the SAC
matrix. The actual SAC rating will be completed by the CLO once the complaint/response is finalised.
The CLO will forward the complaint and container to the appropriate Executive Director who will nominate an
action officer to respond to the complaint. The action officer will investigate the complaint, identifying the
issues for resolution and relevant person/s involved in the complaint.
If consent is required the CLO will include a JH&FMHN Consent to Liaise Form (JUS 020.035) in the TRIM
container. The manager who is conducting the investigation is to TRIM the signed consent form into the
TRIM container and file the original hard copy into the patient’s Health Record.
Consent is required by the patient whenever the complainant is not the patient. According to NSW MoH
PD2005_593 NSW Health Privacy Manual (Version 2), pages 12 and 13 consent is not required when consent
is implied. For example; a patient calls the Health Care Complaints Commission (HCCC) helpline and requests
assistance in resolving a complaint, the agency is acting on behalf of the patient and consent is implied.
Implied consent will only apply for the HCCC and in some instances the NSW Ombudsman Office.
If the HCCC is obtaining information on behalf of a family or carer, it is the HCCC responsibility to obtain
consent to release that information to the family or carer.
If Health records are requested as part of a complaint for a person in custody, the CLO will send a request to
the NUM. The NUM will photocopy the relevant pages of the health record and forward to the CLO to be
included in the complaint response. If the person is no longer in custody the CLO will send a request for a
copy of the health record to the medico legal coordinator. The medico legal coordinator will forward a copy
of the records back to the CLO. The CLO will include the health records with the signed response letter when
complete. Please refer to JH&FMHN policy 4.030 Requesting and Disclosing Health Information.
3.1.3

Resolve the Complaint

The action officer must prepare a response to the complaint within ten (10) calendar days, unless the
deadline requires a more urgent response. If a written response is required, the action officer must submit
the written response to the Executive Director for approval. The Executive Director will finalise the response
and forward the response to the Chief Executive for approval. Once signed off by the Chief Executive, the
signed response will be sent to the CLO who will record the response in IIMS and TRIM. The CLO will send
the response letter to the complainant.
The response letter must be correct and:


Address each of the points the complainant has raised with a full explanation or give a reason why it
is not possible to comment on a specific matter.



Include an apology (this is not about accepting blame or fault.

This is acknowledging the

complainants experience and feelings or is an expression of regret e.g. “we are sorry that you
experienced a delay in treatment”). Refer to section 4 of this policy for a definition of an apology.


Give details of actions taken as a result of the complaint.



Provide contact details of a manager or action officer for further queries.



Include details of further action available to the complainant.
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Complaints must be responded to/finalised within a 35 calendar day time frame. If the complaint has not
been finalised at 35 calendar days, a progress report must be sent to the complainant with:
 An apology for the delay.
 A full explanation of the cause for delay.
 If possible, details of the results of the enquiry to date, and
 The date by which a full response can be expected.
A notation should be made on IIMS to indicate a letter has been issued. If a complaint response is delayed
further, a holding letter should be sent every 20 calendar days until the final response is sent, unless
otherwise indicated, for example, if it will create further distress for the complainant.

3.2

Point of Service Complaints

3.2.1

Complaints Raised by Third Parties – Consumers, Carer’s and Other Agencies

If an agency or consumer or carer contacts a Health Centre/inpatient facility wishing to make a complaint
about the care provided to a patient, the Health Centre/inpatient facility’s staff should refer the person or the
complaint to the CLO, Clinical and Corporate Governance Unit.
3.2.2

Matters Raised by Official Visitors or Mental Health Official Visitors

Patients may raise complaints regarding healthcare when speaking with Corrective Services NSW (CSNSW)
Official Visitors in Adult Correctional Centres and Juvenile Justice Centres. The majority of these complaints
will be managed as a local resolution by the manager and the Official Visitor.
If the complaint cannot be resolved as a local resolution, the Official Visitor will document the complaint in a
report to CSNSW or JJNSW. CSNSW or JJNSW will forward the report to the CLO, Clinical and Corporate
Governance Unit for the Network’s review and response to the Official Visitor. The complaint will be notified
on IIMS by the CLO and escalated to the relevant Executive Director.
Mental Health Official Visitors visiting Mental Health facilities such as Long Bay Hospital and the Forensic
Hospital will escalate complaints to the Service Director Forensic Hospital or Long Bay Hospital. If unable to
be resolved the Principal Official Visitor will escalate to JH&FMHN. The complaint will be notified on IIMS by
the CLO and escalated to the relevant Executive Director.
3.2.3

Matters Raised at the Inmate Development Committees

The Inmate Development Committee may raise complaints on behalf of an inmate regarding healthcare. If a
complaint is raised and is unable to be resolved locally, the NUM is to escalate the complaint by notifying the
complaint on IIMS and referring it to their manager and the CLO for management as a formal complaint.

3.3

Complaint Handling Considerations

3.3.1

Declining to Deal with a Complaint

JH&FMHN may decide to decline to deal with a complaint if it is:
 Vexatious or frivolous - those matters that are clearly insufficient in substance or are not calculated to
lead to any practical result
 Outside the jurisdiction of JH&FMHN (e.g. a matter for CSNSW/JJNSW); and/or
 The subject matter of the complaint (or part) has been or is under investigation by some other
competent person or body or has been or is the subject of legal proceedings.
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The decision to classify a complaint as vexatious or frivolous must be made following consultation with the
Director Clinical and Corporate Governance and the relevant Executive Director. If a complaint has been
declined, complainants must be advised of the reasons for the decision as well as details of other agencies
that may be able to assist them with their concerns. The decision to decline a complaint must be fully
documented in the CL TRIM container and in the progress notes of the patients’ health record.
3.3.2

Referrals and Mandatory Notifications

In some cases, a complainant may raise issues that require mandatory external notification or referral. This
may only become apparent once preliminary inquiries are made. All such notifications must be coordinated
by the Clinical and Corporate Governance Unit. Complaints may be referred if:
 The complaint should be managed by another government agency, for example if a consumer has a
complaint regarding correctional centre placement, the consumer is to be referred to CSNSW.
 The complaint requires mandatory notification to another agency for example the NSW Police,
Coroner, professional registration body, the Independent Commission Against Corruption (ICAC) or
the Audit Office. For example following a complaint investigation, if it is determined a staff member
has been negligent in their duty it may be necessary for JH&FMHN to notify the professional
registration body.
3.3.3

Complaints and Root Cause Analysis (RCA) Investigations

Some complaints will also be subject to an RCA investigation if deemed appropriate by the Chief Executive
following advice from the Director Clinical and Corporate Governance. When a complaint is the subject of an
RCA investigation, it may not be possible to fully respond to the complaint until the RCA investigation is
complete. During the course of the RCA investigation, it should be noted that the issues raised in the
complaint might not always be the same as those raised in the RCA and a separate investigation may be
required to address the concerns of the complainant. The relevant Executive Director will be advised by the
RCA Team of this requirement.
3.3.4

Evaluation & Review Process

Managers must review complaints information regularly with a view to identifying systemic issues that could
lead to practice improvement opportunities. Complaint information forms part of the quarterly report which
is provided to the Clinical Governance Committee.

4. Definitions
Apology
An apology is an expression of sympathy or regret, or a general sense of benevolence, or compassion, in
connection with any matter, whether or not the apology admits or implies an admission of fault in
connection with the matter.
Carer
Family members, guardians or friends who have an interest in, or are responsible for, the care of a consumer.
Clinician
A health practitioner or health service provider, regardless of whether the person is registered under the
Health Practitioner Regulation National Law (NSW).
Complainant
Any patient, member of the public or external organisation making a complaint.
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Complaint
A complaint is:
 An expression of dissatisfaction with a service offered or provided, or
 A concern that provides feedback regarding any aspect of service that identifies issues requiring a
response.
Complaint Management
Includes the notification, acknowledgement, assessment, information collection, analysis and review of a
complaint, and appropriate action.
Consumer
Consumers are members of the public who use, or are potential users, of healthcare services. When referring
to consumers, it is referring to patients, consumers, families, carers and other support people.
Incident Information Management System (IIMS)
An electronic incident information database developed and implemented in the NSW health system for
notification and management of all incidents including complaints.
Investigation
Complaint investigation: The process of using inquiry and examination to gather facts and information in
order to solve a problem or resolve an issue.
Must
Indicates a mandatory action to be complied with.
Root Cause Analysis (RCA)
A method used to investigate and analyse a clinical SAC 1 incident to identify the root causes and factors that
contributed to the incident and to recommend actions to prevent a similar occurrence.
Should
Indicates a recommended action to be followed unless there are sound reasons for taking a different course
of action.
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5. Legislation and Related Documents
Legislation

Health Practitioner Regulation National Law 2009
Health Services Act 1997
Public Sector Employment and Management Act 2002

NSW MoH Guidelines and
Policy Directives

GL2006_002 Complaint or concern about a Clinician – Management Guideline
GL2006_023 Complaint Management Guidelines
PD2005_593 NSW Health Privacy Manual (Version 2)
PD2006_073 Complaint Management Policy
PD2010-007 Grievance – Effective Workplace Resolution
PD2014_004 Incident Management Policy
PD2014_042 Managing Misconduct

JH&FMHN Policies

2.016 Management of a Complaint or Concern about a Clinician
3.045 Employee Assistance Program
3.090 Grievance Management
4.030 Requesting and Disclosing Health Information

Health Care Complaints
Commission

Responding to a Complaint Directly

NSW Ombudsman

The Power of Apology
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concerns about a clinician when implementing NSW Health policy directive
PD2006_007 Complaint or Concern about a Clinician – Principles for Action and
applies to all public officials within NSW Health, including any person working
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and agency staff.
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1. Preface
Appropriate management of a complaint or concern about a clinician is an important component of
maintaining and improving patient safety and clinical quality within a health service.
This policy provides Justice Health and Forensic Mental Health Network (JH&FMHN) with specific policy and
procedures on managing a complaint or concerns about a clinician when implementing NSW Ministry of
Health (MoH) Policy Directive (PD) PD2006_007 Complaint or Concern about a Clinician – Principles for Action
and applies to all public officials within NSW Health, including any person working part time, casual or full
time, including Visiting Medical Officers, contractors and agency staff.
This policy is part of a suite of complaints and accountability policies operating within JH&FMHN. When a
complaint or concern arises, managers must consider whether action is required in accordance with this
and/or any of the following policies:
 JH&FMHN policy 2.030 Incident Management - For managing any system related incidents.
 JH&FMHN policy 3.020 Conduct and Discipline – For managing disciplinary matters.
 JH&FMHN policy 3.090 Grievance Management – For managing any staff grievances.
 JH&FMHN policy 5.015 Child Protection – for managing child-related complaints in accordance with
Part 3A of the Ombudsman Act 1974.
 JH&FMHN policy 3.100 Harassment, Bullying and/or Discrimination – for managing bullying and
harassment matters.
 JH&FMHN policy 2.020 Corruption Prevention and Fraud Control – For managing possible corrupt
conduct.
 JH&FMHN policy 3.132 Performance Management – For managing staff performance-related issues.
 NSW MoH PD2014_001 Appointment of Visiting Practitioners in the NSW Public Health System,
PD2012_028 Recruitment and Selection of Staff of the NSW Health Service and PD2011_010 VMO
Performance Review Arrangements, which should be consulted where appropriate.
 JH&FMHN policy 2.140 Public Interest Disclosure.

2. Policy Content
2.1

Mandatory Requirements

 The management or investigation of a complaint or concern about a clinician within JH&FMHN must
be conducted in accordance with principles in NSW MoH PD2006_007 Complaint or Concern about a
Clinician - Principles for Action and procedures outlined in this policy and NSW MoH Guideline
GL2006_002 Complaint or Concern about a Clinician - Management Guidelines.
 Staff must behave and practise in a manner consistent with the NSW MoH PD2012_018 Code of
Conduct and JH&FMHN policy 2.010 Code of Conduct.
 Staff must report a known or suspected complaint or concern about a clinician to their manager,
Service Director or to the Senior Complaints Officer (who is the Director Clinical and Corporate
Governance [DCCG]) or the After Hours Nurse Manager if after hours and must assist in the
investigation of a clinician when requested by the Management of a Complaint or Concern about a
Clinician (MCCC) Committee.
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 All complaints against a clinician must be appropriately investigated, including a complaint that may
appear to be frivolous, vexatious or trivial.
 Complaints or concerns about a clinician must be graded according the severity as per the table in
Appendix 2 and the investigation process will be guided by the level of severity and risk identified.


JH&FMHN must actively manage a documented complaint or concern about a clinician and may not
defer this obligation to AHPRA or the HCCC. If AHPRA and/or HCCC takes emergency suspension
action or uses its emergency powers to place conditions on the clinician’s practice, JH&FMHN must
respond to address the external restrictions. For Medical Officers and Dentists, this will be done
through the Medical and Dental Appointments Advisory Committee (MADAAC) processes.

 Where the matter has required the notification and/or involvement of another external agency,
appropriate liaison with that agency must occur to ensure that the requirements and obligations of
JH&FMHN and the external agency are satisfactorily met and the management of the complaint or
concern by either party is not compromised.
 Any known or suspected (on reasonable grounds) professional misconduct or unsatisfactory
professional conduct under the Health Practitioner Regulation National Law (NSW) Act must be
reported by the CE to the relevant professional council in accordance with the Health Services Act
1997.
 All records pertaining to making or investigating a complaint or concern about a clinician must be
retained, managed and disposed of in accordance with JH&FMHN policy 2.014 Corporate Records
Management.

2.2

Implementation - Roles and Responsibilities

Chief Executive (CE)
 Ensuring that complaints and concerns are acted upon, by way of investigation and, where necessary,
appropriate action taken to implement findings.
 Ensuring recommendations resulting from the management of complaints or concerns about clinicians
are considered by the MCCC Committee, and acted upon where appropriate.
 Notifying the Secretary, NSW Ministry of Health and relevant agencies such as the HCCC, the
Independent Commission Against Corruption (ICAC), NSW Police, Corrective Services NSW (CSNSW) or
Juvenile Justice NSW (JJNSW) when a complaint against a clinician relates to a serious criminal matter,
professional misconduct, unsatisfactory professional conduct or inappropriate child-related conduct.
All known or suspected criminal acts must be reported to the NSW Police in accordance with NSW
Health policy directive PD2006_026 Criminal Allegations, Charges and Convictions Against Employees.
Executive Directors
Executive Directors are responsible for the direct management of the complaint or concern about a clinician
in accordance with the attached procedures.
Director Clinical and Corporate Governance (DCCG)
The DCCG is the designated Senior Complaints Officer during business hours and is responsible for:
 The system of managing complaints about clinicians and ensuring agreement on proposed steps to
manage complaint/s;
1. Reporting outcomes of all complaints or concerns periodically to the JH&FMHN Executive Team and
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2. Maintaining data on the number and nature of complaints and reporting complaints data to the
Executive Team.

3. Procedure Content
3.1

Steps in Managing a Complaint or Concern about a Clinician

3.1.1

Identification

Complaints or Concerns regarding clinicians may be identified via a number of mechanisms including:
 Receipt of a complaint from a patient, family member, or person external to the NSW health system,
 Complaint or concern raised by other clinicians or staff within the NSW health system,
 Coronial Inquiries or HCCC investigations,
 Performance review processes in accordance with JH&FMHN policies,
 Investigation of an incident, and/or
 Routine peer review
3.1.2

Notification

All complaints or concerns regarding individuals must be notified in the first instance to the relevant line
manager, Service Director, Senior Complaints Officer (DCCG) or After Hours Nurse Manager (if after hours).
The line manager is responsible for gathering information to ensure that an informed judgement can be
made regarding the severity of the complaint. Refer to Appendix 2 for the relevant Severity Code. Where the
complaint or concern relates to the line manager or where there is a perceived lack of impartiality by the line
manager, the next senior manager must be informed and undertake this role. If the complainant prefers not
to approach local management or perceives a response to be unsatisfactory, they may approach the
Designated Senior Complaints Officer (DCCG during normal business hours or the After-Hours Nurse
Manager at other times).
Complaints/Concerns Received via the Client Liaison Officer
A complaint or concern may be raised in correspondence being dealt with by a Client Liaison Officer. In this
instance the Client Liaison Officer will discuss the matter with the DCCG. The DCCG will liaise with the line
manager and a decision will be made regarding appropriate management as per the severity ratings and
process set out below.
Allegations Involving Children
Part 3A of the Ombudsman Act 1974 requires certain allegations involving children to be reported to the
Ombudsman irrespective of whether an investigation reveals inappropriate conduct. Where a complaint
involves conduct regarding a Child that is under the age of 18 at the time of the incident, staff must refer to
JH&FMHN policy 5.015 Child Protection for managing criminal and child related allegations.
Notifying NSW Ministry of Health
The Secretary of Health must be notified via a Reportable Incident Brief where a complaint relates to a matter
of suspected professional misconduct or suspected unsatisfactory professional conduct. Reportable Incident
Briefs are coordinated through the Governance Unit and once approved for transmission, must be sent by
the Chief Executive.

Policy: 2.016

Issue Date: 18 November 2014

Page 4 of 14

Management of a Complaint or Concern about a Clinician
3.1.3

Investigation

All complaints and concerns are graded by the relevant manager according to their severity to assist in
determining appropriate action. Refer to Appendix 2 for a summary of required actions.
Serious/Major Complaint/Concern
If the complaint or concern is judged to be of a Serious/Major, that is, rated Level 1 or 2 on the Severity
Code, the line manager must notify the relevant Executive Director who must notify the Chief Executive and
the DCCG of the complaint or concern. The following sequence of events must be followed when
investigating a Serious/Major complaint/concern (rated Level 1 or 2):
1. Undertake a risk assessment to determine immediate actions to minimise risk to patients and/or staff
and others,
2. Assess the complaint to determine the nature of the complaint or concern and how to proceed,
including the appropriate process to be followed, that is, child protection, grievance policy, disciplinary
matter, public interest disclosure, etc. as referred to in Section 1 of this policy),
3. A ‘Management of a Complaint or Concern about a Clinician’ (MCCC) Meeting will be convened. This
must include the relevant Executive Director, DCCG, Director Workforce and the CE. When the matter
concerns a medical officer, the Director, Medical Programs and Executive Medical Director must also
attend. At this MCCC meeting:
o A decision must be made on who will be assigned the role of investigator. The investigator will have
primary responsibility for investigation of the complaint or concern.
o An assessment must be made as to whether the situation warrants standing down the clinician
pending the investigation. If the clinician is stood down, the CE must advise the relevant
professional council at this time.
o The relevant Executive Director or the Service Director must be designated to liaise with HCCC to
ensure the organisation’s investigation does not impact adversely on HCCC investigations.
o The investigation must be concluded expeditiously. It is recommended that all investigations be
completed within 60 days. Where it is anticipated that the investigation is likely to take more than
60 days to complete, the DCCG must be provided with an investigation plan before commencing
the investigation. An investigation plan should include the following to ensure the DCCG is able to
follow up and monitor the investigation process. This plan should include investigation milestones
and the action(s) required.
The complainant must be advised of any revised timeframes.
The Investigator must:
 Advise the clinician (face to face and in writing) of the complaint, the nature of the complaint and the
process of investigation. Meetings with the clinician are to occur as necessary and appropriate
throughout the investigation process to gather information, provide information on findings and to
allow the clinician the opportunity to discuss and respond to findings. The clinician must be advised
that they are able to have a support person in attendance at meetings related to the investigation. The
support person is required to sign a form outlining the role of a support person and requirements for
confidentiality. Refer to Appendix 3 for a sample.
 Advise the complainant (if any) of the proposed process for managing the complaint;
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 Obtain information relevant to the complaint or concern from all appropriate sources including the
notifier/complainant and other clinicians or staff members to clarify scope of complaint. Information
collected will vary depending on the nature of the concern raised and according to the nature and
severity of the complaint. Information collected may include:
o statements from or interviews with, relevant parties including people receiving a health service and
their relatives,
o site inspection,
o record review,
o clinical practice or indicator data,
o variation reports,
o clinical reviews,
o relevant policy / clinical standards, and/or
o physical evidence and other relevant material.
 Identify and analyse the issues arising from the complaint/initial notification or from information
collected.
 Advise the clinician (face to face and in writing) when all of the relevant information has been collected
and analysed. The clinician must be provided with enough information to allow him/her to fully
respond to the allegation/s. The clinician must be offered the opportunity to make a submission on
the proposed action.
Recommendations
 Recommendations provided to the CE by the MCCC Committee must be based on the findings of the
investigation.
 The CE will review the appropriateness of the recommendations and authorise their implementation.
 The relevant Executive Director must:
o Implement all recommendations and provide progress reports to the DCCG,
o Inform the clinician of the outcome,
o Inform the complainant, if any, of the outcome of the investigation. This includes the review of any
letters drafted to the complainant prior to sign off.
Moderate/Minor Complaint/Concern
The following sequence of events must be followed when investigating a Moderate/Minor
complaint/concern (rated 3 or 4):
1. Line Manager to discuss with Service Director/Clinical Director and undertake a risk assessment to
determine immediate actions to minimise any potential risk to patients and/or staff and others;
2. Assess the complaint to determine the nature of the complaint or concern in order to decide how to
proceed, including the appropriate policy and process to be followed. Refer to Section 1 of this policy;
3. Notify the DCCG of the receipt of a complaint/concern about a clinician;
4. A decision must be made on who will be assigned primary responsibility for the investigation of the
complaint or concern, that is, the Investigator.
5. The Investigator will:
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o Advise the clinician (face to face and in writing) of the nature of the complaint and the process of
investigation;
o Advise the complainant, if any, of the proposed process for managing the complaint;
o Obtain information relevant to the complaint or concern from all appropriate sources including
other clinicians, staff members and the notifier/complainant to clarify the scope of complaint;
o Identify and analyse the issues arising from the complaint/initial notification or from information
collected;
o Advise the clinician (face to face and in writing) when all of the relevant information has been
collected and analysed. Enough information must be provided to allow the clinician to fully respond
to the allegation(s). The clinician must be offered an opportunity to make a submission on the
proposed action.
6. Any recommendations must be:
o Based on the findings of the investigation,
o Assessed by the Service Director or Clinical Director for appropriateness,
o Authorised by the Service Director/Clinical Director.
The relevant Director will be responsible for ensuring the implementation of all recommendations and
reporting progress of same to the DCCG.
7. The clinician is to be informed of the outcome.
8. The complainant, if any, must be informed of the outcome of the investigation.
9. The investigation must be concluded expeditiously. It is recommended that all investigations be
completed within 60 days.
10. The findings must be referred to the MCCC Committee.
3.1.4

Possible findings of the investigation and follow-up actions

 Identification that professional misconduct or unsatisfactory professional conduct may have occurred
These cases must be reported by the CE to the relevant professional council in accordance with the Health
Services Act 1997. The Secretary of NSW Health must be notified via a Reportable Incident Brief (RIB)
coordinated by the Governance Unit.
 Identification of performance issues, but not sufficiently serious to warrant reporting to AHPRA.
Where performance issues are identified, the organisation has an obligation to act in accordance with
routine performance management processes.
Appropriate actions may include:
o Counselling,
o Reskilling or limiting practice or
o Requiring the clinician to attend courses, for example, anger management or communication.
 Identification of behavioural issues, such as not turning up for scheduled work or not being available
while on call.
 Behavioural issues should be managed through performance review and ongoing monitoring;
 Identification of impairment issues.
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In such cases, the matter must be referred to the DCCG to notify HCCC and/or AHPRA for action under
their procedures for dealing with impaired registrants. Where the profession falls out of scope for
registration under AHPRA, the relevant professional association must be informed as they may still be
able to assist in a review or investigation or decide to revoke professional membership.
 Identification of systems issues.
Systems issues must be managed in accordance with the incident management process and
JH&FMHN policy 2.030 Incident Management.
 No identification of individual performance or system issue.
In this case, findings still need to be documented.
 Action on other issues such as conduct, corrupt behaviour.
These issues must be managed in accordance with JH&FMHN policies listed in Section 1 of this policy.

3.2

Documentation

 Any matter involving patient harm or a near miss, whether notified as a complaint or not, must be
entered into the Incident Information Management System (IIMS).
 Documentation in relation to the management of the complaint or concern must be retained,
managed and disposed of in accordance with JH&FMHN policy 2.014 Corporate Records Management.
All investigation papers must be filed in an Investigation Container (Document type 2) in Total Records
Information Management (TRIM) as the investigation progresses.
 For reporting purposes a secure log must be kept regarding the management and outcomes of all
complaints or concerns about clinicians.

4. Definitions
Clinician
A health practitioner or health service provider regardless of whether the person is registered under the
Health Practitioner Regulation National Law (NSW) Act, hereinafter referred to as the Act.
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.
Staff
For the purposes of this policy staff refers to any person working in a permanent, temporary, casual, termed
appointment or honorary capacity within NSW Ministry of Health. It includes volunteers, patient advocates,
contractors, visiting practitioners, students, consultants and researchers performing work within NSW Health
facilities.
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Unsatisfactory professional conduct of a registered health practitioner
includes each of the following:
(a) Conduct that demonstrates the knowledge, skill or judgment possessed, or care exercised, by the
practitioner in the practice of the practitioner's profession is significantly below the standard
reasonably expected of a practitioner of an equivalent level of training or experience.
(b) A contravention by the practitioner (whether by act or omission) of a provision of the Act, or the
regulations under this Act or under the NSW regulations, whether or not the practitioner has been
prosecuted for or convicted of an offence in respect of the contravention.
(c) A contravention by the practitioner (whether by act or omission) of—
i.
ii.

a condition to which the practitioner's registration is subject; or
an undertaking given to a National Board.

(d) A contravention by the practitioner (whether by act or omission) of a decision or order made by a
Committee or Tribunal in relation to the practitioner.
(e) A contravention by the practitioner of section 34A(4) of the Health Care Complaints Act 1993.
(f) Accepting from a health service provider (or from another person on behalf of the health service
provider) a benefit as inducement, consideration or reward for—
i.
ii.

referring another person to the health service provider; or
recommending another person use any health service provided by the health service
provider or consult with the health service provider in relation to a health matter.

(g) Accepting from a person who supplies a health product (or from another person on behalf of the
supplier) a benefit as inducement, consideration or reward for recommending that another person
use the health product, but does not include accepting a benefit that consists of ordinary retail
conduct.
(h) Offering or giving a person a benefit as inducement, consideration or reward for the person:
i.
ii.

referring another person to the registered health practitioner; or
recommending to another person that the person use a health service provided by the
practitioner or consult the practitioner in relation to a health matter.

(i) Referring a person to, or recommending that a person use or consult—
i.
ii.
iii.

another health service provider; or
a health service; or
a health product;

if the practitioner has a pecuniary interest in giving that referral or recommendation, unless the
practitioner discloses the nature of the interest to the person before or at the time of giving the
referral or recommendation.
(j) Engaging in over servicing.
(k) Permitting an assistant employed by the practitioner (in connection with the practitioner's
professional practice) who is not a registered health practitioner to attend, treat or perform
operations on patients in respect of matters requiring professional discretion or skill.
(l) Any other improper or unethical conduct relating to the practice or purported practice of the
practitioner's profession.
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Unsatisfactory professional conduct of a medical practitioner
includes each of the following:
(a) Conduct that results in the medical practitioner being convicted of or being made the subject of a
criminal finding for any of the following offences-i.
ii.
iii.
iv.
v.

an offence under section 102 of the Mental Health Act 2007;
an offence under section 175 of the Children and Young Persons (Care and Protection) Act
1998;
an offence under section 35 of the Guardianship Act 1987;
an offence under section 128A, 128B, 129 or 129AA of the Health Insurance Act 1973 of the
Commonwealth;
an offence under section 58 of the Private Health Facilities Act 2007.

(b) By the medical practitioner's presence, countenance, advice, assistance or co-operation, knowingly
enable a person who is not a medical practitioner (whether or not that person is described as an
assistant) or is not otherwise authorised by a National Board to:
i.
ii.

perform operative surgery (as distinct from manipulative surgery) on a patient in respect of
any matter requiring professional discretion or skill; or
issue or procure the issue of a certificate, notification, report or other like document, or to
engage in professional practice, as if the person were a medical practitioner.

(c) Refusing or failing, without reasonable cause, to attend (within a reasonable time after being
requested to do so) on a person for the purpose of rendering professional services in the capacity of
a medical practitioner if the practitioner has reasonable cause to believe the person is in need of
urgent attention by a medical practitioner, unless the practitioner has taken all reasonable steps to
ensure that another medical practitioner attends instead within a reasonable time.
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5. Legislation and Related Documents
Legislation

Children and Young Persons (Care and Protection) Act 1998
Guardianship Act 1987
Health Care Complaints Act 1993
Health Insurance Act 1973 (COM)
Health Practitioner Regulation National Law (NSW) Act
Health Services Act 1997
Mental Health Act 2007
Ombudsman Act 1974
Private Health Facilities Act 2007

NSW MoH Policy Directives
and Guidelines

PD2006_007 Complaint or Concern about a Clinician – Principles for Action
PD2006_026 Criminal Allegations, Charges and Convictions Against Employees
PD2011_010 VMO Performance Review Arrangements
PD2012_018 Code of Conduct
PD2014_001 Appointment of Visiting Practitioners in the NSW Public Health
System
PD2012_028 Recruitment and Selection of Staff of the NSW Health Service
GL2006_002 Complaint or Concern about a Clinician - Management Guidelines

JH&FMHN Policies

2.010 Code of Conduct
2.014 Corporate Records Management
2.020 Corruption Prevention and Fraud Control
2.030 Incident Management
3.020 Conduct and Discipline
3.090 Grievance Management
3.100 Harassment, Bullying and/or Discrimination
3.132 Performance Management
2.140 Public Interest Disclosure
5.015 Child Protection

External Agencies

Australian Health Practitioner Regulation Agency
Corrective Services NSW
Health Care Complaints Commission
Independent Commission Against Corruption
NSW Health Care Complaints Commission
Juvenile Justice NSW
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Appendix 1 – MCCC Flowchart
Notification to Line Manager

Verbal
Line Manager to document

Written

Staff/Serious/Major Complaint/Concern

Notify Executive Director and Director Clinical &
Corporate Governance

Immediate management of harm

Manager to IIMS if harm is to
patient or staff

MCCC Severity Rating

LVL 1

LVL 2

LVL 3

LVL 4

Line Manager to discuss matter with Service Director/
Clinical Director

DCCG to discuss with Executive Director

MCCC Meeting: Exec Director, Director Clinical &
Corporate Governance
Director Workforce and Chief Executive and Director
Medical Programs (if involves a Medical Officer)
Decision from Group regarding:

Suspension

Appointment of Investigator

Notification of Clinician (timing)

Other notification:
- Policy/HCCC/ICAC etc
- MADAAC/Board
- Ministry of Health via RIB (de-identified)

Service Director/Clinical Director:

Notify Director Clinical & Corporate Governance

Decide who will investigate complaint

Investigation

Investigate fully

Interview as appropriate

Advise complainant of progress

Advise clinician of progress and offer support
through EAP/support person

Feedback findings to Group

Offer Clinician opportunity to respond to findings

Investigation

Investigate fully

Interview as appropriate

Advise complainant of progress

Advise clinician of progress and offer support through
EAP/support person

Offer clinician opportunity to respond to findings

Findings

Findings

Actions

Actions

Professional
Notify Registration Authority & others as
Misconduct
appropriate
Performance
Counseling/Re-skilling. Consider
Issues
clinical privileges
Systems Issue Incident Management Policy

Professional
Notify Registration Authority & others as
Misconduct
appropriate
Performance
Counseling/Re-skilling. Consider
Issues
clinical privileges
Systems Issue Incident Management Policy

Findings to Group and Action plan for authorisation by
Chief Executive

Advise the MCCC committee and Director Clinical &
Corporate Governance of outcome of Investigation and
any follow up

Advise clinician and complainant

Document & Report
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Appendix 2 Severity Ratings and Summary of Actions and Responsibilities
This table guides the action of the senior officer managing the complaint. A risk assessment of the issues
raised in the complaint or concern should be undertaken to ensure patient safety.
Level

Severity Description used to assess a
Complaint or Concern

Actions required following risk assessment of the
Complaint or Concern

1

Very serious complaint or concern arising
from one or more events involving
unexpected mortality or serious morbidity,
gaps in clinical performance, an external
event relevant to performance (such as a
criminal conviction or termination of
employment in another facility) or serious
concerns by colleagues about the health or
safety of patients.

1.

Notify CE/ DCCG immediately.

2.

Determine whether notification to AHPRA
and/or other relevant authority such as
Coroner or police is required.

3.

Consider immediate suspension of clinical
privileges in cases of suspected misconduct.

4.

Consider whether variations to clinical
privileges are required.

Significant complaint or concern, where
there may be one or more events involving
unexpected mortality or increasingly
serious morbidity (SAC 1 or 2), and there
may be a pattern of sub optimal
performance or variation in clinical
outcomes over a period of time.

1.

Notify DCCG.

2.

Consider whether variations to clinical
privileges are required.

3.

Investigate.

Complaint or concern that the
performance, practice or clinical outcome
achieved by an individual clinician varies
from peers or from expectations, but where
there has not been any event involving
unexpected mortality or serious morbidity.

1.

Notify DCCG.

2.

Management and investigation as outlined
above.

3.

Manage outcomes in accordance with relevant
policy or Award.

Complaint or concern appears frivolous,
vexatious or trivial.

1.

Management and investigation as outlined
above.

2.

Continue standard performance monitoring
and management.

3.

Notify DCCG of findings and actions.

2

3

4

Where there are reasonable grounds to suspect the conduct of a health professional may involve
professional misconduct or unsatisfactory professional conduct the CE of the Local Health District or other
Public Health Organisation must be notified as soon as they are identified.
Sections 99A and 117A of the Health Services Act 1997 requires the CE to notify AHPRA of “any conduct of a
visiting practitioner (or employee) that the Chief Executive suspects on reasonable grounds may constitute
professional misconduct or unsatisfactory professional conduct under the Health Practitioner Regulation
National Law (NSW) Act by which the registration authority is constituted.”
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Appendix 3 - Confidentiality Agreement for Support Persons
JUSTICE HEALTH and FORENSIC MENTAL HEALTH NETWORK

A support person’s role is to ensure the observance of protocols and support the clinician. The support
person is not to speak on behalf of either party.
I………………..of...……………………………………….………………………………………understand that as a support person to
during this investigation, I may be the recipient of material either in verbal or written form pertaining to the
treatment of patients, the activities of staff or the operation of health services within Justice Health and
Forensic Mental Health Network.
In signing this agreement I agree to maintain the confidentiality of any material that may come into my
possession and confine discussions of this material to the confines of this investigation.

Signed: ...........................................................................………………… Date: …… / …… / ……

Witness Name…

Position: ..........................................................................................................................................................................................................

Signed:………………………………………………………………..……………………………………………………
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1. Preface
This policy applies to all Justice Health & Forensic Mental Health Network (JH&FMHN) staff and outlines
processes for managing real and potential matters of media or public interest, and provision of properly
authorised responses to requests for information.
In particular, this policy outlines requirements for the following:


Process for handling media requests



Public comment and expression of personal views



Communicating with the NSW Ministry of Health (MoH) Public Affairs Unit (PAU)



Dealing with potentially contentious issues



Requests for expert opinion on health/patient matters



Requests by the media for patient information, (detailed advice is also available in the Health Records
and Information Privacy Act 2002) (HRIPA)



Developing media releases



Staff consent to be photographed or filmed; and



Patient consent to be photographed, filmed or publish artwork.

The process for managing requests for information under GIPA is detailed in the Government Information
(Public Access) Act 2009 (the GIPA Act).

2. Policy Content
2.1

Mandatory Requirements

In accordance with legislative requirements pertaining to disclosure and privacy, JH&FMHN has an obligation
to provide meaningful, accurate and helpful information to the community about important public health
issues, with due regard to:

 Privacy and confidentiality - The privacy and dignity of patients and their families, the confidential
nature of patient information and the legal and ethical restrictions on the release of information are
paramount considerations for JH&FMHN employees. The privacy of patient information is especially
important to JH&FMHN due to the security considerations and public interest associated with patients
of JH&FMHN.
 Access - Media organisations should at all times be able to contact the appropriate officer within
JH&FMHN to request information. Where appropriate, information must be provided to media
organisations within reasonable timeframes.
Following appropriate approval, staff must inform the Executive Director Strategic Development &
Performance (ED SD&P) of the outcome of any approved media contact for information and record
management purposes.
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2.1.1

Requests from the Media

Any staff member who receives a media enquiry or filming request should note the following details without
making any response (on or off the record):
1.

name, contact details and media organisation making the enquiry;

2.

brief summary of the nature of the enquiry or issue being pursued; and

3.

refer the media representative to the ED SD&P as the designated JH&FMHN Media Officer.

Employees will only be eligible to make authorised public comment on behalf of JH&FMHN if they have
undergone formal media training, which is coordinated by the Strategic Development & Performance
directorate.
2.1.2

Public Comment and Expression of Personal Views

JH&FMHN staff have the right as private citizens to publicly express their personal views on political and
social issues. Public comment includes comments to the media, public speaking engagements, views
expressed in letters to newspapers, information published online and any other form of publication.
However staff must:
 not give the impression that they are representing, giving opinions or otherwise making statements on
behalf of JH&FMHN, (including any unit, service, directorate, or any other officer of JH&FMHN), unless
they are explicitly authorised to do so; and
 not make use of the JH&FMHN logo or letterhead, the title of their position with JH&FMHN, the title
of any facility in which they work, or any other means that would indicate that their personal views
were authorised or made on behalf of JH&FMHN, unless authorised to do so by the Chief Executive or
the ED SD&P.
2.1.3

Use of Social Media

JH&FMHN staff have the right as private citizens to publicly express their personal views on political and
social issues via social media platforms. However, in accordance with s2.1.2 above, as well as NSW MoH
Policy Directive PD2012_018 Code of Conduct, and JH&FMHN policies 3.020 Conduct & Discipline, and 2.163
Social Media staff must:
 not use or release official information without proper authority, such as discussing or providing
information that could identify patients or divulge patient information
 avoid conduct that could bring JH&FMHN or any of its staff, patients or clients into disrepute; and
 avoid making comments about other staff or patients where recognition as a JH&FMHN staff member
is indicated or could be inferred.

2.2

Implementation - Roles & Responsibilities

All staff are responsible for:
 remaining aware of their obligations when liaising with the media and representing JH&FMHN in the
public arena; and
 remaining alert to any issues that may be of interest to the media or public, and contacting or referring
such matters to the ED SD&P as soon as possible. Advance knowledge and preparation is important to
supporting the development of an appropriate and timely response by JH&FMHN.
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Managers are responsible for:
 investigating all alleged breaches of this policy in accordance with JH&FMHN policy 3.020 Conduct &
Discipline.
The JH&FMHN Media Officer (currently delegated to the ED SD&P) is responsible for:
 being the primary JH&FMHN contact for all media related enquiries. This includes on-call
responsibilities, and consultation and liaison with the MoH PAU and partner agencies, where
appropriate;
 verifying the credentials of the media contact;
 coordinating and/or preparing media responses, Health In-Briefs, and announcements as required for
the NSW MoH; and
 advising and seeking authorisation from the Chief Executive for staff members to speak on behalf of
JH&FMHN.
The Chief Executive is responsible for:
 nominating the delegated Media Officer for JH&FMHN (currently ED SD&P);
 approving formal JH&FMHN responses, advice, and relevant JH&FMHN spokespersons, to the media,
Ministry of Health, and partner agencies; and
 advising the JH&FMHN Board, NSW Minister for Health and/or Minister for Mental Health, and other
relevant stakeholders of real or potential contentious issues of a significant nature, where such
information is pertinent to their role.

3. Procedure Content
3.1

Role of the Media

Under guidelines issued separately by the Media, Entertainment and Arts Alliance (MEAA) and the Australian
Press Council, journalists and media publications have clear responsibilities. These include:
 to obtain material and to report honestly, fairly and responsibly
 to give fair opportunity for reply
 to attribute information to sources
 to publish what is true and has been checked as accurate
 to respect the privacy and sensibility of individuals, without preventing the publication of matters of
public record or of significant public interest
 to publish matters in good taste and without emphasis on personal characteristics (including race,
ethnicity, nationality, gender, age, sexual orientation, family relationships, religious beliefs or physical
or intellectual disability)
 to achieve fair correction of errors
 to distinguish between fact and opinion; and
 to avoid misrepresentation or suppression of facts.
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3.2

Process for Handling Media Requests

All responses to requests from the media must be coordinated through the Strategic Development &
Performance (SD&P) directorate and must be approved by the Chief Executive.
To assist SD&P in this process, any staff member who receives a media enquiry or filming request should
note the following details without making any response (on or off the record):
1. name, contact details and media organisation making the enquiry;
2. brief summary of the nature of the enquiry or issue being pursued; and
3. refer the media representative to the ED SD&P as the designated JH&FMHN Media Officer.
JH&FMHN staff must not attempt to answer media enquiries themselves and should respond to such
requests by stating:
“I am not authorised to comment on that matter. If you would like further information please contact the
Executive Director, Strategic Development & Performance on (02) 9700 3002 or via email on
media.jh@justicehealth.nsw.gov.au”
Staff must contact the ED SD&P as soon as an enquiry is received on (02) 9700 3002 or 0408 701 881 or
email media.jh@justicehealth.nsw.gov.au to convey the relevant details.
The ED SD&P will verify the credentials of the media contact and coordinate internal and external advice, a
suggested response, and identify a suitable Network spokesperson, as required.
JH&FMHN staff may make an official comment to the media on behalf of the organisation only when
authorised to do so by the Chief Executive, and must first have undertaken formal media training arranged
by the Strategic Development & Performance directorate.

3.3

Communicating with the Ministry of Health and other stakeholders

The JH&FMHN Media Officer (ED SD&P), is on-call at all times, including after hours, to respond to enquiries
from the media and from the NSW MoH PAU.
The ED SD&P must advise the PAU when JH&FMHN anticipates or receives a media query of a significant or
contentious nature or when such issues are raised in the media without warning. Some of these issues have
the potential to impact significantly across the health system, which include but are not limited to:


Issues that may affect more than one NSW Health organisation (e.g. Statewide matters, major
disease outbreaks),



Issues relating to Ministerial or MoH announcements (e.g. policy changes or strategies),



Issues of a political nature,



Issues relating to industrial action



Media vision requests related to issues of a serious nature



Specific media enquiries about patients or requests for expert medical information which may have
broader implications for NSW Health.

All real or potential contentious media issues must be communicated to NSW MoH PAU. The JH&FMHN
Media Officer should not rely solely on email notifications, and should also call the PAU to confirm receipt.
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A Health In-Brief should be prepared for the Ministry of Health, outlining the issue, relevant media interest
and suggested response, and once approved by the CE, should be forwarded to the PAU and Strategic
Relations & Communications (SRC) as soon as possible. Such responses should also include the name/s and
telephone number/s of authorised JH&FMHN spokespersons, if required.
In matters of a highly contentious nature, decisions on how the issue is handled will be made in consultation
with the Minister’s Office, and/or NSW MoH.
Where developing major stories involve statewide issues, the NSW MoH will work with the Network and
other relevant Local Health Districts and Statutory Health Corporations to ensure relevant spokespeople are
identified and available for primary and follow-up media stories. The identity of the proposed
spokesperson/s and relevant contact details need to be clearly communicated to the NSW MoH PAU and the
Minister’s Office.
The CE will also advise the JH&FMHN Board, NSW Minister for Health and/or Minister for Mental Health, and
other relevant stakeholders of real or potential contentious issues of a significant nature, where such
information is pertinent to their role.

3.5

Expert Opinion, Research and Information on Health or Patient Matters

Health professionals have a responsibility to properly inform the public on health matters within their area of
expertise. At times the media may directly contact a medical specialist or health professional for information
or public comment, including during participation at external conferences and forums, or through official
structures such as a request from NSW MoH. In all cases the ED SD&P must be informed of this request as
detailed in s3.2 and authority to provide such information as a representative of JH&FMHN is required from
the Chief Executive.
JH&FMHN staff who are asked to provide media comment in a professional capacity other than their
employment with the JH&FMHN (e.g. as a member of an external organisation such as a university, or as a
spokesperson for a professional college), must make clear that they are speaking on behalf of that particular
body or organisation. Any public comment made in this alternate capacity must not be associated with the
person’s employment with JH&FMHN.
Staff must not use or release official information without proper authority, such as discussing or providing
information that could identify patients or divulge patient information. See s3.11 for further information
regarding privacy and health information guidelines and regulations.
In accordance with s3.2, if staff are approached by the media for data or comment on research or
publications where they are an identified author, the staff member must inform the ED SD&P. Where there is
likely to be media interest in the research being published or presented, staff should also advise the ED
SD&P to assist JH&FMHN in coordinating any required internal and/or external Network response. (Please
also refer to JH&FMHN policy 2.148 Publication of Journal Articles for further information).

3.6

Monitoring of Local Newspapers

Articles from local newspapers that concern any aspect of JH&FMHN operations (such as patient care,
services, policies or procedures etc.), should be immediately brought to the attention of the ED SD&P with a
copy of the article provided for information.
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3.7

Media Requests for information under the GIPA Act

All requests for information under the GIPA Act, including those from media representatives, must be
referred to the JH&FMHN Right to Information Officer.

3.8

Patient Information Requests from the Media

All NSW public health services are required to protect the privacy of patient health information under the
Health Records and Information Privacy Act 2002. This Act imposes strict rules on how agencies collect, hold,
use and disclose health information. Health information is defined under s6 of the Act. (Please also refer to
JH&FMHN policy 4.030 Requesting and Disclosing Health Information for additional information).
A patient’s health information can only be released to the media once the patient, or in specific
circumstances the guardian or next of kin, provides consent.
Patient Information Requests from the Media should be directed to the ED SD&P in the first instance, and the
Right to Information Officer for requests made under the GIPA Act.

3.9

Media Releases and Formal Statements

Media releases for public health purposes or for important announcements relating to service initiatives are
issued by the MoH or by the Office of the Minister for Health or Minister for Mental Health. Requests from
the MoH for JH&FMHN to provide information for media releases are coordinated by the ED SD&P.
On occasion JH&FMHN is required to prepare and/or release formal statements to the media or public. All
statements are coordinated by the designated JH&FMHN Media Officer (ED SD&P).

3.10 Staff Consent to be photographed and/or Filmed
Under the Privacy Personal Information Protection Act 1998, personal information is defined as “information
or an opinion about an individual whose identity is apparent or can reasonably be ascertained from the
information or opinion”. This includes film or photographs of staff.
Staff must not be filmed or photographed by external media without the authorisation of the Chief Executive.
Following approval, consent from identified staff is also required for use of the photograph or film in
accordance with its stated purpose. In the instance that the photograph or film is not used for its intended
purpose the ED SD&P must be notified.

3.11 Patient Consent to be Photographed, Filmed or Publish Artwork
In accordance with the NSW MoH Privacy Manual for Health Information, a patient should not be
photographed or recorded on video or audio outside clinical or care requirements unless:
 The patient (or their primary carer) requests this or agrees in writing; and
 The treating health care provider is of the opinion that the patient’s condition will not be jeopardised.
The patient should be informed about the purpose and intended use of the recording or image (e.g. therapy,
health promotion, publicity etc).
Filming patients who have not given consent should not occur, even where their faces are proposed to be
obscured at a later stage in the editing process and prior to publication, because of the potential risk for
patients to be identified in error at some later time.
When filming consenting patients, the use of block out techniques should be adopted by the nominated film
crew.
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If staff wish to display or reproduce patient artwork for the purposes of events, communications or
publications, prior written consent from the patient (or their primary carer) must be obtained. The patient
should also be informed about the intended purpose of the artwork’s use or reproduction.

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

Government Information (Public Access) Act 2009
Health Records and Information Privacy Act 2002
Privacy Personal Information Protection Act 1998

JH&FMHN Policies

2.148 Publication of Journal Articles
2.163 Social Media
3.020 Conduct & Discipline

NSW MoH Policy Directives
and Manuals
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PD2012_018 Code of Conduct
Privacy Manual for Health Information
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1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to maintaining an organisational
culture that ensures effective fraud and corruption prevention is a core management capability and an
integral part of all activities. JH&FMHN’s Corruption Prevention and Fraud Control Policy is based on the
NSW Ministry of Health (MoH) PD2007_070 Fraud Control Strategy – Department of Health, NSW and the
Audit Office of NSW’s Fraud Control Improvement Kit: Managing Your Fraud Control Obligations.
The NSW community expects public officials to perform their duties with integrity, honesty and in the best
interests of the public. Corrupt conduct is any conduct that adversely affects or could adversely affect the
honest or impartial exercise of official functions by a public official or public authority. Corruption commonly
involves the dishonest or preferential use of power or position that has the result of one person or agency
being advantaged over another.
This policy applies to all staff employed by JH&FMHN whether in a permanent, temporary, casual, honorary
or termed capacity.

2. Policy Content
2.1

Mandatory Requirements

All JH&FMHN staff must take action to prevent fraudulent and corrupt conduct. It is the responsibility of all
JH&FMHN staff, and particularly managers, to promote awareness that fraudulent and corrupt conduct are
not acceptable. JH&FMHN staff must demonstrate that they provide an honest, ethical and professional
service.
Action will be taken against any staff member who fails to reasonably take action to prevent or report or who
takes part in corrupt fraud or corruption. A formal investigation must be initiated without delay following an
allegation of corrupt conduct or fraud. Staff who report corrupt conduct or fraud must be advised of their
rights including Public Interest Disclosures.

2.2

Implementation - Roles & Responsibilities

Section 316 of the Crimes Act 1900 has to be considered in the performance and responsibilities of all staff. It
places a mandatory obligation on a person to notify the police if they have information that would provide
material assistance to secure the conviction of an offender of a serious criminal offence. .
2.2.1

Chief Executive (CE)

The CE is responsible for:
 providing an ethical culture through his/her leadership and personal standards of behaviour;
 advising the Corporate Governance and Risk Management Unit, NSW (MoH) of any instance of
possible fraudulent and corrupt conduct reported to the Independent Commission Against Corruption
(ICAC);
 reporting fraudulent and corrupt conduct to the Corporate Governance and Risk Management Unit,
NSW MoH and ICAC;
 ensuring that an effective internal reporting system is operating and communicated within the
organisation; and
Policy: 2.020
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 ensuring that fraudulent or corrupt conduct that qualifies as a SAC 1 (eg. fraud over $100,000) is
reported to the NSW MoH via a Reportable Incident Brief (RIB).
The CE also has ultimate responsibility for JH&FMHN’s Corruption Prevention and Fraud Control Policy and
Fraud and Corruption Control Framework.
2.2.2

Executive Directors

Executive Directors are responsible for:
 providing an ethical culture through their leadership and personal standards of behaviour;
 ensuring all managers have the knowledge and skills to prevent fraud and corrupt conduct and if it
does occur to effectively manage the incident;
 monitoring compliance with this policy and the Fraud and Corruption Control Framework;
 reporting fraudulent and corrupt conduct to the CE; and
 ensuring appropriate resources are budgeted and dedicated to fraud and corruption control.
2.2.3

Executive Director Governance and Commercial Services

The Executive Director Governance and Commercial Services is responsible for:
 providing an ethical culture through his/her leadership and personal standards of behaviour;
 ensuring cash and asset controls are in place;
 ensuring financial reporting systems are in place to achieve a financial management structure which
identifies management accountability and provides information which supports that accountability;
and
 maintaining and ensuring compliance with the level of financial authority delegated by the JH&FMHN
Board to specified JH&FMHN staff positions.
2.2.3

Director Clinical and Corporate Governance

The Director Clinical and Corporate Governance is responsible for:
 producing Corruption Prevention and Fraud Control policies, procedures and training proposals;
 liaising with internal and external investigators;
 ensuring through his/her responsibilities in Corporate Governance by the adequacy and effectiveness
of the systems of internal control and report to management on omissions, weaknesses or deficiencies
that require corrective action;
 assuring the quality of investigation processes and reports;
 providing advice to staff affected by internal investigations;
 maintaining a register of fraud and corruption reporting and regular review;
 reporting to the JH&FMHN’s Audit & Risk Management Committee (A&RMC) which is responsible for
overseeing the effectiveness of JH&FMHN fraud and corruption control strategies and plans; and
 reporting possible and actual reported fraudulent and corrupt conduct to the CE.
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2.2.4

Service Directors, Clinical Directors, Medical Directors, Managers and Supervisors

This level of management is responsible for:
 providing an ethical culture through their leadership and personal standards of behaviour;
 implementing the JH&FMHN Corruption Prevention and Fraud Control Policy and Fraud and
Corruption Control Framework within their areas of responsibility;
 identifying and mitigating areas of fraud and corruption risk in their area of responsibility;
 ensuring staff are aware of their responsibilities in relation to preventing and reporting fraudulent and
corrupt conduct. This may include displaying information in the workplace, briefing new employees
and regularly including the subject on the agenda for team meetings;
 encouraging staff to report fraudulent and corrupt conduct;
 monitoring compliance with this policy and the Fraud and Corruption Control Framework;
 reporting and investigating allegations of fraudulent and corrupt conduct;
 taking immediate action to prevent further instances of corrupt conduct or fraud following the
reporting of such conduct; and
 ensuring that staff are not subjected to any detriment as a result of their reporting corrupt conduct or
fraud. Refer to JH&FMHN policy 2.140 Public Interest Disclosures.
A checklist to assist managers and directors to prevent fraudulent and corrupt conduct is provided in
Appendix 2.
2.2.5

Staff

All staff are responsible for:
 contributing to an ethical culture through personal standards of behaviour;
 performing their duties honestly, efficiently and to the best of their ability;
 not misusing or misappropriating public resources, including all property and assets under the control
of JH&FMHN or other government agencies;
 familiarising and aligning themselves with the JH&FMHN policy 2.010 Code of Conduct, NSW MoH
PD2015_035 NSW Health Code of Conduct and Public Service Commission’s ‘Behaving Ethically: A guide
for NSW government sector employees’;
 reporting known or suspected fraudulent and corrupt conduct to their manager without delay or in the
case of a Public Interest Disclosure, to the relevant Disclosure Officer as listed in JH&FMHN policy
2.140 Public Interest Disclosures or directly to ICAC; and

2.2.6

not making any vexatious, frivolous or malicious report of fraudulent or corrupt conduct.
Audit & Risk Management Committee (A&RMC)

The A&RMC is responsible for the independent monitoring and overseeing the effectiveness of JH&FMHN’s
fraud and corruption control strategies and plans.
Additional principles for managing fraudulent and corrupt conduct are referenced in NSW MoH PD2007_070
Fraud Control Strategy - Department of Health, NSW.
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3. Procedure Content
3.1

Fraud and Corruption Control Framework

JH&FMHN’s Fraud and Corruption Control Framework consists of ten key attributes which sit within the
themes of prevention, detection and response.

Prevention

Detection

Response

The ten key attributes are listed in the below diagram.
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Attribute 1: Leadership
JH&FMHN is committed to promote an organisational culture that will not tolerate any act of fraud or
corruption. This Fraud and Corruption Control Framework is designed to put this principle into practice. Apart
from the legal consequences of fraud and corruption, improper acts have the potential to damage
JH&FMHN’s public image and reputation. All staff must be above fraud and corruption. Sanctions will apply
to those who are not.
Executives and managers have a key role in providing an ethical culture through their leadership.
Attribute 2: Ethical Framework
This policy and framework should be read in conjunction with JH&FMHN policy 2.010 Code of Conduct, NSW
MoH PD2015_035 NSW Health Code of Conduct, JH&FMHN policy 2.022 Delegations Authority, JH&FMHN
policy 2.140 Public Interest Disclosures and policy 2.004 Conflicts of Interest and Gifts, Benefits and the Public
Service Commission’s ‘Behaving Ethically: a guide for NSW government sector employees’.
All staff are expected to behave and conduct decision-making in accordance with JH&FMHN’s Values.
Attribute 3: Responsibility Structures
There are clear roles and responsibilities for implementation and monitoring of JH&FMHN corruption
prevention and fraud control. These are set out in this policy under Section 2.2.
JH&FMHN’s Internal Audit function plays a key role in fraud and corruption control through providing
assurance to management on the adequacy of internal control systems in place and that they are being
properly followed. Internal Audit will also conduct engagements over high risk fraud and corruption areas.
Attribute 4: Corruption Prevention and Fraud Control Policy
This document is the Corruption Prevention and Fraud Control Policy which will be reviewed and updated on
a regular basis.
Attribute 5: Prevention Systems
JH&FMHN primarily through the Clinical and Corporate Governance Unit within Governance and Commercial
Services Directorate conduct fraud and corruption risk assessments in conjunction with the Directorates.
Improvements to internal control systems are made to mitigate risks identified in fraud and corruption risk
assessments.
The fraud and corruption risk assessment informs the enterprise risk management register and is reviewed
regularly by the CE, A&RMC and the NSW MoH. The register also forms the basis of the annual Internal Audit
program and a range of other risk treatments including improved fraud and corruption controls.
A register of fraud and corruption reporting is maintained providing details on all actions taken and
outcomes. This register is regularly reviewed to identify any systemic issues that need attention.
Attribute 6: Fraud and Corruption Awareness
All JH&FMHN staff are responsible for notifying management of any actual or perceived fraud or corruption
by other employees, contractors, consultants, suppliers, etc.
It is recommended that fraud and corruption awareness is promoted through various channels including
attendance to fraud and corruption control training, and ensuring communications in team meetings,
intranet and newsletter communications.
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Attribute 7: Third Party Management Systems
Services for JH&FMHN may be delivered by third parties. It is imperative to identify who is responsible for
managing fraud and corruption and raising awareness of fraud and corruption committed by and against
third parties.
Staff that conduct third party management, such as staff that work in procurement and contract
management functions need to be aware of the fraud and corruption risks when services are delivered by
third parties. Prior to engaging contractors or third parties, staff should carry out risk-based due diligence.
Where appropriate, contracts and service level agreements should include clear fraud and corruption
prevention accountabilities and include provisions for termination if a third party breaches its fraud and
corruption responsibilities. Contractors and suppliers should also be encouraged to provide information if
they suspect fraud and corruption is occurring.
Staff are required to disclose conflicts of interests and secondary employment. Refer to Policy 2.004 Conflicts
of Interest and Gifts and Benefits and NSW MoH PD2015_035 Codes of Conduct.
Attribute 8: Notification Systems
Any staff member who suspects that corrupt conduct or fraud has or is occurring must report it without delay
to their manager or service director. If for whatever reason an employee is unable or unwilling to report the
matter to their manager or service director he/she should contact the Executive Director Governance and
Commercial Services, the Director Workforce or Chief Executive.
The manager receiving the information must document the information if the staff member is unable or
unwilling to provide a written statement.
Any person may refer to the ICAC a matter that may concern corrupt conduct. The ICAC does not disclose
the identity of the complainant and may, among other things, investigate the matter or refer it to the NSW
MoH or the NSW Police Force for investigation.
All staff should also be aware that JH&FMHN will not tolerate any discrimination or harassment of staff who,
in good faith, report possible cases of corrupt conduct.
Staff who suspect fraudulent or corrupt conduct is occurring may wish to refer to JH&FMHN policy 2.140
Public Interest Disclosures.
Staff should be aware that s.316(1) of the Crimes Act 1900 states that in certain circumstances, failure to
report a serious offence (which could include fraud) is an offence.
Attribute 9: Detection Systems
Robust internal controls are an effective way to detect fraud and corruption and are an essential part of the
business. Internal controls are designed to prevent, detect or correct and include:


Segregation of duties



Approvals and authorisations



Verifications



Reconciliations



Management reviews



Data analytics
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Data mining tools



Risk assessments



Physical security



Job rotations



Independence reviews including internal and external audits.

JH&FMHN Internal Audit function is responsible to have a risk-based internal audit program which will assist
in evaluating and improving internal controls.
Indicators, examples and checklists of fraud and corruption are provided in Appendix 1, 2 and 3 and can be
used to assist in detection.
Attribute 10: Investigation Systems
Managers or staff must not commence any investigation relating to allegations of corrupt conduct or fraud
without guidance from the Executive Director Governance and Commercial Services, Director Clinical and
Corporate Governance or the CE. This guidance will include:
 Who will conduct the investigation;
 What will be investigated;
 How the investigation will be conducted and when it should be concluded; and
 Any requirements that should be included in the report.
The CE must consider whether to report the matter to the NSW Police Force and or other agencies such as
Corrective Services New South Wales (CSNSW) or Juvenile Justice NSW (JJNSW).
Reports of fraud and corruption should be investigated promptly. Depending on the nature of the alleged
fraud or corruption and the experience of internal staff, it may be appropriate for the investigation to be
conducted by an external party. All investigations (regardless if the investigation is handled internally or
externally) must be conducted by appropriate personnel with recognised qualifications, such as a Certificate
IV in Government (Investigations) and appropriate experience. A suitable person in JH&FMHN should also be
appointed to oversee any investigations carried out.
More information on investigations and disciplinary actions can be found in JH&FMHN policy 3.020 Conduct
& Discipline.

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.
Fraud
Fraud is defined by AS 8001-2008 Fraud and Corruption Control as dishonest activity causing actual or
potential financial loss to any person or entity including theft of moneys or other property by employees or
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persons external to the entity and where deception is used at the time, immediately before or immediately
following the activity. This also includes the deliberate falsification, concealment, destruction or use of
falsified documentation used or intended for use for a normal business purpose or the improper use of
information or position for personal financial benefit.
Fraud can also be seen as a major subset of corruption and is a deliberate, intentional and premeditated
dishonest act or omission acted out with the purpose of deceiving to gain advantage from a position of trust
and authority. It includes acts such as theft, making false statements/representation, evasion, manipulation of
information, criminal deception and misuse of JH&FMHN’s property or time.
Corruption
Corruption is defined by AS 8001-2008 Fraud and Corruption Control as dishonest activity in which a director,
executive, manager, employee or contractor of an entity acts contrary to the interests of the entity and
abuses his/her position of trust in order to achieve some personal gain or advantage for him or herself or for
another person or entity.

5. Legislation, Related Documents and Resources
Legislation

Crimes Act 1900
Health Services Act 1997

JH&FMHN Policies and
Procedures

2.004 Conflicts of Interest and Gifts and Benefits
2.010 Code of Conduct
2.022 Delegations Authority
2.140 Public Interest Disclosures
3.020 Conduct & Discipline
JH&FMHN’s Values

NSW MoH Policy Directives,
and Guidelines

PD2007_070 Fraud Control Strategy – Department of Health, NSW
PD2011_070 Corrupt Conduct – Reporting to the Independent Commission
against Corruption (ICAC)
PD2014_042 Managing Misconduct
PD2015_045 Conflicts of Interest and Gifts and Benefits

Audit Office of NSW

Fraud Control Improvement Kit: Managing your fraud control obligations,
February 2015

Public Service Commission

Behaving Ethically: a guide for NSW government sector employees

Standards Australia

AS 8001–2008 Fraud and Corruption Control

ICAC

www.icac.nsw.gov.au
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Appendix 1 – Indicators of Fraud and Corruption
An employee's involvement in fraud or corrupt conduct may be indicated by any number of the following:
 Refusing to take leave, or only taking leave for very short periods, or shunning promotion or transfer
for fear of detection;
 Gambling or displaying a lifestyle beyond apparent means;
 Bragging about exploits and/or carrying unusual amounts of money;
 Altering records under the guise of making authorised corrections;
 Refusing other employees access to records without reasonable grounds;
 Presenting reports that are consistently late;
 Attempting to cover up inefficiencies;
 Replying to questions with unreasonable explanations;
 Getting annoyed at reasonable questioning;
 Criticising the performance of others to divert suspicion;
 Associating with questionable characters;
 Frequently associating with or being entertained by a member of a supplier's staff;
 Regularly assuming subordinates' duties; and/or
 Consistent non-compliance with directives, policy and procedures.
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Appendix 2 – Examples of Fraud and Corruption
Examples of fraud and corruption could include:
 providing false information at the time of recruitment or failing to notify changed circumstances e.g.
registration conditions;
 falsely recording work attendances and time of duty;
 using JH&FMHN money without authorisation;
 claiming excessive expenses;
 claiming private expenses as work-related;
 claiming reimbursement of an expense from two or more organisations;
 falsifying travel claims and reimbursements;
 doing private work when on duty which can include undertaking non-JH&FMHN study and nonapproved association/college activities;
 including study and association/college activities;
 running a private business during working hours or with JH&FMHN resources;
 charging for goods or services not delivered or only part delivered;
 using a JH&FMHN motor vehicle without authorisation or declaration;
 purchasing goods with public money for private use;
 releasing confidential information without authorisation;
 using JH&FMHN information to bribe or threaten individuals or businesses;
 enhancing one’s financial position through the use of the organisation’s information/intellectual
property such as patents, research findings etc;
 exerting influence in order to receive a benefit for oneself or others;
 intentionally slanting specifications for tender or expressions of interest towards a particular
contractor;
 colluding to prevent goods or services being acquired at the most favourable price;
 deliberate destruction of data or inventory records;
 falsifying documents to obtain benefits that would otherwise not be provided;
 arranging salary payments to false employees or for unperformed work;
 submission of exaggerated or wholly fictitious accident, harassment or injury claims;
 offering rewards for improper actions;
 influencing the patients’ legal/criminal matters; and/or
 forgery, theft, concealment of information or collusion to deceive.
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Appendix 3 – Preventing Fraud and Corruption Checklist
Fraud Prevention
Managers and staff have been briefed on this

Managers have discussed the issue at team

policy

meetings including responsibilities

Workplace risk assessments include fraud

There is compliance with JH&FMHN policies

and corruption control

and procedures

Managers conduct regular compliance

Managers ensure staff attend JH&FMHN

checks

orientation and then receive local orientation

Local procedures ensure the security of

Key and computer access controls are in place

resources and information during and after

and effective

hours
Document filing and storage is up to date

Medication control policy is followed

Job Monitoring is Effective
High risk jobs/tasks have been identified –

Supervision is in place to monitor high risk

eg. medication control, petty cash,

jobs/tasks

transaction processing, stores and asset
management, fleet management, sole
practitioner sites, etc

Transaction Monitoring
Transaction processing is recorded in a

Corrective action is taken to correct errors and

manner that facilitates monitoring and

to guide staff

checking
Check that goods have been received before

Conduct irregular spot checks

authorising payment
Encourage reporting errors

Encourage customers, patients and staff to
report incorrect transactions

Discovered Corrupt Conduct or Fraud Management
Direction and guidance provided by the

Staff reporting conduct are supported

Executive
Immediate action taken to prevent further

Following the investigation and subsequent

instances of corrupt conduct or fraud

action – review lessons learnt, brief staff and
implement changes
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1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) utilises internal JH&FMHN courier and external
courier services to meet the needs of the organisation by providing a secure means of transporting
documents and goods.
This policy provides advice for appropriate use of postal and internal / external courier services.

2. Policy Content
2.1

Mandatory Requirements

1. Internal JH&FMHN couriers should be used in the Sydney metropolitan area to send documents and
goods unless delivery:


Is urgent, patient related or the courier service schedule prevents the document or good from being
delivered in time;



Involves areas not serviced by the internal JH&FMHN couriers; or



Requires tracking, drop off or pick up signatures (pick up and drop off signatures are required for all
medications and Corrective Services NSW (CSNSW) exigency forms).



Green satchels with medical correspondence must be picked up from Prince of Wales Hospital on a
daily basis from Out Patient and Urology Departments.

2. Where external courier delivery services are required; Complete a JH&FMHN External Courier Request
form (FIN455), and seek authorisation from the relevant manager/director to utilise an external courier.


Pharmaceuticals, Health Records, biological samples or other time sensitive patient related items
must be sent via the commercial external courier for overnight / express courier services as required
by the relevant departments. Note: Australia Post must not be used for sending pharmaceuticals,
Health Records or biological samples.



General or non-urgent documents must be sent via Australia Post, wherever possible. Each Nursing
Unit Manager, Nurse Manager or sole practitioner centre must keep a reasonable supply of Australia
Post stamps purchased via petty cash.



Urgent non patient related documents or goods may be sent by external couriers when approved by
a line manager.

3. Most JH&FMHN departments will require only non-urgent delivery services. When approving the use of
external courier services for non-patient related items, line managers should be mindful of the additional
costs involved with using these services and should only authorise the use of these services after the
internal courier and Australia Post have been considered. If approving the use of external couriers,
standard delivery should take preference over off peak / overnight or same day delivery services unless
urgently required.
4. Uses of an external courier provider other than Australia Post or the exclusive commercial external courier
are not permitted without written authorisation from the Line Manager/ Service Director. JH&FMHN
Stores should then be contacted on (02) 9700 3103 for further assistance. External courier services are
permitted for ECOMED (Medical Equipment servicing) for tracking and record keeping purposes.
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2.2 Implementation – Roles & Responsibilities
All staff are responsible for:


Ensuring internal and external courier services are used in accordance with this policy.

Managers are responsible for:


Advising staff to utilise internal JH&FMHN couriers where appropriate and available.



Reviewing requests to use external courier services for non-patient related items and ensuring
standard delivery takes preference over off peak / overnight or same day delivery services, wherever
possible.

3. Procedure Content
3.1

Patient Health Information / Health Records

All patient-related healthcare related information, including Health Records, must only be transported by
JH&FMHN Courier, CSNSW/Juvenile Justice NSW (JJNSW) escort truck or via an approved external courier
service. For further information see the JH&FMHN Health Record Procedure Manual.

3.2

Time Sensitive Items or Tracking Required

The commercial external courier provides off peak / overnight or same day delivery for items that are time
sensitive, patient-related or require tracking.
1.

If sending non-patient related material, complete a JH&FMHN External Courier Request form
(FIN455), and seek authorisation from relevant manager/director to utilise an external courier.

2.

Contact JH&FMHN Stores at (02) 9700 3103 or email stores@justicehealth.nsw.gov.au; and
a.

Provide details of the item to determine whether delivery of a letter or package is required. If
a package, details of the size and weight are also required.

b. Provide the relevant cost centre, and notify whether off peak / overnight / standard, or same
day delivery is required (note: there is an increased cost for same day services).
3.

3.3

If required, Stores can provide information on how the commercial external courier will collect items.

Internal Correspondence

Internal electronic means should be used to send internal correspondence where available and as
appropriate.
When using internal mail, internal mail envelopes should be used only for mail collected by JH&FMHN
Courier and delivered by JH&FMHN Courier, within the Sydney metropolitan area as detailed on JH&FMHN
Courier Schedule. Medication must not be sent using internal mail. Details of the JH&FMHN Internal Courier
Daily Delivery Schedule and Forensic Hospital Courier & Postal Procedure can be found on the Intranet.
Regional / Remote Centres
Internal JH&FMHN couriers are not available in regional and remote centres. CSNSW and JJNSW do not
provide an internal mail service to JH&FMHN. If postal services are required for internal correspondence in
regional or remote centres, the commercial external courier or Australia Post should be used as indicated in
section 2.1.
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3.4

General Correspondence sent via Australia Post (Standard)

To send standard mail via Australia Post:
1.

Address all envelopes as per the Australia Post Addressing Guidelines, including the post code.

2.

Use the JH&FMHN standard white logo envelope. Stocks are available from the Manager
Administrative Services.

3.

For metro centres serviced by internal courier, JH&FMHN couriers regularly collect mail and deliver
to Justice Health Administration Centre (JHAC) Mail Room for sorting. The delivery schedule for
Sydney Metropolitan Areas can be found on the Intranet.

4.

Mail is prepared each afternoon for collection by external courier and delivery to Australia Post Mail
Distribution Centre.

5.

3.5

For other centres, mail should be lodged at a local Australia Post centre.

Correspondence sent via Australia Post (Yellow Express)

Yellow Express Post envelopes are used for overnight delivery by Australia Post to major capital cities and
regional areas as nominated, by postcode, on the Express Post envelope. To send mail via express Post:
1.

Determine whether the origin and destination is eligible for overnight delivery.

2.

If sending non-patient related material, seek authorisation from a line manager to utilise express
post.

3.

Collect a Yellow Express Post envelope:
a.

For Long Bay, JHAC and the Forensic Hospital, contact the Records Management Unit (RMU)
and provide the relevant cost centre.

b. For all other centres, purchase via local Post Office where Express Post Service is available.
Cost may be claimed using Petty Cash as per JH&FMHN policy 2.130 Petty Cash.
4.

For metro centres serviced by internal couriers, Yellow Express Envelopes are collected by the
JH&FMHN Courier for delivery to Australia Post.

5.

For other centres, express mail should be lodged at a local Australia Post, where Express Service is
available.

4. Definition
Correspondence
Relates to Healthcare related documents.
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.
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
NSW MoH Policy Directives
and Guidelines

PD2011_066 Waste Reduction & Purchasing Policy 2011-2014

JH&FMHN Policies, Manuals,
Schedules, and Forms

2.130 Petty Cash
2.150 Purchasing
2.022 Delegated Authority
5.016 Patient Correspondence – FH
Health Record Procedure Manual
Internal Courier Daily Delivery Schedule
Metro centres serviced by internal couriers
FIN455 External Courier Request form

Australia Post

Addressing Guidelines
Address Presentation Standards
Eligibility for overnight delivery
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The underlying intention in establishing such delegations is to facilitate the
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members are operating within the scope of their powers.
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i. Abbreviations
CE

Chief Executive

CFO

Chief Financial Officer

EDCO

Executive Director, Clinical Operations

EDCS

Executive Director, Corporate Services

EDP&P

Executive Director, Performance & Planning

JH&FMHN

Justice Health & Forensic Mental Health Network

NDoNMS

Network Director of Nursing & Midwifery Services

ONMR

Operational Nurse Manager - Regional

1. Purpose
The purpose of this Delegations Authority is to establish the level of authority delegated by the Justice
Health JH&FMHN Board to specified staff positions.
The underlying intention in establishing such delegations is to facilitate the efficient operation of Justice
Health whilst ensuring financial and administrative responsibility. Adherence to the Authority will ensure staff
members are operating within the scope of their Board delegated powers.

1.1

Responsibility to Comply with Legislative and NSW Ministry of Health
Directives

The JH&FMHN Board of directors operates under the Authority of the NSW Health Services Act 1997 and
under its own By Laws. The JH&FMHN Board has resolved under the provisions of s 4 of the Health Services
Act 1997 to delegate the functions of JH&FMHN to approved positions as specified in this document.
1.1.1

Accounts and Audit Determination

Compliance with the Determination is a condition of NSW Ministry of Health (MoH) Consolidated Fund
Recurrent and Consolidated Fund Capital allocations. Public Health organisations receiving such funding
must comply with the requirements of the Determination.
The JH&FMHN Board and the CE shall ensure:
 the proper performance of its accounting procedures including the adequacy of its internal controls,
 the accuracy of its accounting, financial and other records,
 the proper compilation and accuracy of its statistical records,
 the due observance of the directions and requirements of the Director General and the MOH.
The Determination contains the following specific references to the Delegations Authority:
“A public health organisation shall maintain a Manual of Delegations to record details of delegations of
responsibility and authority. All delegation approvals provided by Chief Executives of area health services and
Royal Alexandra Hospital for Children are to be retained on file. All delegation approvals provided in other
public health organisations are to be recorded in the Board meeting minutes. A separate file is to be maintained
for approvals.” (As per s 7.11 of the Accounts and Audit Determination For Public Health Organisations – Last
revised in Aug 2012).
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“The Chief Executive of a public health organisation shall ensure that the Manual of Delegations is kept up-todate and that each delegate is adequately informed of the respective delegation” (As per s 7.12 of the Accounts
and Audit Determination For Public Health Organisations – Last revised in Aug 2012).

1.2

Authority to Incur Expenditure

The Board of a public health organisation may delegate to the CE or such other senior staff the authority to
acquire goods, services, and equipment and to engage staff for the conduct of the affairs of the health
organisation.
Expenditure must only be committed or incurred by any person, within the limits of the Delegation in writing
conferred on that position by the JH&FMHN Board. A position holder who commits or incurs expenditure
shall be responsible to exercise due economy and to ensure that funds are available for the purpose of that
expenditure before any commitment is incurred.

1.3

Changes to the Delegations Authority

Changes to the Delegations Authority require the minuted approval of the JH&FMHN Board. Requests for
amendments, additions and deletions should be supported, and forwarded from the Executive to the EDCS
for inclusion in the JH&FMHN Audit & Risk Management Committee’s Agenda. If recommended by the Audit
& Risk Management Committee, alterations will be placed on the Agenda of the JH&FMHN Board for
approval.
The CE is authorised to temporarily adjust delegations for immediate implementation. Temporary
adjustments to delegations must be subsequently reviewed by the Audit and Risk Management Committee
and the JH&FMHN Board.

2. Principles of Delegations
All authorities and commitments for expenditure shall be exercised in light of existing budgets. Budgets may
be service-wide, or within a Cost Centre, such as “Overtime – Goulburn.” In general, no commitments for
expenditure may be entered into where or when there is a budget deficit. Authority to commit expenditure in
over-budget circumstances may only be granted by the CE or EDCS.
As a general principle, Executive Directors and senior management are only to approve expenditure for those
goods, services and personnel matters related to their Directorate. For example, the purchase of medical
equipment for a Health Centre would be approved by member of the Custodial Health Directorate or the
Forensic Mental Health Directorate according to the delegation limits, not by a member of Finance or other
non-clinical officer.
The Delegations Authority seeks to incorporate and uphold the following principles:

2.1

Clarity of Authority

To ensure that there is clear and unambiguous direction in the authorisation and qualification of expenditure
and staff related matters.
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2.2

Compliance with Existing Legislation and Directions

The Delegations Authority shall comply with relevant directions of the Premier, Treasurer, Minister, Secretary,
NSW Health and JH&FMHN. Delegated authorities are subject to internal controls, NSW Health policy
directives (PD) and to any overriding State or Commonwealth laws (e.g. Purchase or dispensing of restricted
medications).

2.3

Assumption of Authority by Higher Position

Where the manual specifies a delegate, the position to whom they report is deemed to have the delegated
authority.

2.4

Reduction of Delegation

Delegates may apply lower or more restrictive delegations to staff for which they have direct managerial
control. If so, a clear set of the revised delegations must be provided in writing to the relevant staff.

2.5

Assignment of Authority

In general, authorities may not be delegated without amendment to this Authority.
A person officially appointed to act in a higher office or capacity will assume that office’s delegations unless
specifically excluded. Any other change or temporary assignment of the delegations is subject to the
provisions of s 1.3 above.

2.6

Self Authorisation

Officers must not authorise the reimbursement of expenses to themselves, nor can they certify their own time
sheet, payment of higher duties allowance, leave or overtime. The authorising person must be a more senior
officer than the person to be reimbursed, unless authorised by the CE.
In the case of expenses incurred by the CE, these may be approved by the Chair of the JH&FMHN Board or
the EDCS.

2.7

Manipulation of Transaction Limits

Authority limits set are not to be artificially avoided by the use of multiple orders or the reduction of an
overall commitment into multiple sub-orders.

2.8

Expenditure Process and Documentation

Commitments are to be evidenced through the issue of an official JH&FMHN Purchase Order. HealthShare
produces JH&FMHN Purchase Orders upon receipt of a properly completed and approved requisition form.
For the purchase of items that are not under State contract, quotation and tendering processes described in
this delegations authority must be observed. The detailed requirements of the purchasing process are set
down in JH&FMHN policy 2.150 Purchasing and related policies.
In certain circumstances, purchase commitments may be evidenced by a “letter of contract” that bears the
same information and approvals as a purchase order. Copies of any properly authorised letters of contract
should be supplied to the CFO prior to issuing.
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3. Scope of Delegations
All expenditure must be approved on the basis of availability of funding within the budget allocation and the
availability of funds within each line item.
All delegates are required to comply with manuals, policies and directives issued by the NSW Health and
JH&FMHN.
The JH&FMHN Board has overall responsibility for ensuring process and procedures are in place for service
delivery. A comprehensive financial report must be provided to the JH&FMHN Board and to the Finance and
Performance Committee containing the cost of operations and the performance against budget for each
month and projected to year-end. The JH&FMHN Board and CE are to ensure that the organisation operates
within the allocated budget.

3.1

Definition of Delegation Levels

The following delegation levels are referred to throughout the Delegations Authority. The table prescribes
the positions at each level, which are determined according to the reporting structure and the functions of
the position. All monetary figures are exclusive of GST.
Delegation
Level
Level 1

Delegation

Positions

Limit

Domestic Services Manager

$750

Manager – Connections Program
Manager Aboriginal Chronic Care Program
Manager Administrative Services
Manager Integrated Care Services
Manager Facilities & Logistics
Manager Radiography
Manager State-wide Physiotherapy Services
Nursing Unit Manager
Level 2

Business Manager – Custodial Health

$1,500

Business Manager – Forensic Hospital
Business Manager – Forensic Mental Health
Business Manager – Hospitals & Corporate
Clinical Operations Manager - Adolescent Health
Cluster Nurse Manager
Clinical Support Nurse Manager
Deputy Director of Nursing
After Hours Nurse Manager (Custodial Health)
Employee Relations Manager
Financial Accountant
Human Resources Manager
Manager Blood Borne Viruses and Sexual Assault
Manager Joint Records Centre
Manager Payroll and Employee Services
Nurse Manager – Drug & Alcohol Programs
Nurse Manager on Duty, The Forensic Hospital
Manager – Connections Program
Operations Manager Long Bay Hospital
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Delegation
Level

Delegation

Positions

Limit

Population Health Programs Manager
Level 3a

Chief Pharmacist (other than purchasing medications)

$2,500

Deputy Clinical Director Primary & Women’s Health
Clinical Director, Custodial Mental Health Service
Clinical Director, Forensic and Long Bay Hospitals
Clinical Director, Primary & Women’s Health
Director Medical Programs
Director of Nursing
Manager – Drug & Alcohol Release Planning Services
Manager – Drug & Alcohol Strategic Operations
Manager Aboriginal Health
Manager Adolescent Mental Health & Drug & Alcohol Programs
Manager Allied Health Services
Manager Care Navigation Support Program
Manager Community Integration Team
Manager Executive Support Unit
Manager Health Advancement
Manager Information Management
Manager Learning & Development
Manager Management Accounting & Efficiency
Manager Performance Improvement
Manager Security & Fire Safety
Manager Service Development & Quality, Clinical Operations Custodial Health
Manager Service Development & Quality, Forensic Mental Health
Manager Workforce Planning and Design
Nurse Manager Adolescent Health
Nurse Manager Custodial Mental Health Service
Operations Manager Primary & Women's Health, Clinical
Operations Manager Primary & Women's Health, Services & Programs
Operations Manager State-wide Community & Court Liaison Service
Operations Manager State-wide Community Forensic Mental Health Service
Nurse Manager Women’s, Outer Metropolitan & Central Tablelands Region
Nurse Manager Northern Region
Nurse Manager Southern & Western Region
Nurse Manager Metropolitan Region
Nurse Manager Operations & Access
Nurse Manager Professional Programs
Nurse Manager Quality, Risk & Operations Support
Clinical Resources Nurse Manager
Manager Aboriginal Court Diversion and Bail Support Program
Level 3b

Chief Financial Officer

$5,000

Chief Information Officer
Director Workforce
Director, Clinical & Corporate Governance
Head of Practice Development Unit
Operational Nurse Manager - Regional
Manager Corporate Services
Research Operations Manager

Policy: 2.022

Issue Date: 4 September 2017

Page 8 of 22

Delegations Authority
Delegation
Level

Delegation

Positions

Limit

Service Director Adolescent Health & Diversion Programs
Service Director Drug & Alcohol
Service Director Custodial Mental Health
Service Director Long Bay Precinct
Service Director Forensic Mental Health Network
Director of Nursing & Midwifery Services (Custodial Health)
Service Director Population Health
Service Director The Forensic Hospital
Service Director Primary and Women’s Health
Director Allied Health
Program Director Contestability & Commissioning
Level 4

Chief Pharmacist (for purchasing medications)

$10,000

Executive Director, Clinical Operations
Executive Medical Director
Executive Director, Performance & Planning
Executive Director, Clinical Operations (for purchasing medications)

As per this
document

Level 5

Executive Director, Corporate Services

$50,000

Level 6a

Chief Executive

$1,million

Level 6b

Chief Executive

Level 7

JH&FMHN Board

Level 8
Level 9

3.2

As per this
document
As per this
Document

Secretary, NSW Health

As per this

Deputy Secretary, Strategy and Resources

Document
As per this

Minister for Health

Document

Payment of Previously Authorised Expenditure

This Delegations Authority establishes which officers may approve the commitment of expenditure and for
what purpose. This is different to authorising the actual payment of already approved expenditure.
In accordance with s 13 of the Public Finance and Audit Act (1983), the following officers are appointed to
authorise payment of an account, unless the account has been approved for payment by a person who is
duly authorised:
 CE
 EDCS
 CFO*
 Financial Accountant*
 * In the absence of the CFO and or Financial Accountant, Manager Management Accounting &
Efficiency
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4. Delegations
4.1

Upper Approval Limit

Position

Delegation
Level

CE

6a

CE

6b

Authorised Expenditures

Delegation Limit

Any single transaction relating to any class or type of
expenditure excluding PPP Solutions (Long Bay) Pty Ltd.*

Up to $1million

Any single payment to PPP Solutions (Long Bay) Pty Ltd.
consisting of soft services, limit $750,000, and finance and

$2,000,000

insurance costs, limit $1,250,000)
JH&FMHN
Board

7

Any single transaction relating to any class or type of
expenditure.*

>$1million

*Any single contract or agreement over $250,000 will require approval from the Procurement Advisory Board.

4.2

Goods and Services

4.2.1

Normal Consumable Items

Each unit and/or geographical location will have available to them an approved list of consumable items
(standard inventory) including radiological items and an approved Oral Health Buying Guide. Items listed in
these documents can be purchased automatically as required.
There is no dollar limit to the supply of normal consumable items to units provided local inventory levels are
as low as feasible and current year budget funds are available.
Occasionally items not on the standard inventory list will be required. These items can be requisitioned in
accordance with the delegation limits described in this document.
4.2.2

Requisitioning of Pharmaceuticals

Item

Authorised Delegate(s)

Requisitioning of Pharmaceuticals up to $50,000*

EDCO

* Subject to retrospective approval of transactions exceeding $10,000 by the EDCS on a monthly basis.
4.2.3

Specialty Clinical Services

Clinical services are normally provided by salaried staff or contracted visiting medical officers. Occasionally
however, it may be necessary to refer patients to the Local Health District (Hospital) for emergency or other
treatment not available internally. Under NSW Health PD2017_018 Health Services Act 1997 - Scale of Fees for
Hospital and Other Services, the cost of this service must be borne by the Local Health District providing the
service.
Where the local hospital cannot provide the service, the hospital is to provide a referral to a local private
practitioner and meet the cost of the treatment. Any privately provided clinical service must be authorised by:
 the local area hospital or, if this is not available, by
 the EDCO in the case of adult patients, adolescent patients or inpatients at The Forensic Hospital.
Refer to JH&FMHN policy 1.253 Access to Private Health Services.
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4.3

Domestic Travel Related Expenditure

Item
Domestic Travel Related Costs (E.g. travel by plane & including subsistence
allowance and accommodation)

4.4

Delegation Level

Delegation Limit

3a

$2,500

4

$5,000

6a

> $5,000

Overseas Travel

Expenditure from the General Fund, excluding Training, Education and Study Leave (TESL) for staff specialists,
relevant to official overseas travels by staff, or a Director of the Board of a health organisation shall not be
incurred without prior written approval from the Chief Executive.
Official overseas travel incurred by the Chief Executive shall be approved by the Minister through the
Secretary.
Expenditure in this context shall include travelling and living expenses and registration fees. Official visits
shall include conferences and seminars of professional bodies.
An applicant seeking approval for official overseas travel must declare/disclose all private funding, whether
provided before or after a claim is made on the health organisation, which may affect any claim on the health
organisation for salaries and wages, leave, subsistence or travel costs.
For the delegation on overseas official travel in relation to TESL, please refer to Section 5.8.j.

4.5

Building, Infrastructure Systems, Plant and Maintenance Expenditure

Item
Contracts, Rentals and Maintenance Agreements

4.6

Delegation Level

Delegation Limit

5

$50,000

6a

> $50,000

IT & Computer Related Items

Technology related items may be ordered/ approved according to the delegated authority assigned in this
document. However all technology related purchases are subject to review and approval by the Chief
Information Officer in order to ensure compliance with JH&FMHN technology standards, approved
Information and Communications Technology Strategic Plan and NSW Health requirements.

4.7

Minor Capital Works and RMR

The projects and the expenditure are co-ordinated with NSW Health, Corrective Services NSW or Juvenile
Justice NSW are approved by those Departments. Supervision of the work is performed by Capital Works
project officers supplied by the Ministry and JH&FMHN ensures that work carried out is satisfactory. Minor
Capital Works can only be carried out if approved under the JH&FMHN Minor Capital Works Program, as
agreed with the NSW Health.

4.8

Authority to Write-Off and Write-Up Items

Write-off and write up authority rests with the JH&FMHN Board in accordance with the NSW Health
Accounting Manual for Public Health Organisations. The JH&FMHN Board has delegated the authority as per
the table below. All stock or equipment register write offs must be reported to the Audit & Risk Management
Committee.
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Item

a.

Authorised Delegate(s)
Write-off and Write-

Up to $500

CFO

up of stock per item

Up to $1,000

EDCS

Over $1,000

CE

Up to $500

CFO

Up to $1,000

EDCS

Over $1,000

CE

** (see Delegation
Note)
Stock Adjustments per

b.

item **

c.

Write-off Drugs *

CE and EDCO on the submission of the Chief Pharmacist

* in accordance with legal requirements

4.9

** subject to detailed list of all stock adjustments being prepared and retained for audit.

Tendering

Tendering (selective or full) is required for the purchase of goods and services in excess of $250K that are not
State Government contract (See Appendix 1). A tender committee of at least three members (one of whom is
independent), is convened following the closure date of a tender, which reviews tenders received in detail
and makes recommendations in accordance with the NSW Health PD2014_005 Goods and Services
Procurement Policy.
Quotations/Tenders for items not in contract, including Period Contracts (NSW Health PD2014_005 Goods
and Services Procurement Policy):
 up to $3,000, incl. GST (No quote required)
 $3,001 to 30,000, incl. GST (1 written quote)
 $30,001 to $250,000, incl. GST (3 written quotes)
 $250,001, incl. GST and over (Full tendering procedures)
Item

Authorised Delegate(s)

a

Selective Tendering

Level 6a

b

Waiver of Tendering (if only one supplier)

Level 6a

c

Sales of Surplus Equipment by tender

EDCS

d

Disposal of Obsolete Equipment

EDCS

e

Period Contracts

Same as for quotations/tenders (as above)

Engagement of Private Consultants (NSW Health Purchasing and Supply Manual)
Cost less than $30,000

(Provided rates are considered

reasonable and consistent with normal rates, no quote is necessary)

f

Between 30,000 and $250,000

Level 5
Level 6a

3 formal quotes are necessary
Over $250,000

Tender Committee

Public Tenders

5. Personnel and Payroll Matters
5.1

Staff Establishment and Appointments

Requests to alter the Staff Establishment may be recommended by any JH&FMHN Manager but must be
supported in writing by the relevant Executive Director. Requests to add or alter staff positions must be
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accompanied by complete documentation including the reason for the request and relevant Position
Description. The request must be forwarded to and processed by Employee Services.
The request then needs to be reviewed by the CFO to ensure alterations to the staff establishment are within
the available budget in the salaries and wages line item. When all documentation is complete and endorsed,
the request will be submitted to the Employee Review Committee (ERC) for consideration. The ERC will
submit its recommendation to the CE for approval. The CE is the only officer who may approve alterations to
the Staff Establishment.
Item
a

Authorised Delegate(s)

Appointment of an Acting CE
(If the CE will be on leave for a period in excess of five working days

Level 8

and it is proposed to appoint an acting CE)

b

CE on recommendations of ERC (Employment Review

Authority to change titles of staff

5.1.1

Committee)

Visiting Medical Officers (VMO) / Visiting Dental Officer (VDO)

In general, the same policies that govern the appointment of staff (as per paragraphs 5.1 to 5.4) shall be
applied to the entering into a service contract to secure the services of a VMO/VDO. The Medical and Dental
Appointment Advisory Committee must approve all VMO/VDO appointments.

5.2

Staff Appointment Approval

On receiving the signed, written recommendation of a selection panel
Delegation

Item

Level

Variation(s) from Delegation Level

Managerial positions levels 1 & 2

4

DESPPC; Head of Research; or NDoNMS, SD

Managerial positions levels 3 & 4

6a

-

All non-managerial positions

4

DESPPC; Head of Research; or NDoNMS SD

5.3

Signing of Appointment Letters
Delegation

Item

Level

All management positions

6a

Variation(s) from Delegation Level
Director Workforce;

All non-managerial positions

4

Human

Resources

Manager;

Employee

Relations Manager; or Manager, Payroll and
Employee Services

5.4

Changes to Pay Rates

All staff will be paid within the guidelines, terms and conditions of their awards. Periodic adjustments to
remuneration for employees eligible for such adjustments based on performance, merit or other
circumstances will be enacted based on written recommendation by their Executive Director and
documented written approval by the CE. Health managers are remunerated as per JH&FMHN policy 3.105
Health Manager Salary.
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5.5 Dismissal of Staff
Delegation

Item

Level

Variation(s) from Delegation Level

CE

8

-

All other positions

6a

-

5.6

Voluntary Redundancy
Delegation

Item
Offer

Level
voluntary

(Refer to NSW Health

redundancy

package

to

employee

PD2012_021 Managing Excess Staff of the NSW

Variation(s) from Delegation Level

6a

-

5

-

Health Service)

Authorise payment of voluntary redundancy package in
accordance with approval mechanisms

5.7

Time Sheet Approval (Refer to 2.3)
Delegation

Item
a.

Level
Time Sheet Approval
Certification

b.

VMO Claims

Authorisation:

Evidenced by current,

valid appointment contract.

5.8

Variation(s) from Delegation Level

1

-

1

-

3b

-

Leave

Approval of all types of leave is subject to the employee having sufficient entitlements and being in
accordance with NSW Health Policies, Guidelines and Award conditions.
Delegation

Item
a.

b.

Level
Annual Leave

Sick / Personal
Carer’s Leave

Variation(s) from Delegation Level

< 4 weeks

1

-

> 4 weeks

4

Service Director(s), NDoNMS, ONMR

Sick Leave

1

-

2

-

4

Service Director(s), NDoNMS, ONMR

4

Service Director(s), NDoNMS, ONMR

Personal Carer’s Leave (in
conjunction with Sick Leave entitlements)

Military Leave, State Emergency
c.

Special Leave

Leave, Repatriation Leave, other
Special Leave

d.
e.

Maternity Leave (incl. Maternity LWOP)
Long Service

< 4 weeks

4

Service Director(s), NDoNMS, ONMR

Leave

> 4 weeks

6a

-
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Delegation

Item

Level

Variation(s) from Delegation Level

Payment in lieu of Long Service
Leave between 5-7 years service

6a

-

2

-

3b

-

Up to 5 days

3b

-

Up to 2 months

4

Service Director(s), NDoNMS, ONMR

Over 2 months

6a

-

4

Service Director(s), NDoNMS, ONMR

Up to 5 days (within Australia)

4

Service Director(s), NDoNMS, ONMR

Over 5 days (within Australia)

6a

-

6a

-

4

Service Director(s), NDoNMS, ONMR

6a

-

Domestic

4

-

Overseas

4

-

(subject to verification by Director
Workforce or Human Resources Manager)

up to 2 days
f.

FACS Leave

FACS Leave over 2 days (subject to
verification by Human Resources Manager
or Manager, Payroll and Employee Services)

g.

h.

Leave Without
Pay
Study Leave

Conference Leave with Overseas
Conference
i.

Leave
(excl. TESL)

travel – as per award provisions
where applicable (with approval of the
Ministry where necessary)

Conference attendance fee up to
$1,000
(within Australia)

All other conference/study leave
expenses
TESL (for staff
Specialists and
Continuing
j.

Medical
Education
Leave for
Career Medical
Officers)

k.

VMO / VDO & Senior Medical Staff Leave

3a

-

l.

Learning & Development Calendar Course Leave

2

-

m

Career Break Scheme

4

-

5.9

Higher Grade Duties Allowance

Appointment subject to JH&FMHN policies
Item

Delegation
Level

Variation(s) from Delegation Level

Managerial Position Level 1

2

-

Managerial Position Level 2

3b

-
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Managerial Position Levels 3a & 3b

4

-

Executive Directors

6a

-

5.10 Overtime
Delegation

Item

Level

Overtime (subject to budget availability)

3a

Variation(s) from Delegation Level
Nurse Manager Cluster/Site or Equivalent

5.11 Statement of Service
Delegation

Item

Level

Statement of Service
(subject to verification by Human Resources Manager or Employee

4

Variation(s) from Delegation Level
-

Relations Manager or Manager, Payroll and Employee Services)

5.12 Regrading
Applications must be considered by the Employment Review Committee (ERC), for in principle support prior
to assessment of the position description by the JH&FMHN Grading Committee. Authorisation is then
evidenced by written approval of CE. For nurses and other medical professionals, applications must be
considered by the applicable committee.

5.13 Flexible Work Practices
Delegation

Item

Level

Flexible Work Practices
(other than Working From Home Arrangements)

Working from Home Arrangements

Variation(s) from Delegation Level

4

-

6a

-

5.14 Secondments
Delegation

Item

Level

From JH&FMHN to another NSW Public Sector
organisation
From another NSW Public Sector organisation to
JH&FMHN (subject to recommendation by the ERC)

Variation(s) from Delegation Level

6a

-

6a

-

5.15 Token Gifts
All staff have the obligation to comply with JH&FMHN Policy 2.010 Code of Conduct in regard to Giving/
Receiving Gift and Policy 2.004 Conflicts of Interest and Gifts and Benefits Policies.
Token gifts, valued at $75 or less, may be accepted if offered as a gesture of appreciation.
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6. General Delegations
6.1

Motor Vehicles
Delegation

Item

Level

Approval to use a private vehicle for official business
(consistent with NSW Health PD2016_010 Travel Official)

Approval of expenses for use of a private vehicle for
official business
Approval to use an official vehicle for private use
Approval to take an official vehicle home on a temporary
basis
Increase in the motor vehicle fleet

6.2

3b

-

3b

-

6a

-

4

-NDoNMS, ONMR

5

-

Signing of Contracts, Service Agreements or Execution of Licence Agreements
Delegation

Item

Level

Signing of Contracts, Service Agreements or Execution of

5

License Agreements within approved budgets

6.2.1

Variation(s) from Delegation Level

Variation(s) from Delegation Level
-

Non-Financial Contracts and Deeds of Agreement

All non-financial contracts and Deeds of Agreement, including Memorandums of Understanding require
approval from the CE.

6.3

Risk Management Insurance
Delegation

Item

Level

Variation(s) from Delegation Level

Claims Processing – Public Liability

5

-

Claims Processing – Workers Compensation

4

Director Workforce

Claims Processing – Motor Vehicle and Property

4

-

TMF

CE

Appointment of Crown Solicitor to act on

behalf of

JH&FMHN in legal matters

6.4 Government Information Public Access (GIPA) Act 2009
Delegation

Item

Level

Decision to Provide/Refuse Access to Non-Health
Information
Decision to Provide/Refuse Access to Health Information
Decision to Provide/Refuse Access to
Psychiatric/Reports/Notes
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4

Right to Information Officer

4

Manager Joint Records Centre
3b plus additional advice of the treating

EDCO

psychiatrist as to adverse effect on the
patient
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Delegation

Item

Level

Decision to Provide/Refuse Access to the Media or
Political Party
Reviewable Decision under s.80(a),(b),(f),(j),(k), and (l) of
the GIPA Act
Reviewable Decision under s.80(c),(e),(g),(h),(i), and (m) of
the GIPA Act

6.5

6a

Variation(s) from Delegation Level
Right to Information Officer in

3b

consultation with the Legal Advisor

4

-

Access to Information Technology and Computer Systems

Access and use of the JH&FMHN computer and IT systems are governed by the following:
 JH&FMHN policy 2.002 Acceptable Use of Communications Systems;
 NSW Health PD2009_076 Communications – Use & Management of Misuse of NSW Health
Communications Systems
The Chief Information Officer is the principal officer responsible for the security and integrity of all computer
resources and programs. As such, he/she may exclude individuals from accessing all or any part of the IT
infrastructure and programs. Individual Executive Directors are responsible for the security and access of
particular programs or applications within their Directorates. For example, the EDCS is vested with the
authority to grant or exclude access to systems and programs relating to Employee Services. This should also
include Level 4 delegates. New IT equipment should be approved by the Executive Directors.
Individuals who feel they have been unfairly or unreasonably excluded from access may appeal in writing to
the relevant Executive Director or to the CE.

6.6

Purchase of Land and Buildings

Expenditure for the purchase of land or buildings or the erection of new buildings shall not be incurred
unless the proposal for expenditure is submitted for the prior written approval of the NSW Minister of Health
or his/her delegate.

6.7 Procurement of Art Works
All procurement of Art Works must be authorised by the Health and The Arts Committee prior to purchase
regardless of value or a positions delegation limit.
The definition of Arts is available under the NSW Health & The Arts Framework.

7. General Financial Delegations
7.1

Bank Accounts

Item
a

Authorised Delegate(s)

Signing of cheques on JH&FMHN General, and
Special Purpose & Trust Funds
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Item

Authorised Delegate(s)
Level 4 and one of the following cheque signatories:

b

Authorising Electronic Funds Transfers

c

Variation to approve Bank signatories

7.2

Petty Cash/Cash Floats






CE
EDCS
CFO
Financial Accountant

CE (for EDCS), EDCS (all other signatories)

Item

Authorised Delegate(s)

a

EDCS

b

c

Establishment of cash floats
Approval of Petty Cash

As per delegation

(subject to JH&FMHN policy 2.130 Petty Cash)

Where special, local petty cash funds have been

Approval of Local Petty Cash

established, the person charged with safeguarding the

(subject to JH&FMHN policy 2.130 Petty Cash)

7.3

fund may approve.

Patient Fees

Item
a.

b.

c.

d.

7.4

Authorised Delegate
Reclassify a patient from chargeable to nonchargeable
Reverse Patients' Billing Accounts

Level 3b; or Financial Accountant

Authority to initiate internal and external debt
recovery procedures
Authority to initiate legal action to recover
outstanding debts/accounts or recover courts costs

b.

c.

d.

e.

EDCS

EDCS

Patient Trust Funds

Item
a.

Level 3b; or Financial Accountant

Authorised Delegate
Approve opening of a Special Purpose & Trust
(SP&T) Fund
Approve closure of SP&T Fund

EDCS

EDCS

Approve a change to the spending cap applied
across all patient kiosk accounts
Approve a kiosk product exchange or refund
(per patient per transaction)

Level 3b

Level 3b; or Kiosk Cashier

Approve cash expenditure from a patient's trust

Level 1 = Up to $300

account (per patient per single transaction)

EDCS = Over $300
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Item

Authorised Delegate
Approve expenditure (excl. cash transactions) from a

f.

patient's trust account (per patient per single
transaction)

patient's private account to their trust account (per
patient per single transaction)

7.5

b.

7.6

EDCS = Over $5,000 to $10,000
Level 1 = Up to $500
Level 3b = Over $500 to $5,000
EDCS = Over $5,000 to $10,000
CE = Over $10,000

Accounts Receivable

Item
a.

Level 3b = Over $500 to $5,000
CE = Over $10,000

Approve a non-cash transfer of funds from a
g.

Level 1 = Up to $500

Authorised Delegate
Write-off Bad Debts (General Account and Patient
Fees Debtors)
Refund, Waiver or Postponement of Fees

EDCS

EDCS

Issue of Payment Summaries

Item

Authorised Delegate

Issue of Payment Summaries

Director Workforce

7.7

Investments

Item

Authorised Delegate

Investments
(Subject to Public Authorities (Financial Arrangements) Act 1987)

7.8

EDCS

Remittance to Government

Item

Authorised Delegate

Authorities under the Unclaimed Money Act 1995

EDCS

7.9

Approval of Business Activity

Item

Authorised Delegates

Statement (BAS)

CFO

8. Media Delegations
8.1

Media Releases

Item

Authorised Delegate

Media Releases

CE
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9. Legislation and Related Documents
Legislation

Government Information Public Access Act 2009
Health Services Act 1997
Public Authorities (Financial Arrangements) Act 1987
Public Finance and Audit Act (1983)
Unclaimed Money Act 1995

JH&FMHN Policies
and procedures

1.253 Access to Private Health Services
2.002 Acceptable Use of Communications Systems
2.130 Petty Cash
2.150 Purchasing
3.105 Health Manager Salary

NSW Health Policy

PD2009_076 Communications – Use & Management of Misuse of NSW Health

Directives and

Communications Systems

Manuals

PD2012_021 Managing Excess Staff of the NSW Health Service
PD2012_059 Delegations of Authority - Local Health Districts and Specialty Health
Networks
PD2014_005 Goods and Services Procurement Policy
PD2016_010 Official Travel
PD2017_018 Health Services Act 1997 - Scale of Fees for Hospital and Other
Services
Accounting Manual for Public Health Organisations
Accounts & Audit Determination for Public Health Organisations
Leave/Salaries Manual - Public Service
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Appendix 1 - Delegation Authority required for the Procurement of Goods and Services not on
the Government Contract (Excluding Consultancy Services)
All values listed are inclusive of GST
Need for Good or Service Identified

Purchases valued
between $3,001 and
$30,000

Low Value Purchase up
to $3,000

No written quotation required provided that
rates are reasonable and consistent with market
rates for items of a similar nature

Purchase
valued up to
$750

Purchase
valued up
to $1,500

Purchase
valued up
to $2,500

Purchases valued
between $30,001and
$250,000

At least one written quotation is
required provided that rates are
reasonable and consistent with market
rates for items of a similar nature

Purchase valued
up to $3,000

Purchase valued
up to $5,000

Purchase valued
up to $10,000

At least three written quotations are
required provided that rates are reasonable
and consistent with market rates for items of
a similar nature

Purchase valued
up to $30,000

Purchases
valued over
$250,001

Full tendering
process
initiated

Purchase valued
up to $50,000

Purchase valued
up to $250,000

Delegation

Delegation

Delegation

Delegation

Delegation

Delegation

Delegation

Delegation

Delegation

Level 1

Level 2

Level 3a

Level 3b

Level 3b

Level 4

Level 5

Level 5

Level 6
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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

Software Licensing, Acquisition & Support
Policy Number

2.023

Policy Function

Leadership and Management

Issue Date

16 December 2013 (Minor Update on 16 Dec 2014 - replaced ICT 303 form with
ICT Procurement Portal)

Summary

JH&FMHN recognises the responsibility to ensure a standard is set for
purchasing new Information Technology (IT) software and/or undertaking
enhancements, development and upgrades to existing systems. This policy sets
out guidelines for requesting software and/or changes to existing systems.

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)
Change Summary

Policy 2.023 (December 2008)
 Complete re-write, extends to all IT systems and software where policy
previously referred to databases only
 Introduces a framework and procedures for all software and system
requests
 Change of name (formerly known as Database Development - Use and Support)

TRIM Reference

POLJH/2023

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) recognises the responsibility to ensure a
standard is set and maintained for the purchasing, licensing, management, and maintenance of IT software
resources. This policy sets out guidelines for requests to purchase software resources and database
applications, including web based hosted systems by an authorised employee, contractor or other authorised
representative. Requests should consider resourcing impacts from both Information and Communication
Technology (ICT) and within requesting departments for ongoing system administration and maintenance.
The policy defines JH&FMHN Core & Non-Core Software attributes and Enterprise & Non-Enterprise
Databases within section 4 of this policy document.
All requests for software and or database applications require analysis by the ICT Department to ensure:


Compliance with NSW Ministry of Health standards and state-wide systems



Compatibility with existing systems



No duplication of services



Cost effectiveness and sustainability (capital and recurrent)



Support, maintenance and system administration roles and responsibilities are defined where
applicable



Implementation planning and time frames are achievable

Exclusions
Microsoft Access and Microsoft Excel are excluded from consideration as both systems are unsupported and
deemed inappropriate for use as enterprise database systems. While existing legacy systems remain
supported, new requests relying on these technologies will not be endorsed.

2. Policy Content
2.1

Mandatory Requirements

ICT engagement, purchasing, and licensing guidelines have been established by JH&FMHN to ensure that
software responsibilities are met and managed in a timely manner. JH&FMHN will not install or maintain
software unless it has been obtained in accordance with this policy. Authority to purchase is governed by
JH&FMHN policy 2.022 Delegations Authority and policy 2.150 Purchasing. Technology related items may be
approved and ordered according to the delegated authority assigned in these policies. All technology related
purchases are subject to review and approval by the Chief Information Officer (CIO) in order to ensure
compliance with JH&FMHN technology standards and NSW Ministry of Health policy directive PD2010_047
Standard Technology Product Acquisition.

2.2

Implementation – Roles & Responsibilities

Chief Information Officer (CIO) is primarily responsible for:


Authorising all software purchasing, development, and upgrade requests including contractual
arrangements as required.



Determination of Core and Non-Core Software, and Enterprise and Non Enterprise Databases.



Ensuring appropriate ICT resources are available to support implementations and ongoing support
and maintenance activities. This includes human, financial and infrastructure availability and
sustainability.



Following up any outstanding invoices and responding to queries from all parties, including
HealthShare (HS) and vendors, in relation to implementation stages and payment.
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Manager, IT Support (MIS) is primarily responsible for:


Management of the internal ICT purchasing process.



Assisting JH&FMHN staff with questions in relation to software purchasing and development and
licensing.



Assessing security requirements and risk impacts.



Engaging with Department Manager or Executive Director and the CIO for escalation.

Data Custodian is primarily responsible for:


Department or directorate primary contact and lead role for liaison with ICT and vendors to
coordinate planning and implementation.



Determining security access levels for system users.



Determining ongoing support and maintenance requirements such as vendor support agreements
and service level agreements.



System administration tasks as agreed with ICT.



Determining requirements for system enhancements and liaison with vendors as required.



End user training, tip sheets and communication.

3. Procedure Content
3.1

Acquisition Procedure and Licensing for Core Software


Access and licensing of core software that is presently in use at JH&FMHN is requested via the ICT
Procurement Portal. Managers must submit requests via the ICT Procurement Portal to designate
appropriate software to employees. Please refer to flowchart in section 6.1 of this policy document.



Departments seeking access to software that is not presently in use at JH&FMHN but which they
deem to be “core” should contact the MIS for advice.



Should further discussion be required to determine if the software is “core”, the MIS will engage with
the Department Manager and the CIO.



Subject to approval, via a briefing note to the CIO from the requesting Department Manager or
Executive Director, the MIS will coordinate system testing as required.



Funding requirements for licencing and any other associated additional costs must be identified and
approved by the Department Manager or Executive Director and the CIO, prior to the
commencement of purchasing in accordance with the JH&FMHN policies 2.022 Delegations Authority
and 2.150 Purchasing.



Post funding agreement an approved brief is to be sent to the ICT Service Desk for processing and
ordering of the approved licenses / core software.



Installation will be managed centrally by ICT.



Ongoing licencing and software distribution will be managed by ICT.

3.2

Acquisition Procedure and Licensing for Non-Core Software


Departments seeking to purchase non-core software must contact the MIS for advice before
initiating purchase. The MIS is authorised to reject requests that do not comply with standards
and/or cannot be sustained or supported within the Enterprise ICT environment due to compatibility
issues. The MIS may recommend alternatives that are more closely aligned with the ICT
infrastructure. Please refer to flowchart in section 6.2 of this policy document.



Should further discussion be required to determine if the software is non-core, the MIS will engage
with the Department Manager and the CIO.
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Subject to the approval, via a briefing note to the CIO from the requesting Department Manager or
Executive Director, the MIS will coordinate system testing as required.



Funding requirements for licencing and any other associated additional costs must be identified and
signed off by the Department Manager or Executive Director and the CIO, prior to the
commencement of purchasing in accordance with JH&FMHN policies 2.022 Delegations Authority
and 2.150 Purchasing.



Post funding agreement an approved brief is to be sent to the ICT Service Desk for processing and
ordering of the approved licences / non-core software.



Installation will be managed centrally by ICT.



Ongoing licencing and software distribution will be managed by ICT in conjunction with the specific
Department Manager or nominated representative. Notification will be provided each year (or as
required) by ICT of invoices to be paid for subscription renewal etc.



Version upgrades for Non-Core software will be negotiated on a case by case basis.

3.3

Acquisition Procedure and Licensing for Enterprise Database


Acquisition of an enterprise database that is presently in use at JH&FMHN is requested via the ICT
Procurement Portal. Managers must submit requests via the ICT Procurement Portal to designate
appropriate software to employees.



Departments seeking access to software that is not presently in use at JH&FMHN but which they
deem to be “enterprise” must contact the MIS for advice.



Should further discussion be required to determine if the database is “enterprise”, the MIS will
engage with the Department Manager and the CIO.



A briefing note to the CIO from the requesting Department Manager or Executive Director outlining
the requirements, costs, data custodian roles and responsibilities and funding must be submitted for
determination.



Subject to approval the MIS will coordinate access to ICT resources and/or system testing as
required.



Funding requirements for licencing and any other associated additional costs must be identified and
approved by the Department Manager or Executive Director and the CIO, prior to the
commencement of purchasing in accordance with the JH&FMHN policies 2.022 Delegations Authority
and 2.150 Purchasing.



Post funding agreement an approved brief is to be sent to the ICT Service Desk for processing and
ordering of the approved licenses / enterprise database.



Installation will be managed centrally by ICT.



Ongoing licencing and software distribution will be managed by ICT.

3.4

Acquisition Procedure and Licensing for Non-Enterprise Database


Departments seeking to purchase and/or develop a non-enterprise database must contact the MIS
for advice before initiating purchase.



Should further discussion be required to determine if the software is non-enterprise, the MIS will
engage with the Department Executive Director and the CIO.



A briefing note to the CIO from the requesting Department Manager or Executive Director outlining
the requirements, costs, data custodian roles and responsibilities and funding must be submitted for
determination.



Subject to approval the MIS will coordinate access to ICT resources and/or system testing as
required.
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Funding requirements for licencing and any other associated additional costs must be identified and
signed off by the Department Manager and the CIO, prior to the commencement of purchasing in
accordance with the JH&FMHN policies 2.022 Delegations Authority and 2.150 Purchasing.



Post funding agreement an approved brief is to be sent to the ICT Service Desk for processing and
ordering of the approved licenses / enterprise database.



ICT Support will enter details in the Asset Database on arrival of software at JH&FMHN.



Installation will be managed centrally by ICT.



Ongoing licencing and software distribution will be managed by ICT in conjunction with the specific
Department Manager or nominated representative. Notification will be provided each year (or as
required) by ICT of invoices to be paid for subscription renewal etc.

3.5

Media


3.6

To avoid departments having to purchase their own media for core applications, ICT will purchase (if
not already owned) the media so the requesting department only needs to purchase the licence. This
is commonly applicable to Microsoft or Adobe applications. ICT maintains a collection of Microsoft
media in addition to select Adobe media.

General Considerations


Software and database applications purchased, developed or funded by departments of JH&FMHN
are the property of JH&FMHN.



Data custodians are responsible for ensuring that data is stored, analysed, used and released in
accordance with relevant policies and procedures.



Data custodians and department managers will work in coordination with ICT on vendor
engagement, software development and modification.

4. Definitions
Core Software
Core software refers to software applications already approved and in use within the organisation or within
other NSW Ministry of Health jurisdictions. ICT manage the acquisition, installation, rollout and licencing for
all core software applications at JH&FMHN. Core software attributes include:


Software that is accessed and used in multiple departments



Software that is used to support direct patient care



Software which provides organisational wide automation

Non-Core Software
Non-Core software refers to software applications which are new to the organisation and/or unique to other
NSW Ministry of Health jurisdictions. ICT manage the acquisition, installation, rollout and licencing for all
non-core software applications at JH&FMHN. Non-Core software attributes include:


Software required in 1-2 departments only



Software not required for direct patient care

Enterprise Database
ICT manage the acquisition, installation, rollout and licencing for a number of enterprise database
applications at JH&FMHN e.g. iPM and TRIM. Enterprise database attributes include:


Database is an organisational wide solution which services multiple departments

Policy: 2.023

Issue Date: 16 December 2013

Page 5 of 8

Software Licensing, Acquisition & Support


Database is involved in direct patient care



Database provides organisational wide benefit



Database is allowable under the NSW Ministry of Health PD2010_047 Standard Technology Product
Acquisition



Database is to have a departmental custodian or owner

Non-Enterprise Database
ICT manage the acquisition, installation, and rollout and licencing of non-core software. Non-Enterprise
database attributes include:


Database required in 1-2 departments only



Database not required for direct patient care



Version upgrades for non-enterprise database will be negotiated on a case by case basis



Database is allowable under the Ministry of Health’s ICT Infrastructure Standard Products
Compliance and Acquisition Guide



Database is to have a departmental custodian or owner

5. Legislation and Related Documents
NSW Ministry of Health
Policy Directives

PD2013_033 Electronic Information Security Policy - NSW Health
PD2009_076 Communications - Use & Management of Misuse of NSW Health
Communications Systems
PD2010_047 Standard Technology Product Acquisition

JH&FMHN Policies and
Forms

2.002 Acceptable use of communication systems
2.022 Delegations Authority
2.150 Purchasing
ICT Procurement Portal
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6. Workflow Overview
6.1

Acquisition of Existing Software and or Database
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6.2

Acquisition of New Software and or Database
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Mandatory Reporting of Serious Criminal Offences
Policy Number

2.024

Policy Function

Continuum of Care

Issue Date
Summary

6 October 2017
This policy assists staff in fulfilling their mandatory disclosure obligations under
the Crimes Act 1900 (NSW) when a patient provides information revealing the
commission of a serious indictable offence.

Responsible Officer
Applicable Sites

Executive Director, Performance and Planning
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)
Change Summary

Policy 2.024 (November 2014)
 Significant re-write of the policy to clarify issues surrounding the
mandatory disclosure requirement under the Crimes Act 1990 (NSW).

TRIM Reference
Authorised by
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Mandatory Reporting of Serious Criminal Offence

1. Preface
This policy assists staff to fulfil their “mandatory disclosure” obligations under section 316 of the Crimes Act
1990 (NSW) and applies to all Justice Health & Forensic Mental Health Network (JH&FMHN) staff. It may be
of particular relevance or assistance to clinical staff who have contact with patients.

2. Policy Content
2.1

Mandatory Requirements

Under s316 of the Crimes Act 1990 (NSW), a person who knows or believes that:
1) another person has committed a serious indictable offence; and
2) he or she has information which might be of material assistance in:
a) securing the apprehension of the offender; or
b) the prosecution or conviction of the offender for it
is liable to imprisonment for 2 years if he or she fails without reasonable excuse to bring that information to
the attention of a member of the Police Force or other appropriate authority.
What are the Key Elements of the Mandatory Disclosure Obligation?
Element

Interpretation

Serious indictable

An indictable offence that is punishable by imprisonment for life or for a term of 5

offence

years or more (s4, Crimes Act). This includes drug trafficking, serious assaults, sexual
assaults, murder and manslaughter, but does not cover minor possession offences or
any offences under public health legislation.

Knows or believes

This must amount to more than a mere suspicion that an offence occurred.

Offence has been

Mandatory disclosure obligation only applies to a past offence or a past and

committed

continuing offence, and not to any future offence that may be committed.

Information of

‘Material’ – information must be of crucial or substantial assistance to the prosecution

material assistance

of offence or apprehension of offender.

Fails without

What is a ‘reasonable excuse’ can vary depending on the circumstances, but must

reasonable excuse

generally provide a real justification or defence and not be implausible or remote.

Prosecution only with Approval of Attorney-General
Persons who acquire knowledge or information of an offence in the course of professional practice –
relevantly, as a legal practitioner, medical practitioner, psychologist, nurse, social worker (including victims
support worker and counsellor), or academic or professional researcher – may only be prosecuted under s316
with the approval of the Attorney-General.

3. Procedure Content
Informed Consent and the Limits of Privacy Protection
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The provision of health care usually commences with obtaining a patient’s informed consent to undergo
medical assessment or treatment, including consent to the collection, use and disclosure of health
information in accordance with legislation. A patient with capacity for informed consent should understand
that disclosure of a patient’s health and other information obtained in the course of treatment may, in some
circumstances, be required or compelled by law. Where there is a risk that a patient may disclose to the
practitioner information about having committed a serious criminal offence, the practitioner should advise
the patient that reporting of that information to relevant authorities may be compelled by the practitioner’s
mandatory disclosure obligation under s316 of the Crimes Act.
Notification and Disclosure
Staff who acquire information or knowledge or who otherwise believe that a patient has committed a serious
indictable offence (including an offence as witnessed by staff) should carefully evaluate the elements of the
mandatory disclosure obligation listed in the table above to form a decision as to whether or not the
obligation under s316 is enlivened in the circumstances.
There is no obligation to report offences which already are or have been the subject of police reporting or
investigation, unless the practitioner is of the view that the patient has disclosed new information which
would be of material assistance to the apprehension, prosecution or conviction of the offender.
In addition, it is reasonable for staff to consider the mental state and capacity of each patient in forming a
view as to the veracity of any disclosure made and whether the information disclosed by the patient would
be of material assistance to police.
Staff should be aware that the obligation to report is a personal obligation and not a JH&FMHN obligation.
Where a practitioner believes that the s316 mandatory reporting obligation may have been triggered, the
practitioner should notify his or her line manager and may seek advice from the Clinical and Corporate
Governance Unit.

4. Definitions
Must
Indicates a mandatory action to be complied with.
Should
Indicates a recommended action to be complied with unless there are sound reasons for taking a different
course of action.

5. Legislation and Related Documents
Legislation

Crimes Act 1900
Crimes Regulation 2010

NSW MoH Manuals and Policy Directives

NSW Health Privacy Manual for Health Information

JH&FMHN Policies

2.010 Code of Conduct
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Policy Number

2.027

Policy Function

Leadership and Management

Issue Date

22 August 2017

Summary

This policy establishes an organisation-wide framework for developing,
designing, approving, distributing and reviewing clinical and non-clinical forms
in a consistent manner.

Responsible Officer
Applicable Sites

Executive Director Commercial Services
Administration Centres (JHAC, D&A Central Discharge Planning Office)
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)
Change Summary

Policy 2.027 (November 2011)
 Combines corporate and health record forms policies into one
 Updated procedure content to include Health Record & Clinical Forms
Committee (HR&CFC), and management of Justice Health and Forensic
Mental Health Network electronic Health System (JHeHS) forms.
 Reconfigured to align with the current policy template.
 Updated legislation, processes and related documents.

TRIM Reference

POLJH/2027

Authorised by

Chief Executive, Justice Health & Forensic Mental Health Network
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1. Preface
Forms are an effective way of collating information or guiding users through relevant procedural steps in
order to comply with a policy and/or procedure. The use of forms that are clearly written and consistently
formatted assists the organisation in carrying out its functions.
This policy establishes an organisation-wide framework for developing, designing, approving, distributing,
monitoring and reviewing official forms, both clinical and non-clinical, in a consistent manner.
This policy does not apply to the development, use or management of unofficial forms or document
templates.

2. Policy Content
2.1

Mandatory Requirements

Official Justice Health & Forensic Mental Health Network (JH&FMHN) forms must be:
 Developed when there is a need to collate information in a consistent manner across a department,
stream or the organisation. Forms must be developed or reviewed in light of:
o Best practice,
o Available resources,
o Existing information collections,
o Existing Workflows, and
o Established delegated authority.
 Designed in a standard layout (paper or electronic) and reviewed by appropriate stakeholders.
 Approved by the following committees:
o Corporate Forms by the Corporate Information Steering Committee; and
o Health Record and Clinical Forms by the Health Record & Clinical Forms Committee (HR&CFC).
 Corporate Forms are to be allocated a form number, entered into a forms register and captured in the
HP Records Manager System (HPRM) database when approved by the Corporate Information Steering
Committee.
 Health Record and Clinical Forms (HR&CF), paper-based and electronic (eform) are to be allocated a
form number and entered into the HR&CF register that is stored in the HP Records Manager System
(HPRM) database when approved by the HR&CFC.
 All forms are to be reviewed at least once every three years by the relevant stream. The relevant
committee can also begin a review of forms if required.
 If a form is associated with a JH&FMHN policy, the policy owner should review the form at the same
time as the policy is due for review and submit it to the relevant forms committee for approval.
In addition to the above requirements, HR&CF must be managed in accordance with:
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 Australian Standard AS 2828.1-2012 Health records Paper-based health records and AS 2828.2(Int)2012 Health records Digitised (scanned) health record system requirements;
 Health Records and Information Privacy Act 2002;
 State Records Act (1998);
 PD2013_033 Electronic Information Security Policy – NSW Health
 The JH&FMHN Health Record Procedure Manual; and
 The International Organisation for Standardisation (ISO) 27001:2013 Information Security Management
Systems (ISMS).

2.2

Implementation – Roles and Responsibilities

Representatives on Relevant Forms Committees
The functions and roles of the HR&CFC are to be consistent and comply with Ministry of Health (MoH)
PD2009_072 State Health Forms.
In line with each committee’s defined Terms of Reference (HR&CFC / Corporate Information Steering
Committee), representatives on the relevant forms committees are responsible for:
 Ensuring a holistic approach occurs in the development of forms i.e. consideration to transitioning or
developing a paper form into an electronic format and reporting benefits that may lead to best
practice;
 Ensuring existing paper and electronic forms within their department/stream are regularly reviewed;
 Assisting the action officer/form owner to complete the appropriate forms application package
(CORP069);
 Reviewing the appropriateness of all forms tabled at the relevant forms committee for approval;
 Ensuring an efficient and effective communication strategy exists for all forms;
 Achieving financial savings through the standardisation and rationalisation of existing and new forms;
 Ensuring compliance with statutory and other regulatory requirements concerning the collection,
storage and use of forms; and,
 Identifying any statewide corporate or HR&CF that should be implemented within JH&FMHN.
Action Officers
An Action Officer is responsible for:


Ensuring new or existing forms are developed or reviewed in line with current delegations, best
practice, JH&FMHN policies, MoH policy directives and guidelines;



Completing the appropriate forms application package (CORP069) prior to submitting to the relevant
forms committee;



Considering the inclusion of any recommended changes to forms that are proposed by the relevant
committee;



Consulting with appropriate stakeholders and form owners (refer to Section 3.2); and
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Attending the relevant forms committee to present the form.

An Action Officer can also be a Form Owner.

3. Procedure Content
These procedures outline the process that must be used by JH&FMHN staff to improve the development of
new forms, the quality of existing forms due for review and for consulting stakeholders during the
development or review of an official form. The following definitions should be noted:

3.1

Development or Modification of Official Forms

The need to develop or revise an official form may be identified by way of:
 Operational changes (including updated delegations); New service methods for clinical and/or
corporate practice(s);
 Updated legislative or policy requirements; recommendations resulting from Root Cause Analysis (RCA)
investigations, complaints management, coroner’s report or internal and external audit reports;
 Availability of electronic solutions; or,
 A routine/related policy review.
If the need to develop/revise a form has been identified, nominated action officer should ensure form
development procedures are followed as outlined below.
Procedure
1. For all Corporate forms and paper-based HR&CF, a Form Application (CORP069) must be completed and
include:
 The type of form (e.g. Corporate or HR&CF);
 Supporting policies or procedures;
 The reason a form is being developed/revised; and
 Signature and approval from the relevant Service Director/or equivalent line manager.
2. For all electronic HR&CF, a JHeHS Change Request must be completed with appropriate line manager
authorisation.
3. A minimum of three stakeholders who would use and/or authorise the Corporate form or the paperbased HR&CF should be nominated.
4. Any relevant policies and procedures should be reviewed and updated.
5. Use of Form Template Corporate (CORP060) and paper-based HR&CF templates (HRM25L/HRM25P).
Considerable thought should go into the content and layout of these forms and it should be designed
with the intended audience and purpose in mind.
6. When developing/revising content within the form, action officers should consider:
 Grammar and use of language, including audience and clarity of instructions to support quality and
compliance;
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 If paper, the possibility of transitioning to an electronic format;
 Standardised response options available to the user within JHeHS when the paper-based form is
transitioned into an eform;
 Amalgamating similar forms into one;
 The type of questions asked (open or closed);
 The requirement of mandatory questions;
 The order in which questions are asked;
 The space allowed for answers or input; and
 Change management and implementation processes.
7. Stakeholders consulted in accordance with Section 3.2.2.
8. For Corporate forms or paper-based HR&CF the form application package with the draft form must be
submitted to the relevant forms committee. When approving forms, the relevant committee must be
satisfied that:
 The existence of the form is appropriate;
 The content and layout is standardised as per CORP060 Form Template and HR&CFC templates
(HRM25L/HRM25P);
 Appropriate stakeholders have been involved in the development or review of the form;
 Comments or corrections in the stakeholder feedback have been addressed by the action officer; and
 Any supporting policy or procedure has been reviewed and updated accordingly.
9. The relevant forms committee must determine the appropriate frequency of review by assigning a review
date between one and three years. Forms that are likely to change, should be assigned a lesser review
period.
10. Once the application has been approved the


Corporate Information Steering Committee secretariat must:
o If paper-based:


Assign a form number



Capture the form in the register and store it within the designated container within
HPRM (as a new or replacement record),

o If electronic:


Advise the Action Officer to forward the form request to myICT for a feasibility
assessment of requirements, design and build

o Post an Important Notice (CORP026) to all staff listing all approved corporate forms on the
Intranet.


HR&CFC secretariat must:
o If paper-based:
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Assign a form number;



Advise the printing company of the new, updated or replacement form for addition to
the electronic portal for ordering documents (ePOD); and



Ensure the final artwork created by the publisher is reviewed by the action officer of
the form before publishing,

o If electronic:


Assign an electronic form number;



Ensure the JHeHS data dictionary is updated by Information Management;



Be informed by Information Management when the form/s have been developed in
JHeHS;



Advise the printing company to remove any paper-based versions of the form from
ePOD once developed within JHeHS; and,



Create, manage and distribute downtime forms for an electronic JHeHS form.

o Update the HR&CF register - recording the owner, date, version of the form;
o Forward a Memo to the Clinical Operations Committee summarising the status of forms; and
o Post an Important Notice (CORP026) on the Intranet addressed to all staff outlining the status of
forms.

3.2

Stakeholder Identification and Consultation

Effective consultation with stakeholders assists with identifying issues to be addressed and promotes the
effective implementation of a JH&FMHN form.
3.2.1

Identification of Stakeholders

A stakeholder is any person, officer, group (e.g. unit or directorate) who may be significantly impacted and
therefore, should have input into the content and structure of a form. Action Officers should nominate a
reasonable number of stakeholders to provide comments on a draft form prior to review by the relevant
forms committee.
3.2.2

Stakeholder Consultation

In the context of these guidelines, ‘consultation’ refers to the processes and techniques employed by
JH&FMHN to ensure form owners, stakeholders and relevant experts have effective and appropriate input
into forms for the purpose of improving or maintaining service delivery.
Procedure
1. Identify a reasonable number of positions (three or more) that may be significantly impacted by the
implementation of a new/revised form. These positions should include staff that complete the form and
those who should authorise the form. Form Owners must be consulted with in regards to any changes
applied to forms prior to submission to the relevant forms committee.
2. If the consultation relates to an electronic HR&CF, appropriate line manager authorisation is required.
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3. Submit a draft copy of a Corporate or paper-based HR&CF to the nominated stakeholders. The following
should be considered when requesting feedback from stakeholders:
 Seek advice relating to their work unit or area of expertise. This provides an opportunity to identify the
implications of using the form in terms of their service configuration.
 Provide a reasonable time to review the form (usually within two weeks). Where stakeholders do not
respond to a request to review a draft form, this should be noted on the Form Application (CORP069).

3.3

Official Forms that Require a Trial

With the introduction of a new form, and where appropriate, the relevant forms committee may recommend
an initial trial of the form.
 The form must be approved in accordance with Section 3.1 of this policy.
 If it is recommended that the form is trialled, the action officer must establish timeframes for the trial,
determine responsibility for coordinating the trial, provide education to staff and evaluate the
feedback from staff using the new form.
 Outcomes must be evaluated to determine whether any improvements to the form or approval
process are required, this is not limited to the end of the trial and changes can occur throughout the
trial period.

3.4

Official Forms that are No Longer Required

Official forms that are no longer required or contain obsolete information must be considered for deletion.
Procedure
1. Complete a Form Application (CORP069) and tick that it is a request to delete an established form.
2. Cite a reason why the form should be made obsolete and removed from circulation.
3. Forward the completed Form Application (CORP069) to the relevant forms committee(s) for approval.
4. Upon approval, the secretariat for the relevant forms committee to proceed with the same procedure as
outlined in Section 3.1.

3.5 Management of Unofficial Forms
 Unofficial forms are those used at a local level to capture information that is of a routine or
instructional nature and have no continuing value to JH&FMHN. This includes forms without an
approved form number and photocopied forms, (which will not be filed within the patient’s paperbased health record or scanned in the patient’s electronic health record).
 If there is an unofficial form being used within a health centre, the action officer must be notified to
review the form and if it is determined that the form should be used then seek approval to make it an
official form as per Section 3.1. Unofficial forms that are identified to no longer be used must be
destroyed.
 Photocopied forms must not be filed within the patient’s paper-based health record or scanned into
the patient’s electronic health record.
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3.6 Management of forms within Clinical Application Systems
3.6.1 Scanning
All requests to scan a HR&CF are to be made to the JHeHS Application Advisory Group via a JHeHS Change
Request for approval. Only approved HR&CF are to be scanned into JHeHS in accordance with the JHeHS
Scanning Categories of Scanned Documents in JHeHS. All scanned documents are to be forwarded to Health
Information and Records Service (HIRS) for quality checking.
As a guiding principle, internal paper-based JH&FMHN forms should not be uploaded into JHeHS as a
scanned document and instead be reviewed for transitioning into an eform.
3.6.2 Downtime
In the event of a Clinical Application System being unavailable, downtime forms must be made available
within all clinical areas. All downtime forms can be accessed and printed via the intranet. It is the
responsibility of all clerical staff to ensure that there are numerous downtime forms available in the event of
a Clinical Application System being unavailable. These forms must be made available for clinical and clerical
staff to capture information before retrospectively updating the patient’s record within the correct Clinical
Application System when Downtime has ended. If required, this should also be communicated via Clinical
Handovers.

3.7 GEO, Privately Operated Correctional Centre Forms
GEO or any privately operated correctional centre must use JH&FMHN clinical forms unless there is a special
requirement for a form that doesn’t exist in the current suite of JH&FMHN forms. Any GEO or privately
operated correctional centre standalone clinical form must be approved by JH&FMHN prior to inclusion in
the patient health records and added to the JH&FMHN suite of forms.

3.8 Policy Compliance Monitoring
HIRS will undertake audits to monitor policy compliance and the use of unapproved HR&CF. Audit results will
be reported to the HR&CFC on a bi-annual basis.

4. Definitions
Corporate Form
Relate to the management of support services and do not contain clinical management information.
Corporate Forms often address matters such Workforce, Finance, Work Health & Safety (WH&S), Quality
Improvement, Risk Management, and Facilities & Logistics etc. Corporate Forms can be paper-based or
electronic. These forms do not relate to guides, letters or minute type documents.
Health Record & Clinical Form (HR&CF)
A JH&FMHN Health Record encompasses the patient’s paper-based and electronic health record that
contains clinical information through the use of health record forms. A Health Record form is a form that is to
be included within the patient’s Health Record and extends to scanned documents, which are uploaded into
JHeHS. A Clinical form contains clinical management information that are not filed in a patient’s Health
Record.
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Must
Indicates a mandatory action or requirement.
Should
Indicates a recommended action that needs to be followed unless there are sound reasons for taking a
different course of action.

5. Legislation and Related Documents
Legislation

Health Records and Information Privacy Act 2002
State Records Act (1998)

NSW MoH Policy
Directives and
Manuals

PD2013_033 Electronic Information Security Policy – NSW Health
PD2009_072 State Health Forms
PD2012_069 Health Care Records - Documentation and Management
NSW Health Privacy Manual for Health Information

JH&FMHN Policies
and Procedures

2.014 Corporate Records Management
2.022 Delegations Authority
2.135 Policy Development, Review & Distribution

Health Record Procedure Manual
JHeHS Change Request
JHeHS Scanning Categories of Scanned Documents in JHeHSTerms of Reference
HR&CFC
Terms of Reference Corporate Information Steering Committee
JH&FMHN Forms

CORP026 Important Notice Template
CORP060 Form Template
CORP069 Form Application
HRM25L Health Record Form Template – (A4) Landscape
HRM25P Health Record Form Template – (A4) Portrait

Australian/
New Zealand
Standard

AS 2828.1-2012 Paper-based health records
AS 2828.2(Int)-2012 Health records - Digitized (scanned) health record system
requirements
ISO 27001:2013 Information Security Management Systems (ISMS)
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Incident Management
Implementation Guide – Ministry of Health PD2014_004
Policy Number

2.030

Policy Function

Leadership and Management

Issue Date
Summary

1 December 2015
Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to
providing a safe environment for its patients and workers. The Incident
Reporting and Management System, which is a component of the Risk
Management Framework, supports the systematic identification and
quantification of system failures/weaknesses that have contributed to adverse
incidents or near misses.
This document provides framework on JH&FMHN specific policy and
procedures on Incident Management in accordance with NSW Ministry of
Health PD2014_004 Incident Management.

Responsible Officer
Applicable Sites

Executive Director Governance and Commercial Services
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)
Change Summary

Policy 2.030 August 2012
 Update position titles and responsibilities
 Add definition of an incident flowchart to the guideline
 Remove referance to Incident Management Proceedure Manual from the
Guideline

TRIM Reference
Authorised by
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Incident Management - Implementation Guide – Ministry
of Health PD2014_004

1. Preface
 The purpose of this implementation guide is to provide direction to staff regarding the management
of both clinical and corporate incidents, including the provision of appropriate feedback to patients,
families/support persons and clinicians, and the sharing of lessons learned to prevent patient harm.
 This guideline applies to all clinical and corporate incidents and near misses within Justice Health &
Forensic Mental Health Network (JH&FMHN).

2. Policy Content
2.1

Mandatory Requirements

JH&FMHN staff must comply with all aspects of the NSW Ministry of Health PD2014_004 Incident
Management. In addition to the provisions of the NSW Ministry of Health policy, there are certain additional
requirements specific to JH&FMHN which are set out below.

2.2

Implementation - Roles & Responsibilities

All staff are responsible for:
 Ensuring they are aware of how to log an incident in the Incident Information Management System
(IIMS);
 Notifying all incidents they identify in IIMS;
 Participating in the investigation of incidents as required;
 Participating in the implementation of recommendations arising from investigation of incidents; and
 Encouraging colleagues to notify incidents identified.
 Managers are responsible for:
 Ensuring IIMS notification is included in local orientation;
 Ensuring all staff know how to log an incident;
 Managing incidents in their area within the Ministry of Health (MoH) Key Performance Indicator (KPI)
timeframe;
 Reviewing incident notification fields and ensuring correct selection to maintain data integrity;
 Reviewing incidents in their area, identifying any ongoing trends, implementing and evaluating system
improvements;
 Advise the Patient Safety & Incident Management Officer of any aggression incident that requires a
Reportable Incident Brief (RIB) to be submitted to the MoH, within 24 hours of the incident occurring.
(Refer to section 3.3 Reportable Incident Brief (RIB) Reporting Process in Justice Health & Forensic
Mental Health Network)
 Providing feedback to staff on incidents trends and their outcomes; and
 Ensuring that IIMS management is handed over to their replacement when taking planned leave.
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The Clinical & Corporate Governance Unit is responsible for:
 Submitting Reportable Incident Briefs (RIB) to the Ministry of Health (MoH);
 Coordinating the investigation and management of all Root Cause Analysis investigations;
 Monitoring Severity Assessment Code (SAC) 2 Serious Incident Investigations.

3. Procedure Content
3.1

Identification: Definition of an Incident in JH&FMHN

In the general community, as each Local Health District/Specialty Network generally has sole responsibility
for the premises within which their staff operate, all incidents occurring in these settings are the direct
responsibility of that service. For JH&FMHN, responsibility for incident notification and management is
frequently shared with partner agencies, for example, Corrective Services NSW (CSNSW), Juvenile Justice
NSW (JJNSW) and the Department of Attorney General and Justice.
In the interests of accurate incident reporting, it is important to first determine whether an incident is the
responsibility of JH&FMHN - and should be reported through the IIMS - or whether the incident occurred
solely within the jurisdiction of the partner agency and should therefore be managed by that agency.
Additionally, in some cases, the incident may require notification to, and management by both JH&FMHN
and the partner agency.
The following points must be used when considering an incident within JH&FMHN.
 Did the incident occur within a JH&FMHN location, for example, a health centre, Long Bay Hospital,
the Forensic Hospital, JH&FMHN office, Mental Health Screening Units etc.?
 Did the incident involve a JH&FMHN worker? Worker includes employees, independent contractors,
apprentices, outworkers, trainees, work experience and volunteers?
 Did the incident involve a patient’s care, for example, wrong medication, misdiagnosis, inability to
provide treatment, access to a patient, inappropriate care or management of a patient etc.?
 Did the incident involve the death of a patient/inmate/young person?
 Did the incident involve deliberate self-harm by a patient/ inmate/ young person?
If the answer is “yes” to any of the above points then the incident must be reported through IIMS.
Refer to flowchart in Appendix 1.

3.2

Notification

SAC 1 and 2 Incidents and “near-misses” (a near miss is any event that could have had adverse consequences
but did not, and is indistinguishable from fully fledged adverse events in all but outcome) must be reported
to:
 (During business hours) in Forensic Hospital the Deputy Director of Nursing or the Nurse Manager
Professional Programs for all other areas,
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 (Outside business hours) the Forensic Hospital After Hours Nurse Manager or the After Hours Nurse
Manager for all other areas,
who must immediately report all SAC levels 1 and 2 incidents, notifiable incidents to WorkCover NSW, and
serious “near-misses” incidents via the group messaging service.
In addition to but not restricted to SAC 1 and SAC 2 incidents, the following SAC 3 incidents must also be
notified via the group messaging service:
 Overdose incident or significant medication (administration/dispensing) error;
 Assault on a worker;
 Disruption to services due to a natural disaster or environmental (e.g.; power, water, cooling systems)
outage.
3.2.1

Death in Custody Incidents
All deaths in Correctional Centres, Juvenile Justice Centres, the Long Bay Hospital and the Forensic
Hospital are subject to internal review and an investigation by the NSW Coroner. All Deaths in
Custody (DIC) must be notified in IIMS. A Reportable Incident Brief (RIB) to NSW Ministry of Health
will be sent by the Clinical & Corporate Governance Unit.

In the event of a DIC, policy 1.120

Management of a Death must be followed.
3.2.2

Sexual Assault Incidents
All allegations of sexual assault must be reported to the CNC Sexual Health /Hepatitis C (pager (02)
9937 2506) during working hours or the After Hours Nurse Manager who will contact the Population
Health on-call delegate. The only allegations of sexual assault that require reporting in IIMS are
incidents that:
o

occur within gazetted JH&FMHN hospital beds;

o

occur in a JH&FMHN clinical area;

o

are alleged to involve JH&FMHN workers; or

o

which resulted in care or management that was not in accordance with JH&FMHN policy.

For full details regarding Sexual Assault management refer to, policy 5.140 Sexual Assault
Management.
3.2.3

Notifications to Work Cover NSW
Workers Incidents and Workplace Injuries
The Work Health and Safety Act 2011 requires certain types of incidents to be notified to WorkCover
NSW. An incident is notifiable if it arises out of the conduct of a business or undertaking and results
in death, serious injury or serious illness of a person or involves a dangerous incident. If a notifiable
incident occurs 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
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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. For further
information on what is a serious incident is, refer to JH&FMHN Serious Incident Notification and
Notifying a Serious Incident to WorkCover Fact Sheets found on the WHS page of the intranet and
Policy 5.110 Work Health and Safety.
3.2.4

Notifications to Treasury Managed Fund (TMF)
Workers Incidents and Workplace Injuries
All workers incidents/workplace injuries involving employees, visitors, or contractors must be notified
via IIMS. In addition, managers are required to notify the Injury Management Coordinator who will
notify the TMF within 48 hrs of an employee, visitor, contractor sustaining a workplace injury where
workers compensation is or may be payable, such as when time lost or medical expenses have
occurred. Refer to Policy 3.170 Workers Compensation and Injury Management for further
information.
Serious Clinical Incidents
A notification will also be made to TMF in the case of other serious clinical incidents. Examples of
incidents that may require notification to TMF are listed below:
o

Inappropriate or incorrect medication or dosage leading to an adverse outcome.

o

Failure to diagnose where in the circumstances it would have been reasonable to diagnose a
serious condition.

o

An adverse outcome that has resulted in significant anger in a patient or relative.

o

Patient complaint relating to a serious incident.

Notifications to TMF will be coordinated by the Programme Manager Patient Safety or Legal Advisor.
Notification should immediately occur as soon as it becomes evident that an incident requiring
notification has occurred. In the case of incidents undergoing a root Cause Investigation (RCA),
notification is to occur on completion of the investigation, when it is apparent that notification is
required.
3.2.5

Injury to CSNSW/JJNSW Worker/Visitor
When a CSNSW/JJNSW worker sustains an injury and is provided first aid by JH&FMHN staff, it is the
responsibility of the CSNSW/JJNSW worker to provide the JH&FMHN worker with CSNSW/JJNSW
documentation related to this incident. It is the JH&FMHN worker’s responsibility to complete the
relevant sections of the CSNSW/JJNSW documentation detailing their assessment of the injury, the
treatment provided and the advice provided (Refer to Policy 5.040 First Aid). An IIMS notification
must be completed if:
o

the incident occurred within a JH&FMHN Health Centre, or

o

a JH&FMHN worker is also involved.
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3.2.6

Downtime Process
In the event the electronic IIMS system is not available to log an incident the downtime form must be
used. The incident must then be logged in the IIMS system when available. Managers must ensure
NSW MoH downtime forms are available if required.

3.3

Reportable Incident Brief (RIB) Reporting Process in Justice Health & Forensic
Mental Health Network

The RIB reporting process outlined in Section 3 of the NSW Ministry of Health PD2014_004 Incident
Management will be co-ordinated by the Clinical & Corporate Governance Unit. RIBs will be completed for
all SAC 1 incidents and some SAC level 2 and 3 incidents at the discretion of the Chief Executive, including
those incidents that may attract media attention.
NSW Ministry of Health PD2014_004 Incident Management also requires a corporate RIB be submitted for
violence or threats of assaults on patient, staff or other persons in the Health Service. This includes incidents
involving:
 assaults on, and or abuse of, patients (including children) and other vulnerable patients by staff or
other persons and incidents involving abuse of staff by patients or other persons
 staff members assaulting other staff members
All RIBs will be approved by the Chief Executive prior to submission to NSW MoH. The RIB must be submitted
to NSW MoH within 24 hours of the notification of the incident in IIMS.

3.4

Investigation of Serious Incidents

All incidents must be appropriately investigated and reported and necessary actions taken to reduce the risk
of recurrence.
A range of methodologies are available for the investigation of incidents, in accordance with the relevant
Severity Assessment Code rating, from RCA to aggregate trending and analysis of less serious incidents.
3.4.1

Death in Custody
Investigations into deaths in custody and clinical incidents with a Severity Assessment Code of SAC 1
are coordinated by the JH&FMHN Clinical & Corporate Governance Unit, with RCA conducted on
unexpected deaths and confirmed SAC 1 incidents.
For expected deaths, a staged process is undertaken, commencing with screening review of the
health record, proceeding to secondary review if necessary. Following secondary review,
investigations may be escalated to RCA.

3.4.2

Death in the Community
At times there is a need to conduct an investigation into community deaths. These are investigated
in a similar manner to expected deaths in custody (screening review, secondary review, escalation to
RCA if necessary).
Incidents which fall within the National Sentinel Events definitions must be investigated through RCA.
These include:
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o

Suspected suicide of a person who has received care or treatment for a mental illness from
the relevant health services organisation where the death occurs within seven days of the
person’s last contact with the organisation or where there are reasonable clinical grounds to
suspect a connection between the death and the care or treatment provided by the
organisation.

o

Suspected homicide committed by a person who has received care or treatment for mental
illness from the relevant health services organisation within six months of the person’s last
contact with the organisation, or where there are reasonable clinical grounds to suspect a
connection between the death and the care or treatment provided by the organisation.

o

A death in the community of a patient who is on leave, which is considered a death in
custody and will require investigation.

Deaths of patients in the community who are under the care of JH&FMHN, for example, patients on
the Connections Program must be investigated through the death review process, with escalation to
secondary review or RCA if necessary. If an RCA is required, the relevant Local Health District will be
contacted by the Governance Unit.
For deaths of patients after release who are being provided treatment by another LHD under a
prescription written by a JH&FMHN Medical Officer, investigations are only necessary where there
are reasonable clinical grounds to suspect a connection between the death and the care or treatment
provided by JH&FMHN.
3.4.3

Other Serious Incidents
SAC 2 clinical incidents are serious events that present opportunities to improve clinical care and may
be similar in nature to SAC 1 events but do not result in death.
SAC 2 clinical incidents are to be investigated by the relevant directorate. The Serious Incident TRIM
container and the Serious Incident Analysis Tool are created by the Clinical & Corporate Governance
Unit and sent to the appropriate manager.
Corporate SAC 1 incidents are to be investigated through RCA, but are not privileged.
Corporate SAC 2 incidents are to be investigated by the relevant directorate. The Serious Incident
TRIM container and the Serious Incident Analysis Tool are created by the Clinical & Corporate
Governance Unit and send to the appropriate manager.

3.5

Debrief and Feedback

Following identification of an incident or near miss, there may be a need for immediate action. These actions
may include:
 providing immediate care to individuals involved in the event (patients, workers or visitors);
 making the situation/scene safe to prevent immediate recurrence of the event;
 removing malfunctioning equipment or supplies;
 gathering basic information about a chain of evidence;
 notifying police, CSNSW/ JJNSW and security; and/or
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 offering Employee Assistance Program (EAP) to the worker.
These actions are the responsibility of line managers, who must also consider undertaking immediate debrief
and support with workers who may be distressed.
Feedback to workers involved in incidents following completion of the investigation provides early
opportunities to understand contributing factors and to improve local systems where necessary.

3.6

Open Disclosure

NSW MoH policy requires that all health services conduct open disclosure in response to incidents, in
accordance with the National Open Disclosure Standard (Australian Commission for Safety and Quality in
Health Care). Open disclosure is coordinated by the Clinical & Corporate Governance Unit. Trained open
disclosure advisors support the formal open disclosure.

3.7

Identification of Issues of Individual Performance

Investigations conducted under this policy must not canvas issues of individual performance. Where a
question of individual performance arises, this is to be managed by the relevant Directorate through the
appropriate channels, such as the Performance Development and Review process and/or the policy
managing a complaint or concern about a clinician.
Where the RCA Team forms the opinion that an incident may involve professional misconduct, unsatisfactory
professional conduct or impairment issues, they have an obligation to notify the Chief Executive (CE) in
writing. The CE will consider appropriate action and the RCA Team will take no further action on the
individual matter.
The RCA Team also has discretion to notify the Chief Executive if they consider an incident may involve other
performance issues.
The RCA Team may continue to investigate the systems issues in the incident. Following notification to the CE
the team will take no further action on the individual matter.

3.8

Records Management

All records generated in relation to an incident must be retained in a JH&FMHN TRIM file. These will be
retained in accordance with (GDA17) General Retention and Disposal Authority Public Health Services: Patient/
Client Records paragraph 1.14.0 Legal matters and incident management.
The Records Management Unit (RMU) located in Corporate Services will access the TRIM files for retention
and disposal.

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. Contacts
Workplace Health and Safety Coordinator (Weekday 8am – 4 pm)……………………………………………..02 9700 3008
Injury Management Coordinator (Weekday 8am – 4 pm)……………………………………………………………...02 9700 3046
Human Resource Manager (Weekday 8am – 4 pm)……………………………………………………………………….02 9700 3045
After Hours Nurse Manager (Forensic Hospital)……………………………………………….…02 9700 3112 or 0408 243 113
After Hours Nurse Manager (All other areas)…………………………………………………………………………………02 9311 2707
WorkCover……………………………………………………………………………………………………………………………………………..13 10 50

6. Legislation and Related Documents
A list of related documents, including procedure manuals, should be included in policies where procedures,
standards, international best practice relate to the preface of the policy. Where appropriate, a literature
search must be performed to ensure the information in the policy is supported by evidence or best practice.
Legislation

Work Health and Safety Act 2011 (NSW)

JH&FMHN Policies and

1.120 Management of a Death

Procedures

5.140 Sexual Assault Management
3.170 Workers Compensation and Injury Management

JH&FMHN Forms

IIMS Downtime form

NSW MoH Policy Directives,

PD2014_004 Incident Management

and Guidelines
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Appendix 1 – Definition of an incident in Justice Health & Forensic Mental Health Network
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Summary

Responsible Officer
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This policy ensures that effective key control procedures are implemented
across the Justice Health & Forensic Mental Health Network.
Executive Director Governance and Commercial Services
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Key Administration

1. Preface
An established key management system ensures that the organisation has a comprehensive system for
managing all keys, which outlines security related accountabilities to protect people and property and
minimise the likelihood of thefts or assaults.
Staff working in a partner agency environment must follow their policies and procedures when allocated keys
at the site they are working in.

2. Policy Content
2.1

Mandatory Requirements

It is the responsibility of each health centre and administration facility to develop an ongoing system of
managing the distribution and allocation of keys. Staff must ensure that all reasonably foreseeable security
risks associated with key control are identified, assessed and eliminated through effective control of keys.

2.2

Definition of Keys

2.2.1

Security Keys

Security keys generally control access to people or assets and can include the following:


Grand master keys, master keys, sub-master and individual room keys.



Restricted keys.



Custodial keys.



Pharmacy, drug safe and cabinets containing valuable or confidential materials.



Safe keys or other security container keys.



Key safes.



Keys or proximity cards to specialist areas where for clinical/legal reasons patient movement around
the facility or area is restricted.



Keys to access high valued assets or sensitive assets.

2.2.2

General Administration Keys

General administration keys give access to support services and domestic assets that are not considered high
value.
2.2.3

Proximity Cards

Proximity cards are smart cards which can be read without inserting it into a reader device, as required by
earlier magnetic stripe cards such as credit cards.

2.3

Implementation - Roles & Responsibilities

Staff are responsible for:


Managing the keys issued to them and making sure that keys are not lying around in view. The staff
member issued with a key and proximity card is solely responsible for its use. Individual keys and
proximity cards must be securely attached to staff clothing at all times to ensure its safe keeping. A
staff member must never give their allocated keys or proximity cards to any other staff member at
any time.
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If keys are discovered as lost, staff members must contact the relevant Manager as soon as possible
to report the loss. Any staff member that becomes aware that they do not have their key or proximity
card must inform their line manager or the Nursing Unit Manager (NUM) immediately.



Incident must be logged by the employee (or their line manager) at Property Security Hazard form in
Incident Information Management System (IIMS).

At any time for whatever reason a staff member is absent from their work area and such area is lockable by
any means, the staff member must ensure that the door is locked during their absence, particularly the areas
accessible by patients and visitors.
Managers (refers to all managers and supervisors who have direct responsibility for staff) are responsible for:


Ensuring correct procedures are being followed in their work areas (e.g. keys securely attached to
staff clothing at all times).



Undertaking routine security risk self-assessments and taking appropriate action/s where necessary
(e.g. Key control management).



Identifying and assessing areas where personal and property security can be improved in
consultation with staff.



Reporting security related incidents, so that a risk assessment can be undertaken.



Notifying the Records Management Unit (RMU) when staff resign from their positions.



Ensuring local orientation for S4 and S8 drug safe keys to approved staff.

2.3.1

Health Centres

The NUM or Nurse in Charge (NiC) of a health centre is responsible for all aspects of key management
including:


Grand master keys, master keys, sub-master and individual room keys.



Local orientation on policies and procedures for the management of JH&FMHN keys, including S4 or
S8 drug safe keys. CSNSW / JJNSW will provide local orientation to JH&FMHN staff on procedures
for the management of access keys used in Correctional Centres.



Management of spare keys.



Management of key watchers.

2.3.2

Long Bay Hospital

All staff working in Long Bay Hospital are allocated keys once they are biometrically registered. Key bunches
are to be attached to a CSNSW issued lanyard at all times.
The name and workplace of new or relieving staff must be forwarded to CSNSW at least one week in advance
to allow for CSNSW to allocate keys.
In the event of a key being damaged, broken or mislaid, Public Private Partnerships (PPP) Helpdesk and
CSNSW, Manager of Security (MoS) must be informed immediately.
Drug safe keys must be carried by nursing staff at all times. S4 keys are to be kept on a blue lanyard and can
be carried by enrolled nurses with endorsement. S8 keys are to be kept on a red lanyard and can only be
carried by a registered nurse. If keys are mislaid, the nurse must report immediately to the NUM/NiC, CS
NSW and the After Hours Nurse Manager (AHNM) and a Property Security Hazard form in IIMS must be
completed. In the event of a key being damaged, the nurse must inform the NUM/NiC or the AHNM.
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2.3.3

The Forensic Hospital

This section must be read in conjunction with JH&FMHN policies 5.002 Access to the Forensic Hospital and
5.005 Alarm, Pager & Two-Way Radio Use and Management, Forensic Hospital.
Keys and proximity cards at The Forensic Hospital are classified as security keys. For reasons of safety and
security, the Emergency Response Team and clinical staff must maintain access to all clinical and patient
areas. Therefore, it is essential that these areas remain on the master key system. Any changes to the master
key system must be approved by the Manager Security and Fire Safety, Forensic Hospital.
The individual security key bunch normally consists of a master key, proximity card and personal duress alarm
device. Staff can only be issued with individually allocated keys and proximity cards after approval by the
JH&FMHN Manger Security and Fire Safety, Forensic Hospital. This process includes:


Confirmation of identity including bio-metric registration



Prevention & Management of Violence and Aggression (PMVA) training; and



The Forensic Hospital Fire Safety Training.

Staff who have not been approved by the Manager Security and Fire Safety, Forensic Hospital for an
individually allocated key bunch will be required to be escorted and supervised inside the Forensic Hospital
site.
Manager Security and Fire Safety, Forensic Hospital is responsible for:


Identifying, assessing and managing security risks for the facility.



Monitoring the registration process and for resolving identified security issues.



Allocating appropriate keys.



Providing PPP with the Forensic Hospital key safe schedule and staff master list for programming and
issuing restricted security keys.



Initiating a hospital-wide search upon discovery of missing or stolen keys.



Maintaining Forensic Hospital spare keys.



Ordering security keys or cylinders when required.



Initiating hospital-wide search upon discovery of missing or stolen keys.

PPP is responsible for:


Maintaining the integrity of the key/proximity card system (e.g. key watcher safe).



Maintaining security of custodial keys.



Processing authorised staff to ensure that all persons seeking access to The Forensic Hospital
undergo and meet the authentication requirements.



Administer the issue and return of security keys and proximity cards.



Auditing the keys and completing the key check log at approximately 1100, 1700, 1830 and 2130
hours.



Completing the key reconciliation list at approximately 22:30 hours.



Notifying the AHNM, Deputy Director of Nursing and Manager Security and Fire Safety, Forensic
Hospital of any lost or stolen security keys or proximity cards in accordance with G4S Emergency
Order No.6, Key Bunch compromise.
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Programming and issuing of security keys and proximity cards in conjunction with the notification
given by the JH&FMHN Manager Security and Fire Safety, Forensic Hospital or delegate, through the
Help Desk.



Ordering security keys or cylinders for the Forensic Hospital in conjunction with authorisation from
the JH & FMHN Manager Security and Fire Safety, Forensic Hospital.



Producing reports on proximity cards from the system.



Conducting annual asset key audit of custodial and security keys.

2.3.4

Justice Health & Forensic Mental Health Network Administration Centre

Manager Facilities & Logistics (MF&L) is responsible for:


Considering who in the Justice Health Administration Centre (JHAC) will have the authority to hold
and control keys in the JHAC.



Maintaining a JHAC key register to list key cutting codes and track the inventory and issuance of
keys. Keys issued on a daily or temporary basis should be tracked in detail and documentation must
be retained for a minimum of twelve months after last action completed.



Physically checking the keys on hand for the JHAC once every six months against the key register to
ensure that all keys are accounted for and report any unaccounted keys to the Manager Corporate
Services.



Managing all forms relating to the issuance, transfer or return of keys in the JHAC.



Taking immediate action to replace compromised locks in the JHAC.



Destroying keys in the JHAC that are no longer required.



Reconcile monthly proximity card list for the JHAC and the JHAC car park provided by PPP and
advise PPP of any changes.



Provide three monthly access reports to Pharmacy and the Executive unit.



Issue proximity cards only to staff based at the JHAC and to staff with direct reporting to Executive
Directors at the JHAC.



Issue unrestricted (24/7) boom gate cards to the JHAC car park only to permanent JHAC staff and
restricted (After hours) boom gate cards to the Forensic Hospital staff.

Access to the JHAC Key Safe
Key safes are located in the JHAC for the storage of JH&FMHN owned keys. Keys to the key safe are held by
the MF&L and the Manager Administrative Services. The register is located in the key safe. People with
authorised access to the key safe include the:


Chief Executive



Executive Director Governance & Commercial Services



Manager Corporate Services



MF&L



Manager Administrative Services

Return of Keys or Surplus Keys in the JHAC
Should staff find that a JH&FMHN key issued to them is no longer required, the key must be returned to the
MF&L. The key register will be noted with any key return.
When staff resign they must return all keys issued to them. The final personnel and pay clearance will depend
on the staff member returning the keys issued to them. Replacement costs for keys not returned upon
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resignation may be deducted from final pay. Staff resigning must return the keys to the MF&L and must not
hand any keys to replacement staff.
Loss of Security Keys
The loss of a security key must always be regarded as a security risk. If a security key is missing or found, staff
must contact their line manager in the Health Centre or PPP Helpdesk at the JHAC, Forensic Hospital and
Long Bay Hospital. A security risk that has arisen from a found or missing security key in a health centre must
be logged in IIMS.
Keys Issued Temporarily
Temporary access to a JH&FMHN facility, property or vehicle may be arranged through the relevant line
Manager or the MF&L. Staff will be required to sign for the key, which must be returned as soon as possible
after it is no longer needed. All relevant forms must be forwarded to the MF&L for retention.
Staff should not be using other staff’s proximity cards as every entry is captured on an activity report
provided by PPP. This report captures the proximity card number, the name of the staff the card is assigned
to, the entry point and the date and time of entry.
Duplicated Keys
Staff should note that the duplication of any JH&FMHN keys is prohibited without prior authorisation from
the MF&L and JH&FMHN Manager Security and Fire Safety, Forensic Hospital. Duplication of any nonJH&FMHN owned key is prohibited without prior written authorisation from the owner of the key.
2.3.5

Administration Centres

Office Managers are responsible for:


Maintaining a key register



Managing issuance, transfer and return of keys and proximity cards



Updating security key pads where applicable

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.

Policy: 2.050

Issue Date: 5 May 2015

Page 6 of 7

Key Administration

4. Legislation and Related Documents
JH&FMHN Policies and
Guidelines

1.364 Sydney Sobering Up Centre Service Provision
5.002 Access to the Forensic Hospital and JH&FMHN policy
5.005 Alarm, Pager & Two-Way Radio Use and Management, Forensic Hospital.
5.135 Security Risk Management
JH&FMHN Medication Guidelines, April 2015

NSW MoH Policy Manuals

Protecting People and Property - NSW Health Policy and Standards for
Security Risk Management in NSW Health Agencies, June 2013

PPP Partners

G4S Security Emergency Orders manual, Emergency Order No.6 Key Bunch
Compromise
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Health Literacy Policy

1. Preface
Partnering with consumers to ensure safety and quality in health service delivery is a high priority for Justice
Health & Forensic Mental Health Network (JH&FMHN). JH&FMHN recognises that written health information
for consumers is central to the overall safety and quality of each consumer’s experience of JH&FMHN.
Consumers may face difficulties in reading and understanding written health information.
This policy refers to written health information for consumers who access and use JH&FMHN services and
ensures that the information provided to JH&FMHN consumers:
 Is clear, concise, relevant, accurate and written in plain language.
 Complies with National Safety and Quality Health Service Standards in particular Standard 2:
‘Partnering with Consumers’, which aims to implement systems to support partnering with patients,
carers and other consumers, improving the safety and quality of care.
Written health information for consumers can take the form of, but is not limited to:


Fact Sheets;



Brochures; and



Posters.

2. Policy Content
2.1

Mandatory Requirements

All JH&FMHN written consumer health information must be written in plain English, and targeted to the
intended audience.

2.2

Implementation - Roles & Responsibilities

Chief Executive is responsible for:


Ensuring an effective system is in place for all written consumer health information.



Ensuring that health literacy is integrated into all written consumer health information.

Executive Directors are responsible for:


Providing support in relation to staff involvement in the health literacy process.



Ensuring that health literacy is integrated into all written consumer health information.



Approving all written consumer health information.

Director Clinical and Corporate Governance is responsible for:


Ensuring policies and procedures are in place to integrate health literacy into written consumer
health information.

Service Directors, Health Service Managers, Nurse Managers and Nursing Unit Managers (NUMs) are
responsible for:


Ensuring that written health information provided to consumers is clear, concise, relevant, accurate
and written in everyday language as per the JH&FMHN Appendix 4 - Health Literacy Check for
Written Patient (Consumer) Information.
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Ensuring that all written consumer health information that is developed by JH&FMHN is contained
within the Register of JH&FMHN Written Consumer Information Resources.



Ensuring that all written consumer health information is focus tested as per the Appendix 2 Consumer Information Feedback Tool and Appendix 3 - Consumer Response Log.

Manager Consumer Focus is responsible for:


Conducting the health literacy guideline check and relaying this information back to relevant
stakeholders.



Registering written consumer health information onto the Register of JH&FMHN Written Consumer
Information Resources.



Checking consumer feedback has been conducted.



Reporting on any new or updated written health information for consumers at the Community
Reference Group



Table the Register of JH&FMHN Written Consumer Information Resources.

All staff are responsible for:


Compliance with the requirements for the development, review, and approval of written consumer
health information resources as set out in this policy.

3. Procedure Content
Appendix 1 – Flowchart for Development of Written Consumer Health Information Resources provides
a quick reference guide that authors should refer to throughout the process of developing consumer
information resources.

3.1

Request to develop a Written Consumer Health Information Resource

Prior to developing any written consumer information, the author must submit a brief for approval to their
Line Manager and Executive Director of the need for a new or revised written consumer health information
resource.

3.2

Development of Written Consumer Health Information Resource

The ability to provide clear and easy to use information to our consumers is core to this policy, the
development and delivery of information to our consumers is an indicator of quality and safety. It is crucial
that health literacy strategies focus equally on the abilities of individual consumers and the demands placed
on them by our health system and services. A coordinated and consistent system for developing quality
written consumer health information, which is in plain English, easy to read and understand, is essential.
When developing written consumer health information resources, authors should take into consideration the
following strategies:
Making the message clear:


Give the most important information first to engage the audience and explain why it is important.



Limit the number of messages by giving your audience no more than three or four main ideas per
section of your document and avoid lengthy lists.
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Clearly state the actions you want your audience to take using concrete nouns and an active voice. In
a sentence using an active voice, the subject of the sentence performs the action expressed in the
verb, for example “take your medicine with a full glass of water” rather than “this medicine should be
taken with a full glass of water”.



Highlight the positive by telling your audience what they should do rather than what they should not
do.



Choose your words carefully by keeping sentences short; if possible approximately fifteen words per
sentence.



Limit use of jargon, technical or scientific language.



Be consistent with word use and avoid unnecessary abbreviations and acronyms.



Consider culture by using culturally appropriate concepts, images, and language.



Engage consumers in focus testing of the written health information to ensure the intended message
is received.

Text appearance:


Use fonts Arial and Times New Roman. Use font sizes between 12 and 14 points. Anything less than
12 points can be too small to read for many audiences.



For headings, use a font size at least 2 points larger than the main text size.



Do not use fancy or script lettering.



Use both upper and lower case letters. Do not use all capital letters, as they can be difficult to read.



Use bold type to emphasis words or phrases.



Use dark letters on a light background. Light text on a dark background is harder to read.

Visuals:


Choose the best type of visual for your materials; photographs work best for showing “real life”
events, people, and emotions. When choosing a photo, be sure any background images will not
distract your audience from the image you wish to highlight.



Simple illustrations or drawings can simplify complexities and highlight key components of an idea.
Drawings work best for showing a procedure, depicting socially sensitive issues (e.g. drug addiction),
and explaining an invisible or hard-to-see event (e.g. airborne transmission of tuberculosis).



Cartoons may be good to convey humour or set a more casual tone. However, use cartoons with
caution as not all audiences understand them well enough to take them seriously.



Consider the space available and use visuals that help emphasis or explain the text.



Make visuals culturally relevant and sensitive.



Make visuals easy for your audience to follow and understand by placing visuals near the text to
which they refer.



Use high quality visuals.
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Layout and design:


Present your information and visuals in ways that make your materials easier to understand and
more appealing to your audience.



Design the material so that the audience are able to grasp the main idea and know whom the
material is speaking to.



Place the most important information at the beginning and restate it at the end of the document.



Use headings and sub-headings to “chunk” text. Use headings that express a complete idea, rather
than just a word or two.



Leave more space above headings and subheadings than below them. This gives a stronger visual
link between the heading and the text that follows.



Leave at least ½ inch of white space around the margins of the page and between columns.



Make the text easy for the eye to follow by breaking up large texts or lists with bullet points.



Invite your audience into the text by utilising interaction such as asking questions and including
word/picture association opportunities.

Translations:


Messages that work well with an English-speaking audience may not work as well for audiences who
speak another language.



Carefully select your translator and choose a qualified translator who is familiar with your target
audience – see JH&FMHN policy 1.230 Health Care Interpreter Services – Culturally and Linguistically
Diverse Patients.



Avoid literal translations – this flexibility will result in more culturally appropriate material.

The following JH&FMHN service can be contacted for further advice and information on the above
information:
Manager Consumer Focus
Email governance.unit@justicehealth.nsw.gov.au

3.3

Consultation Process

Engaging consumers in the development of written health information ensures meaningful consumer
engagement and patient-centred care. Consulting with consumers in the development of written consumer
health information through focus testing ensures the written health information is tailored for the target
audience, and assists in ensuring the message sent in the information is received. Authors should engage
consumers likely to use the written information resource through focus testing. See Appendix 2 - Consumer
Information Feedback Tool and Appendix 3 - Consumer Response Log. Any necessary changes as a result of
feedback received should be taken into consideration. The final draft of the written consumer health
information with the Appendix 2 - Consumer Information Feedback Tool and Appendix 3 - Consumer Response
Log should be forwarded to the Manager Consumer Focus who will then conduct the Appendix 4 - Health
Literacy Check for Written Patient (Consumer) Information and provide recommendations. The Manager
Consumer Focus will table the written consumer health information at the JH&FMHN Community Reference
Group Committee.
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3.4

Approval Process

Executive Directors are responsible for approving consumer information within their directorates.

4. Definitions
Written health information
Written information in the form of a pamphlet, booklet, fact sheet, or poster, designed and intended for the
consumer population.
Consumers
Patients and their families exposed to health services who have had personal experiences in the health and
disability system.
Health Literacy
The ability to access, understand, evaluate and act on information for health.
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

Instructions on the Use of JH&FMHN logo
NSW Health Brand Style Guide
1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse
Patients

Related Documents

National Statement on Health Literacy
Register of JH&FMHN Consumer Written Information Resources
Step by Step Writing Guide for Developing Plain English Consumer Information
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Appendix 1: Flowchart for Development of Consumer Written
Information Resources
Legend:

Author Task

Manager Consumer
Focus task

Develop or revise your written consumer health information after obtaining approval from the relevant line
manager and Executive Director.

Use the Consumer Information Feedback Tool to test your resource with consumers. Review the results and
feedback, and adjust as required.

Send the written consumer health information resource, along with the Consumer Information Feedback
Tool and Consumer Response Log to the Manager Consumer Focus after approval from line manager.

Manager Consumer Focus conducts Health Literacy Check and provides recommendations.

Review and apply Manager Consumer Focus recommendations as required.

For Executive Director approval

Register written information resource in Register of JH&FMHN Consumer Written Information Resource and
table the resource at Community Reference Group Committee.

Distribute and communicate the written consumer health information.
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Appendix 2 Consumer Information Feedback Tool
Consumer Information
Feedback Tool
Thank you for taking the time to help us create information for our patients and consumers. Your
comments and suggestions are appreciated.
Name of publication:
Date:
Interpreter present:
Name(optional):

Yes

No

Questions:

1

Is the information easy to read?

2

Is the print large enough to read?

3

Is the information helpful?

4

Is it interesting to look at? e.g. has pictures, use of colour

5

Does the information contain words that you don’t understand? (for
example, medical language).

Not
sure

No

If yes, could you please provide examples:
6

Is it clear what the publication is about?

7

In your opinion, what is this publication trying to say?

8

Is there other information you would like included?

9

Other comments?

[Staff Member receiving information]
Name & Title
Signature

Phone

Date

TRIM REFERENCE NUMBER: DG
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Appendix 3 - Consumer Response Log
Consumer Response Log
Use this log to compile the feedback you receive from staff and consumers about your consumer
resource and outline any changes to your draft resource as a result.
Document Title:
Document Number:
Date Received

Feedback source

Name & Title

Comment Received

Signature

Action Arising from Comment (if no action,
state rational)

Phone

Date

TRIM REFERENCE NUMBER:DG
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Appendix 4 - Health Literacy Check
Health Literacy Check for Written
Patient (Consumer) Health
Information
This is completed by the Manager Consumer Focus for all written consumer health information publications, and
provided back to the author of the publication. The author is required to complete the table below regarding the
publication developed and submit to the Manager Consumer Focus, Clinical and Corporate Governance Unit.
To be completed by author:
Directorate:
Document Name:
Completed by:
Date:

Completed by Manager Consumer Focus:
Flesch Reading Ease Test Score (provides a rating score for the written information based on school grade
level):
Plain English Principle

Guidelines

1. Sentences short:

An average sentence should contain no more than 15 to
20 words.


2. Everyday words




3.Be personal - use “you and
“we”

4. Be consistent

5. Be positive
6. Use the active voice

7. Avoid nominalisation

Policy: 2.066

Comments

Use words the reader will understand – this does not mean
use simple words. Try to avoid acronyms or jargon.
When using acronyms, such as CEC (Clinical Excellence
Commission) spell them out the first time you use them.
Present your information in a logical order.

Use “you” and “we” to keep sentences short, clear and
personal. For example: “you must send us” and “your
appointment is on…”, and “please bring with you…”
Be consistent with terms or words. For example, if you
use the word ‘test’ use this term throughout your document - it
can be confusing if you use the word ‘check’ or ‘evaluate’ for
the same thing.
For example, “Give yourself plenty of time to get to the
bathroom safely - rushing may cause you to fall”.
The active voice is more personal and direct and makes it clear
who’s doing what. For example: “We will send the results to
you…” rather than “the results will be sent …”
Nominalisation refers to the use of verbs or adjectives as a
noun. Say:
 ‘complete instead of ‘the completion of’
Issue Date: 24 October 2016
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☐

☐
☐

☐
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8. Use lists/questions

9. Give direct instructions

10. Consider the diversity of
your consumers

 ‘arrange' instead of ‘the arrangement of’
 ‘provide’ instead of ‘the provision of’
This is a good way to break up long sentences, for
example:
‘This is what do you need to bring to your next visit:
 Your Identification Card
“Tell your nurse if you have diabetes (high
blood sugar)”
 Translations - it may be appropriate to make your resource
available in different languages. Contact the Health Care
Interpreter Service for assistance / guidance.
 When providing contact details make sure you give
consumers appropriate options, e.g. Interpreter Service
number.

☐

☐

☐

Design and Layout
Plain English Principle

Guidelines

1. White paper is best

White paper makes information easier to read

Comments
☐


2. Use the right size font and
casing

3. Use bold or larger print to
emphasize

Use at least 12-point font size, Arial or Times New Roman any smaller than this and the text becomes difficult to read.
 For headings use a point size at least two sizes larger than
your main text.
 Lowercase letters are easier to read, although uppercase is
always required for the first letters of names and sentences.
Do not use all capital letters (upper case), italics, underlining or
red to make points stand out. AS YOU CAN
SEE FROM THIS EXAMPLE, THEY CAN BE DIFFICULT TO READ
AND MAKE IT SEEM LIKE YOU ARE SHOUTING AT THE
CONSUMER. Use bold type or a bigger size to make important
points stand out.




4. Divide and ‘chunk’ your
text
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Question and answer format will help you to divide your
text.
Bulleted or numbered points will help you to break down
complicated information, and will help consumers to digest
it.
Small blocks of text using headings and paragraph breaks
help to divide your information up.
Columns with line lengths of 40 to 50 characters are easiest
to read.
Only justify text on the left
Margins are to be at least 0.5inch/1.27cm on both sides of
page
If using columns, separate columns by at least
0.5inch/1.27cm
Use white space in terms of margins and between
paragraphs (bigger gaps)
Issue Date: 24 October 2016
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5. Use numbers correctly

Use more space above heading and subheadings than below
this creates a stronger visual link to the main text
Use numbers as words from one to nine because they are easier
to read as words. From 10 onwards however, represent these as
numbers.


6. Use images carefully


Diagrams and pictures can be very effective for illustrating
and enhancing text.
Clearly label all individual pictures and diagrams, but avoid
printing over them.

☐

☐

Comments:
[Staff member completing]
Name & Title

Phone

Date

TRIM REFERENCE NUMBER: DG

Words and Phrases to Avoid
We have included some common complicated words and phrases and suggested alternatives. Use everyday words as
much as possible, this is not ‘dumbing down’, adults prefer easy to use and easy to read information, especially in health
situations which can often be stressful and rushed.

Everyday words
Instead of:
accompany
alternatively
ascertain
audit
avail of
benchmark
beneficial
bi-annually
calculate
cease
commence
confiscate
consequently
constitute
demonstrate
determine
disseminate
endeavour
eventuality
facilitate
fundamental
herewith
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Consider:
join
or
find out
review
take up, take
standard
helpful, useful
twice a year
work out
end, finish
start, begin
take from
so
make up, form
show
check
share, spread
try
situation
make easier, help, enable
basic
with
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in lieu of
incremental
inter alia
interim
irrespective
locality
modification
operational
optimum
participate
particulars
persons
quarterly
resident,
terminate
utilise

instead of
gradual, little by little
among other things
temporary, meantime
regardless
place
change, alteration
working
best, greatest, most
take part
details
people
every three months
residing living
end, finish
use

Concise words
Instead of:
adequate
adjacent to
as a result of
at the present time
by means of
come to the conclusion
draw to your attention
during such time
excessive number of
for the duration of
for the purpose of
give an indication
give consideration to
hold discussions, meetings
in conjunction with
in possession of
in proximity to
in receipt of
in reference to
in respect of

Consider:
number of, enough
beside
because
now, currently
by, with
conclude
point out, show
while
too many
during, until the end
to
indicate, signal
consider, think about
discuss, meet
with
have, own
near, close to
receiving, getting
about
about, for

Medical Terms
Instead of:
acute
administer
antenatal
anterior
audiology
benign
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Consider:
sudden and severe
give
before birth
front
hearing
harmless
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biopsy
cardiology
catheter
central nervous system
chemotherapy
chronic
coagulate, coagulation
congenital
contagious
contraindication
contusion
diagnosis
dosage
elective
epidermis
excise
gastroenteritis
haemophilia
hypertension
immunise
incision
inhalation
intravenous
lateral
malignant
mammogram
medication
monitor
myopia
negative (test results)
normal range
oesophagus
ophthalmic
physician
positive (test results)
post-operative
prognosis
renal
respiration
rheumatology
symptoms
therapy
trachea
ventricle
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studying tissue to check for disease
studying and treating the heart
tube
brain and spinal cord
treating cancer with drugs
long-lasting, slow to change
clot, clotting
from birth
spreading easily
reason not to take
bruise
identifying a health condition
how to take
optional
skin
cut out
stomach illness
severe bleeding
high blood pressure
protect
cut
breathing in
through a vein
at (on) the side
harmful, cancerous
breast x-ray
tablets, injections (specify)
keep track of
short-sight
you do not have, you are not
as it should be
tube leading to the gut
eye
doctor
you have, you are
after the operation
likely outcome, chance of recovery
kidney
breathing
muscles and joints
signs of a sickness
treatment
wind pipe
lower chamber of the heart
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Mobile Phones, Pagers and Messaging Services

1. Preface
Mobile phones, pagers and messaging services are available to Justice Health and Forensic Mental Health
Network (JH&FMHN) staff to assist in the communication of business and urgent matters. A policy on the use
and allocation of mobile phones, pagers and messaging services is in place to ensure these resources
maximise staff productivity, minimise associated costs and comply with security regulations.

2. Policy Content
2.1

Mandatory Requirements

This policy and the associated requirements apply to usage of all mobile phones, pagers, messaging services
and mobile phone accounts owned by JH&FMHN.
Managers are responsible for implementation of this policy and all users should be aware of this policy, their
responsibilities and legal obligations. All users are required to comply with the policy and are bound by law
to observe applicable statutory legislation.
This policy applies to JH&FMHN issued resources only, unless otherwise noted.

2.1

Implementation - Roles & Responsibilities

2.1.1

Manager Facilities and Logistics

The Manager Facilities & Logistics is responsible for:


Managing all application requests for new or replacement JH&FMHN mobile phones and pagers;



Requesting ActiveSync from ICT for smart phones;



Maintaining a register of mobile phone and pager allocations;



Maintaining a register of mobile phone Personal Identification Numbers (PIN) and the Personal
Unblocking Key (PUK) numbers;



Updating the mobile phone and pager register when equipment is reallocated amongst staff
members;



Managing incidents of lost, stolen or damaged mobile phones or pagers;



Managing staff access to messaging services;



Maintaining the mobile phone directory; and



Updating the Memo (Group Messaging) Service.

2.1.2

Staff

The following outlines staff responsibilities regarding mobile phones and pagers:


Business calls should be made on landline telephones whenever possible;



Personal calls should be kept to a minimum on JH&FMHN issued mobile phones, unless the phone
has been approved for personal use and the user will pay for personal phone calls;
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Staff must not use mobile phones to call directory assistance or 1300 and 1900 numbers unless
needed in an urgent or emergency situation;



Staff must submit a relevant form to the Manager Facilities and Logistics in writing prior to
reallocating their JH&FMHN mobile telephone or pager to another staff member. If the Manager
Facilities and Logistics does not receive the form, the last staff member allocated the equipment may
continue to bear responsibility for the costs of personal calls and may be responsible for the
equipment if it is lost, stolen or damaged;



When a JH&FMHN mobile phone and/or accessories is reallocated the receiving staff member
should notify the last user of any messages left and change the voice mail greeting;



In order to minimise costs, staff should not divert landline numbers to mobile phones as a routine
way of managing their calls;



All persons with access to JH&FMHN ICT systems via a mobile device must report the loss of any
device to JH&FMHN ICT immediately. JH&FMHN ICT may initiate a remote wipe where possible for
any mobile device which connects to the JH&FMHN network resulting in the loss of personal data
such as contacts, photos, etc.

3. Procedure Content
3.1

Mobile phone and Pager allocation

Staff are required to complete a Mobile Phone Request Form or Pagers Request Form prior to a JH&FMHN
mobile phone or pager being issued. Each form must be endorsed by the relevant Line Manager/Director or
Manager Security and Fire Safety, Forensic Hospital for staff in the Forensic Hospital, prior to submission to
the Manager Facilities and Logistics. The Manager Facilities and Logistics is responsible for ensuring that the
forms have been authorised and all appropriate records management protocols are followed.
3.1.1

Mobile phones

A JH&FMHN mobile phone will only be allocated to the following staff members:


Managers, Directors or Executive Directors who need to be contacted for advice and direction for the
efficient and effective operation of JH&FMHN;



A staff member who is required to be contacted urgently during or after business hours for advice or
assistance by JH&FMHN staff or JH&FMHN clients;



A clinician or registrar who is on-call and is required to provide urgent advice and attend if required;



A JH&FMHN staff member who works within the community (such as Connections or Community
Integration Team clinicians).

All JH&FMHN supplied mobile phones will have voice mail service. This service, where the caller leaves a
voice message, is considered the most economical means of leaving messages in most circumstances. The
staff member should set up their voice mail message to provide their full name along with their position title
which identifies that they are a JH&FMHN staff member.
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3.1.2

Smart Phones

Staff requiring access to their Outlook calendar and emails can request these features on the JH&FMHN
Mobile Phone Request Form (CORP005). Staff can elect to have a JH&FMHN issued mobile phone or have the
calendar and email access activated on their personal mobile devices. Both requests must be approved by
the relevant JH&FMHN Executive Director.
Facilities & Logistics will provide full support to JH&FMHN issued mobile phones however, will not support
their personal mobile devices.
3.1.3

Pagers

A JH&FMHN pager will be allocated to:


Staff members who work across numerous sites where mobile phones may not be permitted, are on
call and usually have access to phone lines, and who are required to respond promptly to requests to
contact the caller for advice or assistance;



Staff in custodial centres that are required to provide urgent advice or consultation with other staff;



All pagers will be issued with a generic number – 9937 2506;



Only Psychiatry Registrars on call will be issued with individual in-dial numbers.

3.1.4

Temporary Allocations

A mobile phone and/or pager may be provided on a temporary basis when a staff member is required to
travel on official business. Staff should obtain appropriate approval from their direct line manager then
contact the Manager Facilities and Logistics at least a day in advance to arrange for a temporary allocation of
a mobile phone or pager.

3.2

Messaging Services

3.2.1

Telstra Memo

Telstra Memo is an incident reporting tool that notifies designated groups such as Executive Directors and
the Chief Executive of any incidents via a Short Message Service (SMS) on their mobile phones. All requests
to be added to Group Messaging must first be approved in writing by relevant Executive Directors.
Subsequently, staff must contact the Manager Facilities and Logistics to be removed or included in the
Telstra Memo. Staff should contact the Manager Facilities and Logistics if additional information on Telstra
Memo is required.
3.2.2

Mobile Memo

Mobile Memo is a service where an operator answers the call on the mobile phone owner’s behalf and sends
a text message to the mobile phone. This is only provided as an additional service if:


The staff member frequently attends meetings with external organisations where it is difficult for
him/her to leave the meeting to listen to phone messages; and/or



The staff member is required to receive an urgent call.

Staff must obtain written authorisation from the relevant Executive Director for a single or unlimited use of
this service as it attracts additional cost. Staff should contact the Manager Facilities and Logistics for further
information on accessing Memo Service.
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3.2.3

SMSertech

SMSertech is a service provided by Vodafone that allows staff to send messages from the Vodafone website
to one or more mobile phones or pagers. Groups of SMS recipients can be created on this web interface to
contact staff with mobile phones or pagers. Meeting reminders, JH&FMHN events and other business related
communication may be sent using this service.
Staff are encouraged to contact the Manager Facilities and Logistics for SMSer training and access
information. SMSertech should be utilised as an alternative to Telstra Memo and Mobile Memo whenever
possible.

3.3

Restrictions on Mobile Phones and Pagers

This section applies to all privately-owned or JH&FMHN issued mobile phones or pagers.
3.3.1

Corrective Services NSW and Juvenile Justice NSW Operated Facilities

All staff are prohibited from bringing a mobile phone into facilities operated by Corrective Services NSW
(CSNSW) or Juvenile Justice NSW (JJNSW), unless approval has been granted by the Commissioner CSNSW
or the Chief Executive JJNSW. Staff granted approval will be identified on the CSNSW or JJNSW Authority to
carry a Mobile Phone into a NSW Correctional Facility list.
Written approval must be obtained from the Centre Manager in a Juvenile Justice Centre if a mobile phone is
to be brought into a Juvenile Justice Centre.
3.3.2

The Forensic Hospital

All staff, visitors, patients, contractors, including but not limited to Honeywell, Medirest and G4S, must
comply with this section in relation to mobile phones and pagers in the Forensic Hospital.
Mobile Phones
Staff must note the following relating to mobile phones or any mobile communication device in the Forensic
Hospital:


The Forensic Hospital operates as a mobile phone free environment except as noted below;



All staff, contractors, visitors and patients are strictly prohibited from bringing a personal or
JH&FMHN issued mobile phone into the Forensic Hospital, unless approval has been granted by the
JH&FMHN Manager Security and Fire Safety, Forensic Hospital;



Only approved JH&FMHN staff are permitted to bring JH&FMHN issued mobile phone into the
Forensic Hospital;



Authorisation to bring non-JH&FMHN issued mobile phone into the Forensic Hospital may be
granted to personnel required to manage an emergency situation inside the hospital (e.g. Emergency
Services such as NSW Police Force, the Ambulance Services of NSW, Fire & Rescue NSW);



Only a limited number of approved G4S, Honeywell and Medirest staff are allowed to bring a mobile
phone into their operational work areas, such as the control room and office area, to allow for the
contracted delivery of services. Authorisation to bring a mobile phone must be granted by the
JH&FMHN Manager Security and Fire Safety, Forensic Hospital on a case by case basis. G4S,
Honeywell and Medirest staff must note that they are prohibited from bringing a mobile phone or
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any mobile communication devices on to the grounds of the Forensic Hospital unless authorised in
writing;


All staff granted approval will be identified on The Forensic Hospital Authorised Mobile Phone List;



Mobile phones or any communication devices found unattended are a security risk and must be
reported immediately to the JH&FMHN Manager Security and Fire Safety and After Hours Nurse
Manager, Forensic Hospital as well as reported in the Incident Information Management System
(IIMS).

Pagers
Staff, contractors and visitors are strictly prohibited from bringing any communication devices such as pagers
into the Forensic Hospital, unless approval has been granted by the JH&FMHN Manager Security and Fire
Safety, Forensic Hospital. Only JH&FMHN and Honeywell issued pagers are permitted in the Forensic
Hospital.
Personal pagers will not be permitted into the Forensic Hospital. The JH&FMHN Manager Security and Fire
Safety, Forensic Hospital may authorise non-JH&FMHN issued pagers into the Forensic Hospital on a case by
case basis.
For information on pagers in the Forensic Hospital, staff should refer to the JH&FMHN policy 5.005 Alarm,
Pager & Two-way radio use and management – Forensic Hospital.
3.3.3

Camera Equipped Mobile Phones

Generally the use of mobile phones for taking photographs or videos is not allowed whilst at work. However,
it is recognised that there may be specific circumstances where it is considered necessary such as:


After a motor vehicle accident;



To record any evidence of damage to the property and/or WHS hazard; or



Any other instance approved in advance by the line manager.

Staff should note that mobile phones with camera functionality are strictly controlled in the Forensic Hospital
and any facility operated by CSNSW/JJNSW.
3.3.4

Interference with Electronic Medical Equipment

The use of mobile phones and wireless communication devices occasionally cause interference with
electronic medical equipment therefore, mobile phones should not be operated within two metres of
electronic medical equipment.

3.4

Accessories

Facilities and Logistics do not provide accessories for mobile phones other than the ones included with the
mobile phone. Additional accessories required for work related activities can be purchased by staff and
reimbursement claimed via petty cash.

3.5

Lost, Damaged or Stolen Equipment

JH&FMHN may refuse to pay for the repair or replacement of a mobile phone or pager where the Manager
Facilities and Logistics is satisfied that:


the device was mistreated by the authorised user, or
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the loss, damage or theft was the result of negligence on the part of the authorised user.

Damaged mobile phones or pagers must be reported to the Manager Facilities & Logistics.
Where staff know or have reason to believe that a mobile phone has been lost or stolen, in addition to
contacting the Manager Facilities and Logistics, staff must contact:


The General/Centre Manager if the incident has or may have occurred at a CSNSW/JJNSW facility;



The JH&FMHN Manager Security and Fire Safety, Forensic Hospital and After Hours Nurse Manager
if the incident has or may have occurred at the Forensic Hospital; and/or



The police if the mobile phone was stolen during the commission of a crime;



JH&FMHN ICT for risk assessment purposes as ICT may initiate a remote wipe where possible for any
mobile device which connects to the JH&FMHN network, resulting in the loss of personal data such
as contacts, photos, etc.

3.6

Return of JH&FMHN Mobile Phones & Pagers on Termination or Transfer of
Employment

JH&FMHN issued mobile phones including chargers, hands free kits, blue tooth devices and pagers are
corporate assets. On termination or transfer of employment these assets must be returned to the Manager
Facilities & Logistics prior to leaving the organisation or transferring departments. It is the responsibility of
individuals issued with this equipment to ensure the return of JH&FMHN assets.

3.7

Documentation

The Manager Facilities and Logistics is responsible for the management of all Issue of (Mobile Phones and
Pagers Form) forms which must be retained for a minimum of two years after last action completed, as
indicated in the NSW State Records General retention and disposal authorities. All forms must be filed
appropriately and the file location accurately recorded in the Total Records Information Management (TRIM)
database.

3.8

Contact Information

Manager Facilities and Logistics

(02) 9700 3009

Facsimile (02) 9700 3744

Manager Security and Fire Safety, Forensic Hospital

(02) 9700 3164

Facsimile (02) 9700 3684

After Hours Nurse Manager, Forensic Hospital

(02) 9700 3112

Facsimile (02) 9700 3687

ICT Service Desk

(02) 9700 3333

Facsimile (02) 9700 3729

4. Definitions
Must
Indicates a mandatory action or requirement.
Should
Indicates a recommended action that needs to be followed unless there are sound reasons for taking a
different course of action.
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5. Legislation and Related Documents
JH&FMHN Policies and
Guidelines

2.030 Incident Management
5.005 Alarm, Pager & Two-Way Radio Use and Management – FH
5.135 Security Risk Management

NSW Ministry of Health
Policy Directives

PD2009_076 Communications - Use & Management of Misuse of NSW Health
Communications Systems

NSW State Records

General retention and disposal authorities
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1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) supports the use of vehicles to meet
operational and business requirements and has a duty to provide safe and efficient vehicle transport for the
movement of staff and goods.
This policy provides principles and guidelines around:
 the acquisition, use, management and disposal of JH&FMHN fleet vehicles in accordance with NSW
Ministry of Health (MoH) policy directive PD2014_051 Motor Vehicles - Use of Within NSW Health;
 NSW Government Sustainability Policy; and
 the use of private vehicles for official business purposes in accordance with official travel policies.

2. Policy Content
2.1

Mandatory requirements

JH&FMHN employees must not use JH&FMHN vehicles for personal use, unless pre-approved.
2.1.1

Fleet Vehicles

Acquisition
The procurement of JH&FMHN fleet vehicles, including options and accessories, must be based on firm
business principles in accordance with JH&FMHN operational, business and financial objectives and with due
regard to:


The current NSW Government vehicle purchasing policy;



A need to optimise fleet utilisation by limiting the size of the fleet that is required for normal
operations;



Demonstrating value for money in vehicle acquisitions;



Measures to reduce total fuel consumption, improve energy efficiency and reduce greenhouse gas
emissions;



The optimisation of financial savings and returns; and



Safety considerations.

When a new vehicle is recommended by HealthShare as part of the New Vehicle Acquisition (NVA) program,
manufacturer sponsored trial vehicles may be utilised for a limited period. The manufacturer sponsored
vehicles are organised through HealthShare and are offered for testing to all Fleet Managers.
Use
As a condition of using fleet vehicles, staff must comply with requirements outlined in NSW MoH
PD2014_051 Motor Vehicles - Use of Within NSW Health including:


Arrangements and conditions for the use of fleet vehicles;



Private use and home garaging arrangements;



Maintenance of fleet vehicles;
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The use of E10 as the required fuel where practicable, available and cost effective;



Infringement penalties, tolls, parking fees and parking space levies; and



Health and safety considerations.

It is JH & FMHN requirement that pool vehicles are returned:


Clean on the inside as well as the outside



No work related or private items are left behind; and



The fuel tank is at least 1/2 full.

Management
The size and utilisation of the JH&FMHN vehicle fleet must be regularly reviewed based on the vehicle
utilisation targets of 60,000 kilometres and/or 36 months. Utilisation targets may be achieved by:
 Substituting the primary driver of one vehicle for another to balance kilometre usage;
 Transferring vehicles from one location to another to provide greater efficiency; and
 Ensuring the composition of the fleet is appropriate and on the basis of maximising utilisation,
minimising changeover costs and minimising vehicle numbers.
Additional monitoring of the JH&FMHN fleet to measure compliance with the Cleaner NSW Government Fleet
Initiative (CFI) must be undertaken on a regular basis.
Disposal
In accordance with NSW Treasury requirements, vehicles should be retained for a minimum of 60,000
kilometres or 36 months, whichever occurs first. Once these retention periods have been met or exceeded,
disposal of a JH&FMHN fleet vehicle should be facilitated in accordance with the state contract for
auctioning motor vehicles.
2.1.2

Private Vehicles

Private vehicles must only be used for official business by staff when essential to, or necessary for the
economic performance of the staff member’s duties and when the following conditions are met:
 No fleet vehicle is available;
 The private vehicle is in roadworthy condition;
 The private vehicle has a comprehensive insurance policy in force; and
 Use has been approved by a delegated officer as defined under JH&FMHN policy 2.022 Delegations
Authority.
When approved, drivers of private vehicles must follow safe driving protocols as outlined in the attached
procedures and the NSW Road Users’ Handbook. Additional provisions around the use of private vehicles,
including insurance coverage and expense reimbursements, are outlined in NSW MoH PD2014_044 Official
Travel.
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2.2

Implementation – Roles & Responsibilities

Staff using fleet vehicles are responsible for:
 Becoming aware of and understanding the conditions of fleet vehicle allocations under the terms of
this policy and NSW MoH PD2014_051 Motor Vehicles - Use of Within NSW Health.
 Observing relevant delegations under JH&FMHN policy 2.022 Delegations Authority pertaining to the
approval of private use/home garaging arrangements for fleet vehicles.
 Completing and submitting the following forms:
o An Annual Driver’s Declaration (CORP012) on an annual basis;
o A Motor Vehicle Running Sheet (CORP001) after each trip and submitted on a monthly basis;
o A Motor Vehicle Report and WHS Checklist (CORP002) after the last trip of each month; and
o A TMF Motor Vehicle Claim Form (CORP004) if damages or injuries arise from a motor vehicle
accident.
Manager Facilities & Logistics is responsible for managing the JH&FMHN vehicle fleet in line with policy
requirements by ensuring:
 Vehicle acquisitions are undertaken on the basis of optimising utilisation of the JH&FMHN fleet and
through centralised procurement;
 Vehicles are supplied with a mobile satellite navigation system, first aid kit and, where appropriate, an
e-Tag;
 Vehicles are appropriately maintained in accordance with the manufacturer’s requirements. In regional
and rural areas, this requirement extends to advising primary drivers of their responsibilities around
organising maintenance and repairs as appropriate;
 Vehicles that are designed to carry stores/equipment, in particular vans and station wagons, are fitted
with a cargo barrier and appropriate restraints and lifting aids to secure cargo and equipment;
 Routine monitoring of fleet utilisation and environmental performance is undertaken in accordance
with NSW MoH PD2014_051 Motor Vehicles - Use of Within NSW Health; and
 Vehicles are reallocated to appropriate areas or drivers to meet utilisation targets where possible.
Vehicles are recommended for disposal where target retention periods have been met, exceeded or where
business and financial objectives no longer support the need to retain a fleet vehicle.

3. Procedures
3.1

Fleet Vehicle Acquisitions

A comprehensive range of motor vehicles to meet JH&FMHN fleet requirements is available through the
NSW Government Motor Vehicle Supply Contract (no. 653).
Fleet vehicles must be purchased under this contract through State Fleet as savings may be achieved through
the economies and efficiencies of scale arising from centralised procurement.
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3.1.1

Fleet Profile

To ensure the procurement of fleet vehicles meet operational, business and financial objectives of JH&FMHN,
Manager Facilities and Logistics must demonstrate value for money through the assessment of operational,
financial, safety and environmental considerations in all vehicle acquisitions.
3.1.2

Operational (Fit for Purpose)

Selecting fit for purpose vehicles is an important requirement in fleet management. Smaller vehicles should
be selected for pools in metropolitan areas where there are no identified business needs for larger vehicles.
When determining operational needs, the following should be considered:
 Fleet Size - Areas requesting additional fleet vehicles should demonstrate an ongoing need for a fleet
vehicle and demonstrate cost savings over the use of taxis or short term rentals. Past utilisation rates
may be used as an indicator of whether cost savings may be attained.
 Utilisation – Effective redistribution of ‘low kilometre use’ vehicles with ‘high kilometre use’ should
correlate to a reduction in costs. Consideration must be made to the redistribution of vehicles from
drivers/areas with high/low utilisation rates prior to the acquisition of a new vehicle.
3.1.3

Financial

Whole of life costs must be factored when considering vehicle acquisitions which include the purchase price,
fuel consumption, tax implications, maintenance costs and disposal averages.
 Vehicle purchase price, on-road costs and accessories are negotiated by HealthShare.
 It is important to consider vehicles with high residual value and low fuel consumption to minimise
financial costs.
 Fringe Benefits Tax (FBT) – FBT is payable by employers on the total taxable value of fringe benefits
provided to their workers. Staff permitted private use of a fleet vehicle are required to contribute at a
rate according to vehicle engine capacity as determined by the NSW MoH.
3.1.4

Safety Considerations

The selection of vehicles that have safety features can assist in improving driver and public safety. Safety
features often include anti-locking breaking systems (ABS), electronic break assist (EBA), electronic stability
control (ESC), front/side airbags and Bluetooth connectivity. These features are standard on many small,
medium and large passenger vehicles.
3.1.5

Environmental Considerations

Minimising environmental impacts, including greenhouse gas emissions, is an important consideration when
selecting a fleet vehicle. Factors such as vehicle size and engine capacity often are indicators of a vehicle’s
Environmental Performance Score (EPS) as published by the Australian Government Green Vehicle Guide.
Subject to business, financial and operational requirements, the following environmental factors must be
considered:
 Engine size – Engine size determines whether vehicles are classified as small or large vehicles which
impact financial, environmental and to a lesser extent, safety factors, and
 Fuel consumption - Vehicles with higher Environmental Performance Scores (EPS) under the Australian
Government Green Vehicle Guide are likely to correspond with decreased emissions/fuel consumption
rates and meeting NSW Government CFI targets.
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3.2

Fleet Vehicle Usage

3.2.1

Conditions

Staff are required, as part of using fleet vehicles, to complete every column of a Motor Vehicle Running Sheet
(CORP001) that details start and end times, kilometres travelled, destinations and fuel purchases. This
requirement extends to fleet vehicles that are expected to be 100% business use. Running sheets are to be
submitted within 5 working days of the end of the month. The Manager Facilities & Logistics will review
running sheets and must follow up with staff who have inaccurately or incompletely filled in a running sheet.
Staff who do not complete a running sheet for business or private use, despite follow up from the Manager
Facilities & Logistics, will be deemed, in accordance with Australian Taxation Office (ATO) guidelines, to have
undertaken private use which has FBT implications.
Additionally, as a condition of using JH&FMHN fleet vehicles, staff must:
 Abide by allocation/usage requirements under NSW MoH PD2014_051 Motor Vehicles - Use of Within
NSW Health.
 Adopt safe driving practices that comply with the NSW Road Users’ Handbook and road transport
legislation.
 Be in possession of a valid NSW driver’s licence and immediately notify the Manager Facilities &
Logistics of any traffic infringements that carry demerit points or if their licence has been suspended or
cancelled.
 Maintain the cleanliness of vehicle interiors. Where necessary and available, staff (other than private
users) may use car wash facilities at petrol stations which may be charged to petrol cards.
 Not allow pets into fleet vehicles.
 Not allow smoking in fleet vehicles.
 Report vehicle maintenance issues or any apparent defect or damage to the Manager Facilities &
Logistics as soon as practicable.
 Assume responsibility for all parking fees or road tolls incurred during private travel. Note, vehicles
primarily driven for private purposes will not be allocated an e-Tag and personal arrangements need
to be made.
 BP and Caltex fuel cards are located in the vehicle folder along with a list of all BP and Caltex petrol
stations in NSW. Report missing fuel cards immediately to the Manager Facilities and Logistics for
cancellation and replacement.
Fleet vehicles located at a work location are considered a pool vehicle and must be available to other staff,
with official business use taking preference over private use where appropriate.
3.2.2

Fuel Selection

The Department of Premier & Cabinet Ministerial Memorandum M2012-08 Use of Biofuels specifies that staff
who drive fleet vehicles are required to use E10 blends (containing 10% ethanol).
Staff using JH&FMHN fleet vehicles must use E10 fuel where possible, unless there is a clear operational
requirement that precludes the use of biofuel.
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3.2.3

Private Use of Fleet Vehicles

Private / Personal Use of JH&FMHN Vehicles:
 Personal use of a JH&FMHN vehicle will not be permitted at any time other than to deliver JH&FMHN
programs and services, unless they are approved prior to use.
 Use of a JH&FMHN vehicle that is not authorised or not in support of conducting JH&FMHN business
constitutes an unauthorised use.
Private use of fleet vehicles must be approved by a delegated officer as defined under JH&FMHN policy
2.022 Delegations Authority. For provisions governing the private use of fleet vehicles, staff should refer to
NSW MoH PD2014_051 Motor Vehicles - Use of Within NSW Health.
In addition to the conditions under section 3.2.1, staff allocated private use of a JH&FMHN vehicle should:
 Service each vehicle as per the manufacturer’s recommended service schedule;
 Attend to warranty and vehicle re-call issues;
 Provide their own e-tag; and
 Maintain the interior and exterior cleanliness of vehicles. Note: Private vehicle users are expected to
assume costs related to the cleaning of vehicle interiors and exteriors.
3.2.4

Home Garaging

When approved by a delegated officer, fleet vehicles may be parked overnight or on weekends when:
 Staff are performing their duties in the field and returning the vehicle would result in an extension of
the work day past rostered hours;
 Staff will proceed to duty directly from home on the following rostered day; and
 Authorisation will result in a more efficient use of the staff member’s time on duty.
NSW MoH PD2014_051 Motor Vehicles - Use of Within NSW Health requires staff to provide secure parking
when parking a vehicle offsite. In general, street parking or public parking areas are not considered secure
locations to leave vehicles overnight or on weekends. However, in instances where staff are unable to provide
parking on a private driveway or garage, vehicles may be parked:
 In a private car park at the staff member’s place of residence; or
 On a well-lit street within close proximity to the staff member’s place of residence.
Main or major thoroughfares are not considered secure locations to park a vehicle overnight or on weekends.
3.2.5

Health & Safety

JH&FMHN has a duty of care to ensure, so far as is reasonably practicable, that the health and safety of staff
is not put at risk from work carried out as part of the business or undertaking. A vehicle used for business is
considered a work place and is subject to work health safety requirements under the Work Health & Safety
Act 2011.
Before and during a vehicle journey, staff must:
 Consider vehicle and safety issues – Staff should inspect the vehicle prior to each journey for any
apparent issues, such as whether tyres appear to be inflated, etc.;
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 Check petrol levels, adjust mirrors/seats and familiarise themselves with the vehicles features, such as
how to open the boot, fuel cover etc. If needed, staff may refer to the vehicle’s manual for details on
how to operate vehicle features;
 While on duty, staff must not be under the influence of alcohol, drugs or other substances that could
affect their ability to work safely and efficiently in accordance with NSW MoH PD2012_018 Code of
Conduct. While approved for private use, not operate a vehicle if under the influence of alcohol,
medication or drugs as defined under the NSW Road Transport Act 2013;
 Take regular rest breaks when driving long distances. It is recommended that ten minute rest breaks
are taken after two hours of driving. Refer to Appendix 1 for Long Distance Safety Rules;
 Drive to suit road and weather conditions. If possible, staff should avoid driving between dusk and
dawn in regional or rural areas to minimise the risk of encountering wild life on the roads;
 Consider avoiding driving at dusk, early mornings and straight after meals where possible to avoid the
risk of fatigue, being blinded by the sun or other road hazards; and
 Store equipment or cargo in the boot of a vehicle or ensure appropriate restraints are in place.
3.2.6

Infringements and Unsafe Driving Behaviour

The Manager Facilities & Logistics regularly monitors vehicle usage, including traffic infringements and
accidents that occur when staff use a JH&FMHN vehicle.
Where staff receive repeated infringements that carry demerit points or have been involved in two or more at
fault accidents within an eighteen month period, the Manager Facilities & Logistics should discuss the
apparent pattern of unsafe driving behaviour with the staff member’s line manager. If a pattern of unsafe
driving has been established, it will be classified as a work, health and safety risk and managed in accordance
with JH&FMHN policy 5.110 Work Health & Safety. If appropriate, staff may be required to complete a driver
training course prior to using a fleet vehicle.
A driver in control of a JH&FMHN fleet vehicle must promptly pay for all traffic and parking infringements. If
NSW Police issue notifications or reminders to JH&FMHN, the driver’s details will be obtained from the
vehicle’s running records and the Manager Facilities & Logistics will complete the Statutory Declaration
provided on the reverse of the fine and return it to the Infringement Processing Bureau. The fine will then be
reissued in the nominated driver’s name.
3.2.7

Traffic Accidents

A staff member involved in an accident must:
 Stop and render assistance, regardless of whether on official business or not. This includes stopping at
the scene, attempting to make the scene as safe as possible, rendering assistance to any person
injured, arranging emergency services as required and exchanging vehicle and licence information with
other drivers involved. The Police Advice Line for reporting an accident is 131 444;
 Not admit liability;
 Note the details of the accident, including the names of persons involved, licence numbers, vehicle
information (make and colour), insurance details, vehicle damage, date/time of the accident and the
location (street/suburb) of the accident; and
 Notify the Manager Facilities & Logistics as soon as practicable.
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The Police must be called to the scene of an accident where the following occur:
 A person is trapped, injured or killed;
 Police are required to direct traffic or deal with hazards;
 Any of the drivers involved fail to stop or exchange details after the accident;
 Any of the drivers involved in the accident appear to be under the influence of alcohol or drugs;
 A bus or truck needs to be towed.
As soon as practicable, the staff member or his/her line manager must log details of the motor vehicle
accident in the Incident Information Management System (IIMS) and complete a TMF Motor Vehicle Claim
Form (CORP004).

3.3

Management of Fleet Vehicles

3.3.1

Maintenance and Service Providers

The Manager Facilities & Logistics must ensure fleet vehicles are maintained in accordance with the
manufacturer’s requirements and in accordance with relevant road transport legislation.
There is no state contract that specifies preferred providers of fleet vehicle servicing and repairs. The
Manager Facilities & Logistics must consider quality, timeliness and overall value for money in the selection
of these service providers.
Offers of personal benefits including servicing, tyres and repairs must be declined with advice that such offers
are not acceptable for public sector position holders. An example of an unacceptable instance would be to
seek a discounted service with an inference that the supplier may benefit from future departmental business.
3.3.2

Vehicle Utilisation / CFI Reporting

NSW MoH PD2014_051 Motor Vehicles - Use of Within NSW Health requires appropriate monitoring and
controls over vehicle fleets and their use to ensure vehicles are ideally being utilised. Effective utilisation of
vehicle fleets is likely to minimise changeover costs and the number of fleet vehicles required within the fleet.
The Manager Facilities & Logistics must regularly review the utilisation with due regard to:
 Whether fleet vehicles are driven at ideal levels based on the utilisation targets of 60,000 kilometres
after 36 months;
 Whether vehicle reallocation between drivers or areas is warranted to match average utilisation with
the vehicle’s ideal utilisation level; and
 The context of the type of the use of the vehicle i.e. staff transport only, or vehicle utilised to fulfil
clinical role and transport patients and hence no other suitable options are available.
Regular reporting on vehicle EPS scores and fleet CFI targets is conducted by the Manager Facilities &
Logistics when required.
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4. 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.

5. Legislation and Related Documents
Legislation

Road Transport Act 2013
Work Health and Safety Act 2011

JH&FMHN Policies, and
Forms

2.022 Delegations Authority
5.110 Work Health & Safety
CORP001 Motor Vehicle Running Sheet
CORP002 Motor Vehicle Report and WHS Checklist
CORP004 Motor Vehicle Claim/Notification (TMF)
CORP012 Annual Driver’s Declaration

NSW MoH Policy Directives

PD2014_051 Motor Vehicles - Use of Within NSW Health
PD2014_044 Official Travel
PD2014_005 Motor Vehicle Parking Policy - Department of Health
PD2012_018 Code of Conduct
PD2010_010 Conflicts of Interest and Gifts & Benefits

NSW Department of
Premier & Cabinet
Memorandum

M2012-08 Use of Biofuels

Related WWW Links

Australian Taxation Office Guidelines

M2008-28 Sustainability Policy for NSW Government
Motor Vehicle Policy for New South Wales Government Agencies

Environmental Performance Score
Australian Government Green Vehicle Guide
NSW Government Sustainability Policy
State Fleet NSW
Motor Vehicle Supply Contract (no. 653)
Transport for NSW
Road Users’ Handbook
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6. Appendix 1
SAFETY RULES
Location: Justice Health & Forensic Mental Health Network
Task/Equipment: Driving Long Distances
GENERAL
The following information applies to all staff that are required to drive a long distance.
HAZARDS/RISKS
Injury to self or vehicle damage

Mechanical breakdown

Driver fatigue

Becoming lost

Traffic accident
SAFETY RULES
Prior to the journey
 Staff must have a valid NSW driver’s licence.


Staff should inform their Line Manager of any medical conditions that may have an impact on long distance travel.



Staff should ensure that the vehicle is adequate for the journey by checking tyre pressure, fuel levels etc.



It is recommended that staff are well rested prior to undertaking the journey.



Travel should be undertaken in daylight hours whenever possible. If possible, avoid driving during dusk and dawn on
rural roads due to the potential risk of wild life on the roads.



Staff should ensure they have directions to their destination prior to undertaking the journey.



Road and weather conditions should be checked prior to the journey. Some roads in NSW are subject to closure
during wet weather, bush fires or other events.

Local police or visitor’s information centre can provide this

information.


Staff should carry an adequate supply of water when travelling in remote areas and hot weather.



All loose items in the vehicle should be secured and stored in the boot where possible.



The destination centre should be contacted with an expected time of arrival as appropriate.

During the journey
 Seat belts must be worn at all times.


Staff must drive within the legal limits, including driving for the road conditions at the time.



A 10 minute rest break should be taken after every 2 hours of driving.



Staff must not use a mobile phone unless a hands free device has been fitted to the vehicle. Hands free devices must
be set up and working prior to the journey. Phone calls should be limited while driving and made, where possible,
while stationary or during rest breaks on long trips.



Staff must not view or send text message while driving.



Staff must not operate a vehicle if over the legal limit applicable for alcohol or if under the influence of medication or
other drugs that cause drowsiness or alter perception.



Travel should be undertaken on main roads and highways where possible. Travel off main road/highway should be
avoided.



Staff must not pick up hitchhikers.



Accidents must be reported as soon as practicable and logged in IIMS.

MAINTENANCE & REPAIRS
 Vehicle defects or mechanical issues must be reported as soon as possible to the Manager Facilities and Logistics.


Staff requiring roadside assistance for fleet vehicles should contact SG Fleet Roadside Assistance on 1800 791 719,
quoting registration.
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Patient Fees - Forensic Hospital
Policy Number

2.123

Policy Function

Leadership and Management

Issue Date
Summary

20 September 2017
In accordance with legislation and NSW Ministry of Health policy directives and
procedure manuals, Justice Health & Forensic Mental Health Network must
establish if a patient admitted to the Forensic Hospital is chargeable or nonchargeable in relation to hospital fees. This policy provides the framework for
fee charging arrangements.

Responsible Officer
Applicable Sites

ED Corporate Services
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)
Change Summary

TRIM Reference
Authorised by

Policy: 2.123

Policy 2.123 (Jul 2012)


Reference to NSW Ministry of Health policy PD2016_039 Care Type
Policy for Acute, Sub-Acute and Non-Acute and Mental Health Admitted
Patient Care added.



Updates and changes incorporated to reflect new, superseded and
rescinded legislation, policy and related documents.



Detailed procedural flow charts replaced by a single chart providing a
procedure overview.

POLJH/2123
Chief Executive, Justice Health & Forensic Mental Health Network

Issue Date: 20 September 2017

Page 1 of 8

Patient Fees – Forensic Hospital

1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) is required to charge hospital fees to patients
admitted to the Forensic Hospital in accordance with legislation, NSW Ministry of Health (the Ministry) policy
directives and procedure manuals.
This policy aims to ensure:


JH&FMHN complies with legislative requirements, the Ministry policy directives and procedure
manuals.



All patients admitted to the Forensic Hospital are financially classified as a chargeable or nonchargeable patient with regard to hospital fees.



All patients are financially re-classified in accordance with the the Ministry Fees Procedures Manual
for Public Health Organisations so that patients are continuously charged the correct scale of fees
throughout the duration of their hospitalisation.



Patients who are classified as chargeable are informed their hospital fees contribute to the cost of
their care and other hospital services provided to them.

2. Policy Content
2.1

Mandatory Requirements

2.1.1

General



Fees charged to patients are classified as general fund revenue and must be collected and accounted
for in accordance with the the Ministry Accounting Manual for Public Health Organisations, Accounts
& Audit Determination for Public Health Organisations and the Fees Procedures Manual for Public
Health Organisations.



A financial classification must be undertaken on all patients admitted to the Forensic Hospital to
determine whether they are chargeable or non-chargeable with regard to fees.



A financial reclassification must be undertaken where a patient’s circumstances change in accordance
with the the Ministry Fees Procedures Manual for Public Health Organisations and the JH&FMHN
Patient Fees Procedures Manual - The Forensic Hospital.



When a patient’s financial classification is due to change from non-chargeable to chargeable, the
patient’s Financial Manager or patient, where no financial management arrangement is in place, must
be informed in writing at least seven calendar days prior to the date of change.



An account for fees must be raised for each chargeable patient at the end of each billing period (28
days) or upon a patient’s discharge.



Where a patient has a Financial Manager, accounts for fees must be managed through the Financial
Manager.



Authority to deduct fees from a patient’s hospital trust account must be obtained in writing from the
patient’s Financial Manager or the patient where no financial management arrangement is in place.

Policy: 2.123

Issue Date: 20 September 2017

Page 2 of 8

Patient Fees – Forensic Hospital


The validity of a Direct Debit authorisation ends when cancelled by a patient’s Financial Manager or
the patient where no financial management arrangement is in place, or when a patient becomes
deceased.



Financial hardship provisions must be made available to patients who do not have the financial
capability to meet all or part of their fee obligations.



The patient’s Financial Manager or the patient where no financial management arrangement is in
place must be provided with a refund or credit where the patient has been overcharged for fees.
Refunds and credits must be approved in accordance with JH&FMHN policy 2.022 Delegations
Authority.



JH&FMHN staff must not accept cash payments or provide cash refunds for fees.



JH&FMHN must take all reasonable steps to recover debts from unpaid accounts in accordance with
the the Ministry Fees Procedures Manual for Public Health Organisations.



Documents generated for the purpose of managing patient accounts for fees must be captured,
managed, retained and destroyed in accordance with JH&FMHN policy 2.014 Corporate Records
Management.

2.1.2


Care Type
Care types must be managed in accordance with the Ministry policy PD2016_039 Care Type Policy for
Acute, Sub-Acute and Non-Acute and Mental Health Admitted Patient Care and the Care Type
Procedure as set out in the JH&FMHN Patient Fees Procedures Manual - The Forensic Hospital.



The mental health care type will not be implemented by JH&FMHN without further negotiation with
the the Ministry. The intent and purpose of this care type is to enable the trialling of Australian
Mental Health Care Classification (AMHCC) in NSW Health, and determine its appropriateness for
future activity-based funding of mental health services.



Where a patient is entitled to the free hospitalisation period upon admission, their care type for the
duration of the free period must be acute care.



If patient is not entitled to the free hospitalisation period upon admission, or their free
hospitalisation period expires, their care type must be maintenance care, as this best reflects the
primary clinical treatment goal of the hospital’s overall program of care.

2.2

Implementation - Roles & Responsibilities

2.2.1

Chief Executive



Reviewing and approving or declining appeals for hospital fee waivers, reductions and
postponements in accordance with the JH&FMHN policy 2.022 Delegations Authority.

2.2.2


Executive Director, Corporate Services and Service Director, Forensic Hospital
Reviewing and approving or declining applications for hospital fee waivers, reductions and
postponements in accordance with the JH&FMHN policy 2.022 Delegations Authority.



Signing-off on fee related bad/unrecoverable debts and refunds in accordance with the JH&FMHN
policy 2.022 Delegations Authority.
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Providing the JH&FMHN Board/Chief Executive with a summary accounts reduced, waived and debts
written off, as required.



Addressing, and where necessary, escalating risks and issues that arise from the implementation of
this policy.

2.2.3


Executive Director, Clinical Operations
Reviewing applications for a waiver, reduction or postponement for hospital fees in accordance with
the Financial Hardship Procedure as set out in the JH&FMHN Patient Fees Procedures Manual - The
Forensic Hospital, and providing recommendation(s) to the Delegated Officer.

2.2.4


Clinical Director, Forensic and Long Bay Hospitals
Ensuring Consultant Psychiatrists and Psychiatry Registrars are aware of and comply with this policy
and the Care Type procedure as set out in the JH&FMHN Patient Fees Procedures Manual - The
Forensic Hospital.

2.2.5


Consultant Psychiatrist or Psychiatry Registrar
Ensuring they are aware of and comply with their operational roles and responsibilities relating to
this policy and the Care Type procedure as set out in the JH&FMHN Patient Fees Procedures Manual The Forensic Hospital.

2.2.6


Social Worker or Welfare Officer
Notify the Patient Fees & Trust Accounting Officer when a patient’s correctional, forensic or civil
classification changes.



Notify the Patient Fees & Trust Accounting Officer of a patient’s visa and/or residency status, if
known.



Where applicable, register a patient into the Medicare Australia program.



Provide support and assistance with financial hardship applications where necessary.

2.2.7


Chief Financial Officer
Ensuring Finance staff are aware of and comply with this policy, legislation, the Ministry and
JH&FMHN policies, procedures manual and related documents as set out in Section 5.



Providing oversight on the management of accounts by ensuring accounts are managed in
accordance with the the Ministry manuals as set out in Section 5.



Ensuring the JH&FMHN Patient Fees Procedures Manual - The Forensic Hospital is updated when
changes to relevant legislation the Ministry policies and manuals occur.



Ensuring appropriate stakeholder consultation is held when changes to the JH&FMHN Patient Fees
Procedures Manual - The Forensic Hospital is required.



Providing the Auditor-General’s Office with a summary of accounts reduced, waived and debts
written-off in respect of a financial year.



Ensuring adequate resources are in place and training is provided to support the implementation of
this policy.
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Reviewing applications for a waiver, reduction or postponement for hospital fees in accordance with
the Financial Hardship Procedure as set out in the JH&FMHN Patient Fees Procedures Manual - The
Forensic Hospital, and providing recommendation(s) to the Delegated Officer.



Addressing, and where necessary, escalating risks and issues that arise from the implementation of
this policy.

2.2.8


Financial Accountant
Ensuring they are aware of and comply with their operational roles and responsibilities relating to
this policy, procedure manuals and related documents as set out in Section 5 of this policy.

2.2.9


Business Manager, Hospitals and Corporate
Reviewing applications for a waiver, reduction or postponement for hospital fees in accordance with
the Financial Hardship Procedure as set out in the JH&FMHN Patient Fees Procedures Manual - The
Forensic Hospital, and providing recommendation(s) to the Delegated Officer.

2.2.10 Patient Fees and Trust Accounting Officer


Ensuring they are aware of and comply with their operational roles and responsibilities relating to
this policy, procedure manuals and related documents as set out in Section 5.



Capturing records relating to patient fees in accordance with JH&FMHN policy 2.014 Corporate
Records Management.



Addressing, and where necessary, escalating risks and issues that arise from the implementation of
this policy, procedure manuals and related documents as set out in Section 5.

3. Procedure Content
Procedures for the management of patient fees are detailed in the JH&FMHN Patient Fees Procedures Manual
- The Forensic Hospital. A flow chart overview of key procedures is provided at appendix A.

4. Definitions
Care Type
Refers to the overall nature of a clinical service provided as defined in section 6 of the Ministry policy
PD2016_039 Care Type Policy for Acute, Sub-Acute and Non-Acute and Mental Health Admitted Patient Care.
Chargeable
Is a patient for whom JH&FMHN is required to charge hospital fees.
Finance-Patient Accounts
Is a division of JH&FMHN Finance responsible for the administration of hospital fee and trust accounts.
Financial Classification
Is a category used to define a patient as chargeable or non-chargeable. Where chargeable, the category also
defines the scale of fees the patient must be charged.
Financial Classification Assessment
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Is the procedure undertaken to determine a patient’s chargeable or non-chargeable financial classification.
Financial Manager
(As per the Patient Trust Accounts - Financial Manager Procedures Manual)


A trustee organisation or a private individual under the direction and authority of a trustee
organisation appointed to manage the financial affairs of an adult patient; or



An adult patient’s Enduring Power of Attorney where the adult patient is no longer mentally capable
of managing their financial affairs; or



An adult patient’s General Power of Attorney or Enduring Power of Attorney where the adult patient
is mentally capable of managing their financial affairs and provides written consent for their Power of
Attorney to authorise hospital fee and trust account transactions on their behalf; or



NSW Community Services or a private person appointed under a Parental Responsibility Order to
manage the financial affairs of an adolescent patient; or



A Primary Carer or Guardian with the legal authority to manage the financial affairs of an adolescent
patient.

Financial Re-classification Assessment
Is the procedure undertaken to reassess a patient’s financial classification.
Free Hospitalisation Period
Is a period, up to 35-days, that starts from admission whereby JH&FMHN cannot charge fees to a patient
who meets eligibility criteria.
Must
Indicates a mandatory action that has to be complied with.
Non-chargeable
Is a patient JH&FMHN must not charge hospital fees.
Nursing Home Type
Is the financial classification assigned to public patients who are required to pay fees.
Should
Indicates a recommended action to be complied with, unless there are sound reasons for taking a different
course of action.

5. Legislation and Related Documents
Legislation

Health Insurance Act 1973 (Cth)
Private Health Insurance Act 2007 (Cth)
Health Services Act 1997

JH&FMHN Policies and
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Procedures

2.014 Corporate Records Management.
2.022 Delegations Authority
2.124 Patient Trust Accounts
Patient Fees Procedures Manual - The Forensic Hospital
Patient Trust Accounts - Admissions & Discharge Procedures Manual
Patient Trust Accounts - Financial Manager Procedures Manual
Patient Trust Accounts - Non-Cash Transactions Procedures Manual
Memorandum of Understanding between JH&FMHN and NSW Trustee & Guardian

JH&FMHN Forms

FIN423 Financial Classification Assessment
FIN427 Inpatient Election
FIN431 Direct Debit Authority for Hospital Fees FIN434 Financial Hardship
Application
FIN448 Financial Re-classification Assessment
FIN449 Finance-Patient Accounts File Note
FIN501 Consent Authorisation

The Ministry Policy

PD2005_506 Veterans Entitled Provisions of Public Health Services – 1998/99

Directives, and

Arrangements

Guidelines

PD2005_518 Fees - Debt Collection Arrangements for Patients – Area Health
Services /Public Hospitals
PD2005_528 Asylum Seekers Assistance Scheme - Provision of Hospital Services
PD2011_059 Reciprocal Health Care Agreement
PD2016_011 Nursing Home Type Patients and the National Acute Care Certificate
PD2017_018 Health Services Act 1997 – Scale of Fees for Hospitals and Other
Services
PD2016_055 Medicare Ineligible and Reciprocal Health Agreement - Classification
and Charging
PD2016_039 Care Type Policy for Acute, Sub-Acute and Non-Acute and Mental
Health Admitted Patient Care
PD2017_006 Pension Based Scale of Fees - Charging Arrangements and Scale of
Fees
Accounting Manual for Public Health Organisations
Accounts & Audit Determination for Public Health Organisations
Fees Procedures Manual for Public Health Organisations
Privacy Manual for Health Information
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Appendix A – Fees Procedure Overview
START

Patient admitted

Non-chargeable

Refer to
Financial Reclassification
Procedure in the JH&FMHN
Patient Fees Procedures Manual

Non-chargeable

NO

Financial classification
assessment undertaken
to establish patient’s
chargeable or non-chargeable
status

Refer to Financial Classification
Procedure in the JH&FMHN
Patient Fees Procedures Manual

Financial reclassification
assessment undertaken to
establish patient’s chargeable
or non-chargeable status

Chargeable

YES

YES

Has there
been a change to the
patient’s circumstances that
warrant a financial
reclassification?

Has there
been a change to the
patient’s circumstances that
warrant a financial
reclassification?

NO

NO

Chargeable

Where a patient claims
they do not have the
financial capacity to meet
their fee obligations, their
claim is assessed through
the financial hardship
procedure

NO

Patient remains
non-chargeable

Patient
discharged?

YES

YES

Patient
discharged?

NO

Payment
overdue?
YES

Debt recovery
proceedings initiated

END
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Final account for fees
issued and/or debt
recovery pursued,
where applicable

Account for
chargeable days raised
for billing period
Refer to the Billing
Procedure in the
JH&FMHN Patient Fees
Procedures Manual

Refer to the Debt
Recovery Procedure in
the JH&FMHN Patient
Fees Procedures Manual
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1. Preface
This policy outlines the requirements for the operational management of patient trust accounts used to
manage Forensic Hospital patients’ monies held in trust by Justice Health & Forensic Mental Health Network
(JH&FMHN).
This policy aims to ensure:


JH&FMHN complies with legislative requirements, NSW Ministry of Health (MoH) policy directives
and procedure manuals;



appropriate governance for the management of patient trust funds is in place and adhered to;



operational efficiencies when facilitating trust account transactions and administration; and



security of trust funds.

2. Policy Content
2.1

Mandatory Requirements

2.1.1

General



Patient trust accounts must be operated in accordance with legislation, NSW MoH and JH&FMHN
policies, procedure manuals and related documents as set out in Section 5 of this policy.



A trust account must be made available to each patient.



Patients must not be provided with credit.



Patients are prohibited from keeping cash in the Forensic Hospital.



Patient trust funds must not be used to purchase items according to Forensic Hospital Procedure:
Prohibited and controlled items – Forensic Hospital.



In accordance with JH&FMHN policy 2.010 Code of Conduct, staff, other than authorised staff, must
not become involved in a patient’s financial affairs, unless authorised in writing by the Service
Director, Forensic Hospital and Executive Director, Corporate Services for a specific purpose.



When authorised staff assist a patient with their financial affairs, they must do so in accordance with
legislation, NSW MoH and JH&FMHN policies, procedures manuals and related documents as set out
in Section 5 of this policy.



JH&FMHN staff and other third parties, excluding merchants, must not benefit or gain from
transactions made on behalf of a patient including, but not limited to, seeking and/or accepting
points for any banking or merchant loyalty reward scheme in accordance with NSW MoH policy
directive (PD) PD2014_005 Goods and Services Procurement Policy.



Expenditure, reimbursement and transfer of funds from a patient’s trust account must be authorised
in accordance with JH&FMHN policy 2.022 Delegations Authority and transaction authorisation
procedures specified in the JH&FMHN patient trust account procedure manuals set out in Section 5
of this policy.



Monetary transaction limits must not be circumvented by the use of multiple transactions for the
same patient or purpose.
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Original hard copies must be provided to delegated officers for approval and signature. Policy
breaches and fraud/misappropriation of trust funds, known or suspected, must be immediately
reported to the JH&FMHN Chief Financial Officer or Financial Accountant and line manager.



Transactions known or suspected to be used for a purpose other than the specified and authorised
purpose, or a purpose that is not in the best interest of the patient, must be suspended pending the
outcome of any investigation.



Where a patient does not have a Financial Manager, trust account transactions must be authorised
by the patient. In circumstances where the patient is required to authorise a transaction but is unable
to due to being unwell/in seclusion, the Nursing Unit Manager (NUM) may sign on the patient’s
behalf on the provision that the goods/services are immediately required and are for the patient’s
best interest and wellbeing In accordance with JH&FMHN policy 2.022 Delegation Authority.



Documents generated for the purpose of managing patient trust accounts and conducting
transactions must be captured, managed, retained and destroyed in accordance with JH&FMHN
policy 2.014 Corporate Records Management.

2.1.2


Financial Manager
Where a patient’s Financial Manager is a General or Enduring Power of Attorney, the original (or
original certified copy) legal document evidencing the Power of Attorney must be sighted, recorded
and a copy retained before trust account matters (with the exception of deposits to trust accounts)
can be conducted with, and authorised by, the Financial Manager.



Where a patient is subject to a Financial Management Order, Parental Responsibility Order or an
order legally appointing an agency or individual to administer the financial affairs of a patient, a copy
of the legal document evidencing the authority must be sighted, recorded and a copy retained
before trust account transactions (with the exception of deposits to trust accounts) can be conducted
with, and authorised by, the Financial Manager.



Where a patient’s Financial Manager is a General or Enduring Power of Attorney and the patient dies
in care, the Power of Attorney becomes legally invalid from the point of death and the patient’s trust
funds must be released in accordance with Accounting Manual for Public Health Organisations.



Where a patient’s Financial Manager is a General Power of Attorney and the patient ceases to have
the mental capacity to manage their financial affairs, the Power of Attorney becomes legally invalid
from the point the patient lost capacity and trust account matters must not be conducted with the
Financial Manager unless they have other legal authority to do so.



Where a patient has a Financial Manager as defined in Section 4 of this policy, expenditure,
reimbursement and transfer of funds (with the exception of in-hospital purchases) from a patient’s
trust account must be authorised in writing by the Financial Manager.


2.1.3


Transactions declined by a patient’s Financial Manager must not be processed.
Trust Account Transactions
Cash transactions are restricted to approved cash transactions as specified in JH&FMHN Patient Trust
Accounts - Cash Transactions Procedures Manual and Patient Trust Accounts - Admissions & Discharge
Procedures Manual, set out in Section 5 of this policy.



JH&FMHN staff are prohibited from accepting cash deposits on behalf of patients and for trust
account matters, with the exception of approved cash transactions as specified in JH&FMHN Patient
Trust Accounts - Cash Transactions Procedures Manual and Patient Trust Accounts - Admissions &
Discharge Procedures Manual, set out in Section 5 of this policy.
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The authorised staff member who signs out cash for an approved transaction must, where applicable
and possible, sign in any unused cash and receipts associated with the same transaction.



Patient Purchasing Card transactions as specified in JH&FMHN policy 2.126 Patient Purchasing Cards
and non-cash transactions as specified in JH&FMHN Patient Trust Accounts - Non-Cash Transaction
Procedures Manual as set out in Section 5 of this policy, are permitted.



Supporting documentation for transactions must be provided as specified in the JH&FMHN patient
trust accounts procedure manuals as set out in Section 5 of this policy.



Where deposits cannot be reconciled to a patient or the depositor, a minimum of three (3) attempts
to reconcile the deposit must be made. Where the funds cannot be reconciled or remain unclaimed
by the patient or other person lawfully entitled to them within a period of twelve (12) months from
the deposit date, the funds must be transferred to the designated JH&FMHN Samaritan Fund.

2.1.4

Kiosk Accounts & Transactions



Cash transactions must be restricted to staff and visitor purchases.



Kiosk accounts must be restricted to patients and operated on a pre-paid non-cash basis.



Kiosk accounts must not be topped-up above the designated top-up cap.



Kiosk account transactions must be authorised biometrically or through the use of an account
authorisation card.



Incorrect funds deposited into a kiosk account must be recouped from the kiosk account or the
respective patient’s trust account where the funds were spent by the patient.



Staffs are prohibited from using their own money to purchase items for and on behalf of patients.



Patients are prohibited from using their kiosk accounts to purchase items for and on behalf of staff,
or other patients except Christmas and New Year Holiday Period.



Visitors using their own money are permitted to purchase items, within reason, for patients.



Patients are permitted to use their kiosk accounts to purchase items, within reason, for their visitors.



Funds deposited to a kiosk account must be transferred from the respective patient’s trust account.



Where a kiosk account is no longer required, any remaining balance must be transferred back to the
respective patient’s trust account.

2.2

Implementation - Roles & Responsibilities

2.2.1

Executive Director, Corporate Services and Service Director, Forensic Hospital



Providing written authorisation to Finance-Patient Accounts for non-Finance/Allied Health employees
to handle financial affairs on behalf of a patient for a specific purpose.

2.2.2


Service Director, Forensic Hospital and Chief Financial Officer are responsible for:
Ensuring staff are aware of this policy, legislation, NSW MoH and JH&FMHN policies, procedures
manual and related documents as set out in Section 5 of this policy;



Ensuring adequate resources are in place and training is provided to support the implementation of
this policy;



Ensuring a communications strategy outlining policy and procedural requirements is prepared and
distributed to external stakeholders; and



Addressing, and where necessary, escalating risks and issues that arise from the implementation of
this policy.
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2.2.3


Financial Accountant, Line Manager (of Authorised staff), Authorised Staff and the Patient
Fees & Trust Accounting Officer: are responsible for:
Ensuring they are aware of their operational roles and responsibilities relating to this policy,
procedure manuals and related documents as set out in Section 5 of this policy;



Ensuring they receive the necessary resources and training to effectively undertake their roles and
responsibilities; and



Addressing, and where necessary, escalating to their line manager risks and issues that arise from the
implementation of this policy.

3. Procedure Content
Procedure context is provided in the JH&FMHN patient trust account procedure manuals as set out in
Section 5 of this policy. Flow chart overviews of key procedures are provided at appendices A and B.

4. Definitions
Authorised Staff
Is the Patient Fees & Trust Accounting Officer, Finance staff, Allied Health staff and staff authorised in writing
by the Service Director, Forensic Hospital and Executive Director, Corporate Services for a specific purpose.
Buy-Up Scheme
Is a service where a patient can purchase non-food items unavailable for purchase at the Forensic Hospital
kiosk via an order and delivery service provided by Corrective Services NSW and coordinated by designated
JH&FMHN staff.
Comfort Allowance
Is a payment deposited into a trust account for the specific purpose of purchasing comfort items.
Comfort Item
Is a relatively inexpensive item of necessity that provides comfort to a patient, such as, but not limited to,
clothing, shoes and toiletries.
Finance-Patient Accounts
Is a division of JH&FMHN Finance responsible for the administration of hospital fee and trust accounts.
Financial Manager is:
 A trustee organisation or a private individual under the direction and authority of a trustee organisation
appointed to manage the financial affairs of an adult patient; or
 An adult patient’s Enduring Power of Attorney where the adult patient is no longer mentally capable of
managing their financial affairs; or
 An adult patient’s General Power of Attorney or Enduring Power of Attorney where the adult patient is
mentally capable of managing their financial affairs and provides written consent for their Power of
Attorney to authorise hospital fee and trust account transactions on their behalf; or
 NSW Community Services or a private person appointed under a Parental Responsibility Order to
manage the financial affairs of an adolescent patient; or
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 A Primary Carer or Guardian with the legal authority to manage the financial affairs of an adolescent
patient.
In-hospital Purchases
Are purchases made through the Forensic Hospital kiosk, buy-up scheme, mobile hairdressing service,
takeaway food scheme, comfort items purchased through Patient Purchasing Cards, purchases for Open
Training and Education Network/education course providers, purchases by a patient whilst on leave from the
Forensic Hospital.
Must
Indicates a mandatory action required that must be complied with.
Patient
Is a Forensic Hospital inpatient.
Patient Purchasing Cards
Are prepaid debit cards bearing the Visa logo and used by authorised staff in accordance with JH&FMHN
policy 2.126 Patient Purchasing Cards, to purchase certain essential goods and services on behalf of patients.
Trustee Organisation
Is an organisation or statutory Government agency responsible for providing a range of legal, financial and
asset management trustee services to clients.
Seclusion
Is where a patient is removed from the patient population and held in a secluded room under the supervision
of hospital staff.
Should
Indicates a recommended action that should be followed unless there are sound reasons for taking a
different course of action.
Staff
Is a JH&FMHN staff member, agency staff, contractor or other third party undertaking the work of
JH&FMHN.
Trust Account
Is, unless otherwise stated, an account managed and operated by JH&FMHN Finance-Patient Accounts and
made available to individual patients admitted to the Forensic Hospital to hold their funds in trust.

5. Legislation and Related Documents
Legislation

Children and Young Persons (Care and Protection) Act 1998
Guardianship Act 1987
Health Services Act 1997
Mental Health (Forensic Provisions) Act 1990
Mental Health Act 2007
NSW Trustee and Guardian Act 2009
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Oaths Act 1900
Powers of Attorney Act 2003
Public Authorities (Financial Arrangements) Act 1987 (PAFA)
JH&FMHN Policies,
Procedures and Forms

2.010 Code of Conduct
2.014 Corporate Records Management
2.020 Corruption Prevention and Fraud Control
2.022 Delegations Authority
2.123 Patient Fees – The Forensic Hospital
2.126 Patient Purchasing Cards
Prohibited and Controlled Items – Forensic Hospital
____________________________________________________________________
Patient Fees Procedures Manual - the Forensic Hospital
Patient Trust Accounts - Admission & Discharge Procedures Manual
Patient Trust Accounts - Cash Transactions Procedures Manual
Patient Trust Accounts - Financial Manager Procedures Manual
Patient Trust Accounts - Kiosk Procedures Manual
Patient Trust Accounts - Non-cash Transaction Procedures Manual
Finance-Patient Accounts Work Instructions
____________________________________________________________________
Memorandum of Understanding between JH&FMHN and NSW Trustee &
Guardian
____________________________________________________________________
FIN418 Patient Trust Accounts Cash Request
FIN420 Patient Trust Accounts Deposit
FIN421 Patient Trust Accounts Cheque Request
FIN431 Patient Trust Accounts Hospital Fees Direct Debit
FIN432 Private Bank Accounts Withdrawal Form
FIN442 Patient Trust Accounts Kiosk Account
FIN450 Patient Trust Accounts Buy-Up Order
FIN451 Hairdressing Request Form Patient Trust Account
FIN453 Patient Trust Accounts Essential Property Items
FIN454 Patient Trust Accounts Buy-Up Orders Delegated Authorisation

NSW MoH Policy Directives,
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and Guidelines

PD2005_484 Trust Fund Procedures - Mental Health Hospitals
PD2014_005 Goods and Services Procurement Policy
PD2015_049 NSW Health Code of Conduct
____________________________________________________________________
Accounting Manual for Public Health Organisations
Accounts & Audit Determination for Public Health Organisations
Goods and Services Procurement Policy Manual
Privacy Manual for Health Information (March 2015)
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Appendix A – Trust Account Transaction Procedure Flow Chart
Start Here

Authorised Staff
completes form relevant
to transaction type

No

Patient
(or NUM where patient is
unwell/ in seclusion)
authorises transaction
Yes

No

Delegated Authority
authorises transaction in
accordance with JH&FMHN
policy 2.022 Delegations
Authority
Yes

No

Where applicable patient’s
Financial Manager
authorises transaction
Yes/Not Applicable

Transaction declined
& Authorised Staff
informed

No

Transaction
meets appropriateness
checks, includes required
supporting documentation
& trust funds are
available?

Yes

Transaction processed
& funds released

Accounting & operational
systems updated

Transaction
requires
reconciling?

No

Yes
Transaction reconciled,
accounting & operational
systems updated

Transaction
documentation TRIMed in
accordance with JH&FMHN
policy 2.014 Corporate
Records Management

End
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Appendix B – Kiosk Account Transaction Procedure Flow Chart
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1. Preface
The policy applies to all Justice Health & Forensic Mental Health Network (JH&FMHN) staff, including agency
staff, contractors, vendors and other persons who have access to electronic personal health information of the
patient’s Health Record stored in JH&FMHN Clinical Applications Patient Administration System (PAS) and the
Justice Health electronic Health System (JHeHS). This includes those users who are authorised to access the
system remotely.
Compliance is mandatory under NSW Ministry of Health (MoH) policy directive PD2013_033 Electronic
Information Security – NSW Health, the Health Records and Information Privacy Act 2002 (HRIPA). The Privacy
and Personal Information Protection Act 1998 (PPIPA), for management, personnel and all persons handling
electronic information, whether directly or indirectly, involved in client service delivery.
As per policy directive PD2013_033 Electronic Information Security – NSW Health, all personnel and
organisations must be aware of their legislative confidentiality obligations and that the breach of those
obligations may result in prosecution and the imposition of a penalty.
The information contained within the Clinical Applications is considered an integral part of the patient’s Health
Record and is used for the provision of direct care, research, quality improvement, education, analysis of data,
health service evaluation, planning, workplace health/safety and legal purposes. For more information relating to
JH&FMHN clinical documentation, refer to JH&FMHN policy 4.020 Implementation Guide to NSW Health Policy:
Health Records.
All transactions within the Clinical Applications are recorded and stored against a username. The information
recorded within the Clinical Applications can be used in legal proceedings and is frequently subpoenaed as
evidence in Court, including the Coroner’s Court.
There are two objectives that have been identified as relevant to the Clinical Applications Access and Security:
1. To ensure a standardised approach to user access, with access granted only after it has been
appropriately authorised, users have been adequately trained, and are aware of their responsibilities
relating to access, privacy and security.
2. To ensure access to the system is in accordance with relevant legislation and policies, as outlined in the
policy directive PD2013_033 Electronic Information Security – NSW Health and by other authoritative
bodies.

2. Policy Content
2.1

Mandatory Requirements

The NSW public health sector, as with all public sector agencies in NSW, is required to comply with the HRIPA
and PPIPA. Both specify a series of rules designed to protect the privacy of personal information, including
personal health information, in NSW.
It is the responsibility of all NSW Health personnel and their contractors to be aware of and comply with the
requirements outlined in the policy directive PD2005_593 Privacy Manual (Version 2) – NSW Health and
PD2005_554 Privacy Management Plan – NSW Health.

2.2

Implementation – Roles & Responsibilities

All JH&FMHN Clinical Application users, including agency staff, contractors, vendors and other persons will have
a unique system logon with an associated password that identifies the individual on the system. Access to
personal health information is only possible via a secure logon process designed to minimise the opportunity for
unauthorised access. Access to Clinical Applications will not be approved unless the staff member’s line manager
has completed the online Network Access - New Account eform.
All JH&FMHN Clinical Applications users must ensure they follow required procedures for maintaining data
security, as described in the Network Access - New Account eform and ensure they understand their
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responsibilities under Security and Privacy legislation. Computers must not be left unlocked or unattended when
staff are logged into a Clinical Application. Screen lock and logout features must be used if a computer is to be
left unattended.
It is the responsibility of the Chief Information Officer (CIO) or delegates to ensure correct configuration of
systems such as servers, networks, firewalls and routers to allow users secure, efficient and effective access as
required to Clinical Applications.
It is the responsibility of all managers to ensure that staff directly reporting to them attends Clinical Applications
training as required. Access to the appropriate Clinical Application will not be granted unless users undergo
adequate training in the use of the system. The Clinical Applications Training Team is responsible for the
provision of training and for assisting line managers with the determination of necessary competencies / training
requirements for personnel performing work that requires them to use the Clinical Application.
It is the responsibility of the staff member to notify their supervisor if they feel that they have not undergone
appropriate training, or require additional training. The staff member’s supervisor or manager is responsible for
organising further training by contacting the ICT Helpdesk: Helpdesk@justicehealth.nsw.gov.au who will forward
the request to the Clinical Applications Training Team.

2.2.1 System Administration
The System Administrator is responsible for:


Ensuring that access to the appropriate Clinical Application is granted only after the user has received
appropriate training;



Determining the level of access granted to a user, in consultation with the user’s line manager;



Ongoing management and maintenance of user accounts and access levels to ensure the effectiveness
and efficiency of implemented controls, to assess whether controls are being adhered to and check
compliance against policy and legislative requirements including those set out in the in the policy
directive PD2013_033 Electronic Information Security – NSW Health; and



Reporting any security incident or privacy breach to the CIO and Manager of Information Management
(MIM).

3. Procedure Content
3.1

Reportable Security Incidents

Reportable Security Incidents include, but are not limited to:


A breach by JH&FMHN staff of any of the 15 Health Privacy Principles under HRIPA that relate to the
Collection, Storage, Access & Accuracy, Use, Disclosure, Identifiers & Anonymity, Transferrals & Linkages
of health information.



Compromised confidentiality of personal health information, including unauthorised access to personal
health information stored within the Clinical Applications;



Compromised confidentiality of passwords, and/or staff logging activity using another staff member’s
username and password;



Compromised confidentiality and integrity of the Clinical Applications; and,



Attempts to bypass security systems or to gain unauthorised access to any of the Clinical Applications.

If a JH&FMHN staff member suspects any type of reportable security incident to have occurred they must log an
incident on the Incident Information Management System (IIMS) and advise their line manager or After Hours
Nurse Manager (AHNM), if outside of business hours as soon as practicably possible. It is the responsibility of the
line manager to report the incident as soon as practicable to their Executive Director, CIO and/or Manager of
Information Management (MIM).
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3.2

Access

Users accessing electronic personal health information via the Clinical Application must log in using a username
and password (known only to the user). The iPM log in will allow 3 consecutive authentication attempts,
whereas the JHeHS log in allows an unlimited number of attempts. If the user is unable to log in, they will be
required to contact the ICT Helpdesk and after appropriate identification, the password will be reset. As an
added security precaution, the user is also required to change their password every three months. It is the
responsibility of the user and the line manager to complete a JH&FMHN Staff Variation Advice form (Emp133),
and submit this to the Records Management Unit who will inform the ICT Helpdesk of any position changes and
updates.
If the user requires a level of access higher than that which they previously had, a training analysis for the
additional functionality is required before the access can be changed.
Upon completion of any required training, the user’s access is updated. Users will be required to log out of the
system and back in to see any changes made to their account.

3.3

Permissible and Appropriate Use of Clinical Applications

All Clinical Applications must be used in a manner that complies with all security requirements such as user
account and data security as outlined in JH&FMHN policy 2.002 Acceptable Use of Communication Systems.
Clinical documentation within the Clinical Applications must also comply with the principles and standards
outlined in JH&FMHN policy 4.020 Implementation Guide to NSW Health Policy: Health Records. Users must
ensure only valid information is entered.

3.4

Monitoring

JH&FMHN will monitor the use of the Clinical Applications (including when the person is working offsite). For
further details refer to JH&FMHN policy 2.002 Acceptable Use of Communication Systems.

3.5

Official Records

As noted earlier, a patient’s Health Record’s nature and content within the Clinical Applications and its use
constitutes a JH&FMHN record, which may be subject, inter alia, to the State Records Act 1998, the Government
Information Public Access Act 2009 (GIPA) and the HRIPA.

3.6

Management of Forms

The Network Access - New Account eform is retained electronically.

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

Commonwealth Privacy Act (1988) (Cth)
Digital Information Security Policy (2012)
Government Information (Public Access) Act 2009
Health Services Act 1997
Health Records Information and Privacy Act 2002
Health Records and Information Privacy Regulation (2002)
Independent Commission Against Corruption Act 1988
Privacy and Personal Information Protection Act 1998
State Records Act 1998
Workplace Surveillance Act 2005

NSW MoH Policy Directives

PD2005_593 Privacy Manual (Version 2)
PD2009_057 Records Management Protocol
PD2012_018 Code of Conduct – NSW Health
PD2012_069 Health Care Records – Documentation and Management
PD2013_033 Electronic Information Security Policy – NSW Health

JH&FMHN Policies

2.002 Acceptable Use of Communication Systems
4.020 Implementation Guide to NSW Health Policy: Health Records

JH&FMHN forms
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1.

Preface

This policy outlines the requirements for the operational management of Patient Purchasing Cards (PP Cards)
used to facilitate the purchase of approved and essential personal property items on behalf of Forensic
Hospital (FH) patients.
PP Cards, similar to a debit card, will replace cash purchases (with the exception of approved cash
transactions as specified in Justice Health & Forensic Mental Health Network (JH&FMHN) JH&FMHN Patient
Trust Accounts - Cash Transaction Procedures Manual and JH&FMHN Patient Trust Accounts - Admission &
Discharge Procedures Manual by allowing payments to be processed electronically via the VISA network
wherever VISA is accepted. This includes approved internet, mail order (restricted) and telephone purchases,
thereby reducing over-the-counter transactions. PP Cards may be loaded with up to $999 value and do not
provide a credit facility.
This policy aims to ensure:


JH&FMHN complies with legislative requirements, NSW Ministry of Health (MoH) policy directives
(PD) and procedure manuals;



Appropriate governance for the management of PP Cards is in place and adhered to;



Operational efficiency occurs when facilitating patient purchases;



Security of patient trust monies and safety of employees is safeguarded when facilitating patient
purchases; and



Cash transactions are restricted.

2.

Policy Content

2.1

Mandatory requirements


PP Cards must be operated in accordance with legislation, NSW MoH and JH&FMHN policies and
procedure manuals as set out in Section 5 of this policy.



Appropriate resources and processes must be in place, adhered to and reviewed as necessary in
order to eliminate or minimise risks associated with the use of the PP Cards.



Expenditure from a patient’s FH trust account must be approved in accordance with JH&FMHN
policy 2.022 Delegations Authority.



Other than authorised employees (as defined by Section 4 of this policy), JH&FMHN employees must
not become involved in a patient’s financial affairs in accordance with JH&FMHN policy 2.010 Code
of Conduct, unless authorised in writing by the Service Director, Forensic Hospital and Executive
Director, Governance & Commercial Services for a specific purpose, and where the written
authorisation is stored in the employee’s TRIM personnel file. Allied Health employees are not
obligated to participate in the allocation or use of PP Cards.



When an authorised employee assists a patient with their financial affairs, they must do so in
accordance with legislation, NSW MoH and JH&FMHN policies and procedure manuals as set out in
Section 5 of this policy.



Employees and other third parties, not including the merchant or patient, must not benefit or gain
from transactions made on behalf of FH patients including, but not limited to, seeking and/or
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accepting points for any banking, or merchant loyalty reward schemes in accordance with NSW MoH
PD2014_005 Goods and Services Procurement Policy.


Documents generated for the purpose of managing PP Cards and conducting transactions must be
captured, managed, retained and destroyed in accordance with JH&FMHN policy 2.014 Corporate
Records Management.



Fraudulent activity, known or suspected, must be immediately reported to JH&FMHN Chief Financial
Officer or Financial Accountant and the card holder’s line manager.



Lost or stolen PP Cards or personal identification numbers (PINs) must immediately be reported to
JH&FMHN Chief Financial Officer or Financial Accountant and the card holder’s line manager.



2.2

Withdrawing cash funds from a PP Card is prohibited.

Implementation – Roles & Responsibilities

Executive Director, Governance and Commercial Services and Service Director, Forensic Hospital are
responsible for:


Ensuring JH&FMHN has appropriate resources and control framework to eliminate or minimise risks
associated with the use of PP Cards;



Reviewing PP Card expenditure, resources and control framework as required; and



Providing written authorisation to Finance to allocate a PP Card to non-Finance/Allied Health
employees.

Chief Financial Officer is responsible for:


Overseeing and monitoring controls for the management of PP Cards;



Ensuring JH&FMHN Finance staff are aware of and comply with this policy; and



Authorising the use of alternative payment methods.

Chief Financial Officer and Financial Accountant are responsible for:


Approving allocations of PP Cards to authorised employees;



Approving submissions for loading and unloading patient funds to/from PP Cards;



Managing CardWiz User profiles;



Suspending or cancelling the active status of a PP Card where it, or the PIN, has been lost or stolen,
or where suspected or known fraudulent activity has been reported; and



Addressing any matters of fraudulent or unauthorised activity and escalating where necessary.

Line Manager (of Authorised Employee) is responsible for:


Notifying Finance/ Patient Accounts of employees authorised to assist FH patients with their financial
affairs; and



Addressing any matters of fraudulent or unauthorised activity and escalating where necessary.

Card Holder (Authorised Employee) is responsible for:


Complying at all times with this policy;



Ensuring all forms are completed and carried out in accordance with Section 3 of this policy;



Purchasing approved patient property items in accordance with FH procedural requirements for the
purchase, security clearance and storage of patient property items
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Ensuring the provision of secure storage for purchased patient property items temporarily in their
care;



Safe keeping of PP Card and PIN;



Signing their PP Card immediately on receiving it and before using it;



Reporting lost and stolen cards or PINs immediately to JH&FMHN Chief Financial Officer or Financial
Accountant and their line manager; and



Reporting fraudulent activity, known or suspected, immediately to JH&FMHN Chief Financial Officer
or Financial Accountant and their line manager.

Patient Fees & Trust Accounting Officer and CardWiz User are responsible for:


Providing the card holder with a copy of this policy and Personal Identification Number (PIN)



Providing the card holder with a copy of My Account User Instructions;



Complying with procedural content as set out in Section 3 of this policy and related Finance-Patient
Accounts work instructions;



Ensuring that written authorisation for employees/staff to act as Authorised Employees is recorded in
the employee’s TRIM personnel file.



Reporting lost and stolen cards or PINs immediately to JH&FMHN Chief Financial Officer or Financial
Accountant; and



Reporting fraudulent activity, known or suspected, immediately to JH&FMHN Chief Financial Officer
or Financial Accountant.

3.

Procedures

3.1

General


A flow chart outlining key procedures is provided at Appendix A.



JH&FMHN Chief Financial Officer and Financial Accountant should be registered with Westpac
Banking Corporation as an Administrator for Secure Access/IT and Secure Reports online programs.



JH&FMHN Chief Financial Officer and Financial Accountant should be registered as a Manager for
the CardWiz online program.



Patient Fees & Trust Accounting Officer (PF&TAO) and at least one other JH&FMHN Finance
employee should be registered with Westpac Banking Corporation as an Administrator for the Secure
Reports online program.



The PF&TAO and at least one other JH&FMHN Finance employee should be registered as a User for
the CardWiz online program.



Patients must not be provided with a credit facility.



Withdrawing cash funds from a PP Card is prohibited.



PP Cards must not be used to purchase items prohibited in the FH.



PP Cards must not be used for any unlawful purpose, including the purchase of goods or services
prohibited by the laws of Australia.
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PP Cards must only be used to purchase approved and essential personal property items for
inpatients of the FH. Funds held for a discharged patient must be promptly returned to the patient’s
FH trust account and related documents returned to Patient Accounts.



PP Cards are to be used in conjunction with approved policies and procedural requirements for
patient purchasing and property in the FH, and patient trust accounts.



PP Cards should be used as the preferred payment method where VISA facilities are available. Other
payment methods may be used upon approval by the Chief Financial Officer or Executive Director,
Governance and Commercial Services..



Provisions must be made by the PF&TAO/CardWiz or card holder for the secure storage of active
and non-active PP Cards when not in use.

3.2

Administration of PP Cards

3.2.1

Allocating a PP Card to an Authorised Employee



Only one (1) PP Card per hospital unit may be activated at any one time.



PP Cards may be allocated to Authorised Employees as defined by Section 4 of this policy. The
employee to whom the card is, or intended to be, allocated to will hereafter be referred to as the
card holder.



The PF&TAO/CardWiz User must provide the card holder with this policy prior to allocating the PP
card.



The PF&TAO/CardWiz User should refer to the CardWiz User Instructions for instructions on
allocating a PP Card to a card holder.



The PF&TAO/CardWiz User must notify the Chief Financial Officer or Financial Accountant of
submissions for PP Card allocations requiring approval.



Following approval of the PP Card allocation, the PF&TAO/CardWiz User must provide the card
holder with their Personal Identification Number (PIN).



The card holder must immediately sign the back of the PP Card.



The PF&TAO/CardWiz User must provide the card holder with the My Account User Instructions for
the use of the online program.

3.2.2


Loading Funds onto a PP Card
Following the approval of a patient’s request for additional property items, the card holder must
provide a completed FIN453 Essential Property Items form. Expenditure from a patient’s FH trust
account must be approved in accordance with JH&FMHN policy 2.022 Delegations Authority.
Incomplete forms will not be processed by Finance-Patient Accounts.



PF&TAO/CardWiz User must confirm availability of funds in a patient’s FH trust account prior to
submitting a request for loading of funds to a PP Card via the CardWiz online program. Funds
provided to a card holder must not exceed the value of patient’s FH trust account.



The structure of a PP Card ensures the maximum value available at any time will not exceed $999.00.



The PF&TAO/CardWiz User should refer to the CardWiz User Instructions for instructions on loading
funds to a PP Card and submitting the request for approval.



The PF&TAO/CardWiz User must notify the Chief Financial Officer or Financial Accountant of
submissions for PP Card fund transfers requiring approval.
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The Chief Financial Officer or Financial Accountant may choose to approve or decline requests for
fund transfers at their discretion.



The PF&TAO/CardWiz User must record approved transfers for each patient in the PP Card
Transactions register for the current financial year and allocate a reference number from the register.



The PF&TAO/CardWiz User must immediately update the patient’s FH trust account with the
withdrawn value and register the reference number.

3.2.3


Issuing PP Card to a Card Holder
The card holder must sign for the receipt of their PP Card and patient funds using the FIN453
Essential Property Items form. By signing, the card holder accepts responsibility for the safe keeping
of the PP Card and funds, and to carry out all transactions in accordance with this policy.

3.2.4


Purchase, Security & Storage of Patient Property Items
Card holders must comply with Forensic Hospital procedural requirements for the purchase, security
clearance and storage of patient property items.



Foreign currency transactions will incur a 1.5% fee charged by VISA which is payable by the patient.
This rate is subject to change.

3.2.5


Finalising Transactions
The card holder is responsible for ensuring that sections 6-7 of the FIN453 Essential Property Items
form have been completed.



Original purchase receipts must be sticky taped to a separate sheet and attached to FIN453 Essential
Property Items form. Tape may dissolve the ink and care should be taken so as not to jeopardise
quality of JH&FMHN records and/or exchange or refund opportunities if required. In accordance with
Section 3.2.6 original documentation should be recorded in TRIM to ensure a legible copy of the
receipts is retained.



The card holder must make all attempts to return the original purchase receipts, FIN453 Essential
Property Items form and PP Card to the PF&TAO by the end of each calendar month.



The PF&TAO must reconcile original receipts against PP Card transactions and the remaining card
balance. Accounts that do not reconcile should be addressed in the first instance with the card
holder. Matters that remain unresolved must be escalated to the Chief Financial Officer and Financial
Accountant.



The PF&TAO must immediately report suspicious transactions to the Chief Financial Officer and
Financial Accountant. Suspicious transactions include transactions where a card holder has obtained
loyalty/reward points against a purchase.



When patient funds are no longer required and the PP Card has been returned to Finance-Patient
Accounts, the balance of funds issued for that patient must be transferred to the respective patient’s
FH trust account as soon as possible. The PF&TAO/CardWiz User should refer to the CardWiz User
Instructions for instructions on unloading funds from a PP Card and submitting the request for
approval.



The PF&TAO/CardWiz User must update the register for PP Card Transactions with the values of
purchases and remaining funds to be returned to the patient’s trust account.
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The PF&TAO/CardWiz User must update the patient’s FH trust account with the returned value as
soon as possible once the request has been actioned by the Chief Financial Officer or Financial
Accountant.

3.2.6


TRIM
The PF&TAO/CardWiz User is responsible for ensuring all documentation and correspondence is
recorded in TRIM.



The PF&TAO/CardWiz User is responsible for ensuring that correspondence for a non-authorised
employee to act as an Authorised Employee is recorded in TRIM and that Finance has security rights
to view the TRIM record.

3.2.7


Reconciling PP Card accounts
The PF&TAO must ensure purchase receipts and other transactions are matched to the PP Card
transaction statement upon finalising any transaction for essential property items.



The PF&TAO must reconcile monthly statement movements for all PP Card accounts at the end of
each calendar month with MYOB accounts.



3.2.8

The PF&TAO must record all monthly Reconciliation Reports in TRIM.
Protecting the PIN

The PIN must be used as a replacement to signature authorisations at Merchant terminals. It is important to
keep the PIN secure because if the PP Card is lost or stolen, knowing the PIN may assist someone else to use
the card to obtain cash or goods and services.
In accordance with JH&FMHN’s agreement to comply with Westpac Banking Corporation’s Conditions of Use
document for PP Cards, the following provides for PIN security.


Records of the PIN must be keep separate and well away from the PP Card



To protect the PIN one must:
o

try to memorise it;

o

retain an electronic copy (with restricted access rights) of the letter notifying of the PIN and
destroy the hard copy;

o

not write the PIN on the PP Card, even if it is disguised;

o

not keep a record of the PIN with or near the PP Card;

o

not tell anyone the PIN, including family members, friends, JH&FMHN employees;

o

if the card holder selects their own PIN, not select a number or word that can be easily guessed,
such as part of the data imprinted on your Card, a previously selected PIN, consecutive numbers,
one number repeated or numbers which form a pattern, or that can be easily associated with the
card holder, such as their date of birth, telephone number, driver's licence and so forth;

o

where reasonably possible, avoid circumstances where another person can watch the PIN being
entered at Merchant terminals;

o

never enter the PIN in a Merchant terminal that does not look genuine, has been modified, has a
suspicious device attached to it or is operating in a suspicious manner;

o

be ready to make a transaction or enquiry when you approach a Merchant terminal;

o

make sure not to leave anything behind when a transaction is completed, including leaving the
PP Card unattended in or at a Merchant terminal; and
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o


notify us immediately if a PIN change has taken place without being requested.

Card holders who select their own PIN, for security reasons, should endeavour to change it at regular
intervals.



Card holders who make a record of their PIN, must take reasonable steps to prevent unauthorised
access to the record

3.2.9


Lost, Stolen and Damaged PP Cards and PINs
Compliance with this policy and related policies and procedures will protect the card holder from
liability for lost and stolen cards or funds.



A card holder is responsible for the use and safety of their PP Card and PIN. Conditions for the
security of the PIN and PP Card must be complied with at all times.



If a PIN record or PP Card is lost or stolen, or it is suspected that unauthorised transactions have
been made, the card holder must immediately contact the Chief Financial Officer or Financial
Accountant and their line manager.



JH&FMHN will only replace lost or stolen cards where it is satisfied that the card has genuinely been
lost or stolen.



Upon notification of a lost or stolen PIN or PP Card, the CardWiz Manager must immediately
suspend the card and unload the card value.



A damaged card will only be replaced if it is returned to Finance or Finance-Patient Accounts.

3.2.10 Cancellation of PP Cards


JH&FMHN may cancel or suspend a PP Card at any time if:
o

the card holder does not comply with policy and procedural requirements;

o

it is believed or discovered that the card holder is not entitled to the PP Card or to the value
which has been loaded on the PP Card;

o

the card holder ceases employment or their contract has concluded with JH&FMHN; or

o

it is determined at the discretion of JH&FMHN that the PP Card should be cancelled for another
reason.



Card inventory must be checked monthly by the PF&TAO. Any PP card which has been damaged or
has expired must be destroyed once all funds have been unloaded from the card.



Finance must notify Westpac Banking Corporation via CardWiz of any card that has been destroyed,
or of cards that are cancelled or void after activation and any reason for doing so.

3.2.11 Audit and Reporting Requirements
A review of PP Card expenditure, resources and control framework will be performed as necessary by
Executive Director, Governance and Commercial Services and Service Director, Forensic Hospital.
The review will consider the following:


The current policy and work instructions



Operational concerns or inefficiencies raised since the last review



Changes to operational activities



A summary of total expenditure per hospital unit and merchant



Suitability of resources and training
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4.

Any reported potential fraudulent activity and/or processing errors.

Definitions

Authorised Employee
A JH&FMHN employee authorised to assist a patient with their finances. Authorised Employees include:
Patient Fees & Trust Accounting Officer, Finance staff, Allied Health staff and staff authorised in writing by
the Service Director, Forensic Hospital and Executive Director, Governance & Commercial Services for a
specific purpose.
The Patient Purchasing Coordinator has been authorised to facilitate the purchase of essential personal
property items on behalf of Forensic Hospital patients.
Card Holder
An authorised employee, including the Patient Purchasing Coordinator,
CardWiz
The card inventory management system and card activation system to which CardWiz Users will have access
via a web browser.
CardWiz Manager
Nominated as Verifying Officer or Agent with Westpac Banking Corporation, usually the Chief Financial Officer
or Financial Accountant. Managers have the responsibility of identifying card holders, approving submissions
for card activation and transfer of patient funds to/from a PP Card.
CardWiz User
A JH&FMHN Finance employee, usually the Patient Fees & Trust Accounting Officer, Account Payable Officer
or Finance Support Officer. CardWiz Users are responsible for entering requests for patient funds into the
CardWiz program and submitting request for funds and card activations to the CardWiz Manager.
Card
The prepaid debit card bearing the Visa logo which is issued to a recipient card holder.
Employee/Staff
A JH&FMHN employee, agency employee, contractor or other third party undertaking the work of
JH&FMHN.
Essential Property Item
Is a relatively inexpensive item of necessity, such as, but not limited to, clothing, shoes and toiletries. Forensic
Hospital Patient Purchasing Procedures contains a list of essential items.
Loading
Movement of patient funds from the trust account onto a PP Card.
Must
Indicates a mandatory action or requirement.
Patient Purchasing Cards
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Are prepaid debit cards bearing the Visa logo and used by authorised staff in accordance with JH&FMHN
policy 2.126 Patient Purchasing Cards, to purchase certain essential goods and services on behalf of patients.
PIN
Personal Identification Number
Should
Indicates a recommended action that should be followed unless there are sound reasons for taking a
different course of action.
Trust Account
Is, unless otherwise stated, an account managed and operated by JH&FMHN Finance-Patient Accounts and
made available to individual patients admitted to the Forensic Hospital to hold their funds in trust.
Unloading
The movement of patient funds from a PP Card to the trust account.
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5.

Legislation and Related Documents

Legislation

Health Services Act 1997
Mental Health Act 2007
Mental Health (Forensic Provisions) Act 1990
Public Authorities (Financial Arrangements) Act 1987 (PAFA)

JH&FMHN Policies,
Manuals and forms

2.010 Code of Conduct
2.020 Corruption Prevention and Fraud Control
2.022 Delegations Authority
2.124 Patient Trust Accounts
5.135 Security Risk Management
Patient Trust Accounts - Admission & Discharge Procedures Manual
Patient Trust Accounts - Cash Transaction Procedures Manual
Patient Trust Accounts - Financial Manager Procedures Manual
Patient Trust Accounts - Kiosk Accounts Procedures Manual
Patient Trust Accounts - Non-cash Transaction Procedures Manual
Finance-Patient Accounts Work Instructions
Memorandum of Understanding between and NSWTG
FIN453 Essential Property Items form

NSW MoH Policy
Directives and
Manuals

PD2005_054 ICAC Report: Cash Handling in Public Hospitals
PD2005_167 Employees Conducting Financial Transactions and/or Dealing with
Money/Property for Patients/Clients
PD2005_484 Trust Fund Procedures - Mental Health Hospitals
PD2005_593 Privacy Manual (Version 2) - NSW Health
PD2014_005 Goods and Services Procurement Policy (PD2055_260 - Fly buy Cards)
Accounts & Audit Determination for Public Health Organisations
Accounting Manual for Public Health Organisations
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6.

Appendix A – Procedure Flow Chart
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Cash Handling

1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) routinely handles cash for petty cash, patient
shopping and the Forensic Hospital kiosk. These activities will need to comply with the requirements of this
policy.
This policy provides JH&FMHN guidelines around compliance with the cash handling checklist as
recommended by ICAC which are reflected in this policy.

2. Policy Content
2.1

Mandatory Requirements

2.1.1

Cash Handling Checklist

 One officer should be delegated and responsible for cash handling. The nomination of the responsible
officer should be in a brief to the Executive Director, Corporate Services seeking approval to set-up a
petty cash/cash handling site. A delegate should also be nominated to ensure cover is available for
periods of leave.
 Cash must be secured and locked in a safe or cash storage facility when not in use. As a minimum, the
safe or cash storage facility should have a single lock with a key.
 An access register must be maintained where several staff have access to safes or cash storage
facilities so that responsibility for shortages can be attributed to one staff member at any particular
time by means of access records.
 All monies in custody must be counted at least monthly and reconciled to balances recorded to allow
early identification of any discrepancies. The form FIN406 Petty Cash Float Reimbursement should be
utilised to record the count, the form should also be filed in HPRM for record keeping.
 Site supervisor (usually the manager of the responsible officer) must conduct an un-scheduled audit at
least annually. It is recommended such audit should also be conducted from time-to-time to ensure
integrity of all monies kept in the safe or cash storage facility, and results are documented.
 A register of all keys must be maintained at the site.
 The key custodian must have the key with him/her at all times.
 The officer responsible for cash at each site must ensure that:
-

Receipts are checked

-

The supervisor supervises all cash counting

-

The responsible officer and supervisor for cash count the cash together and remain in the room
until counting has been completed

-

Receipts are reconciled daily

-

Cash handling staff are trained in their duties and responsibilities

-

Staff rotation should be introduced where practicable

 Cash must be banked weekly and more frequently if site receives monies totalling $400 or more.
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 All deposits must be reconciled between the total of receipts and the bank deposit advice.
 Two staff members should transport the cash within the organisation and to the bank, where
practicable. Officers transporting cash should vary times and routes wherever possible.
 Regardless of the amount, missing or stolen monies must be reported to the line manager and
Executive Director, Corporate Services. The matter may be investigated and referred to the Chief
Executive and Police.

2.2

Implementation – Roles & Responsibilities

Staff involved in cash handling are responsible for compliance with this policy.
Director of Clinical & Corporate Governance in the capacity of Chief Audit Executive is responsible for review
of the adequacy and effectiveness of the systems of internal control and reporting the outcome to
management.
The Chief Financial Officer is responsible for:
 Ensuring staff are aware of, and comply with, this policy.
 Ensuring relevant procedures are established and kept up to date, consistent with this policy and
respond to contemporary trends.
The Executive Director Corporate Services is responsible for:
 The continuing review of all services which involve cash handling, assessing the need and
appropriateness of the service and whether the service should be contracted to commercial
providers.
 Investigating irregularities in cash handling and referring the matter to the Chief Executive and
Police, if required;
 Approving and removing the cash handling function at nominated sites.

3. Procedure Content
3.1

Reporting of missing or stolen monies


Upon staff being aware of the actual/ perceived mis-appropriation of monies, staff must report their
suspicion to their line manager.



Managers must assess and prepare a brief outlining the particular situation and forward the brief to
their Executive Director and the Executive Director, Corporate Services.



The Executive Director and Executive Director, Corporate Services must assess the reported situation
and assess local investigation and strategies that have been undertaken.



The Executive Director and Executive Director, Corporate Services must report all substantiated
events to the Chief Executive, who may refer the matter to NSW Police Force and other regulatory
bodies.

3.2

Key Register


All cash handling sites must establish a Key Register for the site.
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The Key Register must be updated whenever there is a change in key holder.



The Key Register is to incorporate as a minimum the undermentioned information:

3.2.1

o

detail of the key (if more than one);

o

name and contact details of the person holding the key;

o

date/time of receipt of key;

o

signature of the key holder.

Accessing the Key Register

The Key Register should be kept by the site supervisor.

4. Definitions
Must
Indicates a mandatory action or requirement.
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
NSW MoH Policy Directives
and Information Bulletin
JH&FMHN Policies, Forms,
and Manuals

PD2005_054 ICAC Report: Cash Handling in Public Hospitals.
PD2014_005 Goods and Services Procurement Policy
2.014 Corporate Records Management
2.020 Corruption Prevention and Fraud Control
2.130 Petty Cash
2.124 M2 Patient Trust Accounts - Cash Transaction Procedures Manual
2.150 Purchasing
2.155 Enterprise-Wide Risk Management

Policy: 2.127

Issue Date: 20 September 2017

Page 4 of 4

policy
Justice Health & Forensic Mental Health Network
PO BOX 150 Matraville NSW 2036
Tel (02) 9700 3000
http://www.justicehealth.nsw.gov.au

Petty Cash
Policy Number

2.130

Policy Function

Leadership and Management

Issue Date
Summary

Responsible Officer
Applicable Sites

3 September 2015
This policy sets out guidelines for the reimbursement of Justice Health &
Forensic Mental Health Network (JH&FMHN) resources and/or services
purchased by an authorised employee, contractor or other authorised party
through petty cash.
Executive Director Governance and Commercial Services
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)
Change Summary
TRIM Reference
Authorised by

Policy: 2.130

Policy 2.130 (July 2012)
 Clarified requirements around claiming and managing petty cash.
POLJH/2130
Chief Executive, Justice Health & Forensic Mental Health Network

Issue Date: 3 September 2015

Page 1 of 11

Petty Cash

1. Preface
Petty cash at Justice Health & Forensic Mental Health Network (JH&FMHN) sites is available to reimburse
staff, or other authorised parties for the purchase of approved resources and/or services up to $100,
wherever this is required to perform work related duties at JH&FMHN premises or offsite. Staff expense
reimbursements in excess of $100 will be settled by electronic funds transfer unless approved by the
Executive Director Governance & Commercial Services.
This policy provides JH&FMHN guidelines around:
 claiming reimbursement of JH&FMHN resources and/or services purchased by an authorised
employee, contractor or other authorised party through petty cash; and
 enabling petty cash floats to be replenished.
This policy does not apply to handling of patient cash and valuables (refer to the JH&FMHN policy 2.124
Patient Trust Accounts and related procedures Manuals).

2. Policy Content
2.1

Mandatory Requirements

2.1.1

Petty Cash Claims

Petty cash reimbursement should only be requested for minor or urgent items and must only occur for
expenses incurred to perform work related duties at JH&FMHN premises or offsite. Verbal or written
approval from the relevant delegated officer is required before items are bought using petty cash rather than
following the usual procurement process.
All expense refund claims must be:
 Substantiated by an original receipt attached to the back of form FIN404 Expense Refund Claim. To
prevent fraudulent use of petty cash reimbursements, only original receipts will be accepted as
evidence of a purchase. Statutory declaration can only be accepted in the situation where the original
receipt is lost.
 Presented in person (or by the claimant’s approved delegate).
 Approved and certified by a more senior delegated officer as per JH&FMHN policy 2.022 Delegations
Authority within 30 days of the original receipt.
 Supported by a tax invoice for GST reimbursement, for claims exceeding $50.
(See Appendix 5 for examples of the common work related expenditures)
Claimants of petty cash are prohibited from approving their own claims, or splitting of a claim so that two or
more claims are under $100 threshold. In the absence of the Chief Executive, expenses may be approved by
the Executive Director Governance & Commercial Services.
Should staff require an advance for purchasing goods or services through petty cash, advances must be
approved by the relevant delegated officer and settled within 24 hours. Once the purchase has been
completed, the staff member must provide original receipts, tax invoices and excess cash to the petty cash
responsible officer. It is recommended that claimants keep a copy of any receipts or tax invoices.
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2.1.2

Petty Cash Floats

Petty cash at JH&FMHN sites is allocated on an individual basis with each officer responsible for safe keeping
of their petty cash float. Responsible Officers are officers that have a petty cash float allocated to their
location and may be a manager or administrative officer. Responsible Officers must ensure petty cash floats
are handed over and documented prior to any periods of leave or when changing positions.
The Responsible Officer must immediately advise the Chief Financial Officer if there is any irregularity or
shortage of petty cash floats. Nominated Finance staff may from time to time at their discretion audit petty
cash activity and review controls over petty cash to determine the appropriateness of petty cash floats.
Petty cash floats must only be established and varied with written approval from the Executive Director
Governance & Commercial Services in accordance with JH&FMHN policy 2.022 Delegations Authority.
Responsible Officers must outline the operational needs of the float, nominated cashier and management of
float including security arrangements if requesting the establishment of a petty cash float. The value of a
petty cash float must not exceed:
 $4,000 for the Justice Health Administration Centre (JHAC) or
 $500 for Health Centres, hospitals or offsite locations.
Where petty cash floats are no longer required, such as following the closure of a Health Centre, the float
must be closed after receiving written approval from the delegated officer. The Chief Financial Officer must
be informed of the float closure and the cash balance and unreimbursed claims must be securely returned to
Finance in accordance with Appendix 4, the Procedure to Close a Petty Cash Float.
2.1.3

Loyalty / Reward Programs

In accordance with NSW Ministry of Health (MoH) policy directive PD2014_005 Goods and Services
Procurement Policy, NSW Health staff are not to gain any personal benefit from transactions where
reimbursement is requested. This includes the collection of loyalty/reward points from the use of credit cards,
retailer cards, fly-buys, frequent flyers etc., as well as the collection of discount petrol dockets, discount liquor
dockets or any other loyalty/reward program.

2.2

Implementation – Roles & Responsibilities

Staff seeking reimbursement are responsible for:
 obtaining approval from a delegated officer prior to purchasing items or goods if expecting
reimbursement through petty cash; and
 claiming petty cash in accordance with the procedures listed in this policy.
Responsible Officers allocated petty cash floats are responsible for:
 keeping petty cash floats in a safe, secure (locked) location and in a lockable cash tin.
 ensuring keys to the lockable cash tin are kept in a safe, secure location and used solely by the
Responsible Officer or other approved person as recorded in the key holder’s register.
 maintaining electronic records of petty cash balances and updating each occasion where a claim is
paid out.
 maintaining accurate and contemporaneous records and taking all necessary fraud prevention
measures.
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 submitting reimbursed claims to Finance by including:
o

each expense reimbursement claim form along with attached original receipts, and

o

listing each item of expenditure individually along with account number and cost centre,
specific to the nature of the expenditures on the Petty Cash Float Reimbursement Form.

 counting petty cash each time a FIN406 Petty Cash Float Reimbursement form is completed.
 all counting of cash must be in the presence of two (2) persons at all time until the counting is
completed.
 immediately advising the Chief Financial Officer and line manager of any irregularity or shortage of
petty cash floats.
 signing confirmation letters verifying cash in their safekeeping on a yearly basis and at any time
where there are changes in Responsible or delegated officers, or as requested by the Chief Financial
th

Officer. Year-end confirmations are compulsory and due on the 30 of June each year.
 signing confirmation letters verifying cash in their safekeeping on a yearly basis and at any time
requested by the Chief Financial Officer. Year-end confirmations are compulsory and due on the 30

th

June each year.
Internal Audit is responsible for:
 Testing of compliance against the Petty Cash Policy in accordance with internal audit plan.
 Perform other un-scheduled audit or review as requested by the Executive Director, Governance &
Commercial Services.
The Chief Financial Officer is responsible for:
 ensuring that Responsible Officers are aware of and comply with this policy.
 ensuring relevant procedures are up to date, consistent with this policy and respond to
contemporary trends.
 maintaining a register which documents where each site may claim petty cash.
 ensuring all petty cash floats have a key holder’s register.
 verifying that cost centre and account references on petty cash reimbursement forms are correct.
th

 collecting petty cash confirmation letters from Responsible Officers by the 30 June and as required.
 monitoring established petty cash floats and informing the Executive Director Governance &
Commercial Services of any irregularities or shortage in petty cash floats in accordance with
JH&FMHN policy 2.155 Enterprise - Wide Risk Management.
 ensuring records relating to requests for reimbursement under petty cash are managed in
accordance with JH&FMHN policy 2.014 Corporate Records Management. This includes batching
approved petty cash reimbursement forms and supporting receipts and remittance cheque to the
electronic records management system (TRIM).
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The Executive Director Governance & Commercial Services is responsible for:
 ensuring requests for the establishment and variation of petty cash floats are appropriate and are in
accordance with requirements outlined in this policy.
 investigating irregularities or shortages in petty cash floats.

3. Procedure Content
Staff may refer to the relevant appendices to this policy for flowcharts around claiming petty cash and
establishing/replenishing petty cash floats.

3.1

Claiming Petty Cash

Petty Cash claims must be completed on finance form FIN404 Expenses Refund Claim Form. The following
outlines guidelines when completing the Expense Refund Claim form:
 The form should be properly completed with all information, including the JH&FMHN accounting cost
centre and account code.
 Details of the cost centre must be included against the item of expenditure to identify the appropriate
reimbursement source.
 Claimants must sign the declaration section of the claim before submitting to their line manager for
approval. The claimants must sign again when cash has been received.

3.2

Replenishing Petty Cash Floats

Petty cash float Responsible Officers must complete a FIN406 Petty Cash Float Reimbursement form to enable
float replenishment. The form requires the Responsible Officer to reconcile the funds remaining in the float
plus the redeemed dockets to the original float amount.
The Responsible Officer should ensure that floats are reimbursed on a timely basis to ensure that funds are
available to support purchases. Floats should be reimbursed when available funds fall below 50% of the float
value, or more frequently at the discretion of the Responsible Officer with considerations on local situations.
The Responsible Officer should monitor patterns of petty cash claims and submit adjustment proposal to the
Executive Director Governance and Commercial Services, the submission must be supported by clearly
demonstrated business needs. (Note: It may take up to three weeks to issue a replenishment cheque,
provided all required documentations are submitted).
Finance will arrange for the remittance of funds via cheque as soon as possible after receipt of the completed
claim forms. Cheques may be cashed at a relevant bank branch. The Responsible Officer must present his/her
JH&FMHN ID together with a second form of personal ID to the bank teller and sign the cheque as
requested. If feasible, petty cash reimbursement cheques should be banked on the same day as received;
otherwise they must be banked by the second working day and kept secure in the Petty Cash tin in the
interim.
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4. Definitions
Must
Indicates a mandatory action or requirement.
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
NSW MoH Policy Directives
and Information Bulletin

PD2005_540 Out of Pocket Expenses
PD2014_005 Goods and Services Procurement Policy
PD2015_019 Official Travel

JH&FMHN Policies, Forms,
and Manuals

2.014 Corporate Records Management
2.020 Corruption Prevention and Fraud Control
2.022 Delegations Authority
2.124 Patient Trust Accounts
2.150 Purchasing
2.155 Enterprise-Wide Risk Management
FIN404 Staff Expenses Claim Form
FIN406 Petty Cash Float Replenishment Form
Patient Trust Accounting Manual
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Appendix 1 – Procedure to Establish a Petty Cash Float

Start

Consensus to
establish a cash
float

Nominate Responsible
Officer for managing
float

Submit brief to EDFO

Responsible Officer to
cash at local Westpac
branch

Amendment
Required

Return to Cost Centre
with explanation for
non-approval or request
for amendment

No

Policy: 2.130

Approved?

Yes

Notify Finance

Amendment
Not
Required

End

Record float, location,
value etc

Forward cash cheque to
Cost Centre

Request cash cheque
from HSS

Obtain signatures for
cheque

TRIM Documents

Acc. Pay.
HSS Parramatta

Finance

Prepare Brief to EDFO
requesting float

Amend Brief

Exec Director, Financial
Operations

Health Centre

Procedure: To establish a cash float

Draw cash cheque and
send to JH Finance
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Appendix 2 – Procedure to Claim Petty Cash

Delegated Officer

Procedure: Claim Petty Cash

Return form to claimant
with reason for non
approval and requested
amendments

No

Approve form?

Submit form to
Delegated Officer
for approval

Claimant

Amend
form

Responsible Officer

Start
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Obtain approval
from Delegated
Officer before
purchasing items

Check form for
accuracy and
completeness

Purchase
items

Pay cash to
claimant for
approved amount

Complete form
FIN404 Expense
Refund Claim and
attach original
receipts

Provide form to
claimant to sign for
cash received

Yes

Return form to
claimant

Submit form and
original receipts to
Responsible Officer
for payment

Receive cash and
sign form

Sign form and
mark as paid

File form with
original receipts
and hold until
reimbursement is
required

End
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Appendix 3 – Procedure to Reimburse Petty Cash Float

HSS
Parramatta

Finance

Responsible Officer

Delegated Officer

Procedure: Petty cash float reimbursement
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Start

Cash float
Depleted by > 50%
and requires
reimbursement

Return form to
Responsible Officer
with reason for non
approval and/or
required
amendments

No

Correct &
approved?

Amend form

Submit form to
Delegated Officer for
approval

Reconcile petty cash
expenditure and
balance cash float

Complete form
FIN406 Petty Cash
Reimbursement and
attach supporting
claim forms and
receipts

Process
reimbursement and
payment requisition
and draw cheque

Request cash cheque
from HSS

Yes

Sign form and return
to Responsible Officer

Submit form and
supporting claim
forms and receipts to
Finance

Responsible Officer to
cash at local Westpac
branch

End

Obtain signatures for
cheque

Forward cash cheque to
Responsible Officer

TRIM documents

Draw cash cheque and
send to JH Finance
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Appendix 4 – Procedure to Close Petty Cash Float

Responsible Officer

Exec Dir Financial Operations

Procedure: Closure of petty cash float

Amendment
Not
Required

Return form to cashier
with reason for non
approval and/or required
amendments

No

Approved?

Yes

Return to cashier
for final processing

Amendment
Required

Amend form

Start

Cash float no
longer requried

Submit brief to
EDFO for approval

Notify Finance

Deposit unused
cash funds from
float to JH&FMHN
bank account

Prepare brief to
EDFO requesting
closure of the float

Reconcile petty
cash expenditure
and balance cash
float

Provide bank deposit slip,
original recepits and copy
of approved brief to
Manager Finance

Finance

Reconcile float and
record closure

End
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Appendix 5 – Examples of the common work related expenditures
Examples of the common work related expenditures are:
WORK RELATED EXPENDITURE

ACCOUNT CODE

Taxis, trains, bus fares – work related travelling

196550 – Travel Domestic Others

Milk, Coffee, tea, catering for training e.g. biscuits and sandwiches

170460 – Other Groceries

Drugs and medication e.g. bandaid, Panadol & flu vaccination

173550 – Medical & Surgical General

Parking fees, E-Toll, fuel for pool car

196550 – Travel Domestic Others

Garden tool for patient rehabilitation program

193650 – Patient Support Services

Miscellaneous items e.g. batteries & double adaptors

197400 – Petty Cash Expense

The following examples of reimbursements from petty cash that are not allowed:
Comments
Flowers, cards, cakes

Personal in nature and not reimbursable

Meals while travelling

Claim via FIN402 Staff Travel Allowance Claim Form and
supported by FIN401 Travel Application

Items over $100

Claim via staff expenses settled by electronic fund transfer unless
approved by Executive Director, Governance & Commercial
Services.
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Policy & Procedure Application – JH&FMHN

1. Preface
As part of reforms implemented by the NSW Government, the Forensic Mental Health Network (FMHN) has been
established as a Board Governed Specialty Network Statutory Health Corporation under the Health Services Act
1997. The FMHN consists of a range of inpatient and community services that work together to provide an
integrated mental health service to adult and adolescent forensic patients in NSW and includes:
 Adolescent Community Integration Team,
 Adolescent Court and Community Team,
 Adolescent Health Services,
 Community Forensic Mental Health Service,
 Long Bay Hospital Mental Health Unit,
 Mental Health Screening Unit, Metropolitan Remand and Reception Centre (MRRC), and Silverwater
Women’s Correctional Centre
 Statewide Community and Court Liaison Service,
 The Bunya Unit at Cumberland Hospital,
 The Forensic Hospital,
 The Kestrel Unit at Morisset Hospital, and
 The Macquarie Unit at Bloomfield Hospital.
JHFMHN operates and employs staff of the Forensic Hospital, Long Bay Hospital Mental Health Unit, Mental
Health Screening Unit MRRC, Statewide Community and Court Liaison Service, Community Forensic Mental
Health Service, Adolescent Court and Community Team and Adolescent Community Integration Team,
Adolescent Services.
Hunter New England, Western Sydney and Western NSW Local Health Districts operate and employ staff of
Bunya, Kestrel and Macquarie Units respectively.

2. Policy Content
2.1

Mandatory Requirements

All managers and staff of Bunya, Kestrel and Macquarie units follow policies and procedures applicable to the
relevant Local Health District (LHD).
All managers and staff within JHFMHN must understand, comply with and implement requirements under
applicable Ministry of Health Policy Directives, Guidelines and Information Bulletins. Ministry of Health
PD2013_021 Application of Policies - Newly Established NSW Health Agencies prescribes the applicability of the
Ministry’s policy documents to Justice Health & Forensic Mental Health Network (JH&FMHN).
All policies and procedures issued by FMHN continue to apply to JH&FMHN.

2.2

Implementation - Roles & Responsibilities

Staff are responsible for becoming aware of and abiding by requirements and guidelines set forth within policies
and procedure documents as outlined in this policy.
The Chief Executive, JH&FMHN is responsible for ensuring any Service Level Agreement arrangement with a LHD
incorporates the delegation of policy responsibility, where appropriate.

3. Legislation and Related Documents
Legislation

Mental Health Act 2007

NSW Ministry of Health
Policy Directives

PD2013_021 Application of Policies - Newly Established NSW Health Agencies

JH&FMHN Policies
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1. Preface
Policies, their consistency, appropriateness and implementation are essential to the delivery of high quality
care.
This policy outlines the framework for developing, reviewing and implementing NSW Ministry of Health
(MoH) policies across the Justice Health & Forensic Mental Health Network (JH&FMHN) as well as ensuring
JH&FMHN policies are developed, evaluated and reviewed in accordance with NSW MoH and other
applicable standards of practice, such as those related to accreditation and/or certification programs.

2. Policy Content
2.1

Mandatory Requirements

1. Executive Directors and Service Directors are accountable for continually reflecting on when a new or
amended policy is required and must commence the process of either creating or revising a policy should
the need be identified.
1

2. JH&FMHN policies must:
 Be concise, action-oriented, reflect best practice and use plain language that can be readily
understood by the intended audience.
 Not rebadge established NSW MoH Policy Directives (PD) and Guidelines (GL). Local operating
procedures or protocols must be developed as an Implementation Guide to NSW Health Policy.
 Be developed in accordance with Section 3.1 of this policy.
 Be reviewed in accordance with S. 3.3 of this policy or by their nominated due date.
 Undergo two rounds of documented consultation with stakeholders identified by the relevant
Administrative Committee and Policy Steering Committee (Refer to S. 3.4).
 Be approved by the following committees prior to implementation:
o The relevant Administrative Committee (AC) include the Clinical Operations Committee (for all
clinical policies) or the Governance & Commercial Services Group (for corporate policies);
o The Policy Steering Committee (PSC); and
o The Network Executive Team.
 Be disseminated in accordance with S. 3.6 of this policy upon final approval.
3. NSW MoH PDs and GL that apply to Board Governed Statutory Health Corporations or Specialty Network
Governed Statutory Health Corporations should:
 Be disseminated to all staff via Important Notices on a regular basis (if applicable to JH&FMHN); and
 Be assessed for compliance by the appointed action officer (AO) within six months of being issued in
accordance with S. 3.10 of this policy.
4. All documentation created for the purpose of developing, reviewing, implementing, assessing or
rescinding a policy must be retained, managed and disposed of in accordance with JH&FMHN
policy 2.014 Corporate Records Management.

1

Excluding ‘exceptional release’ policies and JH&FMHN policy 2.022 Delegations Authority.
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2.2

Implementation – Roles and Responsibilities

Executive Directors are responsible for:
 Providing oversight on the policy development, review and implementation process;
 Nominating policy action officers when the need to develop or review a policy has been identified.
When nominating an action officer, Executive Directors must ensure that the action officer is
adequately qualified to develop or review the content of a policy and engage in meaningful
consultation with stakeholders;
 Ensuring relevant provisions within JH&FMHN and applicable NSW MoH policies are implemented
within their directorate; and
 Ensuring JH&FMHN policies within their directorate are reviewed by their nominated due date.
Policy Action Officers (AO) are responsible for:
 Ensuring JH&FMHN policies are deferred, ready for review or request to delete at the relevant AC by
their nominated due date;
 Researching and incorporating into new or revised JH&FMHN policies:
o Evidence-based or best practice,
o Health care quality and safety from a wide range of relevant sources including non-medical
domains,
o Contemporary standards of practice such as the National Safety and Quality Health Service
Standards and/or the National Standards for Mental Health Services,
o Development and integration of quality and safety initiatives into routine practice,
o Legislative requirements (including legislative changes),
o NSW MoH policy requirements, and
o As required, provisions that address recommendations from the Coroner, a Root Cause Analysis
(RCA), complaints investigation, local/organisation-wide audit or improvement project;
 Reconfiguring policy into the current JH&FMHN policy template, finding and updating contents with
relevant hyperlinks, inserting contents to fit into a table, or moving contents to sit under the
appropriate headings and subheadings (refer to JH&FMHN policy style guide - Appendix 2);
 Ensuring the accuracy of information (factual as well as position titles, delegation, department names,
acronyms etc.);
 Checking for grammar, syntax, sentence structure, spelling and formatting errors;
 Updating legislation, NSW MoH PDs, GLs and Information Bulletins, JH&FMHN policies and
procedures, and providing the current web links (if available);
 Conducting two rounds of stakeholder consultation when developing/reviewing JH&FMHN policy; and
 Noting aspects of the policy development/ review process on the JH&FMHN Policy Development or
Review Form (PDRF) (CORP036).
Policy stakeholders are responsible for:
 Providing input which articulates and represents their area and/or expertise. If appropriate,
stakeholders should consult with other relevant staff to capture a wider knowledge base from the area
they represent;
 Providing input during both rounds of consultation in a timely manner, usually within two weeks; and
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 Considering whether the policy includes appropriate mechanisms for implementing policy objectives.
This includes considering how policy provisions will be implemented that specifically identifies
performance measures, timelines, key deliverables and responsibilities for implementation.
Administrative Committees (AC) is responsible for:
 Approving and/or amending stakeholder lists submitted by the relevant AO;
 Reviewing the appropriateness, clinical and operational accuracy, appropriate standards and best
practice GLs for all policies tabled for approval;
 Ensuring policy review schedules are maintained by streams and action officers;
 Reviewing grammar, syntax, sentence structure, formatting and spelling issues; and
 Nominating action officers for assessing compliance with NSW MoH PDs and GLs.
Policy Steering Committee (PSC) is responsible for:
 Noting stakeholders approved by the relevant AC, amending where appropriate, and providing final
ratification of stakeholders;
 Reviewing policies tabled for approval, with particular emphasis placed on:
o The completeness of the stakeholder consultation process,
o The purpose and intention of the policy and whether these have been fulfilled,
o Compliance with legislative acts and regulations,
o Compliance with policy conventions and standards of documentation,
o Reviewing grammar, syntax, sentence structure, minor formatting (see S. 4 for details) and spelling
issues, and
o The clarity of the education/communication process;


Reviewing NSW MoH compliance assessments.

The Network Executive Team is responsible for:
 Providing final approval of policies tabled for approval; and
 Reviewing the financial/staffing implications as outlined in the policy or JH&FMHN PDRF (CORP036)
and ensuring the organisation has adequate financial and staff resources to fully implement provisions.

3. Procedure Content
The following policy development and review procedures outline the process which must be used by
JH&FMHN staff to improve the development of policies, the quality of established policies due for review
and techniques for consulting with stakeholders.
Abbreviations
AC

Administrative Committee

AO

Action Officer

GL

Guideline

PD

Policy Directive

PDRF

Policy Development or Review Form (CORP036)

PO

Corporate Reporting & Policy Officer

PSC

Policy Steering Committee

RO

Responsible Officer (Executive Director)
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3.1

Developing New JH&FMHN Policies

The need to create a policy may be identified by way of:
 New evidence or an operational change;
 New service or method of clinical or corporate practice;
 Legislative requirements (including legislative changes); and/or
 Recommendations from the Coroner, a Root Cause Analysis (RCA), complaints management or audit
report or improvement project or appropriate standards of practice, etc.
If a need has been identified as listed above and a standard approach is required throughout the
organisation or within Health Centres/Units/Streams etc., a JH&FMHN policy should be developed. When
developing a policy, AOs should be guided by measurable benefits that could be obtained by developing a
new policy, such as:
 Improved access to care and clinical outcomes,
 Compliance with legislative acts/regulations, contracts or Government directives,
 Improved or clarified appropriate/ethical behaviour,
 Improved working conditions and patient/staff safety,
 Improved staff skills, knowledge and/or competency, and/or
 Mitigation/elimination of identified risks.
As noted in S. 2.1, Executive Directors and Service Directors are accountable for continually reflecting on
when new policy is required and must commence the process of developing a policy should the need be
identified. A flowchart of the policy development process is located at Appendix 1.
Procedure
1. A JH&FMHN PDRF (CORP036) is used to advise the relevant AC that a new policy is required and must
include:
a) The reasons why a new policy is needed and what measurable benefits could be obtained by
developing a policy,
b) The proposed AO,
c) Proposed stakeholders for the policy (refer to S. 3.4.1), and
d) Identified financial and staffing resource implications.
2. Submit the approved JH&FMHN PDRF (CORP036) to the relevant AC. If approved, AO must forward the
approved JH&FMHN PDRF (CORP036) to the PO for PSC for approval.
3. If the PSC has authorised the development of the policy, the PO will advise the AO that the request has
been approved and provide a list of approved stakeholders. Note, the PSC will automatically nominate a
due date within six months. If the new policy will not be ready for review by the AC within six months, the
AO must submit a deferral form (refer to S. 3.5).
4. Conduct research and draft the policy in the appropriate JH&FMHN policy template. If the policy content
directly relates to an established NSW MoH PD, the JH&FMHN policy must be formatted as an
Implementation Guide. Implementation Guides outline JH&FMHN specific policy and procedure which
must be followed when implementing provisions in a NSW MoH PD.
JH&FMHN policies must be concise, action-oriented, reflect best practice and use plain language that can
be readily understood by the intended audience. It is recommended that policies are:
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a) Clear, comprehensive and unambiguous – The reader should be clear about what is meant and
all actions that are required.
b) Pitched appropriately – The language, tone and degree of formality should be appropriate for the
target audience.
c) Helpful – The policy should be framed to assist the policy reader in understanding and
implementing policy requirements.
5. Consistently cite all publications, journal articles and other sources of information used in accordance with
either Harvard Referencing or the Australian Guide to Legal Citation.
6. Consult stakeholders in accordance with S. 3.4.2. Note, if the policy has been identified as having a direct
or indirect impact on Aboriginal people, Aboriginal Health staff must be included on the approved
stakeholder list to ensure the health needs of Aboriginal patients are reflected in policy. Refer to MoH
PD2007_082 Aboriginal Health Impact Statement and Guidelines for further information.
7. Submit the policy and the completed JH&FMHN PDRF (CORP036) to the relevant Executive Director for
approval prior to submission to the relevant AC.
8. Submit the policy to the relevant AC:
a) If approved without amendments, the PO will ensure the policy is submitted to the PSC.
b) If approved with amendments, the AO must amend the policy accordingly and forward the
approved policy to the PO for submission to the PSC.
c) If not approved, the AO should address recommendations from the AC and resubmit the policy to
the AC.
9. Minor amendments (such as spelling and sentence structure) from the PSC will be incorporated into the
policy by the PO and submitted to the Network Executive Team for final consideration. Significant
changes proposed by the PSC will be referred to the AO for amending and if appropriate, may require
resubmission to the relevant AC or as per PSC’s instructions.
All new policies approved by the Network Executive Team must commence a full review within twelve
months of the Network Executive Team approval.

3.2

Urgent Policy Implementation – Exceptional Release

New or established policies may need to be ‘fast-tracked’ urgently through the approval process for safety or
legal reasons. In these circumstances, the policy may be approved directly by the Network Executive Team as
an interim policy.
Procedure
1. Develop/revise an interim policy which satisfies all safety and legal requirements in the approved
JH&FMHN policy template. Note, all policies must be concise, action-oriented, reflect best practice and
use plain language that can be readily understood by the intended audience.
2. Complete a JH&FMHN PDRF (CORP036). In the stakeholder consultation section, list stakeholders (if any)
which were consulted during the development/review of the interim policy.
3. Submit the policy and JH&FMHN PDRF (CORP036) to the relevant Executive Director for approval (via the
relevant Service Director for clinical policies).
4. Submit the approved policy to the PO who will table the policy for final approval at the Network Executive
Team.
5. If approved, the AO will be notified and the policy will be disseminated in accordance with S. 3.6 of this
policy. Interim policies approved by the Network Executive Team must commence a full review within six
months of the Network Executive Team approval.
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3.3

Reviewing Established JH&FMHN Policies

Established JH&FMHN policies must be regularly reviewed every three years or by their nominated due date,
irrespective of whether the policy required any changes. As noted in S. 2.1, Executive Directors and Service
Directors are accountable for continually reflecting on when policy amendments are required and must
commence the process of revising a policy when the need is identified. If the need to revise a policy has been
identified prior to the nominated review due date, the due date of an established JH&FMHN policy should be
advanced in accordance with S. 3.5.
A flowchart of the policy review process is located in Appendix 1.
Procedure
1. If the policy is due for review:
a) Within seven months prior to a policy review due date, the AO will:
i.

Create a new list of stakeholders, with reference to the previous one.

ii.

Table the stakeholder list as approved by the relevant AC for final approval by the PSC.

b) Once stakeholders have been identified by relevant AC and the PSC, the PO will notify the AO that:
i.

The attached list of stakeholders has been approved by the PSC;

ii.

The policy should undergo a full review and the AO must consult with stakeholders approved
by the AC and PSC; and

iii.

The policy will be due within six months.

When the AO or RO has identified a need to advance the review date (such as following new evidence or a
change in legislation), the scheduled policy review date should be advanced in accordance with S. 3.5.
2. Conduct research and revise the policy in the appropriate JH&FMHN policy template. If the policy content
directly relates to an established NSW MoH PD, the JH&FMHN policy must be formatted as an
Implementation Guide. Implementation Guides outline JH&FMHN-specific policy and procedure which
must be followed when implementing provisions in a NSW MoH PD.
Note the policy must be concise, action-oriented, reflect best practice and use plain language that can be
readily understood by the intended audience. It is recommended that policies are:
c) Clear, comprehensive and unambiguous – The reader should be clear about what is meant and
what is required.
d) Pitched appropriately – The language, tone and degree of formality should be appropriate for the
target audience. (Use the passive voice for policies and the active voice for procedures and all other
documents - e.g. Passive: ‘Reports will be completed weekly’; and Active: ‘The manager reports
weekly’.)
e) Helpful – The policy should be framed to assist the reader in understanding and implementing
policy requirements.
3. Consistently cite all publications, journal articles and other sources of information used in accordance with
either Harvard Referencing or the Australian Guide to Legal Citation.
4. Ensure any forms relating to the policy are also reviewed at this point and sent out to stakeholders for
comment during the consultation process. See JH&FMHN policy 2.027 Forms Management for further
information.
Note, all clinical forms relating to the policy must be sent out to the secretary of Clinical Forms Committee
for comment during the consultation process. See JH&FMHN policy 2.027 Forms Management for further
information.
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5. Consult stakeholders in accordance with S. 3.4.2. Note, if the policy has been identified as having a direct
or indirect impact on Aboriginal people, Aboriginal Health staff must be included on the approved
stakeholder list to ensure the health needs of Aboriginal patients are reflected in policy. Refer to MoH
PD2007_082 Aboriginal Health Impact Statement and Guidelines.
6. (For Clinical Policies) Submit the policy and JH&FMHN PDRF (CORP036) with stakeholder comments
included to the relevant Service Director for approval prior to submission to the Clinical Operations
Committee.
7. Submit the policy and JH&FMHN PDRF (CORP036) to the relevant AC:
a) If approved without amendments, the PO will ensure the policy is submitted to the PSC.
b) If approved with amendments, the AO must amend the policy accordingly and forward the
approved policy to the PO for submission to the PSC.
c) If not approved, the AO should address recommendations from the AC and resubmit the policy to
the AC.
8. Minor comments (such as spelling and sentence structure) from the PSC will be incorporated into the
policy by the PO and submitted to the Network Executive Team for final consideration. Significant
changes proposed by the PSC will be referred to the AO for amending and if appropriate, may require
resubmission to the relevant AC or as per PSC’s instructions.
Upon approval of a revised policy, the PSC will determine the appropriate frequency of review by assessing
the level of risk inherent in the policy by assigning a 1-3 year review cycle. The greater risk associated with
the policy, the shorter the period given between reviews. For these purposes, risk is a subjective assessment
determined by considering:
 The likelihood of changes to the legal or regulatory framework related to the policy content;
 The sensitivity of the policy within the organisation or to JH&FMHN partner or affiliate agencies;
 The current or likelihood of changes to industry/clinical practices; and/or
 Staff or management turnover.

3.4

Stakeholder Identification and Consultation

Effective consultation with stakeholders, experts, consumers and external agencies assists with identifying
issues to be addressed, facilitates the generation of appropriate policy options, builds partnerships and
promotes effective policy implementation. It is important that the consultation process be transparent,
enable the provision of timely information to interested parties and allow appropriate input by stakeholders.
Policy development is a process of negotiation that relies on consultation with stakeholders to ensure all
relevant information and possible consequences of the policy are considered. Meaningful engagement with
stakeholders in the development or review of a policy will result in a policy that is both relevant to those
affected by it, and achievable to those who must implement it.
3.4.1

Identification of Stakeholders

A stakeholder is any person, officer, service or group who may be significantly impacted (or their
department/directorate impacted) by a policy, and therefore should have input into its content. The AO
nominates a list of 10-15 stakeholders. The relevant AC and the PSC will further assess, amend if appropriate,
prior to approving.
Stakeholders for each policy which include a range of organisations and individuals including:
 Staff and representative organisations - when considering changes to health service arrangements that
may affect working conditions or their responsibility for effective implementation of a policy.
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 Consumers – to ensure health services are kept relevant and appropriate to the needs of the
population. The AO must in consultation with the Governance Unit ensure where appropriate that the
JH&FMHN Consumer Reference Group is provided the opportunity to comment on proposed and
established policy.
 The academic community - when considering latest developments and practice in health service
delivery is reflected in policy.
 Other relevant NSW agencies, such as Corrective Services NSW and Juvenile Justice NSW - to ensure
confluence with policy directions and coordination where cross agency policies are formulated.
When approving stakeholders, the PSC and relevant AC must ensure stakeholders are adequately qualified to
articulate and represent the views of an area or group.
New Policies
As noted in S. 3.1, all requests to develop a new policy must be accompanied by a JH&FMHN PDRF
(CORP036) outlining why a new policy is required and proposed stakeholders to the relevant AC. Once
approved, the JH&FMHN PDRF (CORP036) and proposed stakeholders will be forwarded to the PO for review
at the PSC. Once the need to develop a policy and relevant stakeholders has been approved, the PO will
notify the AO of the approved stakeholders and advise that policy development should commence.
Established Policies
Within seven months prior to a policy review due date, the AO:
 Should create a new list of stakeholders, with reference to the previous one.
 Will table the stakeholder list as approved by the relevant AC for final approval by the PSC.
Once stakeholders have been identified by the PSC and relevant AC, the PO will notify the AO that:
 The attached list of stakeholders has been approved by the PSC;
 The policy should undergo a full review and the AO must consult with stakeholders approved by the
AC and PSC; and
 The policy will be due within six months.
3.4.2

Stakeholder Consultation

In the context of this policy, ‘consultation’ refers to the processes and techniques employed by JH&FMHN to
ensure stakeholders and relevant experts have effective and appropriate input into policies for the purpose of
improving or maintaining service delivery.
When planning the stakeholder consultation process, it is recommended that the AO consider:
 Defining the intended outcomes of the consultation, and
 Setting criteria for what is requested from stakeholders (i.e. agency/departmental interests, skills and
experiences to be appropriately represented).
It is important that the aims and objectives of consultation are clearly identified and communicated with
stakeholders before proceeding with the consultation process so they are aware of why they are being
consulted, how the consultation process will work, and how much influence they can realistically hope to
have in decision-making.
All Feedback will be considered, however it may or may not be incorporated in the final version.
Consultation techniques may include participation by stakeholders in a focus group/workshop and/or formal
comment on the policy. Consultation may also be directed at participating in the decision-making process
which involves analysing policy issues and developing preferred options for consideration.
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Procedure
1. Consider the model for engaging with stakeholders:
a) Formal correspondence,
b) Round table meetings, and/or
c) Presentations.
2. Identify whether the policy will have a direct or indirect impact on Aboriginal patients. If yes, Aboriginal
Health staff must be included on the approved stakeholder list to ensure Aboriginal Health needs are
reflected in the planning and delivery of health services to Aboriginal patients. Refer to NSW MoH
PD2007_082 Aboriginal Health Impact Statement and Guidelines for further information.
3. Round One Stakeholder Consultation - Request feedback on the policy, and any forms relating to the
policy. The following should be considered when requesting feedback from stakeholders:
a) Stakeholders should be advised to provide input that relates to their work areas or areas of
expertise. This provides an opportunity for areas to identify the implications of policy provisions (or
policy options) in terms of their service configuration and the characteristics and health needs of
their population. E.g., rural areas may face a different range of service needs and implementation
issues than metropolitan areas.
b) Stakeholders must be provided reasonable time to review the policy. Usually two weeks for each
round of consultation.
c) If an external stakeholder has been identified, they should be contacted separately and requested
to provide comments on the proposed JH&FMHN policy on behalf of the external agency. External
stakeholders may provide useful feedback on impacts to the community, industrial implications or
consistency with overarching government policy.
4. Note the first round of stakeholder feedback on the JH&FMHN PDRF (CORP036) and incorporate
proposed amendments where appropriate. Comments or requested revisions that are not incorporated
must be outlined on the JH&FMHN PDRF (CORP036) for further consideration by the relevant policy
committees and to ensure a transparent policy process. If warranted, contentious issues that arise during
the first round of stakeholder consultation may be raised during the second round of consultation for
further consideration by stakeholders.
5. (Round Two Stakeholder Consultation) – Once appropriate stakeholder feedback has been incorporated
into the policy, stakeholders should be provided an opportunity to provide final comments during the
second round. The following should be considered in this stage:
a) Contentious issues raised during the first round of consultation should be presented, where
possible, as a set of options for stakeholders to consider and provide comment on. Depending on
the sensitivity of the options, this may need to be undertaken in a confidential manner and be
limited to senior staff within JH&FMHN.
b) Additional comments raised by stakeholders should be considered by the AO. Proposed revisions in
this stage of consultation that are not incorporated or accepted must be noted on the JH&FMHN
PDRF (CORP036).
c) Stakeholders must be provided reasonable time to provide final comments (usually within two
weeks). If feedback has not been received from an internal stakeholder during either round of
consultation, the line manager maybe be notified and, if appropriate, the line manager will liaise
with the stakeholder to ensure the relevant officer or a suitable officer provide input that relates to
their work areas or areas of expertise.
6. Note the second round of stakeholder feedback on the JH&FMHN PDRF (CORP036) and incorporate final
comments or amendments where appropriate.
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3.5

Advancing or Deferring a JH&FMHN Policy Review

Key standards, such as those related to accreditation and/or certification systems, require agencies to have a
framework in place to regularly review policies. In accordance with this requirement, JH&FMHN has
mandated that established policies must be reviewed every three years or by their nominated due date. To
ensure policies are reviewed by their review due date or as required, a JH&FMHN Request to Advance/Defer a
Policy Review form (CORP058) must be completed as outlined below to establish the risk of delaying or
advancing the policy review.
The due date of new or established policies must be deferred if the policy will not be ready for review by the
AC on the scheduled due date. Additionally, the due date of an established policy must be advanced if
amendments to the policy are required prior to the previously nominated due date.
Procedure
1. Complete Section 1 of JH&FMHN Request to Advance/Defer a Policy Review form (CORP058):
a) (for established policies) Cite the date the established policy was issued in the ‘Previous Review
Date.’ This date can be obtained by accessing the established policy on the Intranet and noting the
date issued at the footer.
b) Nominate a ‘Proposed Policy Due Date.’ This date should coincide with the amount of time
required to draft/revise a policy and include two rounds of stakeholder consultation. Generally, six
months is sufficient time to develop or review a policy.
c) Write a brief Policy Summary on the form. For established policies, a policy summary is found on
the coversheet of the policy.
2. Complete Section 2 of the form:
a) Indicate the number of previous deferrals. If unknown, leave this section blank.
b) (for established policies) Tick the anticipated policy revisions (major or minor).
c) Indicate the reason why a new review date is needed.
d) Outline any risk considerations, noting:
i.

For new policies, what risks are presented by not having policy framework in place?

ii.

For established policies, what risks are presented by staff following the current policy?

e) Cite what risk mitigation strategies have or should be implemented and indicate the applicable risk
rating. Refer to NSW MoH Risk Matrix for further information.
3. Sign the form and obtain the relevant Executive Director’s signature.
4. Forward the completed form to the PO for review at:
a) (for clinical policies) the Clinical Operations Committee & the PSC; or
b) (for corporate policies) the Governance & Commercial Services Group & the PSC.
5. The PO will notify the AO of changes to the review due date as recommended by the PSC.
6. (For policies being advanced) In addition to being provided the new review due date, the PO will provide
the AO with a copy of stakeholders approved by the PSC (if stakeholders have not already been formally
endorsed).

3.6

Dissemination of Approved JH&FMHN Policies

Following the approval of a JH&FMHN policy by the Network Executive Team, the PO must:
 Update the policy database;
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 Submit a request to update the relevant policy on the Intranet, and if appropriate, the JH&FMHN
Internet site;
 Post an Important Notice to all staff advising of the new or updated policy on the Intranet; and
 On a regular basis, distribute all new and updated policies to all hard copy policy manual holders. Staff
responsible for maintaining a hard copy policy manual must fax a confirmation of receipt upon
updating a hard copy policy manual.

3.7

Policy Implementation

Preparation for the implementation of a policy should occur throughout the policy development or review
process. The mechanisms for implementing policy objectives should be noted in the policy and reflect
stakeholder needs as identified through the stakeholder consultation process.
The policy should identify performance measures, timelines, key deliverables and responsibilities for
implementation. The effective implementation of a policy can be achieved if the resources required to
manage the implementation process are allocated, if the mechanisms for translation of policy into action are
well specified and if the responsibility and accountability of staff within JH&FMHN are clarified.
To maximise compliance with and understanding of policies, all staff must read each issued policy and
managers should reinforce expectations outlined in policies by communicating requirements to their
directorate, stream or staff within a health centre, unit or stream.

3.8

Proactive Release of Policy Documents under the GIPA Act

The Government Information (Public Access) Act 2009 (or the GIPA Act) requires agencies to proactively
release policy documents that relate to interactions with patients or the general public on their public
websites, unless there is an overriding public interest against disclosure. Staff or AOs should contact the
Right to Information Officer at GIPAinfo@justicehealth.nsw.gov.au for any questions or concerns relating to
the public release of a policy, and/or any public interest considerations that should be applied when
completing S. 3-F of the JH&FMHN PDRF (CORP036) to indicate whether a policy should be proactively
released on the JH&FMHN website under the GIPA Act.

3.9

Policies that are No Longer Required

JH&FMHN policies that are no longer required or contain outdated provisions may be considered for
temporary or permanent deletion:
 Permanent deletions may be appropriate if the subject matter within the policy is obsolete (i.e. a
replacement policy is not anticipated). This option would also be considered appropriate if a new
policy has been approved for development and is subsequently identified as no longer required.
 Temporary deletions may be appropriate to mitigate any risks from outdated provisions in a policy
while a replacement policy is being developed. Staff should note that a replacement policy may be
‘fast-tracked’ as an exceptional release policy if required (refer to S. 3.2).
Requests to temporarily or permanently rescind policies must be reviewed and approved by:
 The relevant AC;
 The PSC; and
 The Network Executive Team for for permanent deletions.
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Procedure
1. Complete Section 1 of JH&FMHN Application to Rescind a JH&FMHN Policy form (CORP059):
a) Note whether this is a request for a permanent or temporary deletion as outlined above. The
nominated duration of a temporary deletion should provide sufficient time to develop a
replacement policy.
2. Complete Section 2 of the form
a) Indicate the reason the policy is being rescinded.
b) Outline any risk considerations, noting any risks that maybe presented by not having the policy in
place.
c) Cite what risk mitigation strategies have or should be implemented.
d) Cite any documents that are replacing the policy document (Optional).
3. Sign the form and obtain the relevant Executive Director’s signature.
4. Forward the completed form to the PO for review at the relevant policy committees.

3.10 Compliance with NSW Health PDs and GLs
In accordance with obligations under NSW MoH PD2009_029 Policy Distribution System (PDS) for NSW
Health, all NSW MoH PDs and GLs must:
 be distributed and communicated to relevant staff; and
 have a documented compliance assessment to ensure relevant provisions have been appropriately
communicated and implemented.
Procedure
1. A PD or GL issued by NSW MoH is posted on Important Notices by the PO.
2. A list of recently issued PDs or GLs is tabled by the PO at the PSC to identify a RO for each PD/GL.
3. A list of recently issued PDs or GLs is tabled at the relevant AC (Clinical Operations Committee [for all
clinical policies] or the Governance & Commercial Services Group [for corporate policies]) to identify an
AO responsible for assessing compliance with a PD/GL.
4. (Within six months of being issued by NSW MoH) The nominated AO completes a JH&FMHN Assessment
of NSW Health Policy Compliance form (CORP066) to determine:
a) Whether the PD/GL is applicable to JH&FMHN
b) Whether it appears that relevant managers and staff are aware of and understand their obligations
under a PD/GL
i.

If yes, indicate which managers and staff have been made aware of a PD/GL

ii.

If no, identify any training programs needed to inform staff of their obligations. This may
include issuing a new policy or establishing a learning and development course.

c) Whether any risks associated with the implementation of policy obligations have been identified.
i.

If yes, indicate what risks exist and describe mitigation or control strategies.

ii.

If no, no action is required.

d) Whether a need to develop an Implementation Guide to NSW MoH policy has been identified.
e) Whether any other actions (as mandated under a PD/GL) are required.
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5. The nominated AO complete the JH&FMHN Assessment of NSW Health Policy Compliance form
(CORP066) and forwards to the PO for review at the relevant AC and the PSC.
6. The PSC will make a final assessment whether the policy:
a) Has been fully implemented;
b) Has been partially implemented (or classified as work in progress);
c) Has not been implemented; or
d) Is not applicable.
7. A list of policies identified as not implemented or only partially implemented will be tabled at each
relevant AC meeting for further tracking or monitoring. Once full compliance has been achieved, another
JH&FMHN Assessment of NSW Health Policy Compliance form (CORP066) must be completed to indicate
a change in organisational compliance.
8. In accordance with NSW MoH PD2009_029 (on page 9/24) Policy Distribution System (PDS) for NSW
Health, the Executive Director, Governance & Commercial Services (EDG&CS) monitors the
implementation of policy obligations and reports compliance to the Chief Executive or Board via the Audit
& Risk Management Committee.

4. Definitions
Document Formatting
Refers to page layout or style of text in a word processing document. It only includes:
 Layout of a page (e.g. portrait to landscape or vice a versa)
 Modification of page size, page margins and page numbers
 Line spacing and alignment of sections, subsections and paragraphs
 Addition of headers and footers
 Addition of numbers and/or bullets to sections of text
 Adjustment to correct font and font size; as well as
 Bold, underlined and italicised text
Please note that Document Formatting does not involve inserting policy into the current template, finding
web links, updating contents with a relevant web link, inserting contents to fit into a table, or moving
contents around to fit the correct headings and subheadings.
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

Government Information (Public Access) Act 2009
State Records Act 1998

NSW MoH PDs

PD2007_082 Aboriginal Health Impact Statement and Guidelines
PD2009_029 Policy Distribution Systems for NSW Health
PD2009_039 Risk Assessment – Enterprise-Wide Policy and Framework

JH&FMHN Policies
and Forms

2.014 Corporate Records Management
2.027 Forms Management
2.155 Enterprise-Wide Risk Management
Policy Style Guide
Policy Template
CORP036 Policy Development/Review (PDRF form)
CORP058 Request to Advance/Defer a Policy Review form
CORP059 Application to Rescind a Justice Health Policy form
CORP066 Assessment of NSW Health Policy Compliance form

State Records NSW

General Retention and Disposal Authority 28 – Administrative Records

Australian Commission on
Safety and Quality in Health
Care

National Safety and Quality Health Services Standards

Commonwealth of Australia
Department of Health

National standards for mental health services 2010

External Sources

Australian Guide to Legal Citation
Harvard Referencing
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Appendix 1 – Policy Development or Review Flowchart
Established Policies

Need for a new policy identified and a
PDRF submitted to the relevant AC by
the AO. AO completes S. 1 on the
PDRF and lists proposed stakeholders
in S. 2

Within 7 months of a policy being due,
the AO tables’ stakeholders from the
previous policy review at the relevant AC
for consideration

Stakeholder Identification
2-8 Weeks

Drafting Policy & Stakeholder Consultation
6-12 Weeks

New Policies

Approved

PO tables approved stakeholders at the
PSC for approval

PO submits the PDRF to the PSC for
final approval of stakeholders
Approved

PO forwards to the AO a copy of the
previous policy and a list of approved
stakeholders. AO notified that the policy
review will be due within 6 months

PO forwards to the AO a copy of the
approved stakeholder list. AO notified
that the new policy will be due at the
relevant AC within 6 months

AO drafts/reviews initial version of the new/revised policy and distributes it to stakeholders for comment

AO incorporates stakeholder comments (where appropriate) in the policy. Comments that are not
incorporated are summarised on S. 2 of the PDRF

AO submits the final draft version to stakeholders with stakeholder comments incorporated and the
completed PDRF attached. Stakeholders may express additional comments which must be summarised
on S. 2 of the PDRF

AO completes S. 3-5 of the PDRF

AO submits the draft policy to the
relevant Service Director for review

Clinical
Policies

Corporate
Policies

AO submits the final draft policy to the applicable Administrative Committee with
the completed PDRF

Committee Review and Approval
3-8 Weeks

Approved

AO revises the policy as recommended by the Administrative Committee (if any)
and submits the policy to the PO for review and approval at the PSC

Not Approved

Final draft policy reviewed by the PSC
Approved

AO revises the policy as recommended by the PSC (if any) and submits the policy
to the PO for review and approval by the Network Executive Team

Not Approved

Final policy reviewed by the Network Executive Team
Approved

Policy is endorsed by the Responsible Officer and Chief Executive and disseminated to all staff by the PO.
Education and Training of policy obligations are managed by the Responsible Officer or as indicated on
the PDRF
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Appendix 2 – Style Guide for producing policy document
This Style Guide outlines a standard approach to formatting policy documents within Justice Health & Forensic Mental Health
Network (JH&FMHN). By providing direction on standard font and what size to use, writers and stakeholders will be able to
focus on policy content.
The objective of this Style Guide is to ensure consistency across all JH&FMHN policy documents. The following criteria should be
used when creating/ reviewing a policy. Should you need any further information or clarification, please contact the Corporate
Reporting & Policy Officer.

POLICY TEMPLATE
This section describes JH&FMHN policy layout with content arranged in five sections: Preface, Policy Content,
Procedure Content, Definitions, and Legislation and Related Documents.
Click on the logo to open and save the JH&FMHN MS Word policy template, then begin to work on your own
policy.

PAGE SETUP
When policies are written using the policy template, page margins and line spacing does not require adjustment.

FONT NAME, SIZE, STYLE, TEXT SPACING, AND ALIGNMENT
Font Name: Segoe UI (Free Font supplied with MS Office 2010)
Font Size, Style and Text spacing:


Use Segoe UI Bold font 16 pt. for headings (e.g. Preface, Policy Content, Procedure Content, Definitions, and Legislation
and Related Documents), and DOUBLE space between Headings.



Use Segoe UI Bold font 12 pt. for subheadings (e.g. Mandatory Requirements, and Implementation Roles &
Responsibilities, etc.), and 1.5 space between Subheadings.



Use Segoe UI (normal) 10 pt. for all document text, and 1.15 space between lines.

Text Alignment:


Justify the spacing in the main document (i.e. align text to both the left and right margins).

REFERENCES, AND HYPERLINKS
As noted in S. 5 of the JH&FMHN policy 2.135 Policy Development, Review and Distribution, policies are supported with a list of
references to Legislation and Related Documents that are used to inform the policy.
Please refer to the websites below, hyperlink format, and font style when referencing under S. 5 of the JH&FMHN policy 2.135:


NSW Legislation Acts/Regulation, etc.; (e.g. Filming Approval Act 2004)



Commonwealth Legislation; (e.g. Fair Work Act 2009)



NSW MoH Policy Directives, Guidelines, etc.; (e.g. NSW MoH PD2009_029 Policy Distribution Systems)

When a hyperlink is entered in the document, the following format should be used for references to:


Website: the name of the website should be shown, with a hyperlink added to the name.
E.g. refer to the Corrective Services NSW website for further information.



Policy: (name of the organisation – e.g. JH&FMHN/ NSW MoH) policy [policy number with a hyperlink added to the
number] and [Name of policy].
E.g. JH&FMHN policy 1.040 Drug and Alcohol Service Provision.
Note: The full name of the policy should always be entered on the first reference; thereafter a reference to the policy
number is sufficient.



Sections: a link to a particular section should be added if referred to by inserting a hyperlink to the section in the
document. E.g. refer to S. 5.
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Policy Number

2.137

Policy Function

Leadership and Management

Issue Date
Summary

24 October 2016
This policy describes the improvement framework within Justice Health and
Forensic Mental Health Network.

Responsible Officer
Applicable Sites

Executive Director Governance and Commercial Services
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)
Change Summary

Policy 2.137 (Feb 2013; July 2010)
Changes to this policy include:
 Process modified removal of all appendices to simplify and reflect what
is happening within the organisation.
 Removal of reference to obsolete PD’s and guidelines.

TRIM Reference
Authorised by

Policy: 2.137

POLJH/2137
Chief Executive, Justice Health & Forensic Mental Health Network

Issue Date: 24 October 2016

Page 1 of 5

Improvement Framework

1. Preface
Justice Health and Forensic Mental Health Network (JH&FMHN) is committed to developing and maintaining
a culture of continuous improvement. The JH&FMHN improvement framework supports staff in identifying,
defining and diagnosing a problem or opportunity, and developing and implementing solutions to make an
improvement.

2. Policy Content
2.1

Mandatory Requirements

All staff should be committed to monitoring, evaluating and improving the health system in which we work,
ensuring our service delivery places consumers at the forefront and maximises opportunities to create
seamless and coordinated care. Identifying and undertaking improvements is the responsibility of all staff.

Implementation – Roles and Responsibilities

2.2

Chief Executive (CE) is required to:


Promote and endorse a culture of improvement;



Ensure that this policy is communicated to all managers and staff.

Executive Directors are required to:


Promote and endorse a culture of improvement;



Support and endorse opportunities for improvement.

Managers (Service Directors, Nurse Managers, Nursing Unit Managers, Operational Managers and
Departmental Managers) are required to:


Promote and endorse a culture of improvement;



Support and endorse opportunities for improvement;



Identify and act on opportunities for improvement;



Support staff to continually improve service delivery and practice;



Ensure the documentation of improvements, including completion of an CORP039 Improvement
Registration;



Ensure Improvement Registrations are sent to the Clinical and Corporate Governance Unit for
registration on the Improvement Register.

Staff are required to:


Promote and endorse a culture of improvement;



Identify and act on opportunities for improvement;



Seek management endorsement to act on opportunities of improvement;



Document improvements and complete an Improvement Registration.
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Clinical and Corporate Governance Unit is responsible for:


Promoting a culture of improvement;



Providing assistance and guidance to staff who are embarking on an improvement activity;



Assessment of an Improvement Registration;



Registration of Improvement Registrations on the Improvement Register;



Requesting a 6 month and 12 month status update on the improvement activity from the staff
member who is leading the improvement and updating the Improvement Register with the progress.

3. Procedure Content
3.1

Undertaking an Improvement

An improvement is any activity where the primary purpose is to monitor or improve the quality of a service
delivered by an individual or organisation. Whatever the improvement, it is essential to decide on what is to
be improved and ensure that there is data available to support the assumption that there is a problem or
opportunity. This may include incident, audit, complaint data or best practice evidence. Having data to verify
the existence of a problem or oppurtunity ensures that there is a baseline to measure the improvement.
There are numerous improvement methodologies and programs used within JH&FMHN for implementing
change. These include:


Clinical Practice Improvement Methodology: involves identifying, defining and diagnosing a
problem, before developing solutions and implementing interventions that may address the
identified issues. Solutions are tested using the “Plan, Do, Study, Act” cycles. Detailed information
can be found on the Clinical Excellence Commission website.



Clinical Services Redesign: provides a way for health staff to improve patient experiences and
access to care. It builds local capacity in the NSW Health workforce to enable staff to successfully
redesign and improve service delivery through a defined methodology that involves project
initiation, problem diagnostics, solution development, implementation, implementation monitoring
and sustainability. Further information can be found on the JH&FMHN intranet Project Management
Office.



Essential of Care (EOC): is a framework to support the development and ongoing evaluation of
nursing and midwifery practice and patient care. This approach requires all stakeholders to have
opportunities to participate in decisions about effective care using approaches that respect individual
and collective values. Further information can be found on the JH&FMHN intranet Practice
Development.



Clinical Leadership Program: aims to enhance capacity of clinicians to lead sustainable system
improvement and patient safety initiatives within a person centred approach. Further information
can be found on the JH&FMHN intranet Practice Development.



Accelerated Implementation Methodology (AIM): is a flexible, business disciplined change
management methodology for managing organisational changes. AIM steps include defining the
change, building capacity, assessing the climate for change, identifying project sponsors determining
the change approach, developing target readiness, building a communication plan, developing
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reinforcement strategies, creating cultural fit and prioritising actions. Further information can be
found on the Agency for Clinical Innovation website.
The following JH&FMHN services can be contacted for further advice and information on the above
methodologies and programs:


Clinical and Corporate Governance Unit
Email governance.unit@justicehealth.nsw.gov.au



Practice and Development Unit
Telephone 9700 3833



Project Management Office:
Email pmo@justicehealth.nsw.gov.au

3.2

Registration of Improvement Summaries

All JH&FMHN improvement activities must be documented on an Improvement Registration Form and
submitted to the Clinical and Corporate Governance Unit for registration. The purpose of registering the
Improvement activity is to capture improvements, to recognise activities which are taking place across
JH&FMHN and to improve capacity to share and build on these activities.
The Improvement Registration is a summary of your improvement, which must be sent to the Clinical and
Corporate Governance Unit for registration and storage in HPRM. The Clinical and Corporate Governance
Unit will contact the Improvement Project leader for a 6 month and 12 month status update following
registration of improvements to assist with capturing the progress, outcomes and completion. All other
documentation/evidence that has been collected for the improvement must be stored in a local HPRM
container by the Improvement Project Leader or the Improvement Project Leader’s Manager for future
reference.
The Improvement Registration is to be completed at the beginning of the improvement activity to assist with
framing the project, identifying key areas of focus of the activity, setting measures and logistics such as
record keeping.

3.3

Improvements, Research and Ethical Review

Improvements and research may overlap, due to the use of similar methods to collect data and measure
outcomes. These activities are closely related, and work that begins as one form of activity can evolve into
another over time. Irrespective of whether the activity is an improvement or research, staff conducting the
activity must consider a range of issues including consent, privacy and confidentiality, legislation and
professional standards. In most cases, improvements will involve minimal risk, burden or inconvenience but
there may be cases where ethical review is required.

For further information, contact the Research

Governance and Ethics Officer via email governance.unit@justicehealth.nsw.gov.au or the Research
Operations Manager via telephone 9700 3835.

3.4

Recognition through Awards Programs

Improvements which have had an impact on service delivery, whether clinical or corporate, should be
considered for submission/nomination into internal and external award programs. The submission of
improvement projects for an award provides further opportunity for recognition, and organisational learning.
Refer to Policy 2.152 Recognition & Rewards Program.
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4. Definitions
Must
Indicates a mandatory action or requirement.
Should
Indicates a recommended action that needs to be followed unless there are sound reasons for taking a
different course of action.

5. Legislation and Related Documents
Ministry of Health

GL2007_020 Human Research Ethics Committees – Quality Improvement and Ethical
Review: A Practice Guide for NSW
PD2015_04339 Risk Management - Enterprise-Wide Policy and Framework NSW Health

JH&FMHN Policies
and Procedure

2.030 Incident Management
2.152 Recognition & Rewards Program
2.155 Enterprise-Wide Risk Management

JH&FMHN Forms
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Leadership and Management

Issue Date
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On 1 December 2015, the title Service Director Adolescent Health is updated to
Service Director Adolescent Health & Diversion Programs

Summary

To establish Justice Health & Forensic Mental Health Network (JH&FMHN)
policy and procedures for making public interest disclosures in accordance with
the Public Interest Disclosures Act 1994, and relevant Ministry of Health policies.
To outline JH&FMHN’s internal reporting processes for reporting allegations of
corruption, maladministration or serious and substantial waste (hereinafter
referred to as ‘serious wrongdoing’.
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Applicable Sites

Executive Director Governance and Commercial Services
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1. Preface
The Public Interest Disclosures Act 1994 (hereafter, the Act) encourages and facilitates the disclosure, in the
public interest, of corrupt conduct, maladministration, serious and substantial waste and government
information contravention in the public sector by:
 Enhancing procedures for making disclosures;
 Providing disclosures to be properly investigated and dealt with; and
 Protecting persons from reprisals for making disclosures.
This policy provides Justice Health & Forensic Mental Health Network (JH&FMHN) specific policy and
procedures on public interest disclosures when implementing NSW Ministry of Health (MoH) policy directive
PD2011_061 Public Interest Disclosures and applies to all public officials within NSW Health, including any
person working part time, casual or full time, including Board members, Visiting Medical Officers, contractors,
agency nurses and people working on projects funded by the Ministry of Health. Given that JH&FMHN staff
routinely work with other agencies, it should be noted that this policy applies equally to the activities of
those public officials of the other agencies

2. Policy Content
Staff members are encouraged and managers are required to report known or suspected incidents of
corruption, maladministration and serious or substantial waste in accordance with procedures outlined in
section 3 of this policy. Any member of staff wishing to make further enquiries regarding this policy may
contact the Director Clinical & Corporate Governance (DCCG).

2.1

Mandatory Requirements

 All staff must protect and maintain the confidentiality of persons they know or suspect to have made
disclosures. Staff must abstain from any activity that is, or could be perceived to be, victimisation or
harassment of persons who make disclosures.
 The rights of staff making a public interest disclosure as well as the rights of staff who are the subject
of the disclosure must be maintained in accordance with section 3.3 of this policy.
 New staff should be made aware of this policy as a part of their orientation program.
 A failure to properly fulfil functions under the Government Information (Public Access) Act 2009 (or the
GIPA Act) may constitute a Government Information Contravention under the Public Interest
Disclosures Act 1994. For example this could include destroying, concealing or altering records to
prevent them from being released, knowingly making decisions contrary to the GIPA Act or directing
another person to make a decision contrary to the GIPA Act.
 All documentation created for the purpose of making or investigating a public interest disclosure must
be retained, managed and disposed of in accordance JH&FMHN policy 2.014 Corporate Records
Management.
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2.1.1

Forms of Disclosure where the Public Interest Disclosures Act 1994 applies.

A disclosure is protected if it is made by a public official and relates to:


Corrupt conduct (defined in sections 8 and 9 of the Independent Commission against Corruption Act
1988. Corrupt conduct can take many forms and involves the dishonest use of power or position to
benefit an individual or cause advantage over others. It includes taking or offering bribes, blackmail,
fraud, theft of property, violence, use of public resources for private purposes (eg unauthorised use
of JH&FMHN motor vehicles, and conducting private business during business hours).



Maladministration (defined in section 11 of the Act). Maladministration is conduct that involves
action or inaction of a serious nature that is contrary to law, unreasonable, unjust, oppressive or
improperly discriminatory or based wholly or partly on improper motives.



Serious and substantial waste. This refers to any uneconomical, inefficient or ineffective use of
resources, authorised or unauthorised, that results in significant loss or wastage of public resources.



Government information contravention. It is conduct of a kind that constitutes a failure to exercise
functions in accordance with any provision of GIPA Act.

2.1.2

Forms of Disclosure that will not be protected

Disclosures will not be protected if they are not in the public interest and where the Act does not apply. This
include disclosures that:


primarily questions the merits of government policy,



are made in an attempt to avoid dismissal or disciplinary action, or

It is an offence to wilfully make a false or misleading statement when making a disclosure.

2.2

Implementation - Roles & Responsibilities

2.2.1

All Employees

Staff at all levels in the organisation have a responsibility to:


Familiarise themselves with the contents and requirements of all relevant policies and practices
concerning public interest disclosures and corruption prevention listed in section 5 of this policy.



Identify areas where opportunities for corruption, maladministration and serious and substantial
waste may occur and/or management systems are inadequate.



Maintain high ethical standards.



Report all known or suspected wrongdoing.

2.2.2

Unit and Department Managers

Unit and department managers are responsible for:


Ensuring protection from detrimental action for public officials who report suspected incidents of
serious wrongdoing.



Contributing to an organisational culture that gives the clear message that making disclosures is
encouraged and valued.



Establishing clear lines of authority and accountability.
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Ensuring that all staff are aware of the internal reporting system for serious wrongdoing.



Ensuring staff awareness and access to training on public interest disclosures.



Implementing system improvements if a disclosure relates to their particular area of responsibility.

3. Procedure Content
3.1

Internal Disclosures

Any JH&FMHN employee or public official may make a public interest disclosure to one of the following
Disclosure Officers:


The Principal Officer: Chief Executive



Chairperson of the Board



Public Interest Disclosure Coordinator (PIDC): Director Clinical & Corporate Governance



A Nominated Disclosure Officer (NDO)
o All or any of the Executive Directors
o Director, Workforce
o Service Director, Operations and Nursing
o Service Director Adolescent Health & Diversion Programs or
o Statewide Clinical Director Forensic Mental Health
The role of NDO is positional and not related to individuals.

Any person contemplating making a disclosure who is concerned about publicly approaching a NDO may
contact a NDO and request a meeting in a discreet location away from the workplace. Staff making a
disclosure should be aware that they may be interviewed. Confidentiality will be protected where possible.
Anonymous disclosures can also be received. Staff involved in conducting investigations must understand the
principles of the Act, in particular, the Confidentiality Guidelines as outlined in section 22 of the Act and
section 3.3.3 of this policy.
The act of disclosure should not necessarily shield public officials from the reasonable consequences flowing
from their own involvement in misconduct, dishonesty, incompetence or negligence. However, when a public
official discloses misconduct that implicates themselves, an admission may be a mitigating factor when
considering disciplinary or other action, provided such action does not constitute beneficial treatment for the
purpose of influencing the public official to make the disclosure.
Procedure

1.

When a JH&FMHN employee or public official discloses information to one of the Disclosure Officers
listed above, the Disclosure Officer must:
 (if requested) make arrangements to ensure that disclosures can be made privately and discreetly
(if necessary away from the workplace).
 Deal with the disclosure impartially.
 Commit the disclosure to paper (if it is made orally) and request the person making the disclosure
to sign the document.
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 Ensure there is sufficient support to protect the discloser against reprisal action (refer to section
3.3.1). The disclosing officer will receive protection from reprisal under the Act if he/she shows or
tends to show serious wrongdoing by JH&FMHN or any public official.
 Maintain confidentiality in accordance with section 3.3.3 of this policy.

2.

The Disclosure Officer explains to the person making the disclosure:
 What will happen to the information, and
 JH&FMHN procedures for dealing with the information.

3.

The Disclosure Officer notifies the PIDC who ensures that the person who has made a disclosure is
provided with a copy of NSW Health policy directive PD2011_061 Public Interest Disclosures and a
written acknowledgement of their disclosure as soon as possible, but within 45 days. The PIDC must
promptly and impartially assess each disclosure to determine whether the disclosure appears to be a
public interest disclosure within the meaning of the Act. If so, he/she will convene a panel to conduct an
assessment.

4.

The panel will assess the disclosure and determine follow up actions. Panel membership must consist of
the DCCG, the Chief Executive and one of the following people:
 Executive Director Governance & Commercial Services
 Executive Director, Clinical Operations (Custodial Health)
 Executive Director Clinical Operations (Forensic Health) or
 the Director, Workforce.
The purpose of the assessment panel is to provide transparency while maintaining strict confidentiality.
The assessment panel will review all current information and make recommendations to the Chief
Executive, if he/she is not a member of the panel, these might include making preliminary enquiries,
notifying Independent Commission Against Corruption (ICAC) or conducting a full investigation.

5.

The PIDC will present recommendations to the Chief Executive which may include:
 No action/decline;
 Conducting a preliminary investigation;
 Conducting a formal investigation;
 Referral for investigation or other appropriate action to an external investigating authority, such
as the Auditor-General, ICAC, or the Ombudsman;
 Referral to the NSW Police, if the matter is a criminal one;
 Referral to ICAC, if the matter concerns corrupt conduct;
 Coordinating any internal investigation arising out of a disclosure, subject to the direction of the
Chief Executive;
 Reporting to the Chief Executive the findings of any investigation and recommended remedial
action;
 Reporting any actual or suspected corrupt conduct to the Chief Executive in a timely manner to
allow the CE to comply with the ICAC Act 1988.
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The Chief Executive will decide what action should be taken and by whom. The CE will:

6.

 Implement organisational change necessary as a result of a disclosure, and
 Report criminal offences to the NSW Police as well as actual or suspected corruption to the ICAC.
The role of the CE must not be delegated.

7.

Corrective action will be implemented if required.

8.

The person(s) who are the subject of the disclosure will be informed of the allegations at an appropriate
time if necessary
Within six (6) months, the nominated Disclosure Officer to whom the disclosure is made will notify the

9.

person who made the disclosure of the action taken or proposed.
The notification must contain sufficient information to demonstrate that adequate and appropriate
action was taken, or is proposed, including a statement of the reasons for the decision made or action
taken in response to the disclosure. Notification should include whether:
 A decision was made not to investigate the matter; or
 A decision was made to investigate the matter, but the investigation was not completed within six
(6) months of the original decision being made; or
 The matter was investigated but no recommendation was made for the taking of any action in
respect of the matter.

10. All documentation relating to the public interest disclosure is captured in the Total Records Information
Management (TRIM) system with restricted access applied.
Role of the Board and how a matter is to be escalated to the Board – criteria and process.

3.2

External Disclosures

Employees who wish to report suspected incidents of corruption, maladministration and serious and
substantial waste may make a public interest disclosure to:
 The Secretary, Ministry of Health
o www.health.nsw.gov.au
o Phone: (02) 9391 9000
 The Auditor-General (section 12 of the Act) for issues related to serious and substantial waste of public
money.
o www.audit.nsw.gov.au
o Phone: (02) 9275 7100
 ICAC (section 10 of the Act) for issues involving suspected corrupt conduct. For the commission to
become involved in an issue, the conduct must involve a criminal or disciplinary offence, or be serious
enough to warrant dismissal. JH&FMHN must report suspected corrupt conduct to the Commission in
accordance with JH&FMHN policy 2.020 Corruption Prevention and Fraud Control.
o www.icac.nsw.gov.au
o Phone: (02) 8281 5999 or 1 800 463 909
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 The NSW Ombudsman (section 11 of the Act) for issues relating to maladministration. The
Ombudsman safeguards public interest by providing redress of justified complaints and promoting
fairness, integrity and practical reforms in NSW public administration. An investigation by the
Ombudsman will seek to establish the truth and recommend remedial action. A Public Interest
Disclosures Unit has been established within the Office of the Ombudsman to provide, among other
things, advice to persons who intend to make or have made a public interest disclosure.



o

www.ombo.nsw.gov.au

o

Phone: (02) 9286 1000 or 1 800 451 524

Information and Privacy Commission
o

Phone: 1800 472 679

o

ipcinfo@ipc.nsw.gov.au

 Members of Parliament or journalists


To have the protection of the Public Interest Disclosures Act 1994,staff reporting wrongdoing to a
Member of Parliament(MP) or a journalist must have already made substantially the same report
to one of the following:



The Chief Executive



A person nominated in this policy



An investigating authority

Also, the nominated person or authority that received your initial report must have either:


Decided not to investigate



Decided to investigate but not completed investigation within six months



Investigated the matter but not recommended any action



Not advised the person who made the report within six months whether the matter will be
investigated.

Staff who make a disclosure to an external agency should be aware that the disclosure will not necessarily be
investigated by JH&FMHN and that the external agency is responsible for any findings and recommendations
arising.
Discussion of Interagency PIDS – notifications from CSNSW/DJJ - process

3.3

Protection Available Under the Act

The rights of people who are the subject of disclosures will be protected. Their identity will be protected and
confidentiality maintained, where reasonable and practical (refer to section 3.3.3).
Disclosures will be assessed and acted on impartially, fairly and reasonably. They will be investigated as
discreetly as possible, with a strong emphasis on maintaining confidentiality, both as to the identity of the
discloser and the persons the subject of the disclosure.
Where investigations or other inquiries do not substantiate disclosures, the fact that the investigation/
inquiry has been carried out, its results and the identity of persons who were the subject of the disclosures,
will be kept confidential unless those who were the subject of the disclosures request otherwise.
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Persons who are the subject of disclosures (whether public interest disclosures under the Act or otherwise)
that are investigated by or on behalf of JH&FMHN, have the right (before any decision / determination /
report / memorandum / letter or the like is finalised) to:
 Be informed of the substance of the allegations at an appropriate time.
 Be informed of the substance of any adverse comment included in a report / memorandum / letter or
the like arising, out of any investigation.
 Be given a reasonable opportunity to put their case (either orally or in writing), to the persons carrying
out the investigation for or on behalf of JH&FMHN.
Where the allegations contained in a disclosure are clearly wrong or unsubstantiated, the person who was
the subject of the disclosure is entitled to the support of senior management. The nature of reasonable and
appropriate support would depend on the case, but may include a public statement of support or a letter
setting out JH&FMHN’s views that the allegations were either wrong or unsubstantiated.
The person who is the subject of the disclosure is entitled to seek independent advice and representation.
3.3.1

Protection Against Reprisals

Detrimental action taken against a person substantially in reprisal for making a disclosure is a punishable
offence. The maximum penalty for taking detrimental action is a fine of $5,000 or imprisonment for twelve
(12) months, or both. In addition, any JH&FMHN employee involved in carrying out reprisals at any time shall
be subject to JH&FMHN disciplinary action or other appropriate action. Reprisal means action causing,
comprising or involving any of the following:
 injury, damage or loss;
 intimidation or harassment;
 discrimination, disadvantage or adverse treatment in relation to employment;
 dismissal from, or prejudice in, employment;
 disciplinary proceeding.
Any member of staff who believes reprisal is being taken against them, substantially as a result of making of
an internal disclosure, should immediately bring the matter to the attention of the PIDC.
If a member of staff who made an internal disclosure feels that such reprisals are not being effectively dealt
with, he or she should speak with their Nominated Disclosure Officer. If this does not resolve the matter, the
member of staff who made an internal disclosure should contact the NSW Ombudsman or the ICAC.
If an external disclosure is made to an investigating authority, that body will either deal with the allegation of
reprisal or provide advice and guidance to the person concerned.
3.3.2

Protection Against Legal Actions

The Act provides that a person is not subject to any liability for making a public interest disclosure and no
action, claim or demand may be taken or made against the person making the disclosure. A person who has
made a public interest disclosure is taken not to have committed any offence against an Act which imposes a
duty to maintain confidentiality with respect to the information disclosed. A person who has made a public
interest disclosure has a defence of absolute privilege in proceedings for defamation.
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3.3.3

Confidentiality

JH&FMHN, or external officials to whom public interest disclosures are made or referred, may not disclose
information that might identify or tend to identify the person who made the disclosures. Every effort will be
made by JH&FMHN to maintain the confidentiality of the person who made the disclosure where possible
and appropriate and the person who is the subject of the disclosure, including in respect to the media. The
exceptions to the confidentiality requirement are where:
 The person consents in writing to the disclosure of the information; or
 It is essential, having regard to the principles of natural justice, that the identifying information be
disclosed to a person who may be implicated by the information disclosed; or
 The investigating authority, public authority, officer or public official is of the opinion that disclosure of
the identifying information is necessary to investigate the matter effectively; or
 Disclosure is otherwise in the public interest.
Decisions about natural justice, effective investigation and public interest will be made by the PIDC. In all
cases the person who made the disclosure will be consulted before a decision is made.
3.3.4

Forms of Disclosure that will Not be Protected

Disclosures will not be protected if they:
 primarily question the merits of government policy,
 are made in an attempt to avoid dismissal or disciplinary action.
It is an offence to wilfully make a false or misleading statement when making a disclosure.

3.4

Requests for Information under the GIPA Act

When an application for access to information is made under the GIPA Act, there is an overriding public
interest against disclosing information that contravenes confidentiality guidelines under section 22 of the
Public Interest Disclosure s Act 1994.
All requests for information made under the GIPA Act must be directed to the JH&FMHN Right to
Information Officer at GIPAinfo@justicehealth.nsw.gov.au.
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4. Definitions
Must
Indicates a mandatory action required that must be complied with.
Reprisal
Means action causing, comprising or involving any of the following:
o

injury, damage or loss;

o

intimidation or harassment;

o

discrimination, disadvantage or adverse treatment in relation to employment;

o

dismissal from, or prejudice in, employment; and

o

disciplinary proceeding.

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

Government Information (Public Access Act) 2009
Independent Commission Against Corruption Act 1988
Public Interest Disclosures Act 1994

NSW MoH Policy Directives

PD2011_061 Public Interest Disclosures
PD2012_018 Code of Conduct
PD2014_042 Managing Misconduct

JH&FMHN Policies

2.010 Code of Conduct
2.014 Corporate Records Management
2.020 Corruption Prevention and Fraud Control
3.020 Conduct and Discipline
3.100 Harassment, Bullying and/or Discrimination
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Appendix 1 – Flowchart: Internal Disclosures within JH&FMHN
Internal disclosures

External disclosures

within JH&FMHN

managed by External
Organisation

Public interest disclosure

Disclosure Officers (DO)

Principal Officer (PO)

Coordinator (PIDC)

(Chief Executive)

(Director Clinical and
Corporate Governance)
Referral to PIDC
Assessment and
consultation with PIDC
Assessment Panel convened by
PIDC

Assessment Panel makes
recommendations to CE

Decline if disclosure:

Internal investigation/

Referral to an external

Referral to NSW

• Does not show or

preliminary enquiries

investigating authority

Police (criminal

(i.e. ICAC, Ombudsman)

matters)

tend to show conduct
alleged;

• Was made frivolously
or vexatiously;

Procedural fairness for
person(s) the subject of
disclosure

• Questions the merit
of government policy;

• Was motivated to
avoid disciplinary
action.

Report to CE on outcome of
investigation/ preliminary
enquiries
Decision on and
implementation of
recommendations

Notification to

Notification of

Report to public

Report to ICAC or

person(s) making

person(s) the subject

authority if appropriate.

Police if appropriate

disclosure

of disclosure

(E.g. professional board,
HCCC)
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1. Preface
Justice Health encourages staff, both employed and contracted, to submit high quality articles to journals and
other publications on the topic of health and the criminal justice system.
These guidelines have been developed to ensure the integrity of articles appearing in peer-reviewed journals
and/or other sources. The guidelines also ensure that the Justice Health Executive is informed of articles being
submitted and published by Justice Health staff.

2. Objectives
 To provide guidelines for all Justice Health staff on publication of articles in peer-reviewed journals and
other publications.
 To ensure appropriate acknowledgement is given to Justice Health and other co-researchers by the
authors.
 To ensure Executive Directors are informed about:
o Research findings which are intended to be written up into a journal article at an early stage
o Journal articles which have been submitted for publication
o Journal articles about to be published, including outlining any potential contentious issues for Justice
Health in case of media attention.
 To ensure that appropriate Justice Health Human Research and Ethics Committee approval has been given
for the research, if appropriate.

3. Outcomes
 The organisation is aware of key research findings and the intention to prepare journal articles at an early
stage.
 The organisation is aware of articles submitted for publication and accepted for publication, and is
prepared for any resulting contentious issues.
 The organisation is appropriately acknowledged in the publication.
 The interests of Justice Health are appropriately addressed by rigorous research.
 The publication record of Justice Health staff is enhanced.
 The scientific integrity of Justice Health sponsored research is enhanced.

4. Policy Content
The guideline below outlines the process for a research or quality improvement project from inception to
publication. It applies only to publication of material containing data related to Justice Health or by staff
members who identify as Justice Health employees. Publications include, but are not limited to, journal articles,
book chapters, and books. A separate process will be undertaken for conference papers.
1. Ethical approval
 All research must obtain Justice Health Human Research and Ethics Committee (JH HREC) approval before
it may be implemented. There is no need to submit drafts of papers to the JH HREC once the overall study
has been approved.
 If a Justice Health employee undertakes a quality improvement project which they subsequently wish to
prepare for publication, they must submit the draft paper to the JH HREC for ethical approval prior to
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publication. It is suggested this takes place after the Executive Director is informed about the intention to
prepare a journal article (step 2 below).
 The author must ensure that the terms and conditions of approval of the JH HREC are upheld in published
articles. In addition, authors must ensure that articles submitted for publication comply with:
o Ministry of Health PD2005_626 Code of Conduct and Justice Health policy 2.010 Code of Conduct.
o The Australian Code for the Responsible Conduct of Research section 4.1 Publication and
Dissemination of Research Findings (NHMRC, 2007).
o Ministry of Health GL2011_001 Research Governance in NSW Public Health Organisations.
2. Preliminary research findings
 Once the research has been completed and it has been decided to attempt to publish the findings, the
Executive Director must be informed. This may be a formal brief or a more informal method, as
negotiated.
 Executive Directors will inform the appropriate Service Directors, Clinical Directors or Chief Executive
about the research as appropriate.
3. Journal article submission
 Once an article has been drafted and is ready for submission (or has been recently submitted), a brief
must be prepared for the Executive Director informing them of the article, including the journal to which
it will be submitted and any co-authors. A copy of the paper must be provided for information purposes.
 The Head of Research must be included on the sign-off of this brief to retain a list of all journal articles
which have been submitted by Justice Health staff.
 If the article is rejected by the first journal to which it is submitted, it is at the discretion of the author as
to whether they wish to keep the Executive Director informed of submission to subsequent journals.
4. Journal article publication
 Once the article has been accepted for publication and is at the proofing stage, a brief must be prepared
to the Executive Director informing them that the article is due to be published, including the journal it
will be published in and expected date of publication if known.
 This brief must include a summary of the key findings and any possible contentious issues. A copy of the
final proof of the paper must be provided for information purposes.

4.1

Conflict resolution process

In the event that the Justice Health Executive identifies issues and concerns with a journal article at one of the
above stages, a conflict resolution process is recommended. This will include:
 The Executive Director will outline their concerns in writing about the article and provide them to the
authors.
 The authors will consider and respond in writing to the concerns of the Executive Director and, if
necessary, amend the article as agreed.

4.2

Acknowledgement of Justice Health

Justice Health must be acknowledged in the published article if:
 Justice Health staff or resources are involved in the conduct of the research, or
 Justice Health staff who are not co-authors are involved in the drafting of the article or editorial.
An example of this acknowledgement is ‘The authors wish to thank Justice Health for their support in the
conduct of this research.’ Another suggestion: ‘The authors wish to thank Justice Health staff for their
involvement in data collection as part of this research project.’
Further, if the article involves Justice Health data or research, Justice Health staff who are authors on the paper
must list Justice Health as one of their affiliations in their contact details.
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4.3

Media

Requests for media interviews related to any published data must be referred through to the Director, Executive
Support, Planning and Communications Unit for approval.

5. References
Ministry of Health GL2011_001 Research Governance in NSW Public Health Organisations
Ministry of Health PD2005_626 Code of Conduct
Justice Health Policy 2.010 Code of Conduct
Australian Code for the Responsible Conduct of Research (NHMRC, 2007)
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1. Preface
Justice Health and Forensic Mental Health Network (JH&FMHN) recognises its responsibility to ensure a
standard is set and maintained for purchasing resources and services. This policy sets out guidelines for
purchasing resources and services by an authorised employee, contractor or other authorised representative.

2. Policy Content
2.1

Mandatory Requirements

Requisition, purchase and supply guidelines have been established by JH&FMHN to ensure staff obtain
goods and services in an appropriate and timely manner. JH&FMHN should not pay for goods and services
unless they are obtained in accordance with this policy. Authority to purchase is governed by JH&FMHN
policy 2.022 Delegations Authority.
Medication orders must be processed by JH&FMHN Pharmacy Department staff as per the Pharmacy
ordering schedule of health centres/wards and are procured under government contract.

2.2

Implementation – Roles and Responsibilities

2.2.1

Finance Support Officer (FSO)

The Finance Support Officer is - responsible for:
 The administration of the requisitioning process using iProcurement.
 Maintaining the accuracy of staff and delegations in iProcurement based on staff advice.
 Assisting JH&FMHN staff with questions in relation to iProcurement.
 Performing the Oracle goods receipting process based on acknowledgement of goods receipted by
ordering staff.
 Guiding and supporting relevant JH&FMHN staff across sites to clear invoices on hold and liaising with
HealthShare where necessary.
2.2.2

Finance Officer (FO)

The Finance Officer is responsible for:
 Checking all invoices to ensure - receipt acknowledgement is completed and accurately recorded in
Stafflink.
 Forwarding invoices to HealthShare for payment to vendors, or arranging direct payment to vendors
where goods or services were not ordered through HealthShare.
 Following up any outstanding invoices including invoices on hold and responding to queries from all
parties, including HealthShare, vendors and staff, in relation to payment.
 Providing iProcurement training to JH&FMHN staff as per the Education and Training calendar.
2.2.3

Financial Accountant

The Financial Accountant is responsible for:
 Ensuring the adequacy of internal controls around purchasing processes.
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 Resolving any escalated purchasing or payment issues.
 Management of approved PCard (see 3.7 Procurement Card) use in the Network.
 Monitoring appropriate usage of PCards in accordance with all the conditions and requirement under
NSW Ministry of Health (MoH) PD2016_005 Application and Use of Procurement Cards (PCards) with
NSW Health.
2.2.4

Delegated Officer/Authority

The Delegated Officer/Authority is responsible for:
 Ensuring compliance with the JH&FMHN procurement process.
 Ensuring Procurement Checklist is completed for all purchases greater than $30,000
 Ensuring Employment Review Committee (ERC) approval is obtained prior to engagement of
temporary/agency staff.
 Ensuring requisitions are appropriate for the needs of the organisation and are value for money.
 Approving PCard holders and setting expenditure limits.
 Ensuring effective contract management plan, including regular performance meeting with the
supplier and total tenure of the contract would not be more than five (5) years.
 Ensuring all contracts are updated in the centralised contract register.
 Ensuring all contracts are renewed in a timely timeframe and market tested as appropriate.
2.2.5

Responsible Officer

A Responsible Officer is someone nominated by the Delegated Officer/Authority to be responsible for the
procurement of goods or services:
 Ensuring the following six (6) step/stage process mandated by the NSW MoH PD2014_005 Goods and
Services Procurement Policy is completed, with assistance from HealthShare Procurement Service Desk:
-

Need analysis;

-

Funding approval;

-

Procurement planning;

-

Supplier selection;

-

Contract management;

-

Procurement evaluation.

 Ensuring the completion of a Procurement Checklist for all purchases greater than $30,000.
 Ensuring all documentations are stored in HPRM for audit purposes.
 Update all contracts in a centralised contract register.
 Ensuring regular performance meetings with the supplier and total tenure of the contract would not be
more than five (5) years.
 Complete the relevant Government Information (Public Access) Act 2009 disclosure form.
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2.2.6

Nurse Manager, Clinical Resources

The Nurse Manager, Clinical Resources is responsible for:
 Chairing the Equipment Products and Imprest Committee (EPIC).
 Ensuring compliance with the JH&FMHN approved catalogue in clinical products procurement.
 Ensuring value-for-money in developing the catalogue and sourcing of catalogue items.
 Maintaining working relationship with HealthShare to ensure the currency of JH&FMHN clinical
products catalogue.
 Liaising with HealthShare to maximise purchasing capacity via the Onelink Warehouse (OLW).
 Ensuring approved pathways are followed when introducing new clinical products and equipment into
JH&FMHN health centres and hospitals.
2.2.7

PCard holders

PCard holders are responsible for:
 Safe keeping of the PCard.
 Ensuring the pin is not disclosed to any other party.
 Ensuring no other person utilises the PCard.
 Ensuring that goods and services are procured from reputable merchants.
 Using the PCard in accordance with all the statutory and policy requirements in NSW MoH
PD2016_005 Application and Use of Procurement Cards (PCards) with NSW Health.
2.2.8

Internal Auditor

The Internal Auditor is responsible for performing audit of procurement processes in accordance with the
approved audit plan, and un-scheduled audits or reviews as requested by the Executive Director,
Performance & Planning.
2.2.9

Executive Director, Corporate Services

 Ensuring an effective and efficienct procurement and contract management framework.
 Maintenance and review of a centralised contracts register.
 Undertake negotiation with vendors as needed.
2.2.10 Chief Financial Officer
 Ensuring compliance with the NSW MoH Procurement Policy.
 Ensuring compliance with the JH&FMHN procurement processes.
 Ensuring compliance with Part 3 Division 5 of the Government Information (Public Access) Act 2009.
 Provide expertise advice in relation to procurement and contract activities.
 Periodic review of disclosure contracts register published on NSW eTendering website against
JHF&MHN contract register to ensure appropriate GIPA disclosure.
 Liaison with internal and external audit in relation to procurement and contract matters.
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3. Procedure Content
3.1

Staff Purchasing Goods or Services

3.1.1

Sourcing

Whole of Government or Health Contracts are arranged so as to provide the best value for money on a
statewide basis and in this context; Not purchasing from the Contract because better prices or conditions
exist locally, is not a valid justification for deviation from the Contract.
Although there is no requirement to conduct a tender as the open market has already been used in
establishing the Contracts, wherever practicable, the Responsible Officer is to seek a minimum of three (3)
quotes from panel members, for the purchase of goods and services valued over $30,000, if prices are not
fixed, to achieve value for money. There may be rare instances where exemptions are required for reasons
attributed to a specific technical/clinical need, unsuitable conditions of contract, level of performance or as a
result of an unresolved dispute. Such exemptions can only be approved by the Chief Procurement Officer at
the Ministry of Health.
Purchasing of goods or services, not available under an existing Whole of Government or Health Contract:


Less than $3,000: No quotation required;



Over $3,000 and up to $30,000: A minimum of one (1) written quote is to be obtained; and



Over $30,000 and up to $250,000: A minimum of there (3) written quotes are to be sought from
credible suppliers.



Over $250,000: Tender.

Please note all values listed are inclusive of GST.
The Responsible Officer is to contact HealthShare Procurement Service Desk on 130 883 965 and complete a
Request to Source Item/Service Form if unsure if a particular item or service to be sourced is currently available
on the Whole of Government or Health Contract. The Responsibility Matrix with HealthShare is listed below
(Process Flow Diagram):
Responsibility Matrix

RM#

Description

1

Forward request for sourcing information to HealthShare

2

Assign ticket to HealthShare Sourcing team

3

Seek further information from Customer and
completion of Sourcing Request Form where required

4

Complete Sourcing Request Form and return to HealthShare

5

Research current contracts and open market and e-mail relevant
information to Customer

6

Complete Oracle requisition form and forward to HealthShare
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3.1.2

Ordering

A requisition, covering the preferred quote, or a signed contract if awarded, is required to raise a Purchase
Order.
Staff must prepare a requisition using iProcurement which must be approved by the relevant Delegated
Officer as per JH&FMHN policy 2.022 Delegations Authority. All requisitions should be prepared in timely
manner; Avoiding urgent orders wherever possible. Staff must follow the procurement guidelines contained
in the NSW MoH PD2014_005 Goods and Services Procurement Policy.
JH&FMHN has implemented iProcurement which provides an online ordering facility for all goods and
services. iProcurement is interfaced with Oracle online catalogues including supplies from Onelink
warehouse. Ordering of all goods or services (except for travel which is organised through Flight Centre,
uniform, stationery and other goods purchased with the Procurement Card) must be submitted via
iProcurement. iProcurement also provides an automated workflow to obtain approval from the relevant line
managers - in accordance with the JH&FMHN delegation policy. Therefore, it is important that changes in
staff’s roles and responsibilities be communicated on a timely basis to Finance using form FIN411 Oracle
Financial & Procurement Access Request Form.
To mitigate the risk of poor procurement process and assist staff to follow the correct procurement process,
NSW MoH has developed easy guides to procurement available via the Procurement Portal, including the
Procurement Checklist. A copy of the checklist is also available on the JH&FMHN intranet (FIN405 Checklist –
Steps in the Procurement Process for Goods and Services including ICT). The checklist must be completed for
all procurement of goods and services not on State Government Contract where the value of goods and
services to be procured exceeds $30,000 (exclude GST). The checklist must be attached to the requisition and
brief and recorded in HPRM in the event of an audit.
A brief to the Chief Executive is required for procurement where the value of goods and services exceeds
$50,000. The brief should reference the iProcurement requisition number and supported by a completed
Procurement Checklist.
HealthShare will conduct conformance checks on requisitions for goods/services >$30K and request further
detail from the Responsible Officer if there is insufficient evidence of compliance with the PD2014_005 Goods
and Services Procurement Policy. This is prescribed in the Responsibility Matrix with HealthShare below
(Process Flow Diagram)
Responsibility Matrix

RM#

Description

1

Raise and authorise purchase requisition and submit to
HealthShare

2

For goods/services >$30K, review for compliance with
procurement thresholds and request additional information
from Customer where required

3

Provide evidence of compliance with procurement thresholds

x

4

Set up Vendor in Oracle

x

5

For any price variance check price with Vendor
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Responsibility Matrix

RM#

Description

6

Confirm agreement of new price if required

7

Generate and approve Purchase Order

x

8

Distribute Purchase Order to supplier unless otherwise advised

x

3.1.3

HealthShare

Customer
x

Agency Staff

The process for procurement of agency staff - is the same as the procurement of goods and services.
However approval from the Employment Review Committee (ERC) is required before a requisition can be
raised. It is the responsibility of the authorised approving delegate to ensure compliance.
3.1.4

Receiving Items and Confirming Delivery

Upon receipt of the goods or services ordered, staff must acknowledge receipt of goods or services on the
tax invoice. A copy of the invoice may be delivered with the goods, or may be accessible via iProcurement if
the supplier chooses to send the invoice copy directly to HealthShare. For goods and services, other than
pharmaceuticals, staff should indicate the purchase order number on the invoice if it is not already identified
on the invoice. For all pharmaceutical goods the delivery confirmation stamp must be used to confirm that all
goods were received. All confirmed tax invoices must be forwarded to the Pharmacy Data Coordinator for
processing within seven (7) days.
The total invoice value must be clearly visible. All invoices should be forwarded to the Finance Support
Officer located at the Justice Health Administration Centre (JHAC) on a weekly basis. Where receipting is
performed by the ordering staff, staff may choose to forward invoices directly to HealthShare for processing,
or alternatively, to the Finance Support Officer for forwarding to HealthShare.
3.1.5

Return of Purchased Goods

The Responsible Officer is to contact HealthShare Procurement Service Desk on 1300 883 965 and complete
a Non Stock – Goods Return Advice form in accordance with the Responsibility Matrix with HealthShare
below (Process Flow Diagram):
Responsibility Matrix

RM#

Description

1

Submit completed
HealthShare

2

Contact 3rd party supplier
Authorisation Number

3

Advise Customer of any returns declined by the supplier

x

4

For returns accepted by the supplier, complete section 2 of
Goods return Authority and enter into Oracle

x

5

Complete section 3 of Goods Return Authority

x

6

Unreceipt goods in Oracle

x
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RM#

Description

7

Return goods to supplier

3.1.6

Responsibility Matrix
HealthShare

Customer
x

Tender

NSW Health policy requires that procurements greater than $250,000 including GST, that are not available on
an existing state contract must go to tender. HealthShare and the Network share responsibility for ensuring
that tendering processes comply with relevant NSW Government policy and probity principles. HealthShare
Tenders and Contracts team is to assist the Network to achieve their procurement objectives through market
engagement. This can take the form of open tender, quotation, expression of interest or accessing an existing
contract or prequalified list of vendors.
The HealthShare Local Tenders and Contracts team, located at Parramatta, can provide:


Expert procurement advice on all aspects of the tender process or other market engagement options



Assistance with planning a procurement – business case, market research and procurement strategy



End to end coordination of the tender process



Advice and oversight of probity, including policy requirements



Assistance in identifying and developing the specification or statement of requirements



Preparation and administration of documents for market testing



Assistance with preparation and administration of site visits or supplier forums



Record keeping associated with the procurement process



Communication with vendors during the procurement process, including providing a debriefing
session with unsuccessful respondents



Management of the NSW Government eTendering website – publishing a tender to market,
downloading responses from the eTender box and publishing the outcome



Coordination, administration and assistance with evaluation of response



Preparation and administration of contract documentation



Contract management assistance and escalation templates to assist planning, tendering and contract
management



Reporting on the status of tendering projects and active contracts



Implementation of tendering related regulatory or policy changes

The Responsible Officer must contact the Procurement Service Desk on 1300 883 965 or email HSNW-SCTenders@health.nsw.gov.au to obtain further advice in accordance with the Responsibility Matrix with
HealthShare below (Process Flow Diagram):
Responsibility Matrix

RM#

Description

1

Identify the need to tender for procurement of goods/services.

Policy: 2.150
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Responsibility Matrix

RM#

Description

2

Develop business case and procurement plan and co-ordinate
approval of same

3

Send tender information pack to the Customer

x

4

Review existing contracts and provide contract information to
the Customer

x

5

Complete and approve standard Tender Request Form and
submit to HealthShare

6

Establish draft project plan

x

7

Allocate tender registration number

x

8

Identify suitably skilled Tender Evaluation Committee
membership and manage declarations of Conflicts of Interest

9

Develop draft specification, draft pricing models and draft
evaluation plan

x

10

Review draft specification, draft pricing models and draft
evaluation plan and finalise tender documentation for release

x

11

Coordinate supplier forum and/or site visit where required

x

12

Sign off final tender documentation for release to the market

13

Release tender to the market

HealthShare

Customer
X

x
x

x
x

x
x

The Responsibility Matrix for the management of tender as below (Process Flow Diagram):
Responsibility Matrix

RM#

Description

1

Release tender to the market

2

Conduct and document site visits where required

3

Seek clarification from Customer in response to enquiries from
potential tenderers

4

Provide further information to HealthShare as required to clarify
queries

5

Create and upload addenda to e-tender website as required
(based on further information provided by the Customer in
response to queries)

x

6

Open e-tender box in accordance with policy

x

7

Receive and securely store e-tender submissions

x

HealthShare

Customer

x
x
x
x

The Responsibility Matrix for the tender evaluation as below (Process Flow Diagram):
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Responsibility Matrix

RM#

Description

1

Open tender box, review submissions for completeness and
request any missing information from tenderers

x

2

Commence tender evaluation according to plan and review
submissions for contractual compliance

x

3

Evaluate submissions for technical compliance and pricing

x

4

Distribute and evaluate any product samples, documenting
evaluation

x

5

Notify HealthShare of any areas for clarification

x

6

Seek clarification from suppliers where required and provide
information to Customer

x

7

Coordinate supplier presentations if required

x

8

Perform reference checks

x

9

Review and agree to any contractual variations

10

Provide report on tender process to the customer

11

Prepare evaluation committee recommendation for CE approval

x

12

Obtain Evaluation Committee and Chief Executive sign off on
recommendation

x

3.1.7

HealthShare

Customer

x
x

x

Contract Management

The aim of contract management is to have supplies provided in a timely manner, which are fit for purpose
and sufficient in quality and/or quantity to meet Network objectives at an affordable and sustainable cost. It
is about developing a professional and proper relationship with the contractor, communicating issues,
making decisions in a timely and consistent manner, acting reasonably and being proactive and responsible
in resolving issues. A contract is generally required for purchases of higher value, ie, over $150,000 or
following award of tender. Goods or services purchased off State or Health contracts are covered under the
commercial terms of the contract, local contract or agreement should contain various Key Performance
Indicators (KPI) to monitor contract performance.
The Responsible Officer is responsible for:


Contacting the Executive Director Corporate Services or Chief Financial Officer to ascertain if a
contract is required for a particular good or service purchased;



Record the contract details in the centralised contract register;



Protecting the Network’s interest that its contractual obligations are met and fulfilled;



Milestones are met, deliverables received and contract related processes are completed;



Prompt payment occurs;
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Any variations, claims, issues, disputes, and/or any additional funding requirements are managed in a
timely, professional manner;



Meet with the contractor’s representative at least every six months to review the contract
performance;



A transition plan is prepared at least three months in advance of the contract expiry date, noting the
total tenure of the contract must not be more than five (5) years.

The Responsibility Matrix with HealthShare is listed below (Process Flow Diagram):

RM#

Responsibility Matrix

Description

HealthShare

1

Advise nominated supplier/s of their preferred status and obtain
agreement from the preferred supplier/s to stated terms,
conditions and pricing

x

2

Prepare draft contract based on standard template and forward
to Customer

x

3

Review draft contract (seeking legal advice if required) and
return to HealthShare

4

Forward contract documentation to preferred supplier/s

x

5

Receive signed contract documentation and forward to
Customer for CE signature

x

6

Retain original signed contract documentation and forward
copy to HealthShare

7

Forward copy signed contract documentation to supplier/s

x

8

Advise tender respondents and other stakeholders of tender
outcome

x

9

Publish award of contract on e-Tender website

x

10

Coordinate supplier debrief (where debrief requested)

x

11

Attend supplier debrief (where debrief requested)

3.1.8

Customer

x

x

x

Centralised Contract Register

A centralised contract register is available in HPRM. The Responsible Officer must register all contracts in the
register and complete the following details:
- Name of supplier
- Brief description of good or service supplied
- Responsible Officer
- Approving Officer
- Commencement date
- Completion date
Policy: 2.150
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- Contract values
- Date of last meeting with supplier
- Option for extension
- Contract completed (Y/N)
- State/Health Contract reference number (if applicable)
- Contract HPRM reference number
This register will be reviewed at least six (6) monthly to ensure appropriate contract disclosure for GIPA
compliance.
3.1.9

Procurement of the Arts

The Arts (whether visual, performance, craft, digital or literary) play a significant role in promoting the health
and wellbeing of patients, staff, clients and visitors to our health services and within the broader community.
The incorporation of The Arts in the design of health facilities and delivery of health services creates a sense
of ‘place’ and community, provides an opportunity to promote healthy living and illness prevention, provides
support in the management of illness and chronic disease, aid rehabilitation and recovery, and provides
comfort as part of end of life care.
All procurement of The Arts must follow the Guidelines for Procurement of The Arts. These guidelines have
been developed and approved by the JH&FMHN Health and The Arts committee.

3.2

HealthShare

HealthShare Procurement and Logistics provides a range of services to the Network, including Product
Management, Contracting and Purchase Order Processing and Strategic Sourcing. HealthShare process all
requisitions entered by JH&FMHN staff in iProcurement and places the order with a vendor within two (2)
working days. HealthShare serves as the contact point between JH&FMHN and the vendor.
HealthShare provides an extensive range of pre-approved products, including medical and clinical
consumables, equipment and their spare parts as inventory items. These items are supplied by the Onelink
Warehouse.
HealthShare is responsible for the overall operation and maintenance of the PCard program within NSW
Health, and ensure best practices are engaged and optimum service levels are reached and maintained.
These responsibilities include:


Coordination of the overall PCard program and delivery of the PCard Training Program to ensure
efficient and effective delivery of card services.



Monitoring the compliance of the PCard program and initiating periodic reviews of card usage on
behalf of the Health Agency.



Acting upon instruction from the Network to revoke PCard privileges where inappropriate use has
been proven or the PCard is no longer justified.



Single point of contact for all escalated PCard matters for all Health Agencies.



Liaison with Westpac regarding card administration, card activity and compliance assurance.
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Responsibility for the system administration of the operational EMS and for the issuance and
maintenance of PCards to approved card holders on behalf of the Health Agency.



Auditing - distribution of reports on behalf of each Health Agency to assist with the maintenance
and integrity of the program.



Audit reporting to assist with the enforcement of the Infraction policy.



Ensuring all related documentation is maintained and all PCard details are securely stored.

Please refer to HealthShare Procurement and Logistic page or PCard page for current information on key
contacts, forms and processes.
Pharmaceuticals and vaccines are managed by the JH&FMHN Pharmacy Department on iPharmacy under the
Government Contract and through the vaccine centre.
3.2.1

New Suppliers

HealthShare provides an extensive range of clinical products. However the range can be exhaustive, for
example, there are hundreds of hand hygiene products and dozens of intravenous consumables. JH&FMHN EPIC- oversees matters relating to clinical products and equipment, to ensure that clinical practice is
supported by evidence of efficacy, safety, effective resource utilisation and assurance of an agreed process
for monitoring outcomes. Staff should refer to the EPIC publications to determine the appropriateness of the
new product before purchasing.
The following is the Responsibility Matrix with HealthShare for the creation of new supplier and maintenance
of existing supplier. Please contact the Finance Officer for further information.
Responsibility Matrix

RM#

Description

1

Identify need for Vendor creation or update

x

2

Complete Vendor Creation, Maintenance and Update From and
submit to HealthShare

x

3

Create or amend Vendor details in Oracle per Customer
instruction

x

4

Notify requestor of set up

x

3.3

HealthShare

Customer

Procurement for Goods and Services Supplied Outside of HealthShare

Catalogue
All goods and services sourced outside of the Catalogue must be obtained at the lowest price consistent with
customer specification and quality or national standards.
The following are examples of goods and services that may be obtained outside of the catalogue:
 Catering
 Travel which is organised through Flight Centre
 Consultants
 Speakers for Learning and Development Functions
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 Forums and conferences
 Uniform
 Stationery (via Officemax portal)
 Vehicles
 Mobile phones
 Pagers
 Landlines
 Waste services

3.4

New Products / Services

The development and documentation of exact specifications for new products or services are the
responsibility of HealthShare. HealthShare staff are available to provide assistance with specifications and
negotiations via the JH&FMHN Nurse Manager, Clinical Resources. However, similar to section 3.2.1 above –
staff should check with the JH&FMHN EPIC - for appropriateness of a new product prior to purchasing or
adding it to the JH&FMHN iProcurement catalogue.
3.4.1 Requesting the Introduction of New Clinical Products or Equipment
If a new product or equipment is required for clinical use, the following process must be followed:
 Request for New Equipment/Products online form to be completed by the requestor.
 The Request for New Equipment/Products is raised at the EPIC meeting by the Nurse Manager Clinical
Resources.
 A consensus is reached by the EPIC on the viability of the product or equipment within JH&FMHN
 A decision is made by the EPIC as to whether the product is either approved, rejected or approved for
evaluation or trial within selected JH&FMHN health centres and/or wards. Permanent introduction is
dependent on the trial/evaluation outcome.
 The requestor is notified of the outcome via the Nurse Manager, Clinical Resources.

3.5

Standing Orders

Standing orders (blanket order) should only be issued for expenditure which is generally minor and
repetitious in nature. Examples include utilities, external courier, medical gas-supply, etc. Standing orders
must be raised in iProcurement for the estimated amount required during the financial year or based on the
contractual arrangement. Approval of standing orders must be in accordance with the - Delegations
Authority. All standing orders must be closed at the end of a financial year.

3.6

Invoices without Purchase Order

Payment of an invoice must be supported by a valid requisition. Staff must raise retrospective requisitions for
any urgent procurement of goods and services where the invoice is received prior to issue of the requisition.

Policy: 2.150

Issue Date: 11 April 2017

Page 14 of 17

Purchasing

3.7

Procurement Card (PCard)

A PCard is a type of credit card with features that facilitate expenditure control and are a cost effective way of
purchasing high volume, low value goods and services. The PCard replaces the need to create purchase
orders for these types of transactions which are $5,000 or less. PCards must only be used for business related
expenses and in accordance with the Code of Conduct. All purchases of goods and services must comply
with NSW MoH PD2014_005 Goods and Services Procurement Policy. PCards must not be used to split
purchases, in order to negate credit limits. The requirements for the use of PCards are prescribed under NSW
MoH PD2016_005 Application and Use of Procurement Cards (PCards) with NSW Health.
The following is the Responsibility Matrix with HealthShare in relation to the management of PCard (Process
Flow Diagram):
Responsibility Matrix

RM#

Description

1

Order goods/services from supplier using PCard

x

2

Receipt goods/services in Expense Management System

x

3

Automatic upload to General Ledger

x

4

Automatic payment to supplier within 3 business days of goods
receipt in EMS

x

5

Automatic settlement of PCard account within 15 days of
statement end date

x

3.8

HealthShare

Customer

Procurement Advisory Board

The role of the Procurement Advisory Board (required under NSW MoH PD2014_005 Goods and Services
Procurement Policy is to provide governance and assurance for all procurement projects valued over
$250,000. The function of the Procurement Advisory Board is incorporated into the Network’s monthly
meeting of Executive Directors, as a regular agenda item, and all decisions provided to the JH&FMHN Board
meeting for information.

3.9

GIPA Regulation

The Government Information (Public Access) Regulation 2009 requires government agencies to publish on
their websites a range of open access information, including procurement activities with private sector
bodies, estimated amount payable to the contractor greater than $150,000 (excluding GST), from the date on
which the contract became effective and the duration of the contract, within 60 days. Additional disclosure is
required for class 2 and 3 contracts, which involve direct negotiation with supplier and no tender process. To
facilitate the disclosure of the procurement information, the relevant HealthShare Sourcing Department may
make contact with the requesting staff for additional details required. Disclosure of this information is
mandatory and non-compliance can incur a range of penalties. (For any additional information on the
Government

Information

(Public

Access)

Act

2009

refer

to

the

NSW

MoH

website

http://www.health.nsw.gov.au/gipaa/index.asp or contact HealthShare Procurement Service Desk (1300 883
965). Alternatively Contract Disclosure form can be completed.
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3.10 30 Day Small Business Policy
From 14 July 2011, the NSW Government implemented a new payment of accounts terms associated with
Small Business. From that date, all Small Businesses may be eligible to be paid within 30 days where certain
conditions are met.
A Small Business is defined as a supplier that has an annual turnover of less than $2 million per annum.
Further details of this policy can be found on the Treasury Circular NSW TC 11/12.

3.11 Registration of New Equipment
All new medical and dental equipment must be registered with the Nurse Manager, Clinical Resources and
the Manager of Facilities and Logistics. This ensures adequate servicing and maintenance is performed on all
medical equipment. The New Product Registration online form must be completed within 7 days of clinical
equipment acquisition.

4. Contact Details
Generic email: finance@justicehealth.nsw.gov.au
Finance Support Officer (FSO)

(02) 9700 3080

Finance Officer (FO)

(02) 9700 3032

Nurse Manager, Clinical Resources

(02) 9700 3026

Financial Accountant (FA)

(02) 9700 3033

HealthShare Procurement Service Desk 1300 883 965
Chief Financial Officer

(02) 9700 3031

Executive Director, Corporate Services

(02) 9700 3335

5. Definitions
Must
Indicates a mandatory action to be complied with.
Should
Indicates a recommended action to be complied with unless there are sound reasons for taking a different
course of action.

6. Legislation and Related Documents
Legislation

Government Information (Public Access) Regulation 2009 Section 27

Ministry of Health

PD2014_005 Goods and Services Procurement Policy
PD2016_005 Application and Use of Procurement Cards (PCards) with NSW Health

JH&FMHN Forms

Policy: 2.150

2.022 Delegations Authority

Issue Date: 11 April 2017

Page 16 of 17

Purchasing
and Policies

FIN411 Oracle Financial & Procurement Access Request Form
FIN405 Checklist – Steps in the Procurement Process for Goods and Services
including ICT
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1. Preface
Justice Health & Forensic Mental Health Network (JH&FMHN) recognises, encourages and values the positive
contribution of staff. To ensure outstanding work and innovative practices are widely recognised and
rewarded, JH&FMHN has developed the Recognition and Awards Program (RAP).
Along with supporting the recognition of outstanding performance, hard work, and achievements made by
our staff, the program will provide a pathway to support the submission of nominees from internal to
external formal award programs. The program will serve as a conduit to lodge or nominate to State, National
and other professional peak body awards and recognition systems. This will facilitate the quality and
therefore competiveness of our submissions to programs internal & external to JH&FMHN.
The award programs established have been recognised as being integral to our high performance, client
focused and innovative culture. The Recognition and Awards Program will be celebrated at a JH&FMHN
major event once a year, or on alternative years.

2. Policy Content
2.1

Mandatory Requirements – Eligibility Criteria

Staff members must satisfy the following eligibility criteria in order to be considered for an award:


The awards recognise a commitment to working in NSW Health. Accordingly, nominees must be
employees of JH&FMHN - either temporary, permanent or on secondment from another entity of
NSW Health Awards issued are at the discretion of the Chief Executive



Agency contractors and agency consultants are not eligible for the Employee of the Year or Years of
Service Awards - see criteria for awards non-employee may be eligible for a Quality Award.



Any current employee of JH&FMHN may be nominated for employee of the year, excluding
members of the Network Executive Team.



The nominated staff members’ performance must represent a standard of meeting or surpassing
expectations in the course of their work for JH&FMHN.



The nominated staff members’ performance must be recent (i.e. demonstrated within the last twelve
months).



Nominees cannot have previously won an award for the same contribution in the last 12 months.



Nominations that have previously won a quality and innovation Award or quality award can be resubmitted as long as the nomination can demonstrate improved outcomes since the previous
nomination.



Nominees whose employment is subject to current disciplinary action or current investigation are not
eligible.



Nominations including for the quality Awards must be supported as detailed on the appropriate
nomination form, non-supported nominations are not registered, acknowledged or considered by
the evaluation committee / judging panel.
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Nominees who are on the Evaluation Committee/sub-committee or JH&FMHN Executive or Board
members are not eligible, due to potential conflict of interest.

2.2

Implementation - Roles & Responsibilities

The Chief Executive (CE) is required to:


Ensure that the standards set out in this policy are communicated to all managers and staff



Determine the CE encouragement Award.

Executive Directors are required to:


Promote, support and monitor the program



Support and endorse appropriate nominations considering the attributes of each nomination prior to
submitting.

Nominators are required to:


Ensure all relevant criteria are addressed on nomination and forward to the appropriate manager/
Service Director, Director or Executive Director for support/endorsement.



Inform the nominated party and gain consent to proceed with the nomination.



Keep a record of the nomination.

Review panel is required to:
 Act independently to review nominations and make recommendations to the CE, through the
Recognition and Awards subcommittee that can then be endorsed by the Workforce Steering
Committee.
Clinical & Corporate Governance Unit & Workforce is responsible for:


Issuing letters for the anniversary program, and providing the administrative support services to
manage the Recognition and Awards Program.

3. Procedure Content
Award Programs and Detailed Criteria
The JH&FMHN internal Recognition & Awards Program comprises the following awards:


Quality Awards (QA)



CE Encouragement Award (this is a category determined by nominations to Q&I Awards and is at the
discretion of the CE)



Rural Award



Team Award



Employee of the Year Award



Employee Years of Service Award



Employee One Year Anniversary Recognition
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3.1

Values Based Recognition

Quality Awards (QA)

The Quality Awards foster continual improvement of systems and services to enable resources to be used
more effectively in the delivery of services. They encourage a reflection on performance levels achieved and
motivate individuals and teams to look at ways of improving how they work. The awards are designed to
recognise success and promote the adoption of excellent business and management practices to enable the
development and growth of a culture of continual improvement, innovation, reform and change.
3.1.1

Quality Award Categories (QA)

QA categories are aligned with NSW Health Award categories as nominated by JH&FMHN:

3.2

Chief Executive Encouragement Award (Category within the Quality Awards)

This is not a direct entry category for the quality awards and as such all nominations received for the Quality
awards will be considered for the CE’s Encouragement Award. The award seeks to recognise
projects/programs that show Achieved great results.
For more information on the JH&FMHN Quality awards see our Recognition & Awards Program
Internet page

3.3

Rural Award

This is not a direct entry category for an award and as such all nominations received for the Quality and team
awards will be considered for the Rural Award. The award seeks to recognise projects/programs that impact
rural facilities, patients and families. This is awarded by Chief Executive (CE) based on recommendations from
the Recognition and Awards subcommittee.

3.4

Values Based Recognition (VBR)

The VBR is awarded to individuals who demonstrate exceptional service, outstanding performance and
display the best aspects of our values. VBR facilitates almost immediate regular and appropriate local level
recognition of positive behaviour and good to excellent performance.

3.5

Team Award

The JH&FMHN Team Award recognises exceptional team work from internal groups or bodies; this may
include the efforts of any group working to provide a service or manage a project or program of work. They
could also be a part of a nomination under the Partnership Award, but recognised through this award.
Teams may be grouped as cost centres, committees, working parties, short term project groups, research
collaborations and relationships with external providers such as HETI or universities. The definition of a team
for this award would generally not mean a whole of service or directorate.
These teams will have consistently, over an extended period of time, demonstrated ongoing levels of
excellence in the delivery of services and project actions and outcomes. They will also have demonstrated the
application of the JH&FMHN values and be highly engaged.

3.6

Employee of the Year
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This award is for individuals who demonstrate exceptional service and outstanding performance over an
extended period of time. They demonstrate our values and lead by example – they deliver above and
beyond. They are excellent communicators and build strong relationships. They follow through with requests
to ensure high quality service and contribute in a significant way towards JH&FMHN achieving it strategic
goals.
Finalists will also be recognised in the following manner:


A recognition announcement detailing all awards finalists by email, intranet and Important Notice.



Recognition in the monthly Inside News publication. & acknowledged at awards presentation event.

3.7

Employee Years of Service Awards

The Employee Years of Service Awards recognise employees who contribute to JH&FMHN through their
ongoing employment and commitment. Service is recognised in five year incremental blocks commencing at
5 years of continuous service. A badge, and in some instances a trophy and certificate, will be presented to
employees when they reach a years-in-service milestone. Those that reach the significant milestone of
20 years’ service or greater will be recognised by the CE.
3.7.1


3.8

Recognition
Service Badges are awarded to all recipients for the different year categories:
o

5 years of service: white badges

o

10 years of service: blue badges

o

15 years of service: bronze badges

o

20 years of service: silver badges

o

25 years of service: gold badges

o

30 years of service: orange badges

Employee One Year Anniversary Recognition

Employees may be eligible after 12 months’ service to receive a signed letter from the CE recognising their
one year anniversary of continued employment.
For more information on the JH&FMHN Recognition and Awards Program, see Intranet page at.
Recognition & Awards Program Internet page

3.9

Judging Commencement

Following the nominated closing date for the awards, as advertised by an important notice and documented
on Intranet page.

4. Definitions
Must
Indicates a mandatory action to be complied with.
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Should
Indicates a recommended action to be complied with unless there are sound reasons for taking a different
course of action.

5. Legislation and Related Documents
JH&FMHN Policies &

2.100 Motor Vehicles

Procedures

Recognition & Awards Program Procedure Manual & Business rules

JH&FMHN Forms

FIN401 Travel Application
FIN402 Travel Allowance Claim Form
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Enterprise Wide Risk Management
Implementation Guide to NSW Ministry of Health Policy directive
PD2015_043 Risk Management - Enterprise-Wide Policy and Framework
Policy Number

2.155

Policy Function

Leadership and Management

Issue Date
Summary

6 April 2016
The NSW Health Enterprise-Wide Risk Management policy directive provides a
framework for Local Health Districts and Specialty Networks to establish risk
management practices in accordance with the Australian/New Zealand
Standard 31000:2009.
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1. Preface
The NSW Ministry of Health (MoH) policy directive PD2015_043 Risk Management - Enterprise-Wide Policy
and Framework provides a framework for Local Health Districts and Specialty Networks to establish risk
management practices in accordance with the Australian/ New Zealand Standard 31000:2009 Risk
management - Principles and Guidelines AS/NZS ISO 31000:2009.
Risk management is defined in AS/NZS ISO 31000:2009 as “The effect of uncertainty on objectives”. By
applying the principles of risk management, Justice Health & Forensic Mental Health Network (JH&FMHN) is
able to minimise or avert losses resulting from adverse events and changing environments.

2. Policy Content
2.1

Mandatory Requirements

All staff must manage identified risks within their own area, and within their capacity and delegation of
authority. Within the context of the custodial environment, where a risk has been identified that directly
relates to custodial constraints/policy/procedures, health staff, where possible, should manage the risk
though local consultation with partner agencies. Risks that are beyond a staff member’s capacity and / or
delegation of authority must be escalated to a higher level of management for acceptance and management
of the risk.
Identified and assessed risks must be reported and managed through line managers and escalated to
Executive Directors, where appropriate.

2.2

Implementation - Roles & Responsibilities

All staff have a responsibility in identifying and reporting risk using the JH&FMHN line management
structure (risk escalation). However, it is important to acknowledge major staff groups and their involvement
in the risk management process.
2.2.1

Staff

Frontline staff are best placed to identify risk. An identified risk must be reported to their supervisor /
manager in a proactive manner, and strategies to reduce and/or mitigate the risk may be suggested.
2.2.2

Department / Unit Managers (Tier 4)

A department / unit manager identifies, manages and monitors risk. Managers must maintain a department /
unit risk register comprising of clinical and corporate risks. This is to comprise, at a minimum, the top 3
department / unit risks. The risk register must be updated quarterly at a minimum. Risk management should
be discussed at staff meetings. Any risk outside the manager’s capacity and/or delegation of authority must
be escalated to the next tier of management.
2.2.3

Service & Clinical Directors / Cluster Managers (Tier 3)

A service / clinical director ensures that the risk assessment and management process is occurring within
their areas of responsibility and guides department / unit managers in managing risks as required. Tier 3
managers must maintain a risk register comprising of clinical and corporate risks. The risk register must be
updated quarterly at a minimum. Any risk outside the manager’s capacity and / or delegation of authority
must be escalated to the next tier of management. Risks must be reported to appropriate committees for
support in risk mitigation and management.
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2.2.4

Executive Directors (Tier 2)

Executive Directors manage material operational issues, which include risks, and ensure the Chief Executive
(CE) is informed of high and extreme risks identified within their portfolio. (Refer to NSW Risk Matrix) Lesserranked risks may be raised with the CE at their discretion. Executive Directors should provide reporting
managers with guidance on managing risk. Executive Directors must maintain a directorate risk register
comprising of clinical and corporate risks. The risk register must be updated quarterly at a minimum. Risks
must be reported to appropriate committees for support in risk mitigation and management. All risks must
have a formal review at least annually. Directorate risks must be reported to the Network Executive Team
(NET) quarterly to support the build of the Enterprise Wide Risk Register. Risks outside the delegation of an
Executive Director must be escalated to the CE and included on the Enterprise Wide Risk Register.
2.2.5

Chief Executive

The CE role is one of leadership, which reviews, monitors, manages and directs the risk management process
to ensure effective governance. The CE is the conduit between the NET and the Board. The CE is responsible
for escalating appropriate risks to the Board and the Ministry of Health and managing risks as determined at
the Board level.
2.2.6

Justice Health & Forensic Mental Health Network Board and Sub-Board Committees

 Board: Reviews the Enterprise Wide Risk Register and contributes to the management of risk as
relevant to the Board’s role and function.
 Quality Council: Advises the CE and Board of the organisation’s exposure to extreme and high clinical
and performance risks, the extent to which they are being managed and the impact of these risks.
 Finance & Performance Committee: Advises the CE and Board of the organisation’s exposure to
extreme and high corporate, financial and performance risks, the extent to which they are being
managed and the impact of these risks on the financial performance of the organisation.
 Audit & Risk Management Committee: Responsible for the independent assurance and review of the
organisational risk management framework including corruption and fraud prevention, applicable laws
and regulations, government directives and NSW Policy Directives and external accountability.
2.2.7

Management and / or Administrative Committees

The role of management and / or administrative committees e.g. Clinical Governance Committee, Clinical
Operations and Governance, Drug & Therapeutics Committee, Commercial Services Managers Committee
and Workforce Development Committee is to provide leadership on clinical and non-clinical risk
management, develop indicators to monitor performance, monitor and review incidents and complaints and
report performance to the Executive.
2.2.8

Governance Unit

The Governance Unit is responsible for:
 Facilitating training and providing advice on the effective implementation of the JH&FMHN risk
management framework.
 Advising Tier 2 managers of key timeframes for risk review.
 Maintaining and reporting on the Enterprise Wide Risk Register.
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3. Procedure Content
3.1

Defining Risk

The NSW Health Enterprise-Wide Risk Management policy directive provides a framework for local health
districts and speciality networks to establish risk management practices in accordance with the AS/NZS ISO
31000:2009.
Risk management refers to a coordinated set of activities and methods that is used to direct an organisation
and to control the many risks that can affect its ability to achieve objectives (AS/NZS ISO 31000:2009). By
applying the principles of risk management, JH&FMHN is able to minimise or avert losses resulting from
adverse events and changing environments. There is a close relationship between risk management and the
quality cycle, as the goal of risk management is to explicitly and clearly mitigate risks through management
and the quality improvement process.
JH&FMHN staff must review this policy in conjunction with the overarching NSW MoH PD2015_043 Risk
Management - Enterprise-Wide Policy and Framework.

3.2

Effective Risk Management

Effective risk management assists JH&FMHN to:
 Achieve continuity of service delivery;
 Achieve better outcomes in terms of safety, service effectiveness and efficiency for our patients and
staff;
 Gain a more rigorous basis for strategic planning as a result of a structured consideration of the key
elements of risk;
 Avoid unexpected costs, through the identification and management of undesirable risks;
 Achieve open decision-making and management processes; and
 Enhance accountability and governance.
Risk Management assessments must be built into all planning and project management activities.

3.3

Identifying Risk

JH&FMHN maintains a structured framework through which risks are identified and managed. Risks are
identified and managed through the following (including, but not limited to):
 Incident Information Management System (IIMS) data;
 RCA recommendation(s);
 Death Reviews;
 Patient/client feedback;
 Multidisciplinary, multi-speciality, clinical review meetings;
 Clinical handover;
 Case Reviews;
 Morbidity and mortality meetings;
 Clinical cases of concern review;

Policy: 2.155

Issue Date: 6 April 2016

Page 4 of 5

Enterprise Wide Risk Management
 Meetings such as, staff and patient safety;
 Clinical indicator / key performance indicator activity and benchmark reporting;
 Action plans;
 Audit(s) – internal and external;
 External Reviews such as the National Safety and Quality Health Standards

Clinical Excellence

Commission, Quality Systems Assessment and NSW Health Work Health Safety (WHS) Injury
Management Profile (Numerical Profile);
 Staff observation;
 Finance/operating results;
 Introduction of new practice guidelines;
 Policies and procedures; and
 Information Security Management System (ISMS) Risk Register

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

Work Health and Safety Act 2011 (NSW)
Workplace Injury Management and Workers Compensation Act 1998 (NSW)

JH&FMHN Policies and
Procedures

1.078 Clinical Risk Assessment and Management – The Forensic Hospital
2.020 Corruption Prevention and Fraud Control
2.030 Incident Management
5.110 Work Health and Safety
5.115 Work Health and Safety Risk Management
5.135 Security Risk Management

NSW MoH Policy Directives,
Information Bulletin and
Guidelines

PD2015_043 Risk Management – Enterprise-wide Policy and Framework
PD2010_039 Internal Audit
PD2013_005 Work Health and Safety: Better Practice Procedures
IB2013_024 NSW Health Policy and Standards for Security Risk Management

Standards
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Policy Number
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Policy Function

Leadership and Management

Issue Date
Summary

24 October 2016
This policy adopts the NSW Government Strategic Communications Social
Media Policy. It contains instructions for Justice Heath & Forensic Mental Health
Network staff using social media, which incorporates many different types of
internet applications that allow user generated content and exchange of
information.
The policy also provides advice for staff wishing to use social media to promote
their units within Justice Health & Forensic Mental Health Network, and
outlines the expected standard of conduct when participating in social media
forums.
The usage includes blogs and micro blogs (Facebook, LinkedIn, Twitter etc.),
wikis (Wikipedia), forums, groups (Google groups, Yahoo groups etc.) photo
and video sharing (You Tube, Vimeo etc). The policy is to provide guidance on
the use of social media.

Responsible Officer
Applicable Sites

Executive Director Governance & Commercial Services
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 2.163 (September 2015)

Change Summary

 Minor wording changes
 Inclusion of reference to policy 2.002 Acceptable Use of Communication
Systems
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1. Preface
This policy applies to the personal use of social media sites by Justice Health and Forensic Mental Health
Network (JH&FMHN) employees as well as employees wishing to use social media to promote their units
within JH&FMHN.
Social media as a tool is increasingly being used as a key personal and professional channel by NSW Health
organisations.
This policy aligns with existing JH&FMHN policies, such as the 2.010 Code of Conduct, 2.018 Media and
Communications (External), and 2.002 Acceptable Use of Communication Systems.
There are two components in relation to the use of social media – personal use of social media by staff and
the official use of social media. Staff must be aware that the use of social media, even in a personal capacity,
may be governed by JH&FMHN policies and protocols.
Staff are bound by the JH&FMHN policy 2.010 Code of Conduct and even off duty staff conduct could reflect
on JH&FMHN as an organisation. If you identify yourself as a staff member when using social media, or if you
can be identified as a JH&FMHN employee on the basis of your posts or user profile, then you must ensure
the protection of the reputation of JH&FMHN as an organisation.
As an employee, you must ensure that all comments you make online or face to face are respectful and
consistent with values of the organisation. The dignity and confidentiality of patients must be maintained in
the management of your site.
Examples of social media include, but are not limited to the following:


Facebook - a popular free social networking website that allows registered users to create profiles,
upload photos and videos, send messages and maintain contact with friends, family and colleagues;



Twitter - a micro blogging tool to share information;



Google - designed to replicate the way people interact offline more closely than is the case in other
social networking services;



Wikipedia - free, open content encyclopaedia;



LinkedIn - created for business networking;



Microblogging - to post very short entries, such as a brief update or photo, on a blog or social
networking website; and



Blog - a website on which an individual or a group of users record opinions, information etc. on a
regular basis.

2. Policy Content
2.1 Mandatory Requirements
The guiding principle with regard to the use of social media is that it should be open, collaborative,
responsive, reliable and appropriate. It should be consistent with the JH&FMHN policies 2.010 Code of
Conduct, 3.020 Conduct and Discipline and 2.002 Acceptable Use of Communication Systems.


Staff must use official accounts proactively and responsibly.



The NSW Government encourages agencies to use social media in a way that is consistent with the
following five guiding principles:
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1. Open - use social media to share and promote access to information and services and to be
transparent and accountable.
2. Collaborative – create opportunities to listen to and engage with staff, the public, local
communities and industry.
3. Responsive – empower staff to respond quickly to customers and emerging issues.
4. Reliable – support a consistent and quality experience.
5. Appropriate – use social media in a manner that is consistent with public sector values, legal
requirements, related policies and codes of conduct that apply.

2.2 Implementation - Roles & Responsibilities
All staff are responsible for:
Compliance with this policy and the associated JH&FMHN policies 2.010 Code of Conduct, 3.020 Conduct and
Discipline and 2.002 Acceptable Use of Communication Systems

3. Procedure Content
3.1 Private use of social media
1.

JH&FMHN recognises that staff may wish to use social media in their personal life. This policy does
not intend to discourage nor unduly limit their personal expression or online activities. However, staff
must always uphold the JH&FMHN Values and the JH&FMHN policy 2.010 Code of Conduct.

2.

Staff should recognise the potential for damage to be caused (either directly or indirectly) to the
organisation in certain circumstances via their personal use of social media when they can be
identified as a JH&FMHN employee. Accordingly, staff must comply with this policy to ensure that
the risk of such damage is minimised.

3.

Staff should be conscious of whom they share information with and be aware of the privacy settings
of the tool they are using.

4.

Staff must be mindful that information posted online is public and permanent. If staff are posting
online it means they are ‘on record’. Staff must carefully consider posting any comments,
photographs or information that may affect their reputation as a JH&FMHN employee and also the
reputation of JH&FMHN. Further, posting offensive material could be in breach of JH&FMHN policy
2.010 Code of Conduct.

5.

Staff must abide by the JH&FMHN policies 2.010 Code of Conduct and 3.020 Conduct and Discipline,
and must not post any material that is libellous, discriminatory, harassing, obscene, threatening, or
which discloses other people’s personal information or infringes intellectual property.

6.

Staff must not make any official comment on behalf of JH&FMHN in social media about Corrective
Services NSW, Juvenile Justice NSW and/or other Government agencies and/or any incident, policy
or procedure without prior authorisation.

7.

Staff must not in their capacity as NSW Health employees make any official comment on social
media without prior authorisation in accordance with 2.010 Code of Conduct.

3.2 Official use of social media
1.

JH&FMHN encourages planned official use of social media to enhance open and honest
communication, collaboration, promotion and information exchange.
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2.

All proposals for social media must be presented for approval to the relevant Executive Director.

3.

The proposals must highlight who is responsible for implementation, monitoring and evaluation of
the social media channel along with its key aims, objectives and an understanding of the risks
involved.

4.

Staff must ensure compliance with privacy legislation and confidential information should not be
disclosed.

5.

JH&FMHN monitors all mentions of JH&FMHN and references across social media. JH&FMHN will
examine any negative comments or concerns about the agency that have been raised and address
them.

6.

Any complaints received on Twitter and other channels is subject to the complaints procedure of the
agency.

7.

Breaches of the social media policy may result in disciplinary action that could include counselling,
formal warnings or termination.

4. Definitions
Must
Indicates a mandatory action or requirement.
Should
Indicates a recommended action that needs to be followed unless there are sound reasons for taking a
different course of action.
Social Media
Is the collective of online communication channels dedicated to community based input, interaction, content
sharing and collaboration. Social media is defined as media designed to be disseminated through social
interaction, created using highly accessible and scalable publishing techniques. Examples include but are not
limited to LinkedIn, Google, Wikipedia, Blogs, Yahoo Groups, Twitter, Facebook, and YouTube.

5. Legislation and Related Documents
Legislation

Health Records and Information Privacy Act 2002
Government Information (Public Access) Act 2009
Government Sector Employment Act 2013
Privacy and Personal Information Protection Act 1998

NSW MoH Policy

PD2009_076 Use & Management of Misuse of NSW Health Communications Systems

Directives and

PD2014_042 Managing Misconduct

Manuals

PD2015_049 NSW Health Code of Conduct
Privacy Manual for Health Information

JH&FMHN Policies

2.002 Acceptable Use of Communication Systems
2.010 Code of Conduct
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2.018 Media and Communications (External)
3.020 Conduct and Discipline
NSW Government
Strategic

Social Media Policy

Communications
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Leadership and Management

Issue Date
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Applicable Sites

22 July 2014
Employees of Justice Health & Forensic Mental Health Network (JH&FMHN)
including agency doctors and nurses (does not include Visiting Medical Officer
(VMO), Visiting Dental Officer (VDO) and contractors) are paid fortnightly in
accordance with public sector policy and health sector industrial awards. Salary
payments to staff will only be approved following the production of an authorised
time sheet. This policy details the administration of the pay process.
Executive Director Governance and Commercial Services
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
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1. Preface
Employees of Justice Health & Forensic Mental Health Network (JH&FMHN) including agency doctors and nurses
(does not include Visiting Medical Officer (VMO), Visiting Dental Officer (VDO) and contractors) are paid
fortnightly in accordance with public sector policy and health sector industrial awards. Salary payments to staff
will only be approved following signing off on the authorised electronic rosters. This policy details the
administration of the pay process.

2. Policy Content
2.1


Mandatory Requirements
All staff must advise their manager of any changes to the rostered hours worked to ensure an accurate and
true record of their hours worked. All staff are rostered their work hours in the electronic roster system.
Managers must verify the accuracy of staff hours worked and position code before signing off the electronic
rosters.
Employee Services will not process an electronic roster that has not been approved by the relevant manager.




Following the end of the pay period the pay processing cycle runs over three working days. In this short period
of time, electronic rosters are processed, the payroll is checked, approved and actioned, funds are transferred to
accounts and pay slips are issued. To ensure staff are paid on time, it is important that managers and staff
comply with the following responsibilities.

2.2

Implementation - Roles & Responsibilities

Staff
 All staff must advise their manager of any changes to the rostered hours worked to ensure an accurate
and true record of their hours worked.
 Forward supporting documentation e.g. leave applications, medical certificates, pay adjustment forms etc.
to their manager for placement into the employee’s Trim personnel file.
 Advise Employee Services of any change in banking details.
 Any employee who accepts payment for an incorrect roster and makes no attempt to bring the error to
their manager’s attention, may be guilty of corrupt conduct. If this is proven, disciplinary action may
apply.
Managers are responsible for:
 Briefing new staff on the local arrangements for rosters and staff related responsibilities as above, the
completion and approval of the electronic rosters and the issue of pay slips.
 Ensuring electronic rosters are electronically approved or signed off on time - currently before 10.30 am
on Monday prior to the pay day.
 Checking electronic rosters to ensure they are completed accurately before approving them. This includes
updating the Rostering Unit / cost centre code if the employee’s salary is to be costed against a different
Rostering Unit / cost centre code.
 Only approving a time sheet in accordance with the Network’s Delegations Authority.
 Keep Employee Services informed if there is going to be a delay in the sign off of electronic rosters.
 Submit Payroll Adjustment forms (when necessary) in a timely manner.
 Advise Employee Services in writing of any changes to the pay and employment conditions of staff – use
the Staff Variation Advice form (EMP133).
Employee Services
 Brief new staff as part of the Network’s Orientation Program on the pay process.
 Provide information to staff on the pay process and changes such as public holidays.
 Maintain the various pay processing forms – available on JH&FMHN’s Intranet.
 Process the pay to ensure that staff are paid on time and in accordance with public sector policy and
health sector industrial awards.
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3. Procedure Content
Managers and staff should raise issues with the pay process as they arise. If the manager is unable to resolve pay
issues, the pay staff should be contacted. Only urgent issues should be referred to the pay staff during the pay
processing cycle.
If required there are provisions for producing a manual pay on the Friday following the Thursday pay day. In
order to produce a manual pay for staff, the manager must contact Employee Services as soon as possible once a
problem has been identified.
The following covers a range of procedures relevant to the pay process.
New Employees
New staff are provided with a number of employment related forms to complete. Employee Services is unable to
process any salary payment for new staff until these forms are completed and returned to Employee Services
with enough time to establish the employee onto the pay system.
Completing an Electronic Roster
 Normal Hours Worked. This should reflect the rostered hours worked and ADO’s (Additional / Allocated
day off) and should not exceed a persons contracted hours.
 Call Backs. The actual starting and finishing time of a Call Back is to be entered. The minimum 4 hours
for each Call Back should be claimed in the Total.
 Cost Centre (if different to the usual cost centre). ProAct user has access to change the cost centre if
required
 Higher Grade Duties (HGD). All the information requested is to be completed before HGD can be paid.
For all Manager and Senior Executive Service (SES) / Health Executive Service (HES) positions the person
must be acting for a minimum of one week (5 working days) before HGD can be paid. For HM positions,
the actual salary to be paid needs to be stated.
Leave Forms
Leave taken during the pay period must be supported by a completed and approved Leave Form. Managers
should note the different approval authorities for some leave – refer to JH&FMHN’s Delegations Authority.
Medical certificates do not need to be attached to the Leave Form unless the sick leave period exceeds 2 days, or
the employee is on a sick leave management plan. All these should be scanned into the individual staff
member’s TRIM personnel file.
Overtime
Staff have no authority to work overtime that has not been approved in advance by the relevant manager. Staff
who agree to take overtime as Time in Lieu (TIL) are expected to take the TIL within three months of it accruing.
TIL can only be taken at a time convenient to JH&FMHN and the employee. The discretion to approve the taking
of TIL rests with the health service.
Not all Staff have an award entitlement to overtime (and therefore TIL); typically this includes senior managers.
On Call
Staff have no authority to claim an ‘on call’ payment unless they have been placed on an authorised ‘on call’
roster by the relevant manager.
Pay Adjustments
Adjustments to an employee’s pay must be requested in writing using the Payroll Adjustment Form. The
adjustment will be processed in the next pay cycle.
Seconded Staff
Staff seconded within JH&FMHN should be transferred to the appropriate cost centre by the manager
completing Staff Variation Advice (SVA) Form and forwarding it to Employee Services. This will ensure the staff
member’s details are transferred for the electronic rosters to be accurate.
Staff seconded to external agencies are normally paid by the external agency. Where the Chief Executive has
approved the staff member to continue to be paid by JH&FMHN and the external agency invoiced for the salary,
the staff member is required to complete a Time Sheet. The staff member should submit the Time Sheet to the
Director Workforce via email to ensure the hours worked are entered into the electronic roster for processing for
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payment. The staff member must ensure the Time Sheet is approved by the manager of the staff member at the
external agency.
Termination of Employment
When staff are ceasing employment they must complete a Termination Advice Form and forward this
documentation to their Manager. Termination pays will be processed for payment on or just after the final day
of employment. Final pays are made into the employee’s nominated bank account and not by cheque.
Forms
The full range of Employee Services forms (including the timesheet) are available on JH&FMHN’s intranet.

4. 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.

5. Legislation and Related Documents
Legislation

Health Services Act 1997
Privacy and Personal Information Protection Act (1998)
Work Health and Safety Act 2011
Health Records and Information Privacy Act 2002

JH&FMHN Policies and
Forms

2.010 Code of Conduct
5.035 Delegations Authority
EMP133 Staff Variation Advice

NSW MoH Policy
Directives

PD2005_554 Privacy Management Plan

External Agencies

NSW Health Sector Industrial Awards
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