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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 

Medication Management 

Policy Number 1.020 

Policy Function Continuum of Care 

Issue Date 20 May 2013 

Summary This guideline provides clear, safe and comprehensive guidelines for the 
prescribing, dispensing, administration, supply, storage, disposal and distribution 
of medications in Justice Health & Forensic Mental Health Network (The Network). 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.020 (Oct 2009) 

Change Summary  Update Guideline references 

TRIM Reference POLJH/1020 

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

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

This guideline outlines the prescription, dispensing, administration, supply, storage, disposal and distribution o f 
all medications in The Network and the mandatory compliance with Ministry of Health (MoH) policy directives 
and guidelines and The Network guidelines, procedures and safe work practices.  

Guidelines and procedures for the safe and quality use of all medication in The Network are developed and 
approved under the auspices of the Network’s Drugs and Therapeutics Committee which includes clinicians from 
pharmacy, medical and nursing professions 

The Network Medication Guidelines The Network Formulary, Nurse initiated Medications Protocols, Standing 
Orders Protocols and all other specialised Medication Protocols and Guidelines have been developed and 
approved to provide all clinical staff with a comprehensive guide to the supply, prescription, administration, 
storage and disposal of medication in The Network. 

2. Policy Content  

2.1  Mandatory Requirements 

The Network Medication Guidelines  and associated documents incorporate the requirements of the NSW Poison 

and Therapeutics Goods Act (1966), Poisons and Therapeutic Goods Regulations (2008), and MoH PD2007_077 
Medications Handling in NSW Public Hospitals. 

The Network Medication Guidelines and associated documents are available on SharePoint, and staff must refer 
to these for all procedures relating to the management of medications. 

2.2 Implementation - Roles & Responsibilities 

All staff must ensure that their practice is informed by the Network Medication Guidelines and associated 
documents and are encouraged to refer to them regularly to ensure compliance with these documents. 

3. Definitions 

The Network Medication Guidelines and associated documents 

Incorporates the Network Medication Guidelines, The Network Formulary Nurse initiated Medications Protocols, 
Standing Orders Protocols and all other specialised Medication Protocols and Guidelines. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_077.html
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4. Legislation and Related Documents 

Legislation Poisons and Therapeutic Goods Act 1966 (NSW) 

Poisons and Therapeutic Goods Regulation 2008 (NSW) 

JH&FMHN Guidelines and 
Manuals 

Adolescent Nurse Initiated Medications Protocols 

Adolescent Standing Orders 

Adult Nurse Initiated Medications 

Adult Standing Orders 

Drug and Alcohol Procedure Manual 

Forensic Hospital D&A Operations Manual 

Guidelines for the Management of Constipation  

Guidelines for the Management of Patients on Anticoagulation Therapy 

High Risk Medicine Management Framework 

Management of Patients on Clozapine 

Medication Guidelines 

Mental Health Adult Standing Orders 

Poisons and Therapeutic Goods Act 1966 (NSW) 

Poisons and Therapeutic Goods Regulation 2008 (NSW) 

Prescribing Formulary 

Psychotropic Medications Prescribing Guidelines 

NSW MoH Policy Directives PD2007_077 Medications Handling in NSW Public Hospitals 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://intranetjh/Documents/Medications/Adolescent%20Nurse%20Initiated%20Medication%20Protocol.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adult%20Nurse%20Initiated%20Medication%20Protocol.pdf
http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://intranetjh/Documents/Medications/JH_Guidelines_for_the_Management_of_Constipation.pdf
http://intranetjh/Documents/Medications/Guidelines%20for%20the%20management%20of%20patients%20on%20anticoagulation%20therapy.pdf
http://intranetjh/Documents/Medications/High%20Risk%20Medicine%20Management%20October%202012.pdf
http://intranetjh/Documents/Medications/Patients_Clozapine.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://intranetjh/Documents/Medications/Prescribing_Formulary.pdf
http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_077.html
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Clinical Observation Beds in Health Centres (Adults) 

Policy Number 1.025  

Policy Function Continuum of Care 

Issue Date 4 November 2014 

Summary This policy outlines the process of managing patients with health conditions 

who require placement in designated Clinical Observation Beds within Adult 

Health Centres. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.025 (September 2012)  

Change Summary  Update of title names 

 Reconfiguration to align with the current policy template 

TRIM Reference POLJH/1025 

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

 

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

Clinical Observation beds are non admitted beds located in Adult Health Centres that are used to 

accommodate patients who require a higher level of observation for Primary Health, Drug & Alcohol, 

Population Health and Mental Health issues.  

This policy provides a framework to ensure the consistent management of patients requiring placement in a 

Clinical Observation bed by: 

 identifying patients suitable for placement in Clinical Observation beds, and 

 establishing guidelines for the clinical management of patients placed in Clinical Observation beds. 

2. Policy Content  

2.1 Mandatory Requirements  

The following guidelines must be considered prior to placement in a Clinical Observation bed: 

 Where a patient’s health condition has deteriorated, the appropriate Medical Officer (MO) must be 

contacted by Health Centre staff regarding ongoing care and placement. The MO will then determine 

the appropriate placement option. This may include referral to the local Emergency Department, 

transfer to Long Bay Hospital or placement in a Clinical Observation bed. 

 Patients may be transferred from one Correctional Centre to a Centre with Clinical Observation beds if 

clinically indicated. This decision must be made in consultation with the Nursing Unit Manager (NUM) 

or delegate and Medical Officer (MO) from both the sending and receiving centres to ensure 

continuity of care. A Justice Health & Forensic Mental Health Network (JH&FMHN) Health Problem 

Notification form (Adults) (JUS005.001) must be completed by JH&FMHN staff requesting the transfer 

of a patient by Corrective Services New South Wales (CSNSW).  

 The Nurse Unit Manager (NUM) or delegate may place patients in Clinical Observation beds for 

supportive accommodation while nursing assessment of mobility, activities of daily living and 

socialisation to the correctional setting are attended. An example of this would be the transition into 

the custodial setting for a frail or aged patient. 

 Acutely ill patients requiring any clinical intervention not available in the JH&FMHN setting must not 

be placed in a Clinical Observation bed and must be sent to the nearest Emergency Department. 

 Prior to discharging a patient, JH&FMHN staff must advise the local hospital of the level of care 

available in JH&FMHN Clinical Observation beds, and that it is not comparable to inpatient care in the 

hospital setting. Patients should not be returned to the Health Centre if they require inpatient hospital 

level care. Potential transfer to Long Bay Hospital should be discussed with the appropriate JH&FMHN 

MO and the treating MO at the hospital. 

Placement in a Clinical Observation bed: 

 must only be utilised by patients who require a higher level of clinical observation, such as monitoring 

withdrawal symptoms.  

 must only be utilised on a short term basis. 

 must not take the place of care that should be provided within a hospital setting.  
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 may be utilised in some settings for at risk patients being managed by the CSNSW Risk Intervention 

Team (RIT). The CSNSW RIT protocol governs the ongoing management and clearance of these 

patients.  

 may be utilised by CSNSW for custodial placement should the bed not be required for health related 

reasons. This must be recorded as a CSNSW Placement in the patient’s Health Record. Should the need 

arise for a patient to be placed in an observation bed for health reasons, the Health Centre NUM or 

delegate must liaise with and provide a JH&FMHN Health Problem Notification form (Adults) 

(JUS005.001) to the Manager of Security or Officer in Charge to facilitate this move. Any unresolved 

issue will require escalation to the Cluster Nurse Manager or After Hours Nurse Manager for 

assistance.  

2.2 Implementation - Roles & Responsibilities 

Placement on the Advice of a Medical Officer 

Once a decision has been made by the MO of the respective clinical stream to place a patient in a Clinical 

Observation bed, the MO must advise nursing staff of: 

 the required level of observation, 

 regularity of clinical measurements, 

 any further investigations or follow up, and  

 any symptoms that may indicate that the patient’s condition is deteriorating and any action that may 

need to be taken in this event. 

For all other Clinical Observation bed placements, the purpose for placement and level of monitoring 

required must be documented in the patient’s Health Record by the NUM or delegate. 

NUM or Delegate 

The NUM or delegate is responsible for the shift by shift overall co-ordination and management of patients 

placed in Clinical Observation beds and is the initial point of contact for staff with clinical concerns. They 

must review the treatment plan and co-ordinate any treatment ordered by the treating MO. They are 

responsible for ensuring the treating MO is informed of any changes in the patient’s health condition.  

3. Procedure Content  

3.1 Placement 

 If placement occurs out of hours, the Remote Offsite Afterhours Medical Services Protocol (ROAMS) 

must be followed to contact the appropriate on call MO. The MO must provide the appropriate Clinical 

Director with a handover of the case as per the clinical stream handover protocol to enable continuity 

of care to be transferred to the appropriate Chief Medical Officer (CMO), Visiting Medical Officers 

VMO or Staff Specialist covering that Health Centre. 

 All patients placed in Clinical Observation beds must be reviewed by nursing staff each shift and an 

entry regarding their clinical condition made in the Health Record. Clinical measurements must also be 

recorded in the frequency requested by the MO on the appropriate NSW Health Standard Adult 

General Observation chart (SAGO Observation Chart). 
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 Any discussion of a patient’s initial or ongoing care with the on call MO whilst the patient is placed in 

the Clinical Observation bed must be recorded in the patient’s Health Record.  

 If a patient’s clinical condition deteriorates while placed in the Clinical Observation bed, the 

appropriate MO must be contacted by the NUM or delegate and the patient transferred to the local 

Emergency Department if indicated.  

3.2 Cessation of Placement 

A decision that the patient no longer requires the level of clinical observation available in a Clinical 

Observation bed and is clear to return to their custodial accommodation: 

 must be made in consultation with the NUM or delegate and the appropriate MO.  

 must be documented in the patient’s Health Record. 

 may include a pre-arranged placement plan where the timeframes around the patient’s return to the 

custodial setting is discussed with the NUM or delegate and the treating MO pending uneventful 

recovery.  

Any ongoing treatment or management must be reflected in the patient’s Health Record and any follow-up 

appointments made via the appropriate Waiting List in JH&FMHN Patient Administration System (PAS). 

Consideration must be given as to the clinical indication for the patient to be referred to the Care Navigation 

Support Program and/ or the completion of a JH&FMHN Chronic Disease Screen & Multidisciplinary Care 

Plan form within the Justice Health electronic Health System (JHeHS) prior to discharge. 

3.3 Location of Bed(s) 

Justice Health & Forensic Mental Health Network Clinical Observation Bed Locations 

Location 

Number of  

Observation 

Beds 

24 hour 

nursing cover 

Bathurst  6 No 

Dillwynia 4 Yes 

MRRC 3 Yes 

Grafton 4 No 

Parklea  16 Yes 

Silverwater Women’s 9 Yes 

Wellington 9 No 

South Coast 14 No 

John Morony (Dillwynia) 1 1 Yes 

Mid North Coast 4 No 
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4. Definitions 

Bed Definition 

JH&FMHN Clinical Observation beds located in Adult Health Centres are defined by the Ministry of Health as: 

“A non admitted bed located in a Justice Health and Forensic Mental Health Network that is used to 

accommodate patients who require a higher level of observation for any Primary Health, Drug & Alcohol, 

Population Health and Mental Health issues.” As per, NSW Health Admitted Patient Data Dictionary. 

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 Mental Health Act 2007 

NSW Ministry of Health  

Data Dictionary 

 

Admitted Patient Data Dictionary - Current Standards 

JH&FMHN Policies, 

Protocols, and Forms 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit 

1.034 Admission & Assessment – Medical Subacute Unit Long Bay Hospital 

1.035 Admission & Assessment – Aged Care & Rehabilitation Unit Long Bay  

          Hospital  

1.040 Drug & Alcohol Service Provision 

1.231 Health Problem Notification Form (Adults) 

1.300 After Hours and On-Call Services Statewide  

1.395 Transfer and Transport of Patients 

 

Remote/Offsite/Afterhours Medical Services (ROAMS) Protocol  

 

Health Problem Notification form (Adults) (JUS005.001)  

 

http://internal.health.nsw.gov.au/im/ims/ap/ap-data-dictionary-current-public.html
http://intranetjh/pol/policylib/1.030_Policy_0814.pdf
http://intranetjh/pol/policylib/1.034_Policy_0714.pdf
http://intranetjh/pol/policylib/1.035_Policy_0714.pdf
http://intranetjh/pol/policylib/1.035_Policy_0714.pdf
http://intranetjh/pol/policylib/1.040_Policy_0714.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.300_Policy_0912.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Referrals for Admission 

Long Bay Hospital Mental Health Unit (Adults)  

Policy Number 1.030 

Policy Function Continuum of Care 

Issue Date 4 November 2014 

Summary This policy is for the referral of adult patients by Justice Health and Forensic 

Mental Health Network (JH&FMHN) referrers to the Mental Health Unit (MHU) 

of Long Bay Hospital (LBH). The MHU is both a declared mental health facility 

and part of a high security correctional centre and can accept referrals for 

forensic and correctional patients where there are the appropriate orders for 

admission. This policy only applies to patients admitted to the MHU under the 

Mental Health (Forensic Provisions) Act 1990. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.030 (May 2011) 

Change Summary  Update of title names, positions and delegations. 

 Update of legislation, policies and procedures 

TRIM Reference POLJH/1030 

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

 

http://www.justicehealth.nsw.gov.au/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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1. Preface  

The Mental Health Unit (MHU) at Long Bay Hospital (LBH) is a 40 bed purpose built facility that provides 

acute and sub-acute inpatient mental health care to patients of the New South Wales Correctional System.  

The MHU provides inpatient care for male and female patients who are under the Mental Health (Forensic 

Provisions) Act 1990 (MHFP Act). 

The decision to admit a patient to the MHU is made on clinical grounds and in accordance with this policy. 

The following patient types may be admitted to the MHU under the MHFP Act. 

 Correctional patients, and 

 Forensic patients where there is an order from a Court or the Mental Health Review Tribunal (the 

Tribunal) requiring the person to be detained in that mental health facility. 

This policy only applies to patients admitted to the MHU under the MHFP Act. 

2. Policy Content  

2.1 Mandatory Requirements  

 The Clinical Director Forensic & Long Bay Hospitals (CDF&LBH) or delegate must convene the Bed 

Demand Committee (BDC) who will review referrals and decide on the priority of patients accepted 

for admission.   

 A person must not be transferred to the MHU unless the Secretary of the Ministry of Health (MoH) or 

delegate has made the appropriate order under section 55 of the MHFP Act, or another legal order 

for such transfer is in force. The flowchart of the procedure for obtaining section 55 and 56 of the 

MHFP Act is set out at Appendix 2. 

2.2 Implementation - Roles & Responsibilities 

 Patients admitted to the MHU must have a risk assessment performed by a Registered Nurse (RN). 

 The RN must perform physical observations on the new admission, if safe to do so. 

 The RN is responsible for organising appropriate dietary needs and using cultural considerations. 

 Patients admitted to the MHU must be reviewed by a Psychiatric Medical Officer within 24 hours. 

3. Procedure Content 

3.1 Referrals  

3.1.1 The Bed Demand Committee (BDC) 

 The CDF&LBH or delegate must convene the BDC who will review referrals and decide on the priority 

of patients accepted for admission.   

 The BDC normally meets weekly by teleconference or as directed by the CDF&LBH. 

 The MHU inpatient waiting list must be maintained in PAS and the BDC must manage the list by: 

o reviewing the case of each patient on the waiting list at least weekly, 

o assigning a clinical priority to all patients remaining on the waiting list. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+NN
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+NN
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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3.1.2  Referral Process 

Once a bed is available, the Nursing Unit Manager or delegate must forward an Acceptance form to the 

referring centre. When the centre has received the Acceptance form, the NUM of the referring Health Centre 

must ensure that all documentation listed in the JH&FMHN Transfer In and Out form (Adults) (JUS010.000) is 

transferred to the MHU in accordance with JH&FMHN policy 1.395 Transfer and Transport of Patients. On 

admission, nursing staff must complete the JH&FMHN Transfer In and Out form (Adults) (JUS010.000), also in 

accordance with JH&FMHN policy 1.395 Transfer and Transport of Patients. When a patient is admitted to the 

MHU, the treating doctor at the referring centre must provide a written handover to the MHU treating team. 

The MHU treating psychiatrist must likewise provide a written handover at the point of transfer of care out of 

the unit. The details of both these handovers should be documented in the patient’s Health Record (refer to 

the NSW MoH Policy Directive PD2009_060 Clinical Handover – Standard Key Principles and JH&FMHN policy 

1.075 Clinical Handover). 

3.1.3  Patients in Correctional Centres 

Clinical staff may refer patients in correctional centres to the Mental Health Screening Units (MHSU) at the 

Metropolitan Remand & Reception Centre (MRRC) and Silverwater Women’s Correctional Centre (SWWCC) 

to provide a pathway to the MHU for admission. This pathway, titled the Process for Transfer and Admission 

to the MHSU, MRRC is attached as Appendix 1. 

A patient can only be transferred to the MHU when the Secretary of the MoH or delegate has made the 

appropriate order under section 55 of the MHFP Act, or another legal order for such transfer is in force. The 

flowchart of the procedure for obtaining section 55 and 56 of the MHFP Act is set out at Appendix 2. 

A patient in a correctional centre should be transferred to the male or female MHSU before being admitted 

to MHU, unless for reasons of security classification, non-association or protection the person cannot be 

transferred to the MHSU, whereupon, with the agreement of the CDF&LBH the person may be transferred 

directly from another correctional centre to the MHU. Exceptions will also exist for persons requiring 

immediate transfer to the MHU for clinical reasons, who have previous extant legal orders. 

In circumstances constituting an emergency or in other special circumstances, the CDF&LBH may, in 

consultation with the Clinical Director Custodial Mental Health (CDCMH) or Nurse Manager, Custodial Mental 

Health (NMCMH) authorise an admission without consulting the BDC. 

3.1.4  Urgent Referrals Pending a Section 55 Order 

In the case of a patient who is in urgent need of admission but for whom a section 55 of the MHFP Act order 

has not yet been made but has been applied for and is being processed, the referrer must contact the 

NMCMH who may arrange with Corrective Services NSW (CSNSW) for the patient to be transferred to the 

MHSU whilst awaiting a section 55 order of the MHFP Act and a bed in the MHU. 

3.1.3  Forensic Patients 

Persons who are found not guilty by reason of mental illness (NGMI), unfit to plead, or subject to a limiting 

term and who become forensic patients may be: 

 already under the care of JH&FMHN in either: 

o a correctional centre, 

o the MHSU, or 

o the Forensic or Long Bay Hospitals or 

 not currently under the care of, or not known to, JH&FMHN and in: 

http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://intranetjh/pol/policylib/1.075_Policy_0612.pdf
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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o a remand or correctional centre, or 

o (less commonly) the community. 

For a patient to be detained in the MHU, a valid order must be made by a Court, the Tribunal or a delegate of 

the Secretary of the NSW MoH under section 55 and 56 of the MHFP Act. 

In the case of a person in the community, that is, a person on bail, who becomes a forensic patient, if there is 

a bed available and the Court Order specifies that the person must be detained in the MHU, then the person 

must be admitted directly to the specified hospital following consultation with the CDF&LBH and NUM, MHU 

and subject to any protocols or agreements with CSNSW. Where there is not a bed immediately available in 

the MHU, a problem may arise in relation to where the person must be detained. The NUM, MHU must 

immediately inform the CDF&LBH and seek advice from the Forensic Legal Advisor and the State-wide 

Clinical Director Forensic Mental Health 

3.1.3  Documentation 

 All referrals to the MHU must be made through JH&FMHN Patient Administration System (PAS). This 

requirement is in addition to any other documentation that is required by this policy or legislation. 

 All assessments, reviews, considerations and decisions regarding a patient referred for admission to 

the MHU must be documented and filed in the patient’s Health Record and the relevant items 

recorded in PAS. 

 The patient health record is kept in both paper and electronic formats. To obtain a full clinical picture 

of the patient   health status, staff must review both the paper-based and the electronic Health 

Record. 

3.2 Delegates  

As detailed in the NSW Health Public Health Delegations Manual (Chapter 10 – Mental Health Act, Sections 

10.29 and 10.30), the Secretary of the NSW MoH has delegated authority under section 21 of the Health 

Administration Act 1982 as follows: 

 Power to order, or revoke an order, that a person imprisoned in a correctional centre who is a mentally 

ill person, or who is suffering from a mental condition, be transferred to a mental health facility. 

 Power to make such orders without the person’s consent if the delegate is of the view that the person 

is a mentally ill person or, with the person’s consent if the person is suffering from a mental condition 

for which treatment is available in a mental health facility (refer to section 55 of the MHFP Act). 

 Power to: 

o Transfer a correctional patient (previously transferred from a correctional centre to a mental 

health facility) back to a correctional centre at any time; or 

o Determine that such a person may remain in a mental health facility for treatment for more 

than 7 days (refer section 56 of the MHFP Act). 

 In addition, section 21 of the Health Administration Act 1982 enables the Secretary of the NSW MoH to 

delegate their authority. Within JH&FMHN the following positions have delegated authority to grant 

section 55 and 56  orders under the MHFP Act: 

o Chief Executive JH&FMHN, 

o State-wide Clinical Director Forensic Mental Health, 

http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.health.nsw.gov.au/policies/manuals/Pages/public-health-delegations.aspx
http://www.legislation.nsw.gov.au/fragview/inforce/act+135+1982+pt.2-div.7-sec.21+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+135+1982+pt.2-div.7-sec.21+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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o Executive Director Clinical Operations (Forensic Health) and 

o Service Director Forensic Mental Health. 

4. Definitions  

Forensic patients 

Under section 42 of the MHFP Act, the following persons are forensic patients: 

 a person who is detained in a mental health facility, correctional centre or other place, or released from 

custody subject to conditions, pursuant to an order under:  

o section 14, 17(3), 24, 25, 27 or 39, or 

o section 7 (4) of the Criminal Appeal Act 1912 (including that subsection as applied by section  

5AA (5) of that Act), 

 a person who is a member of a class of persons prescribed by the regulations for the purposes of this 

section. 

Correctional patients 

Under section 41 of the MHFP Act, a correctional patient means a person (other than a forensic patient) who 

has been transferred from a correctional centre to a mental health facility while serving a sentence of 

imprisonment, or while on remand, and who has not been classified by the Tribunal as an involuntary patient. 

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 Criminal Appeal Act 1912 

Health Administration Act 1982 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

Mental Health (Forensic Provisions) Regulation 2009 

NSW MoH Policy Directives 

and Manuals 

PD2009_060 Clinical Handover – Standard Key Principles 

NSW Health Public Health Delegations Manual 

JH&FMHN Policies and 

Forms 

1.075 Clinical Handover  

1.267 Medical Responsibility Long Bay Hospital 

1.395 Transfer and Transport of Patients 
 

JUS010.000 Transfer In and Out (Adults) form 

JH&FMHN and CSNSW Joint Acceptance form 

NSW State Records 

Authority 

The General Retention and Disposal Authority (GDA17) 

http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.1-sec.42+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.2-sec.14+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.2-sec.17+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.2-sec.24+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.2-sec.25+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.2-sec.27+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.4-sec.39+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+16+1912+pt.3-sec.7+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+16+1912+pt.3-sec.5aa+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.5-div.1-sec.41+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+79+2009+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://www.health.nsw.gov.au/policies/manuals/Pages/public-health-delegations.aspx
http://intranetjh/pol/policylib/1.075_Policy_0612.pdf
http://intranetjh/pol/policylib/1.267_Policy_0713.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
https://www.records.nsw.gov.au/recordkeeping/rules/retention-and-disposal-authorities/general-retention-and-disposal-authorities/public-health-services-patient-client-records-gda17/part-1-the-general-retention-and-disposal
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Appendix 1 
Process for Transfer & Admission to the Mental Health Screening Unit, MRRC 

Person with a suspected 

mental health condition in a 

correctional centre 

Is there a local 

mental health team 

in the correctional 

centre? 

Can 

treatment be 

commenced? 
Refer to MHSU 

Local mental health team 

assesses and treats 

patient. 

 Contact NUM at MHSU 

on (02) 9289 5568. 

 Fax Referral and relevant 

clinical information to:  

(02) 9289 5574. 

 Local team develops 

Interim Management Plan 

with advice from CCMH 

while awaiting transfer. 

 Await acceptance letter & 

notification of available 

bed. 

 Arrange CSNSW 

movement order for 

patient from referring 

centre to MHSU. 

No 

No 

Yes 

Yes 
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Appendix 2 - Procedure for Section 55 & 56 Orders 

 Person is mentally ill Person has mental 

condition 

2 medical certificates, one being from a 

psychiatrist. 

Fax to (02) 9700 3631 to request s55 MHFP Act 

Order for transfer to LBH 

S55 Order is signed by delegate of Secretary of 

the Ministry of Health 

Bed confirmed by Bed Demand Committee and 

patient transferred 

Patient seen by medical officer within 7 days of 

actual transfer 

Medical officer has assessed patient to be mentally 

ill and needs to stay in hospital and fills in 

application for a s56(2) order 

LBH staff fax request s56(2) to MH Orders for 

approval by delegate of Secretary of the MoH  

Patient remains in LBH until well enough to be 

discharged 

Medical officer has assessed patient to be well 

enough to receive treatment in a correctional 

centre and fills in application for s56(3)  

MHFP Act 

LBH staff fax request for s56(3) to MH Orders for 

approval by delegate of the Secretary of the 

MoH 

Order signed by delegate of the Secretary of the 

MoH and faxed to LBH, MHRT & Forensic Liaison 

Officer CSNSW Inmate Records by Forensic 

Mental Health Liaison Officer (FMHLO) 

Order signed by delegate and faxed to LBH, 

MHRT and CSNSW Inmate Records by FMHLO 

Patient returns to correctional centre 

Referral to 

LBH made in 

PAS 

Consent form 

Profile form completed 

Mental Health Orders Virtual FAX No:  (02) 9700 3631 

Forensic Mental Health Liaison Officer (02) 9700 3230 

Forensic Legal Advisor  (02) 9700 3219 

Statewide Clinical Director              (02) 9700 3030 

Forensic Liaison Officer CSNSW  (02) 8346 1977 

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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1. Preface 

The Medical Subacute Unit (MSU) at Long Bay Hospital (LBH) is a 30 bed purpose built facility that provides 

inpatient pre and post-operative care, medical observations, haemodialysis and convalescence to patients of 

the New South Wales Correctional System. It is not an acute hospital unit. 

The MSU provides inpatient care for male and female patients who are not medically well enough to be 

cared for at their correctional centre of classification and do not require acute hospital care. 

The decision to admit a patient to the MSU is made on clinical grounds and in accordance with this policy. 

2. Policy Content  

2.1 Mandatory Requirements 

Patients can only be referred for admission to MSU by a Medical Officer (MO) or in the case of a patient with 

a communicable disease the Service Director Population Health (SD PopH) may make a referral for admission 

to the MSU. 

Patients can only be accepted to MSU by the MO on duty in the Unit, or the MO On Call for the Remote 

Offsite After Hours Medical Services (ROAMS) when the MO is absent, e.g. after hours, weekends and public 

holidays. 

2.2 Implementation – Roles and Responsibility 

Patients admitted to MSU must be clinically assessed by a Registered Nurse (RN) on admission. 

Patients admitted to MSU must receive a comprehensive medical assessment within 24 hours of admission 

by the MO on duty in the Unit, or the ROAMS when the MO is absent, e.g. weekends and public holidays. 

3.  Procedure Content  

All acutely ill patients must be referred from their correctional centre directly to the nearest public hospital 

emergency department. 

Patients with the following clinical presentations are suitable for admission to the MSU: 

 Medical and surgical rehabilitation.  

 Patients with acute difficulties with activities of daily living rendering them unsuitable for 

accommodation in a correctional centre. 

 Patients with suspected communicable diseases requiring isolation for assessment and/or treatment. 

 Patients in need of multiple or urgent investigations at Prince of Wales Hospital.  

 Patients with health care needs that cannot be met in a normal correctional environment. 

 Patients with chronic conditions who are at risk of an adverse clinical event and require inpatient 

management and stabilisation. 

 Patients requiring complex medication regimes or review that cannot be managed in the ambulatory 

setting. 

 Patients requiring care whilst receiving chemotherapy or radiotherapy at Prince of Wales Hospital that 

cannot be managed in a normal correctional environment. 
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 Patients requiring intensive management of wounds. 

 Patients requiring haemodialysis. 

 Other patients as approved by the MO and the Clinical Director Primary and Women’s Health. 

3.1 Referral Process 

Referrals are accepted for adult patients from Correctional Centres, Police Cell Complexes and for JH&FMHN 

patients being treated in other Local Health Districts (LHD). 

Patient referrals to MSU from JH&FMHN MOs must be generated in the Patient Administration System (PAS). 

The MO responsible for the MSU, or in his/her absence, ROAMS can be contacted to discuss individual cases 

and the patient's interim management.  

The Clinical Director Primary and Women’s Health should be contacted when the responsible officer is not 

available or entitlement to admission needs to be clarified.  

Referrals can be made by: 

o All JH&FMHN Medical Officers. 

o Consultant Medical Officers or their delegate from other LHD in collaboration with JH&FMHN 

clinicians. 

o Service Director Population Health for communicable diseases only. 

3.1.1 Review Process  

The MO must assess all available information regarding the clinical status of patients referred for care in the 

MSU. The MO, Nursing Unit Manager (NUM) or delegate must allocate appropriate clinical priority for 

patients and manage the waiting list based on clinical need, risk to patients, availability of alternatives to 

admission, current capacity of the unit and security issues.  

Upon receipt of referral from a correctional facility or LHD, the MO must: 

 Confirm the referral is complete and contains appropriate information; 

 Determine the immediate needs of the patient; 

 Determine the clinical priorities of the referral; 

 Make the decision for admission or placement of patient on the PAS inpatient waiting list; 

 Offer advice and assistance to other parties for the interim management of the patients when a bed is 

not available; and 

 Notify the referring MO if a referral is refused, stating reason for a refusal. 

When the MO of MSU has accepted a patient, the NUM or delegate from MSU must forward an Acceptance 

Form (joint CSNSW & JH&FMHN form) to the centre confirming the admission. 

The NUM or delegate from the referring centre must then make contact with the NUM or delegate from 

MSU to give a verbal clinical handover.  

The patient health record is kept in both paper and electronic formats. To obtain a full clinical picture of the 

patient health status, staff must review both the paper-based and the electronic Health Record. 
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The MO in consultation with the NUM or delegate must also consider the potential inpatient needs of 

patients currently admitted to other LHDs across NSW by referring to the Clinical Status Report: Patients in 

Hospital which is updated daily. When a patient is transferred to another LHD facility from a Correctional 

Centre and it is evident that continuing care will be required at LBH, the NUM or delegate must inform the 

NUM or delegate of MSU and forward the patient’s Health Record and hand over care.   

3.1.2 Wait List and Bed Management 

The NUM or delegate is responsible for bed management in consultation with the MO and must forward an 

Acceptance Form with the delegated Corrective Services NSW (CSNSW) Officer and the referring Correctional 

Centre when a bed is available and a patient can be admitted from the waiting list.  

While a patient is maintained on the waitlist, clinical reviews must be completed by the referring MO or NUM 

and documented in the patient’s progress notes in his or her health record. Any changes to a patient’s 

condition requiring a change of clinical priority must be communicated to the MO, NUM or delegate and the 

referral must be updated on PAS.  

Patients with suspected communicable diseases who require isolation must be given priority for admission to 

one of the seven negative pressure ventilation rooms in the MSU. This process must be by negotiation 

between the SD PopH and the MO, NUM or delegate. If no appropriate bed is available, it is the 

responsibility of Population Health to liaise with the appropriate local hospital or Health Centre for patient 

placement. 

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 

JH&FMHN Policies 1.230 Health Care Interpreter Service – CALD Patients 

NSW MoH Policy Directives 

and Guidelines 

PD2011_029 Falls - Prevention of Falls and Harm from Falls among Older  

                     People: 2011-2015 

PD2012_011 Waiting Time and Elective Surgery Policy 

GL2005_056 Advance Care Directives (NSW) - Using 

GL2005_057 End-of-Life Care and Decision-Making - Guidelines  

Corrective Services NSW 

(CSNSW) 
Operations Procedures Manual 

 

http://intranetjh/pol/policylib/1.230_Policy_0913.pdf
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_029.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_011.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_056.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
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1. Preface 

The Aged Care and Rehabilitation Unit (ACRU) at Long Bay Hospital (LBH) is a 15-bed purpose built facility 

that provides specialty care, assessment and rehabilitation services for older patients and patients requiring 

rehabilitation in custody throughout the New South Wales Correctional System.  The Unit is the responsibility 

of the Clinical Director Aged Care. The decision to admit a patient to the ACRU will be based on clinical 

grounds.  The ACRU is not an acute unit. 

2. Policy Content 

2.1 Mandatory Requirements 

All patients must be referred to the Aged Care Bed Demand Committee for admission to the ACRU. 

 

All staff must abide by this policy when referring and admitting patients to ACRU. 

1. Upon admission to the ACRU, all patients must receive a comprehensive nursing assessment within 24 

hours. Where there is no Medical Officer on site, the Remote/ Offsite/ After Hours Medial Services 

(ROAMS) must be contacted to conduct the physical assessment. These assessments will inform the 

development of patient care plans to ensure monitoring and treatment are in accordance with baseline 

and ongoing clinical needs. 

2. If the services of a health care interpreter is identified and required for the assessment, staff must ensure 

these services are made available in accordance with JH&FMHN policy 1.230 Health Care Interpreter 

Services – Culturally and Linguistically Diverse Patients prior to commencing the assessment.  

3.  Procedure Content  

3.1 Admission Criteria 

Acutely ill patients must be referred from their Correctional Centre directly to the nearest public hospital 

emergency department.  

Categories of patients entering LBH, ACRU include: 

 Patients with an identified decreased level of day-to-day functioning requiring comprehensive physical 

and cognitive assessment by a multidisciplinary team. The goal of admission is to determine 

immediate health care needs of patients and plan appropriate clinical care options for future 

management within the correctional setting once discharged from the unit. 

 Patients with chronic complex conditions that cannot be appropriately managed elsewhere in the 

custodial environment. Clinical management of these patients may include specialist medical 

assessment and treatment, transitional care planning with allied health consultation to develop a 

treatment, maintenance or rehabilitation program on discharge from the unit. 

 Patients in need of specialist investigation and/or treatment at Prince of Wales Hospital and whose 

health care needs cannot be met in a normal correctional environment for the duration of the 

intervention. 

 Patients requiring long term accommodation due to increasing frailty and requiring assistance with 

activities of daily living. 

 Patients requiring end of life care to facilitate pre-release planning to a community palliative care 

hospice. 

 The patient health record is kept in both paper and electronic formats. To obtain a full clinical picture 

of the patient health status, staff must review both the paper-based and the electronic Health Record. 

http://intranetjh/pol/policylib/1.230_policy_0913.pdf
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3.2 Clinical Assessment 

The initial clinical assessment upon admission must include: 

 Identifying medical conditions which may require immediate transfer to an emergency department; 

 Assessing the need for direct admission to the Medical Subacute Unit at LBH; 

 Taking a full clinical history; 

 Physical examination and observations; 

 Documenting prescribed medications; 

 A comprehensive assessment which includes activities of daily living, falls risk assessment, pressure 

ulcer risk assessment, need for special equipment, cognitive screen and manual handling risk 

assessment; 

 Issuing hospital attire and personal toiletries; 

 Organising appropriate dietary needs and cultural considerations; and 

 Documenting an estimated date of discharge in the patients care plan with consideration for the 

discharge arrangements. 

3.3 Female Admissions 

Female patients will be admitted to the ACRU utilising the same admission criteria as males. It should be 

noted that all rooms are of a single occupancy configuration in the ACRU.  

3.4 Aged Care Bed Demand Committee 

All referrals to ACRU are made via the Aged Care Bed Demand Committee (ACBDC).   

The Basic Aged Care Assessment Tool (BACAT) must be completed by the referring Health Centre staff and 

emailed to AgedCare.BedDemand@justicehealth.nsw.gov.au. The NUM or delegate from the referring centre 

will be invited to attend the ACBDC meeting to provide further information regarding the patient. A decision 

will be made at the meeting regarding the need for transfer to ACRU or Kevin Waller Unit in the Long Bay 

Complex. If the committee decides to transfer the patient to ACRU, a Patient Administration System (PAS) 

referral must be completed by a Medical Officer. The ACBDC meets on the second and fourth Tuesday of 

each month. If a referral is urgent and cannot wait for the next meeting, the referring Health Centre must 

contact the NUM of ACRU who, in consultation with the Clinical Director Aged Care, will arrange for 

admission to ACRU if required.  

Discharge planning for patients who are admitted to ACRU is commenced on the ward and when a patient is 

nearing the discharge date the discharge plan will be discussed at the ACBDC. The patient can be referred 

back to the ACBDC at any time if required.  

4. Definition 

Must 

Indicates a mandatory action required that must be complied with. 

Older Person 

In the general community, the term ‘older person’ is applied to people aged 65 years or older. This term, 

however, is also intended to reflect a person’s level of functioning and the complexity of his/her health 

management is not defined by age alone. The inmate population as a whole suffers from poorer health than 

the general community and includes a significant percentage of Aboriginal and Torres Strait Islander people 

who are subjected to the complications of chronic disease at a much younger age than people of a non-

Aboriginal background.  

When applied to the NSW inmate population, the term ‘older person’ is applied to persons over the age of 

55 for non-Aboriginal people and over 45 for Aboriginal and Torres Strait Islander people.  

mailto:AgedCare.BedDemand@justicehealth.nsw.gov.au
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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 Forms 

1.230 Health Care Interpreter Service – CALD Patients 

JUS060.805 Comprehensive Assessment Inpatient Form 

Basic Aged Care Assessment Tool 

NSW MoH Policy Directives 

and Guidelines 

PD2007_082 Aboriginal Health Impact Statement and Guidelines 

PD2011_029 Falls - Prevention of Falls and Harm from Falls among Older  

                     People: 2011-2015 

PD2012_011 Waiting Time and Elective Surgery Policy 

GL2005_056 Advance Care Directives (NSW) - Using 

GL2005_057 End-of-Life Care and Decision-Making - Guidelines  

Corrective Services NSW 

(CSNSW) 
Operations Procedures Manual 

 

http://intranetjh/pol/policylib/1.230_Policy_0913.pdf
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_082.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_029.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_011.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_056.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Health Assessments by Nurses (Adolescents) 

Policy Number 1.036 

Policy Function Continuum of Care 

Issue Date 15 July 2013 

Summary Justice Health & Forensic Mental Health Network (JH&FMHN) coordinates and 
provides health care services to young people in Juvenile Justice & Juvenile 
Correctional Centres. Young people entering custody have an increased incidence 
of mental health, population health and drug & alcohol issues. Contact with the 
criminal justice system presents JH&FMHN with a vital opportunity to address 
these and other health needs. 

To enable nurses in Juvenile Justice & Juvenile Correctional Centres to initiate and 
plan ongoing health care of young people, health assessment tools have been 
developed. This policy provides governance on the use of these health assessment 
tools. 

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.036 (May 2011) 

Policy 1.036 (May 2009) 

Change Summary  A list of procedural prompts has been added to the Appendix. 

TRIM Reference POLJH/1036 

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

Justice Health & Forensic Mental Health Network (JH&FMHN) coordinates and provides health care services to 
young people in Juvenile Justice & Juvenile Correctional Centres. Young people entering custody generally have 
poor health, and an increased incidence of mental health, population health and drug & alcohol issues. Contact 
with the criminal justice system presents JH&FMHN with a vital opportunity to address these and other health 
needs. 

To enable nurses in Juvenile Justice & Juvenile Correctional Centres to initiate and plan ongoing health care of 
young people when they enter custody, health assessment tools have been developed. This policy provides 
governance on the use of these health assessment tools.   

This policy applies to Adolescent Health only.  

2. Policy Content 

2.1 Objectives 

 To identify the health care needs and risk factors of young people in Juvenile Justice and Juvenile 
Correctional Centres. 

 To provide appropriate and timely patient care to young people in Juvenile Justice and Juvenile 
Correctional Centres. 

 To facilitate continuity of care and optimal adolescent patient health outcomes by standardising clinical 
screening and assessment processes across Adolescent Health (AH). 

 To embed PAS (Patient Administration System) business processes into AH health assessment procedure. 

2.2   Outcomes 

 Young people in Juvenile Justice and Juvenile Correctional Centres will have an appropriate and timely 
standardised health assessment completed. 

 The ongoing assessment and management of a patient takes place in a timely and appropriate manner, 
based on clinical risk and clinical need. 

 Patients identified with an acute health need are referred to an appropriate clinician for treatment and 
care. 

 Continuity of care is facilitated and managed from initial contact to discharge, including community 
follow-up where possible. 

2.3 Mandatory Requirements  

 An Initial Assessment of a young person in custody must be completed by a nurse within 48 hours of the 
young person entering custody. 

 A Women’s Health Assessment must be completed by a nurse within 48 hours for all young women 
admitted or transferred to Juniperina Juvenile Justice Centre (JJC). 

 A Comprehensive Assessment of a young person in custody must be completed by a nurse within 10 days 
for all young people that remain in custody. 

 The specified AH Health Assessment process (including the use of PAS) must not be altered at a local level 
without approval from the Chair, AH Senior Management Meeting. 

 All new AH nursing staff must receive AH Health Assessment Training. 

 All staff must receive training on changes to AH Health Assessments after the bi-yearly review of the tools. 

It should be noted that compliance with the above timeframes may not always be possible under certain 
circumstances, for example admissions and exits that occur outside rostered nursing hours.  
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2.4 Implementation - Roles & Responsibilities 

Service Director Adolescent Health 

Strategic oversight of key performance indicators (KPIs) related to AH Health Assessments. 

Clinical Operations Manager Adolescent Health 

Collection of data and monitoring compliance with AH Health Assessment process. 

Clinical Nurse Consultant Youth Health 

Coordination of AH Health Assessment Training. 

Nurse Manager and Nursing Unit Managers Adolescent Health 

Oversight of AH Health Assessments conducted by nursing staff. 

Nurses Adolescent Health 

 Assessment of young people using approved tools and in accordance with agreed time frames and policy. 

 Coordination with other clinicians to ensure health care is holistic and appropriately managed. 

3. Procedure Content 

3.1 Health Assessment Training 

Health Assessment Training is coordinated annually by the Clinical Nurse Consultant Youth Health in conjunction 
with JH&FMHN Learning & Development. All new AH nurses working at a Juvenile Justice or Juvenile 
Correctional Centre must receive training at this forum. 

3.2 Health Assessment Tools 

Health Assessment tools have been developed to assist clinicians in identifying and managing the health needs 
of young people in custody. These tools are based on the HEEADSSS (Home, Education /employment, Eating,  
peer group Activities, Drugs, Sexuality, and Suicide/depression, and Safety) assessment – “a screening tool for 
conducting a comprehensive psychosocial history and health risk assessment with a young person” (NSW Centre 
for the Advancement of Adolescent Health, 2008).  

3.2.1 Patient Consent 

In accordance with Clause 130 (1) of the Children (Detention Centres) Regulation 2010 a young person “is to be 
examined by a Justice Health clinician as soon practicable after entering custody, and Justice Health clinicians 
may have access to young people in custody at any time as deemed necessary.” The flowchart of assessment 
procedures (Appendix 1) provides direction on the time-frames for conducting assessments of young people 
entering custody. 

Patient consent should be obtained prior to assessment and documented in the health record. Further 
information on obtaining consent from a young person for medical treatment can be found in JH&FMHN policy 

1.085 Consent to Medical Treatment – Patient Information. 

3.2.2 Flowchart and Procedures   

Adolescent Custodial Health Assessment procedures are supported by a flow chart (Appendix 1) and a table of 
procedures (e.g. referrals, waiting list entries, alerts and Health Problem Notification & Escort Forms (HPNEF) 
which should be referred to when using the tools (Appendix 2). PAS must be utilised during the Health 
Assessment process to ensure continuity of care.  

All Health Assessment forms must be filed in the relevant Episode section of the patient’s health record, 
following the progress notes for that episode.  

3.2.3 Initial Assessment and Initial Assessment Update 

The focus of the Initial Assessment and Initial Assessment Update are to identify and manage acute clinical risk 
and stabilisation of a patient’s immediate health needs.   

The Initial Assessment (JUS 060.430) must be completed for all new admissions into a centre if an Initial 
Assessment has not been completed in the last month.   

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+471+2010+cd+0+N
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
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The Initial Assessment Update (JUS 060.431) is designed to identify any changes to a patient’s clinical risk status 
should they return to custody within a short period of time. This assessment must be completed for all patients 
re-admitted into a centre within one month or less, provided the patient has had a full Initial Assessment 
completed within the last (1) month. The related Initial Assessment must be available and reviewed at the time 
of Initial Assessment Update completion.  

The Initial Assessment or Initial Assessment Update should be completed by a nurse within 48 hours of the 
young person entering custody. 

3.2.4 Women’s Health Assessment 

The focus of the Women’s Health Assessment (JUS 060.433) is to identify and manage health needs specific to 
young women in custody. The Women’s Health Assessment should be completed within 48 hours for all females 
admitted or transferred to Juniperina JJC which is the only centre responsible for the ongoing management of 
young women.  

3.2.5 Comprehensive Assessment and Comprehensive Assessment Update 

The Comprehensive Assessment and Comprehensive Assessment Update form the basis of ongoing health care 
and discharge planning for the young person whilst in custody and upon release to the community, transfer to 
the adult custodial environment or admission into The Forensic Hospital.   

The Comprehensive Assessment (JUS 060.435) must be completed for all new admissions into a centre if a 
Comprehensive Assessment has not been completed in the last 3 months. 

The intention of the Comprehensive Assessment Update (JUS 060.436) is to identify any changes to a patient’s 
health status since their last Comprehensive Assessment. The related Comprehensive Assessment must be 
available and reviewed when completing the Comprehensive Assessment Update. The Comprehensive 
Assessment Update must be completed in the following circumstances:   

 If a patient returns to custody within a 3 month period and a full Comprehensive Assessment has been 
completed in the last 3 months; or 

 Every 6 months following completion of a Comprehensive Assessment or Comprehensive Assessment 
Update if a patient remains in custody. 

The Comprehensive Assessment or Comprehensive Assessment Update should be completed by a nurse within 
10 days for all new admissions into a centre who remain in custody. 

3.3 The Health Assessment Interview 

Young people being assessed may be anxious, frightened, withdrawing from substances and / or feeling 
vulnerable. Despite this, it is imperative to try to complete a full and accurate assessment. If a young person is 
difficult to engage during the assessment process, clinicians must document this and should consult other 
JH&FMHN staff for advice on how to proceed with the assessment.  

The following must be considered during the assessment interview: 

 Correct identification of the patient – refer to JH&FMHN policy 1.315 Photographic Identification of 
Young People in Custody. 

 Informing the young person of their rights and responsibilities – including the distribution of appropriate 
literature. 

 Informing the young person on how to access health care services.  

 Obtaining patient consent for (a) sharing of information (refer to JH&FMHN policy 4.030 Requesting and 
Disclosing Health Information) and (b) consent to medical treatment (refer to JH&FMHN policy 1.085 
Consent to Medical Treatment – Patient Information). 

 Sharing of information with Juvenile Justice via PAS, including alerts and HPNEFs – refer to the JH&FMHN 
Intranet for PAS tip-sheets and JH&FMHN policy 1.235 Health Problem Notification and Escort Form 

(Adolescents) for information about the application of HPNEFs in the Health Assessment process. 

 Mandatory reporting of children at significant risk of harm. Refer to JH&FMHN policy 5.015 Child 

Protection. 

 Mandatory disclosure of illegal and / or criminal activity. Refer to JH&FMHN policy 2.024 Disclosure of 

Criminal Activity.  

http://intranetjh/pol/policylib/1.315_Policy_0611.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
http://intranetjh/pol/policylib/2.024_Policy_0611.pdf


Health Assessment by Nurses (Adolescents) 
 

 

 Policy: 1.036 Issue Date: 15 July 2013 Page 5 of 8 

3.4 Adolescent Health Clinical Pathways 

The Health Assessment process is designed to allow front line staff to manage issues and refer young people to 
other health professionals for on-going care. Nursing staff should refer to the appropriate clinical pathway for 
information on the management of specific health conditions that can be found on the JH&FMHN intranet 
(mental health, drug & alcohol, and metabolic monitoring).  

4. Legislation and Related Documents 

Legislation Children (Detention Centres) Regulation 2010 

JH&FMHN Policies and 
Guidelines 

1.085 Consent to Medical Treatment – Patient Information 

1.235 Health Problem Notification and Escort Form (Adolescents) 

1.315 Photographic Identification of Young People in Custody 

2.024 Disclosure of Criminal Activity 

4.030 Requesting and Disclosing Health Information 

5.015 Child Protection 

JH&FMHN Medication Guidelines 

External Resources GP Resource Kit 2nd Ed (2008), NSW CAAH, TMHC 

 

 

http://intranetjh/Procedures_Manuals/Adolescent%20Health%20Clinical%20Pathway%20-%20Mental%20Health.pdf
http://intranetjh/Procedures_Manuals/Adolescent%20Health%20Clinical%20Pathway%20-%20Drug%20and%20Alcohol.pdf
http://intranetjh/Procedures_Manuals/Adolescent%20Health%20Clinical%20Pathway%20-%20Metabolic%20Monitoring.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+471+2010+cd+0+N
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/1.315_Policy_0611.pdf
http://intranetjh/pol/policylib/2.024_Policy_0611.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.caah.chw.edu.au/resources/#03
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Appendix 1 – Flowchart of AH Custodial Health Assessment Process 
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Appendix 2 – Procedural prompts to be considered during the Custodial Health 

Assessment Process 

INITIAL ASSESSMENT PROMPTS FOR NURSING STAFF 

Question Section Prompt 

1 Confidentiality Statement 
 

Confidentiality Statement completed 

Authority to Disclose Health Information (JUS020.020) form 
completed 

Rights and responsibilities discussed 

Brochure given 

13 
 

Allergies/Drug Reaction 
 

Epipen Alert entered and script ordered 

PAS Alert entered 

HPNEF completed for JJ & DET 

16 
 

Adolescent Health Assessment 
 

(Young Women Only) if Pregnant – PAS Alert completed 

(Young Women Only) if Pregnant – HPNEF Alert completed 

13-16 
 

Adolescent Health Assessment 
 

PAS Waiting List to GP 

Contact Youth Health CNC if required 

Contact On-Call GP if required 

Contact Clinical Director Adolescent Health if required 

Contact After Hours Nurse Manager if required 

17-26 
 

Young Person at Risk 
Assessment 
 

PAS Alert entered 

HPNEF completed 

27 
 

Mental Health Assessment 
 

HPNEF completed if required 

PAS Waiting List Adolescent Mental Health if required 

PAS Referral to JJ Psychologist if required 

Contact NUM/After Hours Nurse Manager if required 

Contact CNC MH/Psychiatrist if required 

28-30 
 

Drug & Alcohol Assessment 
 

HPNEF completed if required 

PAS Referral to AOD Counsellor if required 

PAS Waiting List to D&A MO if required 

PAS Waiting List to D&A CNC if required 

Contact NUM/After Hours Nurse Manager if required 

Contact On-call D&A GP if required 

33-35 
 

Continuum of Care 
 

CIT PAS Referral made 

Referral to Community MH or AOD Services  

Discharge prescriptions arranged  

Discharge medications ordered from pharmacy 

PAS Waiting List for Comprehensive Assessment  
 

INITIAL ASSESSMENT UPDATE PROMPTS FOR NURSING STAFF 

Question Section Prompt 

NA 
 

Before conducting assessment 
 

Most recent Initial Assessment reviewed 

PAS Alerts reviewed 

4 
 

Recent Health History 
 

PAS Alerts entered 

HPNEF completed 

6 
 

Summary of Current 
Management Drug & Alcohol 
concerns 

Contact NUM/After Hours Nurse Manager if required 

Contact On-Call D&A MO/CDAH if required 

6 Summary of Current 
Management  Mental Health 
Concerns 

PAS Waiting List to Adolescent MH if required 

PAS Referral to JJ Psychologist if required 

6 Summary of Current 
Management General Health 
Concerns 

NUM / After Hours Nurse Manager if required 

Contact on-call GP/ CDAH if required 

7-9 
 

 

Continuum of Care CIT PAS Referral made 

Referral to Community MH or AOD Services  

Discharge prescriptions arranged  

Discharge medications ordered from pharmacy 

PAS Waiting List for Comprehensive Assessment  
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COMPREHENSIVE ASSESSMENT PROMPTS FOR NURSING STAFF 

Question Section Prompt 

2 Physical Health Assessment PAS Waiting List to GP if BMI ≥30 or waist circumference is in the 
red zone 

8-10 Physical Health Assessment Young Person informed of ARUNTA process for dental 
appointments 

25-29 
 

Intellectual Disability 
Screening 
 

NUM to proceed with full ID screening tool at CSM 

PAS Alert entered 

30 
 

Population Health Assessment 
  

If required, administer vaccinations as per policy 

Vaccination Chart updated and included in health record 

PAS Waiting List to Population Health Nurse or GP 

44-53 
 

Mental Health Assessment 
 

HPNEF Completed 

PAS Alert entered 

PAS Waiting List to Adolescent Mental Health 

PAS Referral to JJ Psychologist 

PAS Referral to CIT 

Commence Metabolic Monitoring if on psychotropic medication  

NA Continuum of Care PAS Waiting List for Comprehensive Assessment Update 
 

COMPREHENSIVE ASSESSMENT UPDATE PROMPTS FOR NURSING STAFF 

Question Section Prompt 

1-5 
 

Physical Health Summary 
 

PAS Waitlist List to GP if BMI ≥30 or waist circumference is in the 
red zone 

HPNEF completed 

PAS Waiting List to GP if required 

6-8 Population Health Summary PAS Waiting List to Population Health Nurse or GP 

9-10 Dental Health Summary Referral to Oral Health 

11-28 
 

Mental Health Assessment 
 

HPNEF Completed 

Referral to MH Wellbeing Unit/Community Services 

PAS Waiting List to Adolescent Mental Health 

PAS Referral to JJ Psychologist 

PAS Referral to CIT 

29 
 

Drug & Alcohol Summary 
 

HPNEF Completed 

PAS Referral to AOD 

PAS Referral to CIT 

NA Continuum of Care PAS Waiting List for Comprehensive Assessment Update 
 

WOMEN’S HEALTH ASSESSMENT PROMPTS FOR NURSING STAFF 

Question Section Prompt 

NA After conducting assessment 
 

PAS Waiting List to GP 

PAS Alert entered 

HPNEF completed 
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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 

Drug and Alcohol Services 

Policy Number 1.040 

Policy Function Continuum of Care 

Issue Date 22 July 2014 

Summary Drug and Alcohol health concerns are common in people who come into contact 
with the criminal justice system. This policy describes the key elements of this 
service. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.040 (May 2011) 

Change Summary  Revised to reflect the policies of the service rather than being an overview 
of the service. 

 Change of name  

(formerly known as Drug and Alcohol Service Provision policy)  

 Reconfiguration to align with the current policy template. 

 Updated legislation and related documents. 

TRIM Reference POLJH/1040 

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

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

The Justice Health & Forensic Mental Health Network (JH&FMHN) Drug and Alcohol (D&A) Service has 
responsibility for the delivery of specialised clinical services across NSW in designated police cells, reception 
centres, correctional centres, specialist D&A programs, Juvenile Justice centres, Long Bay Hospital and in the 
early weeks following release from custody.  Within the Forensic Hospital the Clinical Director of this service is 
responsible for the provision of D&A care provided within this campus. 

The majority of people entering custody have high levels of D&A use and dependence. Treatment significantly 
reduces the morbidity, mortality, and social harms associated with D&A use and patients who continue 
treatment post release have lower levels of recidivism. 

The 2009 NSW Inmate Health Survey found that 31% of inmates were alcohol dependent with 58% drinking at 
hazardous/harmful levels. Forty four percent (44%) of inmates reported daily illicit drug use in the year prior to 
incarceration.  

The patients entering the correctional system generally tend to be more complex and at the extreme end of the 
treatment spectrum compared to patients that access the broader public D&A programs within NSW. Poly drug 
use is common in the population along with multiple co-morbidities leading to complex presentations at the 
health centres requiring multispecialty / multidisciplinary care.  

Drug and Alcohol Services (D&A Services) within JH&FMHN are based on a medical model of intervention. The 
majority of these services are provided in an ambulatory setting and do not require hospitalisation.  

D&A Services provides the assessment and management of: 

 Intoxication / overdose states; 

 Withdrawal / detoxification; 

 Patients currently on, or requesting to go onto Opioid Substitution Treatment (OST) programs 
(Methadone / Buprenorphine / Suboxone); 

 Discharge Planning / Post Release Care is arranged for all patients on OST programs to ensure they are 
linked into community based Drug and Alcohol services on release from custody; 

 Specialist support service for pregnant drug and alcohol dependent women in custody; and 

 Specialist D&A programs which include the Drug Court Program; the Compulsory Drug Treatment 
Program and the Connections Program. 

Corrective Services New South Wales (CS NSW) and Juvenile Justice (JJ) provide non-medical interventions which 
include counselling relapse prevention, and harm minimisation education. All services cross refer to optimise 
patient outcomes.   

2. Policy Content  

2.1 Mandatory requirements   

JH&FMHN Drug & Alcohol Procedures underpin clinical processes for managing the D&A needs of patients. 
These procedures are based on National and State Clinical Guidelines and the relevant NSW Ministry of Health 
policies.  

There are specific Drug & Alcohol Procedure / Operation Manuals for the following specialist areas: the Forensic 
Hospital, the Connections Program, the Drug Court Program, and the D&A Database and the Administrative 
Office. All staff must utilise the relevant D&A Operations Manual / Procedure Manual. 

This is the overarching policy that underpins the D&A service provision within JH&FMHN. 

2.2 Implementation - Roles & Responsibilities 

Nurses: All nursing staff must use the relevant D&A Procedure Manual when managing the D&A health 
concerns of the patient. Where there are complex presentations or if clinicians are unsure how to manage a 
clinical situation there are specialist Consultation and Liaison services available on a 24 hour basis. 

Nurse Unit Managers / Nurse Managers: Are responsible for ensuring that the nursing staff follow the clinical 
standards of care provided by the relevant D&A Procedure Manual. 
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D&A Clinical Nurse Consultants: Are responsible for providing structured clinical supervision / mentoring both 
in a group setting and on an individual basis to staff working in designated D&A roles to support the 
improvement of clinical practices. 

D&A Medical Staff / D&A Nurse Practitioners: Are responsible for providing specialist assessment and 
ongoing care of patients with drug and alcohol problems in correctional centres and Juvenile Justice centres 
administered by JH&FMHN in accordance with best evidence based practice and organisational policies. 

D&A Clinical Director / D&A Deputy Clinical Director / Clinical Director, Adolescent Health: These 
positions are responsible for clinical governance and leading the development and management of effective and 
integrated multidisciplinary clinical assessment and treatment systems as they pertain to the D&A stream, within 
the correctional health environment. The key principles involved in the development of these systems are that 
they are streamlined, sustainable, evidence based and that they reflect current community based standards.  

D&A Service Director: Is responsible for the strategic development of the D&A clinical stream within JH&FMHN 
in keeping with agreed outcomes and operational processes of the organisation as well as the broader directions 
and requirements of the D&A stream within NSW Ministry of Health. 

3. Procedure Content  

3.1 The Opioid Substitution Treatment (OST) Program 

All patients who enter the correctional system or juvenile justice system on an OST program are maintained on 
this treatment unless clinically indicated otherwise.  

Generally Methadone is the preferred treatment when a patient is being started on an OST program except 
where there are clear and well documented medical reasons why this treatment is contraindicated.  

Patients should not remain on sub-therapeutic doses of Methadone or Suboxone for more than 2 months to 
ensure equity of access to commence on an OST program. 

Any patient requesting to commence on this treatment in custody will undergo a comprehensive assessment 

process to confirm suitability as per the JH&FMHN D&A Procedure Manual (2014). 

All patients on an OST program must have post release care arranged by the D&A Central Office to ensure 
continuity of care.  

Sentenced patients on OST and pregnant patients with D&A health issues are prioritised for additional support 
post release via the Connections program. 

The OST program aims to ensure that formal clinical reviews occur at the following intervals: 

 Where a patient comes into custody on an OST program they are reviewed at three months after entry 
to the correctional system and then annually thereafter. 

 Where a patient is commenced on treatment in custody they are reviewed at three months after 
commencing treatment and then annually thereafter. 

 Additional reviews will be conducted as clinically required. 

For further information regarding OST Program processes refer to the JH&FMHN D&A Procedure Manual (2014). 

 
3.2 Withdrawal Management 

All patients are assessed on admission to the custodial setting for the risk of intoxication or withdrawal states as 
well as for other key co-morbid features.  

Any pregnant adult or adolescent female who is suspected of being in any type of drug or alcohol related 
withdrawal or who has the potential to go into withdrawal must be discussed immediately with the D&A 
medical Officer because of the potential risks a withdrawal syndrome can have for the unborn child. 

Any centre that is staffed by JH&FMHN has access to specialist clinical advice on a 24 hour basis.  

Any D&A health concerns are managed according to the JH&FMHN Drug and Alcohol Procedure Manual (2014). 
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3.3 Consultation and Liaison Services 

The D&A Clinical Nurse Consultants (CNCs), Staff Specialists; Nurse Practitioners, Deputy Clinical Director and 
the Clinical Director all provide consultation and liaison services to JH&FMHN nursing and medical staff who are 
managing the care of patients with D&A related health issues, across the state on a rostered basis. This service is 
accessed via the D&A Central Planning Office on (02) 9811 0100 during business hours.  

In addition there is the D&A Services medically staffed state wide after hours on-call service to all clinic sites 
within JH&FMHN. This service operates 365 days of the year. For further information refer to the 

Remote/Offsite/Afterhours Medical Services (ROAMS) Protocol on the JH&FMHN Intranet. 

Consultation & liaison services support other specialist services such as Mental Health in managing patients with 
comorbid D&A / mental health concerns. 

3.4 Research and Evaluation 

D&A Services will collect data and incorporate pre and post outcome measures into assessment review processes 
to support research & evaluation of D&A programs. The service actively supports original research endeavours via 
the establishment of the D&A Research Planning Committee that is chaired by the Deputy Clinical Director. 

3.5 Specialist Drug and Alcohol Programs 

D&A Services has the following specialist programs operating within the correctional health system: 

 Drug Court Program (DCP) 

 Compulsory Drug Treatment Program (CDTP) 

 Connections Program 

 Drugs and Pregnancy Program 

In addition D&A Services employ Psychiatrists in both the Compulsory Drug Treatment Program and the Drug 
Court Program in recognition of the high rates of comorbid mental health concerns in the participants of these 
D&A programs. 

Adolescent Health has the Community Integration Team (CIT) operating for young people who exit custody to 
assist in coordinating integrated ongoing care in the community for young people with mental health or drug 
and alcohol concerns. Further information can be found in JH&FMHN policy 1.335 Referrals to the Community 

Integration Team. 

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. 

  

http://intranetjh/Inside/Documents/MEDAD/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol%20(3).pdf
http://intranetjh/pol/policylib/1.335_Policy_1113.pdf
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5. Legislation and Related Documents 

Legislation 
Poisons and Therapeutic Goods Act 1966 

Poisons and Therapeutic Goods Regulation 2008 

JH&FMHN Policies and 
Manuals 

1.335 Referrals to the Community Integration Team 

 
Compulsory Drug Treatment Program Operations Manual (2014)  
Connections Program Operations Manual (2014) 

D&A Central Planning Office – Administrative Procedure Manual (2014) 

Drug and Alcohol Procedure Manual (2014)  

Drug Court Program Operations Manual (Draft- 2014)    

Forensic Hospital D&A Manual (2013) 

NSW MoH Policy 
Directives and 
Guidelines 

PD2005_313 Dosing Places - Availability for Released Inmates on Substitution  
                     Pharmacotherapies 

GL2006_019 Opioid Treatment Program: Clinical Guidelines for methadone and  
                     buprenorphine treatment 

GL2008_001 Nursing & Midwifery Clinical Guidelines - Identifying & Responding to  

                     Drug & Alcohol Issues 

GL2008_011 Drug and Alcohol Withdrawal Clinical Practice Guidelines - NSW 

GL2013_008 Neonatal Abstinence Syndrome Guidelines 

National Clinical Guidelines for the Management of Drug Use During Pregnancy, Birth 
and the Early Development Years of the Newborn 

External Sources National Clinical Guidelines and Procedures for the use of Methadone in the 

Maintenance Treatment of Opioid Dependence (2003) 

National Clinical Guidelines for the management of drugs use during pregnancy, birth 

and the early development years of the newborn (2012) 

National Clinical Guidelines for the management of drugs use during pregnancy, birth 

and the early development years of the newborn (2006) 

National Health And Medical Research Council (NH&MRC) Australian Guidelines To 

Reduce Health Risks From Drinking Alcohol (2009) 

National Opioid Treatment Guidelines (2014)- (Draft) 

National Pharmacotherapy Policy For People Dependent on Opioids, 2007 

NSW Drug and Alcohol Withdrawal Clinical Practice Guidelines (2014)-(Draft) 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+392+2008+cd+0+N
http://intranetjh/pol/policylib/1.335_Policy_1113.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_313.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_313.html
http://www0.health.nsw.gov.au/policies/gl/2006/GL2006_019.html
http://www0.health.nsw.gov.au/policies/gl/2006/GL2006_019.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_001.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_001.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_011.html
http://www0.health.nsw.gov.au/policies/gl/2013/GL2013_008.html
http://www0.health.nsw.gov.au/pubs/2006/ncg_druguse.html
http://www0.health.nsw.gov.au/pubs/2006/ncg_druguse.html
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Management of Patients Exposed to Blood or Body Fluids 

Policy Number 1.066 

Policy Function Continuum of Care 

Issue Date 3 September 2015  

Summary This policy will guide the management of patients who report exposure to 

blood or body fluids, and ensures they: 

 receive appropriate counselling, screening and follow-up.  

 are given the opportunity to commence post-exposure prophylaxis 

(PEP) within the recommended time frame, if indicated. 

Responsible Officers Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.066 (July 2012) 

Change Summary  Reconfiguration to align with the current policy template 

 Minor amendments for clarification 

 Update of policies and procedures 

TRIM Reference POLJH/1066 

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

 

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

While in the Justice Health & Forensic Mental Health Network (JH&FMHN) environment, Custodial facilities, 

Forensic Hospital (FH) or Juvenile Justice NSW (JJNSW) patients may be exposed to sexually transmitted and 

blood borne infections in the following ways: 

 Through sexual exposure (consensual or non-consensual). 

 While using injectable drugs or handling injecting drug equipment. 

 As a result of injuries (e.g. trauma through accident, fights or sexual assault). 

 As a result of accidental needle stick or sharps related injuries. 

 Through tattooing and skin piercing. 

 Through incorrect use of barbering equipment or personal hygiene items such as toothbrushes or 

razors. 

 Through incidents in the health centre or in-patient unit. 

This policy provides guidelines on the management of patients who report exposure to blood or body fluids 

and ensures they: 

 Receive appropriate counselling, screening and follow-up; and 

 Are given the opportunity to commence post-exposure prophylaxis (PEP) within the recommended 

time frame, if indicated. 

This policy is to be read in conjunction with:  

1. NSW Ministry of Health (MoH) Policy Directive  

PD2015_005 Human Immunodeficiency Virus (HIV) - Management of Non-Occupational Exposure. 

2. Australasian Society for HIV Medicine  

Management of Non-Occupational Exposure to Blood or Body Fluids  

3. Australian Government  

Post-Exposure Prophylaxis after Non-Occupational and Occupational Exposure to HIV: National 

Guidelines; and Australasian Contact Tracing Manual 4th edition (2010) 

JH&FMHN staff who are exposed to blood or body fluids must be managed as described in JH&FMHN policy 

5.100 Occupational Exposure Management. Corrective Services NSW (CSNSW) staff, Juvenile Justice NSW 

(JJNSW), G4S (Forensic Hospital security) or the GEO Group (GEO) staff exposed to blood or body fluids 

should follow the appropriate CSNSW, JJNSW or GEO policies. 

2. Policy Content  

2.1 Mandatory Requirements 

All patients who report exposure to blood or body fluids must be assessed immediately by the nurse to 

whom the report is made, or by the Public / Sexual Health Nurse (PSHN) (if available) to determine the nature 

of the exposure and the time of the exposure. The incident must be reported to the CNC Sexual 

Health/Hepatitis during normal hours (or the Service Director Population Health via the After Hours Nurse 

http://www0.health.nsw.gov.au/policies/pd/2015/PD2015_005.html
http://www.ashm.org.au/Pages/Guidelines/Guidelines-for-Management-of-Occupational-and-Non-occupational-Exposures-to-Blood-and-Body-Fluids.aspx
http://www.ashm.org.au/pep-guidelines
http://www.ashm.org.au/pep-guidelines
http://www.ashm.org.au/ctm
http://intranetjh/pol/policylib/5.100_Policy_0515.pdf
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Manager (AHNM) or Forensic Hospital After Hours Nurse Manager (FHAHNM) to coordinate appropriate 

management of these often complex cases). 

The JH&FMHN Procedure for Management of Patients Exposed to Blood or Body Fluids must be followed.  

PEP will be considered depending on the nature and timing of the exposure in accordance with the 

JH&FMHN Procedure for Management of Patients Exposed to Blood or Body Fluids and NSW MoH PD2015_005 

Human Immunodeficiency Virus (HIV) - Management of Non-Occupational Exposure. PEP medication must be 

supervised. 

Screening for sexually transmissible infections (STI), if applicable, and blood borne viruses (BBV) must be 

offered to all patients who report exposure to blood or body fluids. Hepatitis B vaccination must be offered if 

the exposed person is non-immune or their status is unknown. Tetanus prophylaxis must be considered 

depending on the nature of the injury. 

Post-coital contraception must be considered for women who report sexual exposure. 

If a patient reports a sexual assault, JH&FMHN policy 5.140 Sexual Assault Management must be followed. 

JH&FMHN has a Memorandum of Understanding with Sydney Sexual Health Centre (SSHC) whereby they 

provide medical advice for the management of patients who report an exposure to blood or body fluids. The 

CNC Sexual Health / Hepatitis will discuss management with the Sexual Health Physician at SSHC. Nurses and 

doctors are not authorised to phone SSHC in the first instance, but may be directed to do so by the CNC 

Sexual Health/Hepatitis, Service Director Population Health, AHNM or FHAHMN. This discussion will guide 

decisions about management, including whether or not the patient needs to be offered assessment for, and 

treatment with, PEP. 

In situations where the source person is known to be HIV positive, the Service Director, Population Health 

must be notified. Consultation will occur at Clinical and Executive level to ascertain whether or not the case is 

to be referred to the NSW MoH HIV Advisory Panel. 

2.2 Implementation - Roles & Responsibilities 

All clinical staff in health centres must be responsible to abide by the procedures set out in this policy. 

3. Procedure Content  

3.1 Injecting Equipment being used / shared in Centres 

If JH&FMHN staff are informed that any injecting equipment is being used / shared in a custodial centre, the 

staff member must contact the CNC Sexual Health / Hepatitis for advice as soon as possible after the 

notification. The following general principles apply: 

 The retrieval of the injecting equipment is not the responsibility of JH&FMHN staff except in the 

Forensic Hospital and in this case the FH search procedure must be followed. 

 JH&FMHN staff must not breach patient confidentiality by informing CSNSW / JJNSW / GEO of 

confidential health information disclosed during a consultation. To do so may affect the trust the 

patient(s) has / have in JH&FMHN as a provider of confidential health care. 

 In adult centres, local clinic staff should inform the CNC Sexual Health / Hepatitis if they are aware of 

increased use of injecting equipment. The CNC Sexual Health/Hepatitis may then inform the Service 

Director, Population Health, who may inform the Manager Offender Services and Programs (MOSP). 

The Offender Services & Programs staff are responsible for providing harm reduction education. The 

http://jhintranet/files/mgmt_of_patient_exposed_to_blood_or_body_fluid.pdf
http://jhintranet/files/mgmt_of_patient_exposed_to_blood_or_body_fluid.pdf
http://www0.health.nsw.gov.au/policies/pd/2015/PD2015_005.html
http://jhintranet/files/Policies/5.140_Policy_0910.pdf
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MOSP could then ensure that a Health Survival Program is delivered in the appropriate area. As part of 

this program, participants are encouraged to attend the health centre if they have any concerns about 

their health. At Juvenile Justice Centres, JH&FMHN staff will provide this education. 

 Harm minimisation information (as described later in this policy) must be provided by a JH&FMHN 

staff member and documented in the patient’s Health Record. The patient must be offered a referral to 

the PSHN waitlist (via the Patient Administration System (PAS) in adult outpatient and inpatient 

centres, or via PAS waitlist or appointment in juvenile centres). 

 The patient(s) must be offered a referral to a Drug and Alcohol Nurse for assessment of suitability for 

pharmacotherapy or other appropriate intervention. This must also be documented including patient 

refusal (if this occurs) and the reason for this. Where possible, a brief intervention including 

motivational interviewing should be provided to facilitate acceptance of treatment and avoidance of 

injecting. Refer to JH&FMHN policy 1.040 Drug & Alcohol Service Provision. 

 Patients presenting for assessment following injecting equipment sharing will be managed according 

this policy and the JH&FMHN Procedure for Management of Patients Exposed to Blood or Body Fluid. 

 Contact tracing will be overseen by JH&FMHN Population Health in accordance with the Australasian 

Contact Tracing Manual 4th edition (2010). 

3.2 Harm Minimisation  

The exposed patient must be informed of the potential risk of HIV, HBV and HCV transmission to sexual and 

injecting partners, especially in the first 6 to 12 weeks following exposure to an HIV infected person and for 

up to 24 weeks for HBV.  Refer to JH&FMHN Procedure for Management of Patients Exposed to Blood or Body 

Fluids for details of harm minimisation discussions. 

3.3 Exposure within Justice Health & Forensic Mental Health Network Facilities 

Patients could be exposed to blood or body fluids within JH&FMHN facilities through the following: 

 Reuse of single-use medical equipment including disposable items 

 Use of medical / dental equipment that has been inadequately sterilised 

 Needle stick or sharps related injury resulting from a contaminated item 

 Assaults or fights. 

 Exposure to the blood of an injured health care worker. (In these circumstances, this policy and 

associated procedure must be followed. Additionally, the incident must be reported to the Nurse 

Manager, Medical Officer and appropriate Executive Director. An IIMS notification must be 

completed. When a group of patients has been affected, JH&FMHN Executive must refer to NSW 

MoH PD2005_203 Infection Control Management of Reportable Incidents. 

Staff should refer to JH&FMHN Procedure for Management of Patients Exposed to Blood or Body Fluids. 

3.4 Exposure in other Health Facilities 

Patients may be exposed to blood or body fluids when they attend non-JH&FMHN health facilities. Should 

this occur, the patient must be managed by the non-JH&FMHN health facility in which the exposure occurred 

in accordance with their policy.  JH&FMHN staff may facilitate attendance at appointments at the external 

health facility and / or on-site specimen collection on behalf of the external health facility. The relevant 

Executive Director must approve access by the external health facility to a patient within the centre. 

http://jhintranet/files/Policies/1.040_Policy_0511.pdf
http://www.ashm.org.au/ctm
http://www.ashm.org.au/ctm
http://jhintranet/files/mgmt_of_patient_exposed_to_blood_or_body_fluid.pdf
http://jhintranet/files/mgmt_of_patient_exposed_to_blood_or_body_fluid.pdf
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_203.html
http://jhintranet/files/mgmt_of_patient_exposed_to_blood_or_body_fluid.pdf
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3.5 Notification 

All cases where patients report exposure to blood or body fluids must be discussed with CNC Sexual Health / 

Hepatitis during normal working hours, and after hours, the Service Director Population Health via the AHNM 

or FH AHNM. 

If the exposure occurred inside a JH&FMHN facility, the incident must also be notified on IIMS. 

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 

Procedures 

1.040 Drug & Alcohol Service Provision 

1.363 Early Detection Program for Blood Borne Viruses and Sexually  

         Transmissible Infections 

5.140 Sexual Assault Management 

5.100 Occupational Exposure Management 

Procedure for Management of Patients Exposed to Blood or Body Fluids 

NSW Ministry of Health 

Policy Directives 

PD2005_203 Infection Control Management of Reportable Incidents 

PD2015_005 HIV - Management of Non-Occupational Exposure 

Australasian Society for HIV 

Medicine 

 

Management of Non-Occupational Exposure to Blood or Body Fluids 

Post-Exposure Prophylaxis after Non-Occupational and Occupational Exposure 

to HIV: National Guidelines 

Australasian Contact Tracing Manual 4th edition (2010) 

 

http://jhintranet/files/Policies/1.040_Policy_0511.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://jhintranet/files/Policies/5.140_Policy_0910.pdf
http://intranetjh/pol/policylib/5.100_Policy_0515.pdf
http://jhintranet/files/mgmt_of_patient_exposed_to_blood_or_body_fluid.pdf
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_203.html
http://www0.health.nsw.gov.au/policies/pd/2015/PD2015_005.html
http://www.ashm.org.au/Pages/Guidelines/Guidelines-for-Management-of-Occupational-and-Non-occupational-Exposures-to-Blood-and-Body-Fluids.aspx
http://www.ashm.org.au/pep-guidelines
http://www.ashm.org.au/pep-guidelines
http://www.ashm.org.au/ctm
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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 

Care Coordination, Planning & Review – The Forensic Hospital 

Policy Number 1.069 

Policy Function Continuum of Care 

Issue Date 07 March 2011 

Summary Care coordination and planning are pivotal aspects of mental health service 
delivery that reflect, support and nurture the principles of patient centeredness 
and carer participation. The process involves identifying the range of an individual 
patient's needs and monitoring progress towards meeting those needs in 
consultation with the patient, his/her carer/s and with others if nominated by the 
patient. Care Coordination and care planning are intimately linked. 

Responsible Officer Executive Director Forensic Mental Health & Youth Health Services 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.069 (Nov 2008) 

Change Summary  Risk Management Plan renamed to Treatment Management Plan 

 Other minor wording changes. 

TRIM Reference POLJH/1069 

Authorised by Chief Executive 

 

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

Care coordination and planning are pivotal aspects of mental health service delivery that reflect, support and 
nurture the principles of patient centeredness and carer participation. The process involves identifying the range 
of an individual patient's needs and monitoring progress towards meeting those needs in consultation with the 
patient, his/her carer/s and with others if nominated by the patient. Care Coordination and care planning are 
intimately linked. 

The environment and context in which care takes place must be taken into consideration when planning and 
reviewing care provision. Justice Health (JH) has a duty to ensure the safety of the patients, the staff who care 
for those patients, and the community of which The Forensic Hospital (FH) is a part. The FH is a high security 
facility that uses appropriate clinical security measures together with specialised technology to provide a secure 
environment that enables the safe delivery of care. The core philosophy of the FH is that persons with a mental 
illness, who are or have been involved with the criminal justice system, should have access to care and treatment 
of a standard that is at least equal to that provided in the wider community, in the least restrictive environment 
enabling the care to be effectively and safely provided. 

2. Objectives 

The objectives of this policy are to: 

 ensure all patients have a documented Treatment & Management Plan and care pathway, 

 ensure patients are reviewed and assessed at minimum specified intervals, or more frequently as clinically 
indicated, 

 provide direction in relation to roles and responsibilities of the multidisciplinary team (MDT) when 
planning and reviewing care, 

 provide guidelines to clinical staff about the expected processes and pathways of care for patients, 

 ensure that the assessment and planning process is patient centred and meets the needs of the individual 
patient and his/her carers, and 

 provide a minimum standard framework for the planning and review of care and treatment. 

3. Outcomes 

Assessments and care planning should routinely include arrangements for delineating, measuring and evaluating 
specific outcomes. An outcomes focus can help to improve understanding of the impact of rehabilitation on the 
life of the patient; it increases the patient’s motivation, engagement and therefore commitment to the program; 
it provides assurance that treatment is producing results; and it ensures that outcomes are related to assessment, 
rehabilitation and support, and are monitored on an ongoing basis. The desired outcomes should be negotiated 
and explicitly agreed with the patient, wherever possible and appropriate, as this increases patient compliance 
with the program and engages the individual as a genuine stakeholder. 

4. Policy Content 

4.1 General 

A patient admitted to the FH must have a Treatment & Management Plan and care pathway documented in the 
patient’s Health Record and must be reviewed and assessed at intervals set out in this policy or more frequently 
if clinically indicated. All members of the MDT have a role to play in the assessment and review of patients and 
the planning of care. Care planning should commence prior to the patient being admitted and continue 
throughout his or her stay, with a focus on achieving discharge. The pathway through the different units of the 
FH will vary for each patient, but the principles and guidelines for care planning and review should be followed 
to ensure a seamless, standardised continuum of care for patients.  
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4.2 Roles within the Multidisciplinary Team  

Each unit within the FH functions within a MDT framework. The MDT consists of a Consultant Psychiatrist, 
Psychiatry Registrar, Care Coordinator (CC), Associate Care Coordinator and allied health clinicians. The MDT is 
responsible for planning and reviewing the care and management of each patient. The role of the CC is to 
ensure that planned care is implemented, while the role of the MDT is to develop individualised management 
plans and evaluate outcomes. 

4.2.1 Care Coordinator 

The role of the CC may be undertaken by any suitably qualified health professional. The CC must take an active 
role in developing and monitoring a patient's care and treatment and ensure that these are implemented in a 
timely manner. The CC participates in the development of an individualised care and risk management plan. The 
CC must ensure that the appropriate documentation occurs, that the plan is implemented and reviewed on a 
regular basis while ensuring that all members of the MDT are involved and understand their responsibilities and 
are in agreement with the proposed Treatment & Management Plan. The CC is also the patient’s Discharge 
Planning Coordinator. Refer to Justice Health  policy 1.161 Discharge Planning – The Forensic Hospital for 
information on the role of the Discharge Planning Coordinator. 

The CC approach is complemented by the allocation of a nurse to each patient on a shift-by-shift basis. The 
allocated nurse for each patient has a responsibility to ensure all clinical documentation after assessment or 
review has been completed on a shift by shift basis. The Nurse Unit Manager – Shift Leader (NUMSL) must 
ensure that a nurse is allocated to each patient on each shift. Ideally but not always necessarily, the nurse who is 
a CC or Associate CC for a patient should be the allocated nurse for the shift when the CC is on duty. When 
allocating a CC, the NUMSL must consider individual patient needs, staff skills and workload. 

It is the responsibility of the members of the MDT to fulfil their respective roles and commitments to the 
patient’s care, and to work directly with the patient to meet his or her goals in accordance with the Treatment & 
Management Plan. 

The responsibilities of the CC are to: 

 plan and coordinate the delivery of individualised clinical interventions and programs in consultation with 
the patient and, where possible, his/her families and/or carers, 

 work with patients, their primary carers and families to maximise their participation in the care planning 
and delivery process and to enhance patients’ empowerment within their care pathway, 

 act as a consistent point of contact for all parties involved in the care of the patient, 

 encourage the patient’s engagement in therapeutic and diversional activities, 

 ensure the comprehensive and ongoing assessment of the patient’s mental and physical health and social 
care needs occurs, 

 coordinate the timely preparation of the comprehensive multidisciplinary Mental Health Review Tribunal 
report,   

 ensure all appropriate necessary services are engaged and accessed, 

 ensure up to date risk assessment and management plans are in place, 

 ensure that the patient and his/her carer receive copies of the agreed Treatment & Management Plan, 

 monitor the delivery of the agreed care package and document and communicate decisions made, 

 ensure the MH-OAT minimum data set information, PAS, and any other electronic databases are complete 
and updated as necessary, 

 collaborate and ensure ongoing assessment, treatment and support from other JH and external health 
specialists where necessary, 

 collaborate with other professionals and agencies to ensure contact is maintained with the patient and 
his/her carer, 

 initiate and coordinate the discharge planning process, and 

 implement, coordinate and monitor the patient’s discharge plan. 

http://intranetjh/pol/policylib/1.161_Policy_1108.pdf�
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4.2.2 Associate Care Coordinator 

The role of the Associate CC is to act for the CC when that person is unavailable and to take on duties 
delegated by the CC. The Associate CC has the same authority as the CC, or, in the case of an Enrolled Nurse 
the Associate CC operates under supervision of the CC. 

4.2.3 Consultant Psychiatrist 

The Consultant Psychiatrist for a patient has overall responsibility for the medical treatment provided to patients. 
All significant clinical decisions in relation to patient care must be made in consultation with the Consultant 
Psychiatrist. 

4.2.4 Psychiatry Registrar  

The Psychiatry Registrar takes an active role in risk assessment and management, care planning and review. The 
registrar can approve the initiation of seclusion and increase and decrease psychiatric observation levels. The 
registrar is responsible for informing the Consultant Psychiatrist of changes to patient care, and is able to act as 
the delegate of the Consultant in relation to agreed clinical decision making responsibilities, as appropriate. After 
hours, the on-call Psychiatry Registrar may make decisions regarding a patient’s care and treatment in 
consultation, where appropriate, with the on-call Consultant Psychiatrist. Any such changes to a patient’s care or 
treatment must be handed over to the patient’s Psychiatry Registrar as soon as possible on the next working day. 

4.2.5 Allied Health 

Allied Health staff include psychologists, occupational therapists, diversional therapists, Art therapists, chaplain, 
social workers, welfare workers, and other mental health workers. While some of these members of staff have 
unique, hospital-wide roles within the FH, they may also be part of the patient’s MDT and are also responsible 
for care planning and review. 

4.2.6 The Patient 

The patient must be central to the care process. Any individual patient needs that cannot be managed by the 
individual MDT members should be referred to the appropriate health care professional to meet those needs. 
While members of the MDT are responsible for the care of allocated patients, this does not exclude them from 
providing care to other patients within The FH, and does not exclude other health professionals from 
participating in the patient care planning and review. 

4.3 Review Process 

4.3.1 Initial Assessment  

The patient must be formally admitted immediately on arrival to The FH by the multidisciplinary team or on-call 
Psychiatry Registrar. Admitting staff must commence all admission documentation as described in Justice Health 
policy 1.029 Admission and Assessment – The Forensic Hospital. The MH-OAT risk assessment and an initial risk 
review, once completed, will aid in the identification of risks prior to the completion of the risk review and the 
development of the Treatment & Management Plan. The interim Treatment & Management Plan should address 
the patient’s immediate risks with a focus of maximising the safety of the patient and others. Once a full risk 
review is completed, the interim Treatment & Management Plan must be integrated into the Treatment & 
Management Plan. 

These plans must be developed in consultation with the patient. The CC should take this opportunity to 
understand and document the patient’s perception and expectations of his or her treatment. The patient’s 
written consent to the involvement of family members in care planning should also be sought. Note that sections 
73, and 75 to 79 of the Mental Health Act 2007 make it mandatory for the primary carer of the patient to be 
given notification of certain events and be consulted regarding discharge planning for the patient. 

4.3.2 Treatment & Management Plan  

Treatment & Management Plans must be commenced on admission, identifying all biopsychosocial and physical 
needs of the individual. Treatment & Management Plans provide a contemporaneous record of the patient’s 
current health needs and record previous issues that have been resolved in order to assist with the continuity of 
patient care. The assessment and planning process should address a person’s aspirations and strengths, as well 
as his/her mental health issues and deficits. The Treatment & Management Plan is completed using the Clinical 
Risk Assessment and Management (CRAM) Framework – Treatment, Placement, Review, Implementation and 
Monitoring.  

http://intranetjh/pol/policylib/1.029_Policy_1108.pdf�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N�
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4.3.3 Ongoing assessment 

Risk review 
A risk review incorporates information obtained from a review of the patient’s Health Record, collateral sources 
and a clinical interview. The structured assessment process reviews a patient’s episodes of violence and 
aggression, the historical factors, the internal, situational and case specific factors as well as assessing protective 
factors. It must be completed using the CRAM Program as a guideline. The risk review must be documented in 
the Health Record. The risk review coincides with the patient’s initial MHRT review and 6 monthly thereafter. It is 
the responsibility of the MDT to complete and document these reviews, whereas, it is the role of the CC to 
coordinate the reviews and ensure that they are completed. 

Treatment & Management Plan 
The Treatment & Management Plan is the primary document that informs risk, biopyschosocial and physical 
needs and is the document that is used when reviewing patient management. The Treatment & Management 
Plan must be completed within 24 hours of admission. The Plan is then reviewed at each subsequent Clinical 
Review Meeting or after any incident and updated as clinically indicated. The Treatment & Management Plan 
must be documented in the patient’s Health Record. 

4.3.4 Regular Reviews 

Ward Rounds 
Ward rounds are a forum to engage with the patient, review his/her progress, discuss any changes in the 
Treatment & Management Plan and determine the plan for care until the next review. The patient should be 
reviewed at least weekly by the Psychiatrist or Psychiatric registrar and/or as often as clinically indicated.  

Clinical Review Meetings 
The Clinical Review Meeting (CRM) must occur on a regular basis. The frequency of CRMs will vary from ward to 
ward depending on patient acuity. As the CRM is a multidisciplinary meeting, all clinical staff involved in patient 
care should attend, including a pharmacist, and allied health clinician members of the MDT. The CRM should 
occur at a time when maximum staff can be present to attend the meeting, whilst still maintaining safe staff 
numbers on the unit. Each unit must determine the most appropriate day and time for the CRM. The meeting 
should be chaired by the NUMSL or delegate of each unit. The purpose of the CRM is to present, discuss and 
make decisions about patient care. Each patient managed by that treating team should be discussed. 

Any new admissions must be formally presented at the first CRM after the admission, with a full overview of the 
patient’s history, current mental state, current risks and issues and proposed management strategies and 
Treatment & Management Plan. Generally, the CRM is held without the patient being present but the CC must 
ensure that the views of the patient regarding his or her care and treatment are represented at the meeting. 

At the CRM, the CC must update the patient’s Treatment & Management Plan, which includes SCALE, risks, 
restrictions and other management interventions. All decisions regarding patient care must be clearly 
documented in the patient’s Health Record.  

4.3.5 In-depth Case Review 

A full in-depth case review must be conducted on each patient every six months while the person remains in The 
FH. Ideally, this should occur at least 6 weeks prior to the patient’s MHRT review, to facilitate preparation of the 
report. The MDT must update the HCR20 or the relevant age specific risk assessment tool and complete a risk 
review using the CRAM framework. The in-depth case review must include the patient progress, current 
presentation and future/discharge planning. The case review must be presented by the MDT at a dedicated 
meeting organised by the CC. Attendees should include other members of the clinical team, the patient’s family 
and carers and any other services involved in the patient’s care. 

A full summary of the discussion and any decisions made at the in-depth case review must be recorded in the 
patient’s Health Record. 
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1. Preface  

Clinical handover is the effective transfer of information, accountability and responsibility for a patient or 

group of patients. Standardisation of key principles for clinical handover will aid effective communication in 

all clinical situations, facilitate care delivery and contribute to improved patient safety. 

Implementation of this policy will aid effective, concise and complete communication in all clinical situations 

and will facilitate delivery of care. 

2. Policy Content 

Justice Health & Forensic Mental Health Network (JH&FMHN) clinicians must implement the standard key 

principles for clinical handover outlined in this policy, regardless of a patient’s clinical diagnosis, location or 

time of day. Compliance with the standard key principles for clinical handover will improve the transfer of 

information, accountability and responsibility for patient care.  

2.1 Mandatory Requirements  

The importance of implementing ‘safe clinical handover’ has been recognised and mandated under NSW 

Ministry of Health (MoH) policy directive PD2009_060 Clinical Handover – Standard Key Principles. JH&FMHN 

has developed and implemented the following standard key principles for clinical handover: 

1. Leadership – nominate a leader at each clinical handover. 

2. Valuing Handover – set an expectation that this is an essential part of daily work. 

3. Handover Participants – identify participants, and involve participants in the handover process. 

4. Handover Time – set an agreed time, duration and frequency of handover, expect punctuality. 

5. Handover Place – set a specific location, preferably face to face. 

6. Handover Process – standardised process, JH&FMHN will utilise the Introduction, Situation, 

Background, and Assessment & Recommendation (ISBAR) framework. 

The standard key principles for clinical handover apply to all clinical staff employed by JH&FMHN and offer 

direction for the shift-to-shift clinical handover of patients, and the handover of patients to other clinicians or 

facilities. All clinical handover events must meet these requirements.  

2.2 Implementation - Roles & Responsibilities  

Chief Executive is responsible for: 

 Assigning responsibility and resources to implement the standard key principles for clinical handover. 

 Reporting on the implementation and evaluation of the standard key principles for clinical handover 

to the MOH. 

Executive Directors are responsible for: 

 Ensuring that each directorate has a process in place to handover patient care and critical 

information. 

 Ensuring there is a system in place to monitor and evaluate clinical handover. 

 Ensuring any potential or actual risks identified have been actioned. 

 Ensuring there is provision to train staff in clinical handover. 

Service Directors and Nurse Managers are responsible for: 

http://www.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
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 Ensuring Executive Directors, Service Directors and Clinical Directors are notified of any patients of 

concern. 

 Ensuring clinical handover processes within their areas of responsibility are in line with the key 

standard principles and ISBAR framework. 

 Ensuring monitoring and review of clinical handover is undertaken. 

 Escalating results of auditing including any identified risks and planned actions to Executive 

Directors, Service Directors and Clinical Directors.  

Nursing Unit Manager (NUM), Line Manager or delegate is responsible for: 

 Implementing the standard key principles of clinical handover, establishing agreed times, durations, 

processes and frequencies for clinical handovers to occur. 

 Monitoring and evaluating local clinical handover on a regular basis through an audit process (at 

least every six months), with feedback of results, risks and any action required to all stakeholders.  

 Escalating results of auditing including any identified risks and planned actions to the Nurse 

Manager. 

 Capturing audits and results of audits in TRIM (TRIM containers to be identified locally). 

 Ensuring any handover tools used within the workplace adhere to the ISBAR framework. 

 Ensuring the standard key principles for clinical handover are included in the local orientation and in 

service programs for all new and current clinical staff. 

 Ensuring the After Hours Nurse Manager and Cluster Nurse Managers are provided with a clinical 

handover of any patients of concern. 

Medical Officers are responsible for: 

 Attending and participating in handover for all patients that are relevant to them. 

 Ensuring the standard key principles and ISBAR framework are included in the handover process. 

 Ensuring that patient handover to the NUM and on call doctor has occurred before they leave the 

health centre. 

 Ensuring that Medical Officer understand the information they are receiving during handover and if 

not seek clarification from the person who is handing over. 

 Ensuring any information handed over is documented in the patient’s health record. 

 Participating in the monitoring and evaluation of clinical handover. 

 Adhering to the Remote Off site Afterhours Medical Services Protocol (ROAMS). 

Nurses are responsible for: 

 Ensuring work practices are consistent with standard key principles for clinical handover. 

 Ensuring any tools used follow the ISBAR framework. 

 Attending and participating in the handover of all patients that are relevant to them. 

 Ensuring that they understand the information they are receiving during handover and if not seek 

clarification from the person who is handing over. 

 Ensuring any information handed over is documented in the patient’s health record. 

 Escalating any concerns regarding a patient to the NUM and relevant medical officer. 

 Participating in the monitoring and evaluation of clinical handover. 

Allied Health staff are responsible for: 
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 Attending and participating in the handover process in the health centre/ inpatient facility. 

 Ensuring that critical patient information is handed over to the NUM and obtaining a handover from 

the NUM or other multidisciplinary team staff, if not present for the formal handover process. 

 Ensuring a process is in place to facilitate handover of patient care to colleagues and professional 

peers. 

 Ensuring the standard key principles and ISBAR framework are included in the handover process. 

 Ensuring any information handed over is documented in the patient’s health record. 

 Participating in the monitoring and evaluation of clinical handover. 

3. Procedure Content 

3.1 Clinical Handover – Standardised Format 

Clinical handover communication and documentation is improved by a standardised format for 

communication such as the ISBAR framework. ISBAR provides a framework to outline how conversation is 

conveyed between people in a consistent and reliable way.  

ISBAR framework is the format that JH&FMHN utilises for clinical handover and is an acronym which stands 

for: 

I – Introduction  

 Introduce yourself and your role in the patient’s care. 

 State the unit you are calling from when speaking over the phone. 

S – Situation  

 Specify the patient’s name, diagnosis and current condition or situation. 

 Explain what has happened to trigger the conversation. 

B – Background  

 State the admission date of the patient, his or her diagnosis, and pertinent medical history. 

 Give a brief synopsis of what has been done so far (e.g. lab tests). 

 Advise of any safety alerts that staff need to be aware of, e.g. work health and safety risks, 

aggression, manual handling risk. 

A – Assessment  

 Give a summary of the patient’s condition or situation. 

 Note clearly the trend in patient observations. 

 Explain what you think the problem is or say, “I’m not sure what the problem is, but the patient’s 

condition is deteriorating.” 

 Expand upon your statement with specific signs and symptoms. 
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R – Recommendation  

 Explain what you would like to see done (e.g. lab tests, treatments, or “I need you to see the patient 

now”). 

 State any new treatments or changes ordered (e.g. monitoring and frequency or when to re-notify 

the medical officer if there is no improvement in the patient). 

Examples of tools for clinical handover using the ISBAR framework are attached as Appendix 2 and 3.    

3.2 Situations where Clinical Handover is Required 

There are numerous occasions where clinical handover is required as part of everyday work; this may be face 

to face (preferred), written or via telephone. It is the responsibility of all staff to handover clinical information 

in a timely and accurate manner that will ensure the best outcome for the patient and staff. It is the 

responsibility of all staff to ensure they understand what is being handed over to them; this may require staff 

to repeat back and/or ask questions.  Occasions where handover is required include: 

 Shift to shift (changeover of staff) 

 Patient transfer for a test or appointment 

 Patient transfer/discharge to another hospital/facility/unit 

 Patient transfer from one unit to another unit within a hospital  

 Multidisciplinary team handover 

 Patient transfer to and from and within the community (where appropriate) 

 Deteriorating patient 

All clinical handovers must utilise the standard key principles and the ISBAR framework as outlined in this 

policy.   

3.2.1 Shift-to-Shift Clinical Handover 

Clinical handover must take place at the end/commencement of each shift in all JH&FMHN clinical sites; this 

will ensure continuity of information and is vital to the safety of patients and staff.  In sites where staff are not 

rostered on duty 24 hours a day other clinical handover methods must be in place.  This could include a 

written handover, which is easily accessible to the next shift of staff. 

3.2.2 Remote Offsite Afterhours Medical Services 

Registered Nurses and Endorsed Enrolled Nurses contacting the Remote Offsite Afterhours Medical Officer 

for a consultation on a patient, should refer to JH&FMHN Remote Offsite Afterhours Medical Services (ROAMS) 

Protocol - July 2013. 

3.2.3 Transfers between Health Centres  

JH&FMHN patients are frequently transferred between facilities. Transfer occurs from courts or police cell 

complexes to correctional centres, and between correctional centres. Refer to JH&FMHN policies 1.395 

Transfer and Transport of Patients, and 1.407 Transport of Forensic Patients from MRRC and SWCC. 

3.2.4  Handover to other Agencies  

For occasions when clinical handover will include other agencies such as Corrective Services NSW (CSNSW) 

and Justice Juvenile NSW, should refer to JH&FMHN policies 1.331 Referrals between Corrective Services NSW 

and JH&FMHN (Adults), 1.231 Health Problem Notification Form (Adults), and 1.235 Health Problem 

Notification & Escort Form (Adolescents). 

http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.407_Policy_0515.pdf
http://intranetjh/pol/policylib/1.331_Policy_0912.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf


Clinical Handover 
 

 

 
Policy: 1.075 Issue Date: 5 May 2015 Page 6 of 10 

3.2.5 Transfers to Local Public Health Services 

On occasions when patients are transferred to other local Public Health Services, this may be in the event of a 

scheduled appointment or due to an emergency. Refer to JH&FMHN policy 1.252 Access to Local Public 

Health Services and Forensic Hospital Procedures. 

Examples of handover tools are attached as Appendix 2 and 3; it is recommended that tools are used, as 

verbal handover alone results in poor information retention.  Tools used by clinicians must be disposed of at 

the end of the shift to protect patient confidentiality. 

3.3 Training 

Clinical handover training must be included as part of the units’ local orientation and in service program.  

Online training is available on HETI: Clinical Handover (ISBAR Tool) Course code 39831743.    

3.4 Monitoring and Evaluating 

Clinical handover must be monitored and evaluated; all clinical settings must have an auditing process in 

place. The process must include; 

 Formal auditing, which may involve auditing several handovers over a period of time. 

 Collating the audit tool results, to identify any risks and trends. 

 Determining any actions required to minimise risk. 

 Documenting actions and escalating identified risks at team meetings. 

 Capturing audits and results in TRIM (TRIM container to be identified locally). 

 Implementing the actions in consultation with management and staff. 

 Escalating identified risks and actions to senior managers. 

 Reviewing the actions and any incident reports to determine whether the identified actions have 

been implemented and are effective. 

It is expected that a clinical handover auditing process will be in place as per section 6.1, 6.3 and 6.4 of the 

National Safety Quality Health Services Standards and completed at least once every six months. The Clinical 

and Corporate Governance Unit may request results of auditing, or request to conduct an audit at a 

particular site. An audit tool is attached in Appendix 3. 

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. 

  

http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://www.safetyandquality.gov.au/publications/safety-and-quality-improvement-guide-standard-6-clinical-handover-october-2012/
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5. Legislation and Related Documents 

Legislation Criminal Appeal Act 1912 

Health Administration Act 1982 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

Mental Health (Forensic Provisions) Regulation 2009 

NSW MoH Policy Directives PD2009_060 Clinical Handover Standard Key Principles 

PD2013_049 Recognition and Management of Patients who are Clinically  

                    Deteriorating 

JH&FMHN Policies and 

Procedures 

1.231 Health Problem Notification Form 

1.235 Health Problem Notification & Escort Form (Adolescents) 

1.252 Access to Local Public Health Services 

1.331 Referrals between CSNSW and JH&FMHN (Adults) 

1.395 Transfer and Transport of Patients 

1.407 Transport of Forensic Patients from MRRC and SWCC 

Remote offsite Afterhours Medical Services Protocol (July 2013) 

Forensic Hospital Procedure Clinical Handover 

Australian Medical 

Association 
Safe Handover: Safe Patients’ Guideline (AMA, 2006) 

Australian Commission on 

Safety and Quality Health 

Care 

National Safety Quality Health Services Standards, Standard 6 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+79+2009+cd+0+N
http://www.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_049.html
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.331_Policy_0912.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.407_Policy_0515.pdf
http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
http://intranetjh/Procedures_Manuals/Clinical%20Handover.pdf
https://ama.com.au/ama-clinical-handover-guide-safe-handover-safe-patients
http://www.safetyandquality.gov.au/publications/safety-and-quality-improvement-guide-standard-6-clinical-handover-october-2012/
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Appendix 1 – Clinical Handover Tool/Checklist 

The Clinical Handover Sheet – uses ISBAR as the format for clinical handover and can be used as a tool/checklist for providing and receiving verbal handover from clinical 

staff either face to face or via telephone. 

I – Introduction – introduce yourself and your role in the patient’s care 

S - Situation B - Background A - Assessment R - Recommendation 

Name Age Diagnosis Medical History Alerts 
 Current condition  Signs/ symptom  Observations  Treatment plan/follow up  Tests/ 

Results 
 Referrals/ 

Appointments 
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Appendix 2 – Clinical Handover - patient transfer using ISBAR 

Before making a call about clinical care 

1. Assess the patient 

2. Read the most recent notes 

3. Have the medical notes  

I 
Introduction 

 

S 
Situation 

 

B 
Background 

 

A 
Assessment 

 

R 
Recommendation 

 

Adapted from Hunter New England Local Health District 
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Appendix 3 – Clinical Handover Audit Tool 

This audit tool is to be used by clinical staff to audit clinical handover.   This audit will be required to be 

carried out over several days/shifts to ensure a wide range of staff are observed and any risks can be 

identified.    

Department: Workplace: 

Audit completed by: Date: 

 

Question Yes No N/A Comments 

Is there a regular time and place established for clinical 
handover to occur? 

    

Are all participants present at handover?     

Is handover conducted face to face?     

Is a standardised tool/checklist used for handover?     

Is the tool/checklist used based of ISBAR as per JH&FMHN 
policy 1.075 Clinical Handover 

     

Are participants informed of patient’s name?     

Are participants informed of patient’s current condition?     

Are participants informed of patient’s medical diagnosis?     

Are participants informed of patient’s medical history?     

Are participants informed of any alerts? e.g. safety     

Are participants informed of any treatment plans/follow up 
of patient? 

    

Are the participants informed of any impending tests or 
results? 

    

Are the participants informed of any referrals?     

Did participants repeat back and clarify important points?     

Was clear language used? e.g. no abbreviations     

Was handover interrupted? If yes, how often?     

Was patient confidentiality protected?     

 

 

http://intranetjh/pol/policylib/1.075_Policy_0515.pdf


policy
  

 Policy: 1.078 Issue Date: June 2011 Page 1 of 4 

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

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

Clinical Risk Assessment & Management – The Forensic Hospital 

Policy Number 1.078 

Policy Function Continuum of Care 

Issue Date 6 June 2011 

Summary This policy guides Justice Health clinicians in the assessment of risk within The 
Forensic Hospital to ensure patients assessed by clinicians have an appropriate risk 
management plan in place. 

Responsible Officer Executive Director Forensic Mental Health & Youth Health Services 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.078 (Feb 2009) 

Change Summary  Minor wording changes 

TRIM Reference POLJH/1078 

Authorised by Chief Executive 

 

http://www.justicehealth.nsw.gov.au/�


 

Clinical Risk Assessment & Management – The Forensic 
Hospital 

 

 Policy: 1.078 Issue Date: June 2011 Page 2 of 4 

1. Preface 

This policy applies to The Forensic Hospital (FH) only. It applies to all Justice Health (JH) clinical staff that work 
directly with patients within the hospital and are required, as part of a multi-disciplinary team or as individual 
practitioners, to conduct assessments and provide care to patients. 

This policy does not aim to ‘teach’ clinicians how to assess and manage risk for violence, but rather sets out the 
fundamental principles on which the process is based and specifies the times and events at which a violence risk 
assessment must be completed. While not specifically covered by this policy, other clinical risks, for example, the 
risk of adverse physical health events must also be assessed in accordance with the relevant NSW Health and JH 
policies. 

2. Objectives 

The objectives of this policy are to: 

 guide JH clinicians in the assessment of risk within FH, 

 ensure that patients assessed by JH clinicians have an appropriate Treatment & Management Plan 
outlining the risks identified through risk assessment in place, which is clearly documented in the patient’s 
health record, and 

 guide JH clinicians in relation to the completion of risk assessment instruments and collection of data in 
relation to risk. 

3. Outcomes 

The requirement that all patients within FH have an appropriate Treatment & Management Plan outlining the 
risks identified through risk assessment is in place and clearly documented in the health record which will help to 
ensure that risk is effectively managed. 

The collected data in relation to risk from across the hospital will inform risk management. 

The requirement that all JH staff are trained in risk assessment at an appropriate level will help to ensure that risk 
assessments are of sufficiently high quality. 

4. Policy Content 

4.1 General Matters 

There are multiple risks in mental health including, but not limited to, the risk of victimisation, non-adherence, 
self-harm and violence. Within a mental health facility, physical health risks and their management must also be 
considered. This policy considers only the issues of risk of violence, all other risks applicable to individual patients 
must be considered by JH clinicians as part of a comprehensive clinical assessment. 

It is the policy of Justice Health that clinicians in the FH must be formally trained in Clinical Risk Assessment and 
Management. 

All patients in the FH must be comprehensively assessed for risks at the times set out in this policy and at any 
other times where it is clinically, operationally or legally appropriate to do so. All such risk assessments must be 
documented in the patient’s health record. 

A patient in the FH must have a plan to manage the risks identified in the risk assessment documented in the 
patient’s health record. 

The Consultant Psychiatrist, Care Coordinator (CC), Shift Leader (SL) for a patient and the Nursing Unit Manager 
(NUM) of the Unit in which the patient is accommodated must ensure the Treatment & Management Plan for 
the patient is completed, implemented and reviewed. 
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4.2 Risk Assessment 

Risk assessment is a continuous process which forms an integral part of clinical care and risk management within 
the hospital. It is not a task completed at a single point in time. A structured approach to risk assessment 
improves the reliability of decisions regarding risk management based on those risk assessments. There are a 
number of approaches to risk assessment and JH has adopted the Framework for Risk Assessment & 
Management as set out in the Clinical Risk Assessment and Management: A Practical Manual for Mental Health 
Clinicians1

. The Structured Assessment of Violence Risk in Youth (SAVRY) is used to guide  risk assessments for 
adolescent patients and is not covered in the Clinical Risk Assessment and Management: A Practical Manual for 
Mental Health Clinician. Although the SAVRY is not covered in this manual, the adolescent unit will use the 
principles of the framework to complete risk assessments and management of these patients. 

That document sets out a number of important principles: 

 Risk fluctuates and changes continually. 

 Risk assessment and management is a continual process. 

 A risk assessment is never complete without a risk management plan. 

 A risk assessment is never complete until the risk management plan has been documented, 
communicated to others and implemented. 

 Risk cannot be eliminated. Mental health professionals engage in ‘risk management’. 

 Risk assessment and management begins with the identification of empirically known and case specific 
risk factors and leads to the development and implementation of a plan to manage those risk factors. 

 No single risk factor predicts the outcome. 

 Risk factors are mostly unrelated to mental illness symptoms. However, individual mental illness 
symptoms, when present, may significantly alter risk and provide opportunities to provide treatment to 
modify risk.  

 Empirically derived risk factors are most commonly applicable to populations not individuals. 

4.3 Violence 

While mental illness is but one risk factor, the association between mental illness and violence has been well 
established

2
. Therefore, violence risk assessment and management must form an integral part of the treatment 

of patients within the FH. The approach adopted within the hospital is a combination of anamnestic assessment, 
the empirically informed approach and the application of structured tools such as the HCR-20, SAVRY for 
adolescents, DASA and the PCL-R. An objective approach, combining these approaches, provides reliability and 
allows for the identification of empirically derived and case specific risk factors

3
. 

4.3.1 When to Conduct a Risk Assessment 

A violence risk assessment must be completed at the following times: 

 Admission – on admission to the hospital each patient must have a documented risk assessment and 
Treatment & Management Plan, which clearly identifies the next review date. 

 Review – at each Clinical Review Meeting the patient’s Treatment & Management Plan must be reviewed 
and updated. At each In-Depth Clinical Review Meeting an updated risk assessment must be completed 
and the Treatment & Management Plan reviewed and updated. 

 Transfer – if a multidisciplinary team is considering a transfer of a patient to another unit within the 
hospital then a risk assessment must be completed and the Treatment & Management Plan must be 

                                                 
1 Allnutt, S., O’Driscoll, C., Ogloff, J.R.P., Daffern, M. & Adams, J (2010) Clinical Risk Assessment and Management: A Practical Manual for Mental 
Health Clinicians. Sydney, NSW; Justice Health 
2 Monahan, J. (1992) Mental disorder and violent behavior. American Psychologist 47:511-521; Bonta, J., Law, M. & Hanson, K. (1998) The Prediction 
of Criminal and Violent Recidivism Among Mentally Disordered Offenders: A Meta-Analysis. Psychological Bulletin 123:123 – 142;  Wallace, C., 
Mullen, P. E. & Burgess, P. (2004)  Criminal Offending in Schizophrenia Over a 25-Year Period Marked by Deinstitutionalization and Increasing 
Prevalence of Comorbid Substance Use Disorders. American Journal of Psychiatry 161:716 – 727. 
3 Allnutt, O’Driscoll, Ogloff, Daffern & Adams, above n1 and Samuels, A., O'Driscoll, C. & Bazaley, M. (2005). Combining clinical and actuarial 
methods to assess and manage risk in a New South Wales forensic psychiatric setting. Australasian Psychiatry 13(3): 285-290. 
3 Allnutt, O’Driscoll, Ogloff, Daffern & Adams, above n1. 
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updated identifying how the Treatment & Management Plan (incorporating the management of identified 
risk factors) can be safely implemented in the proposed environment. 

 Reports – prior to the preparation of reports for the Mental Health Review Tribunal (MHRT) or other 
body, a risk assessment must be completed and the Treatment & Management Plan updated. 

 Discharge Planning – when recommending the discharge of a patient to a lower security setting, a risk 
assessment must be completed and the Treatment & Management Plan updated identifying how the 
Treatment & Management Plan (incorporating the management of identified risk factors) can be safely 
implemented in the proposed environment. 

A violence risk assessment must also be completed if there is a significant change in the patient’s clinical status 
or risk factors. 

4.3.2 How to Develop a Treatment & Management Plan 

Following a comprehensive risk assessment the multidisciplinary team must develop or review the patient’s 
Treatment & Management Plan. The process for the development of a Treatment & Management Plan is 
outlined in detail in the Clinical Risk Assessment and Management, A Practical Manual for Mental Health 
Clinicians handbook;4

 and will not be repeated here. Notwithstanding, in brief, the Treatment & Management 
Plan should include the following elements: 

 Treatment – the biological, psychological and social treatment interventions to address historical but 
predominantly dynamic risk factors and strengths. 

 Placement – determining where the treatment should take place and deciding on the least restrictive 
alternative that enables safe management of the patient. 

 Restrictions – referring to the constraints and coercive mechanisms that might be required to keep the 
person safe and reduce opportunity to harm others. Restrictions can be: 

o environmental (external to the person and manipulated by others),  

o personal (internal and relies on the person’s motivation to adhere), or 

o legal (legislation or orders). 

 Implementation – identifying who is responsible for implementing the plan. 

 Monitoring – determining what needs to be monitored, by whom and when. 

 Review – identify when and by whom will the Treatment & Management Plan be reviewed. 

5. References 
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1. Preface 

The role of Justice Health & Forensic Mental Health Network (JH&FMHN) is to provide or facilitate health 

services for patients in the custody of Corrective Services NSW (CSNSW), Global Expertise in Outsourcing 

(GEO) and Juvenile Justice NSW (JJNSW) consistent with the relevant legislative or regulatory provisions 

including the Crimes (Administration of Sentences) Act 1999 (NSW) and for patients within the Forensic 

Hospital. If JH&FMHN itself does not provide a particular clinical service, then it may arrange and facilitate 

the provision of the service by other health care providers based on clinical priority and need. These may 

include the public hospital and associated health services or in specific circumstances, private providers. Refer 

to JHFMHN policy 1.252 Access to Local Public Health Services. 

Routinely JH&FMHN does not provide or facilitate cosmetic or discretionary procedures.  Complementary 

treatments and discretionary surgery such as plastic surgery and tattoo removal should only be approved in 

extenuating circumstances. Refer to JH&FMHN policy 1.100 Plastic Surgery and Tattoo Removal. 

2. Policy Content 

2.1 Mandatory Requirements 

The general principle of JH&FMHN is to provide clinical services equivalent to those available to the general 

community that are necessary for the preservation of health. JH&FMHN is responsible for providing health 

services in a variety of settings and facilities. JH&FMHN provides health care in a complex environment to 

people in adult correctional centres, to those in courts and police cells, juvenile detainees and those within 

the NSW forensic mental health system and in the community. 

2.2 Implementation - Roles & Responsibilities 

JH&FMHN staff have overall responsibility for the development, review and implementation of this policy. 

3. Procedure Content 

3.1 Services provided directly by JH&FMHN  

JH&FMHN provides primary and some specialised health services at the Long Bay Hospital and Forensic 

Hospital and in all correctional, Juvenile Justice centres (JJC) and selected Police Cell complexes.  These 

include but are not limited to: 

 Nursing services 

 General Practitioner services 

 Dental services 

 Specialist services such as hepatology, psychiatry, and addictions medicine 

Silverwater Women’s (SWWCC), John Morony Correctional Complex, and Parklea Correctional Centres, the 

Metropolitan Remand and Reception Centre (MRRC) and Long Bay Correctional Complex have 24 hour 

nursing services, seven days a week.  Other health centres may have on-call nursing staff out of normal or 

extended working hours. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.100_Policy_0313.pdf
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The Long Bay Hospital includes a 15 bed Aged Care and Rehabilitation Unit (ACRU), a 30 bed Medical 

Subacute Unit (MSU) and a 40 bed Mental Health Unit (MHU) and provides 24 hour nursing services, seven 

days a week. 

Mental Health Screening Units (MHSU) are located at SWWCC and the MRRC.  These allow for the screening 

and ongoing management of patients with mental health problems. 

The Forensic Hospital is a 135 bed high secure mental health facility providing specialist mental health care 

for adult and adolescent forensic patients, correctional patients and a small number of high risk civil patients 

who are unable to be managed in conditions of lower security.  The Forensic Hospital provides 24 hour 

nursing services, seven days a week. 

JH&FMHN Drug & Alcohol Services have a comprehensive Drug & Alcohol Procedure Manual which outlines 

the standard of care for managing drug and alcohol issues in this target population. 

The Forensic Hospital Drug & Alcohol Manual outlines clinical and administrative processes for managing 

patients with drug & alcohol health concerns in the Forensic Hospital to reflect the different environmental / 

legislative setting and should be used in conjunction with the more comprehensive Drug & Alcohol Procedure 

Manual. The procedures in that document apply only in the forensic health setting. 

3.2 Resources available from the public health system 

All the resources of the public health system, including hospital inpatient, diagnostic, outpatient, allied 

health, community, crisis assessment and public health services are available at no cost to JH&FMHN patients 

in accordance with NSW Ministry of Health (MoH) Policy Directive (PD) PD2005_527 Prisoners – Provision of 

Medical Services. However, forensic and civil patients in the Forensic Hospital are required to pay hospital fees 

in accordance with the Health Services Act 1997 (NSW). 

Public Hospital Emergency Departments are available 24 hours a day for JH&FMHN patients, just as they are 

for members of the general community.  If there is any clinical concern, a patient may be taken directly by 

the appropriate transport to an Emergency Department for assessment, diagnosis and treatment. 

3.3 Role of CSNSW, GEO and JJNSW in health related services in custodial health 

CSNSW, GEO and JJNSW are responsible for the provision of: 

 Welfare services 

 Psychological services 

 Alcohol and other drugs rehabilitation services i.e. case management, health promotion and relapse 

prevention services.  Refer to JH&FMHN policy 1.040 Drug & Alcohol Service Provision 

 Special rehabilitation services 

For referral of patients to CSNSW see JH&FMHN policy 1.331 Referrals between CSNSW and JH&FMHN 

(Adults). For referral of patients to JJNSW see JH&FMHN policy 1.036 Health Assessment by Nurses 

(Adolescents). 

3.4 Ambulance Services 

The Ambulance service is provided free of charge to JH&FMHN patients when the patient is transferred from 

police cells or a correctional / JJC to the Local Health District hospital (LHD). However, JH&FMHN pays for 

inter-hospital transfers from the Long Bay Hospital or Forensic Hospital to the LHD hospital as per NSW MoH 

PD2014_016 Ambulance Service Charges. 

http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://www0.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_527.pdf
http://www.austlii.edu.au/au/legis/nsw/consol_act/hsa1997161/
http://intranetjh/pol/policylib/1.040_Policy_0714.pdf
http://intranetjh/pol/policylib/1.331_Policy_0912.pdf
http://intranetjh/pol/policylib/1.036_Policy_0713.pdf
http://www0.health.nsw.gov.au/policies/PD/2014/PD2014_016.html
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3.5 24 hour on-call services and after hours services statewide 

All JH&FMHN services have access to Remote / Offsite / Afterhours / Medical Services (ROAMS). Refer to 

JH&FMHN policy 1.300 After Hours and On-Call Services Statewide and the (ROAMS) Protocol on the 

JH&FMHN Intranet for further information. 

All centres have access to the After Hours Nurse Manager (AHNM) on (02) 9311 2707. CSNSW, GEO and 

JJNSW have access to the AHNM on (02) 9311 2707 when a JH&FMHN staff member is not on duty. Refer to 

JH&FMHN policy 1.300 After Hours and On-Call Services Statewide. 

3.6 Pharmacy Services 

The JH&FMHN Pharmacy Department provides a pharmaceutical service to patients commensurate to that 

found in the wider community. The service is comprised of both direct and indirect pharmaceutical services 

to all health centres and inpatient facilities. The Pharmacy Department hours of operation are 07:00 to 17:00 

hours Monday to Friday. However, the Chief Pharmacist is available afterhours for any medication related 

issues. Afterhours access to medications can be facilitated through Public Hospitals and selected community 

pharmacies.  Refer to JH&FMHN policy 1.020 Medication Management and JH&FMHN Medication Guidelines. 

3.7 Medical Imaging Services 

The JH&FMHN Radiology Department provides digital radiology services to the adult patient population 

within Custodial Health. The statewide service model provides general X-ray services at 8 correctional 

facilities (Parklea, Long Bay, MRRC, Silverwater Women’s, Goulburn, South Coast, Wellington and Mid North 

Coast) and Ultrasound Services at Long Bay Hospital Area 2. The radiology clinics are provided weekly, twice 

a week or fortnightly, weekdays from 08:00 to 15:00 hours. After hours services are provided through 

partnerships with public and private radiology facilities. Reporting services are outsourced and provided by a 

private contractor. 

3.8 Physiotherapy Services 

The JH&FMHN Physiotherapy Department provides a physiotherapy service to patients. Primarily the service 

is based on site at Long Bay and is made available to Long Bay Hospital Area 2 and patients from Outer 

Metropolitan areas. The Physiotherapy Department also has satellite clinics in the MRRC, Parklea and 

Silverwater Women’s which also service patients from Dawn De Loas, Compulsory Drug Treatment Program 

and Outer Metropolitan Multipurpose Centre. The Physiotherapy service primarily provides a musculoskeletal 

outpatients service, as well as covering Long Bay Hospital inpatients, other physiotherapy related matters and 

facilitating an orthopaedic clinic. Patients requiring further specialist physiotherapy are referred externally 

and followed up to ensure continuum of care. The Physiotherapy Department’s hours of operation are 

Monday to Friday from 08:00 to 15:00 hours. 

3.9 Medical and Nursing Certificates 

JH&FMHN use, Medical and Nursing Certificates and Health Problem Notification Forms to inform CSNSW 

and GEO or Health Problem Notification and Escort Forms to inform JJNSW that a patient has a medical 

condition which requires special consideration, equipment or affects their ability to attend work duties or 

study. Refer to JH&FMHN policy 1.262 Medical and Nursing Certificates (Adults) and JH&FMHN policy 1.235 

Health Problem Notification and Escort Form (Adolescents). 

3.10 Change of Correctional Centre or Juvenile Justice Centre for clinical reasons 

Refer to JH&FMHN policy 1.395 Transfer and Transport of Patients. 

http://intranetjh/pol/policylib/1.300_Policy_0912.pdf
http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
http://intranetjh/pol/policylib/1.300_Policy_0912.pdf
http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/pol/policylib/1.262_Policy_0512.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
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3.11 Access to Private Health Services by JH&FMHN patients 

Refer to JH&FMHN policy 1.253 Access to Private Health Services for further information regarding: 

 Private consultations at JH&FMHN request; 

 Private consultations at the patient’s request (including Forensic Hospital patients); and  

 Patient’s accessing alternative health services.  

3.12 Optometry Services 

Refer to JH&FMHN policy 1.303 Optometry Services. 

3.13 Hearing Aids 

JH&FMHN must meet the cost of a first hearing aid for any patient who: 

 Has a non-parole period of three years or more; or 

 Has been diagnosed as hearing impaired during the course of his/her trial where a hearing aid would 

be of assistance in following the proceedings. 

JH&FMHN must meet the cost of a replacement hearing aid when the old unit has exceeded its useful life or 

the hearing aid has been lost or damaged in reasonable circumstances. 

Where it appears that the loss or damage to a hearing aid is intentional or the period of sentence is less than 

a non-parole period of three years, the patient should be asked to bear part or all of the cost. 

3.14 Dental (Oral Health) Services 

Refer to JH&FMHN policy 1.130 Dental Services. 

3.15 Prostheses/Orthoses/Special equipment and appliances 

A prosthesis is an artificial substitute for a missing body part, whereas an orthosis is an orthopaedic aid 

generally associated with movement of a limb.  JH&FMHN should generally provide prostheses, for example, 

an artificial eye and orthoses, for example specially built shoes or modifications to ordinary shoes, when 

clinically indicated. The service must be guided by the standards provided by NSW MoH PD2011_027 

EnableNSW - Assistive Technology for Communication, Mobility, Respiratory Function & Self-Care. 

Note that JH&FMHN does not provide monies for ordinary shoes. 

A medical officer, dentist, physiotherapist or other relevant health professional must assess the patient to 

ensure an appropriate recommendation for the service is made. 

The Prince of Wales Hospital (POWH) supplies patients assessed at the Long Bay Complex with orthoses at 

the expense of POWH. However patients assessed at the Forensic Hospital should be at the expense of the 

Forensic Hospital.  Correctional Centres in outer areas should be supplied by the relevant Local Health 

District in whose catchment the Centre is located. 

Other requests for provision of appliances for disabled persons should be assessed in accordance with NSW 

MoH PD2011_027 EnableNSW - Assistive Technology for Communication, Mobility, Respiratory Function & 

Self-Care. 

  

http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
http://intranetjh/pol/policylib/1.303_Policy_0714.pdf
http://intranetjh/pol/policylib/1.130_Policy_0712.pdf
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_027.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_027.html
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3.16 Ostomy Appliances 

JH&FMHN should provide ostomy appliances and make arrangements with the Local Health District to link 

the patient with the Ostomy Association in preparation for ongoing care and discharge.  JH&FMHN must pay 

the initial membership to the Ostomy Association via a standing order. 

3.17 Dialysis Services 

Haemodialysis is provided in the Long Bay Hospital for suitable patients. Otherwise patients requiring 

haemodialysis are transferred to the Local Health District three times a week as required.   

Peritoneal dialysis is provided in the ambulatory setting unless the patient requires admission to the Long 

Bay Hospital. 

3.18 JH&FMHN services available on release or discharge 

Refer to JH&FMHN policy 1.335 Referrals to the Community Integration Team for young people with mental 

health and / or drug and alcohol concerns leaving JJC or Correctional Centres to aid successful reintegration 

into the community. 

Refer to JH&FMHN policy 1.161 Discharge Planning – The Forensic Hospital (Adolescents) for Adolescent 

patients in the Forensic Hospital. 

Refer to JH&FMHN policy 1.141 Release Planning and Transfer of Care Policy – Adult Ambulatory Setting for 

adults in the custodial setting. 

Refer to JH&FMHN policy 1.142 Discharge Planning – Medical Subacute and Aged Care Rehabilitation Unit, 

Long Bay Hospital for adults in Long Bay Hospital. 

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. 

  

http://www.ostomynsw.org.au/about.htm
http://www.ostomynsw.org.au/about.htm
http://intranetjh/pol/policylib/1.335_policy_1113.pdf
http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
http://intranetjh/pol/policylib/1.141_Policy_0313.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
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5. Legislation and Related Documents 

Legislation Crimes (Administration of Sentences) Act 1999 

NSW MoH Policy Directives 

and Guidelines 

PD2005_527 Prisoners – Provision of Medical Services  

PD2009_074 Oral Health - Eligibility of Persons for Public Oral Health Care in 

NSW 

PD2010_014 Denture Provision 

PD2011_027 EnableNSW – Assistive Technology for Communications mobility, 

respiratory function and self-care 

PD2014_016 Ambulance Service Charges 

JH&FMHN Policies and 

Guidelines 

1.020 Medication Management 

1.040 Drug & Alcohol Service Provision 

1.100 Plastic Surgery and Tattoo Removal 

1.130 Dental Services 

1.141 Release Planning and Transfer of Care Policy – Adult Ambulatory Setting 

1.142 Discharge Planning – Medical Subacute and Aged Care Rehabilitation  

 Unit, Long Bay Hospital 

1.235 Health Problem Notification and Escort Form (Adolescents) 

1.252 Access to Local Public Health Services 

1.253 Access to Private Health Services 

1.262 Medical and Nursing Certificates (Adults) 

1.300 After Hours and On-Call Services Statewide 

1.303 Optometry Services 

1.327 Referral, Admission & Transfer of Care (Adolescents) - Forensic Hospital 

1.331 Referrals between CSNSW and JH&FMHN (Adults) 

1.335 Referrals to the Community Integration Team 

1.395 Transfer and Transport of patients 
 

 

JH&FMHN Medication Guidelines 

Remote/Offsite/Afterhours Medical Services (ROAMS) Protocol 

Corrective Services NSW 

Policies 

7.3 Miscellaneous Health Issues 

7.7 Inmates Access to Private Practitioners 

External Resources Ostomy Association 
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http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_527.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_074.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_074.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_014.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_027.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_027.html
http://www0.health.nsw.gov.au/policies/PD/2014/PD2014_016.html
http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://intranetjh/pol/policylib/1.040_Policy_0714.pdf
http://intranetjh/pol/policylib/1.100_Policy_0313.pdf
http://intranetjh/pol/policylib/1.130_Policy_0712.pdf
http://intranetjh/pol/policylib/1.141_Policy_0313.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
http://intranetjh/pol/policylib/1.262_Policy_0512.pdf
http://intranetjh/pol/policylib/1.300_Policy_0912.pdf
http://intranetjh/pol/policylib/1.303_Policy_0714.pdf
http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
http://intranetjh/pol/policylib/1.331_Policy_0912.pdf
http://intranetjh/pol/policylib/1.335_policy_1113.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
http://www.correctiveservices.nsw.gov.au/__data/assets/pdf_file/0012/293988/Sec-7.3-Miscellaneous-Health-Issues-v1.6.pdf
http://www.correctiveservices.nsw.gov.au/__data/assets/pdf_file/0006/293991/Sec-7.7-Inmate-Access-to-Private-Medical-Practioners-v2.pdf#xml=http://CSNSWISYS/isysquery/c01c6808-e39f-4099-826d-1820ba778244/1/hilite/
http://www.ostomynsw.org.au/about.htm
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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 

Consent to Medical Treatment - Patient Information 

Policy Number 1.085 

Policy Function Continuum of Care 

Issue Date 20 June 2016 

Summary This Policy contains a summary of the Ministry of Health policy and legal 

requirements for consent. This Policy applies to all facilities and services of the 

Justice Health & Forensic Mental Health Network and all staff (including 

employees, contractors and any other health service providers) involved in the 

provision of health care. 

This Policy provides advice on the most important aspects of patient consent to 

medical treatment relevant to services provided by Justice Health & Forensic 

Mental Health Network. This policy should be read in conjunction with NSW 

Ministry of Health PD2005_406 Consent to Medical Treatment - Patient 

Information. 

This policy also provides advice for staff of JH&FMHN regarding compliance 

with compulsory medical treatment provisions as defined in section 73 of the 

Crimes (Administration of Sentences) Act 1999 and similar ‘medical attention’ 

provisions within section 27 of the Children (Detention Centres) Act 1987 (NSW). 

Responsible Officer Executive Medical Director 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.085 (June 2007) 

Policy 1.181 Compulsory Medical Treatment (August 2010) 

Change Summary  Major reworking of format, structure and content. 

 Incorporate relevant updates from recent case law. 

 Addition of comprehensive guidance on consent for mental health 
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1. Preface 

The purpose of this document is to set out the policy and law in New South Wales in relation to consent to 

medical treatment and to provide guidance on how the law is to be applied within Justice Health and 

Forensic Mental Health Network (JH&FMHN). This policy should be read in conjunction with the NSW 

Ministry of Health (MoH) PD2005_406 Consent to Medical Treatment - Patient Information. 

According to NSW MoH PD2005_406 Consent to Medical Treatment - Patient Information, the outcomes 

required of this policy are as follows:  

 Health care professionals and managers are informed and understand the legal requirements for 

obtaining consent from patients, and advising patients of material risks associated with treatment, to 

assist them in discharging their legal obligations. 

 Ensure that documented evidence of a patient’s consent or any refusal of treatment is recorded. 

 Ensure that patient autonomy and decision making are respected and that patients are provided with 

appropriate information relevant to their treatment. 

 Health care professionals and managers are informed and understand their legal obligations with 

regard to providing medical treatment to patients who do not have the capacity to consent. 

The Principles informing this policy are set out as follows: 

 Competent adult patients have a right to decide what happens to their own bodies. This means that, 

in general, medical treatment cannot be provided without consent. 

 Except in rare circumstances, competent adults have the right to refuse treatment, for any reason, 

even if refusal of treatment is likely to lead to serious injury or death. 

 Patients, including adults and mature minors as per section 3.5, must be provided with sufficient 

information about their condition and treatment options in order to make their own treatment 

decisions. 

 Information provided to patients needs to be tailored to the individual’s needs and circumstances. 

 Subject to therapeutic limits as well as relevant legislative provisions (eg for mental health patients), 

patients without the capacity to consent have a right to a substitute decision maker and to be 

provided with care consistent with valid advance care directives that they have made. 

2. Policy Content  

 Mandatory Requirements  2.1

Patients are normally entitled to make their own decisions about medical treatment. Therefore, as a general 

rule, no operation, procedure or treatment may be undertaken without consent of the patient. The only 

exceptions are in an emergency or where the law otherwise allows or requires treatment to be given without 

consent. 

Adequately informing patients about their treatment and obtaining consent are both legal requirements and 

an accepted part of good clinical practice. In the absence of legally recognised exceptions, treating a patient 



 

Consent to Medical Treatment - Patient Information 
 

 

 
Policy: 1.085 Issue Date: 20 June 2016 Page 4 of 23 

in the absence of any form of valid consent would constitute an assault subjecting JH&FMHN and/or the 

clinician to civil liability or in more extreme cases the possibility of criminal liability. 

 Implementation - Roles & Responsibilities 2.2

Executive Directors, Service Directors and Clinical Directors must ensure that: 

 the principles and requirements of this policy are applied, achieved and sustained; 

 all staff are made aware of their obligations in relation to this policy; 

 documented procedures are in place to support the policy where required; and 

 there are documented procedures in place to effectively respond to and investigate any breaches of 

this policy where required. 

Health service managers and clinical staff have a responsibility to understand: 

 the legal requirements for obtaining consent; 

 what information must be provided to a patient before a patient gives their consent; 

 when consent should be provided by a substitute decision maker and correctly identify who the 

substitute decision maker should be; and 

 the requirements to document consent and the consent process. 

3. Procedure Content 

 Mandatory requirements for a valid consent 3.1

A legally valid consent requires the following elements: 

3.1.1 Patient must have the capacity to give consent.  

A person has decision making capacity if they can: 

 understand the facts and choices involved; 

 weigh up the consequences; and 

 communicate their decision. 

A NSW Capacity Toolkit produced by the Attorney General’s Department of NSW provides a useful reference 

for the assessment of capacity.  

3.1.2 Consent must be freely given. 

The patient must not be pressured, coerced or intimidated into giving consent by a family member, hospital 

staff, or a medical practitioner. 

3.1.3 The consent must be sufficiently specific 

Consent is only valid in relation to the treatment or procedure for which the patient has been informed and 

has agreed. 
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3.1.4 The patient must be advised in broad terms of the procedure 

The patient must be informed in broad terms of the procedure which is intended in a way the patient can 

understand. The requirement is different to the requirement to warn of material risks as discussed below. 

 Requirement to warn of material risks 3.2

In addition to meeting the requirements for obtaining a valid consent, the patient must be provided with 

sufficient information to enable them to gain a genuine understanding of the nature of the operation, 

procedure or treatment.  Failure to warn a patient about the material risks inherent in a proposed procedure 

is a breach of the medical practitioner’s duty of care to the patient and could give rise to legal action for 

negligence. 

A risk is ‘material’ if: 

“in the circumstances, a reasonable person in the patient’s position, if warned of the risk, would be likely to 

attach significance to it, or if the medical practitioner is, or should reasonably be aware, that the particular 

patient, if warned of the risk, would be likely to attach significance to it.”
1
 

Known risks should be disclosed when an adverse outcome is a common event though the detriment is 

slight, or when an outcome is severe even though its occurrence is rare. Medical practitioners must also 

carefully consider whether knowing about a risk is likely to influence a patient’s decision and carefully 

consider patients’ reactions to specific risks, however unlikely those risks might be, particularly where specific 

concerns regarding adverse outcomes are raised by the patient. 

 Other general considerations for consent 3.3

3.3.1 Written or verbal consent 

Patient consent can be “express”, either orally or in writing, or it can be “implied” from a person’s conduct. 

For example, a patient may voluntarily hold out their arm to receive an injection, and this action would imply 

their consent. 

It is NSW Health Policy that written consent must be sought for major procedures including: 

 all operations (excluding minor procedures); 

 all operations or procedures requiring general, spinal, epidural, or regional anaesthesia or 

intravenous sedation; 

 any invasive procedure or treatment where there are known significant risks or complications; 

 blood transfusions or the administration of blood products; and 

 any treatment for which the approval of an ethics committee is also required (unless there are sound 

reasons for doing otherwise) See also section 3.8 regarding consent for research and clinical trials. 

Written consent forms are not required for minor procedures performed under local anaesthesia (eg 

insertion of IV cannula, urethral catheterisation, or suture of minor lacerations). However, the criteria for 

obtaining a valid consent must still be met, the procedure must still be explained to the patient and it is 

strongly advisable for a written note to be made in the patient’s health record to this effect. 

                                                 

 
1
 Rogers v Whitaker [1992] HCA 58 
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In view of the importance of the consent form as a part of the patient’s health care record, it is essential that 

the document is clear and legible, and accordingly only standard abbreviations and symbols should be used 

on consent forms. 

3.3.2 Patient information forms, brochures or other material 

Pre-prepared material about a procedure or treatment may be useful if given to the patient as a means of 

stimulating discussion and for guiding the medical practitioner when informing the patient. However, 

providing pre-prepared material alone will not generally be sufficient to discharge the legal duty to inform 

patients of material risks. 

3.3.3 Patients from culturally and linguistically diverse (CALD) backgrounds 

To ensure that a valid consent is obtained, interpreters should be used, where necessary, for any non-English 

speaking patients in accordance with policy 1.230 Health care Interpreter Services - Culturally and 

Linguistically Diverse Patients and NSW MoH PD2006_053 - Interpreters - Standard Procedures for Working 

with Health Care Interpreters. A professional interpreter should be present to ensure patient consent and 

understanding when a recommendation for surgery, treatment or research is communicated to a non-English 

speaking patient. 

Consent for treatment may not be valid if it is obtained through a child or family members, other patients, 

visitors or non-accredited staff acting as interpreters. 

3.3.4 Health practitioner responsible for obtaining consent 

A health care practitioner, who performs a procedure, operation or treatment without obtaining a valid 

consent as per section 3.1 above, may be liable at law for assault. Further, a failure to adequately inform a 

patient of material risks as per section 3.2 above, could give rise to a legal action for negligence. While the 

health care practitioner can ask another health care practitioner to seek consent on their behalf, they could 

still be held responsible if a valid consent has not been obtained, particularly if the task was inappropriately 

delegated to someone without the necessary skills and experience. 

Administrative and nursing staff cannot be delegated the task of informing a patient about the material risks 

of an operation, procedure or treatment and obtaining consent, where the procedure is to be performed by a 

medical practitioner. However in some cases, the medical practitioner may inform the patient and obtain 

verbal consent and subsequently ask a hospital staff member to have the patient complete the form. The 

medical practitioner is still required to complete the relevant “Provision of Information to Patient” or “Medical 

Advice” section of the consent form. 

Many other minor procedures, which are not required to be performed by medical practitioners, may be 

performed in health centres.  In most cases, consent will be given verbally by the patient expressly agreeing 

to the procedure or impliedly by their actions. However, the criteria for obtaining a valid consent must still be 

met, the procedure must still be explained to the patient and it is advisable for a written note to be made in 

the patient’s health record to this effect. 

Nurses or midwives who are authorised to initiate medications, order diagnostic tests or undertake 

procedures (such as nurse practitioners), have the same obligations as medical practitioners when obtaining 

consent for the procedures which they are authorised to perform. 
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Any other health care practitioner who performs procedures on patients, such as dentists, physiotherapists, 

speech pathologists, occupational therapists, also have the same obligations when obtaining consent for the 

procedures which they are authorised to perform. 

3.3.5 Refusal of treatment – adults 

Note: this section discusses the general right of patients to refuse treatment. For more specific guidance 

regarding end of life treatment decisions and/or the use of advanced care directives, see Section 3.7 below. 

A competent adult patient is entitled to refuse medical treatment even if that treatment is necessary to keep 

them alive. A competent adult patient can refuse treatment, regardless of whether the reasons for making 

the choice seem to be irrational, unknown or even non-existent. 

Like consent to medical treatment, a refusal must be provided by a competent patient, be freely given, and 

specific to the proposed treatment or procedure. It is strongly recommended that the medical practitioner 

inform the patient of the consequences of refusing treatment.  As with consent, if the patient’s circumstances 

change significantly, the refusal may not remain valid and may need to be confirmed. 

A refusal can be express, implied or in writing, however, it is preferable that a refusal of treatment is recorded 

in writing and signed by the patient. Any discussions with patients about refusal of treatment should be 

recorded in detail in the health record. 

There are some scenarios where it is not lawful for an otherwise competent patient to refuse treatment, for 

example when patients are subject to mental health orders (see Section 3.6). 

3.3.5.1 Pregnant patients and possible fetal compromise 

In general, Australian law does not recognise a fetus as a separate legal entity until it is born alive. 

Therefore, legally, a competent pregnant woman has the right to make decisions about her own 

treatment. 

In Australia, a court would be unlikely to qualify a pregnant woman’s right to refuse treatment (or 

overrule an Advanced Care Directive refusing treatment) unless the competence of the patient is 

called into question.  This will be the case even if the decision made by the patient threatens the life 

of a viable fetus. 

In cases where a competent obstetric patient is refusing to consent to medical treatment, and the 

refusal to undergo the treatment may result in the death of her viable fetus, advice should be sought 

from the relevant Clinical Director / Executive Director. It is important that good communication with 

the patient is maintained by providing unbiased and accurate information regarding the options 

available to the patient and the consequences of each.  Meticulous record keeping regarding the 

discussions that have taken place with the patient and professional colleagues is essential. Legal 

advice may be required including from the NSW MoH, Legal & Regulatory Services Branch. 

3.3.6 Medical practitioner obligations to treat a patient 

Medical practitioners are under no obligation to provide treatments that are futile. Futile treatment generally 

means treatment that is unreasonable and/or offers negligible prospect of benefit to the patient. 

Alternatively, on occasion a medical practitioner may have a conscientious objection to providing a specific 

procedure or treatment to a patient. In these cases the medical practitioner should advise their relevant 

Clinical Director and seek advice as to obtaining appropriate care for the patient. 
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In rare circumstances, the therapeutic relationship between a medical practitioner, or a treating team and a 

patient becomes difficult to manage. Whilst JH&FMHN has an obligation to treat all patients based on 

clinical need, in these circumstances it may be appropriate to refer the patient to a different medical 

practitioner within JH&FMHN or to a different service if it is practicable to do so and patient care is not 

compromised. 

 Patients without capacity - adults and young persons (over 16 years old) 3.4

A person cannot consent if they lack capacity (see section 3.1 above). A patient can potentially lack capacity 

due to a number of reasons. These include: 

 temporary factors such as the patient’s medical condition (i.e. unconsciousness, use of certain 

medications); 

 intellectual impairment, dementia, or brain damage; 

 mental illness;  

 age / maturity (minors) 

The Guardianship Act 1987 applies to patients aged 16 and over who do not have capacity. As per that Act, a 

person (over 16 years old) is incapable of giving consent where the person: 

 is incapable of understanding the general nature and effect of the proposed treatment, or 

 is incapable of indicating whether or not the patient consents to the treatment. 

The general principles for consent to treatment for patients over 16 years of age who lack capacity are 

described further in this section. In addition, Appendix A to this policy contains a summary table for 

requirements under the Guardianship Act 1987. 

Note that the specific requirements for consent for minors (persons under 18 years of age) are discussed in 

more detail in Section 3.5 of this policy. Consent for mental health patients is discussed in detail in Section 

3.6 of this policy. In addition, the NSW MoH PD2005_406 Consent to Medical Treatment - Patient Information 

provides more information on consent in a broad range of specific clinical scenarios. 

3.4.1 Emergency treatment for patients who lack capacity 

In an emergency, where an adult patient (18 years old or higher) is unable to give consent and the treatment 

is required immediately: 

 to save the person’s life; or 

 to prevent serious injury to a person’s health; or 

 except in the case of special medical treatment (see Appendix A), to prevent the patient from 

suffering or continuing to suffer significant pain or distress. 

The procedure/treatment may be carried out in the absence of consent provided there is no unequivocal 

written direction by the patient to the contrary (for example a valid advance care directive). 

Similar authority exists to treat minors (patients under 18 years of age) without consent in an emergency – 

see section 3.5 below for specific details. 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html�
http://www.health.nsw.gov.au/policies/pd/2005/PD2005_593.html�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+164+1983+cd+0+N�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N�
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3.4.2 Non-emergency treatment for patients over 16 years old who lack capacity 

The Guardianship Act 1987 defines the obligations to obtain consent for persons over 16 years of age. When 

a person over 16 years of age lacks decision making capacity and it is not an emergency, all healthcare 

practitioners are required under law to consult and seek consent to treatment from the ‘Person Responsible’ 

as defined under the Guardianship Act 1987 as per the following hierarchy: 

1. An appointed guardian (including enduring guardian) with the function of consenting to medical 

and dental treatment. If there is no-one in this category: 

2. A spouse or de facto spouse (including same sex partners) who has a close and continuing 

relationship with the person. If there is no-one in this category: 

3. The carer or person who arranges care regularly or did so before the person went into residential 

care, and who is unpaid (note: the carer pension does not count as payment). If there is no-one 

in this category: 

4. A close friend or relative. 

5. If none of these are available – it may be necessary to make an application to the Guardianship 

Division of NSW Civil and Administrative Tribunal (NCAT). 

Health care practitioners have an obligation to consult with the person highest on the hierarchy. If that 

person isn’t present, all reasonable attempts should be made to contact them. If the person responsible lacks 

decision making capacity, or does not wish to make medical treatment decisions for a patient, the next 

person on the hierarchy will become the person responsible. These matters and decisions should all be 

documented in the patient’s health record. 

In the absence of the existence or ability to locate a person responsible, or if no person responsible is able or 

willing to make a decision regarding consent, an application must be made for any non-emergency 

treatment to the Guardianship Division of NCAT for consent. The exception to this is in the case of treatment 

defined as minor treatment under section 33 of the Guardianship Act 1987 which may be provided in the 

absence of consent where the medical or dental practitioner certifies in writing that the (minor) treatment is 

necessary and will most successfully promote the patient’s health and well-being, and that the patient does 

not object to the carrying out of the (minor) treatment as per section 37 of the Guardianship Act 1987. All 

other major medical or major dental treatments as per section 11 and 12 of the Guardianship Regulation 

2010 require an application to the Guardianship Division of NCAT. 

With respect to other treatments that require an application to the Guardianship Division of NCAT, for special 

treatment see Section 3.4.3, and for treatment as part of a clinical trial see Section 3.8. 

Appendix A includes a table that summarises the main categories of treatment types and consent 

requirements under the Guardianship Act 1987. 

If there are concerns that a Person Responsible is not acting in the best interests of the patient; the Public 

Health Organisation can also make an application for a determination on the matter to the Guardianship 

Division of NCAT. 

3.4.3 Special Treatment under the Guardianship Act 

There are a number of procedures and treatments defined as ‘Special Treatment’ under the Guardianship Act 

1987. See Appendix A of this policy for these definitions. 
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A Person Responsible (ie a person acting as substitute decision maker) is not able to provide consent for 

Special Treatment. Consent for Special Treatment is required from the Guardianship Division of NCAT, or 

from a Guardian who has been given specific authority by the Tribunal to consent to further or continuing 

Special Treatment. 

Further information regarding consent for Special Treatment is provided within NSW MoH PD2005_406 

Consent to Medical Treatment - Patient Information. Any such matters arsing within JH&FMHN should be 

referred in the first instance to the relevant Clinical Director / Executive Director. 

3.4.4 Persons who lack capacity objecting to treatment  

It is an offence under the Guardianship Act 1987 for treatment to be carried out if the patient is objecting, 

unless: 

 The Guardianship Division of NCAT has provided consent to the treatment, or  

 The Guardianship Division of NCAT has made a guardianship order, appointing a guardian with a 

medical and dental consent authority and an additional authority to override the patient’s 

objections, and the guardian has provided consent to the treatment. 

For provisions regarding care of mental health patients who are objecting to treatment, see section 3.6 

below. 

3.4.5 Notification of Consulate for Foreign Nationals who lack capacity 

Where a patient who is a foreign national lacks capacity and an application is made to the Guardianship 

Division of NCAT regarding consent and appointment of a Guardian, it is recommended that the patient’s 

Consulate is informed of the relevant circumstances. Release of information to the Consulate must be 

consistent with relevant privacy obligations. 

 Consent for Minors 3.5

This section contains general guidance for the consent to treatment of minors being persons under the age 

of 18 years. Both the Guardianship Act 1987 (for minors aged 16 or 17 years old who do not have capacity to 

consent) and Children and Young Person’s Care and Protection Act 1998 (for children aged 15 years or under 

and young persons aged 16 or 17 years old) contain provisions relevant to consent for minors. 

Also see Table 1: Consent for Minors for a general summary of the consent requirements for minors at the 

end of this section. 

3.5.1 Emergency Treatment of a Minor 

Section 174 of the Children and Young Persons (Care and Protection) Act 1998 allows a medical practitioner to 

carry out medical treatment on a child (15 or under) or young person (aged 16 or 17) without the consent of 

the child or young person, or the consent of their parents, if the medical practitioner is of the opinion that it 

is necessary, as a matter of urgency, to carry out the treatment on the child or young person in order to save 

his or her life or to prevent serious damage to his or her health. 

Part 5 of the Guardianship Act 1987 also applies to minors aged 16 and 17 who do not have capacity to 

consent to medical treatment.  Pursuant to the Guardianship Act 1987, 16 and 17 year olds can be treated 

without consent, if the treatment is necessary, as a matter of urgency, to save the patient’s life, or to prevent 

serious damage to the patient’s health. 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/xref/inforce/?xref=Type%3Dact%20AND%20Year%3D1998%20AND%20no%3D157&nohits=y
http://www.legislation.nsw.gov.au/xref/inforce/?xref=Type%3Dact%20AND%20Year%3D1998%20AND%20no%3D157&nohits=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
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3.5.2 Non-emergency treatment of a minor 

A minor (that is a person under the age of 18 years) is capable of independently consenting to their medical 

treatment when he or she achieves a sufficient level of understanding and intelligence to enable him or her 

to understand fully what is proposed – so called “Gillick competence” based on the original UK based 

judgement
2
.  This means that, according to law, there is no set formal age at which a child or young person is 

capable of giving consent (prior to them reaching the age of 18 years). However, at the time of publishing 

this policy, NSW MoH PD2005_406 Consent to Medical Treatment - Patient Information section 25.2 

prescribes that if a patient is under the age of 14 years, then the consent of the parent or guardian is always 

necessary. 

The significance of the proposed treatment will be a relevant factor with respect to assessing capacity for 

minors. It may be likely that a 15 year old is assessed as having the capacity to consent to receive 

contraceptive treatment, but less likely that she would be assessed as having the capacity to consent to a 

heart transplant.  The child’s capacity to consent will therefore need to be assessed carefully in relation to 

each decision to be made. 

Where a minor lacks the capacity to consent, or is under 14 years of age, the consent of a parent or guardian 

is required. Note also it is good practice to involve the family in the decision making process where 

appropriate, even in a case where the minor is deemed Gillick competent. If there is any uncertainty 

regarding complex cases the advice of the relevant Clinical Director / Executive Director should be sought in 

the first instance, and legal advice may also be required. 

3.5.3 ‘Special medical treatment’ in relation to children 

Both the Guardianship Act 1987 and the Children and Young Person’s Care and Protection Act 1998 class 

some procedures as ‘special treatment’ or ‘special medical treatment’. The exact definitions within the two 

acts are different. 

It is an offence to carry out special medical treatment on a child less than 16 years unless in certain 

prescribed situations as per the Children and Young Person’s Care and Protection Act 1998. 

In general, other than in certain emergency situations, consent from the Guardianship Division of NCAT is 

required in order to provide special medical treatment to minors. 

Further information regarding consent for special medical treatment should be sought from the NSW MoH 

PD2005_406 Consent to Medical Treatment - Patient Information and any such matters arsing within 

JH&FMHN should be referred in the first instance to the relevant Clinical Director / Executive Director. 

3.5.4 Refusal of Treatment by a Minor 

A minor who has capacity to consent to their own treatment may also refuse treatment. A parent or guardian 

may also refuse treatment on behalf of a minor. 

However, a Court can potentially override a minor’s decision, or the decision of a parent or guardian, in order 

to avoid serious consequences for the minor.  In this situation, the Court would consider the minor’s age and 

maturity, and make a decision in the minor’s best interests. 

                                                 

 
2
 Gillick v West Norfolk & Wisbech Area Health Authority [1986] 1 AC 112 and accepted by the majority of the High Court in Australia in 

Marion’s case (Secretary of the Department of Health and Community Services v JWB and SMB (1992) 175 CLR 218) 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/xref/inforce/?xref=Type%3Dact%20AND%20Year%3D1998%20AND%20no%3D157&nohits=y
http://www.legislation.nsw.gov.au/xref/inforce/?xref=Type%3Dact%20AND%20Year%3D1998%20AND%20no%3D157&nohits=y
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
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Any circumstances where a minor or young person is refusing treatment and which might result in serious 

adverse consequences should be referred to the relevant Clinical Director / Executive Director for advice in 

the first instance, and legal advice may also be required. 

Table 1: Consent for Minors: 

The following is suggested as a general guide only and will not apply to all minors in all circumstances. 

 

Age Guide 

 

 

Recommendation 

 

Legislative Definition 

13 years old and under Consent from a parent or guardian 

should be obtained 

“Child” as defined in the Children 

(Care and Protection) Act 

14 and 15 years old Consent from the young person 

may be sufficient if deemed ‘Gillick 

Competent’, however the consent of 

a parent or guardian should also be 

obtained, unless the young person 

objects (refer discussion above on 

Gillick competence) 

“Child” as defined in the Children 

(Care and Protection) Act 

16 and 17 years old Consent of the young person may 

be sufficient (refer discussion above 

on Gillick competence) 

“Young person” as defined in the 

Children (Care and Protection) Act 

 Consent under the Mental Health Act 2007 (NSW) 3.6

Note that the terms used in this section referring to ‘voluntary patients’, ‘involuntary patients’, ‘assessable 

persons’, ‘forensic patients’, and ‘correctional patients’, are based on the definitions contained within the 

section 4 of the Mental Health Act 2007 and section 3 of the Mental Health (Forensic Provisions) Act 1990. The 

Secretary refers to the Secretary of the MoH (previously known as the Director General). The Tribunal refers 

to the Mental Health Review Tribunal. References to an authorised medical officer include the medical 

superintendent of the mental health facility as per section 111 of the Mental Health Act 2007, or a medical 

officer nominated by that medical superintendent. Within JH&FMHN the authorised medical officer position 

is filled by the Clinical Director Forensic and Long Bay Hospitals or their nominated delegate. 

There is a relatively high prevalence of mental illness across patients of JH&FMHN. In addition, JH&FMHN 

contains specialised mental health facilities comprising the Forensic Hospital (including primarily forensic 

patients and involuntary patients) and Long Bay Hospital (including primarily correctional patients and 

forensic patients). The principles of consent for mental health patients are an important consideration for 

many patients of JH&FMHN, and in particular the specific requirements for involuntary patients, forensic 

patients, and correctional patients contained within the Mental Health Act 2007 and the Mental Health 

(Forensic Provisions) Act 1990. 

3.6.1 General Principles 

Where a patient is detained under the Mental Health Act 2007, the authorised medical officer of the mental 

health facility can authorise the patient to be provided with such necessary treatment for their mental illness 

or condition, and this treatment may be provided in the absence of patient consent in accordance with 

section 84 of the Mental Health Act 2007. The Mental Health Act 2007 also sets out specific procedures when 

a detained mental health patient requires surgical treatment or certain other forms of treatment, which are 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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summarised below. The Act also provides guidance on consent procedures for patients defined as Forensic 

Patients and Correctional Patients. 

Note that if a patient is a voluntary mental health patient (not generally relevant to JH&FMHN) the patient’s 

consent is required before any treatment is provided. If the voluntary patient lacks of the capacity to provide 

consent due to mental illness or otherwise, the substitute consent provisions of the Guardianship Act 1987 

will generally apply. 

3.6.2 Designated Carer 

The Mental Health Act 2007 requires that the authorised medical officer notify a patient’s ‘designated carer’ 

of the intention to seek consent for surgery. The response of the designated carer depends on whether the 

application will be to the Tribunal or the Secretary.  

The Designated Carer is defined in section 71 of the Mental Health Act 2007 as follows: 

(1) The "designated carer" of a person (the "patient”) for the purposes of this Act is:  

(a) the guardian of the patient, or  

(b) the parent of a patient who is a child (subject to any nomination by a patient referred to in 

paragraph (c)), or  

(c) if the patient is over the age of 14 years and is not a person under guardianship, the person 

nominated by the patient as the designated carer under this Part under a nomination that is in force, 

or  

(d) if the patient is not a patient referred to in paragraph (a) or (b) or there is no nomination in force 

as referred to in paragraph (c):  

(i) the spouse of the patient, if any, if the relationship between the patient and the spouse is 

close and continuing, or  

(ii) any person who is primarily responsible for providing support or care to the patient 

(other than wholly or substantially on a commercial basis), or  

(iii) a close friend or relative of the patient.  

(2) In this section: 

"close friend or relative" of a patient means a friend or relative of the patient who maintains both a close 

personal relationship with the patient through frequent personal contact and a personal interest in the 

patient’s welfare and who does not provide support to the patient wholly or substantially on a commercial 

basis. 

“Relative” of a patient who is an Aboriginal person or a Torres Strait Islander includes a person who is part of 

the extended family or kin of the patient according to the indigenous kinship system of the patient’s culture. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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3.6.3 Emergency surgery for patients under the Mental Health Act 

(a) Involuntary Patients, and Forensic and Correctional Patients suffering from a Mental 

Illness
3
 

An authorised medical officer under the Mental Health Act 2007 or the Secretary can consent to 

emergency surgery on behalf of an involuntary patient, (including forensic patients and correctional 

patients suffering from a mental illness) if, in the authorised medical officer’s or Secretary’s opinion, 

the patient is incapable of giving consent, or is capable of giving consent and refuses to do so, or 

neither gives nor refuses consent, and the surgery is necessary, as a matter of urgency, in order to 

save the patient’s life or to prevent serious damage to the patients’ health or to prevent the patient 

from suffering or continuing to suffer significant pain or distress. 

(b) Forensic Patients and Correctional Patients not suffering a mental illness
4
 

An authorised medical officer under the Mental Health Act 2007 or the Secretary can consent to 

emergency surgery on behalf of a forensic patient or a correctional patient NOT suffering from 

mental illness, if in the medical superintendent’s opinion, the patient is incapable of giving consent, 

and the surgery is necessary, as a matter of urgency, in order to save the patient’s life or to prevent 

serious damage to the patient’s health or to prevent the patient from suffering or continuing to 

suffer significant pain or distress. 

With respect to (a) and (b) above, the consent should be provided in writing and signed by the 

person giving the consent. The authorised medical officer must notify the Tribunal as soon as 

practicable after the performance of the emergency surgery. 

3.6.4 Surgical Operations other than Emergency Surgery for Patients under the Mental Health Act 

The Mental Health Act 2007 has different requirements for obtaining consent for non-emergency surgical 

procedures for patients in mental health facilities depending on the status of the patient under the Mental 

Health Act 2007. 

(a) Involuntary patients, and Forensic and Correctional Patients where designated carer has 

agreed to surgery – application to the Secretary
5
 

If an involuntary patient, or a forensic patient or a correctional patient, requires a surgical operation 

and a patient’s designated carer has agreed in writing to the performance of the procedure, the 

authorised medical officer can apply to the Secretary for consent. Consent can only be provided by 

the Secretary if they consider that the patient is incapable of giving consent, and it is desirable, 

having regard to the interests of the patient, to perform the surgical operation on the patient. 

(b) Involuntary Patients, and Forensic and Correctional Patients where no designated carer has 

agreed to surgery –application to Tribunal
6
 

If an involuntary patient or a forensic patient or correctional patient requires a surgical operation, 

and no designated carer has agreed in writing to the performance of the procedure, the authorised 

medical officer may apply to the Mental Health Review Tribunal for consent to perform the surgical 

                                                 

 
3
 s99(1) Mental Health Act 2007 (NSW) 

4
 s99(2) Mental Health Act 2007 

5
 s100 Mental Health Act 2007 

6
 s101 Mental Health Act 2007 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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operation. Consent can only be provided by the Mental Health Review Tribunal where in the opinion 

of the tribunal: 

- It is desirable, having regard to the interests of the patient, to perform the surgical operation 

on the patient; AND either 

- For involuntary patients and forensic patients and correctional patients suffering from a 

mental illness, the patient is incapable of giving consent to the operation, or is capable of giving 

consent and refuses to do so, or neither gives nor refuses consent; OR 

- For forensic patients and correctional patients NOT suffering from a mental illness, the 

patient is incapable of giving consent to the operation. 

 

With respect to (a) and (b) above, applications should only be made 14 days after notice of the proposed 

treatment has been given to the patient’s designated carer, unless the authorised medical officer is of the 

opinion that the urgency of the circumstances requires an earlier determination, or the patient’s designated 

carer does not object. Further information may be obtained within Section 7 of the Mental Health Review 

Tribunal’s Civil Hearing Kit. 

(c) Assessable persons 

An ‘assessable person’ is a person detained in a mental health facility for whom a mental health 

inquiry is required but has not yet been held. This category may occasionally apply to JH&FMHN. 

Assessable persons can be given treatment for their mental health illness or condition under the 

Mental Health Act 2007 but the other provisions of the Mental Health Act 2007 relating to surgical 

treatment that apply to other patients, do not apply to assessable persons. As such, if an assessable 

person requires surgery and lacks the capacity to consent, consent must be obtained in accordance 

with the Guardianship Act 1987. 

3.6.5 Rapid tranquilisation and enforced medication 

Policy 1.180 Enforced Medication and Rapid Tranquilisation – The Forensic Hospital and Long Bay Hospital 

Mental Health Unit provides guidance on policies and procedures to be followed in the event that rapid 

tranquilisation and enforced medication is required within the Forensic Hospital or the Long Bay Hospital. 

The provisions of that policy must be followed with respect to the treatment of any patient with rapid 

tranquilisation or enforced medication. 

Treatment in such circumstances must be compliant with the Mental Health Act 2007 and the Mental Health 

(Forensic Provisions) Act 1990 and other relevant legislative requirements regarding administration of 

medication. 

3.6.6 Electro-Convulsive Therapy (ECT) 

(a) Voluntary Patient 

ECT can only be given to a voluntary patient (not generally relevant to JH&FMHN) if the patient gives 

their informed written consent in accordance with section 93 of the Mental Health Act 2007.  Note 

that section 91 of the Mental Health Act 2007 sets out a number of requirements for obtaining 

informed consent in these circumstances.  In circumstances where the capacity of the patient is 

uncertain an application may be made to the Tribunal for a consent inquiry pursuant to section 93(3) 

of the Mental Health Act 2007 

http://www.mhrt.nsw.gov.au/civil-patients/the-civil-hearing-kit.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://intranetjh/pol/policylib/1.180_Policy_1112.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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(b) Involuntary Patient 

ECT treatment cannot be given to involuntary patients, forensic patients, correctional patients, or 

assessable persons without the consent of the Mental Health Review Tribunal as per the 

requirements of section 94 of the Mental Health Act 2007. 

For further information on ECT treatment refer to the Mental Health Review Tribunal website 

(http://www.mhrt.nsw.gov.au/civil-patients/electro-convulsive-therapy.html)  

3.6.7 “Special Medical Treatment” under the Mental Health Act 

Special Medical Treatment under section 98 of the Mental Health Act 2007 is defined as any treatment, 

procedure, operation or examination that is intended, or is reasonably likely to have the effect of rendering, a 

patient permanently infertile. 

In accordance with section 102 of the Mental Health Act 2007 Special Medical Treatment cannot be provided 

to any mental health patient (including voluntary patients, involuntary patients, forensic patients, and 

correctional patients) unless: 

(i) the medical practitioner providing the treatment is of the opinion that the treatment is necessary, as 

a matter of urgency, in order to save the patient’s life, or prevent serious damage to the patients’ health; 

or 

(ii) the Mental Health Review Tribunal has consented to the treatment, or NCAT has consented in the 

case of a child under 16. 

Any matters arsing within JH&FMHN regarding special medical treatment for mental health patients should 

be referred in the first instance to the relevant Clinical Director / Executive Director. 

3.6.8 Advance Care Directives Made by a Mental Health Patient 

In general, mental health patients have the same rights with regard to making decisions about their end of 

life care as people who are not mental health patients (see section 3.7 below) and may therefore document 

these within an advance care directive (ACD). However the validity of the ACD may be called into question 

where: 

 there is doubt regarding the competency of the patient at the time of making the ACD; 

 the patient has previously engaged in self-harming / suicidal behaviour; 

 there is evidence that the ACD was not made voluntarily. 

Further, an ACD cannot be used to override the authority to detain and treat patients if required and 

authorised under the Mental Health Act 2007. An ACD may include specific wishes that can be used to inform 

treating doctors about the patient’s wishes, and these may be taken into account with respect to relevant 

aspects of the patient’s medical care. Advice from the relevant Clinical Director / Executive Director should be 

sought in such circumstances, as well as legal advice where appropriate. 

 End of life decision making and advance care directives for adult patients 3.7

3.7.1 General Principles 

Except in rare circumstances, competent adults can refuse medical treatment even if that treatment is 

necessary to keep them alive. A refusal of treatment can be express, implied or in writing. However it is 

preferable that any refusal of treatment is in writing and signed by the patient, especially where the refusal of 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.mhrt.nsw.gov.au/civil-patients/electro-convulsive-therapy.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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treatment may lead to the death of the patient. It is also important in such cases that information 

communicated to the patient about the likely effect of refusal of treatment is documented clearly in the 

clinical records. 

3.7.2 Advance Care Directives 

An advance care directive (ACD) is a type of advance planning tool that can only be completed by a person 

with decision making capacity. ACD’s generally record decisions or value statements that describe a person’s 

future preferences relating to medical treatment that are to be used in circumstances where the person loses 

capacity. Where a patient has made a valid ACD it will be an important component of end of life decision 

making. 

An ACD is a statement made by a person that often states that they do not wish to receive medical treatment 

or medical treatment of specified kinds. If an ACD is made by a capable adult, and is clear and unambiguous 

and extends to the situation at hand, it must be respected. Even in an emergency, a patient cannot be treated 

if they have a clear, available ACD which states they do not want treatment. A formal ACD must be made by 

the patient themselves, and cannot be made on their behalf by the substitute decision maker. 

If there is genuine and reasonable doubt as to the validity of an ACD, including whether the patient had 

capacity when it was written, or whether it was intended to apply to the current situation, advice should be 

sought from the relevant Clinical Director / Executive Director. If necessary, legal advice may be sought by 

JH&FMHN including from the NSW MoH, Legal & Regulatory Services Branch. 

If the patient has a prior General Practitioner, other clinician, or family member that might assist in providing 

information about the circumstances of the ACD and whether it is consistent with the patient’s wishes, they 

may also be contacted for advice, if it is practical to do so. 

If there is delay in obtaining a copy of a patient’s ACD, it is acceptable to treat the patient until the ACD 

document is available. Also, in cases where legal advice is being obtained or where court proceedings are 

being pursued, a health practitioner is justified in treating the patient in the interim until the clarification 

about the validity of the ACD is available. 

An exception to the above guidance regarding ACDs may be with respect to involuntary detention and 

treatment of patients under the Mental Health Act 2007. See section 6 for guidance regarding mental health 

patients and the use of an ACD. 

Relevant NSW Health Policies relating to end of Life Decision Making and Advance Care Directives are 

included within the references to this policy. 

 Consent for treatment as part of research or a clinical trial 3.8

The approval of the JH&FMHN Human Research & Ethics Committee must be sought for specific consent 

protocols for all operations, procedures and treatments that are part of clinical trials or studies that include 

patients or staff of JH&FMHN. 

Further, for patients who lack capacity, consent from the Guardianship Division of NCAT is required for those 

patients to participate in a clinical trial. 

 Forensic examinations 3.9

A forensic medical examination is an examination by a medical practitioner or specially trained nurse 

recording injuries and taking samples that may be used as evidence in a police investigation and any 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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subsequent prosecution. Sexual assault forensic examinations require careful adherence to consent 

procedures. A valid, written consent from the patient must normally be obtained before a clinical forensic 

examination is conducted. 

 Consent for specific procedures or under other special circumstances 3.10

The NSW MoH PD2005_406 Consent to Medical Treatment - Patient Information contains detailed guidance 

regarding consent for specific procedures and treatments such as blood transfusion, anaesthetics, use of 

tissue, and other specific matters. JH&FMHN staff should refer to PD2005_406 for guidance regarding 

consent for these specific procedures or in other special circumstances. 

  ‘Compulsory Medical Treatment’ under the Crimes (Administration of 3.11

Sentences) Act and ‘Medical Attention’ under the Children (Detention Centres) 

Act 

3.11.1 Legislative Background 

Section 73 of the Crimes (Administration of Sentences) Act 1999 (NSW) states as follows: 

s73 Compulsory medical treatment 

(1) A medical practitioner (whether that practitioner is a medical officer or not) may carry out medical 

treatment on an inmate without the inmate’s consent if the Chief Executive Officer, Justice Health is of 

the opinion, having taken into account the cultural background and religious views of the inmate, that 

it is necessary to do so in order to save the inmate’s life or to prevent serious damage to the inmate’s 

health. 

(2) Medical treatment carried out on an inmate under this section is, for all purposes, taken to have 

been carried out with the inmate’s consent.  

(3) Nothing in this section relieves a medical practitioner from liability in respect of the carrying out of 

medical treatment on an inmate, being a liability to which the medical practitioner would have been 

subject had the treatment been carried out with the inmate’s consent.  

(4) If the Chief Executive Officer, Justice Health is not a medical practitioner, the reference to the Chief 

Executive Officer, Justice Health in subsection (1) is taken to be a reference to a person, designated by 

the Chief Executive Officer for the purposes of that subsection, who is a medical practitioner. 

Section 27 of the Children (Detention Centres) Act 1987 contains equivalent wording with respect to 

providing medical treatment within detention centres under the jurisdiction of that act for the purpose of 

saving the detainee’s life or preventing serious damage to their health. 

These provisions potentially allows the treatment of persons in custody and within Juvenile Justice Centres 

without consent when authorised by a medical officer designated by the JH&FMHN Chief Executive and 

where the treatment is required to save the patient’s life, or prevent serious damage to their health, and 

where the patient’s cultural and religious views are taken into account. 

3.11.2 JH&FMHN Policy Principles 

Within JH&FMHN the following principles apply to the exercise of the above legislative provision: 

(i) The policies and principles relating to consent for medical and dental treatment in the rest of 

this policy and NSW MoH Policy apply to patients treated within the corrective services and 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+57+1987+cd+0+N
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juvenile justice environment. Treatment in the absence of consent under the Compulsory 

Medical Treatment and Medical Attention legislative provisions should only be considered in 

the most extraordinary circumstances. 

(ii) Patients must be provided with every reasonable opportunity to consent to treatment prior 

to the application of these provisions. 

(iii) Patients with a mental health condition within Corrective Services or Juvenile Justice should 

be preferentially treated under the provisions of the Mental Health Act 2007 and the Mental 

Health (Forensic Provisions) Act 1990 as appropriate, and not the Compulsory Medical 

Treatment or Medical Attention legislative provisions. 

(iv) Every effort must be made to treat the patient according to general principles of consent 

before a Compulsory Medical Treatment order is considered. In particular, in addition to the 

cultural and religious views of the patient, any decision to treat should take into account the 

following: 

 the wishes of the patient and the capacity of the patient to make decisions regarding his 

or her treatment; 

 the prognosis of the patient; 

 the patient’s reasons for refusing the treatment; 

 the objective health needs of the patient; 

 any valid Advance Care Directive made by the patient; 

 where the patient has an enduring guardian appointed under the Guardianship Act 

1987, the views of the enduring guardian; and 

 where appropriate, the views of the patient’s family. 

 for children and young persons, where appropriate the views of the patient’s parents. 

(v) Compulsory treatment orders may only be made by Clinical Directors or other senior medical 

staff of JH&FMHN who are specifically delegated that authority for the purpose of the 

treatment of a particular patient or patients by the Chief Executive. 

(vi) Under section 73, a designated medical officer may consent to treatment that will be carried 

out by a medical practitioner who is not an employee of JH&FMHN, for example, surgery 

performed by a surgeon at a Local Health District. 

(vii) A proforma Medical Assessment and Declaration Form should be completed by the medical 

officer who has been delegated authority by the Chief Executive when authorising treatment 

of a patient under the Compulsory Medical Treatment provisions. Note that exercise of 

discretion under s73 is not dependent upon completion of this form if it is not practical in 

urgent or after hours circumstances. 

(viii) A s73 compulsory medical treatment order does not authorise the use of force by JH&FMHN 

staff. However, Corrective Services or Juvenile Justice staff may have discretion to use force 

depending upon the particular circumstances and in accordance with relevant laws and 

policies which need to be assessed on a case by case basis. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
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(ix) Legal advice may also be sought as part of the decision process to use a Compulsory Medical 

Treatment order. Depending upon the circumstances this may be internal legal advice, or 

referral to the Ministry of Health Legal Branch. 

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 Family Law Act 1975 (Cth) 

Children and Young Person’s Care and Protection Act 1998 

Crimes (Administration of Sentences) Act 1999 

Government Information (Public Access) Act 2009 

Guardianship Act 1987 

Health Practitioner Regulation National Law 

Health Records and Information Privacy Act 2002 

Health Services Act 1997 

Human Tissue Act 1983 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

Minors (Property and Contracts) Act 1970 

JH&FMHN Policies and 

Procedures 

1.180 Enforced Medication and Rapid Tranquilisation – The Forensic Hospital 

and Long Bay Hospital Mental Health Unit 

1.230 Health care Interpreter Services - Culturally and Linguistically Diverse 

Patients 

NSW MoH Policy Directives, 

and Guidelines 

GL2005_056 Advance Care Directives 

GL2005_057 End-of-Life Care and Decision-Making - Guidelines 

PD2005_406 Consent to Medical Treatment - Patient Information 

PD2005_495 Blood Alcohol Sampling by Hospital Staff 

PD2005_587 Pregnancy - Framework for Terminations in New South Wales 

https://www.comlaw.gov.au/Series/C2004A00275
http://www.legislation.nsw.gov.au/xref/inforce/?xref=Type%3Dact%20AND%20Year%3D1998%20AND%20no%3D157&nohits=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+52+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86a+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+154+1997+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+164+1983+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+60+1970+cd+0+N
http://intranetjh/pol/policylib/1.180_Policy_1112.pdf
http://intranetjh/pol/policylib/1.230_Policy_0913.pdf
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_056.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_495.html
http://www0.health.nsw.gov.au/policies/pd/2014/PD2014_022.html
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Public Health Organisations 

PD2005_607 Sexual Assault Services Policy and Procedure Manual (Adult) 

PD2006_053 Interpreters - Standard Procedures for Working with Health Care 

Interpreters 

PD2007_066 Genetic Testing 

PD2011_022 Your Health Rights and Responsibilities 

PD2012_069 Health Care Records - Documentation and Management 

PD2013_001 Deceased Organ and Tissue Donation - Consent and Other 

Procedural Requirements 

PD2014_025 Departure of Emergency Department Patients 

PD2014_030 Using Resuscitation Plans in End of Life Decisions 

PD2016_001 Donation, Use and Retention of Tissue from Living Persons 

NSW Health Privacy Manual for Health Information  2015 

Guidelines – End of Life Care 

Advance Planning for Quality Care at End of Life: Action Plan 2013-2018 

Others NSW Capacity Toolkit 

NSW Genetic Health Guidelines: Use and disclosure of genetic information to a 

patient's genetic relatives: Guidelines for organisations in NSW 
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http://www0.health.nsw.gov.au/policies/pd/2006/PD2006_053.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_066.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_022.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_069.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_001.html
http://www0.health.nsw.gov.au/policies/pd/2014/PD2014_025.html
http://www0.health.nsw.gov.au/policies/pd/2014/PD2014_030.html
http://www0.health.nsw.gov.au/policies/pd/2016/PD2016_001.html
http://www.health.nsw.gov.au/policies/manuals/Pages/privacy-manual-for-health-information.aspx
http://www.health.nsw.gov.au/patients/acp/Pages/acp-plan-2013-2018.aspx
http://www.publicguardian.justice.nsw.gov.au/Documents/capacity_toolkit0609.pdf
http://www.ipc.nsw.gov.au/nsw-genetic-health-guidelines
http://www.ipc.nsw.gov.au/nsw-genetic-health-guidelines
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APPENDIX A: Consent for Medical and Dental Treatment under 

the Guardianship Act. 

Type of Treatment Consent Requirements 

Urgent Treatment  

Treatment is urgent and is considered necessary to 

save the patient’s life , prevent serious damage to 

health, prevent or alleviate significant pain and 

distress 

 

No consent needed 

Major Treatment  

-Any medical or dental treatment involving general 

anesthetic or other sedation (except as listed as 

Minor or Special Treatment) 

-drugs of addiction(except where Special 

Treatment) 

-long acting injectable hormonal substance for 

contraception or menstrual regulation 

-any treatment for the purposes of eliminating 

menstruation 

-testing for HIV 

-any treatment involving substantial risk to the 

patient (as specified under section 3.8 above) 

-any dental treatment involving the removal of all 

teeth, or a procedure intended, or likely to result in, 

a significant impairment to the ability to chew food 

for an indefinite or prolonged period. 

 

Person responsible can consent provided 

medical practitioner not aware the patient objects 

and in the best interests of health of patient 

 

If there is no person responsible or the person 

responsible is not available or unwilling then only 

the NSW Civil and Administration Tribunal can 

consent 

 

The request and consent must be in writing or, if 

not practicable, later confirmed in writing 

Minor Treatment  

-All medical and dental treatments except those 

listed in Major or Special Treatment or treatment 

administered in the course of a clinical trial ) 

-Treatment involving general anesthetic or other 

sedation: 

for management of fractured or dislocated 

limbs 

for endoscopes inserted through an orifice, 

not penetrating the skin or mucous 

membrane. 

-Medications that affect the central nervous system 

which are used: 

for analgesic, antipyretic, anti Parkinsonian, 

antihistaminic, antiemetic, anti-nauseant or 

anticonvulsant purposes or  

only once or 

on an “as required” basis but not more than 

3 times per month or  

as sedation in minor procedures 

 

Person Responsible can consent 

 

The doctor or dentist may treat without consent 

if the patient is not objecting and there is no 

person responsible or the person responsible is 

not available. 

 

It must be noted on the patient’s record that the 

treatment is necessary to promote the patient’s 

health and wellbeing and that the patient is not 

objecting.  
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Type of Treatment Consent Requirements 

Special Treatment  

-Termination of pregnancy 

-Treatments intended or likely to result in 

permanent infertility 

-Vasectomy and tubal occlusion; 

-Aversive treatment - mechanical, chemical, physical 

or otherwise 

-Any new treatment that has not yet gained the 

support of a substantial number of doctors or 

dentists specializing in the area 

-androgen reducing medications for behaviour 

control 

-use of medication affecting the central nervous 

system where dosage, duration or combination is 

outside the accepted norms 

 

Only the NSW Civil and Administrative 

Tribunal can consent 

Major or Minor treatment when the patient is 

objecting 

If the patient indicates , or has previously indicated, 

that he or she does not want the treatment  

Only the NSW Civil and Administrative 

Tribunal can consent 
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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 

Contraception & Contraceptive Devices 

Policy Number 1.095 

Policy Function Continuum of Care 

Issue Date 21 May 2014 

Summary This policy ensures patients are informed about, and have access to, appropriate 
prescribed contraception where possible 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites 
 Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.095 (Mar 2008) 

Change Summary      Amendments relating to medications 

 Risk of Osteopenia noted with prolonged use of injectable progestogens  

TRIM Reference POLJH/1095 

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

Contraception and contraceptive devices are used to prevent pregnancy and manage menstrual irregularities and 
gynaecological disorders. Justice Health & Forensic Mental Health Network (JH&FMHN) recognises the need to 
provide information on contraception and contraceptive devices to ensure the health and safety of patients 
entering, residing in and leaving the NSW Correctional and Detention environments. When appropriate, the 
provision of contraception and contraceptive devices to patients entering, residing in and leaving the NSW 
Correctional and Detention environments is done by appropriately trained health professionals. 

2. Policy Content 

2.1 Mandatory Requirements 

Consider rewording it to: 

During assessment staff must inform patients, and provide access to, appropriate prescribed contraception and 
contraceptive devices wherever possible. 

Staff must obtain informed consent. 

Staff must comply with the Children and Young Persons (Care and Protection) Act 1998 and related JH&FMHN 
policies. 

3. Procedure Content 

3.1 Drugs for Contraception (Hormonal) 

3.1.1 Oral Contraception 

Oral contraception may be prescribed for patient treatment of gynaecological disorders including moderate to 
severe acne and also prior to release if requested for contraception. 

3.1.2 Injectable Contraception 

This is provided to a patient when their injectable contraception is due for re-administration, gynaecological 
disorders or if patient requests this method of contraception and is due for release. Injectable contraception may 
be provided to a female patient if prescribed by a Medical Officer. An accredited Women’s Health Nurse may 
administer medroxyprogesterone and a Women’s Health Nurse Practitioner may prescribe and administer 
medroxyprogesterone from the approved formulary. Note there is a risk of osteopenia with prolonged use of 

injectable progestogens. Please consult Australian Medicines Handbook for further information. 

3.1.2 Implantable Contraception 

This may be provided to a patient prior to release from custody or if the patient requires a replacement. The 
procedure must be performed by an accredited Medical Officer or accredited Women’s Health Nurse 
Practitioner.  

3.2 Barrier Method 

All adult correctional centres provide condoms or dental dams via vending machines managed by Corrective 
Services NSW (CSNSW). Condoms offer protection against sexually transmitted infections. Should a JH&FMHN  
staff member be advised, or be aware that condoms are not available via the vending machine, either through 
supply or machine operations problems, they must report this to CSNSW in the first instance. If the supply 
problem continues the Service Director, Population Health must be advised. The Service Director Population 
Health will then contact the Principle Advisor, Alcohol and Other Drugs/HIV Health Promotion, for CSNSW to 
manage the problem.  

Additionally, the Public/Sexual Health Nurses (PSHN) at these centres may provide condoms during the course of 
a sexual health consultation. No other JH&FMHN staff member may provide condoms to adult patients. 

  

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
https://shop.amh.net.au/index.php?page=product%3bid=147
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3.3 Juvenile Centres/Correctional Centres 

Condoms are not provided to young people when they are in detention however they may be provided upon 
release with an “exit pack” upon request. 

3.3.1 Consent for Adolescent Patients 

Consent must be gained for all adolescents prior to providing them with any form of contraception. For young 
people aged 16 years and over their own consent is sufficient providing they are competent to consent in 
accordance with JH&FMHN policy 1.085 Consent to Medical Treatment - Patient Information. A young person 
aged 14 years but less than 16 years old can provide consent provided they adequately understand and 
appreciate the nature and consequences of the consent and are competent to consent. Wherever possible, the 
practitioner must also obtain consent from the parent or guardian, unless the young person objects. For young 
people under 14 years old consent of the parent or guardian must be obtained 

Under the Children and Young Persons (Care and Protection) Act 1998 the administration of the following forms 
of contraception to young people less than 16 years of age can only occur with the consent of the Guardianship 
Tribunal: 

 Long-acting hormonal substances such as injectable or implantable devices for the purpose of special 
medical treatment, that being a procedure or treatment intended or reasonably likely to have the effect 
of rendering the child permanently infertile. 

 Any other procedures or treatments intended or reasonably likely to have the effect of rendering the 
child permanently infertile. 

3.4 Sterilisation   

JH&FMHN do not usually arrange surgical sterilisation procedures for either male or female patients. A 
gynaecologist may occasionally recommend a surgical sterilisation procedure for a female as part of their health 
management. In these instances, JH&FMHN will facilitate appropriate referral and management by external 
health care/service provides. 

3.5 Intrauterine Devices (IUD) 

There are three types of intrauterine devices available: 

 Multiload (Multiload – Cu375 IUD); 

 Copper T (Copper T380A IUA); and 

 LNG Levonogestrel IUD (Mirena) 

Intrauterine devices may be removed if requested by a JH&FMHN Medical Officer or Women’s Health Nurse 
Practitioner. 

An IUD may be inserted by a JH&FMHN accredited Medical Officer, or if one is not available, at the nearest 
external health care provider (in which case the IUD is provided by JH&FMHN). The Mirena may also be used in 
patients to regulate the menstrual cycle. 

3.6 Emergency contraception 

Levonogestrel (progestogens only) may be administered as a standing order by Registered Nurses. It has to be 
given within 5 days of sexual contact but it is more effective the sooner it is taken. Appropriate referrals should 
be made for STI/BBV follow-up.  

  

http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
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4. Legislation and Related Documents 

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

Privacy and Personal Information Protection Act (1998) 

JH&FMHN 
Policies 

1.085 Consent to Medical Treatment - Patient Information 

1.363 Early Detection Program for BBVs/STIs 

1.430 Management of Pregnant Women in Custody  

External Resources Australian Medicines Handbook Pty Ltd 

Australian Medicines Handbook 

 

The Royal Women’s Hospital – Women’s Health Information  

Contraception: Condoms & Diaphragms 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+133+1998+cd+0+N
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/1.430_Policy_0309.pdf
https://shop.amh.net.au/index.php?page=product%3bid=147
http://www.thewomens.org.au/CondomsandDiaphragms?searchTerms%5b%5d=Contraception%3A&searchTerms%5b%5d=Condoms&searchTerms%5b%5d=%26&searchTerms%5b%5d=Diaphragms
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Clinical Procedure Safety 

Implementation Guide – Ministry of Health PD2014_036 

Policy Number 1.096 

Policy Function Continuum of Care 

Issue Date 1 December 2015 

Summary This policy outlines steps that must be taken to ensure that intended diagnostic 

and surgical procedures including dentistry, minor invasive procedures, 

radiology, chemotherapy, and dialysis are performed on the correct patient, at 

the correct site and if applicable using the correct equipment in accordance 

with NSW Ministry of Health policy directive PD2014_036 Clinical Procedure 

Safety.  

Responsible Officer Executive Director Governance & Commercial Services 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.096 (June 2011) 

Change Summary  Minor amendments for clarification 

 Reconfiguration to align with the current policy template 

 Update of legislation, references and related documents. 

TRIM Reference POLJH/1096 

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

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

The purpose of this policy directive is to address clinical care and patient safety risks associated with Level 1 

and 2 clinical procedures (see appendix 1) by;  

 improved matching of the patient to the correct procedure;  

 improved communication within the procedural team;  

 improved communication between the patient and the procedural team; and  

 reducing the number of clinical procedure related incidents. 

Incidents involving an incorrect patient, incorrect procedure, incorrect site or the use of incorrect equipment 

are rare within Justice Health & Forensic Mental Health Network (JH&FMHN). However, the occurrence of 

such a serious incident can often be devastating for the patient, their families and the staff involved.  

This document provides guidance to staff on JH&FMHN specific policies whilst implementing NSW Ministry 

of Health (MoH) policy directive PD2014_036 Clinical Procedure Safety. 

2. Policy Content 

2.1 Mandatory Requirements 

Staff members must ensure that intended Level 1 and 2 diagnostic and surgical procedures (Appendix 1) 

including dentistry, minor invasive procedures, radiology, chemotherapy, and dialysis are performed on the 

correct patient, at the correct site and at the correct time during every clinical procedure, and  using the 

correct equipment in accordance with the NSW MoH PD2014_036 Clinical Procedure Safety. Time out 

procedures are only required for Level 2 procedures if there is more than one proceduralist involved.  

2.2 Implementation - Roles & Responsibilities 

The following sections provide specialty specific initiatives that must be followed by clinicians within the 

respective fields. Responsibility for ensuring Clinical Procedure Safety verification rests with both the 

individual and with the team members. The person in charge of the procedure carries ultimate responsibility 

for the verification process. 

2.2.1 Oral Health Procedures 

 Verification must be recorded in the Dental Record as "Correct Protocol" and signed off.  

 The site and procedure must be identified and confirmed with the patient and assistant.  

2.2.2 Radiology Procedures 

 Radiology staff must refer to Radiology Services Procedure Manual “Rad  207A: Clinical Procedure 

Safety: Procedure and Declaration. 

2.2.3 Minor Invasive Procedures 

 Verification must be recorded in the Heath Record as "Correct Protocol" and signed off.  

http://www.health.nsw.gov.au/policies/pd/2007/PD2007_079.html�
http://www.health.nsw.gov.au/policies/�
http://intranetjh/pol/policylib/2.030_Policy_0510.pdf�
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3. Procedure Content 

JH&FMHN must comply with the steps outlined in NSW MoH PD2014_036 Clinical Procedure Safety when 

intended diagnostic and minor invasive procedures such as dentistry, radiology, chemotherapy and dialysis 

are performed to ensure that these are carried out on the correct patient, at the correct site and if applicable 

using the correct equipment. 

In the event that an incorrect patient, incorrect site and/or incorrect procedure incident occurs during any of 

the abovementioned or other diagnostic or minor invasive procedures the most senior clinician involved in 

the procedure must treat the incident as a “Serious Clinical Incident.” The required actions and reporting 

structures that are outlined for a “Serious Clinical Incident” in JH&FMHN policy 2.030 Incident Management 

must be followed.  

An incident must be logged on the Incident Information Management System (IIMS), and the incident must 

be investigated by the appropriate manager.  

 Verification must occur each time a patient is reviewed or provided treatment by a clinician. 

Verification at each step of the patient journey, prior to and up to the procedure commencing must 

occur. All patients should be asked their full name, MIN/MRN/CIMS and date of birth. Staff should 

not state the patient’s name or date of birth and then ask the patient, or their person responsible, if 

this information is correct. 

 All patients must be asked what procedure/intervention they are undergoing where applicable. 

 If a patient lacks capacity to verify his/her identity, his/her responsible person must verify the 

patient’s details. If the patient does not have a responsible person present, staff must verify the 

patient’s identity through the patient’s identity card, through a JH&FMHN staff member from the 

patient’s previous location or through verification of the patient’s identity from Corrective Services 

NSW cell card, or in the case of Juvenile Justice NSW a photo ID.  If a patient’s identity cannot be 

verified, the procedure must not commence. 

 For Culturally and Linguistically Diverse, an interpreter must be used in accordance with JH&FMHN 

policy  1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse Patients. 

 The patient’s Health Record must be identified as correct. 

 Valid consent to treatment must be obtained where applicable. Where consent is not required (e.g. 

for general x-ray and Orthopantomogram (OPG) procedures, referral/request forms should be 

available for the clinician to check all details. 

 Where patients have an armband in situ, staff must use this in the identification process. If a patient 

is not required to wear an armband then as previously stated the patient’s identity should be verified 

using the patient’s identity card, through a JH&FMHN staff member from the patient’s previous 

location or through verification of the patient’s identity from Corrective Services NSW cell card, or in 

the case of Juvenile Justice NSW a photo ID.  If a patient’s identity cannot be verified, the procedure 

must not commence. 

 Site marking must be undertaken where applicable. 

 Ask the patient if they have a known allergy / adverse reaction and if yes, what the allergy / adverse 

reaction was and what effect they experienced. 

http://intranetjh/pol/policylib/1.230_Policy_0908.pdf�
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_079.html�
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html�
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_061.html�
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf�
http://intranetjh/pol/policylib/2.030_Policy_0510.pdf�
http://intranetjh/pol/policylib/1.230_Policy_0908.pdf�
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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 PD2005_406 Consent to Medical Treatment - Patient Information 

PD2014_004 Incident Management Policy 

PD2014_036 Clinical Procedure Safety 

JH&FMHN Policies and 

Procedures 

1.085 Consent to Medical Treatment –   Patient Information 

1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse  

         Patients 

2.030 Incident Management 

Radiology Services Procedure Manual: 

RAD 207A Clinical Procedure Safety: Procedure and Declaration 
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Appendix 1 

Level 1 Diagnostic and Surgical Procedures 

Definition Examples 
Requirements 

Pre-procedure Post procedure 

- Single proceduralist 

- Usually does not 

require written 

consent 

- Does not involve 

procedural sedation 

or general/regional 

anaesthesia 

- Usually performed in 

wards, clinics, 

departments and 

radiology units 

- Insertion IV cannula 

- Insertion IDC 

- Insertion NGT 

- Taking blood samples 

- Diagnostic Radiology 

- Routine dental 

procedures e.g. dental 

extraction, fillings 

- Superficial skin 

lesions/biopsies 

STOP and confirm the 

following before commencing 

the procedure 

- Patient identification 

- Procedure verification – procedure 

+ site/side/level, where appropriate, 

matches consent 

- Allergy/adverse reaction check 

- Anticipated critical events 

- Document procedure in 

patient’s health care record or 

Radiology Information System 

- Advice for clinical handover 

- Label specimen/images 

- Post procedure tests where 

clinically relevant 

Level 2 Procedures 

 

Definition Examples 

Requirements  
Pre-procedure (including 

Team Time Out) 

Post Procedure 

- Proceduralist 

often supported 

by an assisting 

proceduralist/s 

 

- Usually 

requires 

written 

consent 

 

- Does not 

involve 

procedural 

sedation  or 

general/region

al anaesthesia 

 

- Usually 

performed in 

wards, clinics, 

departments and 

radiology units 

 

- Lumbar puncture 

 

- Insertion of chest 

tube 

 

- Ascitic tap 

 

- Stress test 

 

- Nuclear Medicine 

therapies 

 

- Biopsies 

 

- IV or IT 

administration of 

chemotherapy  

 

  -  Dialysis 

- IV administration 

of contrast 

 

- Central lines are 

inserted centrally 

 

STOP and confirm the 

following before 

commencing the 

procedure-

Proceduralist/assisti

ng proceduralist/s 

introductions,where   

appropriate 

 

-Patient identification 

 

-Procedure verification - 

procedure + site/side/level, 

where appropriate, 

 

-Patient position 

 

-Essential imaging reviewed 

check 

 

-Special medication/s 

administered 

 

-Antibiotics 

 

-Implants and special 

Equipment 

 

-Anticipated critical events 

-Document procedure in 

patient’s health care 

record or Radiology 

Information System 

 

-Advice for clinical 

handover 

 

-Equipment 

problems/issues 

 

-Specimens/images 

labelled 

 

-Post procedure tests 

where post insertion 

of chest tube 
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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 

Plastic Surgery and Tattoo Removal 

Policy Number 1.100 

Policy Function Continuum of Care  

Issue Date 11 March 2013 

Summary This policy provides Justice Health and Forensic Mental Health Network staff 
(JH&FMHN) with guidelines for appropriate and assessment and referral for 
patients requiring plastic surgery and tattoo removal. All referrals made for plastic 
surgery must meet JH&FMHNs criteria as set out in this policy. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.100 (May 2009) 

Change Summary Update of terminology and minor changes 

TRIM Reference POLJH/1100 

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

 

 

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

Justice Health and Forensic Mental Health Network (JH&FMHN) staff may make recommendations for patient to 
undergo plastic surgery or tattoo removal, under specific and exceptional circumstances. 
 
Plastic Surgery is a surgical specialty that deals with the reconstruction of facial and body tissue that requires a 
reshaping or remoulding due to disease, defect, or disorder - in order to approximate a normal appearance or to 
repair working ability. 
 
Reconstructive Surgery is performed to correct or repair abnormal structures of the body caused by congenital 
defects, developmental abnormalities, trauma, infection, tumours, or disease so as to improve function or create 
a normal appearance to the extent possible. 

2. Policy Content  

2.1 Mandatory Requirements  

Patients should be referred by JH&FMHN general practitioners to plastic surgeons for consideration of plastic 
surgery in the following situations only: 

 Where there is significant physical deformity; or 

 Where the surgery is part of ongoing management of a serious condition such as trauma, burns or 
Malignancy; or 

 Where JH&FMHN psychiatrist, at their discretion, has advised that such surgery is necessary to decrease 
symptom severity or improve the clinical condition of a mentally ill patient. 

 Referrals for plastic surgery in any other situation must be discussed on an individual basis with the Clinical 
Director of Primary and Women’s Health in conjunction with Psychiatric recommendations. The patients 
must give consent to be risk assessed by Corrective Services New South Wales (CSNSW) or Department of 
Juvenile Justice (DJJ). 

Tattoo Removal 

Referral to a specialist for tattoo removal can generally only be made when recommended by JH&FMHN 
psychiatrist and must be in collaboration with the Clinical Director Primary and Women’s Health. Requests in any 
other situation must be discussed on an individual basis with the Clinical Director Primary and Women’s Health. 
 
Before tattoo removal is carried out, the patient must be risk assessed as above and also give consent so that 
CSNSW or the DJJ can update personal description forms. 

Elective Plastic Surgery 

Patients with appropriate CSNSW classification may request to undergo plastic surgery. Referrals to specialists 
may be made by JH&FMHN doctors for these procedures. The patient must be made aware that they will bear all 
costs of referral and procedures as well as the transport and escort costs. These services will be provided in 

accordance with JH&FMHN Policies 1.080 Clinical Services Provided by Justice Health to Persons in Custody and 
1.253 Access to Private Health Services. 
 
Before giving an opinion or information to CSNSW or DJJ, JH&FMHN doctor must first discuss the case with the 
Clinical Director Primary & Women’s Health in conjunction with Psychiatric recommendations.  

3. Related Documents 

Ministry of Health PD2007_079 Correct Patient, Correct Procedure and Correct Site 

JH&FMHN Policies 1.080 Clinical Services Provided by Justice Health to Persons in Custody 

1.096 Correct Patient, Correct Procedure and Correct Site 

1.253 Access to Private Health Services 

 

http://intranetjh/pol/policylib/1.080_Policy_0909.pdf
http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_079.html
http://intranetjh/pol/policylib/1.080_Policy_0909.pdf
http://intranetjh/pol/policylib/1.096_Policy_0611.pdf
http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Court and Police Cell Complexes (Adults) Healthcare 

Responsibilities 

Policy Number 1.111 

Policy Function Continuum of Care 

Issue Date 22 July 2014 (minor update on s2.2 was approved and updated on 23 July 2015) 

Summary Justice Health & Forensic Mental Health Network (JH&FMHN) is responsible for 

the provision of health care in specified Police Cells Complexes and 

Correctional Centres. This policy applies to people who enter custody on 

remand after having been transferred to Corrective Services New South Wales 

(CSNSW) as well as those persons who enter custody after bail is refused by 

Police and are to appear before a magistrate. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.111 (May 2011) 

Change Summary  Provisions included for patients bail refused by Police (Form 7 patients) 

 Updated definitions 

 Minor updates (as of 2 April 2015) re young persons in police custody 

TRIM Reference POLJH/111 

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

JH&FMHN is responsible for the provision of health care in specified Police Cells Complexes and Correctional 

Centres (PCC&CC). This policy applies to people who enter custody on remand after having been transferred 

to CSNSW as well as those persons who enter custody as “Form 7” offenders prior to appearing before a 

magistrate.  

The document commonly referred to as a “Form 7” was a prescribed form under the Schedule 1 of the Bail 

Regulation 1999. It relates to the bail determination of an authorised officer. Although this regulation has 

been repealed, the new form, as per Bail Regulation 2014 is now defined as Authority to Detain. 

CSNSW is responsible for the safe custody of persons in Police Cells and the Amber Laurel Correctional 

Centre which has been gazetted by CSNSW as a Police Cell where the custody of those persons has been 

transferred to CSNSW. This occurs once the inmate/patient has been refused bail and/or has been remanded 

into custody. 

Until transfer of custody to CSNSW the NSW Police Force is responsible for the safe custody of persons who 

enter custody as Form 7s whilst waiting to appear before magistrate (except at Amber Laurel Correctional 

Centre Form 7 are with CSNSW). 

2. Policy Content  

2.1 Mandatory Requirements 

JH&FMHN provides limited health services at PCC&CC. Subject to access to patients, health care provision 

includes health status assessment, first aid and treatment of minor injuries, continuation of medical treatment 

commenced prior to custody, and administration of prescribed, Nurse Initiated and Standing Order 

medications. Patients requiring treatment beyond general first aid must be referred to the nearest hospital, 

after consultation with the JH&FMHN On Call Medical Officer or other JH&FMHN On Call Specialist Medical 

Officers or After Hours Nurse Manager (AHNM). 

2.2 Implementation – Roles and Responsibility 

JH&FMHN is responsible for the provision of health care in specified PCC&CC. Occasionally, in some rural 

PCC&CC, a young person may be held for a period of time in police custody. JH&FHMN staff is not 

responsible for any health care for young people in police cells and all health care requirements must be 

referred to the local health facility/hospital.   

3.  Procedure Content  

3.1  Initial Assessment  

JH&FMHN provides limited health services at police cell complexes. Subject to access to patients, health care 

provision includes health status assessment, first aid and treatment of minor injuries, continuation of medical 

treatment commenced prior to custody, and administration of prescribed, Nurse Initiated and Standing 

Order medications. Patients requiring treatment beyond general first aid must be referred to the nearest 

hospital, after consultation with the JH&FMHN On Call Medical Officer or other JH&FMHN On Call Specialist 

Medical Officers or After Hours Nurse Manager (AHNM). 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+25+2014+cd+0+N
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The hours of operation of JH&FMHN at PCC&CC, ranging from 4 to 16 hours per day dependent on the size 

and location of the complex.  

When JH&FMHN clinic staff are not on duty, CSNSW must contact the Cluster Nurse Manager (Monday – 

Friday), during office hours or the JH&FMHN AHNM on (02) 9311 2707 for any advice on health matters. 

3.2  Prioritising Process 
JH&FMHN staff must prioritise patients based on information provided on the CSNSW Lodgement Sheets 

and the acuity of the patient. Patients who are considered a high priority include but are not limited to: 

 Pregnant women;   

 Patients at risk of self-harm or suicide; 

 Patients who are at risk of withdrawing from alcohol or other drugs; 

 Patients either displaying severe symptoms or at risk of deterioration;  

 Patients with physical injuries;  

 Patients who are on antiretroviral or antiviral medication where adherence to medication is vital to 

successful treatment outcomes; 

 Patients with infectious diseases; and 

 Patients who are on tuberculosis (TB) medications. 

Patients who have been identified through this prioritising process must be flagged by JH&FMHN staff for 

further assessment where access permits. Where access is not available, JH&FMHN staff must perform visual 

observation of the patients in their cells, report the access issues with the Cluster Nurse Manager or AHNM 

and log an incident in the Incident Information Management System (IIMS). This must be recorded in the 

patient’s progress notes.  

Pregnant woman who are suspected of potentially or of being in any type of drug or alcohol withdrawal are 

discussed immediately with the Drug and Alcohol Medical Officer or Nurse Practitioner because of the 

potential risks withdrawal syndrome can have for the unborn child. Drug and Alcohol services provide 24hour 

clinical consultation across the state via the on call service on (02) 9874 0376. 

Where access to the patient is limited, patients identified at risk must be placed on a priority transfer list with 

CSNSW. This list prioritises the patients to be transferred to a correctional centre. If difficulties are 

experienced in transferring these patients, such as no beds available in any correctional centres or the patient 

may be on an active Mandatory Notification and management plan and there are no observation beds 

available, the CSNSW Officers and/or Police staff should contact the AHNM to assist in facilitating this 

transfer. A JH&FMHN Health Problem Notification form (Adults) (JUS005.001) must be completed by the 

JH&FMHN staff member and given to the Senior CSNSW Officer on duty outlining the reason that an urgent 

transfer is required.   

Where the nurse on duty identifies immediate health issues, he/she must contact the AHNM and relevant On 

Call Medical Officer to discuss the care requirements and/or arrange for the transfer of the patient to hospital 

for further assessment and treatment as required. 

A small number of patients may have an “alert” stating that the Service Director Population Health must be 

notified of the patient’s incarceration. After hours, the AHNM should be informed, who will notify the Service 

Director Population Health. 

All patient care interactions must be recorded in the patient’s progress notes and entered into the JH&FMHN 

Patient Administration System (PAS). 
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3.4 Triaging of Patients 

All patients received into the Police Cells must undergo an assessment that is recorded on a JH&FMHN 

Reception Screening Assessment form (JUS 060.001) and all mandatory fields must be completed for this 

assessment. When there is limited access to patients or there are a large number of patients to be assessed, 

then the nurse on duty must consult with his/her line manager or the AHNM (whichever is appropriate) for 

advice and direction. The Registered Nurse must endeavour to assess as many patients as access and time 

permits, ensuring the patients that appear to be the most unwell are assessed first.  

For patients on transfer/transit from a Correctional Centre for a court appearance, refer to JH&FMHN policy 

1.395 Transfer & Transport of Patients. 

Patients received into the custodial environment from overseas may be at greater risk of presenting with 

transmissible infections. At reception into the PCC&CC a full history regarding infectious diseases including 

tuberculosis must be taken. The Service Director Population Health must be notified via the AHNM of the 

reception of people from immigration detention centres or from overseas prisons regardless of history. 

3.5 Patients Temporarily Transferred to Police and Court Cell Complexes 

Usually patients are transferred to a nearest correctional centre and taken to court on a daily basis. However 

if there is no correctional centre at a reasonable distance from the court, they are transferred to the nearest 

PCC&CC for one day and night or longer. JH&FMHN staff are responsible for ensuring that the individual’s 

health needs are followed up while in the PCC&CC that are staffed by JH&FMHN nursing staff. This is the 

responsibility of both the transferring health staff and the receiving health staff (if available). Nursing staff 

must be aware that not all PCC&CC has JH&FMHN staff on duty seven days per week and continuity of care 

arrangements for patients will be different. It is the responsibility of the transferring correctional centre to 

arrange appropriate care requirements, which may include contact with JH&FMHN staff at receiving centre / 

PCC&CC and/ or transferring medications for patients being housed at the PCC&CC. 

When a patient who is on an Opioid Substitution Treatment (OST) program and is held in the police / court 

cells that have JH&FMHN services on site it is the responsibility of the JH&FMHN police cell nursing staff to 

ensure dosing of the OST patients occurs. If the patient is on OST and there are no JH&FMHN police cell 

nursing staff the patient should be moved to a site where there are nurses as soon as practicable then follow 

procedure at the health centre. 

3.6 Patients refused bail by Police on a Authority to Detain / “Form 7” 

Newly arrested people who have been bail refused by Police and have not yet appeared before a magistrate 

are referred to as Form 7s. 

Form 7s will usually enter custody at a Court or PCC&CC but may in some instances, need to enter into NSW 

Correctional Centres.  

JH&FMHN has a responsibility to address the immediate health needs of those persons who enter custody as 

Form 7s. These needs may range from first aid to emergency intervention to preserve life. Reception Triage 

assessments must not be completed on Form 7 patients. Any clinical interventions must be recorded in the 

Health Record. 

 

http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
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4. Definition 

In custody (as per Crimes (Administration of Sentences) Act 1999) 

 when a person is before a court in connection with alleged commission of an offence; or 

 in the process of proceedings to determine whether the person has committed an offence or while such 

proceedings are pending; or 

 following a grant of bail but before the person has fulfilled the necessary requirements entitling the  person 

to be released; or 

 during any period for which the person is on remand; or 

 while awaiting sentencing for an offence or during sentencing proceedings; or 

 during any period after the person is sentenced for an offence; or 

 during any period after a periodic detention order is made in relation to the person and before a periodic 

detention notice is served on the person; or  

 in accordance with a warrant of commitment or other warrant, or an order of the court or other competent 

authority, or held in Police cells / CSNSW custody as a Form 7 offender to appear before a magistrate. 
 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

5. Legislation and Related Documents 

Legislation Crimes (Administration of Sentences) Act 1999 

Bail Regulation 2014 

NSW MoH Policy Directives PD2007_036 Infection Control Policy 

PD2014_050 Principles for the Management of Tuberculosis in NSW  

JH&FMHN Policies and  

Forms 

1.225 Health Assessments in Male and Female Adult Correctional Centres 

1.395 Transfer & Transport of Patients 

1.422 Tuberculosis – Surveillance and Management of Confirmed and  

          Suspected Cases 

5.070 Infection Control 

 

JUS005.001 Health Problem Notification form (Adults) 

JUS060.001 Reception Screening Assessment Form 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+25+2014+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_036.html
http://www0.health.nsw.gov.au/policies/PD/2014/PD2014_050.html
http://intranetjh/pol/policylib/1.225_Policy_0515.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.422_Policy_1212.pdf
http://intranetjh/pol/policylib/5.070_Policy_0712.pdf
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Management of a Death 

Policy Number 1.120 

Policy Function Continuum of Care 

Issue Date 15 July 2013 

Summary This policy provides health staff with clear guidelines for the management, 
recording and documentation of deaths in custody, hospitals and community 
covered by Justice Health and Forensic Mental Health Network (JH&FMHN). 

Responsible Officer Executive Director Governance & Commercial Services 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.120 (Apr 2008) 

Change Summary  Name of policy changed to manage the death of clients within the 
custodial environment, the Long Bay and Forensic Hospitals and the 
community whilst under the care of JH&FMHN. 

 Guideline changes to facilitate compliance with NSW Ministry of Health 

policy PD2012_036 Death - Extinction of Life and the Certification of Death 
allowing for either a Medical Officer or a Registered Nurse to declare life 
extinct. 

 Inclusion of High Level Open Disclosure process in compliance with NSW 
Ministry of Health PD 2007_040 Open Disclosure. 

TRIM Reference POLJH/1120 

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

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

All deaths in NSW correctional and Juvenile Justice Centres, Long Bay and Forensic Hospitals are subject to 
internal review and an investigation by the Coroner. Justice Health and Forensic Mental Health Network 
(JH&FMHN) have developed clear protocols for the management, reporting and documentation of the death of a 
patient.   

This policy applies to the death of a patient in the Forensic Hospital, Long Bay Hospital, Correctional and Juvenile 
Justice Centres and patients in the community under the care of JH&FMHN. 

2. Policy Content 

2.1 Mandatory Requirements 

All deaths must be notified in the Incident Information Management System (IIMS) and given an initial Severity 
Assessment Code (SAC) rating of 1 (one).  

In all patients with cardio-pulmonary arrest, resuscitation attempts must be undertaken whenever there is a 
chance of survival, however remote (unless an Advanced Care Directive is in place – see NSW Ministry of Health 

GL2005_057 End-of-Life Care and Decision-Making – Guidelines). 

All deaths must be immediately notified to JH&FMHN senior management via the group paging service. It is 

mandatory under Division 6C of the Health Administration Act 1982 for SAC 1 clinical incidents to have an 
investigation utilising the Root Cause Analysis (RCA) methodology.  

All deaths in NSW correctional and Juvenile Justice Centres, Long Bay and Forensic Hospitals are reported to 

NSW Ministry of Health (MoH) as a Reportable Incident Brief (RIB).   

Where the death is ‘expected’, such as when a patient has a known serious medical condition, a death review is 

undertaken by the Governance Unit using the Death Screening Tool. In accordance with the recommendations 
from the Clinical Excellence Commission’s Final Report of the Mortality Review Working Group (June 2010), the 
death review procedure is a staged process that focuses on both inpatient and non-inpatient deaths that involves 
screening using a simple template with triggers, through to secondary review for patients with triggers to RCA 
where required. 

All deaths in NSW correctional and Juvenile Justice Centres, Long Bay and Forensic Hospitals are investigated by 
the Coroner who will issue a death certificate following examination of the deceased. Death certificates cannot 
be issued by the medical officer or any other person. Attendance of the Coroner at the scene will be arranged by 
Corrective Services New South Wales (CSNSW), Juvenile Justice New South Wales (JJNSW) or (JH&FMHN).  

Clinical findings must be documented by nursing staff if the medical officer (MO) is not in attendance, and the 
fact that the patient is deceased must be recorded in the patient’s health record. There is no requirement to call 
the MO into the centre if there is not one on duty. Death of the patient may be documented by a MO if one is 
available; otherwise MoH policy allows for a registered nurse (RN) to assess the extinction of life and give 

notification to relevant authorities. The MoH Life Extinct Form (SMR010.515) found on the JH&FMHN Intranet, 
must be completed by the MO or RN. The original form must accompany the original health record and a copy 
must accompany each copied health record. 

2.2 Implementation - Roles and Responsibilities 

Reporting requirements remain consistent across all streams including Ambulatory Centres, Adolescent Health, 
Forensic Mental Health and the Long Bay and Forensic Hospitals.  

The Forensic Hospital: 

 During business hours the Forensic Hospital Deputy Director of Nursing (FHDDN) must be notified on (02) 
9700 3158, who will notify the Director of Nursing Forensic Hospital (FHDON) who will then advise the 
Service Director Forensic Hospital (SDFH) and the Executive Director Clinical Operations (Forensic Health) 
(EDCOFH) who will brief the Chief Executive of events. 

 The FHDDON must advise JH&FMHN executive group of the death of a patient using the Group Page 
system. 

http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://intranetjh/forms/Forms/SMR010.515.pdf
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 Outside business hours the Forensic Hospital After Hours Nurse Manager (FHAHNM) must be notified on 
*1 or (02) 9700 3112, who will notify the FHDON who will then advise the SDFH and the EDCOFH who 
will brief the Chief Executive of events. 

 The FH AHNM must advise JH&FMHN executive group of the death of a patient using the Group Page 
system. 

Nurse Manager’s (NM) responsibility: 

 During business hours the Cluster Nurse Manager must notify the Service Director Operations and Nursing 
(SDON) who will then advise the Executive Director Clinical Operations (Custodial Health) (ED COCH), who 
will brief the Chief Executive of events.  

 The Nurse Manager Professional Programs (NMPP) must advise JH&FMHN executive group of the death of 
a patient using the Group Page system. 

After Hours Nurse Manager’s (AHNM) responsibility: 

 The AHNM must notify the after hours Senior Manager on Call (SMOC) who will then contact the Chief 
Executive and brief them on events.  

 The AHNM must advise JH&FMHN executive group of the death of a patient using the Group Page 
system. 

Medical Officer’s responsibility: 

 To respond and assist with any clinical resuscitation as required if on site. 

 Verify ‘life extinct’ in the patient’s health record, and complete Life Extinct Form (SMR010.515) if on site 
and requested. 

 Record all clinical findings and that the patient has died in the patient’s health record if on site. 

Nurse’s responsibility: 

 To respond and perform any clinical resuscitation as required. 

 During business hours notify the Cluster Nurse Manager (NM) immediately. If the NM is not available, call 
the AHNM phone on (02) 9311 2707. 

  The AHNM must be notified immediately on (02) 9311 2707 if the death occurs after hours. 

 The death of a patient must be recorded as a clinical incident in IIMS and the IIMS number recorded in the 
patient’s health record as soon as possible following the death. 

 JH&FMHN staff in attendance must document their recollections of the events surrounding the death in 

the patient’s health record and on the Emergency Response form JUS060.009. 

 Verify ‘life extinct’ in the patient’s health record, and complete Life Extinct Form (SMR010.515). 

 Complete Life Extinct Form (SMR010.515) if on site and requested. 

 The health record of the deceased must be sent to Joint Records Centre for photocopying as soon as 
possible after the patient’s death.  

 Clinical notation in the patient’s health record in relation to the death must be completed prior to ceasing 
duty. 

3. Procedure Content 

3.1 Assessment and Certification of Life Extinct and the Certification of Death 

This policy makes a distinction between the assessment and certification of life extinct and the certification of 
death. 

http://intranetjh/forms/Forms/SMR010.515.pdf
http://intranetjh/forms/Forms/SMR010.515.pdf
http://intranetjh/forms/Forms/SMR010.515.pdf
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3.1.1 Assessment and Certification of Life Extinct 

The assessment of the extinction of life is a clinical assessment process undertaken to establish that life is extinct. 
By evaluating cardiac output, neurological signs and respiratory status, a registered medical practitioner or RN 
can establish that life is extinct (see NSW Ministry of Health PD2012_036). This assessment must be documented 

on MoH Life Extinct Form (SMR010.515). This applies even if CSNSW officers/JJNSW staff have commenced CPR 
before nursing staff arrive at the incident.  

In patients with cardio-pulmonary arrest, resuscitation attempts must be undertaken whenever there is a chance 
of survival, however remote, notwithstanding the above unless an Advanced Care Directive is in place – see NSW 

MoH Guidelines GL2005_057 End of Life Decision Making. Nevertheless, it is possible to identify patients in 
whom there is absolutely no chance of survival, and where resuscitation should not be attempted as it would be 

both futile and distressing for healthcare personnel (Joint Royal Colleges Ambulance Liaison Committee 
(JRCALC), March 2003). Such conditions include massive destructive injuries of the head and/or torso, 
decomposition, incineration, hypostasis and rigor mortis. This applies even if CSNSW officers/JJNSW staff have 
commenced CPR before nursing staff arrive at the incident.  

3.1.2 Certification of Death 

As all Deaths in Custody (DIC) are investigated by the Coroner, a Death Certificate cannot be issued by the 
medical officer or any other person. The Coroner will issue the Death Certificate following his/her examination of 
the deceased. The attendance of the Coroner at the scene will be arranged by CSNSW/ JH&FMHN/ JJNSW in 
accordance with their own policies.   

3.2 Guidelines for Nursing Staff and Medical Officers  

As all DIC are Coroner’s cases, nothing must be done to the body or the scene after death. JH&FMHN staff must 
be aware that police investigations may require that equipment remain in situ and must not be removed i.e.  IV 
cannulae, needles, drains, airways and attached intravenous fluids, lines (and enteral feeding equipment) must 
accompany the body to the morgue.  

All sharps or pieces of equipment left in situ must be firmly taped or secured to the body in such a way that the 
risk of sharps injury or leakage is minimised. The immediate area must be checked and any sharps or equipment 
not required to remain in situ must be removed for disposal or bagged for processing. 

If police require re-usable equipment from the backpack to remain in situ, the Nursing Unit Manager/Nurse in 
Charge (NUM/NIC) are responsible for ordering replacements. Once returned, re-usable equipment from the 
emergency backpack must be cleaned in accordance with JH&FMHN Infection Control Guidelines.  

In the event that any material and/or vomitus is removed or suctioned from the airway or stomach, this must be 
retained and placed in screw-capped container(s) (i.e. V-VAC bottle and cap) appropriately labelled and 
forwarded with the body. Standard infection control precautions must always be observed. 

The scene of a death becomes a crime scene and any material / items (e.g. bedding, linen) that were initially 
present at the scene must not be removed. However it is reasonable that the patient’s dignity is protected. 
Where possible, efforts must be taken not to disturb the scene until it has been examined by the Police on the 
behalf of the Coroner or until advised by the Police that it is permissible to do so. 

3.2.1 Notification 

All patients’ deaths are initially considered to be a SAC level 1 (one) and must be notified immediately to the 
AHNM on (02) 9311 2007. Prior to notification of the death via the JH&FMHN Group Page system, the AHNM 
will contact the ED COCH, ED COFH or the SMOC.  

The AHNM must use the following format when notifying the death via the Group Page system: 

 “SAC 1 DIC” or, 

 If the death was expected, “SAC 1 expected death” 

 Site (add name of institution also if hospitalised in a non JH&FMHN facility) 

 First 2 initials of first name 

 First 2 initials of Surname 

 MIN/CIMS Number/ MRN 

 Suspected cause of death e.g. hanging in cell, terminal disease or unknown. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_036.html
http://intranetjh/forms/Forms/SMR010.515.pdf
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
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The group page must not occur until the EDCOCH, EDCOFH or SMOC have notified the Chief Executive and 
briefed him/her on the events surrounding the death. 

The patient’s death must be notified as a clinical incident in IIMS and the IIMS reference number recorded in the 
patient’s health record. This must be done as soon as possible following the death and before staff go off duty. 
The following information must be included in the incident description: 

 Time called to incident 

 Time arrived at incident 

 Description of scene 

 Assessment of patient 

 Relevant medical history  

 Relevant medical treatment 

 Description of all actions taken 

 Other actions e.g. CPR commenced, Ambulance called etc. 

 Aboriginality 

 Whether the person was residing one out, two out etc. 

 Whether the person was on remand, sentenced etc. 

Please refer to JH&FMHN policy 2.030M Incident Management Procedure Manual for further information 
regarding IIMS. The Patient Safety Manager (PSM) is required to submit a Reportable Incident Brief (RIB) via IIMS 
to MoH within 24 hours of the incident occurring. The RIB will only be submitted following approval by the Chief 
Executive. 

3.2.2 Documentation 

JH&FMHN staff members in attendance must document their recollection of the events surrounding the death in 
the patient’s health record and on the Emergency Response form JUS060.009. The assessment for life extinct 

must be recorded and documented on MoH Life Extinct Form (SMR010.515). 

The statement must contain the time and details of what actions were taken e.g. CPR commenced, or CPR not 
commenced because…..and provide the clinical rationale. 

Document clearly the reasons for decisions made, the duration of emergency care and the reasons for 
terminating it.  

Record any relevant clinical details of the death, either from witnesses and/or first hand observation of the scene. 
This may include a description of the scene, for example: 

 “Syringe found in hand” 

 “Note found” 

 “Patient found clothed lying on bed” 

 “Patient found with sheet around neck.” 

If appropriate, ensure statements are obtained from all JH&FMHN staff on duty that were responsible for care or 
involved in the circumstances leading up to the death and any attempted resuscitation. Copies of these must be 
faxed to the relevant Service Director or delegate and held securely until required by NSW Police.  

NSW Police attend the death and act on behalf of the Coroner. 

JH&FMHN staff members, as with members of the public, have an obligation to cooperate with the police but at 
their and JH&FMHN convenience. The police may request the staff of JH&FMHN to provide a written statement 
and this may take place at the police station or at the Correctional/Juvenile Justice Centre. JH&FMHN staff 
should not make a statement to the police the same day of the death or without seeking prior advice from their 
manager, JH&FMHN Legal Advisor and/or their professional union/association. 

JH&FMHN Legal Advisor will coordinate with NSW Police to obtain any required interview/statements. Where the 
staff are contacted directly by the police or other difficulties arise, staff must contact their manager or AHNM for 
further advice. 

http://intranetjh/pol/policylib/2.030_Manual_0812.pdf
http://intranetjh/forms/Forms/SMR010.515.pdf
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3.2.3 Health Record 

An authorised copy of the electronic and paper health record must be given to NSW Police acting on behalf of 
the Coroner. Authorised copies may only be made by Joint Records Centre (JRC) staff. The NUM or delegate 
must contact the Health Record Clerk on duty to arrange for the original health record to be sent as soon as 
possible to the JRC for photocopying.  Records must be sent by same-day (express) courier from rural/remote 
areas to JRC.  In the event of possible delays in getting the record to JRC for photocopying, JRC staff may direct 
the centre staff to photocopy relevant sections of the most recent record to give to the police before sending the 
original health record to the JRC.  Upon receipt of the original health record JRC staff will make two authorised 

copies of the electronic and paper record, complete and attach the Pro forma for the Coroner CNS509 form and 
create a volume within PAS to identify that a copy of the health record exists. These two copies of the health 
record are provided to the Police for the Coroner and to the Manager Service Development and Quality 
(MSD&Q) Clinical Operations Custodial Health. The Governance Unit will make further copies of the MSD&Q 
copy for purpose of death review and medico-legal processes. All copies of the health record must be returned 
to JRC for destruction. 

3.2.4 The Commissioner’s Report 

An initial death report will be prepared by the MSD&Q and approved by the CE for forwarding to the 
Commissioner of CSNSW or Director General JJNSW.    

The Health Record must be carefully reviewed before the report is compiled. The death Report must contain a 
brief background of the person’s health history, status and all relevant details of the care provided before the 
death.  

3.2.5 Debriefing 

It is a requirement that debriefing be arranged for staff directly involved with the death and may be necessary 
for other staff not on duty at the time. In these circumstances please refer to JH&FMHN policy 3.045 Employee 

Assistance Program. Additionally, it may also be necessary to organise debriefing of other patients in situations 
where the death was witnessed or with whom the deceased had a significant relationship. These patients are 
best referred to CSNSW/JJNSW welfare and psychology services for additional support and debriefing, including 
social work and welfare officers or psychologists in the FH. 

3.3 Investigation 

Investigation of deaths of JH&FMHN patients is governed by JH&FMHN policy 2.030 Incident Management and 
the accompanying Procedures.  This policy outlines requirements and processes for deaths in the community. 

3.3.1 Local 

The circumstances of the death must be analysed in the first instance at the local level in an effort to establish 
system issues (if any) that may have had a bearing on the incident. 

3.3.2 Root Cause Analysis 

Root Cause Analysis (RCA) investigations will be commissioned by the Chief Executive following a patient’s 
death. The primary aim of an RCA is to identify root causes and systems failures that may have contributed to 
the incident. It is not to establish fault or attribute blame to any individual.    

JH&FMHN staff involved in the response to the event would normally be required to provide information to the 
investigating team assembled for the purpose of conducting the RCA. 

Copies of the health records for RCA team members will be made and distributed by the Governance Unit 
Patient Safety Managers. Once the RCA is complete, these copies will be returned to the Governance Unit for 
destruction.  

A referral or investigation of a death to the Coroner or the Police does not affect the requirement to undertake 
an investigation of an incident, including, where appropriate, an RCA. However, the relevant Executive Director 
or the Director Clinical and Corporate Governance (DCCG) should notify the police officer in charge of the 
investigation or the relevant Local Area Command of the intention to commence the RCA if there is any concern 
of a conflict with the official police investigation. 

See JH&FMHN policy 2.030 Incident Management Policy for further details. 

http://intranetjh/pol/policylib/3.045_Policy_0912.pdf
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
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3.3.3 Death Review 

In the case of expected deaths from natural causes (e.g. from a terminal illness), the Patient Safety Manager and 

a doctor will conduct a death review including a review of the patient’s health record using the Death Screening 
Tool. The JH&FMHN Death Review procedure is a staged process that can be escalated to a secondary death 
review, and then finally to RCA if indicated. If an RCA is not required a lower SAC rating will be assigned to the 
death in IIMS by the Patient Safety Manager. If the latter is the case, a health record review will be conducted, 
coordinated by the Patient Safety Manager. 

3.3.4 Coronial Inquiry 

All DIC in NSW are investigated by the Coroner. When a matter has been listed for a coronial inquiry, the 
Coroners Court will notify the JH&FMHN Legal Advisor. If the only witness called is the Officer In Charge (OIC), 
or if the witnesses being called are from CSNSW/JJNSW, and there are no witnesses from JH&FMHN only the 
Legal Advisor will attend the inquest. If there are witnesses called from JH&FMHN, and or contentious issues are 
identified the matter is briefed to external lawyers subject to notification to MoH. The Legal Advisor briefs the 
Chief Executive to obtain approval to brief the matter. Once approved the matter will be briefed to MoH who 
will appoint the solicitors. The Legal Advisor will contact the witnesses to advise that the NSW Police will be 
requesting them to provide a statement and offer any necessary support. 

If staff are contacted directly and are requested to appear before the Coroner, they must advise the DCCG and 
their line manager in the first instance. 

A copy of the relevant health record is available for staff to peruse prior to giving the NSW Police a statement or 
alternatively the NSW Police should have the health record available at the time. It is advisable that staff have 
their statement checked by their professional union/association legal team where the matter has been referred 
to the union prior to signing the statement. If staff are not represented by their union, they must refer the 
matter to the JH&FMHN legal advisor for support and to have their statement checked. Staff are entitled to have 
a support person present when providing their statement. 

3.3.5 Open Disclosure 

High level open disclosure is conducted for all serious events, and is coordinated by the Governance Unit in 

accordance with JH&FMHN policy 2.030 Incident Management.  

Contact with the patient’s next of kin is undertaken for all deaths whether expected or unexpected. This is to 
inform the family of JH&FMHN investigation processes and to identify any family concerns surrounding the 
death. Respect for cultural and/or religious sensitivities are taken into consideration as part of the open 
disclosure process. 

Following the death review or RCA process, an open disclosure meeting is offered to the next of kin particularly 
if a breakdown of care is identified. 

High level open disclosure is coordinated through the Governance Unit. 

3.3.6 Media Interest 

Some patients’ deaths may lead to media interest which must be managed through the Executive Support and 
Planning Unit in accordance with the JH&FMHN Guidelines for the Provision of Information to the Media 
(available on the JH&FMHN intranet). 

3.3.7 More Information & Assistance 

Any concerns/queries regarding DIC must be directed to the Patient Safety Manager in the first instance by 
contacting the office of the Governance Unit on (02) 9700 3055. 

Staff can also refer to Section 13.2 Deaths in Custody in the CSNSW Operations Procedures Manual. The 
electronic version can be located through the ‘Useful Links’ on the JH&FMHN Intranet and entry through the 
CSNSW Intranet Site. 

3.3.8 Forms 

There are three required forms that must be completed and signed. These are located on the JH&FMHN Intranet 

site under Forms - CNS 509 Pro Forma for the Coroner, CNS 510 Acknowledgement of Receipt of Health Record, 
and the Life Extinct Form (SMR010.515). 

http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/SitePages/Useful%20Links.aspx
http://intranetjh/forms/Forms/CNS509.pdf
http://intranetjh/forms/Forms/CNS510.pdf
http://intranetjh/forms/Forms/SMR010.515.pdf
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4. Legislation and Related Documents 

Legislation Crimes (Administration of Sentences) Regulation 2008 

Health Administration Act 1982 

JH&FMHN Policies, Manuals 
and Forms 

2.030 Incident Management 

2.030M Incident Management Procedure Manual 

3.045 Employee Assistance Program 

SMR010.515 Life Extinct Form 

CNS 509 Pro Forma for the Coroner 

CNS 510 Acknowledgement of Receipt of Health Record 

NSW MoH Policy Directives 
& Guidelines 

PD2007_040 Open Disclosure 

PD2012_036 Death - Extinction of Life and the Certification of Death - 
Assessment 

GL2005_057 End-of-Life Care and Decision-Making - Guidelines 

CSNSW Operations Procedures Manual 

Australian Resuscitation 
Council 

Guideline 8 Cardiopulmonary Resuscitation 

Guideline 10.5 Legal and Ethical Issues Related to Resuscitation 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+376+2008+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/pol/policylib/2.030_Manual_0812.pdf
http://intranetjh/pol/policylib/3.045_Policy_0912.pdf
http://intranetjh/forms/Forms/SMR010.515.pdf
http://intranetjh/forms/Forms/CNS509.pdf
http://intranetjh/forms/Forms/CNS510.pdf
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_040.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_036.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_036.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
http://www.resus.org.au/policy/guidelines/section_8/guideline-8dec2010.pdf
http://www.resus.org.au/policy/guidelines/section_10/guideline-10-5-%20july-2012.pdf
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1. Preface  

This policy outlines dental services provided by JH&FMHN, and the terms of their provision. 

JH&FMHN provide a high quality and equitable dental service to patients throughout NSW Correctional 

Centres, Juvenile Justice Centres, Long Bay and Forensic Hospitals.  These services are equivalent to those 

provided in the Local Health Districts (LHD) and Specialty Network (SN) dental clinics. 

JH&FMHN Oral Health Department provide dental services to external organisations such as LHDs and 

Aboriginal Medical Services (AMS) 

The Oral Health Workforce Assistance Program (OHSWAP) was introduced to assist LHDs and AMS who were 

experiencing workforce shortages and are unable to meet Key Performance Indicators (KPIs). 

This service is provided under a pay for purchase model where JH&FMHN provide credentialed salaried 

Dental Officers (DO), Visiting Dental Officers (VDO) and Dental Assistants (DA) upon request. Services 

provided are in accordance with relevant NSW Ministry of Health Policy Directives and Guidelines. 

These services are provided under a Service Level Agreement (SLA) and are conditional to JH&FMHN Chief 

Executive approval and also staff availability (as per business flow chart (see Appendix 1). 

2. Policy Content 

This policy outlines dental services provided by JH&FMHN and the terms of their provision. 

2.1 Mandatory Requirements 

2.1.1 Dental Services  

 Dental services must be provided equitably on the basis of clinical need and priority of care.  

 Dental services should be equivalent to those in public hospitals or community dental clinics.  

 Patient focused dental treatment must be evidenced-based and guided by JH&FMHN core values of 

professionalism, honesty, respect, care and clear communication 

2.1.2 Dental Clinic – Standard Equipment 

All dental clinics operated by JH&FMHN must have and maintain a standard set of equipment. Each dental 

clinic must conduct a yearly instrument inventory and maintain an accurate record of equipment. This is the 

responsibility of the DA, with records kept in individual dental clinics.  Any damaged or missing equipment 

must be reported immediately to the JH&FMHN Senior Dental Assistants (SDA) for investigation and 

appropriate action. 

2.2 Implementation – Roles & Responsibilities 

All oral health staff members in clinical roles are to promote and educate patients on oral health and hygiene 

in line with oral health evidence based practice. 

Dental Assistants: Are responsible for maintaining an accurate record of equipment kept in each clinic, as 

well as conducting the yearly instrument inventory. Dental assistants are to assist the Dental Officer to 

provide services to JH&FMHN patients. 
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Senior Dental Assistants: As well as being accountable for all DA responsibilities, SDAs are to investigate 

any damaged or missing equipment which has been reported by the DAs. They are then to liaise with the 

Operations Manager, Primary & Women’s Health – Services & Programs (OMP&WH-S&P) for sourcing a 

replacement. 

Dental Officers and Visiting Dental Officer: Are to provide services to JH&FMHN patients including 

assessing patients for dentures and creating referrals to external agencies for dental procedures where 

applicable. It is also their responsibility to record all dental treatment in the patients’ dental notes. They are 

to ensure all Information System Oral Health (ISOH) forms are completed correctly and faxed to the Oral 

Health Administration Office (OHO) on (02) 4572-0186.  

Senior Dental Officer (SDO): As well as being accountable for all DO responsibilities, SDOs generally work 

in rural locations.  

Clinical Director, Oral Health (CDOH): It is the CDOH’s responsibility to assess and approve applications for 

denture requests, denture provisions and replacement dentures.  The CDOH will liaise with DOs regarding 

requests for non-routine dental services (at patients cost) and provide advice regarding dental emergencies. 

Operations Manager, Primary & Women’s Health – Services & Programs: In the absence of CDOH, it is 

the OMP&WH-S&P responsibility to provide operational advice regarding dental emergencies.  

Oral Health Administration Staff: Are responsible for data entry into ISOH. They are also responsible for 

booking of clinics, telephone triage of patients and maintaining wait lists and statistics.  

Nurse Unit Manager (NUM): Is responsible for managing the health centre.  If a patient is transferred to a 

Local Emergency Department for emergency dental care, it is the NUM’s responsibility to inform the 

OMP&WH-S&P as well as the CDOH (see 3.8). 

3. Procedure Content 

3.1 Routine Dental Services 

Dental services for JH&FMHN patients are equivalent to those available to the general public through public 

health services or if required, in private dental practices as part of the Oral Health Fee for Service Scheme. 

Dental services are provided by DOs employed by JH&FMHN or VDOs at public dental facilities such as the 

Sydney Dental Hospital and the Westmead Centre for Oral Health. Routine dental services do not need prior 

approval and are initiated by individual DOs (see Appendix 2). The following guidelines are based on the 

principles that: 

 The provision of high quality and equitable delivery of dental care will ensure that patients are free of 

oral pain and disease; and assist in the overall holistic care of the patient. 

 The Oral Health service will ensure that staff and patients are aware of the dental services available. 

 Oral Health staff will promote and educate patients on oral health and hygiene in line with oral health 

evidence based practice. 

 The clinical services provided by JH&FMHN DOs and VDOs are classified as routine free dental services 

to all patients in accordance with LHDs and NSW Ministry of Health policies and procedures. 

 Patients will be accurately identified as being the correct person, prior to any dental work being 

undertaken. 

http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
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 Dental services will be provided as specified in the Registration Standards of the Dental Board of 

Australia and associated policies, codes and guidelines. 

3.2 Non-Routine Dental Services (at patient’s cost) 

Non-routine dental services are services that cannot be provided by a JH&FMHN DO or VDO (e.g. crown and 

bridge work, occlusal splints, sleep apnoea splints, implants, orthodontics, bleaching and endodontic 

[posterior teeth]). 

If a patient requests non-routine dental services and the procedure is not itemised on the routine free dental 

services table, they may be obtained at the Sydney Dental Hospital or the Westmead Centre for Oral Health 

subject to criteria and waiting times. 

A patient may elect to be treated by a private dentist of his/her choice at the provider’s surgery in cases 

where the JH&FMHN DO is unable to provide the necessary treatment due to policy restrictions or scope of 

practice. In such cases, the patient is responsible for organisation and payment of all dental and associated 

escort costs.  

The JH&FMHN DO, in consultation with the CDOH must assess the clinical needs of the patient prior to the 

private service being organised between the patient and Corrective Services NSW (CSNSW) and Juvenile 

Justice NSW (JJNSW). The approval for external escorts is required from CSNSW/ JJNSW and not from 

JH&FMHN. Refer to JH&FMHN Policy 1.253 Access to Private Health Services. 

3.3 Approvals for New Dentures  

Acrylic dentures will be provided to eligible JH&FMHN patients subject to meeting criteria as outlined below: 

 All denture requests must have written approval on the Assessment & Application for Supply of 

Dentures or Denture Repairs form (JH060.705) prior to the commencement of any new denture or 

denture repair.  

 All patients will be assessed on a needs basis with the application form completed by the assessing 

DO. 

 Section two of the application form must be completed and signed by the patient. 

 The assessing DO must complete section three. 

 The application form must then be sent via the Oral Health Administration email 

(OHAdmin@justicehealth.nsw.gov.au) to determine eligibility of the patient.  

 If the denture/repair has been approved, a Prosthodontics Authority Voucher will be sent to Oral 

Health clinical staff at the relevant health centre.  

 If the application has been declined, the Application for the Supply of Dentures/Repairs form will be 

returned to the requesting DO/health centre with an explanation as to why the application was 

declined. 

The patient may collect the result of the assessment two weeks after the application submission by calling 

the dental hotline 

Please Note:  New denture work up will not commence until the patient is deemed dentally fit by the 

assessing DO. 
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3.4 Criteria for Dentures 

The following criteria must be observed prior to denture approval due to the time involved in extracting 

teeth, allowing the gums sufficient time to heal and denture commencement: 

a) A minimum non-parole period of three years is required for acrylic dentures to be provided at 

JH&FMHN’s expense. If a patient clinically requires a cast metal denture the patient must meet the 

cost of the metal casting. 

b) The above criterion does not apply to Forensic Mental Health patients; however the length of time that 

a patient will be in the therapeutic environment at the Long Bay complex will be a consideration when 

approving dentures.  

c) The patient must be a permanent resident of Australia. Deportees, patients with immigration status 

pending or an alert with the Australian Government Department of Immigration and Border Protection 

are ineligible for denture services. 

d) The release date is relevant when considering each application. A patient must have a minimum time 

of three months prior to the release date in order to ensure the dental work can be completed 

e) JH&FMHN will provide dentures to maintain basic dental and physical health. 

f) JH&FMHN will not provide dentures for aesthetic/cosmetic reasons such as a single tooth denture. 

g) All applications for partial dentures must designate the missing teeth and condition of the remaining 

teeth.  

h) All denture provisions must have written approval from the CDOH, OMP&WH-S&P (or in the absence 

of both, the Service Director, Primary & Women’s Health [SDP&WH]) prior to commencement of the 

denture. 

i) Impressions cannot be taken until all extractions and fillings are completed. 

j) All written approvals must be obtained on the appropriate application form. When new dentures and 

denture repairs are issued, the patient must sign the Prosthodontics Authority Voucher to confirm that 

they have received their dentures. 

k) The Prosthodontics Authority Voucher must be attached to the invoice and sent to Oral Health 

administration for validation, who will then forward the voucher to the JH&FMHN Finance Department 

for processing and payment to the service provider. 

Cases may be considered on an individual basis outside these criteria with the approval of the CDOH or 

OMP&WH-S&P. In these circumstances the approval must also be obtained from the SDP&WH. 

Denture services are also available to patients at the Forensic Hospital. The JH&FMHN DO will assess patients 

at the Forensic Hospital and a separate denture session will be organised once there is a minimum of three 

dentures to be completed at the centre and if the above criteria detailed in Section 3.4 are considered and 

met. 

3.5 Dentures & Denture Repairs at Patient’s Cost 

If a patient does not meet the criteria for free dentures or denture repairs, arrangements can be made to 

supply the patient with a private quotation from an authorised dental prosthetist/technician. The patient 

must agree to meet the cost and arrange for the funds to be made available before the work is undertaken. 

The procedure for this is: 
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a) The patient completes a CSNSW Inmate Payment Form requesting to send money out.  The form must 

include their name, MIN, provider’s name, address and the amount required. The patient will be 

advised of the cost by the dentist according to the quotation from the dental technician. 

b) The form is sent to the General Manager of the centre for approval who then forwards the form to 

Inmate Accounts to ensure that funds are available. 

c) Once funds are available monies are transferred via EFT to the service provider by CSNSW.  

d) Denture construction will commence once the service provider has received payment. 

e) If the patient has no money available in his/her account, a quote can be arranged and forwarded to a 

family member. These monies should be sent directly to the service provider. 

f) For JJNSW centres, a quote should be arranged and forwarded to the parent/guardian. In this instance, 

the monies should also be sent directly to the service provider by the parent/guardian 

3.6 Replacement Dentures 

Dentures may be replaced if deemed clinically necessary or in extenuating circumstances following approval 

by the CDOH and is free of charge after a five year period. Clinical assessment must be completed by the 

CDOH in these instances.  

3.7 Denture Repairs 

These are available at no expense to all sentenced and forensic patients. Persons on remand and deportees 

are required to pay the cost incurred by JH&FMHN for denture repairs.  

Patients ineligible for free supply may obtain dentures and denture repairs by private arrangement refer to 

section 3.5. 

3.8 Dental Emergencies 

Although every effort is made to give priority to patients who require emergency dental care, it is necessary 

to have procedures for occasions when a JH&FMHN DO is not available.   

When a dental emergency exists and the DO is unavailable, advice and assistance should be sought from the 

OMP&WH-S&P or the CDOH during business hours and the After Hours Nurse Manager (AHNM) for any 

emergencies outside of business hours on (02) 9311 2707. 

The following are classified as dental emergencies: 

 Dental infections with facial swelling  

 Uncontrolled bleeding/dental haemorrhage  

In emergency situations that occur after hours, (e.g. facial swelling, trauma or haemorrhage) patients should 

be transferred to the local Emergency Department for assessment and treatment. On return to the centre the 

patient should be given appropriate medication as per the current Standing Orders with  patient details and 

relevant information e-mailed to OHAdmin@justicehealth.nsw.gov.au at which time an emergency review can 

be organised  for the next working day/clinical session. 

If local arrangements cannot be made and a referral is deemed urgent, adult patients should be transferred 

to Long Bay Correctional Complex (LBCC) for assessment and emergency dental care. 

http://intranetjh/pol/policylib/1.096_Policy_0611.pdf
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_071.html
http://www.health.nsw.gov.au/policies/pd/2008/PD2008_048.html
http://www.health.nsw.gov.au/policies/pd/2008/PD2008_048.html
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_014.html
http://www.health.nsw.gov.au/policies/pd/2008/PD2008_024.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_291.html
http://www.health.nsw.gov.au/policies/pd/2008/PD2008_028.html
http://www.health.nsw.gov.au/policies/pd/2008/PD2008_056.html
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_079.html
http://intranetjh/pol/policylib/1.096_Policy_0611.pdf
http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
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Patients at the LBCC and the Forensic Hospital may access the dental units in Sydney Dental Hospital or 

Prince of Wales Hospital after consultation with the Oral Health Office. Patients within the western 

metropolitan area may access the Westmead Centre for Oral Health located at Westmead Hospital or 

Nepean Hospital after consultation with the Oral Health Office. 

Adolescent centres can access local Emergency Departments, local dentists in community health centres or 

Aboriginal Community Controlled Health Service dental care. The OMP&WH S&P or CDOH (or the Clinical 

Director, Adolescent Health) should be informed when this occurs. When this service is not available the 

Service Director, Adolescent Health and Diversion Programs can be contacted to approve access to a local 

dental service. The Adolescent Triage form is to be e-mailed to OHAdmin@justicehealth.nsw.gov.au. 

All health centres/ inpatient facilities staff are responsible for arranging follow up care with the JH&FMHN 

DO or by contacting the Oral Health Administration Office via OHAdmin@justicehealth.nsw.gov.au, following 

an emergency consultation.  

3.9 Specialist Service Referral 

Whilst every effort is made to provide in-house dental treatment to JH&FMHN patients, there is also a 

referral process for patients who have been assessed and require specialist dental treatment externally. 

All patients must be assessed by a JH&FMHN DO or VDO prior to a patient being referred to an external 

agency. The following applies when this occurs: 

 All outpatient services/outside agencies require a written referral 

 The DO must generate and complete the NSW Oral Health referral form via PAS, signed by the DO. 

Forms are then sent to the Medical Appointments Unit (MAU) for processing 

Some of the non-routine elective and specialist dental services that cannot be provided within JH&FMHN 

include:  

 Treatment of dental tumours 

 Removal of impacted or semi-impacted wisdom teeth 

 Broken/Fractured Jaws 

3.10 Documentation  

Health Records must be accurately maintained to provide follow up treatment by other JH&FMHN DOs and 

clinicians and to ensure continuity of care, complaints handling and also to assist with Practice Improvement 

Projects. 

At the initial dental consultation, every patient will be provided with a complete dental examination, which 

will include full mouth charting and x-rays (if necessary). Patients will not be seen if the patient’s Health 

Record is not available. The dental notes should always be kept in the Oral Health section of the Health 

Record. 

The DO and DA must determine the identification of the patient via JH&FMHN Policy 1.096 - Clinical 

Procedure Safety. This is recorded as identification protocol in the patient’s dental notes by the DO. 

The following information must be recorded legibly on the dental record:  

 Charting of teeth - Any condition of hard and soft tissue conditions (e.g. presence of gum disease).  

 Date of the treatment and time using 24hr clock. 
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 Dental Alert - Previous dental related issues (e.g. bleeding, difficult extractions, and dry sockets).  

 Medical Alerts - Document any medical conditions (e.g. allergies/medication). 

 Other Alerts - Any issues arising during the patient’s visit should be recorded in the dental notes (e.g. 

aggressiveness, refusing treatment etc). 

 All dental treatment should be recorded by the DO with a black pen in the dental notes using 

JH&FMHN Clinical Approved Abbreviations for Clinical Documentation. 

 Notes must be accurate, timely and legible. 

 Tooth numbers and the type and amount of local anaesthetic should also be documented. 

 The ISOH triage code identifying treatment required should be listed on dental day sheets and 

recorded in the appropriate column of the dental notes. 

 The name and signature of the treating DO for each treatment visit. 

 The odontogram must be charted by the DA in black pen during the examination of the patient by the 

DO. 

 Consent form is to be signed by the patient and parent/guardian where necessary (e.g. lower wisdom 

tooth removal). 

 All x-rays should be placed into the x-ray envelope clearly marked with the patient’s name, MIN, date 

and tooth number and are attached to the dental record.  

 Hand over to health centre staff must be conducted prior to completion of the day’s duties.  

3.11 Management of Waiting Lists and Statistics 

Oral Health Administration staff maintain waiting lists for all general dental care and prosthodontics services 

including the extraction and collation of statistics via the ISOH program. Service provision is monitored via 

the OMP&WH-S&P, and CDOH to ensure KPIs are met. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

5. Legislation and Related Documents 

JH&FMHN Policies and 

Procedures 
1.253  Local Private Health Services 

1.096 Clinical Procedure Safety Policy  

Legislations 
Health Practitioners Regulation (Adoption of National Law Act) 2009 
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NSW MoH Policy Directives, 

and Guidelines 
PD2008_024 Oral Health Record Protocols – NSW 

PD2008_056 Priority Oral Health Program and List Management Protocols 

PD2013_025 Pit and Fissure Sealants: Use of in Oral Health Services NSW 

PD2014_036 Clinical Procedure Safety 

IB2014_078 Oral Health Fee for Service Schedule of Fees for 2015 

 
 

  



 

Dental Services 
 

 

 
Policy: 1.130 Issue Date:  1 December 2015 Page 10 of 12 

Appendix 1  

Page 1

October 20, 2015Oral Health Service Workforce Assistance Program (OHSWAP)

Information Package sent to  
AMS/LHD’S 

Application Reviewed 
(CD/OMPWH - S& P)

Is the Application for Services 
Form approved?
(OMPWH – S&P)

Accommodation & travel booking arrangements 
completed. Details forwarded to AMS/LHDS & Dental 

Officer providing services
(AO)

Letter sent to AMS/LHD’S 
advising outcome

(AO)

No

AMS/LHDs requiring locum assistance to complete Application For Services  
form and return via email ohswap@justicehealth.nsw.gov.au or fax      02 

45720186
(AMS/LHD)

Email sent to AMS/LHD’S confirming receipt 
of application 

(AO)

Confirmation letter sent to AMS/LHD’S 
including Dental Officer details

(AO)

Draft SLA, Brief & Letter
(OMPWH – S&P)

Forward to SDPWH

Information Sent to JH&FMHN 
Finance Department for 

Invoicing 
(AO)

Evaluation Survey Sent to AMS/LHDS 
for Feedback of Service

(OMPWHS&P/AO)

Trim Ref : DG29291/15
Schedule B

Invoice Raised & Sent to 
Consumer for Payment (Finance 

Department)
Legend
JH&FMHN – Justice Health & Forensic Mental Health 
Network
AMS – Aboriginal Medical Services
LHD – Local Health District
CE – Chief Executive
DMP – Director of Medical Programs
EDCOCH – Executive Director Clinical Operations 
Custodial Health
SDPWH – Service Director Primary Woman’s Health
CD – Clinical Director Primary & Woman’s Health
OMPWH S&P – Operations Manager Primary Woman’s 
Health Services & Programs
DO – Dental Officer
VDO – Visiting Dental Officer
AO – Administration Officer

Interim (2mths) Agreement
Recruitment of additional clinical staff DO/VDO’s if required (DMP)

(OMPWH – S&P)
 Letter sent to AMS/LHD

(AO)

Review application.  
Confirm Staffing Requirements/Availability

Confirmation of Service Requirement 
 (OMPWH – S&P)

SLA, Letter, Brief Approved
(EDCOCH/CE)

Can JH&FMHN Provide 
the Service

Yes

Yes

NO
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Appendix 2  

Item Diagnostic Services  386 Splinting of displaced tooth/ teeth 

011 Examination – Comprehensive         Limit 1per 2yrs  392 Drainage of abscess or cyst 

012 Examination – Periodic   Limit 1 per 6 months  399 Control of post operative haemorrhage 

013 Examination – Limited     Limit 3 per 3months  Item 
Endodontics  *RCT on Posterior Teeth require written 

approval 

015 Consultation (Interpreter)  Limit 1 per month  411 Direct Pulp Capping ( CaOH2 or Ledermix cement)  

019 Referral  412 
Incomplete endodontic therapy as tooth not suitable 

for further treatment as fractured on non restorable) 

022 Peri apical or Bitewing Radiograph - Single   414 Pulpotomy - Permanent Tooth  

037 Panoramic Radiograph – (OPG)  415 

Complete chemo-mechanical preparation of root 

canal one canal - Anterior tooth with one canal  

. 

061 Pulp testing – per visit  416 

Complete chemo-mechanical preparation of root 

canal _ each additional canals.  N.B. RCT on posterior 

teeth requires prior written approval 

927 

Provision of a medicament or medication (e.g. CHX pre 

rinse, medicament into socket following extraction or 

prescription) 

 417 Root Canal Obturation – one canal 

Item Preventative, Prophylactic Services  418 Root Canal Obturation – additional canal 

111 Removal of Plaque/ Stains  419 
Extirpation of pulp or debridement of root canal(s) - 

emergency 

113 Re-contouring of existing restoration  455  
Additional visit for irrigation/dressing of a root canal 

within 3 months items 415 and 416 

114 Removal of Calculus – first visit Limit 1 per 6 months  Item Restorative Services 

115 Removal of Calculus – subsequent visit Limit 2 per year  521 
Glass Ionomer / Adhesive Restoration - 1 surface        

Anterior tooth 

121 
Topical Application of fluoride – one treatment per 6 

months 
 522 

Glass Ionomer / Adhesive Restoration - 2 surface        

Anterior tooth 

123 
Concentrated re-mineralising  agent per tooth (e.g. 

Duraphat)  
 523 

Glass Ionomer /Adhesive Restoration – 3 surfaces     

Anterior tooth 

141 Oral Hygiene Instruction  524 
Glass Ionomer / Adhesive Restoration- 4  surfaces      

Anterior tooth 

131 Dietary Advice   525 
Glass Ionomer / Adhesive Restoration- 5 surfaces      

Anterior tooth 

161  Fissure sealant per tooth  531 
Glass Ionomer / Adhesive Restoration – 1  surface       

Posterior tooth 

165 Application of Desensitising Agent ( e.g. Tooth Mousse)  532 
Glass Ionomer / Adhesive Restoration- 2 surfaces           

Posterior tooth 

171 Odontoplasty per tooth ( Re-contouring  chipped  tooth)  533 
Glass Ionomer / Adhesive Restoration – 3 surfaces         

Posterior tooth 

191  Smoking Cessation Advice  534 
Glass Ionomer / Adhesive Restoration – 4 surfaces         

Posterior tooth 

Item Periodontics  535 
Glass Ionomer / Adhesive Restoration –  5surfaces         

Posterior tooth 

213 
Treatment of acute periodontal infection  (periodontal 

abscess) 
 572 Provisional restoration (Fiji VII) 

222 
Root planning, sub gingival curettage per tooth.  Limit 10 

per visit 
 578 Restoration of incisal corner – per corner 

281 

Non surgical periodontal treatment (eg Irrigation with 

CHX using syringe applicator after deep scaling)  Limit 1 

per year 

 596 Re-cementing of Inlay/Onlay 

282  Review of periodontal treatment. Limit 3 per year  651 Re-cementing Crown  

Item Oral Surgery  652 Re-cementing Bridge  

986 Post-Operative Care  (treatment of Dry Socket )  Item  Prosthodontics 

311 Removal of tooth or tooth parts  - Simple Extraction   741 Adjustment of a denture 

314 

Sectional Removal of a tooth – The removal of a tooth 

involving the deliberate section of the tooth in sections 

for its complete removal.  Bone removal may also be 

necessary  

 Item  General 

322 
Surgical Removal of a tooth or tooth fragment not 

requiring removal of bone ( e.g. envelope flap) 
 916 

Travel from home base work clinic to provide dental 

service at another clinic in correctional centres. Item 

for full time  and part time salaried  dental officers 
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323 
Surgical Removal of a tooth or tooth fragment requiring 

removal of bone 
 927 

Provision of a medicament or medication (e.g. CHX 

pre rinse, medicament into socket following 

extraction or prescription) 

324 
Surgical Removal of a tooth or tooth fragment requiring 

both removal of bone and tooth division 
 986 Post-Operative Care (e.g.  treatment of Dry Socket ) 

331 Alveolectomy    

377 Removal or repair of soft tissue ( eg suturing)    
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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 

Special Diets – Clinically Recommended 

Policy Number 1.135 

Policy Function Continuum of Care 

Issue Date 21 May 2014 

Summary This policy provides information on how Justice Health & Forensic Mental 

Health Network fulfils its role in recommending special diets and provides clear 

guidelines informing what constitutes a clinically indicated special diet. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.135 (August 2012) 

Change Summary  Use of description of Special Diet types using diet descriptions 

concordant with Corrective Services Industries (CSI)  diet descriptions 

 Clarification of Standard Special Diets and Individual Non Standard 

Special Diets as supplied by CSI 

 A new Clinical Certificate to concur with the changes made to diet 

descriptions and combing the two existing Clinical Certificates 

 Removed inconsistencies in the policy as to who can approve special 

diets 

 Removed repetition of the process of ordering a special diet 

 Clarify the request and approval process of diets for patients reporting 

food allergies and food intolerance. 

TRIM Reference POLJH/1135 

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

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

Medirest, Corrective Services New South Wales (CSNSW) through Corrective Services Industries (CSI) Food 

Services and Juvenile Justice NSW (JJNSW) are responsible for meeting the dietary and nutritional needs of 

patients through the provision of meals. Medirest is responsible for provision in The Forensic Hospital, 

CSNSW provides for Correctional Centres (including Kariong Juvenile Correctional Centre) and Long Bay 

Hospital, with JJNSW providing for adolescent facilities. Where a special diet is clinically indicated, it is the 

responsibility of Justice Health & Forensic Mental Health Network (JH&FMHN) staff to facilitate the provision 

of those diets by Medirest, CSI and JJNSW.  

JH&FMHN in conjunction with Medirest, CSI and JJNSW aim to ensure that special dietary regimens available 

to patients are equivalent to those available to the community. 

2. Policy Content 

2.1 Mandatory Requirements  

 Recommendations for diets outside of the standard, vegetarian and religious friendly diets must be 

clinically indicated, and not on the basis of a patient’s like or dislike of food items. 

 Standard, vegetarian and religious friendly diets can be organised by patients directly with CSNSW. 

Staff in Long Bay Hospital will convey the request to CSNSW on the patient’s behalf. These do not 

require a Clinical Certificate. 

 Diets outside of the above can be initiated by any Health Professional in the juvenile or adult setting, 

and in the Forensic and Long Bay Hospitals. Note sections 3.4 and 3.5 for procedures for Juvenile 

Justice Centres and the Forensic Hospital.  

 Medical Officers (MO) and Nursing Unit Managers (NUMs) can approve the following diets as: 

o Standard Special Diet: high protein, lactose free, low fibre, reduced energy, gluten free, renal 

diets.  

o Individual Non Standard Special Diet: allergy diet, food intolerance diet, special diet prior to 

medical investigations/ procedures, or a variance to a Standard Special Diet. 

 All patients in adult correctional facilities or Long Bay Hospital, not on the Standard Diet must have an 

alert entered into JH&FMHN Patient Administration System (PAS) to be entered as ‘Gastrointestinal’, 

with the comment to the risk of an allergic reaction or food intolerance to particular food(s).  

 All patients in Adult Correctional facilities or Long Bay Hospital and not on the Standard Diet must 

have a JH&FMHN Health Problem Notification form (Adults) (JUS005.001) completed, reflecting the 

type of diet the patient is to receive and the duration of the provision of the special diet.  

2.2 Implementation - Roles & Responsibilities 

 Health Professionals: any of these staff may initiate a request for a special diet; approval is required as 

detailed in point 4 of section 2.1. 

 MO and NUMs can approve special diet requests. 
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3. Procedure Content 

3.1 Standard Dietary Requirements 

Medirest and CSNSW CSI are the food service managers for the patient population of Correctional Centres, 

Long Bay Hospital, and The Forensic Hospital, and are responsible for the supply of all regular diets and diets 

that conform to religious and health requirements. Diabetics do not require a special diet, as Medirest and 

CSI CSNSW state that the standard diet offered meets the requirements for a diabetic diet. 

JJNSW supplies food services for the patient population at Juvenile Justice Centres (JJNSWCs). The menu 

offered at each centre is recommended by a dietician and operationalised by JJNSW Procurement at the 

state level. NUMs should liaise with the Centre Manager of their local JJNSWC to ascertain information on the 

regular diets that are supplied to patients. 

3.2 Diets routinely offered by CSI for CSNSW 

Diets routinely offered by CSNSW do not require a special request from JH&FMHN if the patient is in a 

correctional centre, as the patient negotiates this directly with CSNSW. In Long Bay Hospital, JH&FMHN staff 

conveys the diet request to CSNSW on the patient’s behalf. CSI offers the following diets: 

o Standard diet – full diet that conforms to Australian Dietary Guidelines (2013); CSI Standard Diet 

(Menu Control Plan (MCP) 2013/2014). 

o Vegetarian diet. 

o Religious friendly diet, but not Halal or Kosher: these can be provided, but the patient is required 

to pay for the difference in cost of the Standard diet; these diets do not require a Clinical 

Certificate. 

3.3 Standard Special Diets and Individual Non Standard Special Diets 

JH&FMHN recognises that there are certain medical conditions that require dietary considerations that are 

not normally met within the diets offered by Medirest and CSI. In these cases, Medirest and CSI will provide a 

limited range of special diets to meet these requirements as listed above in section 2.1. 

Where a diet not routinely offered is indicated, a JH&FMHN authorised MO or NUM will make a 

recommendation to Medirest or CSNSW that a Standard Special Diet and /or Individual Non Standard Special 

Diet is required.  

These requests must be based on a clinical need and as such they must be approved by authorised 

JH&FMHN clinical staff on the JH&FMHN Clinical Certificate - Standard Special Diet and /or Non Standard 

Special Diet form (JUS200.030). 

3.3.1 Standard Special Diets Requiring Authorisation by JH&FMHN Staff 

 Standard Special Diet available: 

o High protein, 

o Lactose free, 

o Low fibre, 

o Reduced energy,  

o Gluten free, 

o Renal diets,  

http://www.eatforhealth.gov.au/guidelines
http://intranetjh/forms/Forms/JUS200.030.pdf
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o Mashed, and 

o Pureed / Texture Modified. 

 NB: A combination of mashed, pureed/ texture modified and one other special diet, for example high 

protein mashed, can also be requested if required. 

NB: CSI Standard Diet (MCP 2013/2014) is low salt and low fat so low salt/ low fat are not considered a 

special diet; also Medirest standard diets are low salt low fat diet. All meals provided by CSI and also 

Medirest are suitable for patient requiring a diabetic diet. NB: If a patient requires any variation within a 

Standard Special Diet then the variation must be detailed in the relevant section within the JH&FMHN 

Clinical Certificate - Standard Special Diet and /or Non Standard Special Diet form (JUS200.030). 

3.3.2 Individual Non-Standard Special Diet Requirements 

 Non Standard Individual Special Diet are for: 

o Allergy Diet/ Food Intolerance Diet; 

o Special diets prior to clinical investigations/ procedures; and 

o Variance to a Standard Special Diet.  

The health needs of some patients may not be met through the Standard Special Diets listed above, and it 

may be appropriate to recommend a more specialised diet based on clinical indications, such as allergy/ food 

intolerance diets or specific dietary requirements in preparation for clinical investigations/ procedures or 

variance within a Standard Special Diet. On such occasions where a specialised diet is required, the request 

must be completed in the relevant section within the Clinical Certificate - Standard Special Diet and /or Non 

Standard Special Diet form (JUS200.030) indicating the type of diet required and the expected duration of the 

diet. 

NB: If the patient also requires a Standard Special Diet then the relevant section within JH&FMHN Clinical 

Certificate - Standard Special Diet and /or Non Standard Special Diet form (JUS200.030) must also be 

completed. 

JH&FMHN staff are responsible for ensuring that a review of the recommendations occurs before the 

recommendation expires, and that a further certificate is submitted if required. 

NUMs must review the special diet lists at each of their Health Centre/ Inpatient Units on at least a monthly 

basis to determine if all special diets are still required. 

3.3.3 Individual Non-Standard Special Diet Recommendations for Diets as preparation for clinical  

investigations or Variance to a Standard Special Diet 

 To order a special diet that is required prior to an investigation / procedure, or a variance to a Standard 

Special Diet the relevant section within a JH&FMHN Clinical Certificate - Standard Special Diet and /or 

Non Standard Special Diet form (JUS200.030) must to be completed. 

3.3.4 Individual Non-Standard Special Diet Recommendations for Food Allergy  

When a patient reports a food allergy then the relevant section within a JH&FMHN Clinical Certificate - 

Standard Special Diet and /or Non Standard Special Diet form (JUS200.030) must be completed, and the diet 

implemented immediately as a precaution until such time that the reported allergy is clinically evaluated. The 

MO or NUM must consider if the patient has an allergy or is reporting a food intolerance. 

 A diet request for a food allergy needs to be clinically assessed and documented. 

http://intranetjh/forms/Forms/JUS200.030.pdf
http://intranetjh/forms/Forms/JUS200.030.pdf
http://intranetjh/forms/Forms/JUS200.030.pdf
http://intranetjh/forms/Forms/JUS200.030.pdf
http://intranetjh/forms/Forms/JUS200.030.pdf
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 Evidence of the allergy must be established to finalise the need for continuation of the Individual Non 

Standard Special Diet for an allergy. The patient should be requested to sign authority to provide clinical 

information of the type of allergy and the past impact of ingestion of the reported allergen. A JH&FMHN 

Consent to Obtain Health Information form (JUS020.010) must be completed. 

 When the past clinical information related to the reported allergy is obtained the MO or NUM 

documents the continuation of the Non Standard Special Diet and updated information to CSNSW or 

JJNSW with the appropriate JH&FMHN Health Problem Notification form (Adults / Adolescents) 

(JUS005.001 / JUS005.002). 

 Patient receiving an allergy diet must be reviewed by a Medical Officer to confirm the continuation or 

cessation of an allergy diet. 

 If there is a history or a considered risk of Anaphylactic reaction then this Alert (along with an alert for 

‘Allergy’) with explanatory comment must be raised into the JH&FMHN PAS. 

3.3.5 Individual Non-Standard Special Diet Recommendations for Food Intolerance  

When a patient reports a food intolerance and the intolerance is not able to be managed by options 

available with a Standard Special Diet, the MO or NUM must complete the relevant section within a 

JH&FMHN Clinical Certificate - Standard Special Diet and /or Non Standard Special Diet form (JUS200.030).   

 The MO or NUM must consider if the patient is reporting food intolerance or may have an allergy. 

 A diet request for a food intolerance needs to be clinically assessed and documented. 

 Evidence of the food intolerance must be established to finalise the need for continuation of the 

Individual Non Standard Special Diet for food intolerance. The patient should be requested to sign 

authority to provide clinical information of the type of food intolerance and the past impact of ingestion 

of the reported food intolerance. A JH&FMHN Consent to Obtain Health Information form (JUS020.010) 

must be completed. 

 When the past clinical information related to the reported food intolerance is obtained the MO or NUM 

documents the continuation of the Non Standard Special Diet and updated information to CSNSW or 

JJNSW with the appropriate JH&FMHN Health Problem Notification form (Adults / Adolescents) 

(JUS005.001 / JUS005.002). 

 Patient receiving a food intolerance diet must be reviewed by a Medical Officer to confirm the 

continuation or cessation of a Non Standard Individual Special Diet. 

3.4 Special Diet Requests at Juvenile Justice Centres 

JH&FMHN recognises that there are certain medical conditions that require special dietary considerations 

that are not normally met within the diets offered by JJNSW. Special diet requests are made to JJNSW on the 

JH&FMHN Health Problem Notification and Escort form (Adolescents) (JUS005.002). Medical Officers or Nurses 

must complete a JH&FMHN Health Problem Notification and Escort form (Adolescents) (JUS005.002) and 

submit it to the Centre Manager who contacts the local JJNSWC kitchen. Refer to JH&FMHN policy 1.235 

Health Problem Notification and Escort form (Adolescents) for further information. 

The requirements outlined in section 3.3.1 should be followed for diets requiring special authorisation. 

3.5 Special Diet Requests in The Forensic Hospital 

Medirest provides meals to patients of The Forensic Hospital. Special diet requests are made to Medirest on 

a 'Planned Patient Meal Request’ form. These forms are updated weekly by each unit's ward clerk, following 

http://intranetjh/forms/Forms/JUS200.030.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
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consultation with the Shift Leader. The forms should be then emailed to the PPPS Facilities Help Desk 

(LBHelpdesk@site.compass-group.com.au) by 10am each Monday. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

5. Legislation and Related Documents 

JH&FMHN Policies 1.235 Health Problem Notification and Escort Form (Adolescents) 

1.231 Health Problem Notification Form (Adults) 

4.030 Requesting and Disclosing Health Information 

4.014 Electronic Information Systems – Alerts 

JH&FMHN Forms 
JUS020.010 Consent to Obtain Health Information form 

JUS050.001 Health Problem Notification and Escort form (Adults) 

JUS050.002 Health Problem Notification and Escort form (Adolescents) 

JUS200.030 Clinical Certificate - Standard Special Diet and /or Non Standard  

                  Special Diet  

 

mailto:LBHelpdesk@site.compass-group.com.au
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/pol/policylib/4.014_Policy_0313.pdf
http://intranetjh/forms/Forms/JUS200.030.pdf
http://intranetjh/forms/Forms/JUS200.030.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Release Planning and Transfer of Care Policy –  

Adult Ambulatory Setting 

Policy Number 1.141 

Policy Function Continuum of Care 

Issue Date 11 March 2013 

Summary A smooth patient transition from custody to the community is essential to reduce 
health risk and ensure transfer and continuity of care post-release. This policy 
provides mandatory procedures to be implemented prior to and at the time of 
release for adult patients exiting custody from the ambulatory health care setting. 
The aim of this policy is to ensure a coordinated approach to release planning 
initiatives by frontline staff to facilitate on-going patient care in the community.  

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) New policy 

TRIM Reference POLJH/1141 

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

 

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

A smooth patient transition from custody to the community is essential to reduce health risk and ensure transfer 
and continuity of care post-release. This policy provides mandatory procedures to be implemented prior to and 
at the time of release for high-risk Justice Health and Forensic Mental Health Network (JH&FMHN) adult patients 
exiting custody from the ambulatory health care setting. The aim of this policy is to ensure a coordinated 
approach to release planning initiatives upon entry to custody by frontline staff to facilitate on-going patient care 
in the community for high-risk patients. 

2. Policy Content 

2.1  Mandatory Requirements  

Staff must ensure that high-risk patients have defined release planning activities undertaken prior to their release 
from custody to ensure the provision of support, transfer of care and care continuation in the community.  

2.2 Implementation - Roles & Responsibilities 

 A High Risk Patient Identification Matrix (Appendix 1) must be conducted as soon as possible upon 
reception into custody by a Registered Nurse (RN)/Enrolled Nurse (EN). The matrix must be placed in the 
front of the Health Record and updated/completed on an on-going basis and as required (should a 
patient’s health condition/needs improve or deteriorate a new Risk Matrix must be completed) in 
preparation for a patient’s release from custody; 

 Clinicians must complete a Health Problem Notification Form for identified high-risk patients advising that 
they are a high-risk patient who must exit custody via the Health Centre; 

 Clinicians must apply a Movement Alert in the Patient Administration System (PAS) to identified high-risk 
patients with the wording “Identified high needs patient – must exit custody via the Health Centre” 
should he/she be released; 

 A Release Summary (JUS 010.002 – Appendix 4) must be completed by a RN/EN or doctor for identified 
high risk patients. The RN/EN is responsible for completion of the Release Summary and the patient’s 
doctor should be consulted as required; 

 The Release Summary must be formulated from information contained in the patient’s Reception 
Screening Tool (RST), Comprehensive Health Assessment and Plan (CHAP)/Annual Health Assessment 
(AHA), Health Management Plan, Health Record progress notes, pathology results, investigations and 
Patient Administration System (PAS) appointments and any other necessary information relevant to their 
on-going care in the community; 

 Nursing Unit Managers (NUMs)/delegates are responsible for establishing local procedures with custodial 
staff to facilitate release planning;  and; 

 NUM/delegate must ensure that CSNSW/GEO are informed of high-risk patients who are required to exit 
custody via the Health Centre to collect essential release medications. 

3. Procedure Content  

3.1 Planned Releases (Refer to Appendix 2 Checklists) 

3.1.1 Four (4) Weeks Before Release 

1. NUM/delegate must ensure they receive notification of impending releases - e.g. via the Corrective Services 
NSW (CSNSW)/GEO Sentence Expiry Report, CSNSW/GEO as a local arrangement, Community Offender 
Support Program (COSP) staff, Care Navigation Support Program (CNSP) or the Drug and Alcohol Central 
Planning Office for patients on Opioid Substitution Treatment (OST). 

2. NUM/delegate must also agree upon local arrangements with CSNSW/GEO for high-risk patients who may 
be granted parole (and due for release within seven days) or released via Audio Video Link that they exit 
via the Health Centre. 
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3. High-risk patients on remand with a bail application pending, must be provided with an OST information 
card and CNSP business card to enable them to make contact following release. 

4. NUM/delegate must nominate a staff member to create a release planning waitlist on PAS for identified 
high-risk patients. 

5. RN/EN must complete the Release Planning Checklist (Appendix 2) and Release Summary with the high-
risk patient. Release planning must be initiated by the Health Centre that the patient is currently located 
regardless of transfer to another centre just prior to release. 

6. A Release of Information (ROI) must be signed by the patient if they have not already signed a CNSP 
consent form.  

7. Contact the Statewide Disability Service for assistance as required (telephone 02 9289 2136). 

8. RN/EN must identify an appropriate health care provider in the community (if patient does not have a 
doctor) and either book an appointment or provide contact details for the patient to do so upon release. 
The requirement to book an appointment should be decided on a case by case basis depending on the 
patient’s self management skills and following consent from the patient. The CSO/Health Centre/ward 
clerk should assist with obtaining community GP contact details from the internet/yellow pages and the 
CNSP team may be contacted on cnsp@justicehealth.nsw.gov.au should assistance/advice be required in 
locating a GP. Each centre/facility should consider developing a local register of community health care 
contact details.  

9. Each relevant clinical stream must be responsible for coordinating and planning on-going care post-
release, for example the PSHN/CNC is responsible for patients on treatment for Hepatitis B, C and HIV and 
will also coordinate other health needs as required. 

10. RN/EN must discuss external appointments that are due to occur post-release – advise patient that he/she 
must contact their GP post-release to arrange to have the appointment scheduled by the GP in the 
community. Where a patient has multiple health care needs the NUM must ensure a coordinated 
approach by the relevant multidisciplinary team members. 

11. RN/EN must provide patient with relevant health promotion (e.g. patient chronic disease brochure), self -
care information and provide CNSP patients with a CNSP Business Card. 

12. RN/EN must advise patient that they will be provided with information regarding their current medication 
and health management prior to release. The Release Summary, Health Management Plan and ‘Medilist’ 
should be signed into the patient’s property by the property custodial officer or they must be provided to 
the patient directly prior to discharge (if permission to sign documents into property is not granted).  

13. Ensure original documents (Release Summary and Health Management Plan) are retained in the patient’s 
Health Record. Provide copies to Connections Clinical Support Worker relevant Care Navigator as 
appropriate. 

14. Notify the D&A Central Planning Office regarding patients on Opioid Substitution Treatment (OST) and 

not supported through Connections (use the D&A OTP Post Release/Approved Leave Care Planning 
Request Form). 

15. Pharmacy must be notified to ensure release medications are provided prior to release. A current 
treatment chart with a minimum of seven days of medication must be faxed together with a cover sheet 
to the Pharmacy (virtual fax 02 9700 3737). In exceptional circumstances, when indicated and justified by 
the treating medical officer, a longer supply of medications (such as S100 medications) may be arranged 
with Pharmacy. 

16. The patient should be asked if arrangements have been made through CSNSW Offender Services and 
Program (OSP)/GEO psychology/prisoners aid staff for a current Medicare Card or if there is one among 
his/her property or at home. If no arrangements have been made, recommend that the patient contact 
CSNSW OSP /GEO psychology/prisoners aid staff. 

17. Inform the patient he/she should exit custody via the Health Centre (if possible depending on time) on the 
day of their release to collect release medications as required. 

18. Should the patient be released to a COSP the NUM/delegate will be contacted by Probation and 
Parole/COSP staff in advance. 

mailto:cnsp@justicehealth.nsw.gov.au
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3.1.2 Day of Release 

1. High-risk patient should exit custody via the Health Centre. 

2. Patients who are mentally unwell and/or the care of the Risk Intervention Team (RIT) and scheduled by the 

psychiatrist under the NSW Mental Health Act 2007 must be escorted to a psychiatric inpatient facility for 
assessment and on-going care. The RN/EN must relay this information to both CSNSW and the NSW Police 
and the patient’s clinical information and notification must be communicated to the mental health facility 
staff.  

3. Clerical staff (under the direction of the NUM/delegate) and/or RN/EN must attend to PAS - remove alerts, 
except CNSP/Connections alerts and cancel internal JH&FMHN appointments, referrals and waitlists 
(except CNSP referrals/waitlists). 

4. The ‘Contact Service Director Population Health’ PAS alert must not be removed as this is required if/when 
a patient returns to custody. 

5. Provide patient with the ‘Medilist’ from Pharmacy with their release medications  

6. The patient should be dosed with OST as required (the ability to do so will also depend on the time of the 
release). 

3.2 Unplanned Releases (Refer to Appendix 3 Checklist) 

3.2.1  Screening 

1. NUM/delegate to delegate an RN/EN to contact the on-call Care Navigator regarding CNSP patients as 
soon as possible via the CNSP Hotline 1800 880 894. A comprehensive Release Summary (using 
information from the Health Record) must also be provided to the CNSP team on 
cnsp@justicehealth.nsw.gov.au as the CNSP team will attempt to make contact with the patient, facilitate 

linkage to a community care provider and refer him/her to the Connecting Care Program in the 
Community as appropriate. 

2. The RN/EN must contact the relevant external community health care providers regarding mentally unwell 
/ RIT patients who are scheduled and released without prior warning.  

3. The Mental Health Nurse / Court Liaison Clinical Nurse Consultant must liaise with the local relevant 
community psychiatric facility to hand over clinical information on patients who are transferred to a 

mental health facility pursuant to Section 33 of the NSW Mental Health (Forensic Provisions) Act.    

4. NUM/delegate must delegate an RN/EN to attempt to make contact with non-CNSP patients (one phone-
call and/or advice slip to the last known address– Appendix 5). If successful in contacting patient by 
phone, inform patient regarding outstanding/on-going health care appointments, referrals and waitlists. 
Advise patient to make arrangements to have these health issues followed up with their community 
GP/health care provider. This conversation must be documented in the Health Record.  

5. Probation and Parole (P&P) should be contacted to assist with contacting patients as required. 

6. Homeless patients released unexpectedly may be difficult to contact and locate. Staff may be able to 
make contact with the patient’s last known GP/community health care provider (if this has been provided 
at reception) and advise them of the patient’s release (only if ROI/CNSP consent form has been completed 
in advance and stored in the Health Record. 

7. PAS must be updated – cancel appointments, waitlists/referrals (except CNSP/Connections 
waitlists/referrals) and remove alerts (except CNSP/Connections/Contact Service Director Population Health 
alerts). MAU must be notified as appropriate to enable reallocation of relevant future appointments. 

8. Advise the Drug and Alcohol Central Planning Office of patients who are on OST (and not supported 
through Connections). 

9. RN/EN must record an entry regarding patient’s release date and related transfer of care actions in the 
Health Record. The Health Record must only be forwarded to the Joint Records Centre (JRC) once the 
above actions have been carried out. 

3.3 Health Record Return to Joint Records Centre (JRC)  

Upon release from custody a high-risk patient’s Health Record must only be returned to the JRC after the 
actions outlined above have been undertaken for planned and unplanned releases from custody. Clerical staff at 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
mailto:cnsp@justicehealth.nsw.gov.au
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.3-sec.33+0+N?tocnav=y
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each centre are responsible for conducting a cull of current Health Records fortnightly and liaising with the 
NUM/delegate regarding the return of high risk patient files to the JRC. 

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 

Legislation NSW Mental Health Act 2007 

NSW Mental Health (Forensic Provisions) Act 

Ministry of Health PD2011_015 Care Coordination 

JH&FMHN Policies 1.142 Discharge Planning – Medical Subacute and Aged Care Rehabilitation Unit, LBH 

1.225 Health Assessments in Male and Female Adult Correctional Centres 

JH&FMHN Manuals 

 

Chronic Care Toolkit, Version 1, 2010 

Long Bay Hospital Inpatient Discharge Checklist (Release to Community) (JUS010.810) 

Long Bay Hospital Nursing Discharge Summary, (JUS 010.004) 

(please refer to the Manual) 

RACGP 
 

 

Standards for health services in Australian prisons 

Journal Article 
Poroch N, Tongs J, Longford E, Keed S (2012). Aboriginal health workers at Winnunga 
Nimmityjah Aboriginal Health Service caring for the needs of Aboriginal people in the new 
ACT prison and the needs of their families. Aboriginal and Islander Health Worker Journal, 
Vol. 36, No. 1, 2012: 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.225_Policy_0311.pdf
http://www.racgp.org.au/standards/prisons
http://search.informit.com.au/documentSummary;dn=369295099571276;res=IELFSC
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Appendix 1 - High Risk Patient Identification Matrix 
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Appendix 2 - Release Planning Checklist 
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Appendix 3 - Unplanned Release Checklist 
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Appendix 4 - Release Summary and Transfer of Care (Image 1 of 2) 
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Appendix 4 - Release Summary and Transfer of Care (Image 2 of 2) 
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Appendix 5 - Patient Follow-Up Advice Slip 
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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 

Early Release for Health Related Reasons 

Policy Number 1.170 

Policy Function Continuum of Care 

Issue Date 4 April 2016 

Summary This policy outlines clinical conditions for recommending early release for 

health related reasons. 

Responsible Officer Executive Director, Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.170 (Sept 2012, Feb 2009) 

Change Summary  Revised to incorporate JH&FMHN responsibilities relating to subclauses 

285 (b) and (c) of the Crimes (Administration of Sentences) Regulation 

TRIM Reference POLJH/1170 

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

 

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

Section 160 of the Crimes (Administration of Sentences) Act 1999 provides that the State Parole Authority may 

make an order directing the release of an adult person on parole who is not otherwise eligible for release on 

parole if the person is dying or if there are exceptional extenuating circumstances. Section 160 does not 

apply to persons serving a sentence for life. Similarly, s29(b) of Children (Detention Centres) Act 1987 applies 

for adolescent patients.  The process detailed in this policy applies only to sentenced patients. 

2. Policy Content 

2.1 Mandatory Requirements  

Senior staff of Justice Health & Forensic Mental Health Network (JH&FMHN) may identify patients for whom 

it is considered appropriate to apply for early release. For this purpose, senior staff are Nurse Managers, 

Nursing Unit Managers (NUM), Health Managers, Executive Directors, treating Medical Officer(s) and Clinical 

Directors. Appropriate submissions must be sent via the JH&FMHN Chief Executive (CE) following approval 

by the respective Executive Director to the Commissioner, Corrective Services NSW (CSNSW) for patients in 

CSNSW centres or to the Executive Director, Juvenile Justice NSW (JJNSW) for patients in JJNSW detention 

centres. An application for release should be based on the patient’s clinical history, prognosis or long term 

healthcare needs, and Earliest Possible Release Date (EPRD). Conditions that would meet the criteria for 

consideration for early release include, but are not limited to terminally ill patients, patients whose health is 

deteriorating rapidly or a person whose condition is such that he or she should be cared for in a setting other 

than a correctional centre or detention centre, for example, a hospice or long term rehabilitation unit. 

In addition to the above policy requirements, the Crimes (Administration of Sentences) Regulation 2014, 

clauses 285 (a),(b) and (c) create a mandatory requirement when a JH&FMHN health officer has formed an 

opinion that: 

 the mental or physical condition of a patient constitutes a risk to life of the patient or to the life, the 

health or welfare of any other person; 

 the life of a patient will be at risk if the patient continues to be detained in a correctional centre; or 

 because of illness, a patient will not survive sentence or is totally and permanently unfit for 

correctional centre discipline, 

that the JH&FMHN prescribed health officer must report their opinion and the reasons for the opinion to a 

prescribed CSNSW Officer. The requirements of clause 285 apply to both sentenced and unsentenced 

patients.  

A prescribed CSNSW officer means: 

(a)  the Commissioner, or 

(b)  a correctional officer or departmental officer authorised by the Commissioner to exercise the functions of 

a prescribed CSNSW officer for the purposes of this provision. 

A prescribed health officer means: 

(a)  the CE, JH&FMHN, or 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+57+1987+cd+0+N
http://intranetjh/Procedures_Manuals/Information%20Sharing%20Guidelines%20between%20JH%20CSNSW%20and%20GEO.PDF
http://intranetjh/Procedures_Manuals/Information%20Sharing%20Guidelines%20between%20JH%20CSNSW%20and%20GEO.PDF
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(b)  a medical officer or other member of staff of JH&FMHN authorised by the CE to exercise the functions of 

a prescribed health officer for the purposes of this provision. 

2.2 Implementation - Roles & Responsibilities 

For patients in adult locations and the Long Bay Hospital, health staff must contact the Manager Service 

Development and Quality, Clinical Operations Custodial Health (MSD&Q) on (02) 9700 3016 and provide 

details of the patient’s medical condition. The MSD&Q is responsible for liaising with the relevant NUM or 

Nurse in Charge (NIC), attending treating Medical Officer(s) and the Executive Director Clinical Operations 

(Custodial Health) (EDCO(CH)) regarding the application. 

For patients in juvenile centres, health staff must contact the Clinical Operations Manager, Adolescent Health 

(COMAH) on (02) 8372 3022 and provide details of the patient’s medical condition. The COMAH is 

responsible for liaising with the relevant NUM or NIC, attending treating Medical Officer(s), the Clinical 

Director Adolescent Health (CDAH), the Service Director Adolescent Health and Diversion Programs (SDAH& 

DP) and the Executive Director Clinical Operations (Forensic Health) (EDCO(FH)) regarding the application. 

3. Procedure Content 

3.1 Obtaining Consent for Release of Health Information 

Where the patient’s condition permits, consent for release of health information to the Commissioner 

CSNSW or Executive Director JJNSW must be obtained for: 

 Adolescent patients under the age of 14 years, parental or guardian consent to disclose or request 

health information is required. 

 Adolescent patients between the ages of 14 and 16 should have parental or guardian consent, unless 

the young person objects. Effort should be made to seek the consent of the parent or guardian 

unless the young person indicates a strong objection. 

 Adolescent patients 16 years and older are generally able to consent to the releasing or requesting 

of health information 

Refer to the JH&FMHN Policy 4.030 Requesting and Disclosing Health Information and the Guidelines on the 

Use of Disclosure of Inmate/Patient Medical Records and Other Health Information for more information. 

3.2 Early Release Applications – Sentenced Patients 

If the patient is considered a suitable candidate for an application of early release for health related reasons, 

the attending treating Medical Officer(s) will be asked to provide a report to the MSD&Q or COMAH as 

appropriate. This report must outline the patient’s medical history, diagnosis, current condition, prognosis 

and reasons for their incompatibility with imprisonment. The report must also include what treatment would 

be required in the community (and whether it is available whilst in custody) and whether the patient is fit to 

walk/drive or will be confined to bed, as these may affect conditions of his/her parole. Reports from external 

practitioners who have been treating the patient will also be sought if necessary and the NUM or NIC may be 

asked to assist in obtaining these reports. 

The MSD&Q or COMAH will draft a letter to the Commissioner CSNSW or Executive Director JJNSW, 

accompanied by the medical report(s) and will then request endorsement of the draft letter and medical 

reports via a brief to their respective line manager and/or Executive Director prior to forwarding to the CE for 

http://www.legislation.nsw.gov.au/inforcepdf/1999-93.pdf?id=a9c0b291-32d9-4c01-cc2a-b71654a4a7b3
http://www.austlii.edu.au/au/legis/nsw/consol_act/cca1987260/
http://intranetjh/Procedures_Manuals/Information%20Sharing%20Guidelines%20between%20JH%20CSNSW%20and%20GEO.PDF
http://intranetjh/Procedures_Manuals/Information%20Sharing%20Guidelines%20between%20JH%20CSNSW%20and%20GEO.PDF
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final approval. If approved by the CE, the letter is forwarded either to the Commissioner CSNSW via the 

Senior Manager, Sentence Administration for adults, or to the Executive Director JJNSW for adolescents. Both 

the MSD&Q and COMAH are responsible for ensuring that all documentation relating to an early release 

application is captured in HPRM. 

Throughout this process, the COMAH will liaise with the JJNSW case worker and the Area Manager in 

consultation with the Regional Director in the case of an adolescent application and the MSD&Q will liaise 

with the Sentence Administration Unit CSNSW for adult patient applications. The Sentence Administration 

Unit provides a link with the Commissioner CSNSW and the State Parole Authority and  

 obtain reports from the General Manager of the correctional centre relating to the patient’s conduct 

and behaviour;  

 obtain reports from the Centre Manager of the detention centre about the patient’s conduct and 

behaviour; 

 obtain reports from Family and Community Services relating to the patient’s post release plans, and  

 collate documents for submission to the Commissioner CSNSW. 

Should the patient’s condition deteriorate, health staff must contact the MSD&Q or COMAH as it will be 

necessary to provide further advice to enable CSNSW or JJNSW to expedite the application process, or if 

appropriate recommence application process if early release request had not been granted.  

The authority to grant early release for health related reasons for patients sentenced under NSW law lies 

entirely with the State Parole Authority (for adults) or the Children’s Court (for adolescents). For patients 

sentenced under Commonwealth law, the Commonwealth Attorney-General’s Department will make its 

decision after seeking comments from the Commissioner CSNSW for adults or the Executive Director JJNSW 

for adolescents. 

Once granted, responsibility is with CSNSW or JJNSW to communicate the decision to JH&FMHN, the patient 

and the General Manager of the CSNSW centre or Centre Manager of the JJNSW detention centre. CSNSW or 

JJNSW and JH&FMHN are responsible for arrangements for the patient’s release.  

The NUM or NIC must ensure all necessary discharge planning and transfer of care arrangements have 

been made prior to the patient’s release to ensure that continuity of care is maintained. If the patient 

has been enrolled in the Integrated Care Service (ICS), then the relevant ICS Care Coordinator will 

assist with the necessary discharge planning and transfer of care arrangements for the patient with 

the NIC. 

3.3 Early Release Applications - Unsentenced Patients 

In the event that an unsentenced patient is identified as terminally ill or so physically disabled that it is not 

considered appropriate for that person to remain in a correctional centre or detention centre, jurisdiction for 

release lies with the Attorney-General. This is most likely to occur where an unsentenced patient being 

detained by CSNSW or JJNSW is transferred to hospital for medical treatment in accordance with section 24 

of the Crimes (Administration of Sentences) Act 1999, or section 25 of the Children’s (Detention Centres) Act 

1987. In this case, the MSD&Q or COMAH will provide a recommendation, accompanied by a letter from the 

patient’s treating Medical Officer to the JJNSW case worker/Sentence Administration following approval from 

their respective line manager and/or Executive Director and the CE who will forward to the relevant court to 

consider the granting of appropriate bail conditions. 
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4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

5. Legislation and Related Documents 

Legislation Crimes (Administration of Sentences) Act 1999 

Children (Detention Centres) Act 1987 

Crimes (Administration of Sentences) Regulation 2014 

JH&FMHN Policies and 

Procedures 

Guidelines on the Use of Disclosure of Inmate/Patient Medical Records and 

Other Health Information. August 2012.  
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Appendix 1 

Flowchart: Early Release for Health Related Reasons 

 

 

 
 

Patient 

condition 

deteriorates 

or changes 

MSD&Q prepares a report for Corrective Services NSW 

Sentence Administration or COMAH prepares a report for 

the Executive Director Juvenile Justice NSW recommending 

the patient is considered for early release 

Patient identified by senior staff as terminally ill, or health 

deteriorating rapidly, or should be cared for in a setting other 

than a correctional centre or detention centre e.g. hospice, 

hospital or long term rehabilitation unit 

Contact Manager Service Development & Quality (MSD&Q) 

or Clinical Operations Manager Adolescent Health (COMAH) 

and alert to the patient’s health status. 

NUM collates all relevant documentation relating to 

diagnosis/prognosis, including letter/s from treating Medical 

Officer or outside specialist. 

Forward above documentation to MSD&Q or COMAH 

Has the State Parole Authority (Adults) or Children’s Court 

(Adolescents) agreed to release the patient? 

Yes No 

NUM or nurse in charge and/or Integrated 

Care Coordinator ensures all necessary 

discharge planning and transfer of care 

arrangements are in place  

MSD&Q or COMAH advises health centre  

of the reason why the patient was not 

released 

NUM or nurse in charge commences all necessary discharge 

planning and transfer of care arrangements. For Integrated 

Care Service patients, the relevant Integrated Care 

Coordinator commences all necessary discharge planning 

and transfer of care arrangements with the relevant  

NUM or nurse in charge 
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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 

End of Life Care, Not for Cardio-Pulmonary Resuscitation Orders 

and Advance Care Directives – Adult Centres Only 

Policy Number 1.174 

Policy Function Continuum of Care 

Issue Date 16 December 2013 

Summary Justice Health and Forensic Mental Health Network patients nearing the end of 
their life due to disease progression should receive the necessary level of care, 
such as that which can be provided at Long Bay Hospital or, where necessary at 
an external hospital. 

The need for skilled health professionals in dealing with these complex medical 
conditions, co-morbidities and effective end of life care is rapidly increasing. 
Effective palliative care is important for all clinical units, primary health care 
environments and aged care services. Dying in effect becomes everyone’s 
business. 

End of Life decision-making may include the implementation of No 
Cardiopulmonary Resuscitation Orders (No CPR) and/or Advance Care Directives 
(ACDs). The Ministry of Health and the medical profession support the use of 
ACDs, which are recognised by common law and case law in NSW. 

Responsible Officer Executive Director, Governance and Commercial Services 

Applicable Sites  Administration Centres 

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

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

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.174 (April 2008) 

Change Summary  Policy changed to include Correctional Community (Ambulatory Care) 

 JH&FMHN Forms developed  

 Formation of the Patient Flow Committee 

TRIM Reference POLJH/1174 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network (JH&FMHN) 

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

Advance care planning refers to the process of preparing for likely scenarios near the end of life and usually 
includes assessment of, and dialogue about, a person’s understanding of their medical history and condition, 
values, preferences, and personal and family resources. An Advance Care Directive (ACD), sometimes called a 
‘living will’, is a document that describes future preferences for medical treatment in anticipation of a time when 
the patient is unable to express those preferences because of illness or injury. 

There is a growing awareness and expectation that an individual’s wishes for medical treatment will be respected 
at the end of life, and a recognised need for processes whereby a person’s wishes about end of life care can be 
known and considered at the time critical treatment decisions need to be made. 

2. Policy Content 

2.1 Implementation - Roles & Responsibilities 

Which healthcare staff are responsible for ACP? 

ACP has not been developed as the role of one particular group of healthcare staff. There are several levels of 
responsibility. 

All clinical staff with a direct caring role for patients, health records staff and patient-related administrative staff 
such as ward clerks and receptionists should: understand what ACP is; be able to explain ACP to patients in 
general terms; be able to locate and provide information about ACP to patients; and be able to recognise and 
manage ACP forms within the health records system. 

Staff with a patient management role, such as doctors, registered nurses, social workers and other allied health 
staff should be able to do all the above, as well as: initiate and facilitate discussions with a patient and/or their 
substitute decision makers; fully document outcomes of ACP discussions in the relevant format for their own 
organisation; take responsibility for knowing if a patient has an ACD; and ensuring any ACD is referred to and 
used in any subsequent care planning. 

It is important to emphasise that ACP needs to be approached in a systematic way across the organisation – 
rather than being seen as the responsibility of one or more groups of staff. This means there should be a clear 
commitment to ACP from senior management; ACP roles built into routine patient management systems; readily 
available information, forms and other resources; and comprehensive education for all stakeholder groups. 

3. Procedure Content 

JH&FMHN patients nearing the end of their life due to disease progression should receive the necessary level of 
care, such as that which can be provided at Long Bay Hospital or, where necessary, at an external hospital. 

End of Life decision-making may include the implementation of No CPR Orders and/or Advance Care Directives 
(ACDs). The Ministry of Health and the medical profession support the use of ACDs, which are recognised by 
common law and case law in NSW. 

No CPR orders and/or ACDs should be considered in patients with life limiting and progressive disease, such as: 
incurable cancer, prognosis of less than 12 months, early dementia, and terminal illness. Planning for end of life 
care should be considered on admission, to maximise the likelihood that patients have capacity to make 
decisions. 

NSW Health Guideline GL2005_057 End-of-Life Care and Decision-Making – Guidelines provides guidance to 
healthcare teams (refer also to the guidelines referenced below). 

3.1 No Cardiopulmonary Resuscitation Orders 

All Adult patients have the right to request a No CPR Order and can remain in the ambulatory setting.  

In the event of an emergency Corrective Services NSW (CSNSW) staff may engage in cardiopulmonary 
resuscitation even if the patient has a No CPR Order in place.  However when JH&FMHN staff arrive at the point 
of care and assume management of the patient with a No CPR Order, all active treatment must cease. 

http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
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Decisions to withhold Cardiopulmonary Resuscitation (CPR) seek to avoid unwanted, excessively burdensome or 
insufficiently beneficial interventions for patients at the end of life.  

Ministry of Health Guideline GL2008_018 CPR – Decisions Relating to No Cardiopulmonary Resuscitation Orders 
provides guidance to healthcare teams in considering the need to implement a No CPR order. 

Following discussion with the multidisciplinary team, No CPR orders must be completed by the treating Doctor or 

delegate MO responsible for the patient, recorded on the MoH (SMR020.050) No Cardiopulmonary Resuscitation 
(CPR) Order form and filed where it is clearly visible in the patient’s health record and reference to the No CPR 
Order included in any transfer and/or discharge documentation.   

No CPR Orders must be reviewed / updated and resigned on transfer to another centre or after a six month 
period from the date of the last update by the MO. The appropriate Clinical Director/s must be informed of the 
decision and provided with a copy of the order. 

3.2 Consent, Family, Persons Responsible and Patients without Capacity 

Generally, where there is time to plan end of life care and to make decisions regarding the application of CPR, 
discussions should be held with the patient, family or person responsible before that decision is made. For 

Patients under the Mental Health (Forensic Provisions) Act 1990, the Mental Health Review Tribunal must be 
informed.  

If the patient is not capable of consenting to a No CPR order, the treating MO or delegate should seek consent 

from the patient’s ‘person responsible’, as required by the Guardianship Act 1987. 

The hierarchy for identifying a ‘person responsible’ is as follows: 

 a guardian (including an enduring guardian) who has the function of consenting to medical, or dental 
treatment 

 the most recent spouse or de facto spouse with whom the person has a close, continuing relationship. 
This includes same sex partners 

 an unpaid carer who is now providing support to the person or provided this support before the person 
entered custody 

 a relative or friend who has a close personal relationship with the person. 

CSNSW Welfare Services should be contacted to identify any Next of Kin / Guardians / Friends to assist with the 
development of No CPR Orders. 

Consent from a legally competent person or their responsible person should also be requested to release ACD / 
No CPR information to CSNSW. 

3.3 Advance Care Directives 

All Adults have the right to complete an ACD whilst remaining in the ambulatory setting.  

Ideally, patients are able to determine their own decisions for end-of-life care. Often, however, patients may be 
expected to lose decision-making capacity as they near the end of life. An Advance Care Directive (ACD), 
sometimes called a ‘living will’, is a document that describes a patient’s future preferences for medical treatment 
in anticipation of a time when they are unable to express those preferences because of illness or injury. 

Such orders should be developed by the multidisciplinary healthcare team, signed by the staff specialist/VMO 
responsible for the patient and be clearly visible in the patient’s health record.  

ACDs are voluntary, and under no circumstances must a patient be coerced into completing such a document. 
Support must be offered to patients throughout the decision-making process.  

Development of an ACD involves significant consultation and communication with the patient and others, and 

may take some time to complete. Ministry of Health Guideline GL2005_056 Using Advance Care Directives 
(NSW) provides guidance for healthcare teams to guide discussions. 

  

http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_018.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_056.html
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The following must be satisfied before an ACD is considered to have sufficient authority to act on:  

 Specificity: the ACD should be clear and specific to guide clinical care. 

 Currency: an ACD can be prepared a long time before it is implemented and may not reflect the current 
intentions of the patient; review and update of ACDs must occur on change in circumstances, including 
a change in health status. 

 Competence: the person must be competent to make their own healthcare decisions when the ACD is 
drafted. A person will be considered competent to make a health care decision if they appear able to 
comprehend, retain, and weigh up the relevant information and then make a decision/choice. A second 
opinion from a suitably qualified health professional is advisable where early dementia or mental health 
problems may impact on competence. 

 Witnessing: it is not essential to have an ACD witnessed; however witnessing an ACD is best practice 
from a legal perspective. 

At all times, the ACD remains the property of the patient and as such must be copied and placed in the patient’s 
health record. The original document must be returned to the patient.  

The appropriate Clinical Director/s must be informed of the decision as soon as possible and provided with a 
copy of the document. 

3.4 Clinical Handover 

All members of the multidisciplinary team must be advised of decisions made in relation to No CPR Orders or 
ACDs. Such decisions, including reasons for not discussing with the patient and/or family, must be included in 
clinical handover and transfer of care. 

Where there is conflict within the multidisciplinary team or between the team and patients or their families or 

‘responsible persons’, the Ministry of Health publication Conflict Resolution in End of Life Settings provides 
useful guidance. 

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. 

  

http://www.health.nsw.gov.au/pubs/2010/pdf/conflict_resolution.pdf
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5. Legislation and Related Documents 

Legislation Guardianship Act 1987 

Mental Health (Forensic Provisions) Act 1990 

Ministry of Health Conflict Resolution in End of Life Settings 

GL2008_018 CPR – Decisions Relating to No Cardiopulmonary Resuscitation Orders 

GL2005_056 Using Advance Care Directives (NSW) 

GL2005_057 End-of-Life Care and Decision-Making – Guidelines 

JH&FMHN 
Policies and Guidelines 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit (Adults) 

1.069 Care Coordination, Planning and Review – The Forensic Hospital 

1.078 Clinical Risk Assessment and Management - The Forensic Hospital 

1.230 Health Care Interpreter Services – CALD Patients 

1.261 Medical Recommendations – Special Transport (Adults) 

1.395 Transfer and Transport of Patients 

 
Medication Guidelines 

Other Resources The Forensic Hospital Patient Information Booklet 

The Forensic Hospital Procedure FHD1 Searches 

External Resources Briggs, L. (2004). Shifting the focus of advance care planning: using an in-depth 
interview to build and strengthen relationships. Journal of Palliative Medicine, 7(2): 
341-349. 

 
Emanuel, L.L., Danis, M., Pearlman, R.A. & Singer, P.A. (1995). Advance care planning 

as a process: structuring the discussions in practice. Journal of the American Geriatrics 
Society, 43(4): 440-446. 
 
Fischer, G.S., Arnold, R.M. & Tulsky, J.A. (2000). Talking to the older adult about 

advance directives. Clinics in Geriatric Medicine, 16(2): 239-254. 
 
Gillick, M.R. (2004). Adapting advance medical planning for the nursing home. Journal 
of Palliative 
Medicine, 7(2): 357-361. 
 
Quill, T.E. (2000). Initiating end-of-life discussions with seriously ill patients: addressing 

the “elephant in the room”. Journal of the American Medical Association, 284(19): 
2502-2507. 
 

Dr Peter Saul. ACP: A guide for doctors in NSW (Unpublished, undated leaflet) 
 
Volicer, L., Cantor, M.D., Derse, A.R et al. (2002). Advance care planning by proxy for 

residents of longterm care facilities who lack decision-making capacity. Journal of the 
American Geriatrics Society, 50:761-767. 
 

The Sydney South West My Wishes Advance Care Planning Program 
Further information about this program and copies of the forms can be obtained from 
www.mywishes.org.au or by calling (02) 9612 0646 
 

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+257+1987+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.health.nsw.gov.au/pubs/2010/pdf/conflict_resolution.pdf
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_018.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_056.html
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
http://intranetjh/pol/policylib/1.030_Policy_0511.pdf
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.230_Policy_0913.pdf
http://intranetjh/pol/policylib/1.261_Policy_0509.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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Your future starts now: a guide for the over 50’s 
A 27 page booklet providing more detailed information about issues covered in this 
brochure. 
Published by the Benevolent Society, it is available by downloading from the web at: 
http://www.bensoc.org.au/uploads/documents/YourFutureStartsNowMar082.pdf 
 
My Health, My Future, my Choice 
A 31 page booklet written specifically for NSW that also contains a directive form that 
can be filled out.  Published by the Advance Care Directive Association, an order form 
can be obtained by ringing 0423 157 003 or from the web at: 
http://www.advancecaredirectives.org.au 
 
Hard choices for loving people 
An 80 page booklet includes in depth discussion about the most common medical 
treatment decisions faced by those who are living with a life-threatening illness such as 
CPR, artificial feeding and treatment settings. Available at: 
http://www.hardchoices.com/text/HardChoices.pdf?agree=I+Agree 
 

Planning what I want 
An Australian primary health care website that has information for the general public 
as well as healthcare professionals. It includes general information on a range of ACP-
related topics, examples of forms and several video clips from experienced 
practitioners. Available at: http://www.planningwhatiwant.com.au 
 

Respecting Patient Choices 
A comprehensive Australian website with a range of information related to ACP. 
Available at: http://www.respectingpatientchoices.org.au 

 

For further information go to: 

CRELS: Conflict Resolution in End of Life Settings  
A guide for managing conflict between the team and patients or their families or 
‘persons responsible’.  Available at: 
http://www.health.nsw.gov.au/pubs/2010/pdf/conflict_resolution.pdfA 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. 

 

http://www.health.nsw.gov.au/pubs/2010/pdf/conflict_resolution.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Advanced Liver Disease – Management of Patients 

Policy Number 1.175 

Policy Function Continuum of Care 

Issue Date 18 March 2014 

Summary This policy provides staff with clear guidelines on managing patients in custody 
who have Advanced Liver Disease. 

Appropriate management will decrease Advanced Liver Disease associated 
morbidity and prolong the lives of patients suffering from this serious illness. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.175 (September 2010) 

Change Summary  Name change from End Stage Liver Disease to Advanced Liver Disease. 

 Minor changes to monitoring. 

TRIM Reference POLJH/1175 

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

 

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

Approximately 28% of adult males and 45% of adult females in custody are hepatitis C antibody positive.  
25% - 40% of people with hepatitis C antibodies may spontaneously clear the virus. For those with circulating 
virus, antiviral treatment may result in viral clearance for approximately 50% - 80% preventing progression of 
cirrhosis. However, for each decade of infection approximately 10% of those with chronic infection progress to 
cirrhosis and of that group approximately 7% develop manifestations of Advanced Liver Disease (ALD) including 
liver failure and hepatocellular carcinoma (HCC).  

Similarly, chronic hepatitis B infection is found in approximately 2% of those in custody. Between 15% and 40% 
of patients with chronic hepatitis B will progress to cirrhosis and ALD in their lifetime. 

Non-viral causes of hepatitis, notably alcohol misuse may also lead to cirrhosis and ALD. 

This policy will provide staff with best practice guidelines for the management of patients in custody who have 
ALD. Appropriate management will decrease ALD associated morbidity and prolong the lives of patients 
suffering from this serious illness.   

This policy applies to all patients who have ALD in adult correctional facilities, including Long Bay and Forensic 
Hospitals and Juvenile Justice Centres. 

2. Policy Content  

2.1 Mandatory Requirements 

Nurses should identify patients who have ALD and ensure that timely and appropriate monitoring, early 
interventions, treatment or emergency response is conducted.  Reference is to be made to the Justice Health & 

Forensic Mental Health (JH&FMHN) Protocol for Management of Advanced Liver Disease. Patients living with 
chronic hepatitis C or B and, therefore, at risk of developing ALD are to be offered regular monitoring as 

described in JH&FMHN policy 1.241 Hepatitis C and Hepatitis B Care, Management and Treatment.    

2.2 Implementation – Roles & Responsibilities 

All clinical staff in health centres are responsible for providing care to patients who have, or are at risk of 
developing ALD. 

3. Procedure Content  

3.1 Clinical Monitoring 

Simple bedside / clinical monitoring must be done in accordance with the JH&FMHN Protocol for Management 
of Advanced Liver Disease. Recommendations on the frequency of clinical monitoring are based on clinical 
assessment and / or Medical Officer’s direction. The frequency and recording of clinical monitoring must be 
documented in the patient’s Health Record. Patients with ALD must receive a minimum observation level of 

weekly observations as described in the JH&FMHN Protocol for Management of Advanced Liver Disease. 
Arrangements for advanced clinical monitoring (e.g. ultrasound) must be done in consultation with a specialist. 

3.2 Laboratory Monitoring  

Laboratory monitoring must be consistent with the JH&FMHN Protocol for Management of Advanced Liver 

Disease. 

3.3 Medical Interventions in Advanced Liver Disease  

All patients with suspected or proven ALD must be referred to the Hepatitis Clinic for assessment and the 

development of a multidisciplinary management plan. Refer to JH&FMHN policy 1.241 Hepatitis C and Hepatitis 
B Care, Management and Treatment. 

Patients with stable ALD may then be managed in a shared care arrangement with the General Practitioner (GP) 
and hepatologist. The recommended review intervals (for the GP and hepatologist) as well as the clinical and 
laboratory monitoring parameters will be directed by the hepatologist. Suggested medical interventions for 

http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/pol/policylib/1.241_Policy_1213.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/pol/policylib/1.241_Policy_1213.pdf
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patients with ALD, but with relatively stable liver function, are outlined in the JH&FMHN Protocol for 

Management of Advanced Liver Disease.  Patients with suspected or diagnosed ALD or who have unstable ALD 
requiring immediate intervention must be transferred to the local hospital’s Emergency Department. Refer to 

JH&FMHN policy 1.252 Local Public Health Services – Outpatient and Non-Emergency Inpatient Services. 
Resuscitation of patients with proven or suspected variceal bleeding must be done in accordance with JH&FMHN 

Adult Emergency Response Guidelines and the JH&FMHN Protocol for Management of Advanced Liver Disease. 
Proven or suspected spontaneous bacterial peritonitis (SBP) must be managed according to the JH&FMHN 

Protocol for Management of Advanced Liver Disease.  

3.4 Dietary Management 

Dietary management of patients with ALD must be done in accordance with JH&FMHN policy 1.135 Special 
Diets - Clinically Recommended. Dietary restrictions such as low sodium and/or high protein diet will be 
recommended according to clinical indications.   

3.5 Placement 

Patients with ALD must be managed in a correctional centre which is in close proximity to a Local Health District 
Emergency Department. 

Cell placement is based on clinical assessment and according to JH&FMHN policy 1.340 Accommodation - 
Clinical Recommendation (Adults). Nursing staff must advise CSNSW or JJNSW, using the relevant Health 

Problem Notification form. Refer to JH&FMHN policies 1.231 Health Problem Notification Form (Adults) and 
1.235 Health Problem Notification and Escorts Form (Adolescents). Admission to Long Bay Hospital or referral to 
another Local Health District’s hospital for admission is determined by clinical assessment. Admission to Long Bay 

Hospital must be done in line with JH&FMHN policy 1.034 Admission and Assessment: Medical Surgical Unit, 
Long Bay Hospital (Now referred to as the ‘Medical SubAcute Unit, LBH'). 

3.6 Immunisation 

Immunisation for hepatitis A, hepatitis B and influenza must be done in accordance with JH&FMHN policy 1.245  

Immunisation of Patients. 

3.7 Lifestyle 

Patients should be counselled regarding lifestyle changes, including but not limited to, dietary advice and 
avoiding drugs/alcohol. 

3.8 Release Planning 

Patients who are being released from custody must be referred to a liver clinic in the community or to a GP. 
Patients who meet the criteria for referral to the Connections Program and who may require further assistance in 
the community can be referred to Connections. The Connections Clinical Support Worker may be able to assist 

with community referrals and support. Staff must refer to JH&FMHN policies 1.141 Release Planning and 
Transfer of Care Policy - Adult Ambulatory Setting and 1.142 Discharge Planning - Medical Subacute and Aged 

Care Rehabilitation Unit for patients being discharged/released from these facilities. 

3.9 Palliative Care and End of Life Choices 

Appropriate palliative care measures must be considered for patients with ALD. These should include, but not be 
limited to, palliative care specialist consultation, pain management and hospital / hospice placement. Early 

release for health related reasons should be considered and managed according to JH&FMHN policy 1.710 Early 
Release for Health Related Reasons. End of life treatment decisions must be made in consultation with the 
patient, his/her family, the treating medical team and the Legal Advisor, Governance Unit in accordance with 

NSW Ministry of  Health Guidelines GL2005_057 End of Life Care and Decision Making Guidelines, and 
GL2008_018 CPR - Decisions Relating to No Cardiopulmonary Resuscitation Orders, and JH&FMHN policy 1.174 
End of Life Care, Not for Cardio-Pulmonary Resuscitation Orders and Advance Care Directives – Adult Centres 

Only. Deaths associated with ALD must be managed in accordance with JH&FMHN policy 1.120 Management of 
a Death. 

  

http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/Procedures_Manuals/AdultEmergencyResponseGuidelinesMay2012.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/pol/policylib/1.135_Policy_0812.pdf
http://intranetjh/pol/policylib/1.340_Policy_1110.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/1.034_Policy_1210.pdf
http://intranetjh/pol/policylib/1.245_Policy_0913.pdf
http://intranetjh/pol/policylib/1.141_Policy_0313.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.170_Policy_0912.pdf
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_018.html
http://intranetjh/pol/policylib/1.174_Policy_1213.pdf
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
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3.10 Documentation and Alerts 

Information relating to patient care is to be documented in the patient’s Health Record and a JUS060.006 Health 
Management Plan is to be commenced and updated accordingly. An alert must be placed in PAS  
e.g. Clinical/Gastrointestinal/Advanced Liver Disease. 

4. Legislation and Related Documents 

Legislation  

JH&FMHN Policies and 
Procedures and Guidelines 

1.034 Admission and Assessment - Medical and Surgical Unit Long Bay Hospital  

1.120 Management of a Death 

1.135 Special Diets - Clinically Recommended 

1.141 Release Planning and Transfer of Care Policy - Adult Ambulatory Setting  

1.142 Discharge Planning - Medical Subacute and Aged Care Rehabilitation Unit  

1.170 Early Release for Health Related Reasons 

1.174 End of Life Care, Not for Cardio-Pulmonary Resuscitation Orders and  

          Advance Care Directives – Adult Centres Only 

1.231 Health Problem Notification Form (Adults)  

1.235 Health Problem Notification and Escorts Form (Adolescents) 

1.241 Hepatitis C and B Care Management and Treatment 

1.245 Immunisation of Patients 

1.252 Local Public Health Services – Outpatient and Non-Emergency Inpatient  

          Services 

1.340 Accommodation - Clinical Recommendations (Adults) 

Adult Emergency Response Guidelines 

Protocol for Management of Advanced Liver Disease 

JH&FMHN Forms JUS005.001 Health Problem Notification Form 

JUS005.002 Health Problem Notification and Escorts Form 

JUS060.006 Health Management Plan 

Star and Handwriting Chart (in development) 

NSW MoH Guidelines GL2005_057 End-of-Life Care and Decision-Making - Guidelines 

GL2008_018 CPR - Decisions Relating to No Cardiopulmonary Resuscitation  
Orders 

 

http://intranetjh/pol/policylib/1.034_Policy_1210.pdf
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
http://intranetjh/pol/policylib/1.135_Policy_0812.pdf
http://intranetjh/pol/policylib/1.141_Policy_0313.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.170_Policy_0912.pdf
http://intranetjh/pol/policylib/1.174_Policy_1213.pdf
http://intranetjh/pol/policylib/1.174_Policy_1213.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/1.241_Policy_1213.pdf
http://intranetjh/pol/policylib/1.245_Policy_0913.pdf
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.340_Policy_1110.pdf
http://intranetjh/Procedures_Manuals/AdultEmergencyResponseGuidelinesMay2012.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://www0.health.nsw.gov.au/policies/gl/2005/GL2005_057.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_018.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_018.html
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Enforced Medication – Forensic Hospital and  

Long Bay Hospital Mental Health Unit  

Policy Number 1.180 

Policy Function Continuum of Care 

Issue Date 4 April 2016 

Summary Enforced medication is  a procedure whereby psychotropic medication is 

coercively administered by clinical (nursing and/or medical) staff to a patient 

detained in a mental health facility subject to the Mental Health Act 2007 or the 

Mental Health (Forensic Provisions) Act 1990. It is utilised only where it is 

reasonable and necessary to do so, for the purposes of providing clinical care, 

where less restrictive approaches to obtaining a patient’s compliance with a 

request to accept prescribed medication have already failed. This policy is 

intended to provide guidance to staff on Justice Health and Forensic Mental 

Health Network-specific policies and procedures in relation to medication 

administration prior to, during and following the administration of enforced 

medication. 

Responsible Officer Executive Director, Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.180 Enforced Medication and Rapid Tranquilisation – The Forensic 

Hospital and Long Bay Hospital Mental Health Unit (November 2012, 

September 2010)  

Change Summary  Reconfiguration to align with the current policy template.  

 Inclusion of updated related documents.  

 Update procedures, policy and titles. 

TRIM Reference POLJH/1180 

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

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

Enforced medication is  a procedure whereby psychotropic medication is coercively administered by clinical 

(nursing and/or medical) staff to a patient detained in a mental health facility subject to the Mental Health 

Act 2007 (MH Act) or the Mental Health (Forensic Provisions) Act 1990 (MHFP Act). It is utilised only where it is 

reasonable and necessary to do so, for the purposes of providing clinical care, where less restrictive 

approaches to obtaining a patient’s compliance with a request to accept prescribed medication have already 

failed.   

This document is intended to provide guidance to staff on Justice Health and Forensic Mental Health 

Network (JH&FMHN)-specific policies and procedures in relation to medication administration prior to, 

during and following the administration of enforced medication. 

This policy applies to:  

 Forensic, correctional and involuntary patients in the Forensic Hospital, and 

 Correctional and forensic patients in the Mental Health Unit, Long Bay Hospital. 

2. Policy Content  

2.1 Mandatory Requirements  

The administration, monitoring and evaluation of enforced medication must comply with all relevant 

legislative requirements and professional guidelines regarding medication administration, as set out in the 

Justice Health and Forensic Mental Health Network Psychotropic Medications – Guideline for Prescribing and 

Monitoring Use Within Custodial and Forensic Mental Health Settings May 2014.  

In particular, as per s85 of the MH Act, a medical practitioner must not cause drugs to be administered to a 

person in ‘a dosage that, having regard to professional standards, is excessive or inappropriate.’ Any 

intervention must take into account the patient’s religious and/or cultural values, rights, best clinical practice, 

risks, wellbeing of the patient and others and the therapeutic outcome of the proposed treatment. 

The administration of enforced medication must be delivered in accordance with a standard that would be 

widely accepted by peer professional opinion as competent professional practice, while taking into account 

the patient’s rights. The treatment implemented must achieve optimum health outcomes for the patient 

while also reducing ongoing risks to them and others.  

The principle of providing the least restrictive intervention in order to ensure safe and effective care must 

remain the overarching principle in clinical decision making. Enforced medication will only be used as an 

intervention when all other non-coercive strategies for delivering prescribed medication to a patient have 

been exhausted. This may occur either in response to an acute event associated with a high risk of harm to 

patients, staff or others, or in less acute circumstances where a condition of persistent non-cooperation with 

staff in the process of medication administration has deemed any less restrictive approach as unsafe to 

implement.  

2.2 Implementation - Roles & Responsibilities 

Clinical Director Forensic and Long Bay Hospitals (CD FLBH) is the ‘medical superintendent’ of the 

Forensic and Long Bay Hospitals for the purposes of the MH Act and the MHFP Act and is responsible for 

ensuring that all medical staff comply with this policy. 
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Nurse Managers/Nursing Unit Managers (NM/NUM) are responsible for ensuring that all nursing staff 

comply with this policy. 

All clinical staff are responsible for awareness of and compliance with this policy.  

3. Procedure Content  

Parenteral treatment or an intravenous/intramuscular injection must be prescribed and administered in 

accordance with the relevant JH&FMHN practice guidelines and procedures, as referenced in section 5. The 

safe use of enforced medication, as part of a suite of interventions for the clinical management of a patient’s 

acute and/or ongoing symptoms and risk behaviours, will result in a reduction of risk of harm to patients, 

staff and others.  

3.1 Forensic Hospital  

The following must occur in the Forensic Hospital prior to the enforced administration of psychotropic 

medication: 

 The patient must be given every reasonable opportunity that the particular circumstances will allow, to 

accept prescribed treatment voluntarily. 

 Before a Registered Nurse/Endorsed Enrolled Nurse may administer enforced medication to a patient 

without the patient’s consent and against their stated objections, s/he must consult the Nursing Unit 

Manager (NUM) or Nurse in Charge (NiC), and/or the patient’s treating Consultant Psychiatrist or 

Psychiatry Registrar (during business hours) or the On-Call Psychiatry Registrar (after hours). 

 The patient must be given an opportunity to receive information about any medication prescribed for 

him or her and this should be in a language and form that the patient can understand. The information 

given to the patient should be appropriate in amount and complexity to the particular circumstances, 

and may include: 

o the reasons for the prescription of the medication (the indications), 

o the effects of the medication, 

o the side effects and risks of the medication, and 

o the likely effects on the health of the patient if not taking the medication. 

Note: These reasons and clinical factors are likely to differ if the enforced medication is being prescribed as a 

routine depot anti-psychotic, versus a short-acting intramuscular agent for the purposes of sedation. 

 Administration of enforced treatment should only be attempted where: 

o there is adequate staffing to manage the situation; and 

o there will be continuing access to the patient so that s/he can be appropriately monitored after 

any medication has been administered. 

 Wherever enforced treatment is required, the NUM or NiC must determine the need for the 

Emergency Response Team (ERT) in managing the medication administration. If the ERT is required, it 

must respond in accordance with JH&FMHN policy 5.005 Alarm, Pager and Two-Way Radio Use and 

Management – Forensic Hospital. 

http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
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 All other team members must assist when instructed, but also have a continuing responsibility to 

maintain the safety of staff, other patients and visitors. 

3.2 Long Bay Hospital Mental Health Unit 

It is noted that the Long Bay Hospital comprises three distinct units: the Mental Health Unit (MHU), the 

Medical Subacute Unit (MSU) and the Aged Care Rehabilitation Unit (ACRU). Although all three units are 

declared mental health facilities under the MH Act, as a matter of policy, enforced medication must only be 

administered in the MHU. 

The following must occur in the MHU prior to the enforced administration of psychotropic medication due to 

non-compliance: 

 The patient must be given every reasonable opportunity to accept prescribed treatment voluntarily.  

 Before a Registered Nurse/Enrolled Nurse may administer enforced medication without the patient’s 

consent and against their stated objections, s/he must consult the NUM or NiC of the MHU, and/or the 

patient’s treating Consultant Psychiatrist or Psychiatry Registrar (during business hours) or the On-Call 

Psychiatry Registrar (after hours). 

 The patient must be given information about any medication prescribed for him or her and this should 

be in a language and form that the patient can understand. The information given to the patient 

should  be appropriate in amount and complexity to the particular circumstances, and may include: 

o the reasons for the prescription of the medication (the indications), 

o the effects of the medication, 

o the side effects and risks of the medication, and 

o the likely effects on the health of the patient if not taking the medication. 

Note: These reasons and clinical factors are likely to differ if the enforced medication is being prescribed as a 

routine depot anti-psychotic, versus a short-acting intramuscular agent for the purposes of sedation. 

 Administration of enforced treatment should only be attempted where: 

o there is adequate staffing to manage the situation; and 

o there will be continuing access to the patient so that s/he can be appropriately monitored after 

any medication has been administered. 

 The NUM or NiC must inform the Senior Officer on Duty of Corrective Services NSW (CSNSW) that the 

patient will be given enforced medication and request that CSNSW restrains the patient. CSNSW has 

its own protocols and procedures in relation to the restraint of a patient.  

 A CSNSW officer will advise the nurse administrating the medication as to when the patient is suitably 

restrained and the medication can be administered. Only CSNSW staff may restrain a patient in the 

MHU.   

 JH&FMHN staff should maintain their presence during the administration of enforced treatment 

process but remove themselves from the immediate vicinity of the restraint. JH&FMHN staff must 

follow reasonable security direction from CSNSW. 

 It must be noted that JH&FMHN staff must not operate any recording devices as part of CSNSW 

procedure/protocol. Any JH&FMHN staff member asked or requested to participate in these processes 

http://intranetjh/pol/policylib/5.070_Policy_0311.pdf
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by a member of CSNSW must decline, and contact their line manager at the earliest available 

opportunity. 

 All episodes of use of ‘enforced medication’ in a patient’s care, at either the FH or MHU, must 

be reviewed by the treating multidisciplinary team (MDT), led by the consultant psychiatrist, at 

the next available opportunity. In cases of ‘enforced medication’ for routinely prescribed 

medications (i.e. depot antipsychotics), the MDT must review the response to treatment and the 

ongoing need for this approach, as well as possible strategies to reduce the requirement to 

utilise ‘enforced medication’. 

3.3 User-Applied Labelling of Injectable Medicines, Fluids and Lines 

 This practice generally applies to all injectable medicines prepared in clinical areas, and in all areas 

where injectable medicines and fluids are administered. 

 It requires staff to label all injectable medicines drawn up in syringes where the person administering 

the injection is NOT the person who prepared the injection. 

The Following Exemptions apply - No labelling is required: 

1. Immediate emergency use (this includes a psychiatric emergency e.g. emergency sedation) 

However labelling during an emergency use can reduce error, and the principles in this policy should be 

followed to the extent that it is possible. 

2. Preparation and administration in one step 

Labelling is not required when the preparation and bolus administration of a single medicine is one 

uninterrupted process, the syringe does not leave the hands of the person who prepared it and the same 

person administers the medicine immediately. 

3. Patient Identification 

The patient name and identifier are not required when a SINGLE patient is receiving an injectable 

medicine, there is NO POSSIBILITY that the identification of the patient is unknown and the medicine is 

prepared in the presence of the patient. 

4. Medicine in original container 

Where a medicine for injection is pharmacy prepared or commercially prepared and in its original 

container, no additional labelling is necessary. Examples include Risperdal Consta, Invega Sustenna. 

3.4 Documentation 

The following must be recorded in the patient’s health record after the administration of enforced 

medication: 

 An outline of the patient’s presentation and management leading up to the administration of enforced 

medication (attending medical officer); 

 The details of the assessment conducted, recommendations and the management plan (attending 

medical officer); 

 The patient’s allocated nurse must document a detailed account of the event in the health record, 

including mental state assessment, nursing interventions attempted, management of the incident and 

ongoing management. 
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 Notification on the Incident Information Management System (IIMS) database, whereby the 

circumstances will determine the Severity Assessment Code (SAC) level of the incident (NUM/NiC); 

 If enforced medication was additionally associated with the use of emergency sedation (also known as 

rapid tranquillisation), staff must follow the specific guidelines relating to the documentation of rapid 

tranquillisation. 

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. 

Enforced Medication 

Medication given to a patient, without their consent and usually against their stated objection, with the use 

of, or implied use of, force to restrain the patient in order to administer the medication.   

When assessing and making a determination of which interventions to employ, the clinical need, level of 

aggression posed by the patient, level of compliance, safety of patients and others, and, where possible, 

advance directives of the patient should be taken into account. The intervention selected must be a 

reasonable and proportionate response to the risk of harm posed by the patient, taking into account the 

safety of the staff while performing the chosen intervention.  

5. Legislation and Related Documents 

Legislation Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

JH&FMHN Policies & 

Procedures 

5.005 Alarm, Pager and Two-Way Radio Use and Management – Forensic 

Hospital. 

5.070 Infection Control 

Justice Health and Forensic Mental Health Network Psychotropic Medications – 

Guideline for Prescribing and Monitoring Use Within Custodial and Forensic 

Mental Health Settings May 2014.  

The Justice Health and Forensic Mental Health Network Medication Guidelines 

2015 

NSW MoH Policy Directives, 

and Guidelines  

PD2012_007 User-Applied Labelling of Injectable Medicines, Fluids and Lines 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://intranetjh/pol/policylib/5.070_Policy_0311.pdf
http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Primary Agency for Forensic Patients in Custody (Adults) 

Policy Number 1.192 

Policy Function Continuum of Care 

Issue Date 23 July 2015 

Summary This policy establishes a framework for allocating primary agency responsibility 

for adult forensic patients in custody, especially where there is uncertainty 

regarding the primary presenting problem. When a forensic patient presents to 

an agency (either Justice Health and Forensic Mental Health Network or 

Corrective Services NSW), responsibility, including case management, provision 

of reports and transfer of care planning must be allocated. Where it is clear that 

the primary presenting problem is either a mental health problem or cognitive 

impairment, then either Justice Health and Forensic Mental Health Network or 

Specific Needs, Corrective Services NSW, respectively, will be the primary 

agency. 

Responsible Officers Executive Director Clinical Operations (Forensic Health); and 

Statewide Manager Specific Needs, Corrective Services NSW 

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) New policy 

Change Summary N/A 

TRIM Reference POLJH/1192  

(CSNSW - D15/155672) 

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

Commissioner, Corrective Services NSW 

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

When a forensic patient enters the custody of Corrective Services NSW (CSNSW), the primary provider of 

services, including case management, provision of reports and transfer of care planning, will be either Justice 

Health and Forensic Mental Health Network (JH&FMHN) where the primary presenting problem is mental 

health-related or CSNSW (Specific Needs (SN)), where the primary problem is cognitive impairment. A 

forensic patient is allocated to either agency following assessment in line with that agency’s established 

protocols. Where one or both agencies believe that the primary presenting problem cannot be clearly 

delineated or is uncertain, the case must be referred to the Forensic Patient Primary Agency Case Conference. 

This policy establishes a framework for determining the primary agency, especially where there is uncertainty 

regarding the primary presenting problem. 

The policy covers all adult forensic patients in CSNSW correctional centres, including Long Bay Hospital 1 

(LBH 1).  

Acronyms 

CDCMH  Clinical Director Custodial Mental Health JH&FMHN 

CDFLBH  Clinical Director Forensic & Long Bay Hospitals JH&FMHN 

CSNSW  Corrective Services NSW 

DCDFLBH Deputy Clinical Director Forensic and Long Bay Hospitals JH&FMHN 

FMHLO  Forensic Mental Health Liaison Officer JH&FMHN 

JH&FMHN Justice Health and Forensic Mental Health Network  

LBH  Long Bay Hospital 

MSDS  Manager Statewide Disability Services CSNSW 

OIMS  Offender Integrated Management System CSNSW 

PAS  Patient Administration System JH&FMHN 

SCDFMH Statewide Clinical Director Forensic Mental Health JH&FMHN 

SDS  Statewide Disability Services CSNSW 

SMS  Statewide Manager Services CSNSW 

SMSN  Statewide Manager Specific Needs CSNSW 

SN  Specific Needs CSNSW 

SPOFL  Senior Project Officer (Forensic Liaison) Sentence Administration CSNSW  

The Tribunal Mental Health Review Tribunal 

2. Policy Content  

2.1 Mandatory Requirements 

All staff must operate within the legislative framework mandated by the Health Records and Information 

Privacy Act 2002, Mental Health Act 2007, Mental Health (Forensic Provisions) Act 1990, Crimes (Administration 

of Sentences) Act 1999, related JH&FMHN and NSW Ministry of Health policy and procedure (as outlined in 

section 5 Legislation and Related Documents), as well as related CSNSW policy and procedure (as detailed in 

the Offender Classification and Case Management Policy and Procedure Manual, Operations Procedures 

Manual and Sentence Administration Procedures for Forensic and Correctional Patients). 

  

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/inforcepdf/1999-93.pdf?id=a9c0b291-32d9-4c01-cc2a-b71654a4a7b3
http://www.legislation.nsw.gov.au/inforcepdf/1999-93.pdf?id=a9c0b291-32d9-4c01-cc2a-b71654a4a7b3
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2.2 Implementation - Roles & Responsibilities 

The Statewide Clinical Director Forensic Mental Health JH&FMHN (SCDFMH) is responsible for: 

 informing the Statewide Forensic Patient Flow Committee of the decision by the Forensic Patient 

Primary Agency Case Conference regarding the primary agency; and 

 resolving disputes, together with the Manager Statewide Disability Services CSNSW (MSDS), where a 

case conference conducted by the Clinical Director Custodial Mental Health (CDCMH) and SMSN 

(Statewide Manager Specific Needs CSNSW (SMSN) has been unable to achieve consensus. 

The Clinical Director Custodial Mental Health JH&FMHN (CDCMH) is responsible for: 

 implementing this policy for all forensic patients in the custody of CSNSW, with the exception of 

those patients in LBH 1; 

 ensuring that all forensic patients are allocated to a primary agency;  

 participating in the Forensic Patient Primary Agency Case Conference or nominating a delegate to 

attend;  

 ensuring that the forensic patient alert is entered on the Patient Administration System (PAS), with 

the alert reading either 

o Risk/Forensic Patient – CSNSW lead 

o Risk/Forensic Patient – JH&FMHN lead 

[This Alert will automatically be transferred to the Offender Integrated Management System (OIMS) or, 

in the event that a forensic patient is found fit to be tried, removing the alert]; and 

 resolving disputes, together with the SMSN if the case conference was conducted by delegates. 

The Deputy Clinical Director Forensic and Long Bay Hospitals (DCDFLBH) is responsible for: 

 implementing this policy for all forensic patients in the custody of CSNSW who are resident in LBH 1; 

 ensuring that all forensic patients are allocated to a primary agency;  

 participating in the Forensic Patient Primary Agency Case Conference or nominating a delegate to 

attend;  

 ensuring that the forensic patient alert is entered on the Patient Administration System (PAS), with 

the alert reading either 

o Risk/Forensic Patient – CSNSW lead 

o Risk/Forensic Patient – JH&FMHN lead 

[This Alert will automatically be transferred to OIMS]; and 

 resolving disputes, together with the SMSN if the case conference was conducted by delegates. 

The Forensic Mental Health Liaison Officer (FMHLO) is responsible for: 

 receiving notification from the Mental Health Review Tribunal (the Tribunal), when aware, that a 

forensic patient has been received into CSNSW custody;  

 notifying the CDCMH or DCDFLBH of new forensic patients; and 

 advising the Tribunal of the decision regarding the primary agency for a mentally ill forensic patient, 

once this has been resolved. 
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The Statewide Manager Specific Needs CSNSW (SMSN) is responsible for: 

 ensuring that all forensic patients are allocated to a primary agency;  

 participating in the Forensic Patient Primary Agency Case Conference or nominating a delegate to 

attend;  

 informing Sentence Administration of the decision by the Forensic Patient Primary Agency Case 

Conference regarding the primary agency.  

 resolving disputes, together with the CDCMH or DCDFLBH, if the case conference was conducted by 

delegates; and 

The Manager Statewide Disability Services CSNSW (MSDS) is responsible for: 

 developing case plans, attending Tribunal hearings, provision of reports and managing placement of 

forensic patients where the lead agency is CSNSW in collaboration with case management teams and 

local CSNSW and JH&FMHN staff. 

The Senior Project Officer (Forensic Liaison) Sentence Administration CSNSW (SPOFL) is responsible for: 

 notifying the SMSN of any new forensic patients entering custody; 

 notifying the MSDS of upcoming Tribunal hearings; 

 ensuring placement of the forensic patient in accordance with the order; and 

 maintaining a register in CSNSW of the primary agency for each forensic patient. 

3. Procedure Content  

3.1 Allocation of Primary Agency Responsibility 

Forensic patients are generally identified within the CSNSW custodial system in the following ways: 

1. notification from the Tribunal via the FMHLO, 

2. notification from the Court via the SPOFL, or 

3. identification at reception or assessment. 

Patients are assessed according to each agency’s usual protocols, including local case management of 

forensic patients across the centres. Where the assessment is carried out by a psychiatrist or mental health 

nurse, s/he must report their findings to the CDCMH or DCDFLBH. The CDCMH or DCDFLBH and the SMSN 

should review the assessment, case history and other relevant documents and agree on the primary agency. 

The FMHLO must notify the Tribunal when JH&FMHN is deemed to be the primary agency, as in the case of 

a mentally ill patient. The SPOFL must advise the Tribunal when the primary agency is CSNSW, as for a 

patient with cognitive impairment. 

3.2 Forensic Patient Primary Agency Case Conference 

Either agency may convene a Forensic Patient Primary Agency Case Conference (the case conference) when 

the primary presenting problem is uncertain.  

The case conference must comprise the following members: 

 CDCMH or DCDFLBH or delegate who must be a senior psychiatrist, and 



Primary Agency for Forensic Patients in Custody 
 

 

 
Policy: 1.192 Issue Date: 23 July 2015 Page 5 of 7 

 SMSN or delegate who must be a chief or senior psychologist or MSDS. 

The case conference should be guided by: 

 information about the forensic patient’s case including: 

o initial case assessment by the referring agency, 

o the Tribunal documents, if available, 

o Court documents, and 

 accepted guidelines from sources such as the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5) and the International Classification of Diseases, ICD-10. 

The case conference may elect to defer a decision, in order for further assessments to take place by either or 

both agencies, and then reconvene. A recommendation may be made that the reconvened case conference 

be conducted as a multidisciplinary conference. 

3.3 Recommendations 

The conference decision regarding the primary agency must be relayed to: 

 CDCMH or DCDFLBH and SMSN, if not present at the conference, 

 the Tribunal, 

 the patient and their legal representative, 

 the patient’s primary carer, 

 the patient’s guardian if one has been appointed, 

 the service provider in the community if one exists, such as Ageing, Disability and Home Care or 

National Disability Insurance Agency, 

 the SCDFMH who must inform the Statewide Forensic Patient Flow Committee and 

 the MSDS, SPOFL, the chief psychologist SN and the senior psychologists Statewide Disability 

Services (SDS). 

3.4     Primary Agency Responsibility 

Following the case conference, the allocated primary agency is responsible for directing the ongoing 

management of the case by: 

 complying with their standard operational model, which may include referrals to the other agency for 

clinical input, while the primary agency continues to direct the case;  

 initiating the development of a forensic patient case plan and updates; and 

 providing reports as required by the Tribunal from time to time.  Where such reports cannot be 

provided by the agency as a result of their operational guidelines, then the agency will advise the 

Tribunal of the source of the reports. 

If the primary agency considers that the primary presenting problem has changed, the agency should refer 

the case back to a case conference. 



Primary Agency for Forensic Patients in Custody 
 

 

 
Policy: 1.192 Issue Date: 23 July 2015 Page 6 of 7 

Following allocation of primary responsibility for case management to an agency, there may be occasions 

when the forensic patient becomes fit for trial. In such situations, responsibility for case management reverts 

to the correctional centre of classification. 

3.5 Dispute Resolution 

If a case conference cannot clarify the ambiguity regarding the primary agency, then the matter should be 

escalated to the next managerial level: 

 If the case conference was conducted by delegates, then resolution should be referred to the 

CDCMH or DCDFLBH and SMSN, or  

 If the case conference was conducted by the CDCMH or DCDFLBH and SMSN, then resolution should 

be referred to the SCDFMH and Statewide Manager Services (SMS). 

The final decision regarding the primary agency must be relayed to the same persons and entities listed 

under section 3.3, as appropriate. 

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 

Legislation Crimes (Administration of Sentences) Act 1999 

Health Records and Information Privacy Act 2002 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

JH&FMHN Policies and 

Guidelines 

1.075 Clinical Handover 

1.225 Health Assessments in Male and Female Adult Correctional Centres 

1.231 Health Problem Notification Form (Adults) 

4.020 Health Records 

4.030 Requesting and Disclosing Health Information 

Guidelines on the Use and Disclosure of Inmate/Patient Medical Records and 

Other Health Information 

NSW Ministry of Health 

Policy Directives and 

Manuals 

PD2009_060 Clinical Handover – Standard Key Principles 

Privacy Manual for Health Information 

CSNSW Policies and 

Procedures 

 

Offender Classification and Case Management Policy & Procedure Manual 

(18.4.6) Public interest inmates and the pre-release leave committee (PRLC) 

(20.2.10) External leave programs 

(20.7) Escorted external leave programs  

(20.8) Section 6 orders 

Operations Procedures Manual Section 1 Boards and Tribunals 

Sentence Administration Procedures for Forensic and Correctional Patients 

 

  

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://intranetjh/pol/policylib/1.075_Policy_0515.pdf
http://intranetjh/pol/policylib/1.225_Policy_0515.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/4.020_Policy_0715.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/Procedures_Manuals/Information%20Sharing%20Guidelines%20between%20JH%20CSNSW%20and%20GEO.PDF
http://intranetjh/Procedures_Manuals/Information%20Sharing%20Guidelines%20between%20JH%20CSNSW%20and%20GEO.PDF
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://www.health.nsw.gov.au/policies/manuals/Pages/privacy-manual-for-health-information.aspx
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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 

Health Assessments in Male and Female  

Adult Correctional Centres 

Policy Number 1.225 

Policy Function Continuum of Care 

Issue Date 5 May 2015 

Summary This policy outlines the standardised clinical screening and assessment 

processes across Justice Health & Forensic Mental Health Network (JH&FMHN) 

to ensure appropriate health assessments are completed to identify patients 

with acute and/or chronic conditions 

Responsible Officer Executive Director Clinical Operations | Custodial Health 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.225 (March 2011) 

Change Summary  Changes reflect redesign of chronic disease assessment process 

 Reformatting and rewording of sections 

 Update of legislation, references and related documents. 

TRIM Reference POLJH/1225 

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

 

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

Justice Health & Forensic Mental Health Network (JH&FMHN) is committed to providing appropriate patient 

centred care within Corrective Service New South Wales (CSNSW) locations. This is facilitated through a 

staged health assessment process that commences with a reception screening assessment. This usually 

occurs when the patient arrives at a reception Centre. Further assessments are undertaken in a planned and 

co-ordinated manner with follow up appointments arranged for those patients identified at risk of 

developing or currently have a diagnosed acute and/or chronic condition. 

2. Policy Content 

Staged health care provision is provided for all patients with the aim of identifying, managing and reviewing 

patients based on clinical need and best practice guidelines. 

The following processes illustrate the approach by JH&FMHN as an organisation to a patient’s health care 

journey. These processes must not be altered at a local level. Any changes deemed necessary will be made by 

the Clinical Operations Working Group following consultation with front line clinicians/staff, managers and/or 

patients. 

2.1 Mandatory Requirements 

Health care provision is facilitated via the following processes: 

2.1.1 Police Cells Triage (PCT) 

The focus of this assessment is to identify and manage clinical risk and stabilisation of a patient’s immediate 

health needs. This assessment is paper based and is used for Form 7 patients in police custody.   

2.1.2 Reception Screening Assessment (RSA) 

The purpose of the RSA is to assess patients for any Primary Health, Mental Health, Drug and Alcohol and 

Population Health issues that require immediate or ongoing treatment. When further management of any 

identified conditions are required, referrals are made via Patient Administration System (PAS) to the 

appropriate health specialist. 

2.1.3    Gross Observation of Patients 

Sometimes a clinician may not be able to perform a RSA, for example, if the patient is uncooperative, 

confused, violent, or sedated. In this situation gross observation should be conducted and will provide 

important information. Clinicians should note the following, taken from the NSW Health Mental Health for 

Emergency Departments A Reference Guide 2009 and document the findings in the Health Record: 

Appearance 

 Description (tall, short, thin, obese, gender, age) 

 Odour (alcohol, ketosis, chemical poisoning, strong body odour) 

 Presentation (well-groomed, dishevelled, unshaven) 

 Scars from previous self-harm (be aware that some self-harm may occur in areas of the body that is 

not obvious (e.g. thighs, abdomen, breasts) 

 Substance abuse (track marks) 

 Medical information bracelet (epilepsy, diabetes etc.) 

http://www.health.nsw.gov.au/mhdao/publications/Pages/pub-emergency.aspx
http://www.health.nsw.gov.au/mhdao/publications/Pages/pub-emergency.aspx


Health Assessments in Male and Female Adult  

Correctional Centres 
 

 

 
Policy: 1.225 Issue Date: 5 May 2015 Page 3 of 8 

 Obvious signs of injury 

 Manner (e.g. pacing, restless, calm) 

 Colour (e.g. cyanosed, flushed, pale) 

Gross neurology 

 Moving all limbs 

 Facial asymmetry 

 Tremor 

 Orientation (are aware they are in hospital) 

 Level of consciousness (note if stable or fluctuating) 

 Pupils (size, reactivity, equality) 

 Signs of head injury (recent or old) 

2.1.4 Chronic Disease Screen 

The assessment and management of Chronic Disease takes place with the use of the following clinical 

assessment and management processes: 

 Chronic Disease Screen 

 Multidisciplinary Care Plan 

 Clinical Pathways as identified in the Chronic Conditions Toolkit 

2.1.5 Chronic Care Clinical Pathways 

The Justice Health Chronic Care Clinical Pathways are designed to aid in assessment and management of 

chronic conditions within the environment in which JH&FMHN staff deliver health care. They provide a 

pathway of care from reception, while in custody and to release. The Chronic Conditions Toolkit assists 

clinicians to manage patients with diagnosed or suspected chronic conditions. 

3. Procedure Content 

3.1 Police Cells   

Registered Nurses (RN) working in Police Cells may commence and/or complete an RSA on the Justice Health 

electronic Health System (JHeHS) for patients under custodial care.  

The Police Cells Triage (PCT) form is a paper assessment for use within patients who are bail refused only (i.e. 

patients in Police Cells and are in police custody). The PCT may be completed for patients with identified 

health needs in Police Cell locations where JH&FMHN provides a service and as access permits. 

The focus of this assessment is to identify and manage clinical risk and stabilisation of a patient’s immediate 

health needs. This includes the prioritisation of those patients requiring transfer to other locations where a 

higher level of healthcare is provided.  

On arrival in custody the appointment type ‘PRI Police Cells Triage’ must be used to record the Police Cells 

Appointment in PAS at the conclusion of the triage process.  
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Subsequent occasion of service in the Police Cells Complex must be recorded as a ‘PRI Police Cells Review’ 

appointment type in PAS. 

At the completion of the shift, health staff from Police Cells must advise the After Hours Nurse Manager of: 

 the number of patients received into custody during the shift 

 the number of patients currently at that location 

 the number of patients identified as being ‘at risk’ 

 the number of patients identified as requiring priority transfer to locations with enhanced health care 

resources. This may include transfer to the nearest emergency department for the treatment and 

stabilisation of an acute health condition 

Both active and inactive PAS alerts must be checked, reviewed, updated, or ceased as relevant to inform the 

current RSA and document this in the health record. JH&FMHN Health Problem Notification (HPNF) forms, 

Release of Information (ROI) and other relevant documents will be attended to as necessary. 

If the CSNSW Court Escort Security Unit (CESU) officers, police officers or the court have identified any health 

concerns, or if any illness, injury or activity associated with increased clinical risk occurs during transit, CSNSW 

must inform health staff when the inmate/patient enters custody. 

3.2 Reception Screening Assessment (RSA) 

Reception from Police Cells to Health Centre 

 A nurse must complete an RSA in JHeHS on all patients entering NSW Correctional Centres. When 

started in Police Cells, the RSA will be completed by another nurse in the admission health centre. 

 Both active and inactive PAS alerts must be checked, reviewed, updated, or ceased as relevant to 

inform the current RSA and document this in the health record.  

 Where possible an RSA must be completed within 24 hours of admission to the health centre. If this 

is not possible due to psychological or physical impairment, an appropriate referral is to be made on 

PAS for immediate treatment with the appropriate health specialist. The RSA will be completed as 

soon as the patient is stable and capable. 

 When a health condition is identified during the reception assessment of the patient: 

o Alerts for health conditions must be placed on JHeHS 

o JH&FMHN HPNF must be completed and referred to CSNSW 

o ROI must be sought from the patient to their regular health service provider 

o PAS appointments must be sent to appropriate health practitioner 

o RSA must be completed as soon as patient capable if not complete 

Reception to JH&FMHN directly from hospital 

When a patient is admitted directly to Long Bay Hospital the RSA will be completed when possible and in 

addition to all LBH admission protocol. 

 

After Hours Admissions to Health Centres: 
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 If a new patient arrives at a health centre after hours, CSNSW will notify the After Hours Nurse 

Manager (AHNM) of arrival. 

 RSA to be completed as soon as possible, e.g. next time nursing staff attend the health centre. 

Training requirements for Nursing Staff undertaking Reception Screening 

Registered Nurses (RN) are required to gain experience or education in mental health, physical health and 

drug and alcohol assessment and management before completion of the RSA Education program on HETI. 

This is linked to the practical requirements undertaken at a reception health centre. RNs working at 

Reception Centres or Police Cells may apply for the Reception Screening Education course via HETI online.  

3.3 Chronic Disease Screen (CDS) 

A patient’s ongoing assessment and management take place using the following clinical assessment and 

management processes: 

 Chronic Disease Screen (CDS)  

 Multidisciplinary Care Plan (MCP) 

 Clinical pathways as identified in the Chronic Conditions Toolkit. 

The Chronic Disease Screen must be completed by a Registered or Enrolled Nurse. There are three criteria 

that determine if a patient requires a Chronic Disease Screen (CDS): 

1. Patients with a confirmed chronic condition (following release of information to community 

practitioner confirming the condition). 

2. All Aboriginal and/or Torres Strait Islander patients who are 45 years old and over. 

3. All non-Aboriginal and/or Torres Strait Islander patients who are 55 years old and over.  

The CDS is Primary Health focussed and includes; 

 Physical assessment 

 Screening focussed on cardiovascular disease, respiratory disease, kidney disease, endocrine disease 

and neurological disorders 

 Multidisciplinary consultation 

If during the Chronic Disease Assessment there are symptoms identified that indicate the need for further 

investigation, the patient will be referred via PAS to the appropriate health stream for expert management of 

the chronic illness e.g. Drug and Alcohol, Mental Health, Population Health. Patients identified with a chronic 

condition must be referred to the Care Navigation Support Program (CNSP) as appropriate. 

Patients with identified acute or chronic conditions must be treated according to clinical guidelines or 

defined clinical pathways and placed on appropriate waiting lists on PAS for clinicians in the respective 

service streams. 

Initial CDS 

 If a patient meets the CDS criteria at the time of completion of an RSA the patient must be placed on 

the ‘Initial Chronic Disease Screen’ waiting list on PAS including a ‘see by’ date. The patient must 

have a CDS completed within 30 days of RSA.  

 If a patient meets the criteria at another point during their incarceration (e.g. is diagnosed with a 

chronic disease or reaches the age of 55 years), a CDS must be completed within 30 days of the 
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patients’ presentation to health staff. The patient should be placed on the ‘Initial Chronic Disease 

Screen’ waiting list on PAS including a ‘see by’ date. 

 The CDS can be completed on any patient at any time deemed appropriate by health staff. Clinicians 

are encouraged to exercise clinical autonomy as appropriate. 

Follow up CDS 

 Once a patient has had an initial CDS they must be placed on the ‘CDS Follow up’ waiting list on PAS 

including a ‘see by’ date if they require a follow up. 

 Patients being treated for chronic illness must have a CDS included in the MCP every 2 years. 

  The patient must be placed on the ‘CDS Follow Up’ waiting list on PAS including a ‘see by’ date. 

 Aboriginal or Torres Strait Islander patients over 45 years or Non Aboriginal patients over 55 years 

must have a CDS every 2 years.  The patient must be placed on the ‘CDS Follow Up’ waiting list on 

PAS including a ‘see by’ date. 

3.4 Multidisciplinary Care Plan (MCP) 

All patients who have a CDS completed must have a MCP completed on JHeHS. This will be completed with 

reference to the clinical pathways defined in the Chronic Conditions Toolkit and PAS processes. Included in 

the Multidisciplinary Care Plan (MCP) will be the timeframe for the patients next CDS as decided by the 

clinician and the appropriate pathway. 

Any health conditions identified during the CDS will appear on the MCP for treatment by all clinical streams. 

The MCP will outline treatment of any health conditions, clinical findings and the interventions initiated to 

manage them. 

The MCP must be completed and updated on JHeHS and must not be printed or replicated anywhere else. 

All disciplines and specialties are expected to contribute to the MCP and be instrumental in the timely review 

of the MCP. Every effort should be made for the MCP to be written in collaboration with the patient. Once 

initiated, patients will have one MCP in JHeHS which will be updated continuously over time. 

A waiting list entry for any patient follow-up documented in the MCP must be booked via PAS.  

A MCP can be completed on any patient at any time deemed appropriate by health staff.  Clinicians are 

encouraged to exercise clinical autonomy as appropriate. 

3.5 Chronic Care Clinical Pathways & Chronic Conditions Toolkit 

The Justice Health Chronic Care Clinical Pathways are designed to aid in timely diagnosis and management 

of long term chronic conditions within JH&FMHN. They provide a pathway of care from reception through to 

release, including nomination of which member of the multidisciplinary team is responsible for each required 

assessment and intervention. The Chronic Care Clinical Pathways are underpinned by the best available 

evidence and reflect standard of care provisions which are already adopted in the wider community. 

3.5.1 Chronic Conditions Toolkit – The Clinicians Guide 

The Chronic Conditions Toolkit contains guidelines to assist clinicians in assessment and management of 

chronic conditions from entry into the correctional environment to release. It is a practical guide to every day 

management of patients with a chronic disease. Topics covered include acute conditions, nursing 

assessments, health promotion, Chronic Care Clinical Pathways, General Information and Frequently Asked 

Questions (FAQ’s). 



Health Assessments in Male and Female Adult  

Correctional Centres 
 

 

 
Policy: 1.225 Issue Date: 5 May 2015 Page 7 of 8 

Chronic Conditions Toolkit: The Clinicians Guide from Reception to Release is available on the JH&FMHN 

Intranet. 

3.5.2 Transfer of Relevant Clinical Information to Corrective Services NSW 

Information in relation to the health of the patient is transferred to CSNSW via the HPNF. Confidential clinical 

details must not be disseminated to CSNSW but instructions on how to care/manage the patient must be 

provided and clearly communicated via the HPNF and PAS Alerts. Designated PAS alerts are also shared 

automatically with CSNSW Offender Integrated Management System (OIMS) as identified in PAS and also in 

the Chronic Conditions Toolkit. This will assist CSNSW to provide appropriate care, accommodation and 

access to health services that are in keeping with the patient’s clinical needs. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

  

http://intranetjh/Procedures_Manuals/CC-ClinPath/A.%20Chronic%20Conditions%20Toolkit.pdf
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5. Legislation and Related Documents 

JH&FMHN Policies, 

Procedures & Guidelines 

1.111 Court and Police Cell Complexes (Adults) Healthcare Responsibilities 

1.130 Dental Services 

1.135 Special Diets – Clinically Recommended 

1.230 Health Care Interpreter Services – CALD Patients 

1.231 Health Problem Notification Form (Adults) 

1.262 Medical and Nursing Certificates (Adults) 

1.395 Transfer and Transport of Patients 

1.430 Management of Pregnant Women in Custody 

4.030 Release of Health Information 

5.155 Management of Nicotine Dependence and Smoking Cessation 

 

Chronic Conditions Toolkit: The Clinicians Guide from Reception to Release 

Drug and Alcohol Procedure Manual (Oct 2014) 

PAS Quick Step Guides 

NSW MoH Policy Directives, 

and Guidelines  

PD2005_406 Consent to Medical Treatment – Patient Information 

GL2005_036 Nicotine Dependant Inpatients (The guide for the management of) 

Mental Health for Emergency Departments A Reference Guide 2009 

Commonwealth of Australia 

Department of Health 
National chronic disease strategy 

 

http://intranetjh/pol/policylib/1.111_Policy_0714.pdf
http://intranetjh/pol/policylib/1.130_Policy_0712.pdf
http://intranetjh/pol/policylib/1.135_Policy_0514.pdf
http://intranetjh/pol/policylib/1.230_policy_0913.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.262_Policy_0512.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.430_Policy_0514.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/pol/policylib/5.155_Policy_0314.pdf
http://intranetjh/Procedures_Manuals/CC-ClinPath/A.%20Chronic%20Conditions%20Toolkit.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://intranetjh/apps/PAS/JHF/How%20to%20use%20the%20Quick%20Step%20Guide.pdf
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www.health.nsw.gov.au/policies/GL/2005/GL2005_036.html
http://www.health.nsw.gov.au/mhdao/publications/Pages/pub-emergency.aspx
http://www.health.gov.au/internet/main/publishing.nsf/Content/pq-ncds-strat
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Health Care Interpreter Services –  

Culturally and Linguistically Diverse Patients  

Policy Number 1.230 

Policy Function Continuum of Care 

Issue Date 26 September 2013 

Summary This policy provides information regarding the use of heath care interpreters and 
other communication aids to provide health staff with guidelines to promote the 
delivery of culturally appropriate health services to patients from culturally and 
linguistically diverse backgrounds. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 
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Previous Issue(s) Policy 1.230 (June 2013) 

Change Summary Contact numbers and areas services have been included as well as references to 
when interpreter services should be used in the Forensic setting. 

TRIM Reference POLJH/1230 

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

NSW Ministry of Health is committed to the Principles of Multiculturalism. The provision of health services to 
culturally and linguistically diverse (CALD) patients is based on the following legislation and plan: 

1. Equality of access to health care services for culturally and linguistically diverse populations (the Anti-
Discrimination Act 1997); and 

2. The responsibility of the health care system to respond appropriately to the specific needs of different 
groups in the community which include people from culturally and linguistically diverse backgrounds 

(Community Relations Commission and Principles of Multiculturalism Act 2000, and the Mental Health Act 
2007). 

3. NSW Multicultural Mental Health Plan 2008-12 is a strategic State-wide policy delivery framework for 
improving the mental health of people in NSW from CALD communities.  The plan reflects and 
complements national and state policy directions and emerging trends across communities.  

It is NSW Government policy that the full range of health services be accessible and appropriate to CALD 
patients and that professional health care interpreters be used to facilitate communication between people who 
are not fluent in English and the staff of the NSW public health system. This objective is attained through the 
access and provision of programs such as the Health Care Interpreter Service, Health Languages Service, the 
Transcultural Mental Health Service and the Multilingual Communication Service to facilitate the provision of 
written and other communication information to patients, and their carer/s where appropriate, in the language 
of their choice or in a form that can be universally understood.  

Health care interpreters are to be used in all health care situations where communication is essential including 
admission, obtaining consent, conducting assessments, counselling, explanation of treatment including 
associated risks and side-effects, health education and discharge planning.  

2. Policy Content 

2.1 Mandatory requirements 

Justice Health & Forensic Mental Health Network (JH&FMHN) staff must ensure the same standard of health care 
to the greatest degree possible is provided to all patients irrespective of their cultural and linguistic background. 
This includes ensuring that persons with problems communicating in English have an adequate communication 
resource and that any cultural factors relevant to the diagnosis, assessment and management of a clinical 
condition are known and taken into account. 

Every occasion when an interpreter is required and is not available (either through inability to book or 

cancellation) must be logged as an incident in the Incident Information Management System (IIMS). An IIMS 
must be completed each time a patient/staff member is used as an interpreter for a patient. 

2.2 Implementation – Roles & responsibilities 

Prior to commencing treatment, health care providers must disclose all relevant information regarding treatment 
and any associated risks, side effects or possible adverse outcomes. This information must be communicated to 
patients, and where appropriate their carer/s, who are not fluent in English through a professional health care 
interpreter. 

On admission (e.g. reception, inpatient admissions or community initial assessments) all patients must be 
identified as either English speaking or non-English speaking. If the patient identifies as being from a non-English 
speaking background, or where a language other than English (LOTE) is spoken at home, this requires the 
services of an interpreter and must be noted on a Health Problem Notification Form, on the cover of the 
patient’s Health Record and as an alert in PAS (the JH&FMHN Patient Administration System). 

Every effort must be made to support and educate staff to identify and engage patients, and their families and 
carers where appropriate, in the provision of health care, improve responsiveness of health professionals to the 
expressed needs of patient, and their carers where appropriate, in reducing the barriers to health services and 
timely accurate information to promote patient/family and carer independence and empowerment.   

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+48+1977+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+48+1977+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+77+2000+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2008/pdf/pd2008_067.pdf
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3. Procedures 

3.1 Culturally appropriate care 

All health staff providing clinical care for patients must be aware of cultural considerations whenever they are 
interacting with patients, and where appropriate their carers, and where required culturally appropriate services 
are to be provided. 

Examples of placing clinical interactions in a cultural context are: 

 Communication signals – persons from different cultural backgrounds use communication signals 
differently, e.g. personal space, eye contact and style of speech. 

 Cultural appropriateness of health management plans – treatment plans which fit the culture of the 
patient are to be developed. 

 Avoidance of ethnic stereotypes – ethnic stereotyping is likely to be incorrect for a group and certainly 
does not apply to a particular individual e.g. a “typically quiet Vietnamese man” could in fact be a 
significantly depressed man. 

 Acknowledging and respecting the religion/belief systems of patients.  

JH&FMHN staff are also encouraged to use the referral guide for assessing culturally appropriate health services 
at Appendix A. In addition a practical guide for cultural assessment can be found on the Cultural Assessment 
Checklist (G:\SHARED\FAC_Resources\Multicultural\Cultural Assessment Guidelines\Cultural Assessment 
Guide.pdf).  

3.2 Written and other resources 

The implementation of this policy requires all JH&FMHN service areas to provide information and health 
resources in languages other than English. An adequate supply of relevant multi-lingual publications should be 
on display at all clinical service contact points and/or available on the shared multicultural drive. The Multilingual 
Health Communication Service publishes over 300 publications in 17 languages.  

The Transcultural Mental Health Centre (TCMHC) offers multicultural information as well as providing a Clinical 
Services Consultation Model for use by clinicians when assessing patients from a CALD background. The TCMHC 
provides specific Outreach Clinics to assist mainstream health providers accurately assess CALD patients 
presenting with mental health issues and to assist in the development of culturally appropriate treatment plans. 

STARTTS is the NSW Service for the Treatment and Rehabilitation of Torture and Trauma Survivors and provides 
services to assist people from refugee and refugee-like backgrounds who have experienced torture or other 
traumatic events before arriving in Australia.  The service provides a range of publications, individual counselling 
and other useful resources.  

As the literacy level of some non-English speaking patients in their own language will not be adequate to 
understand information provided, the obligation imposed by the equity of access for persons who are culturally 
and linguistically diverse is not met simply by the provision of written information in their own language. There is 
a responsibility to ensure that all information imparted to the patient is understood. Written information should 
not replace verbal communication in clinical practice. For accurate communication with a patient a professional 
interpreter must be used. Each health facility must display a sign indicating the availability of the Health Care 
Interpreter Service. In addition Health service signs must be displayed using multi-lingual text and universal 
symbols. JH&FMHN signage in ambulatory Health Centres must also be provided in Arabic, Mandarin and 
Vietnamese. 

3.3 Health Care Interpreter Service 

It is important, wherever practical, for health facilities to modify services to meet the health needs of patients 
from culturally diverse backgrounds. Modified services can include, but are not limited to: 

 Provision of multilingual pharmaceutical labels, and/or drug information where possible. 

 Provision of female clinical staff for female patients when requested. Some women of CALD background 
find it traumatic to be treated by males. 

 Provision of multilingual information about their illness/disease. 

 

 

file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural/Cultural%20Assessment%20Guidelines/Cultural%20Assessment%20Guide.pdf
file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural/Cultural%20Assessment%20Guidelines/Cultural%20Assessment%20Guide.pdf
file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural/Cultural%20Assessment%20Guidelines/Cultural%20Assessment%20Guide.pdf
file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural/Cultural%20Assessment%20Guidelines/Cultural%20Assessment%20Guide.pdf
file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural
http://www.mhcs.health.nsw.gov.au/
http://www.mhcs.health.nsw.gov.au/
http://www.dhi.health.nsw.gov.au/tmhc/default.aspx
file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural/Transcultural%20MH%20Resources
http://www.startts.org.au/
http://www.dhi.health.nsw.gov.au/tmhc/CMB/CMB/default.aspx
file://sjuslonfp01/Groups$/SHARED/FAC_Resources/Multicultural/Transcultural%20MH%20Resources
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3.4 Health care interpreters 

All patients who are not fluent in English must be informed about their right to access a professional health care 
interpreter and offered the services of a professional health care interpreter at first point of contact with 

JH&FMHN and on an ongoing basis if required. Please refer to the Process to follow for using interpreters on 
page 7 of this policy. 

Multilingual information must be available that details the interpreter services available. 

A professional healthcare interpreter must be provided when the patient, the patient advocate/family/carer or 
representative requests the use of a professional interpreter, even if the health centre staff does not consider one 
is required.  

The Health Care Interpreter Service (HCIS) can be contacted on:  

 (02) 9912 3800 (Western Sydney LHD, Nepean Blue Mountains LHD, Northern Sydney LHD) 

 (02) 4924 6285 / after hours (02) 4921 3000 (Hunter New England LHD, Central Coast LHD, Mid North 
Coast LHD, Northern LHD, Far West LHD, Western LHD) 

 (02) 4274 4211 / after hours 1800 247 272 (Illawarra Shoalhaven LHD, Murrumbidgee LHD, Southern 
LHD) 

Health Language Services (HLS) can be contacted on: 

 (02) 9828 6088 (Sydney LHD, South Western Sydney LHD, South Eastern Sydney LHD)  

All HCIS and HLS offer a 24/7 day service. If the HCIS or HLS cannot accommodate your needs the Translating 
and Interpreting Service (TIS) (National Service) is available for clinicians on 131 450. 

A professional healthcare interpreter should be used in the following situations: 

 Initial assessment and diagnosis of patients, 

 Terminal illness, particularly when discussing management and assessment of end of life treatment 
options with the patient, 

 Screening, including pre and post-test discussion, diagnosis and treatment of sexually transmitted 
infections and blood borne viruses, 

 Preoperative and postoperative instructions, 

 Obtaining Medical and psychiatric histories, in assessment and ongoing treatment/management/review, 

 In counselling,  

 For Mental Health Review Tribunals or Legal Reviews, 

 Explanation of medication, 

 The seeking of informed consent,  

 Release planning arrangements, and 

 Discharge planning arrangements from inpatient facilities. 

Care Plans should note the need for an interpreter.  Consent to treatment may not be valid if it is obtained 
through a child or family member, other patients, visitors or staff acting as interpreters. Non-professional 
interpreters should only be used when the patient has declined the offer of a professional interpreter or a 
professional interpreter is not readily available. An IIMS needs to be completed in such cases. 

3.4.1 Telephone and videoconference interpreting service 

In the event that a health care interpreter cannot be provided on site, telephone interpreting or videoconference 
interpreting through HCIS or HLS should be used in the first instance. Where this is not possible, the Translating 
and Interpreting Service (TIS) telephone number 131 450 can be used.  

When using a telephone interpreting service with the patient present, it is preferable to use a speakerphone or a 
two-handset phone. Care should be taken to protect the patient’s privacy when using speakerphones. 
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In cases of emergency, when the HCIS, HLS or TIS interpreters are not available, this must be noted in the 
patient’s Health Record and the JH&FMHN staff member responsible must ensure that an interpreter is called as 
soon as possible to ensure that accurate information has been communicated and the medical history is 
accurate. 

3.4.2 Access to health care interpreters 

The NSW Ministry of Health Policy Directive PD2006_053 Interpreters - Standard Procedures for Working with 
Health Care Interpreters directs that: 

 Language spoken at home (or preferred language), country of birth and need for interpreter assistance 
must be recorded at admission or reception for all patients. 

 All patients of CALD backgrounds must be informed about the availability of health care interpreter 
services. 

 Information regarding health care interpreter services is to be detailed in community languages in patient 
rights pamphlets, information brochures and signs. 

Health staff are requested to document in the patient’s Health Record the outcome of interviews with the health 
care interpreter. This should include any comments and relevant cultural information and advice for health staff. 
Health care interpreters are required to be present, with the permission of the patient, during any interviews or 
discussions relevant to health care treatment. If a patient's mental state is such that the patient cannot identify 
their need for an interpreter's assistance and there is any doubt whatsoever, an interpreter must be used to 
assist in the assessment. 

3.4.3 Patients who refuse the use of an interpreter 

When a patient declines the use of an interpreter health staff must: 

 Explain that s/he is obliged to ensure that all communication is accurate and impartial; this includes 
medical information provided by the health care provider as well as information given by the patient; 

 Explain that the service is free to the patient; 

 Explain that all communication is confidential and private and will not be breached if an interpreter is 
used; and 

 Encourage the use of an interpreter with the patient by exploring reasons for their refusal. 

While some patients may refuse a professional health care interpreter in favour of using a relative or friend, the 
patient must be advised that this is not suitable for meeting the legal requirements of professional interpreting. 

Pictograms and other resources are available at www.mhcs.health.nsw.gov.au to assist with conveying this 
information. 

In the case that a professional healthcare interpreter is not used because the patient has declined the use of one, 
the health care provider must record the details in the patient’s Health Record, with the details of the discussions 
that have taken place about the use of an interpreter. 

3.4.4 When an interpreter is not available 

Every effort must be made to use an interpreter.  However, there are times when an interpreter is not available 
and health care to the patient must still be provided. In these circumstances the following process should be 
followed. 

When essential health information needs to be gathered, particularly at reception, and an interpreter is not 
available within one hour, then health staff must contact the Nurse Manager / After Hours Nurse Manager to 
seek approval to use another patient, bilingual staff member or family member to act as an interpreter. Staff 
must be aware that this is a potential breach of the patient’s confidentiality and therefore must seek consent 
from the patient before this can occur. The patient is to be advised that only essential information will be asked 
and they can refuse to have a non-professional person interpret for them. 

If the patient refuses to have another patient or staff member interpret for them this must be documented in the 
patient’s Health Record and another means of attempting to gather essential information should be used, for 
example basic questions/pictograms requiring a yes or no response can be accessed from the Multicultural 
Health Communication Service. 

 

http://www0.health.nsw.gov.au/policies/pd/2006/PD2006_053.html
http://www.mhcs.health.nsw.gov.au/
http://www.mhcs.health.nsw.gov.au/
http://www.mhcs.health.nsw.gov.au/
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Patient’s health and safety may be compromised during times that an interpreter cannot be used and therefore 
health staff must ensure that close monitoring of the patient is maintained until such times as an interpreter can 
be accessed. In some instances this may require that the patient is placed in a health centre observation bed or 
an assessment cell until such times as an interpreter is available to assist with fully assessing the patient and 
gathering accurate information. 

Every occasion when an interpreter is required and is not available (either through inability to book or 
cancellation) must be logged as an incident in the IIMS. An IIMS must also be completed each time a 
patient/staff member is used as an interpreter for a patient. 

4. Definitions 

Must 

Indicates a mandatory action required that must be compiled 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 1997 

Community Relations Commission and Principles of Multiculturalism Act 2000   

Mental Health Act 2007  

NSW Multicultural Mental Health Plan 2008-2012 

Related WWW Links Multicultural Health  
http://www.mhcs.health.nsw.gov.au/ 

Transcultural Mental Health 

http://www.dhi.health.nsw.gov.au/Transcultural-Mental-Health-Centre/ 

NSW Service for the Treatment and Rehabilitation of Torture and Trauma 
Survivors 
http://www.startts.org.au/ 

NSW Ministry of Health  PD2006_053 Interpreters - Standard Procedures for Working with Health Care 

Interpreters 

PD2011_014 Refugee Health Plan 2011-2016 

 

  

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+48+1977+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+77+2000+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.mhcs.health.nsw.gov.au/
http://www.startts.org.au/
http://www0.health.nsw.gov.au/policies/pd/2006/PD2006_053.html
http://www0.health.nsw.gov.au/policies/pd/2006/PD2006_053.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_014.html
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6. Process to follow for using Interpreters 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Need to communicate with or assess a 
patient from a linguistically diverse 

background 

Official Interpreter available in person or 
from TIS 

Yes No 

Interview patient with the 
assistance of an official 

interpreter 

Contact NM/AHNM to advise of 
the situation and seek approval to 

use a patient/staff member to 
interpret 

 
 
\ Explain to patient no official 

interpreter available and gain 
consent for another patient/staff 

member to interpret for them 

Patient Consents 

No Yes 

Conduct interview/assessment but only asking 
essential questions for the patient’s health and safety 

and document use of unofficial interpreter in 
patient’s Health Record 

Complete an IIMS 

Is the need to interview the patient 
urgent e.g. new reception? 

Yes No 

Ensure an official interpreter is 
booked to conduct the 

interview as soon as possible 
and document in patient’s 

Health Record 

Maintain safety of patient / 
closely monitor patient 

Complete an IIMS 
 

For Oral Health Services 
contact CDOH or OHOM 

for immediate advice 
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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 

Health Problem Notification Form (Adults) 

Policy Number 1.231 

Policy Function Continuum of Care 

Issue Date 20 June 2016 

Summary The Health Problem Notification Form communicates Justice Health & Forensic 

Mental Health Network recommendations regarding an adult patient’s clinical 

status to Corrective Services NSW. 

This policy provides guidelines on the appropriate implementation of a Health 

Problem Notification Form to improve communication between Corrective 

Services NSW and Justice Health & Forensic Mental Health Network regarding 

the clinical needs and risks of adult patients.  

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.231 (August 2012) 

Policy 1.231 (Dec 2008) 

Change Summary  Inclusion of Risk of Bleeding Alert

 Deletion that the Health Problem Notification Form can be used to

recommend to Corrective Services NSW transfer to another centre

 Inclusion that Justice Health & Forensic Mental Health Network staff

need to discuss short term management of complex patients in the

centre until an appropriate correctional centre is identified as per policy

1.395 – Transfer and Transport of Patients.

TRIM Reference POLJH/1231 

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

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

The Health Problem Notification Form (HPNF) communicates Justice Health & Forensic Mental Health 

Network (JH&FMHN) advice and recommendations regarding an adult patient’s clinical status to Corrective 

Services NSW (CSNSW). This information may concern cell placement recommendation, or possible signs of 

conditions and illness, such as substance withdrawal, mental health, or patients on blood thinning agents 

such as Warfarin and Clexane. Additionally, it is also used to recommend Additional Precautions (i.e. 

Airborne, Droplet or Contact Precautions) for patients with suspected or confirmed communicable diseases 

and infections. 

This policy provides guidelines on the appropriate implementation of a HPNF to improve communication 

between CSNSW and JH&FMHN regarding the clinical needs and risks of adult patients and suitable 

placement and management requirements. 

2. Policy Content 

2.1 Mandatory Requirements  

JH&FMHN clinicians have a duty of care to advise CSNSW custodial officers of actual or potential “at-risk” 

health problems. The HPNF is designed specifically for this purpose.  

Formal recommendations must occur at reception or whenever a patient’s clinical presentation changes. 

Relevant signs or symptoms must be expressed in “lay language” for CSNSW custodial officers (refer to Guide 

Descriptions in Lay Language on Appendix 1). 

The HPNF should also be used to provide:  

1. clinically based recommendations regarding a patient’s cell/accommodation placement. Please refer 

to JH&FMHN policy 1.340 Accommodation – Clinical Recommendations (Adults). 

2. clinically based opinions/recommendations regarding a patient’s other health needs which include, 

but are not limited to:  

 cell access during let – go hours;  

 patient to have health related equipment or personal property in cells. 

2.2 Implementation – Roles & Responsibilities 

The Nursing Unit Manager (NUM) or delegate is responsible for: 

 Ensuring a new HPNF is completed at reception or whenever a patient’s clinical situation changes, this 

may include changes that occur during transfer or differing clinical needs at the receiving centre. 

 Ensuring the HPNF is updated yearly and recorded in the Patient Administration System (PAS). 

 Ensuring a signed original of the HPNF is placed in the patient’s Health Record and two copies are 

given to CSNSW custodial officers, one for inclusion in the patient’s Case Management File and the 

other for the Officer in Charge (OIC) of the accommodation unit in which the patient is housed. 

 Discussing suitable short term management of the patient’s needs with the appropriate Nurse 

Manager, Medical Staff and Manager of Security (MOS), and that appropriate case management 

http://intranetjh/pol/policylib/1.340_Policy_1110.pdf
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discussions occur as per guidelines in policy 1.395 Transfer and Transport of Patients, if the patient 

requires movement.   

 Ensuring that following the completion of a new HPNF, a PAS alert is entered (or updated). 

3. Procedure Content 

It is essential that a new HPNF be initiated each time there is a change in clinical presentation and/or care 

requirement to ensure that CSNSW has the most current information. At the time of review, if there is no 

change in clinical presentation, it is unnecessary to complete a new HPNF. However for longer-term patients, 

the minimum requirement is to complete a new HPNF annually and record in PAS. 

The HPNF cannot be used to recommend to CSNSW the need to transfer a patient to another correctional 

centre for health related reasons. Refer to policy 1.395 Transfer and Transport of Patients for appropriate 

process of correctional centre movement on medical grounds.  

Once CSNSW has signed the original HPNF it must be placed in the patient’s Health Record. Two copies are 

given to CSNSW, one for inclusion in the patient’s Case Management File, when that file is created and the 

other copy is to be provided to the OIC of the accommodation unit in which the patient is housed. 

When the NUM or delegate determines that a patient is not suitable for long term placement at the 

correctional centre then this patient needs to be managed as per policy 1.395 Transfer and Transport of 

Patients, section 3.1.9. Short term management solutions must be identified and included on the HPNF and 

involve the appropriate Nurse Manager, MOS or delegate and Medical Staff until a suitable bed placement 

solution is identified.  

Correctional centres with 24 hour nursing coverage are located at the Metropolitan Remand and Reception 

Centre (MRRC), Silverwater Women’s Correctional Centre (SWCC), Long Bay Complex, Dillwynia, Junee, 

Parklea, John Morony and Outer Metropolitan Multi-purpose Correctional Centre (OMMPCC). For John 

Morony and OMMPCC, the night nurse is located at Dillwynia. For Long Bay Centres, there is only one nurse 

covering the four correctional centres. When a staff member is not aware of the location of a particular 

speciality service, he/she should seek advice from his/her NUM, Cluster Nurse Manager or the After Hours 

Nurse Manager (AHNM). 

When 24 hour nursing care is required, the process of transfer must follow policy 1.395 Transfer and 

Transport of patients, section 3.1.9 

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. 

http://intranetjh/pol/policylib/1.340_Policy_1110.pdf


 

Health Problem Notification Form (Adults) 
 

 

 
Policy: 1.231 Issue Date: 20 June 2016 Page 4 of 7 

5. Related Documents 

JH&FMHN Policies and 

Procedures 

1.340 Accommodation – Clinical Recommendations (Adults) 

1.395 Transfer and Transport of Patients 

JH&FMHN Forms JUS005.001 Health Problem Notification Form (Adults) 
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Flowchart – Health Problem Notification Form (Adult) 

 

Patient Enters Custody at Police Cells / 

Court Cell Location 

• HPNF is for use in Police Cell location only 

• Use lay language 

• CSNSW Officer receiving the patient to sign and 

retain two copies for placement on patient’s case 

management file once they have arrived at a 

correctional centre 

• Original signed HPNF placed in patient’s Health 

Record 

• Patient to be reviewed upon entry to correctional 

centre 

• HPNF must be time limited with the review date 

stated 

• Clinician responsible for review must be clearly 

stated 

• CSNSW Officer receiving the patient to sign and 

retain two copies for placement on patient’s case 

management file and Accommodation Unit 

• Original signed HPNF placed in patient’s Health 

Record 

Time of Clinical Review 

For example:  

• Chronic Disease Screen initial and 

follow up.  

• Clinical assessments 

• Inter-gaol transfer 

Complete HPNF as part of Police Cell / 

Court Cell Triage 
 

HPNF must be completed when: 

• There is change in clinical state and/or health needs 

of the patient 

• Duration of previous HPNF has expired 

• Differing health requirements upon transfer 

• CSNSW Officer receiving the patient to sign and 

retain two copies for placement on patient’s case 

management file and Accommodation Unit 

• Original signed HPNF placed in patient’s Health 

Record 
 

 

Annual Review of HPNF 

• HPNF must be updated yearly and 

recorded in PAS 

• HPNF annually updated, regardless if 

no change in the patient’s clinical 

needs and presentation 

Patient Enters Correctional Centre 

Via Police Cells 

Review patient & complete a new HPNF 

 

Direct to Correctional Centre 

Complete HPNF as component 

 of Reception Screening Assessment 

The HPNF must be: 

• Time limited with a stated review date 

• Clinician responsible for review clearly stated 

• CSNSW Officer receiving the patient to sign and 

retain two copies for placement on patient’s case 

management file and Accommodation Unit  

• Original signed HPNF placed in patient’s Health 

Record 

1 

2 

3 

4 
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Appendix 1 

Health Problem Notification Form (Adult) – Guide to Descriptions in Lay Language 

Note: This document is not exhaustive, and provides suggestions only 

Feature to be Observed Special Needs 
EPILEPSY 

Chewing or smacking lips  

Saying odd things  

Fiddling with clothing 

May have poor recent memory 

May lose consciousness / appear to be on the nod 

EPILEPSY 

Requires medication 

Group cell accommodation 

 

DIABETIC 

May feel dizzy, faint, light headed 

Hard to rouse-unconscious  

Excessive sweating  

May become aggressive and argumentative 

May be disorientated / over familiar 

DIABETIC·       

Requires regular meals 

Special diet 

Insulin or medication needed 

Give sweet lolly or drink 

Requires regular meals and at times extra meals such as bread 

and jam or milk at supper to prevent patients from getting 

hypoglycaemic attacks 

Group Cell accommodation (if unstable) 

SUICIDE 

Expressing suicidal ideas and intent 

Appears upset or not  coping well 

Isolative / withdrawn behaviour 

Giving away possessions 

May seem inappropriately happy 

Mood swings 

SUICIDE RISK 

Group cell or assessment cell       

Encourage to eat and drink 

Avoid sarcasm and innuendo 

Do not tease 

 

MENTAL HEALTH PROBLEM 

Inappropriate talking and laughing 

Isolative or over-familiar behaviour 

Decrease or over attention to self care 

Mood swings 

Agitation  

Changed level of risk from others 

MENTAL HEALTH PROBLEM 

Encourage to eat and drink 

Use clear, simple speech 

Avoid innuendo and sarcasm 

Medication required 

Access to Mental Health Nurse  

Do not tease 

Group cell or may require one out cell dependent on mental 

health condition. 

ALCOHOL WITHDRAWALS 

Possible  - Anxiety, agitation, sweating, tremor, vomiting, stomach 

cramps, diarrhoea, insomnia, headaches, disorientation, confusion, 

seizures 

  

DRUG WITHDRAWLS 

Possible – Anxiety, headache, insomnia, muscle aches, twitching, 

seizures, sweating, hot & cold flushes, gooseflesh, yawning, watery 

eyes, runny eyes, stomach cramps, nausea, vomiting, diarrhoea, 

disorientation, mood swings. 

DRUG AND/OR ALCOHOL WITHDRAWALS 

Group or assessment cell 

Quiet and calm environment 

Reassurance to decrease fear and anxiety 

Access and encouragement to drink fluids 

Alert health centre staff promptly of any changes in the person’s 

condition 

Access to Drug and Alcohol Services 

 

ASTHMA 

Wheezing 

Difficulty breathing 

Anxiety 

Fatigue 

ASTHMA 

May have inhaler in cell 

Group cell accommodation 

 

HEART TROUBLE                                                    

Pain to left arm, shoulder, fingers 

Skin may be pale, cold, clammy 

Pain to chest 

Faintness and nausea 

Sweating / breathlessness 

HEART TROUBLE 

Group cell accommodation 

Medication required 

 

HIGH BLOOD PRESSURE 

Headache 

May feel dizzy 

Ringing in ears 

Flushed 

HIGH BLOOD PRESSURE 

Group cell accommodation 

Requires medication 
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Feature to be Observed Special Needs 
END STAGE LIVER DISEASE 

Drowsiness, confusion, memory loss, lethargy, aggression, coma, 

yellowing of skin / eyes, itching, swelling of legs, feet or abdomen, 

easy bruising, vomiting blood 

END STAGE LIVER DISEASE 

Inform Health Centre Staff 

May Require Special Diet 

Will require regular attendance at clinic 

Consider if requires group cell 

RISK OF BLEEDING 

Commences bleeding from wounds or other orifices 

Complains of headache, pain or swelling in joints, tissues and/or 

other body areas 

Sustains trauma either through mishap, self harm or assault 

Complains of feeling light headed, unwell or vomits 

Becomes confused, drowsy or unconscious 

Complains of spotting or vaginal bleeding (pregnant female) 

Note that patients on blood thinning agents such as Warfarin and 

Clexane are at higher risk of complications from minor trauma 

such as assault or a simple fall whilst on this medication 

RISK OF BLEEDING 

If seeing any of these features, CSNSW staff should provide basic 

first aid and notify the health centre immediately if staffed or the 

After Hours Nurse Manager on 13000 ROAMS (13000 76267) and 

select option 1 if no JH&FMHN staff are available 

HEAD INJURY 

Complains of headache, pain or swelling in joints, tissues and/or 

other body areas 

Complains of feeling light headed, unwell or vomits 

Becomes confused, drowsy or unconscious 

HEAD INJURY 

If seeing any of these features, notify health centre immediately 

if staffed or the After Hours Nurse Manager on 13000 ROAMS 

(13000 76267) and select option 1 if no JH&FMHN staff are 

available 

Group cell or observation cell 

CHRONIC KIDNEY DISEASE 

Fatigue and malaise 

Anorexia 

Nausea and vomiting 

Swelling of legs 

CHRONIC KIDNEY DISEASE 

May require regular monitoring at Health Centre 

May require regular dialysis 

INFLUENZA LIKE ILLNESS 

Fever  

Cough 

Sore throat 

RESPIRATORY INFECTION 

One out cell accommodation 

Implement airborne or droplet precautions 

GASTROENTERITIS 

Vomiting 

Diarrhea 

Abdominal cramps 

RESPIRATORY INFECTION 

One out cell accommodation 

Implement contact precautions 
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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 

Health Problem Notification and Escort Form (Adolescents) 

Policy Number 1.235 

Policy Function Continuum of Care 

Issue Date 18 March 2014 

Summary The Health Problem Notification and Escort Form (HPNEF) is a formal 
communication tool utilised by JH&FMHN to provide advice and 
recommendations regarding a young person’s clinical status to partner agencies. 

This policy provides guidelines on the appropriate use of a HPNEF to improve 
communication between JH&FMHN and relevant external agencies regarding the 
clinical needs and risks of adolescent patients.  

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.235 (Nov 2010) 

Change Summary  Clinical review examples added. 

 Section added around PAS Downtime. 

TRIM Reference POLJH/1235 

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

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

Justice Health & Forensic Mental Health Network (JH&FMHN) via the Adolescent Health stream work in 
partnership with NSW Juvenile Justice (JJ), Corrective Service NSW (CSNSW) and the Department of Education 
and Communities (DEC) to provide services and care to young people in contact with the criminal justice system. 

The Health Problem Notification and Escort Form (HPNEF) is a formal communication tool utilised by Adolescent 
Health to provide advice and recommendations regarding a young person’s clinical status to these organisations.   

2. Policy Content 

2.1 Mandatory Requirements  

The aim of the Health Problem Notification and Escort Form is to: 

• Provide clinically relevant information about the health needs of a young person to those responsible for 
their care whilst in custody, including partner agencies JJ, CSNSW and DEC; 

• Convey clinical information using terminology understood by persons outside of the healthcare 
profession; 

• Ensure effective communication between JH&FMHN, JJ, CSNSW and DEC regarding a young person’s 
clinical needs whilst in custody; and 

• Facilitate appropriate management of young people by JH&FMHN, JJ, CSNSW and DEC whilst in their 
care. 

2.2 Implementation - Roles & Responsibilities 

The Nursing Unit Manager (NUM) or nursing staff delegate is responsible for ensuring a new HPNEF is completed 
at reception or whenever a patient’s clinical status changes, and is distributed to JJ, CSNSW and DEC. 

3. Procedure Content  

JH&FMHN health centre staff have a duty of care to advise JJ, CSNSW and DEC staff of actual or potential ‘at 
risk’ health problems of young people in custody to ensure appropriate management whilst in their care. In the 
Adolescent Health setting, the HPNEF is designed for this purpose. 

All HPNEFs must be completed on the JH&FMHN Patient Administration System (PAS). Refer to PAS Quick Step 

Guide – Adolescent Health Problem Notification & Escort Form, for further instruction on this process.  

3.1 Completing a HPNEF 

3.1.1 Initial Health Assessment 

A HPNEF must be completed for a young person who has a relevant health issue identified at Initial Assessment 

(e.g. Asthma or Anaphylaxis). Refer to JH&FMHN policy 1.036 Health Assessments by Nurses (Adolescents) for 
more information. 

3.1.2 Clinical Review 

A HPNEF must be completed when a young person’s clinical status changes upon clinical review. Not all health 
issues require notification to partner agencies, and highly confidential information should not be shared (see 
Section 3.2 HPNEF Content). Examples of relevant health issues are as follows: 

• If at risk of self harm, or support for substance withdrawal is identified at Initial Assessment. 

• If a mental health risk is identified at Initial or Comprehensive Assessment, or when reviewed by a 
Medical Officer, Clinical Nurse Consultant or Registered Nurse. 

• If there is a health issue requiring a coordinated response e.g. Asthma, Allergies or Diabetes. 

• If a health matter (e.g. an injury or open wound) is identified at a walk-in appointment that will impede 
the young person playing sport or in their activities of daily living.  

• Health issues that have the potential to impact on people who may be in contact with the young person 
e.g. influenza, MRSA, parasites. 

http://intranetjh/apps/PAS/PAS-All/Adolescent%20Health%20Problem%20Notification%20and%20Escort%20Form.pdf
http://intranetjh/apps/PAS/PAS-All/Adolescent%20Health%20Problem%20Notification%20and%20Escort%20Form.pdf
http://intranetjh/pol/policylib/1.036_Policy_0713.pdf
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• If a special diet is required for the young person, such as gluten or lactose free. Refer to JH&FMHN policy 

1.135 Special Diets – Clinically Recommended for further information. 

• If a significant health issue is identified prior to escort / transfer from an Adolescent Health site. Refer 

JH&FMHN policy 1.395 Transfer and Transport of Patients for more information. 

A significant health issue or change in clinical status may also require the application of a medical hold, which 

will prevent/delay transfer of a patient.  Refer to JH&FMHN policy 1.263 Medical Holds for more information, or 
consult the relevant Clinical Director for guidance.  

When a change in clinical status results in the health issue being resolved (e.g. sport restriction due to a sprained 
ankle), a new HPNEF must be provided to JJ/CSNSW/DEC to inform them that the restriction has been lifted.  

3.2 HPNEF Content 

Sensitive health information must not be recorded on the HPNEF (e.g. HIV, Hep B or C status or a mental health 
concern such as Schizophrenia). If information about these concerns needs to be conveyed, only the relevant 
signs or symptoms should be noted. These signs or symptoms must be termed in lay language and medical 
terminology should be avoided.   

When needed, guidance on what to include on a HPNEF should be sought from the local NUM, Medical Officer, 
Clinical Director Adolescent Health, Clinical Director Adolescent Mental Health, Clinical Nurse Consultant or the 
After Hours Nurse Manager. 

3.3 Duplicate HPNEFs 

Multiple duplicates of the HPNEF must be printed upon completion of the form on PAS. These HPNEFs must be 
distributed as follows: 

• JJ must receive a copy of the HPNEF if the young person is at a Juvenile Justice Centre. The Unit 
Manager should be the recipient, or in their absence the Duty Manager, Assistant Unit Manager or Shift 
Supervisor. 

• DEC must receive a copy of the HPNEF if the young person attends school. The Principal of the school or 
an authorised delegate (e.g. teacher) should be the recipient. 

• CSNSW must receive a copy of the HPNEF if the young person is at the Juvenile Correctional Centre at 
Kariong.  

• Nursing staff must file a copy of the HPNEF in the front of the Health Record.  

3.4 Accountability 

The HPNEF is pivotal to the formal communication of a young person’s clinical status. Acknowledgement of 
HPNEF receipt is part of this process.   

• A JH&FMHN Clinician must sign all duplicates of the HPNEF.   

• JJ / CSNSW must indicate receipt of the HPNEF by signing the JH&FMHN copy that is kept in the Health 
Record.   

• DEC must also indicate receipt of the HPNEF by signing the JH&FMHN copy.   

• After obtaining the required signatures, the HPNEF must be filed in the front of the Health Record. This 
copy should then be moved to the relevant ‘Episode of Care’ section by nursing staff once the young 
person exits custody. 

3.5  PAS Downtime 

In the event of the PAS system being unavailable, all Health Centres should have blank copies of a HPNEF kept 
with other PAS downtime forms for use. When PAS becomes available, it is the responsibility of nursing staff to 
ensure this information is entered into PAS.  

  

http://intranetjh/pol/policylib/1.135_Policy_0812.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.263_Policy_0512.pdf
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4. Legislation and Related Documents 

JH&FMHN Policies and 
Procedures 

1.036 Health Assessments by Nurses (Adolescents) 

1.135 Special Diets – Clinically Recommended 

1.263 Medical Holds 

1.395 Transfer and Transport of Patients  

 

PAS Quick Step Guide – Adolescent Health Problem Notification & Escort Form 

JH&FMHN Forms JUS 005.002 Health Problem Notification and Escort Form (Adolescents) 

 

http://intranetjh/pol/policylib/1.036_Policy_0713.pdf
http://intranetjh/pol/policylib/1.135_Policy_0812.pdf
http://intranetjh/pol/policylib/1.263_Policy_0512.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/apps/PAS/PAS-All/Adolescent%20Health%20Problem%20Notification%20and%20Escort%20Form.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Hepatitis C and B: Care, Management and Treatment 

Policy Number 1.241 

Policy Function Continuum of Care 

Issue Date 16 December 2013 

Summary The policy provides guidance for the testing of patients who are at risk of 
acquiring hepatitis C or B.  It also provides guidance for the care and treatment of 
people who are newly diagnosed or are  living with hepatitis C or B. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 2.023 (August 2010) 

Change Summary  Changes to S100 medication requirements  

 Inclusion of background data 

TRIM Reference POLJH/1241 

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

Hepatitis C is a significant cause of liver disease worldwide, with over 200 million people chronically infected. 
Transmission occurs via parenteral routes, usually associated with shared injecting equipment. In Australia in 
2010, there were 221,000 people estimated to be living with chronic hepatitis C including 48,000 with 
moderate to severe liver disease. Less than 10% of the chronically infected population have received antiviral 
treatment. 

In the 2009 Justice Health & Forensic Mental Health Network (JH&FMHN) Inmate Health Survey, 31.7% of 
prisoners were hepatitis C antibody positive, with women having higher rates than men. 27% of these 
individuals were previously unaware of their hepatitis C infection. 

Between 350 and 400 million people worldwide are estimated to have chronic hepatitis B, resulting in over one 
million deaths each year. It is the tenth leading cause of death worldwide, accounting for 60% to 80% of the 
world’s liver cancer diagnosis.  Approximately 75% of people with chronic hepatitis B live in the Asia/Pacific 
region.  In Australia an estimated 170,000 people are living with chronic hepatitis B. Over 80% of people 
acquired the infection via vertical transmission or in early childhood as they were born in high prevalence 
countries. There are an estimated 2,600 acute hepatitis B infections each year in Australia, largely following 
transmission via sexual contact or injecting drug use. The majority of these are undiagnosed or unreported. 

Hepatitis B infection is vaccine preventable. 

2. Policy Content 

2.1 Mandatory Requirements  

This policy  

 provides guidance for the testing of patients who are at risk of acquiring hepatitis C or B; 

 ensures patients affected by hepatitis C and/ or B receive appropriate information relating to the 
condition; 

 provides clinical guidelines for management of new patients with hepatitis C or B; 

 provides clinical guidelines for monitoring of patients with chronic hepatitis C or B; 

 ensures patients living with chronic hepatitis C or B receive ongoing clinical care including antiviral 
therapy if appropriate; and 

 ensures continuation of treatment when patients receiving antiviral therapy enter the correctional 
system, move within the correctional system, or are released from the correctional system. 

2.2  Implementation – Roles & Responsibilities 

It is the responsibility of all clinical staff within JH&FMHN to provide care and treatment to patients living with 
hepatitis C or B.  Patients undergoing assessment for hepatitis C treatment can be enrolled in the JH&FMHN 
Hepatitis Nurse Led Model of Care, or may be under the direct care of a Specialist Visiting Medial Officer (VMO). 
Patients who have chronic hepatitis B may be regularly monitored by the Public/Sexual Health Nurses (PSHN) or 
Primary Health Nurse (PHN) with review by the General Practitioner (GP) and/or the Specialist VMO depending on 
clinical status. 

3. Procedure Content 

3.1 Screening 

 Patients who are identified as being at risk of acquiring a blood borne virus must be offered screening as 

per JH&FMHN policy 1.363 Early Detection Program for Blood Borne Viruses and Sexually Transmissible 
Infections.  

http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
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3.2 New Diagnosis 

 Patients who are newly diagnosed as hepatitis C antibody positive must be managed as stated in the 
JH&FMHN Hepatitis C Clinical Management Guidelines.   

 Patients who are newly diagnosed as hepatitis B surface antigen positive must be managed as stated in 

the JH&FMHN Hepatitis B Clinical Management Guidelines. New diagnoses of hepatitis C and/or B must 
be entered in PAS using the Population Health coding system to enable required reports to be 
generated. 

 The Population Health Surveillance Officer must enter the relevant details of positive hepatitis C or B 
results on NSW Notifiable Conditions Information Management System (NCIMS) as per NSW Ministry of 
Health policy directive PD2012_047 Notifiable Conditions Data Security and Confidentiality. 

3.3 Ongoing Management and Monitoring of Patients with Chronic Hepatitis or  
           Advanced Liver Disease 

 Patients must be offered the opportunity to have ongoing monitoring in accordance with the regime 
outlined in the JH&FMHN Hepatitis C Clinical Management Guidelines and the JH&FMHN Hepatitis B 

Clinical Management Guidelines. This includes education, harm reduction and transmission prevention 
information, regular laboratory testing and information about treatment options. 

 Patients who have Advanced Liver Disease (viral or non-viral) must be managed in accordance with 
JH&FMHN policy 1.175 End Stage Liver Disease - Management and JH&FMHN Procedure for 

Management of Patients with End Stage Liver Disease. Patients with diagnosed Advanced Liver Disease 
must have a Clinical/ Gastrointestinal / Advanced Liver Disease alert and be referred to the Care 
Navigation Support Program. 

 Patients who are being released from gaol must be given information about how to access support 

services in the community.  This information is available in the JH&FMHN Hepatitis C Clinical 
Management Guidelines and the JH&FMHN Hepatitis B Clinical Management Guidelines.  

3.4 Hepatitis Treatment 

 Patients who have chronic hepatitis C must be offered antiviral therapy in accordance with criteria for 

treatment and referral pathways as described in JH&FMHN Hepatitis C Clinical Management Guidelines. 
In centres which do not have a Specialist VMO, patients who have been assessed and worked up for 
treatment must be referred via PAS to the HepCare Team. Refer to PAS Business Process - Population 
Health Referral. 

 Patients who have chronic hepatitis B must be referred to a GP and/or Hepatitis Specialist VMO for 
assessment and /or commencement of antiviral therapy in accordance with referral pathways as 

described in the JH&FMHN Hepatitis B Clinical Management Guidelines.   

 The Population Health Surveillance Officer must be notified of patients who are commencing treatment 
for hepatitis C so details can be entered on a database, thereby facilitating continuation of treatment as 
they move around the correctional system and in and out of custody. The JUS060.320 Viral Hepatitis 

Data Collection form must be completed by the clinician who commences the treatment and faxed to 
the Population Health Secure Fax (02) 9700 3747. 

3.4.1 Continuation of Medication 

 Adherence to medication greatly enhances the chance of a sustained virological response (SVR) to 
antiviral therapy for hepatitis C and is important in preventing a flare of liver disease in those receiving 
antiviral treatment for chronic hepatitis B. Patients on treatment who are entering prison from the 
community or are transferred to another centre must continue antiviral therapy.  If being transferred, 
medication must be sent with the transport following the procedure outlined in the JH&FMHN 
Medication Guidelines, JH&FMHN Hepatitis C Clinical Management Guidelines and the JH&FMHN 

Hepatitis B Clinical Management Guidelines. Failure to provide treatment must be reported on the 
Incident Information Management System (IIMS). 

 

http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_047.html
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/pol/policylib/1.175_Policy_0910.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/apps/PASBP/Population%20Health%20Referral.pdf
http://intranetjh/apps/PASBP/Population%20Health%20Referral.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/forms/Forms/JUS060.320.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
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 For patients coming into custody on hepatitis treatment, confirmation of medication orders must be 
obtained from the external health service provider. Confirmation of medication orders must be obtained 
from the external health service provider following JH&FMHN policy 4.030 Requesting and Disclosing 

Health Information. Once confirmation of the medication has been obtained, the Service Director 
Population Health can be contacted to facilitate the completion of a HSD Authority Prescription and 
Medication Chart. The current medication chart should be faxed to JH&FMHN Pharmacy Department to 
ensure the ongoing supply of the HSD medication. 

 All patients prescribed HSD medication are required to complete a Patient Consent to Obtain Medicare 
number form to determine the patient’s Medicare eligibility. The completed form should be faxed to the 
Population Health Secure Fax (02) 9700 3747 and faxed to the attention of the Pharmacy Services 
Manager (02) 9700 3503 so that the required information can be obtained from Medicare Australia. 
Details of HSD dispensing will not be submitted to Medicare Australia for reimbursement for eligible 
patients until the patient’s Medicare information is obtained and confirmed and a valid HSD authority 
prescription has been received by JH&FMHN Pharmacy Department. 

 When prescribing HSD the Specialist Visiting Medical Officer is to complete a JH&FMHN Medication 
Chart/National Inpatient Medication Chart (NIMC) and a PBS authority prescription. All authority 
prescriptions for HSD medications must be forwarded to JH&FMHN Pharmacy Department. The 
Pharmacy Department will notify the Health Centre or Ward when a new PBS authority prescription is 
required.    

 When a new JH&FMHN Medication Chart/NIMC and/or PBS authority prescription is required, the PSHN 
or delegate must fax a copy of the patients medication chart to the Hepatitis Clinic at Long Bay or 
Silverwater Complex two weeks prior to the expiration of the medication chart or authority prescription. 
The Specialist Visiting Medical Officer will rewrite the JH&FMHN Medication Chart/NIMC and/or 
authority prescription and forward to JH&FMHN Pharmacy Department.  

3.5 Release Planning 

 Patients who are commenced on antiviral therapy for chronic hepatitis C who may be released at any 
time during the treatment course must be referred to Connections via PAS so discharge planning can 
commence as soon as possible. 

 Patients who are being released while on antiviral therapy will be referred to a specialist service in the 

community using the procedure outlined in the Hepatitis C Clinical Management Guidelines and the 
JH&FMHN Hepatitis B Clinical Management Guidelines. 

3.6 Confidentiality 

 Patient confidentiality must be maintained at all times.  It is imperative to create a climate of trust 
between health care workers and the patients so that they will be more likely to seek interventions 
which will have a positive impact on the general health of the community.   

 Nursing staff must not disclose to CSNSW or Juvenile Justice a patient’s hepatitis status or that a patient 
may have had a test. All pathology requests for hepatitis C or B screening tests must be de-identified 

using the method described in the JH&FMHN policy 1.363 Early Detection Program for Blood Borne 
Viruses and Sexually Transmissible Infections. A release of information form must be completed by the 
patient before any information relating to hepatitis status can be discussed with other health care 
providers. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
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5. Legislation and Related Documents 

NSW Ministry of Health 
Policy Directives 

PD2012_047 Notifiable Conditions Data Security and Confidentiality 

JH&FMHN Policies, 
Procedures, Guidelines 
and Forms 

1.175 End Stage Liver Disease - Management 

1.363 Early Detection Program for Blood Borne Viruses and Sexually Transmissible  

          Infections 

2.150 Purchasing 

 

PAS Business Process - Population Health Referral 

Procedure for Management of Patients with End Stage Liver Disease 

 
Hepatitis B Clinical Management Guidelines 

Hepatitis C Clinical Management Guidelines 

Medication Guidelines 

 

JUS020.125 Consent for JH&FMHN staff to obtain patient Medicare number form 

JUS060.320 Viral Hepatitis Data Collection form 

 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_047.html
http://intranetjh/pol/policylib/1.175_Policy_0910.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/2.150_Policy_0313.pdf
http://intranetjh/apps/PASBP/Population%20Health%20Referral.pdf
http://intranetjh/PopHealthProcedures/Management_of_End_Stage_Liver_Disease.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/Patient_Consent_form_for_obtaining_patient_Medicare_numbers.pdf
http://intranetjh/forms/Forms/JUS060.320.pdf
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1. Preface 

The goal of the NSW HIV Strategy 2012-2015 is “to work towards the virtual elimination of HIV transmission in 
NSW by 2020”. Some of the ways this will be achieved are by maintaining high levels of safe behaviours, 
promoting testing and making it easier to have an HIV test, promoting treatment uptake and making access to 
treatment easier, improving care and support in the community, improving health and well being of people 
living with HIV and continuing surveillance and research. Priority populations are identified as people living with 
HIV, gay and homosexually active men, sex workers, Aboriginal people, people who inject drugs and people 
from culturally and linguistically diverse backgrounds. All of these priority populations are overrepresented in 
custodial settings. 

Prevalence and incident rates of HIV/AIDS in Australia can be found on the Kirby Institute Website.  

2. Policy Content  

2.1 Mandatory Requirements  

This policy provides directions for 

 Testing of people who are at risk of acquiring HIV. 

 Regular review, treatment and monitoring of people living with HIV (PLWH). 

 Health promotion and harm minimisation principles which underpin the delivery of education, 
information and advice provided to patients in relation to HIV prevention. 

 Discharge planning, ensuring continuity of care post release, including linkages with community service 
providers.  

Staff must be familiar with JH&FMHN policy 1.363 Early Detection Program for Blood Borne Viruses and Sexually 
Transmissible Infections and JH&FMHN HIV/AIDS Clinical Management Guidelines. 

2.2 Implementation - Roles & Responsibilities 

It is the responsibility of all clinical staff to ensure people who are at risk of acquiring HIV, or who are living with 
HIV, receive care appropriate to their circumstances. All clinical staff are responsible for providing health 
promotion/harm minimisation education and information to patients. All clinical staff are also responsible for the 
care of PLWH. This can be in collaboration with the Public/Sexual Health Nurse (PSHN).   

3. Procedure Content  

3.1  Screening for HIV 

All new receptions to the custodial environment must be advised of the risks associated with incarceration and 
will be advised of harm reduction strategies available. If screening is indicated the patient will be placed on the 
PSHN waiting list with a priority rating commensurate with the level of risk.  Refer to Guidelines for Waitlist to 
PSHN at Reception Centres. The patient must then be referred to the PSHN to be offered screening as per 

JH&FMHN policy 1.363 Early Detection Program for Blood Borne Viruses and Sexually Transmissible Infections. If 
consent for the testing is not obtained and the patient is identified as being at high risk of having acquired HIV, 
or is from a high prevalence country, the PSHN must then discuss these risks to the patient and advise them that 

they can change their mind and request testing at time while they are in custody. See JH&FMHN HIV/AIDS 
Clinical Management Guidelines for information relating to levels of risk and high prevalence countries.  

3.2  Newly Incarcerated/Detained HIV Positive Patients 

The CNC Sexual Health/Hepatitis must be notified by phone or email of all newly incarcerated or detained 
patients living with HIV.  This is to ensure appropriate management occurs and there is as little disruption to 
medication regimes as possible.  If there is no supporting documentation in the medical record, ask the patient 
to sign a release of information (ROI) form giving permission for health records and test results to be obtained 
from the external health service provider (see note below).  If the patient cannot provide details of a community 
service provider or if confirmation cannot be obtained from a community service provider, an HIV antibody test 

http://www.kirby.unsw.edu.au/surveillance
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Guidelines_for_Waitlist_to_Public_Sexual_Health_Nurses_at_Reception_Centres.pdf
http://intranetjh/PopHealthProcedures/Guidelines_for_Waitlist_to_Public_Sexual_Health_Nurses_at_Reception_Centres.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
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must be requested, following pre-test discussion (gaining informed consent) as per JH&FMHN policy 1.363 Early 
Detection Program for Blood Borne Viruses and Sexually Transmissible Infections.  

NOTE: NSW MoH policy directive PD 2005_593 Privacy Manual (Version 2) - NSW Health, section 11.2.1 does 
not require consent for information to be shared between health professionals (ROI) when the information is 
directly related to patient care.  However, due to the sensitive nature of the information, it is preferable to obtain 
the patients consent.  

3.3  Newly Diagnosed HIV Positive Patients 

Because of the critical nature of receiving a new HIV diagnosis, clinicians must ensure their communication is 
clear and delivered in a manner which is sensitive, empathic and non-judgemental.  Every effort must be made 
to ensure that the diagnosis is provided in a manner which will promote the best possible outcome for the 
patient. 

All new positive HIV test results must be discussed with the CNC Sexual Health / Hepatitis (pager (02) 9937 
2506) before the patient is informed of the result.  A management plan will be developed according to the 
particular needs of the individual, following the guidelines described in JH&FMHN HIV/AIDS Clinical Management 

Guidelines. 

3.4  Medical Holds for HIV Positive Patients 

If the newly diagnosed or newly incarcerated patient is located at a metropolitan site where there is an 
Immunology/Sexual Health Clinic (i.e. Silverwater Complex or Long Bay Complex) the patient must remain at this 
site until they have had an initial review by an Immunologist. This may require a Medical Hold. If the patient’s 
condition requires regular face-to-face consultations with the Immunologist or the medication/treatment regime 
is complex, the patient must be placed on a Medical Hold until the Immunologist is satisfied that the patient can 
be moved to another site. 

3.5  Cell Placement 

Excluding any co-exiting medical or psychiatric conditions which direct cell placement, recommendations as per 

JH&FMHN policy 1.340 Accommodation: Clinical Recommendations (Adults). The HIV positive patient can have a 

normal cell placement. See JH&FMHN HIV/AIDS Clinical Management Guidelines for more information on cell 
placements. 

3.6  Transfer of HIV Positive People 

Patients transferred to another centre who are taking antiretroviral medication must have their antiretrovirals 
sent to the receiving centre. The nurse who is packing up the medication for transfer must phone the nurse at 
the receiving centre to inform them that a patient is being transferred who is on antiretrovirals. Staff must refer 
to JH&FMHN Medication Guidelines regarding transfer of S100 medications. The receiving centre must complete 
an Incident Information Management System (IIMS) notification if the medications are not sent with the patient. 

3.7  Antiretroviral Medication (Highly Specialised Drugs) 

Adherence to antiretroviral medication is essential to the maintenance of optimal health outcomes for PLWH. If 
patients come into custody on antiretroviral medication, every effort must be made to continue therapy. 
Confirmation of medication orders must be obtained from the external health service provider following 

JH&FMHN policy 4.030 Requesting and Disclosing Health Information. Once confirmation of the medication has 
been obtained, the Service Director Population Health can be contacted to facilitate the completion of a HSD 
Authority Prescription and Medication Chart. The current medication chart should be faxed to JH&FMHN 
Pharmacy Department to ensure the ongoing supply of the HSD medication  

All patients prescribed HSD medication are required to complete a Patient Consent to Obtain Medicare number 
form to determine the patient’s Medicare eligibility. The completed form should be faxed to the Population 
Health Secure Fax (02) 9700 3747 and faxed to the attention of the Pharmacy Services Manager (02) 9700 3503 
so that the required information can be obtained from Medicare Australia. Details of HSD dispensing will not be 
submitted to Medicare Australia for reimbursement for eligible patients until the patient’s Medicare information 
is obtained and confirmed and a valid HSD authority prescription has been received by JH&FMHN Pharmacy 
Department. 
 
When prescribing HSD the Specialist Visiting Medical Officer is to complete a JH&FMHN Medication 
Chart/National Inpatient Medication Chart (NIMC) and a PBS authority prescription. All authority prescriptions for 

http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_593.html
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/pol/policylib/1.340_Policy_1110.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
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HSD medications must be forwarded to JH&FMHN Pharmacy Department. The Pharmacy Department will notify 
the Health Centre or Ward when a new PBS authority prescription is required.    
 
When a new JH&FMHN Medication Chart/NIMC and/or PBS authority prescription is required, the PSHN or 
delegate must fax a copy of the patients medication chart to the Immunology Clinic at Long Bay or Silverwater 
Complex two weeks prior to the expiration of the medication chart or authority prescription. The Specialist 
Visiting Medical Officer will rewrite the JH&FMHN Medication Chart/NIMC and/or authority prescription and 
forward to JH&FMHN Pharmacy Department.  

3.8  Health Promotion and Harm Minimisation  

3.8.1        For PLWH 

It is imperative that all PLWH must be provided with education, information and advice which will enable them 
to take control of their condition and maintain good health.  In this regard, it is critical that such initiatives 
underpin the spectrum of clinical care. 

Such harm reduction and health promotion interventions will include: 

 information relating to lifestyle choices, management plans, treatment options and support services,   

 practical strategies which can be adopted to reduce the risk of transmission of the disease and 
emphasise their responsibility to others, 

 advice on safer injecting practices and an urgent assessment for pharmacotherapy if there is current 
injecting drug use,  

 management of co-infection through early screening for other blood borne viruses, and emphasis placed 
on Hepatitis B vaccination, where appropriate, 

 information and education must be readily available, including how to access condoms, dental dams 
and fincol. 

JH&FMHN HIV/AIDS Clinical Management Guidelines provides information which can be included in this 
discussion.  Content of the discussion must be documented in the health record each time it is discussed with 
the patient. 

3.8.2        For people at risk of HIV 

It is equally important that all people who are at risk of contracting HIV, particularly people who inject drugs, are 
provided with every opportunity for education and advice on health protective behaviours, including safer 
injecting practices and safer sex practices. This may include alternative routes of drug administration and 
encouragement to access pharmacotherapies. 

Such initiatives must be consistently incorporated into clinical practice across the duration of the patient’s care.  
These interventions must be targeted and tailored to the individual’s situation and provided in a manner that is 
relevant and appropriate to the changing circumstances of the patient. 

3.9  Referrals 

 Newly diagnosed and newly incarcerated HIV positive adult patients must be referred to the next 
available Sexual Health / Immunology clinic for an initial consultation with the Specialist.  This will be 
either at the Long Bay Complex or the Silverwater Complex depending on the location of the patient 
and CSNSW’s availability to transport the patient. Subsequent consultations may be via telephone. 

 Newly diagnosed and newly detained adolescent patients must be referred to Sexual 
Health/Immunology services in the community.   

 The patient may also be referred to the GP for a physical examination. 

 If the patient is a current injecting drug user an urgent assessment for pharmacotherapy must be made.  

 All HIV positive patients must be offered a referral to ADAHPS (Aids Dementia and HIV Psychiatry 
Service). See section 3.18 below. 

 Further referrals will be made according to need and as described in JH&FMHN HIV/AIDS Clinical 
Management Guidelines. 

 

http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
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3.10  Care and Treatment 

Following a diagnosis of HIV/AIDS, or confirmation of status, care and treatment must follow the guidelines set 
out in JH&FMHN HIV/AIDS Clinical Management Guidelines. This includes three monthly monitoring. The HIV 
monitoring tool can be used to record testing dates and results. Forward waitlist entries must be made in PAS to 
alert clinicians that the review is due.  This will enable pathology to be collected before the scheduled review 
date. JH&FMHN has a Memorandum of Understanding with Sydney Sexual Health Centre to provide Specialist 
medical services for People Living with HIV/Aids (PLWHA). Sexual Health Clinics are conducted on a regular basis 

at the Long Bay Complex and the Silverwater Complex. Refer to JH&FMHN HIV/AIDS Clinical Management 
Guidelines for more direction on care and treatment. 

3.11  Specialist Immunology Review 

PLWH must have a specialist review every three months or as directed by the Specialist.  Refer to JH&FMHN 

HIV/AIDS Clinical Management Guidelines for tests and discussion which should take place during this review.  
Once the patient has had an initial face-to-face consultation with the Immunologist, and provided the 
Immunologist is satisfied that the patient’s condition is stable, further consultations may be via telephone. The 
nurse who is caring for the patient is responsible for ensuring that appropriate pathology is collected and results 
are forwarded to the nurse co-ordinating the Immunology clinic prior to the scheduled telephone consultation. 

3.12  Adolescent Patients   

Adolescents in Juvenile Justice Centres and Kariong Juvenile Correctional Centre must be referred to specialist 
services in the community. The Clinical Director Adolescent Health, Nurse Manager Adolescent Health and the 
Clinical Nurse Consultant Sexual Health/ Hepatitis must be contacted for advice on appropriate management of 

the adolescent patient with HIV. See JH&FMHN HIV/AIDS Clinical Management Guidelines for more information 
on adolescents. 

3.13  Pregnancy  

Pregnant women who are HIV positive require specialist obstetric care. The HIV specialist or GP caring for the 
patient must refer to the appropriate obstetric team at the Royal Hospital for Women or at Westmead Hospital. 

The patient should also be referred to the eligible midwife as a point of contact). See JH&FMHN HIV/AIDS Clinical 
Management Guidelines for more information on pregnancy. 

3.14  Nutritional Supplements 

Nutritional supplements are not always recommended for people with HIV infection and are non formulary 
preparations and require completion and approval of an Individual Patient Use (IPU) form. Consideration will be 
given to the degree of weight loss and to any cardiovascular risk factors. See JH&FMHN HIV/AIDS Clinical 

Management Guidelines for more information on diets and nutritional supplements. 

3.15  Oral Health 

Relatively minor problems can develop into painful and debilitating infections in the presence of HIV infection. 
Regular dental checks are essential.  Patients must be encouraged to make an appointment with the dentist. 

3.16  Confidentiality 

Confidentiality of patients and HIV-related information must be maintained at all times. Nursing staff must not 
disclose to CSNSW or Justice Juvenile a patient’s HIV status or that a patient may have had an HIV test. All 
pathology requests for HIV tests must be de-identified using the method described in JH&FMHN policy 1.363 

Early Detection Program for Blood Borne Viruses and Sexually Transmissible Infections. It is preferable that a 
release of information form is completed by the patient before any information relating to HIV/AIDS status is 

discussed with other health care providers (in section 3.2). See JH&FMHN HIV/AIDS Clinical Management 
Guidelines for more information on confidentiality. 

3.17  Surveillance and Notification 

New diagnoses and newly incarcerated PLWHA must be notified to the CNC Sexual Health/ Hepatitis C using the 
HIV Data Collection Tool. The Surveillance Officer must complete notification requirements in accordance with 
NSW Ministry of Health protocol. The CNC Sexual Health/ Hepatitis will provide a weekly list to the Deputy 
Commissioner, CSNSW, of all known PLWHA. This information will be given using the patient’s MIN, the first 
two letters of the last name and first two letters of the given name, the location of the patient and the earliest 
release date or court date.    

http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/forms/Forms/JUS060.325.pdf
http://intranetjh/forms/Forms/JUS060.325.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/forms/Forms/JUS060.315.pdf
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3.18  Discharge of PLWH 

Discharge planning must commence as soon as possible after reception following JH&FMHN  
policy 1.141 Release Planning and Transfer of Care. The patients must be referred to a community service 
provider for continuation of medical care, preferably one of their choosing. If the patient does not have a 
community service provider they must be referred to one in their area of residence post-release. Patients must 

also be offered referral to ADHAPS using a JH&FMHN ADAHPS Referral form (JUS200.300). The ADHAPS Referral 
form must be faxed the CNC Sexual Health/Hepatitis on the Population Health Secure Fax (02) 9700 3747. The 
patient can then be linked to an HIV community service team. Patient Information for Referral to ADAHPS must 

be provided to the patient. Refer to JH&FMHN HIV/AIDS Clinical Management Guidelines for more information 
and for contact details of support services available. 

4. Abbreviations 

ADAHPS – AIDS Dementia and HIV Psychiatry Service 

AIDS – Acquired Immunodeficiency Syndrome 

CNC – Clinical Nurse Consultant 

CSNSW – Corrective Services New South Wales  

GP – General Practitioner 

HIV – Human Immunodeficiency Virus 

JH&FMHN – Justice Health & Forensic Mental Health Network 

JJ – Juvenile Justice 

PLWHA – People living with HIV/Aids 

PSHN – Public /Sexual Health Nurse 

http://intranetjh/pol/policylib/1.141_Policy_0313.pdf
http://intranetjh/forms/Forms/JUS200.300.pdf
http://intranetjh/PopHealthProcedures/Patient_Information_for_Persons_in_Custody_HIV_Community_Teams_Referral.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
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5. Legislation and Related Documents  

NSW Ministry of Health 
Policy Directives 

PD2005_593 Privacy Manual (Version 2) - NSW Health, section 

JH&FMHN Policies, 
Procedures, Guidelines, 
and Forms 

1.340 Accommodation: Clinical Recommendations (Adults) 

1.363 Early Detection Program for Blood Borne Viruses and Sexually Transmissible  

         Infections 

 4.030 Requesting and Disclosing Health Information 

 

Guidelines for Waitlist to PSHN at Reception Centres 

HIV/AIDS Clinical Management Guidelines 

Medication Guidelines 

Patient Information for Referral to ADAHPS 

 

JUS200.300 ADAHPS Referral form  

JUS060.315 HIV/AIDS Data Collection Tool 

JUS060.325 Annual HIV Screening Tests 

External Resources Kirby Institute 

 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_593.html
http://intranetjh/pol/policylib/1.340_Policy_1110.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/PopHealthProcedures/Guidelines_for_Waitlist_to_Public_Sexual_Health_Nurses_at_Reception_Centres.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Patient_Information_for_Persons_in_Custody_HIV_Community_Teams_Referral.pdf
http://intranetjh/forms/Forms/JUS200.300.pdf
http://intranetjh/forms/Forms/JUS060.315.pdf
http://intranetjh/forms/Forms/JUS060.325.pdf
http://www.kirby.unsw.edu.au/surveillance
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PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Immunisation of Patients 

Policy Number 1.245 

Policy Function Continuum of Care 

Issue Date 26 September 2013  

(S 3.5 was approved and updated on 21 May 2014) 

The following minor updates were approved on 3 Sep 2015 

(Replaced the title of Public Health Coordinator/CNC with Service Director, Population 

Health or Surveillance Officer, Population Health throughout the policy;  

and updated S 3.12) 

Summary Immunisation is one of the most successful and cost-efficient public health 

interventions. Immunisation is an integral part of all primary health care 

delivered by nurses and medical practitioners.   

This policy will guide immunisation for all patients (adults and young people in 

custody) within the Justice Health & Forensic Mental Health Network.   

Responsible Officer  Executive Director, Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.245 (6 December 2010) 

Change Summary  Policy changes in this revision are in line with The Australian  Immunisation 

Handbook, 10th Edition 2013 

 Changes to the minimum intervals between HBV doses 

 Updated  recommendations for pertussis vaccination - pregnant women 

 New section/heading for Aboriginal or Torres Strait Islander patients 

 HPV vaccination recommendations for all young people in juvenile custody 

 s3.5 is updated from ‘assessed daily’ to ‘assessed twice daily’ (approved on  

21 May 2014) 

TRIM Reference POLJH/1245 

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

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

This policy will guide immunisation for all patients (adults and young people in custody) within Justice Health 

& Forensic Mental Health Network (JH&FMHN). Immunisation is one of the most successful and cost-

efficient public health interventions. Immunisation is an integral part of all primary health care delivered by 

nurses and medical practitioners.   

The JH&FMHN Immunisation Policy and Immunisation Procedures are specific to patients in custody and 

follow NSW Ministry of Health (MoH) Policy Directives (PD). They must be read in conjunction with The 

Australian Immunisation Handbook (10
th

 Edition, 2013) National Health and Medical Research Council 

(NHMRC) and the JH&FMHN Immunisation Procedures. 

This policy should also be read in conjunction with the NSW MoH PD2015_011 Immunisation Services - 

Authority for Registered Nurses and Midwives. 

2. Policy Content  

2.1 Mandatory Requirements 

Nursing and medical staff within JH&FMHN must be aware of their responsibility for patient immunisation: 

 All patients must be offered appropriate immunisation according to the MoH Immunisation Schedule.  

 All patients must be offered hepatitis B vaccination (if not immune). 

 All Aboriginal and Torres Strait Islander patients must be appropriately immunised according to the 

NSW MoH Immunisation Schedule and the National Indigenous Pneumococcal and Influenza 

Immunisation Program. 

 All clinical staff should check their patient’s Immunisation Record at every clinical encounter and offer 

vaccines which are due as soon as possible. 

 Vaccines must be administered in accordance with the JH&FMHN Immunisation Procedures, NSW MoH 

PD2015_011 Immunisation Services - Authority for Registered Nurses and Midwives and the current 

NHMRC immunisation guidelines. 

 Annual Winter Immunisation Program must be delivered in compliance with NSW MoH reporting 

requirements. 

 Vaccines must be stored and monitored as described in The Australian Immunisation Handbook (10
th

 

Edition, 2013) NHMRC and the JH&FMHN Immunisation Procedures. 

Patients with special vaccination requirements must be identified and offered appropriate vaccination for 

their individual condition, according to this policy, current NHMRC immunisation guidelines, and in 

consultation with the Medical Officer or the patient’s treating Medical Specialist.  

These patient groups include:  

 Aboriginal and Torres Strait Islander patients; 

 Women, including pregnant women; 

 Individuals at increased risk of infection due to certain medical conditions, such as severe asthma, 

chronic lung disease, congenital heart disease; and 

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation
http://www0.health.nsw.gov.au/policies/PD/2015/PD2015_011.html
http://www.health.nsw.gov.au/immunisation/Documents/nsw_schedule_july_13.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/atsi2
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/atsi2
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation
http://www0.health.nsw.gov.au/policies/PD/2015/PD2015_011.html
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation
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 Individuals infected with the Human Immunodeficiency Virus (HIV) and individuals with impaired 

immunity due to disease or treatment including: asplenia, corticosteroid treatment, oncology/organ 

transplant patients. 

JH&FMHN will administer NSW MoH funded vaccines to eligible patients and will comply with the NSW MoH 

Protection reporting requirements. 

2.2 Implementation – Roles & Responsibilities 

Service Director Population Health 

 Strategic oversight of key performance indicators (KPIs) related to immunisation.  

 Responsible for administration of NSW MoH funded vaccines to eligible patients and for complying 

with the NSW MoH Health Protection reporting requirements. 

 Responsible for ensuring the network complies with MoH Protection reporting requirements. 

 Responsible for ensuring adequate nurse immunisers are appropriately trained and attend regular 

immunisation course updates. 

Surveillance Officer  

 Responsible for the collection of data and monitoring. 

Nurse Managers and Nursing Unit Managers  

 Responsible for ensuring staff comply with NHMRC vaccine storage and handling requirements in their 

Health Centres 

Registered Nurses (RN) and Enrolled Nurses (EN) 

 Responsible for complying with this policy and the immunisation guidelines. 

3. Procedure Content 

3.1 Scope of Practice  

RNs may administer vaccines under the direction and authorisation of a Medical Officer. However, RNs who 

are authorised to immunise and have a copy of their Immunisation Certificate in TRIM (see 3.1.1) may 

administer vaccines without a Medical Officer’s prescription.  

All Health Centres and wards must have access to The Australian Immunisation Handbook (10
th

 Edition, 2013), 

NHMRC.  Staff must refer to it before administering any vaccine. 

3.1.1 Registered Nurses Authorised to Immunise 

Only RNs who have been issued with an Immunisation Accreditation certificate are authorised to initiate a 

vaccination under the NSW Poisons and Therapeutic Goods Act 1966 without a Medical Officer’s prescription.  

Note that this does not authorise the nurse to prescribe vaccines for administration by non-authorised RNs.   

RNs who hold an Immunisation Accreditation certificate are required to show it to their Nursing Unit 

Manager and submit a copy to the Population Health Administration Officer (for their name and location to 

be added to the database of Accredited Nurse Immunisers in JH&FMHN and for their certificate to be filed in 

TRIM). 

Nurses are professionally accountable for their actions and should ensure that they participate in ongoing 

education and training on current vaccination recommendations. 

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
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3.1.2 RNs who do not hold an Immunisation Accreditation Certificate and ENs 

RNs who do not hold an Immunisation Accreditation certificate (as described in 3.1.1) may only immunise 

under medical direction, that is, the nurse must obtain a written prescription or telephone order from a 

Medical Officer prior to giving the vaccine. 

ENs may immunise only under medical direction. The nurse must obtain a written prescription or telephone 

order from a Medical Officer prior to giving the vaccine and additionally be under the supervision of a RN, 

according to the JH&FMHN Scope of Practice for ENs. 

3.2 RNs or ENs Administering a Vaccine 

All RNs or ENs administering a vaccine: 

 Must successfully complete an annual cardiopulmonary resuscitation assessment. 

 Must ensure that a medical practitioner is contactable for medical advice at all times. 

 Must ensure a RN is on the premises if administered by an EN. 

 Should ensure another RN is on the premises unless in a sole practitioner site. 

 Must ensure that they have other (non-clinical) staff to call for assistance in an emergency in sole-

practitioner sites where a second RN or EEN is not available. 

 Must ensure the storage, pre-vaccination assessment and administration of each vaccine follows the 

procedures and recommendations specified in The Australian Immunisation Handbook (10
th

 Edition, 

2013) NHMRC. 

 Must have an emergency kit containing adrenaline injection 1:1,000 and a written copy of the Standing 

Orders for the Management of Anaphylaxis and the Administration of Adrenaline (Adolescent Health 

staff must refer to the Adolescent Standing Orders available to them). 

3.3 Health Record Requirements 

 The Medical Officer must write the prescription on the Immunisation Record or JUS006010). 

 All current and new Medical Health Records must contain the current (and any earlier copies) of the 

Immunisation Record. 

 The Immunisation Record/s must be transferred to any subsequent volumes of a patient’s Health 

Record.  

 The patient’s Immunisation Record must be regularly updated. Any relevant information from the 

patient’s Health Record (such as serology results) must be transcribed onto the Immunisation Record. 

 All clinical staff should check their patient’s Immunisation Record at every clinical encounter. 

3.4 Consent 

Informed patient consent must be obtained prior to any testing or vaccination. Patients must be informed of 

the risks and benefits of vaccination. In the adult correctional centres, consent for vaccination is considered 

to be implied when the patient verbally agrees to have the vaccine. This must be documented in the patient’s 

Health Record. 

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
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3.4.1 Consent for Adolescent Patients who are being vaccinated 

It is NSW MoH policy that if a person is under the age of 14 years, the consent of the parent or guardian is 

necessary prior to medical treatment which includes vaccination. Parents may delegate their responsibility for 

consent to treatment to another adult.  

Ideally, this would be in writing and a copy of the document must be filed in the patient’s Health Record. If 

the consent is verbal, this must be recorded in the Health Record stating the name and relationship to the 

child of the person to whom responsibility has been delegated, and the name of the person authorising the 

delegation (i.e. parent/guardian).  

Young people over the age of 16 can give their own consent. Between the ages of 14 and 16 the young 

person may consent to their own treatment provided they adequately understand and appreciate the nature 

and consequences of the procedure.  

Refer to the Health Record form JH&FMHN Adolescent Health Consent for Treatment form (JUS020.450). 

For further information on consent refer to the NSW MoH PD2005_406 Consent to Medical Treatment-Patient 

Information and JH&FMHN policy 1.085 Consent to Medical Treatment – Patient Information.  

3.5 Vaccine Storage and Monitoring  

Vaccines are delicate biological substances which are not effective unless transported, stored and 

administered correctly. On receipt of each new order of vaccines, the transport temperature monitors must 

be checked to ensure that vaccines have been transported at temperatures no colder than 2C and no 

warmer than 8C. This information must be recorded on the Vaccine Refrigerator Temperature Chart. Vaccine 

refrigerators must have a minimum/maximum thermometer. The maximum and the minimum refrigerator 

temperatures must be recorded and assessed twice daily. The ideal storage temperature recommended by 

the NHMRC is 5C.  

The vaccine refrigerator and other aspects of vaccine handling must be maintained and monitored according 

to recommendations in The Australian Immunisation Handbook (10
th

 Edition, 2013), JH&FMHN Medication 

Guidelines and JH&FMHN Immunisation Procedures. 

Vaccines must not be administered if they have been transported or stored at a temperature that has 

potentially damaged them. Nurses must contact the Surveillance Officer, Population Health if the transport 

temperature monitors are activated or if the refrigerator temperature goes below 2C or above 8C, for 

assessment and advice. After-hours, the vaccines must be quarantined (in the vaccine refrigerator) until 

advice has been obtained, and the After Hours Nurse Manager has been informed. 

In the event that a temperature damaged vaccine has been administered, the incident must be reported to 

the Nursing Unit Manager/Nurse in Charge (NIC), the Medical Officer and the Surveillance Officer, Population 

Health and reported on the Incident Information Management System (IIMS) as a medication error. The need 

for the patient to be (re)vaccinated must be assessed and documented. The patient must be informed and 

managed as appropriate for the particular medication (vaccine) error. 

All vaccines must be ordered using the JH&FMHN vaccine order forms. Ensure that all sections of the form 

are completed prior to faxing to the Pharmacy Department. Vaccines will be delivered directly to Health 

Centres.  

Vaccine order forms are located on the intranet under “Forms – Population Health Forms”. 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation


Immunisation of Patients 
 

 

 
Policy: 1.245 Issue Date: 26 September 2013 Page 6 of 11 

3.6 Aboriginal and Torres Strait Islander Patients 

All Aboriginal and Torres Strait Islander patients must be appropriately immunised according to the MoH 

Immunisation Schedule and the National Indigenous Pneumococcal and Influenza Immunisation Program. 

Aboriginal Health Care Workers should check patient’s Immunisation Records and work with clinical staff to 

ensure patients are offered all recommended immunisations. 

3.7 Hepatitis B Vaccination  

The NHMRC recognises that people in custody and injecting drug users are at high risk of acquiring and 

transmitting hepatitis B infection, which is vaccine preventable. Therefore hepatitis B vaccination of patients 

must be a priority for all clinical staff in JH&FMHN. All patients, must be offered and where possible 

complete a three-dose course of hepatitis B vaccination.   

At each clinical encounter, all clinical staff must check every patient’s ‘Immunisation Record’, located at the 

front of the health record. If a course of hepatitis B vaccine has been commenced, subsequent doses must be 

offered when due and documented. Waitlisting to a Public/Sexual Health Nurse (PSHN) is not necessary if the 

patient only needs vaccination, it must be given by the nurse who identifies the need for vaccination. 

Patients who have no documented history of vaccination or immunity to hepatitis B must be offered 

vaccination. RNs who are authorised to immunise may initiate the first dose. RNs who are not authorised to 

immunise and EENs must obtain a written prescription or telephone order from a Medical Officer.   

Following administration of this first dose of hepatitis B vaccine, the patient may then be referred to the 

PSHN if indicated as part of the Early Detection Program.  

The standard hepatitis B schedule is 0, 1, 6 months, however JH&FMHN uses the minimum intervals 

recommended by The Australian Immunisation Handbook (10
th

 Edition, 2013) NHRMC which is 0, 1, 4 months.  

If the recommended time intervals between doses are exceeded, there is no need to recommence the 

schedule or give additional doses. Interrupted vaccine courses can be completed at any time without having 

to restart the course.  

Adult patients who are waitlisted for screening and education to the Early Detection Program (EDP) and to 

the PSHN, who have no history of completed hepatitis B vaccination, must be given a start dose of vaccine at 

the first encounter with the PSHN as well as blood being collected for screening. Some patients therefore will 

be offered the first dose of hepatitis B vaccine on their first visit to the PSHN, prior to receipt of serology 

results. The PSHN must refer to JH&FMHN policy 1.363 Early Detection Program for Blood Borne Viruses and 

Sexually Transmissible Infections.  

Pregnancy is not a contraindication to the use of hepatitis B vaccine, but a precaution. It is recommended for 

susceptible pregnant women for whom this vaccine would otherwise be recommended and must be offered 

as described in Section 3.1.1 in this policy and in Section 3.3 “Groups with special Vaccination Requirements” 

of The Australian Immunisation Handbook (10
th

 Edition, 2013), NHMRC. 

Post-vaccination antibody testing is not routinely performed for all patients. Post-vaccination antibody 

testing will be offered as described in Section 3.3 “Groups with special Vaccination Requirements” of The 

Australian Immunisation Handbook (10
th

 Edition, 2013), NHMRC. 

Adolescent patients do not need to be screened prior to hepatitis B vaccination. Adolescent Health staff use 

the same schedule for adult patients (0, 1, 4 months). Additionally, consent should be obtained (ideally in 

writing) from the adolescent patient if they are able to do so, or by their parent/guardian. 

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part-3.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part-3.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
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3.7.1 Surveillance of Hepatitis B Immunisation in Adult Centres 

Each month, Health Centres will complete and send a “Hepatitis B Vaccination Report Form” (click on the link 

or go to the intranet and select “Forms / Population Health Forms”) to the Surveillance Officer, Population 

Health. De-identified information is collated by the Surveillance Officer and submitted to the NSW MoH.   

3.8 Hepatitis A Vaccination  

Screening for hepatitis A infection will be offered to all patients participating in the EDP. Hepatitis A vaccine 

will then only be offered to a limited number of patients according to the criteria listed below.  

Screening for prior exposure to hepatitis A virus should be done prior to the vaccine being offered, as a 

proportion of the population will already be immune. Only those individuals, in the identified categories, who 

are confirmed to be susceptible to hepatitis A infection, will be offered the vaccine; 

 Patients who have a Work Health and Safety need for vaccination against hepatitis A. This applies to 

patients who work as plumbers or sewage workers. 

 Patients who would be offered hepatitis A vaccination as a component of their health care in the 

community, that is, all patients who are HIV positive. See s3.3 “Groups with special Vaccination 

Requirements” of The Australian Immunisation Handbook (10
th

 Edition, 2013), NHMRC. 

 Patients who are chronically infected with hepatitis B or C and have known or suspected cirrhosis or 

evidence of liver failure on clinical, imaging or laboratory investigations. 

3.9 Influenza Vaccination - Winter Immunisation Program  

Population Health in conjunction with Nurse Managers and Nurse Unit Managers will coordinate the Winter 

Immunisation Program (influenza and pneumococcal vaccination). All clinical staff (nurses and doctors) must 

offer all patients influenza vaccine during the Winter Immunisation Program (April to end-September).  

Influenza vaccine is especially recommended for individuals at high risk – including all people aged ≥ 65 

years, Aboriginal people, pregnant women, and all people aged ≥ 6 months who have medical conditions 

predisposing them to severe influenza.   

In order for JH&FMHN to comply with the NSW MoH reporting requirements, staff must report to the 

Surveillance Officer, Population Health (using the forms provided each year) the number of patients who are 

vaccinated in designated categories. This de-identified data is required to be collated and submitted to the 

NSW MoH annually.  

3.10 Pneumococcal Vaccination 

Pneumococcal vaccination is part of the National Indigenous Pneumococcal and Influenza Program. The 

vaccine is also funded by the NSW MoH for Non-Indigenous patients at risk. The pneumococcal vaccine 

should be offered to all patients with conditions associated with an increased risk of invasive pneumococcal 

disease (IPD).   

Refer to s.4.13.1 (page 142) and the recommendations in List 4.13.1 (page 151) of The Australian 

Immunisation Handbook (10
th

 Edition, 2013), NHMRC. 

Pneumococcal vaccination (23-valent pneumococcal polysaccharide vaccine; 23vPPV) is generally a single 

dose vaccine. A booster dose after 5 years should be considered for patients who are at increased risk as per 

NHMRC guidelines. Pneumococcal vaccine must not be given more frequently because of the increase risk of 

adverse events.   

http://intranetjh/forms/Forms/Forms/Forms.aspx?&SortField=Class&SortDir=Asc&&View=%7bAD86BC94-1450-456A-804B-D510BA7EF510%7d&InitialTabId=Ribbon%2EDocument&VisibilityContext=WSSTabPersistence&FilterField1=Class&FilterValue1=Population%20Health
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part-3.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part4.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part4.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
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In order for JH&FMHN to comply with MoH reporting requirements, staff must report to the Surveillance 

Officer, Population Health (using the forms provided each year) the number of patients who are vaccinated in 

designated categories. This de-identified data is required to be collated and submitted to the NSW MoH 

annually. 

3.11 Adolescent Immunisation 

Adolescent Health clinical staff must use every possible opportunity to check their patient’s immunisation 

status and to vaccinate. Adolescent patients must be vaccinated according to the NSW Immunisation 

Schedule which includes a school-based vaccination program. This includes: diphtheria, tetanus, pertussis-

dTpa (Boostrix), HPV and catch-up as required for hepatitis B, MMR and varicella. Influenza vaccine is also 

offered and pneumococcal vaccine for individuals at medical risk.   

Vaccines for adolescents are funded by the NSW MoH. Vaccination requirements of adolescents with 

uncertain or incomplete immunisation status and other catch-up vaccines should be discussed with the 

Service Director Population Health or Clinical Director Adolescent Health. 

3.11.1 Hepatitis B  

The standard hepatitis B schedule is 0, 1, 6 months, however JH&FMHN uses the minimum intervals 

recommended by The Australian Immunisation Handbook (10
th

 Edition, 2013) which is 0, 1, 4 months.  

If the recommended time intervals between doses are exceeded, there is no need to recommence the 

schedule or give additional doses. Interrupted vaccine courses can be completed at any time without having 

to restart the course.  

Adolescent patients do not need to be screened prior to hepatitis B vaccination. Adolescent Health staff use 

the same schedule for adult patients (0, 1, 4 months). Additionally, consent must be obtained (ideally in 

writing) from the adolescent patient if they are able to do so, or by their parent/guardian. 

3.11.2 Human Papilloma Virus (HPV) Vaccine.  

The NSW MoH funds HPV vaccine for all young women > 9 years in Juvenile Justice Centres, and in 2013 the 

HPV vaccine has been extended to all young men > 9 years in Juvenile Justice Centres and the recommended 

schedule is for three doses to be given at 0, 2 and 6 months. However, using the minimum intervals in 

custody, the three doses may be given at 0, 1 and 4 months. HPV vaccine can be given at the same time as 

hepatitis B vaccine and varicella vaccine. HPV vaccine must not be given during pregnancy. Staff should refer 

to the section on adolescents in the JH&FMHN Immunisation Procedures and The Australian Immunisation 

Handbook (10
th

 Edition, 2013), NHMRC. 

3.11.3 Surveillance of Hepatitis B and HPV Immunisation 

Each month, Adolescent Health Centres complete a monthly report that includes a section on hepatitis B and 

HPV immunisation. This report is then sent to the Surveillance Officer, Population Health.  

3.12 Women (including Young Women in Juvenile Justice Centres)  

3.12.1 Vaccines and Pregnancy  

Staff should refer to the JH&FMHN Procedures for Immunisation for procedures for serological screening for 

immunity of pregnant women and post-delivery vaccination. 

In JH&FMHN the most appropriate time to offer vaccination to pregnant women is at the first antenatal 

pathology screening and then followed up according to their due date. 

Live attenuated vaccines are contraindicated during pregnancy.   

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
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The HPV vaccine is not recommended during pregnancy. Other vaccines such as hepatitis B, hepatitis A 

vaccine, meningococcal C conjugate vaccine and pneumococcal (23vPPV) vaccine are recommended for 

pregnant women if they are at increased risk. See s3.3 “Groups with special Vaccination Requirements” of The 

Australian Immunisation Handbook (10
th

 Edition, 2013), NHMRC. 

Influenza vaccine is recommended for pregnant women in custody.  

3.12.2 Pertussis Immunisation in Pregnant Women 

NSW MoH recommends offering antenatal pertussis vaccination to all pregnant women in the third trimester 

(preferably at 28 weeks) of every pregnancy 

3.12.3 Women who are not Pregnant 

Women of childbearing age should be screened for immunity to rubella, measles and varicella. Seronegative 

women should be given MMR and advised not to become pregnant for 28 days following vaccination. 

Vaccinated women should be tested for seroconversion 6-8 weeks after vaccination. 

A booster dose of dTpa (diphtheria-tetanus-acellular pertussis) is recommended for women who are 

planning a pregnancy if they have not received a pertussis vaccine in the previous five years. Free pertussis 

vaccine is available for the opportunistic postpartum vaccination of new mothers in public maternity 

hospitals if they have not received a pertussis vaccine in the previous five years. 

3.13 Vaccination of Individuals with Impaired Immunity due to Disease, Treatment  

           or who are at Increased Risk of Infection 

Patients with impaired immunity due to disease or treatment (including asplenia, corticosteroid treatment, 

oncology/organ transplant patients) will be identified and offered appropriate vaccination for their individual 

condition, according to this policy, NHMRC guidelines and in consultation with the Medical Officer or the 

patient’s treating specialist. In adults, daily doses of oral corticosteroids in excess of 60 mg of prednisolone 

(or equivalent) are associated with significant immunodeficiency. 

Live vaccines such as oral polio Sabin (OPV), measles-mumps-rubella (MMR), and varicella-zoster must not 

be given to severely immunocompromised patients, nor should they be given bacterial vaccines. Tuberculosis 

vaccine (BCG) is always contraindicated.  

OPV must not be given to the siblings or other household contacts of immunocompromised patients. 

Inactivated poliovirus vaccine (IPV) must be used instead.  

Influenza vaccine is especially recommended for individuals at high risk – including all people aged ≥ 65 

years, Aboriginal people aged over 15 years, pregnant women, and all people aged ≥ 6 months who have 

medical conditions predisposing them to severe influenza.   

3.13.1 Patients who are HIV Positive 

Vaccination schedules for HIV-positive individuals are generally determined by the patient’s age, degree of 

immunodeficiency (CD4 count) and their risk of infection in consultation with the patient’s treating Specialist.  

Staff must refer to the JH&FMHN Immunisation Procedures and the JH&FMHN HIV/AIDS Clinical 

Management Guidelines for information on immunisation of patients with impaired immunity, including 

special vaccination schedules for: 

 Hepatitis B vaccination for patients who are HIV positive (require a double dose); 

 Hepatitis B post-vaccination antibody testing for patients; 

 Hepatitis B booster doses; 

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part-3.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
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 Hepatitis A vaccination for patients; 

 Pneumococcal conjugate vaccine (23-valent pneumococcal polysaccharide vaccine; 23vPPV) for 

patients who are HIV positive (but without AIDS)  

 Annual influenza vaccine. 

3.13.2 Individuals with Chronic Viral Hepatitis B and/or Hepatitis C and Severe Liver Disease 

Patients who are chronically infected with hepatitis C or B and have known or suspected cirrhosis or evidence 

of liver failure on clinical, imaging or laboratory investigations must be screened and offered hepatitis A 

vaccination if there is no evidence of immunity. 

3.13.3 Patients with Functional or Anatomical Asplenia 

These patients are at increased risk of fulminant bacteraemia, notably from pneumococcal infection.  

Refer to s3.3 “Groups with special Vaccination Requirements” of The Australian Immunisation Handbook (10
th

 

Edition, 2013), NHMRC. 

3.13.4 Patients with Haemophilia 

Intramuscular injections may lead to haematoma formation in patients with disorders of haemostasis. Refer 

to s3.3 “Groups with special Vaccination Requirements” of The Australian Immunisation Handbook (10
th

 

Edition, 2013), NHMRC.  

  

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part-3.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/EE1905BC65D40BCFCA257B26007FC8CA/$File/part-3.pdf
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
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4. Legislation and Related Documents 

Legislation Poisons and Therapeutic Goods Act 1966 

JH&FMHN Policies, 

Procedures and Guidelines 

1.085 Consent to Medical Treatment- Patient Information 

1.363 Early Detection Program for Blood Borne Viruses and Sexually 

 Transmissible Infections 

HIV/AIDS Clinical Management Guidelines 

Immunisation Procedures 

Medication Guidelines 

NSW MoH Policy Directives PD2005_406 Consent to Medical Treatment - Patient Information 

PD2015_011 Immunisation Services - Authority for Registered Nurses and  

                    Midwives 

Australian Government 

Department of Health and 

Aging 

National Hepatitis B Strategy 2010- 2013, (July 2014) 

National Vaccine Storage Guideline: Strive for Five (April 2015) 

External Sources ASHM Position Paper, Routine vaccinations for HIV-1 infected adults 

Fourth National Hepatitis C Strategy 2014-2017 

http://www.health.nsw.gov.au/immunisation/pages/wc-newborns.aspx  

Immunise Australia Group 

MIMS online 

National Indigenous Pneumococcal and Influenza Immunisation Program  

NSW Immunisation Schedule 

Pregnant Women – Protect your newborn from whooping cough 

Revitalising Australia’s response 2005-2008 (National HIV/AIDS Strategy) 

The Australian Immunisation Handbook, 10th Edition, (June 2015) 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Immunisation%20Procedures%202012.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www0.health.nsw.gov.au/policies/PD/2015/PD2015_011.html
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-bbvs-hepb
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/IMM77-cnt
http://www.hivpolicy.org/Library/HPP001110.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-bbvs-hepc
http://www.health.nsw.gov.au/immunisation/pages/wc-newborns.aspx
http://www.immunise.health.gov.au/
https://www.mimsonline.com.au/Search/Search.aspx
http://www.nss.gov.au/nss/home.NSF/84c014dd96ddf6cbca257118001dbbee/d80c0d3bf7f048e4ca256ced001d00db?OpenDocument
http://www.health.nsw.gov.au/immunisation/Pages/schedule.aspx
http://www.health.nsw.gov.au/immunisation/pages/wc-newborns.aspx
http://www.health.gov.au/internet/main/publishing.nsf/Content/phd-hivaids-strategy0508-cnt.htm
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
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1. Preface 

This policy provides directions on planning and applications for ground access and outside leave for adult and 
adolescent civil, correctional and forensic patients detained in The Forensic Hospital and the use of the Security 
Category and Leave Entitlement (SCALE). 

Thorough risk assessment is a key element of the leave planning process for all patient groups and is the 
hallmark of a high quality forensic mental health service. The SCALE of a patient is a shorthand method of 
communicating information about risk and the consequent escort requirements for the patient while on ground 
access or outside leave. 

Ground access is leave occurring entirely within the secure area of The Forensic Hospital. Outside leave is access 
to a place or places outside the secure area of The Forensic Hospital and may be required for a number of 
purposes, including: 

a) court appearances or other hearings, 

b) medical emergencies, 

c) routine medical investigations or treatment in a general hospital, and 

d) other events, for example, funerals. 

Outside leave is an important part of the rehabilitation program and vital when preparing patients for transfer to 
a less secure unit or discharge to the community. Planning for outside leave occurs in conjunction with the 
process of review conducted by the Mental Health Review Tribunal (hereafter, the Tribunal). Hence, the provision 
of high quality reports to the Tribunal is an integral part of the leave planning process. 

The person or body authorising leave depends on the type of patient (civil, correctional or forensic) and the type 
of leave.   

In this policy the term Clinical Director means the Clinical Director, Inpatient Mental Health Services, Forensic and 
Long Bay Hospitals unless otherwise stated. This policy presumes the Clinical Director is the medical 
superintendent of The Forensic Hospital appointed under section 111 of the Mental Health Act 2007. Any 
reference to the Clinical Director should be read, where applicable, as a reference to the medical superintendent. 
The terms ‘forensic patient’ and ‘correctional patient’ have the meanings as given in the Mental Health (Forensic 
Provisions) Act 1990 and the term ‘civil patient’ means an involuntary patient under the Mental Health Act 2007 
who is not also a forensic patient. ‘Nurse Manager in charge’ means the Operational Nurse Manager (ONM), the 
Nurse Manager on Duty, or their respective delegate who is in charge of the hospital at any particular time. The 
Director-General means the Director-General of NSW Health. 

In this policy a reference to a person or position includes the delegate for that person or position unless the 
reference relates to a power or function that cannot be delegated or unless stated otherwise. For example, the 
power of the Statewide Clinical Director, Forensic Mental Health (SCDFMH) is delegated from the Director-
General and, so, cannot be further delegated. In contrast, the power of the Medical Superintendent to grant 
ground access belongs directly to that position and may be delegated. 

2. Objectives 

The objectives of this policy are to:  

1. define the responsibilities of Justice Health staff in relation to planning for ground access and outside 
leave, 

2. establish a rigorous, fair, and transparent ground access and outside leave planning and leave risk 
management process, 

3. establish The Forensic Hospital Leave Committee for the purposes of advising the Clinical Director and 
SCDFMH on risk management, security conditions and other matters in relation to applications for ground 
access and outside leave, 

4. guide the types of outside leave that the SCDFMH may grant under sections 50 and 63 of the Mental 
Health (Forensic Provisions) Act 1990, 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N�


 

Leave, Ground Access and SCALE – The Forensic Hospital 

 

 Policy: 1.249 Issue Date: August 2011 Page 3 of 18 

5. guide the types of outside leave that the Clinical Director may grant under section 47 of the Mental 
Health Act 2007, and  

6. ensure: 

a) patients are able to access outside leave and ground access for appropriate purposes, 

b) a SCALE is assigned to each patient in The Forensic Hospital, 

c) decisions to grant outside leave and ground access take into consideration the thorough, 
documented assessments of clinical status and risk, 

d) patients and carers are consulted on decisions regarding outside leave and ground access, 

e) the appropriate officer of the Corrective Services (CSNSW) is consulted in relation to applications for 
outside leave for adult correctional patients, 

f) the appropriate officer of the Juvenile Justice (JJ) is consulted in relation applications for outside leave 
for adolescent correctional patients, 

g) all applications, considerations, risk assessments, decisions and plans regarding ground access and 
outside leave are recorded in the patient’s Health Record, and 

h) any risks to patients, the public or members of staff that arise from the granting of outside leave or 
ground access are identified and managed effectively. 

3. Outcomes 

The implementation of a structured ground access and leave planning process will: 

a) improve patient, family, carer and community safety, 

b) allow greater patient, family and carer involvement in decision making regarding leave, 

c) improve communication between all stakeholders, and 

d) improve continuity of care for patients by facilitating better access to rehabilitation and preparation for 
transfer to medium and low secure mental health services. 

4. Policy Content 

4.1 General Matters Regarding Outside Leave and Ground Access 

1. It is the policy of Justice Health that patients in The Forensic Hospital should be able to access the grounds 
and outside leave as required for their health and wellbeing to the greatest extent possible taking into 
account their clinical, legal and security status. 

2. Patients in The Forensic Hospital, their primary carers and families must be involved in the planning for 
outside leave to the fullest extent possible, subject to any restrictions necessary for security or 
confidentiality. 

3. The SCDFMH has the delegated authority of the Director-General to allow a forensic or correctional 
patient, under the provisions of sections 50 and 63 of the Mental Health (Forensic Provisions) Act 1990 
respectively, to be absent on outside leave from The Forensic Hospital in circumstances constituting an 
emergency or other special circumstances. 

4. The Clinical Director, as medical superintendent, has the authority, under section 47 of the Mental Health 
Act 2007, to allow a civil patient to be absent from The Forensic Hospital. 

5. Ground access by civil, correctional and forensic patients within the secure area of The Forensic Hospital is 
at the discretion of the Clinical Director. 

6. For the purpose of assigning a SCALE and considering applications for outside leave or ground access for 
patients in The Forensic Hospital, the Clinical Director must convene The Forensic Hospital Leave 
Committee. The membership and functions of the Committee are set out in section 4.13 below.  

7. An application by a JH consultant psychiatrist to: 
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a) the Tribunal for leave for a forensic patient, 

b) the Commissioner of CSNSW for outside leave for adult correctional patient, or 

c) the Director-General of the Department of Juvenile Justice for outside leave for an adolescent 
correctional patient, 

must have been approved by the Forensic Hospital Leave Committee before it can be forwarded to the 
respective authorising officer. 

8. In making decisions to approve or refuse ground access or support or refuse applications for outside leave, 
the SCDFMH and Clinical Director must consider any advice from: 

a) the multidisciplinary team for the patient, and 

b) The Forensic Hospital Leave Committee. 

9. The multidisciplinary team for a patient must ensure that all applications, considerations, risk assessments, 
decisions and plans regarding leave are recorded in the patient’s Health Record and appropriate electronic 
databases, for example, the Patient Information Reporting Centre (PIRC). 

10. The Nursing Unit Manager (NUM) of a Unit within The Forensic Hospital must ensure that, on each 
occasion a patient granted outside leave or ground access leaves or returns to the Unit, all the required 
details are recorded on The Forensic Hospital Daily Patient Movement Register (Form No. FH 9R) and the 
Ground Access and Outside Leave Summary (Form JUS020.115). 

4.2 Table 1 – Summary of Leave Types and Authorising Officers 

The following table summarises the authority for each leave and patient type and lists the relevant section of this 
policy. 

Patient 
Type 

Leave Type Act/Section 
Authorising 
Officer or Body 

Policy 
section 

Civil/forensic/ 
correctional 

Escorted ground access N/A Clinical Director
1
 4.3 

Civil/forensic/ 
correctional 

Unescorted ground access N/A Clinical Director 4.3 

Civil/forensic/ 
correctional 

Supervised ground access N/A Clinical Director 4.3 

Civil Escorted outside day leave MHA s47 Clinical Director 4.4 

Civil Supervised outside day leave MHA s47 Clinical Director 4.4 

Civil Unescorted outside day leave MHA s47 
Leave type not 
routinely used 

4.4 

Forensic Escorted outside day leave MHFPA s49 
Mental Health 
Review Tribunal 

4.5.1 

Forensic Supervised outside day leave MHFPA s49 
Mental Health 
Review Tribunal 

4.5.1 

Forensic Unescorted outside day leave MHFPA s49 
Leave type not 
routinely used 

4.5.1 

Forensic 
Escorted outside day or overnight 
leave (medical treatment or 
emergency) 

MHFPA s50 SCDFMH 4.5.2 

Forensic 
Supervised outside day or 
overnight leave 

MHFPA s50 
Leave type not 
routinely used 4.5.2 

                                                 
1
 Medical Superintendent 

http://intranetjh/forms/Forms/FH9R.dot�
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Patient 
Type 

Leave Type Act/Section 
Authorising 
Officer or Body 

Policy 
section 

Forensic 
Unescorted outside day or 
overnight leave 

MHFPA s50 
Leave type not 
routinely used 

4.5.2 

Correctional 
Escorted outside day or overnight 
leave 

MHFPA s62 
CSNSW 
Commissioner 

4.6.1 

Correctional 
Supervised outside day or 
overnight leave 

MHFPA s62 
CSNSW 
Commissioner 

4.6.1 

Correctional 
Unescorted outside day or 
overnight leave 

MHFPA s62 
Leave type not 
routinely used 

4.6.1 

Correctional 
Escorted outside day or overnight 
leave (emergency) 

MHFPA s63 SCDFMH 4.6.2 

Correctional 
Supervised outside day or 
overnight leave 

MHFPA s63 
Leave type not 
routinely used 

4.6.2 

Correctional 
Unescorted outside day or 
overnight leave 

MHFPA s63 
Leave type not 
routinely used 

4.6.2 

4.3 Ground Access – Civil, Correctional and Forensic Patients 

1. The following types of ground access are available at the discretion of the Clinical Director, and subject to 
any terms or conditions that the Leave Committee may impose in relation to a particular civil, correctional 
or forensic patient detained in the Forensic  Hospital: 

a) escorted ground access, 

b) supervised ground access, and 

c) unsupervised ground access. 

2. Escorted ground access means access to specified areas of the Forensic Hospital closely escorted by one or 
more members of the clinical staff. 

3. Supervised ground access means access to specified areas of the Forensic Hospital where the patient is in 
the direct line of sight of a member of clinical staff at all times, or under the supervision of a responsible 
adult at all times. 

4. Point to point ground access means where a patient is moving between locations within the Forensic 
Hospital or grounds, for example, between the Gymnasium and a ward, and staff at the starting and 
destination locations contact each other to confirm the patient’s departure and arrival. 

5. Unsupervised ground access means access to specified parts of the Forensic Hospital by a patient who is 
not escorted, supervised or monitored point to point. 

6. A consultant psychiatrist who wishes a patient under his or her care to have ground access may apply to 
the Clinical Director through The Forensic Hospital Leave Committee. The application for ground access 
must be on form JUS020.105 Application for Ground Access and follow the procedure outlined below in 
Section 4.7 Leave and Ground Access Planning Process at paragraphs 3 and 4. 

7. The security status of a patient is represented by the patient’s SCALE. The applicant must take into 
consideration the patient’s SCALE when proposing a ground access plan for a patient. 

4.4 Outside Leave – Civil Patients 

1. While the Clinical Director may, under the provisions of section 47 of the Mental Health Act 2007, grant 
leave to a civil patient of The Forensic Hospital for the period, and on the conditions, that he or she thinks 
fit, this policy guides the types of leave that the Clinical Director may grant to a civil patient in The 
Forensic Hospital. 

2. The types of leave that the Clinical Director may grant to a civil patient are restricted because The Forensic 
Hospital is generally for patients requiring care in a high secure environment and the security status of 



 

Leave, Ground Access and SCALE – The Forensic Hospital 

 

 Policy: 1.249 Issue Date: August 2011 Page 6 of 18 

those patients would generally preclude them from being given unescorted, unsupervised or overnight 
leave. 

3. The Clinical Director must not grant the following leave types to a civil patient: 

a) unescorted day, overnight, or extended outside leave, or 

b) unsupervised day, overnight, or extended outside leave, 

unless there are exceptional circumstances that warrant the granting of such leave and The Forensic 
Hospital Leave Committee has approved the proposed leave arrangements. 

4. Generally, civil patients who are clinically suitable for the leave types in paragraphs 3(a) or (b) above 
should be transferred to a medium or low secure mental health facility in order to be able to access such 
leave. 

5. The Clinical Director must specify the security conditions for any period of leave granted to a civil patient. 
In determining the security conditions for a period of leave, the Clinical Director must consult the Leave 
Committee and consider any advice from the Committee.  

6. The consultant psychiatrist for a civil patient may apply to the Clinical Director for leave for the patient to 
be absent from The Forensic Hospital. An application for outside leave for a civil patient must be on form 
JUS020.110 Application for Outside Leave. 

7. The Clinical Director or consultant psychiatrist for a patient may, at any time, suspend the leave of a civil 
patient if he or she is satisfied on the evidence available that the risks posed by the patient cannot be 
adequately managed by the agreed risk management plan. The consultant psychiatrist must ensure that 
the following persons are informed of any decision to suspend or reinstate leave: 

a) all members of the Leave Committee, 

b) Psychiatry Registrar, 

c) Care Coordinator, 

d) NUM, and 

e) where applicable, the patient’s primary carer. 

8. If the Clinical Director or consultant psychiatrist is satisfied that the grounds for the suspension no longer 
exist then he or she must lift the suspension immediately. 

4.5 Outside Leave – Forensic Patients 

4.5.1 Rehabilitative Leave 

1. The Tribunal is the authorising body for non-emergency outside leave for forensic patients. Such leave is 
granted under section 49 of the MHFP Act and includes rehabilitative leave. 

2. Outside leave may potentially be supervised, unsupervised, escorted or unescorted. Outside leave may 
potentially be for a period occurring within one day, overnight or extended. 

3. A consultant psychiatrist who requires a forensic patient to have outside leave for rehabilitative purposes 
must have the application approved by the Leave Committee before the application can be forwarded to 
the Tribunal. 

4. The application to the Leave Committee must be on form JUS020.110 Application for Outside Leave and 
must be accompanied by a leave plan containing the items listed below in Section 4.7 Leave and Ground 
Access Planning Process at paragraph 7. 

5. The Leave Committee must consider the application and, if it supports the application, forward the 
application to the Tribunal. The Leave Committee may, in consultation with the treating team, make 
changes to the leave plan or the risk management plan before forwarding the application to the Tribunal. 
The Leave Committee must inform the consultant psychiatrist in writing of any changes it makes to the 
leave plan or risk management plan. 

6. While the Tribunal has the authority to grant a forensic patient leave to be absent from The Forensic 
Hospital for a period and subject to such conditions as the Tribunal thinks fit, this policy restricts the types 
of leave applications that the Leave Committee may support. 
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7. The types of leave that the Leave Committee may approve are restricted because The Forensic Hospital is 
generally for patients requiring care in a high secure environment and the security status of those patients 
would generally preclude them from being given unescorted, unsupervised or overnight leave. Patients 
who are clinically suitable for such leave should be transferred to a medium or low secure mental health 
facility in order to be able to access such leave. 

8. The Leave Committee may only support applications under section 49 for the following types of outside 
leave for adult forensic patients detained in The Forensic Hospital: 

a) escorted day leave, or 

b) supervised day leave, 

unless there are exceptional circumstances which necessitate overnight or extended leave, whereupon the 
Leave Committee may support an application for escorted overnight or extended leave only. 

9. The security arrangements for adolescent forensic patients may be significantly different to those for 
adults. Consequently, the Leave Committee, on advice from the treating team and with the consent of 
the Clinical Director Adolescent Mental Health, may approve an application for unescorted outside leave 
for an adolescent forensic patient. 

4.5.2 Outside Leave for Medical Treatment including Emergencies 

1. The SCDFMH has the delegated authority of the Director-General, under section 50 of the MHFP Act, to 
allow a forensic patient to be absent from The Forensic Hospital in circumstances constituting an 
emergency or other special circumstances and subject to such conditions as the SCDFMH thinks fit. 

2. ‘Special circumstances’ are interpreted as including medical treatment or investigations at an outside 
hospital. 

3. In the case of a medical emergency only, the Medical Superintendent of The Forensic Hospital has the 
delegated authority of the Director-General, under section 50 of the MHFP Act, to allow a forensic patient 
to be absent from The Forensic Hospital. 

4. A consultant psychiatrist who requires a forensic patient to attend another hospital or clinic, or other 
external health service provider for routine or emergency treatment or investigations may apply to the 
SCDFMH or, in the case of a medical emergency only, Medical Superintendent for section 50 leave. 

5. The application to the SCDFMH must be on form JUS020.110 Application for Outside Leave and must be 
accompanied by a leave plan containing the items listed below in Section 4.7 Leave and Ground Access 
Planning Process at paragraph 7. 

6. Except in cases of emergency, the SCDFMH must consult the Leave Committee and must consider any 
advice from the Committee in relation to the leave plan and risk management plan for the leave. The 
SCDFMH may make any changes to the leave plan or the risk management plan he or she thinks fit, 
subject to the restrictions on the granting of leave required by this policy. The SCDFMH must inform the 
treating team of any changes made to the leave plan or risk management plan. 

7. While the SCDFMH has the delegated authority of the Director-General, under section 50 of the MHFP 
Act, to allow a forensic patient to be absent on leave from The Forensic Hospital for a period and subject 
to such conditions as the SCDFMH thinks fit, this policy guides the types of leave that the SCDFMH may 
grant to a forensic patient in The Forensic Hospital. 

8. The types of leave that the SCDFMH may grant under section 50 are restricted because The Forensic 
Hospital is generally for patients requiring care in a high secure environment and the security status of 
those patients would generally preclude them from being given unescorted, unsupervised or overnight 
leave. Patients who are clinically suitable for such leave should be transferred to a medium or low secure 
mental health facility in order to be able to access such leave. 

9. The SCDFMH should only grant the following types of outside leave under section 50 to forensic patients 
detained in The Forensic Hospital: 

a) escorted day leave, or 

b) supervised day leave, 
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unless exceptional circumstances necessitate overnight or extended leave, for example, where a forensic 
patient must stay in hospital, then in such cases, with the agreement of the Leave Committee, the SCDFMH 
may approve escorted overnight or extended leave. 

10. As a matter of policy, the SCDFMH should not approve the following leave types for forensic patients in 
The Forensic Hospital under section 50: 

a) unescorted day, overnight, or extended outside leave, or 

b) unsupervised day, overnight, or extended outside leave, 

unless, because of exceptional circumstances, it is necessary for the patient to have overnight or extended 
leave, for example, where a forensic patient must stay in hospital, then in such cases, with the agreement 
of the Leave Committee, the SCDFMH may approve escorted overnight or extended leave only. 

11. The SCDFMH must not grant a leave of absence if the Tribunal has previously, in the same or similar 
circumstances, refused to grant a leave of absence to the patient. 

12. Where a patient needs to be transported to an Emergency Department for emergency medical treatment 
then the clinicians involved should firstly ensure that an ambulance is called and any necessary medical 
care is provided to the patient before attending to the administrative requirements of applying for section 
50 leave. 

13. The Clinical Director (as Medical Superintendent) has the delegated power to approve section 50 leave in 
a medical emergency only. In the case of a medical emergency, the ONM or Nurse Manager on Duty 
should contact the Clinical Director to request emergency section 50 leave. 

14. Where a delay in reaching an emergency department is likely to result in serious harm to the patient’s 
health, the patient may be transported to hospital prior to obtaining section 50 authorisation from the 
SCDFMH or Clinical Director, provided that, as soon as practicable, the Nurse Manager in charge: 

a) advises the SCDFMH and Clinical Director that the patient has been transported to hospital, and 

b) sends a retrospective section 50 leave application to the SCDFMH or Clinical Director. 

15. The requirements above are in addition to any other reporting requirements for emergencies mandated by 
the Clinical Management of Security and Emergency Response Manual or any other JH policy. 

4.6 Outside Leave – Correctional Patients 

4.6.1 Rehabilitative Leave 

1. For the purposes of the application of this section to adolescent correctional patients, a reference to the 
Commissioner of CSNSW is taken to be a reference to the Chief Executive of Juvenile Justice. 

2. The Commissioner of CSNSW is the authorising officer for non-emergency outside leave for correctional 
patients. Such leave is granted under section 62 of the MHFP Act and includes rehabilitative leave. 

3. A consultant psychiatrist who requires a correctional patient to have outside leave for rehabilitative 
purposes must have the application approved by the Leave Committee before the application can be 
forwarded to the Commissioner. 

4. The application to the Leave Committee must be on form JUS020.110 Application for Outside Leave and 
must be accompanied by a leave plan containing the items listed below in Section 4.7 Leave and Ground 
Access Planning Process at paragraph 7. 

5. The Leave Committee must consider the application and, if it supports the application, forward the 
application to the Commissioner. The Leave Committee, in consultation with the treating team, may 
amend the leave plan or the risk management plan before forwarding the application to the 
Commissioner. The Leave Committee must inform the treating team of any changes it makes to the leave 
plan or risk management plan. 

6. While the Commissioner has the authority to grant a correctional patient leave to be absent from The 
Forensic Hospital for a period and subject to such conditions as the Commissioner thinks fit, this policy 
restricts the types of leave applications that the Leave Committee may support. 
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7. The Leave Committee may only support applications for escorted day leave for adult correctional patients 
unless there are exceptional circumstances which necessitate overnight or extended leave, whereupon the 
Leave Committee may support an application for escorted overnight or extended leave only. 

8. The security arrangements for adolescent correctional patients may be significantly different to those for 
adults. Consequently, the Leave Committee, on advice from the treating team and with the consent of 
the Clinical Director Adolescent Mental Health, may approve an application for unescorted outside leave 
for an adolescent correctional patient. 

4.6.2 Outside Leave for Medical Treatment including Emergencies 

1. The SCDFMH has the delegated authority of the Director-General, under section 63 of the MHFP Act, to 
allow a correctional patient to be absent from The Forensic Hospital in circumstances constituting an 
emergency or other special circumstances and subject to such conditions as the SCDFMH thinks fit. 
‘Special circumstances’ are interpreted as including medical treatment or investigations at an outside 
hospital. 

2. The policy, including restrictions on the types of leave that may be granted, and procedure for an 
application for section 63 leave for a correctional patient are the same as those given for forensic patients 
in section 4.5.2 above. 

3. The SCDFMH must ensure that the Commissioner of CSNSW is given notice of any section 63 leave for a 
correctional patient detained in the Forensic Hospital. Such notice may be given retrospectively in the case 
of leave for emergency medical treatment. 

4.7 Outside Leave and Ground Access Planning Process 

1. On the admission of a patient, the Care Coordinator for that patient must ensure that the dates of all 
upcoming court appearances, medical appointments and any other such events are recorded in the 
patient’s Health Record and appropriate database. 

2. The Care Coordinator must ensure that the patient and their family and/or primary carer are involved in 
planning for leave for family events and rehabilitative leave, that is, leave for the purposes of 
rehabilitation. 

3. For security purposes, patients, their primary carers and families should not be told the details of any 
arrangements regarding transport and escort for outside leave for court or other tribunal appearances or 
appointments at hospitals or other such places.   

4. There is a system for regular multidisciplinary reviews of patients through ward rounds and Clinical Review 
Meetings. Such reviews include the assessment of risk. The outcomes of these reviews will guide the type 
of ground access or outside leave which may be granted and escort requirements for such leave. See JH 
Policies 1.069 Care Coordination, Planning and Review – The Forensic Hospital and 1.078 Clinical Risk 
Assessment & Management – The Forensic Hospital for detailed guidance regarding Clinical Review 
Meetings and risk assessment. 

5. Where a ward round or Clinical Review Meeting decides that it is appropriate for a patient to have ground 
access, the Consultant Psychiatrist must ensure that application is made to the Leave Committee to 
authorise the access. The application must include: 

a) a ground access plan, which must include the following items: 

i) the date/s and start and end times of ground access, which may be on a recurring basis, 

ii) the area/s within the Forensic Hospital for which access is granted, 

iii) whether the access is supervised, unsupervised, escorted, or unescorted, 

iv) if escorted, the type and numbers of any escort personnel, 

v) if supervised, the type of supervision to be applied, and 

vi) the names of any other persons with which the patient must not associate while in the grounds 
of the Forensic Hospital, and 
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b) a risk management plan, which addresses all the identified risks associated with the ground access 
itself and any particular activities to be undertaken during the ground access, for example, swimming 
classes or craft activities. 

6. Where a Clinical Review Meeting decides that it is appropriate or necessary for a patient to have outside 
leave, the Consultant Psychiatrist must ensure that: 

a) if the primary carer was not present at the Clinical Review Meeting, that the primary carer is 
consulted in relation to the proposed leave,  

b) the Clinical Director is informed of and supports the proposed leave, and 

c) an application is made to the relevant authority through the Leave Committee to authorise the leave. 

7. An application for outside leave must include: 

a) an outside leave plan, which must contain: 

i) the date and time of commencement of leave, 

ii) the date and time at which the leave will finish, 

iii) all the place/s to which the patient may have access while on leave, 

iv) in the case of leave for medical treatment, a description of the medical treatment or 
investigations, and the place where the medical treatment will take place, 

v) if overnight or extended leave, the intended place of residence of the patient, and the names of 
all persons staying with the patient in that place (not required where the patient is attending a 
hospital or clinic), 

vi) the type of leave, that is, supervised or escorted, 

vii) if escorted, the type and numbers of any escort personnel, 

viii) if supervised, the type of supervision to be applied, the name/s of the responsible adult/s who 
are to supervise the patient and a statement from any such persons indicating that they agree 
to provide the supervision, 

ix) if transport is required, the type of transport and transport provider, for example, G4S, CSNSW, 
or Justice Health, 

x) emergency contact numbers, and 

xi) contingency and emergency response plans, 

b) a risk management plan, which addresses all the identified risks associated with the outside leave. 

8. Where an application to the Tribunal is required, that is, an application for a leave type that the SCDFMH 
may not approve, then the Care Coordinator must ensure that: 

a) a ‘Notice of Intent’ is submitted to the Tribunal at least three weeks in advance of the required 
hearing date, and 

b) a hearing is booked with the Forensic Division of the Tribunal, and 

c) the relevant members of the multidisciplinary team prepare reports for the Tribunal written in accord 
with the guidelines for such reports contained in the Forensic Procedural Note2

 and Forensic Patient 
Guidelines: for the assessment and management of risk to others incorporating a guide to forensic 
patient report writing.  

9. When the outside leave has been approved by the appropriate authority, the Care Coordinator must: 

a) inform the G4S and Justice Health Security Manager of the patient’s name, leave dates, escort and 
security arrangements, 

b) where appropriate, inform the primary carer, and any other relevant parties, 

c) if required, book appropriate transport and escorts, and 

                                                 
2
 Mental Health Review Tribunal, Forensic Procedural Note – Updated January 2008. 
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d) order the appropriate supply of medication from pharmacy for the period of leave. 

10. A patient granted outside leave must be given a leave pass for each period of leave granted. The leave 
pass must contain: 

a) the name of the patient, 

b) the name and telephone number of the patient’s Unit, 

c) the dates and times of start and finish of the leave period, 

d) the places for which the leave is approved. 

11. In accordance with Clinical Management of Security and Emergency Response Manual, the patient must 
show the leave pass to the G4S staff in the Secure Foyer in order to exit the hospital and must surrender 
the leave pass to the G4S staff on return to the hospital. There are alternative arrangements for leave 
verification in the event that the patient does not have his or her leave pass on return to the hospital. 

12. The Psychiatry Registrar, Care Coordinator or allocated nurse for the patient must conduct an assessment 
of the patient’s mental state immediately prior to the patient leaving the secure area and review the leave 
decision at that time. The leave must be deferred if the patient presents with a significant increase in risk.  

13. The Care Coordinator must provide a summary of the leave plan to the patient and his or her primary 
carer and/or family (including children where relevant) as appropriate. 

14. Prior to the period of leave commencing, the Care Coordinator must ensure that, where necessary, the 
local Police are advised of the relevant details regarding the leave. 

4.8 Escort requirements 

1. A patient on leave for medical treatment or investigations should be escorted by a minimum of two 
members of clinical staff both of whom have been trained in the Prevention and Management of Violence 
and Aggression (PMVA). 

2. In exceptional cases, for example, where the patient is severely incapacitated by a medical condition, the 
delegated officer may permit the patient to be escorted by only one member of staff provided that, at any 
time it is necessary, the staff member may request additional staff to attend and escort the patient. 

4.9 Transport and Medication 

1. Where transport for a civil or forensic patient on outside leave from The Forensic Hospital is required, for 
example, to attend a medical appointment at another hospital, the Care Coordinator for the patient must 
ensure that the appropriate transport is booked with G4S. A vehicle used to transport a patient on leave 
must have a first aid kit and an Air Viva. 

2. In booking transport, the Care Coordinator must inform G4S of: 

a) the destination, date, times and duration of the leave, 

b) the type of vehicle required, and 

c) the escort requirements for the transport. 

3. A mobile phone (with relevant numbers stored in it) must available in the vehicle for use by the escort 
staff. A ‘hands-free’ mobile telephone device must be available for use by the driver of the vehicle. 

4. If medication is required for the period of leave the Care Coordinator must ensure that the necessary 
medication is ordered in advance from the Pharmacy. 

4.10 Suspension of Leave 

1. The SCDFMH may, at any time, suspend the section 50 or 63 leave of a patient if he or she is satisfied on 
the evidence available that the risks posed by the patient cannot be adequately managed by the agreed 
risk management plan. 

2. If the SCDFMH is satisfied that the grounds for the suspension no longer exist, he/she must lift the 
suspension immediately. 
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3. In suspending or reinstating leave, the SCDFMH should act on the advice of the Clinical Director or any 
other member of the Leave Committee but may take advice from any other informant that the SCDFMH 
considers reliable. The SCDFMH must ensure that the following persons are informed of any decision to 
suspend or reinstate leave: 

a) all members of the Leave Committee, 

b) Consultant Psychiatrist, 

c) Care Coordinator, 

d) NUM, and 

e) where applicable, the patient’s primary carer. 

4.11 Incidents including Absconding whilst on Leave 

1. The staff member/s escorting a patient must have the appropriate level of training and skills and be able 
to contact all the appropriate agencies to effect the safe management of the patient, themselves and 
others. 

2. If, while on escorted leave, a patient becomes aggressive, attempts to abscond, or actually absconds, the 
staff member/s escorting the patient and any G4S staff present should take any appropriate actions which 
may include: 

a) making all reasonable attempts to restrain the patient in a manner that is safe and consistent with 
the PMVA training, 

b) pursuing the patient, or 

c) withdrawing and, if possible, following the patient at a safe distance. 

In all such situations the staff must request emergency assistance from the Police in accord with the Local 
Agreement and Standard Operating Procedures between Eastern Beaches Local Area Command and NSW 
Justice Health Forensic Hospital. 

3. The members of staff must either during the incident or, where that is not possible, as soon as possible 
after an incident, notify the Manager Mental Health Nursing, Forensic Hospital (MMHNFH) or Nurse 
Manager on Duty (NMOD) who will advise the Clinical Director and EDFMH&YS. The MMHNFH or NMOD 
must ensure that the incident is reported on the Incident Information Management System (IIMS). The 
escort staff must complete an IIMS report and make an appropriate entry in the patient’s Health Record. 

4. All incidents must be: 

a) notified through IIMS, 

b) reported to the relevant agencies, and 

c) fully documented in the patient’s Health Record, including any actions taken and outcomes. 

5. The NM in charge must send a group message to the JH Executive, in accordance with the requirements 
for SAC Level 1 to 3 incidents, and contact the Clinical Director to seek advice on any further actions that 
may be required. This may include contacting any or all of the following: 

a) The Executive Director Forensic Mental Health and Youth Services,  

b) Statewide Clinical Director Forensic Mental Health, 

c) Chief Executive, 

d) Corrective Services NSW, and/or 

e) The NSW Police. 

6. Where a patient has absconded while on leave, the Clinical Director must ensure that EDFMH&YS is 
informed of the incident. The EDFMH&YS must inform the CE of the incident.  

7. Counselling and debriefing should be offered to staff involved with the escort or incident. 
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4.12 Failure to Return from Leave 

1. If a patient on leave fails to return to The Forensic Hospital by the time specified in his or her leave order 
then the NUM for the Unit must take all reasonable steps to contact the escort staff or supervisor and 
establish the reason for the failure to return. Where the escort staff or supervisor cannot be contacted, 
the NUM for the Unit must inform the: 

a) NM in charge, and 

b) Police at Maroubra and the Police station at the leave destination of the patient. 

2. The NM in charge must ensure that the following persons are informed as soon as practical: 

a) Clinical Director, and, where appropriate, Clinical Director, Adolescent Mental Health, 

b) Consultant Psychiatrist, 

c) Psychiatry Registrar, 

d) MMHNFH, 

e) where the NM in charge is not the ONM, the ONM, 

f) JH and G4S Managers of Security, 

g) the SCDFMH, and 

h) in the case of a correctional patient, the Commissioner of CSNSW. 

3. The NM in charge must send a group message to the JH Executive, in accordance with the requirements 
for SAC Level 1 to 3 incidents, and contact the Clinical Director to seek advice on any further actions that 
are required. 

4. The Clinical Director must ensure that the EDFMH&YS is informed of the incident. The EDFMH&YS must 
inform the CE of the incident.  

5. The NUM must ensure that the incident is logged in IIMS. 

4.13 Forensic Hospital Leave Committee 

4.13.1 Membership, Proceedings and Functions of the Committee 

1. For the purposes of assigning a SCALE and considering applications for outside leave or ground access for 
patients, The Forensic Hospital Leave Committee (the Committee) shall consist of the following members: 

a) Clinical Director, who shall chair the Committee, 

b) Clinical Director Adolescent Mental Health, 

c) Justice Health Security Manager, 

d) Manager Mental Health Nursing, Forensic Hospital, 

e) Nurse Manager(s) on Duty, Forensic Hospital, 

f) Manager Allied Health, and 

g) a mental health CNC nominated by the MMHNFH. 

2. For each member of the Committee, the EDFMH&YS shall delegate a person to sit on the Committee in 
the event of the absence of the member. 

3. The Committee shall have a secretary. The secretary may not vote on matters considered by the 
Committee. 

4. The secretary must record in the minutes the matters considered by the Committee, any decisions and the 
reasons for those decisions regarding the assignment of SCALE levels to patients, ground access or 
outside leave. The minutes of the meeting must be stored in the TRIM container C121/10. 

5. The Leave Committee is a Sub-Committee of The Forensic Hospital Security Review Steering Committee 
(FHSRSC). Any security matters which cannot be resolved by the Leave Committee or require additional 
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consideration should be reported to the FHSRSC. The minutes of the meetings of the FHSRSC are stored 
in the TRIM container C124/10. 

6. The Committee must assign a SCALE to each patient admitted to The Forensic Hospital. When deciding 
the SCALE of a patient the Committee must consider: 

a) the clinical status of the patient, 

b) the nature and circumstances of the index offence of the patient, 

c) the patient’s offending history, 

d) the patient’s history of violence, 

e) the patient’s history of self harm or suicide attempts, 

f) the safety of any persons with whom the patient should not associate, 

g) the safety of the patient and any risks to the patient posed by other persons, 

h) any advice from the multidisciplinary team for the patient, 

i) any information provided by CSNSW or JJ regarding the patient, 

j) the general milieu of The Forensic Hospital, and 

k) any other factors that the Committee consider relevant.  

7. A representative from the multidisciplinary team making an application for a patient to have ground 
access or outside leave may attend the meeting of the Committee at which the application is considered. 
The representative may attend the meeting by teleconference or videoconference, if required. 

8. Except in the case of a medical emergency, the SCDFMH or Clinical Director, when considering an 
application for outside leave or ground access must consult the Committee. 

9. When considering an application for outside leave for a correctional patient, the Committee must 
consider any advice from the CSNSW Manager of Security of the correctional centre in which the person 
was last imprisoned prior to being transferred to The Forensic Hospital in relation to the security 
conditions for the outside leave. 

10. When considering an application for outside leave for an adolescent correctional patient, the Committee 
must consider any advice from the JJ Centre Manager of the detention centre in which the young person 
was last detained prior to being transferred to The Forensic Hospital in relation to the security conditions 
for the outside leave. 

11. When making recommendations regarding the security conditions for a patient granted outside leave, the 
Committee must: 

a) in the case of an adult correctional patient, consider the CSNSW security category
3
 of the person, 

where known, and any advice from the CSNSW Manager of Security given under paragraph 8 above, 
and 

b) in the case of an adolescent correctional patient, consider the JJ security class
4
 of the young person, 

where known, and any advice from the JJ Centre Manager given under paragraph 9 above.  

12. When considering an application for outside leave or ground access, the Committee must not support the 
application unless, having regard to the type of leave or ground access and the proposed security 
arrangements, it is satisfied that all the identified risks can be adequately managed by the risk 
management plan. 

13. The Forensic Hospital Leave Committee must not approve ground access or support an application for 
outside leave for a patient unless: 

a) an up to date risk assessment and risk management plan is recorded in the patient’s Health Record, 

                                                 
3
 The ‘security category’ of an adult patient means the category in which the person was classified, under the provisions of Chapter 2, Part 

2.2,  Division 2 of the Crimes (Administration of Sentences) Regulation 2008, at the most recent time the person was an inmate of a 
correctional centre.  
4
 The ‘security class’ of an adolescent patient means the class in which the young person was classified, under the provisions of clause 7 of 

the Children (Detention Centres) Regulation 2005, at the most recent time the young person was detained in a juvenile detention centre. 
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b) a SCALE is assigned and recorded in the patient’s Health Record and recorded in the appropriate 
electronic database, and 

c) the patient, and, where is it not otherwise contraindicated to do so*, the patient’s family and/or 
carers have been consulted in relation to any proposed outside leave. 

14. The secretary of the Committee must inform an applicant of any decision of the Committee regarding the 
application for ground access or outside leave as soon as practical after the Committee has made the 
decision. 

15. The Clinical Director must ensure that a forensic patient who has been refused outside leave is informed 
of his or her right to appeal to the Tribunal against the decision under s76F of the MHFP Act.  

16. In relation to ground access, the Committee must publish a timetable for ground access for the various 
Units and patient groups in order to ensure that all patients who are permitted ground access are able to 
do so safely and equitably. 

17. While the Committee must consider the safety of all patients, it must have particular regard to the 
conditions under which the hospital grounds are accessed by: 

a) female patients, 

b) adolescent patients, and 

c) patients who have restrictions on their associations with others. 

18. In addition to the functions of the Committee as set out in this policy, the Committee may perform other 
functions as determined from time to time by the EDFMH&YS, or by the Committee itself with the 
approval of the EDFMH&YS. 

*See Section 4.7 paragraph 3 for information regarding the security considerations when consulting the patient 
and family on planning for outside leave. 

4.13.2 Appeals 

1. A civil, correctional or forensic patient aggrieved by a decision of the Clinical Director or Leave Committee 
in relation to ground access for that patient may appeal to the SCDFMH for a review of the decision. 

2. A civil patient aggrieved by a decision of the Clinical Director or Leave Committee in relation to outside 
leave for that patient may appeal to the SCDFMH for a review of the decision. 

3. An appeal to the SCDFMH may be made by the patient concerned or the patient’s representative. An 
appeal by a patient may be made orally or in writing. An appeal by the patient’s representative must be in 
writing. Where patients and/or their primary carers are illiterate or from culturally and linguistically diverse 
backgrounds, and a patient or primary carer so requests, staff must assist them to prepare and lodge an 
appeal. 

4. Where an appeal is made orally to a member of staff, the member of staff must ensure that the details of 
the appeal are recorded in the patient’s Health Record and passed to the SCDFMH. 

5. The decision of the SCDFMH in relation to an appeal and the reasons for the decision must be given to 
the patient and, where applicable, the patient’s representative in writing. The patient should also be 
offered an oral explanation of the decision. 

4.14 SCALE 

1. The Consultant Psychiatrist for a patient must, in consultation with the multidisciplinary team, ensure that 
an interim SCALE is assigned to the patient and that the interim SCALE is submitted to the Leave 
Committee for the Committee’s consideration and approval within seven days of the patient’s admission. 

2. The multidisciplinary team must inform the Leave Committee of any matters that would be relevant to a 
decision to assign a SCALE to the patient.   

3. In assigning an interim SCALE to a patient, the multidisciplinary team must consider the factors set out in 
this policy at section 4.13.1 paragraph 6 above. 

4. The SCALE of a patient must be reviewed weekly by the multidisciplinary team for the patient, ideally in 
the Clinical Review Meeting. Following a review of the patient, the multidisciplinary team may increase 
the SCALE of the patient. 
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5. On advice from the multidisciplinary team for a patient the Leave Committee may increase or decrease the 
SCALE of the patient. 

6. Where a patient has been admitted to the hospital but the Leave Committee has not yet approved the 
SCALE for the patient, and the patient must be moved within the grounds of the hospital, then the 
patient must be assigned to an interim SCALE of not less than A2. 

 External leave 
1 2 3 4 5  

Internal ground access 
Police Controlled Escort Escorted Supervised Unsupervised 

A Controlled escort      

B Escorted      

C Supervised      

D Point to point      

E Unescorted      

 
All patients who require emergency ambulance transport to hospital in consultation with the Ambulance 
Operations Centre, will make an initial determination of the level of risk and the number of escorts required 
during transport. This is to be confirmed by the attending paramedics in consultation with the facility. There 
should be a minimum of two PMVA trained staff to escort and appropriate G4S (refer to SCALE) in all cases. This 
is a directive from the Standard Operating Policy, Ambulance Service of NSW. If an individuals SCALE requires 
more than 2 PMVA trained staff on external escort, this must be complied with. 
  
All patients will be allocated with a minimum of A2 SCALE on admission until finalised recommendations for 
SCALE are approved by The Forensic Hospital Leave Committee. No ground access can occur until approval from 
the Leave Committee. 
 
The required number of staff for transport and escort of planned discharged patient is to be determined by a 
documented clinical risk assessment that occurs as part of the discharge plan. This is to be communicated via 
The Forensic Hospital Admission, Discharge and Transfer form.  
 
If a patient of THF is temporarily admitted to an external hospital. SCALE must be reviewed by the Clinical 
Director and the NMOD on a shift by shift basis.  
 

Ground Access Descriptor 

Controlled escort To be used with high risk patients who will require controlled secure 
hold by at least 2 PMVA trained staff for internal emergency movement 
and appointments. The Clinical team must assess the patient’s mental 
state and current risks immediately prior to escort to determine the 
appropriate number of escorting PMVA trained staff. 

Escorted To be used for individual patients who require no secure hold, but 
require the allocation a minimum of one, of PMVA trained staff for 
ground access and movement. The Clinical team must assess the 
patient’s mental state and current risks immediately prior to escort to 
determine if additional numbers of escorting PMVA trained staff are 
required.  

Supervised To be used for patients who have demonstrated appropriate behaviour 
on escorted leave and been risk assessed as suitable for supervised leave. 
Supervised leave is granted to individual patients not groups of patients. 
Staff can take as many individual patients on approved supervised leave 
as the Shift Leader determines appropriate, in consultation with the 
clinical team. The Clinical team must assess the patient’s mental state 
and current risks immediately prior to leave. 
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Ground Access Descriptor 

Point to point To be used for patients who have demonstrated appropriate behaviour 
while on supervised leave and been risk assessed as suitable for point to 
point leave. The patient leaves their unit and reports to a nominated 
staff member, who reports back to unit and vice versa at the end of 
leave. The Clinical team must assess the patient’s mental state and 
current risks immediately prior to leave. Upon application for point to 
point leave the clinical team must demonstrate that the patient has been 
orientated to the leave conditions. 

Unescorted To be used for patients who have demonstrated appropriate behaviour 
throughout all other leave entitlements and been risk assessed as 
suitable. Unescorted ground access can have specific restrictions applied 
(e.g. length of time, boundaries, etc). This type of leave can also be used 
during a visit by family or friends (visit to the kiosk, walk in the grounds 
etc) if deemed appropriate by the MDT. The Clinical team must assess 
the patient’s mental state and current risks immediately prior to leave. 
Upon application for unescorted leave the clinical teams must 
demonstrate that the patient has been orientated to the leave conditions  

External Leave Descriptor 

Police To be used for patients whose risk is assessed as being extremely high. 
This SCALE is only to be applied in extreme circumstances after all other 
options are deemed unsafe and the Police are required to escort the 
patient. If a patient is on this SCALE, the Clinical Director must inform 
the Police. All usage of the police for escort must be coordinated 
through the NMOD. All Police escorts will have minimum 3 PMVA 
trained staff and G4S escort team (1 driver, 1 escort officer and a van at 
minimum). 

Controlled Escorted To be used for patients who require a secure hold when outside of the 
facility. This SCALE level will have a minimum of 2 PMVA trained staff 
and G4S escort team (1 driver, 1 escort officer and a van at minimum). 
Additional staff may be requested if deemed clinically necessary after an 
assessment of current mental state and risks. 

Escorted This is to be used for patients who require no secure hold while outside 
the facility. This escort has a minimum of 2 PMVA trained staff. A Justice 
Health pool car may be used if appropriate or G4S transport (1 driver 
and a van). The MDT must for each episode of external leave specify on 
form JUS020.110 Application for Outside Leave the required level of 
staffing for the escort. This may increase after a pre escort assessment of 
mental state and current risks, but cannot be decreased without the 
approval of the Clinical Director. 

Supervised This is used for patients whose risk is assessed as being appropriate to 
have a minimum of 1 staff member or 1 responsible adult supervise the 
entire external episode of leave. This leave may be conducted in groups 
of more than 1 patient. This leave needs to be approved through the 
Mental Health Review Tribunal (MHRT) and endorsed by the Forensic 
Hospital Leave Committee.  

Unsupervised This is for patients who have approved rehabilitation leave from the 
MHRT and endorsed by the Forensic Hospital Leave Committee. This 
type of leave can be restricted to location, timing and specify whether it 
involves overnight leave.  
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5. Contact Information 

Statewide Clinical Director Forensic Mental Health  T: (02) 9700 3030  F: (02) 9700 3506 

Clinical Director Inpatient Mental Health Services, FLBH T: (02) 9700 3083  F: (02) 9700 3529 

Operational Nurse Manager    T: (02) 9700 3241  F: (02) 9700 3529 

Duty Psychiatry Registrar     T: (02) 9311 2906 

Manager Mental Health Nursing, Forensic Hospital  T: (02) 9700 3078 

Maroubra Police Station     T: (02) 9349 9299  F: (02) 9349 9279 

Duty Officer      T: (02) 9349 9257 

6. Definitions 

‘Civil patient’ means an involuntary patient under the Mental Health Act 2007 who is not also a forensic patient. 

‘Correctional patient’ means a person detained in a mental health facility for mental health treatment while on 
remand, or transferred to mental health facility for mental health treatment while serving a sentence of 
imprisonment. 

‘Forensic patient’ means a person who is: 

a) found unfit to be tried or subject to a limiting term after a qualified finding of guilt, and detained in a 
mental health facility, correctional centre or other place, or granted conditional release, 

b) subject to a special verdict of not guilty due to mental illness, and detained in a mental health facility, 
correctional centre or other place, or granted conditional release, or 

c) granted bail after being found unfit to be tried. 

7. References 

Guidance 
NSW Department of Health, Forensic Patient Guidelines: for the assessment and management of risk to others 
incorporating a guide to forensic patient report writing, (2003). 

Mental Health Review Tribunal, Forensic Procedural Note – Updated January 2008, (2008). 

Justice Health Policies 
1.069 Care Coordination, Planning and Review – The Forensic Hospital 

1.078 Clinical Risk Assessment and Management – The Forensic Hospital 

NSW Health Policies/Manuals 
Delegations Manual – Public Health 

Legislation 
Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

 

http://intranetjh/pol/policylib/1.069_Policy_0311.pdf�
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf�
http://www.health.nsw.gov.au/resources/policies/manuals/phdeles_pdf.asp�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N�
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1. Preface  

A hunger strike can be defined as the voluntary abstinence from food and/or fluid.  The objective of this 
policy is to provide health staff with guidelines for the management of patients on hunger strikes and to 
minimise the risk of a hunger strike to the patient’s health. 

Note that this policy includes all Long Bay Hospital patients including the Mental Health Unit but does not 
apply to patients in the Forensic Hospital.  For these patients, the Service Director Forensic Hospital 
should be contacted for specific procedures. 

2. Policy Content  

The following positions must be advised of patients undertaking a hunger strike: 

 The Service Director Operations and Nursing (SDON) for adult patients on a hunger strike. 

 The Service Director Adolescent Health (SDAH) for adolescent patients on a hunger strike. 

 The Service Director Forensic Mental Health (SDFMH) for mental health patients on a hunger strike. 

 Service Director Long Bay Hospital (SDLBH) for patients in LBH on a hunger strike. 

 In absence of the above positions, the relevant Executive Director Clinical Operations must be 
notified. 

Clear reporting of the patient’s refusal of food and/or fluid is required as the patient may elect to refuse food 
but not fluid, or take small amounts of fluid with medications.  The refusal of fluid input could pose a 
significant risk to the patient’s physiological well-being in a shorter timeframe than the refusal of food. 

Details concerning the patient’s hunger strike must be recorded in the patient’s health record and if known 
the entry should include the reason for the hunger strike and what has been done, or can be done, to 
prevent it continuing.   

2.1 Mandatory Requirements  

The following process must be implemented for patients known to be on a hunger strike in the 
ambulatory setting: 

1. The relevant Nurse Manager must be notified by the Nursing Unit Manager (NUM)/nurse in charge of 
the patient on a hunger strike.  

2. The NUM/nurse in charge must fax to the Nurse Manager by 14:00 hours daily a copy of the 
patient’s Standard Adult General Observation (SAGO) Chart (or Standard Paediatric Observation 
Chart (SPOC) for young people), Daily Fluid Balance Chart and relevant section of the patient’s 
progress notes (or fax to the After Hours Nurse Manager (AHNM) should the patient’s condition 
deteriorate after business hours). Should the patient’s observations deteriorate, staff must observe 
the SAGO protocols i.e. detecting deterioration, evaluating the situation, implementing simple 
treatments, escalating care and calling for help.  Note that recording food and/or fluid input/output 
also involves asking a patient how much they are drinking i.e. 2 cups of coffee, cup of tea, approx. 3 
cups of water and where possible measuring their urinary output.  If the patient refuses food and/or 
fluid this must also be recorded. 

3. The Nurse Manager must notify the Service Director and provide daily updates. 

4. The relevant Service Director must communicate with the SDFMH and State-wide Clinical Director 
Forensic Mental Health regarding any mental health patients undertaking hunger strikes within their 
directorates. In Adolescent Health, the Clinical Director Adolescent Mental Health must be notified. 

5. The reason for the hunger strike should be obtained if the patient is prepared to disclose this 
information. 

6. When a patient commences a hunger strike a Joint Case Management Plan between Corrective 
Services NSW (CSNSW) / Juvenile Justice NSW (JJ) and Justice Health & Forensic Mental Health 
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Network (JH&FMHN) must be developed. Joint Case Management meetings must occur, particularly 
for repeat hunger strikers or patients who hunger strike for prolonged periods. 

7. Counselling and other measures consistent with CSNSW and JJ hunger strike policies must occur to 
resolve the hunger strike. 

8. All patients commencing a hunger strike must be placed on the Mental Health Nurse Waiting List 
(where the Mental Health Nurse Service is available). 

9. Patients will not be admitted to hospital unless physical or mental health intervention is required due 
to deterioration in the patient’s physical or mental health status.  Decisions regarding hospital 
admission must be made in consultation with the NUM/nurse in charge or AHNM and the treating or 
on-call Medical Officer. 

10. Regular medication must continue to be administered if the patient consents unless contraindicated. 
The treating or on-call Medical Officer and appropriate Service Director must be notified if the patient 
refuses to take essential medication.   

11. For patients who have been assessed as lacking decision making capacity, the treating Medical 
Officer must consider involvement of the Guardianship Tribunal Board. 

12. A patient’s refusal for medical evaluation and treatment must be documented in the patient’s health 
record, including a record of the patient’s refusal. This includes patients refusing to take regular 
medications. 

13. Patients requiring insulin or oral hypoglycaemic medication will routinely require review by a Medical 
Officer as the dosage/regimen may need to be modified.  Depending on the frequency of the facility’s 
Medical Officer sessions this may require the patient to be transferred to a suitable location. 

14. Food and fluids must always be available and accessible and this must be communicated to 
CSNSW and JJ. 

15. Only upon the advice of the appropriate Medical Officer should the monitoring of a hunger strike 
patient cease.  Frontline staff must not decide to cease monitoring once a patient commences eating 
and/or drinking as a period of 24 hours established food and fluid input must be in place before 
monitoring is ceased. 

The following process must be implemented for patients known to be on a hunger strike in the Long 
Bay Hospital: 

1. The Operations Manager must be informed by the NUM or delegate who will inform the SDLBH. 

2. A fluid balance chart must be commenced. 

3. The reason for the hunger strike should be obtained if the patient is prepared to disclose this 
information. 

4. For patients who do not have a joint management plan with CSNSW, a plan must be implemented. 

5. Counselling and other measures consistent with CSNSW hunger strike policies must occur to 
resolve the hunger strike. 

6. Food and fluids must always be available and accessible. 

7. Patients commencing a hunger strike outside of the Mental Health Unit (MHU) must be referred to 
the Mental Health team. 

8. Patients in the MHU must be seen by a Medical Officer if the patient is refusing to take routine 
medications such as Insulin. 

9. Staff are to contemporaneously document in the patient’s health record. 

10. It is the responsibility of the MO or Psychiatric team to decide when the monitoring of the patient 
ceases.  

11. It is the responsibility of the treating Psychiatric team to inform the State-wide Clinical Director 
Forensic Mental Health. 
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2.2 Implementation - Roles & Responsibilities 

Service Director Operations and Nursing (SDON) 

 Is responsible for reviewing documentation of all adult patients on a hunger strike in the ambulatory 
setting.  

 Must communicate with the SDFMH and State-wide Clinical Director Forensic Mental Health 
regarding mental health patients undertaking hunger strikes. 

Service Director Long Bay Hospital (SDLBH) 

 Is responsible for reviewing documentation of all patients on a hunger strike in the Long Bay 
Hospital.  

 Is responsible (where appropriate) for providing progress reports on LBH patients to the relevant 
Executive Director. 

Service Director Adolescent Health (SDAH) 

 Is responsible for reviewing documentation of all young people on a hunger strike (or in his/her 
absence the Executive Director Clinical Operations Forensic Health (EDCO FH) must be notified). 

 Is responsible (where appropriate) for providing progress reports on adolescent patients to the Head 
Office of CSNSW / JJ in consultation with the EDCO FH. 

Nurse Manager  

 Is responsible for updating daily the relevant Service Director on each patient’s progress. 

 The Nurse Manager will provide information on the patient’s progress as requested, and at the 
weekly clinical meetings where applicable. 

 Is responsible for advising NUM/nurse in charge regarding the cessation of hunger strike monitoring 
following advice from the appropriate Service Director. 

All Staff 

 NUM/nurse in charge to notify the appropriate Nurse Manager of all patients on a hunger strike.  
Details must be recorded in the patient’s health record and if known, detailing the reason for the 
hunger strike and what has been done or can be done to stop it. 

 Is responsible for faxing daily by 14:00 hours a copy of the patient’s SAGO or SPOC Chart, Daily 
Fluid Balance Chart and relevant section of the patient’s progress notes to the Nurse Manager (or to 
the AHNM should the patient’s condition deteriorate after business hours).   

 Nurse Manager should notify the Service Director to provide daily updates. 

 If the patient agrees, his/her baseline observations will be recorded on a daily basis and electrolytes 
measured third daily if the patient’s fluid input is nil. If fluid input is nil this must be recorded and 
discussed with the Medical Officer. 

 Must facilitate counselling and other measures consistent with CSNSW and JJ hunger strike policies 
to resolve the hunger strike. 

3. Procedure Content  

3.1 Notification and Ongoing Management 

When JH&FMHN staff are notified of a patient’s intent to undertake a hunger strike, the patient must be 
assessed in the Health Centre / Facility if possible.  

Any volume of food and/or fluid taken during the patient’s hunger strike must be documented on a Daily Fluid 
Balance form (SMR120.001) and in the patient’s health record. 

If the patient agrees, the following observations should occur on a daily basis: 

 physical assessment 

 mental health assessment 

 baseline observations  
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o Blood Pressure (BP) 

o Heart Rate 

o Temperature 

o Respiratory Rate 

o Blood Glucose Level (BGL) 

o Weight 

 Urinalysis 

o Specific gravity 

o pH 

o Ketones 

In addition, if the patient agrees, electrolytes must be rechecked third daily if the patient’s fluid input is nil and 
includes: 

 Venepuncture 

o Urea, Electrolytes, Creatinine (UEC) including magnesium (Mg), Phosphate (PO4) and 
Calcium  
       (Ca) 

 Weekly Full Blood Count (FBC) 

Normal and abnormal findings must be documented and any abnormality must be discussed with the treating 
or on-call Medical Officer immediately.  If the patient does not agree to have vital signs monitored, this must 
be clearly recorded on the SAGO/SPOC and in the patient’s health record.  

For Aboriginal patients, involvement of an Aboriginal Health worker must be arranged by local staff or from 
the Aboriginal Community Controlled health services if available. 

For other cultural groups, specific cultural advice should be sought from an appropriate person of that culture 
to fully understand the reason for the hunger strike and negotiate a solution. It is important to ensure 
confidentiality and respect. 

Patients on hunger strikes will continue to have access to standard CSNSW / JJ services and programs.  
However, it is CSNSW / JJ policy that no negotiations regarding correctional / detention centre placement or 
regime will be undertaken whilst the patient’s hunger strike continues.  A Joint Case Management Plan of the 
patient must occur to ensure the patient is safely monitored and efforts are made to encourage the patient to 
cease the hunger strike.  The NUM/nurse in charge must liaise with CSNSW / JJ as appropriate and develop 
a Joint Case Management Plan for patients who continue to hunger strike intermittently on an on-going 
basis. Referral to the CSNSW Behavioural Unit should be considered for adult patients and referral to a JJ 
Psychologist for an adolescent patient. 

3.2 Mental Health referral/management 

Hunger strikes occur for a variety of reasons. While hunger striking may be used as a method of exercising 
control over situations and/or others, it could also indicate possible mental illness or a means of self-harm in 
a patient. For this reason a referral to the mental health service, must be made for all patients commencing a 
hunger strike. In facilities where there is no mental health service, the Medical Officer will decide if the patient 
requires transfer to a Health Centre / Facility with mental health services. The decision to admit the patient to 
a mental health facility may be made by the treating or on-call Psychiatrist, who will initiate the appropriate 
transfer arrangements, which may include scheduling the patient under the Mental Health Act 2007. Patients 
with the intent of self-harm / suicide through hunger striking must be placed on a mandatory notification and 
self harm incident logged on the Incident Information Management System (IIMS). 

3.3 Medical Management 

JH&FMHN has a duty of care to its patients; however JH&FMHN staff will not routinely admit the patient to 
hospital, either within or outside the correctional / detention system unless medical or psychiatric intervention 
is necessary. The patient must be informed of this at the commencement of the hunger strike and reminded 
when necessary. (Patients deemed mentally competent must have their right to undertake a hunger strike 
respected). Medical management should then focus on counselling and ongoing support. Patients on a 
hunger strike must be reviewed by a Medical Officer weekly (or third daily if the patient is also refusing 
fluids). If the patient agrees, serum electrolytes must be rechecked third daily if the patient has nil fluid 
intake. A Joint Case Management conference between CSNSW / JJ and JH&FMHN must be held weekly to 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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determine ongoing care. If it becomes necessary to admit the patient to the Mental Health Unit (MHU) or the 
Medical Subacute Unit (MSU) at Long Bay Hospital, the staff of MHU/MSU must maintain local protocols 
consistent with this policy.  

3.4 Re-establishing food/fluids and Refeeding Syndrome 

The re-establishment of food/fluids should not be forced.  Mentally competent patients have the right to 
refuse food and/or fluid and the law recognises this. Staff must be mindful of this and respect the patient’s 
decision.   

The consideration of involuntarily refeeding a patient is a serious matter and requires consultation with the 
Clinical Director Primary Health and/or Clinical Director Community Correctional Mental Health for adults, 
and the Clinical Director Adolescent Mental Health and Clinical Director Adolescent Health for young people, 
prior to this being seriously considered. The rights of the patient and their health status must always be 
carefully considered. 

Food and fluid must always be available for the duration of the hunger strike even if it is not requested. This 
becomes more important if physical symptoms exist. 

Patients who have been on a hunger strike for seven days or longer must be reviewed by a Medical Officer 
prior to commencing refeeding as these patients are at risk of developing refeeding syndrome. Too rapid 
refeeding, particularly with carbohydrate may precipitate a number of metabolic and pathophysiological 
complications, which may adversely affect the cardiac, respiratory, haematological, hepatic and 
neuromuscular systems leading to clinical complications and even death (Stanga, Z 2008, p. 687). If a 
Medical Officer is not on site, the NUM/nurse in charge must telephone the on-call Medical Officer for a 
treatment management plan for the patient. 

Severely malnourished patients are at particular risk of developing the refeeding syndrome, whose features 
include: 

 salt and water retention leading to oedema and heart failure, which may be exacerbated by cardiac 
atrophy, 

 hypokalaemia due to rapid cellular uptake of potassium as glucose and amino acids are taken up 
during cellular synthesis of glycogen and protein, 

 hypophosphataemia due to increased phosphorylation of glucose, 

 rapid depletion of thiamine, a cofactor in glycolysis, leading to Wernicke’s encephalopathy and/or 
cardiomyopathy (Thiamine is required for carbohydrate metabolism and without it the re-introduction 
of food can cause an acute thiamine deficiency and result in Wernicke’s encephalopathy with 
permanent neurological damage), and 

 Hypomagnesaemia due to cellular uptake of this mineral (Stanga, Z 2008, p. 688). 

Malnourished patients at increased risk of developing the refeeding syndrome include chronic alcoholics, 
patients with cancer and with chronic infectious diseases (i.e. HIV, tuberculosis), diabetics (Stanga, Z 2008, 
p. 688) and patients on psychotropics.   

4. Definitions  

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

http://www.fightmalnutrition.eu/fileadmin/content/malnutrition/literatuur/Stanga._The_refeeding_syndrome.pdf
http://www.fightmalnutrition.eu/fileadmin/content/malnutrition/literatuur/Stanga._The_refeeding_syndrome.pdf
http://www.fightmalnutrition.eu/fileadmin/content/malnutrition/literatuur/Stanga._The_refeeding_syndrome.pdf
http://www.fightmalnutrition.eu/fileadmin/content/malnutrition/literatuur/Stanga._The_refeeding_syndrome.pdf


Hunger Strikes 
 

 

 
Policy: 1.250 Issue Date: 16 December 2013 Page 7 of 8 

5. Legislation and Related Documents 

Legislation Mental Health Act 2007 

NSW Ministry of 
Health Forms 

SMR110.010 Adult General Observation Chart 

SMR120.001 Daily Fluid Balance 

CSNSW Policy Corrective Services NSW - Operations Procedures Manual 
Sec 7.8 Inmates who go on a Hunger Strike or Refuse to Eat  

External Resources Brockman, B. Food refusal in prisoners: a communication or a method of self-
killing? The role of the psychiatrist and resulting ethical challenges (Accessed 4 Dec 
2013) Journal of Medical Ethics (1999) 25: 451 – 456 

 
Dual Loyalty & Human Rights in Health Professional Practice; Proposed Guidelines 
& Institutional Mechanisms. (Accessed 4 Dec 2013) 
A Collaborative Initiative of Physicians for Human Rights and the School of Public  
Health and Primary Health Care 
University of Cape Town, Health Sciences Faculty - 2002  
Printed in United States of America Library of Congress Control Number: 
2003101403   
 
Stanga, Z et al 2008, Nutrition in clinical practice – the refeeding syndrome: 
illustrative cases and guidelines for prevention and treatment. (Accessed 4 Dec 
2013) Journal of Clinical Nutrition, vol. 62, pp. 687-694 
 
Brockman, B. The implications of starvation induced psychological changes for the 
ethical treatment of hunger strikers (Accessed 4 Dec 2013)  
Journal of Medical Ethics (2003) 29: 243 – 247 
 
World Medical Association: Declaration of Malta on Hunger Strikes 
Adopted by the 43

rd
 World Medical Assembly, St Julians, Malta, November 1991 

and editorially revised by the 44
th
 World Medical Assembly Marbella Spain, 

September 1992 and revised by the 57
th
 WMA General Assembly, Pilanesberg, 

South Africa, October 2006. (Accessed 4 Dec 2013) 
 
 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://nswhealth.moodle.com.au/DOH/DETECT/d02/00_worry/documents/249263_Adult_Observation_0309_28July09.pdf
http://jme.bmj.com/content/25/6/451.full.pdf
http://jme.bmj.com/content/25/6/451.full.pdf
http://cop.health-rights.org/teaching/55/Dual-Loyalty-and-Human-Rights-In-Health-Professional-Practice-Proposed-Guidelines-and-Institutional-Mechanisms
http://cop.health-rights.org/teaching/55/Dual-Loyalty-and-Human-Rights-In-Health-Professional-Practice-Proposed-Guidelines-and-Institutional-Mechanisms
http://www.fightmalnutrition.eu/fileadmin/content/malnutrition/literatuur/Stanga._The_refeeding_syndrome.pdf
http://www.fightmalnutrition.eu/fileadmin/content/malnutrition/literatuur/Stanga._The_refeeding_syndrome.pdf
http://jme.bmj.com/content/29/4/243.full.pdf
http://jme.bmj.com/content/29/4/243.full.pdf
http://www.wma.net/en/30publications/10policies/h31/index.html.pdf?print-media-type&footer-right=%5bpage%5d/%5btoPage
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Appendix 1 – Hunger Strike Flowchart 

 

No 

Assessed in Health Centre/Facility (if possible) to 
identify the patient’s reason for the hunger strike, 
baseline observations and physical and mental health 
status taken and recorded on Standard Adult General 
Observation Chart or Standard Paediatric Observation 
Chart, Daily Fluid Balance Chart and in the patient’s 
progress notes 

Aboriginal or CALD patient? – If 
yes arrange Aboriginal Liaison 
Officer or appropriate Health Care 
Interpreter 

Initial Notification:  Patient advises intention to 
commence hunger strike 

Current health issues? Yes Discuss with the treating or on-call 
Medical Officer immediately 

Fax copy of Standard Adult General Observation Chart 
or Standard Paediatric Observation Chart, Daily Fluid 
Balance Chart and relevant section of the patient’s 
progress notes to the Cluster Nurse Manager (or 
AHNM should the patient’s condition deteriorate after 
business hours) who will update the relevant Service 
Director 

Ongoing Management:  Daily review of observations, 
UA, fluid and food input. 3

rd
 daily monitor electrolytes if 

the patient has nil fluid input.  
Record on Adult General Observation Chart, Daily 
Fluid Balance and in patient’s notes and fax to Cluster 
Nurse Manager (or AHNM should the patient’s 
condition deteriorates after business hours). 

Findings abnormal? Yes Discuss with treating or on-call 
Medical Officer immediately 

No 

Continue as above until patient ceases hunger strike 
NOTE: NUM/nurse in charge to develop a Joint Case Management Plan with 
CSNSW/JJNSW for patients on prolonged hunger strike – discuss referral to the 
CSNSW Behavioural Unit for adult patients and to JJNSW Psychologist for 
adolescent patients 
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1. Preface 

Justice Health and Forensic Mental Health Network (JH&FMHN) is responsible for providing and coordinating a 
wide range of health services to people involved with the NSW Criminal Justice System. Outpatient services for 
adult males and females are facilitated by the Medical Appointments Unit (MAU), based at Long Bay 

Correctional Complex (see JH&FMHN policy 1.264 Medical Appointments (External & Internal) - Referrals, 
Bookings and Cancellations). Adolescent patients access services via the Local Health District (LHD) as arranged 
by the respective health centre staff. 

Patients requiring emergency admission are sent out to the closest local hospital. 

Male patients requiring non-emergency services are predominantly booked into Prince of Wales Hospital (PoWH) 
for scheduled appointments.   

Female patients are generally booked into Westmead or Nepean Hospitals for scheduled appointments. 

This policy directs The Network staff in the management of patient transfers to public hospitals for emergency, 
specialist appointments and treatment.  This is an agreed procedure between The Network, LHDs, Corrective 
Services NSW (CSNSW) and Juvenile Justice NSW (JJ). 

This policy does not include arrangements with regard to the Forensic Hospital. 

2. Policy Content  

2.1 Mandatory Requirements  

In accordance with the NSW MoH Policy Directive PD2005_527 Prisoners Provision of Medical Services, all adults 
in CSNSW centres including adolescents in the Kariong Juvenile Correctional Centre and JJ centres are entitled to 
free inpatient and non-inpatient services in the New South Wales public hospital system. 

Staff should refer to JH&FMHN policy 1.253 Access to Private Health Services in relation to the use of private 
facilities and services. 

Emergency presentations requiring hospital admission are facilitated by the Health Centre and sent to the closest 
Emergency Department. 

2.2 Implementation - Roles & Responsibilities 

All clinical staff must abide by the procedures set out in this policy. 

3. Procedure Content  

3.1 Emergencies 

3.1.1 Emergency Transfers  

Determination of the need for urgent transfer to hospital must be based on a thorough clinical assessment. The 
clinical assessment must include a comprehensive history and physical examination, including basic observations, 

and must be recorded on the Emergency Response Form.  This form should be used when consulting the 
medical officer and a copy sent to the hospital with the patient.  The nurse must contact: 

 A medical officer on site if available; or 

 The Remote Medical Service (ROAMS)  on (02) 9311 3521 (24 Hours a day); or  

 The Clinical Director (CD) Primary & Women’s Health if the ROAMS is not contactable. The CD Primary & 
Women’s Health contact details are available during office hours from Primary & Women’s Health 
Administration on (02) 9289 5629 or after hours via the After Hours Nurse Manager (AHNM) (02) 9311 
2707. 

 During business hours the Clinical Director Adolescent Health (CDAH) must be contacted for all 
emergency adolescent transfers on phone (02) 8372 3066. 

 For Oral Health Emergencies contact the Clinical Director via Pager or the Oral Health Operations Manager 
on 02 4582 2753 or 0412 426419. 

http://intranetjh/pol/policylib/1.264_Policy_1012.pdf
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_527.html
http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
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The inability to contact a medical officer should not delay transfer to hospital.  

The decision to transfer a patient to hospital in an emergency should be made by: 

 The nurse on site; or 

 The medical officer; or 

 The custodial officer, when the nurse is not available on site in consultation with the AHNM. 

To facilitate the transfer and assist CSNSW /JJ with arranging appropriate and timely transport, the timeframe 

and reason for transfer are to be recorded on the JUS200.085 Request for Unplanned Transfer for Health Care 
form found on the intranet under forms, and should be accompanied by a CNS514 Patient Letter to Hospital. 

CSNSW /JJ recognise that where The Network staff recommend emergency transfer to the hospital, it is the 
responsibility of CSNSW / JJ to ensure that this occurs. JH&FMHN staff must note that CSNSW / JJ policy requires 
that a valid movement order be raised before a patient can be transferred to hospital. JH&FMHN staff must liaise 
with the Centre’s Officer in Charge (OIC) to ensure that this occurs within a timeframe appropriate to the 
patient’s clinical need. 

Where a JH&FMHN staff member experiences difficulties in transferring a patient, he/she must contact the 
Nursing Unit Manager (NUM) or Cluster / Site Nurse Manager/ Nurse Manager Adolescent Health (NMAH) for 
adolescent patients or AHNM (02) 9311 2707, outside business hours, immediately.   

3.1.2 Documentation 

The nurse on duty must complete JUS060.009 Emergency Response Form.  One copy must be sent with the 
patient to hospital, one copy placed in the patient’s Health Record, a copy given to the NUM for review and a 
copy must be saved in TRIM. For adolescent patients a copy must also be faxed to the CDAH on fax number (02) 
9700 3686. 

The AHNM must be informed of the patient’s transfer / admission by phoning (02) 9311 2707, at any time of 
day / night.  This will ensure that the relevant senior managers within JH&FMHN are also informed. 

If a patient is admitted to a public hospital it is the responsibility of the referring centre’s NUM or delegate to 
contact the hospital ward on a daily basis to enquire as to the patient’s condition. This information must be 
documented in the patient’s Health Record and the AHNM, (02) 9311 2707, notified so an entry can be made in 
the After Hours Report. 

In the case of adolescents the CDAH must be notified.   

3.2 Public Hospital Non-inpatient Services 

For any adult outpatient appointment a referral must be made on PAS and a signed copy of the referral must be 

sent to the MAU who will arrange the appointment as per JH&FMHN policy 1.264 Medical Appointments 
(External & Internal) - Referrals, Bookings and Cancellations. 

The Local Health Centre will arrange appointments for adolescent patients. 

Routinely, outpatient or specialist services at LHDs should not be used, apart from diagnostic/medical imaging 
and / or emergency department services.  The NUM of each Health Centre is responsible for establishing 
appropriate referral relationships with each relevant LHD or local health service provider. Patients must be 
referred on PAS and referral forms generated for local services. 

3.2.1 Triaging and Referring of Patients 

Patients must be triaged by the referring doctor to determine a clinical priority category, which will then be 
triaged by the specialist team in PoWH.  If the referring GP has clinical concerns about an appointment date that 
has been provided by PoWH they should contact the specialist team directly. MAU is not responsible for 
negotiating with a specialist team to change appointment dates because of clinical urgency. The medical officer 
making the referral to a specialist must: 

 Decide the urgency of the referral; 

 Ascertain the expected waiting time for the appointment type that is required.  Expected waiting times 
are available by contacting the MAU; and 

 Consider the patient’s earliest possible release date as this may be a factor in determining whether the 
patient may be released before the appointment could be attended. 

http://intranetjh/forms/Forms/JUS200.085.pdf
http://intranetjh/forms/Forms/CNS514.pdf
http://intranetjh/pol/policylib/1.264_Policy_1012.pdf
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If the patient does not require an urgent appointment and the waiting time exceeds the expected time in 
custody, it is the responsibility of the NUM and local general practitioner (GP) to ensure that adequate discharge 
planning has occurred, that the patient has been referred for an appointment in the community and the patient 
has been provided with the details of the appointment prior to their release. 

All patients that are waiting for a specialist appointment must be monitored by Health Centre staff to ensure 
that there is no change in the ‘urgency rating’ for the appointment. It is the responsibility of the NUM to ensure 
that the monitoring of these patients and the appointment status on PAS occurs.  Any changes in the patient’s 
health status must be discussed with the local GP/ROAMS GP so that a review of the patient’s position on the 
waiting list can be undertaken and where necessary, adjusted.   

The local Health Centre NUM and GP will manage outpatient referrals for adolescent patients.             

Patients awaiting elective procedures will be prioritised by the relevant hospital on their clinical need as in the 
general community.  Once the MAU is informed by the relevant hospital of the prospective date of the surgery, 
MAU will inform the Health Centre / inpatient facility staff where the patient is currently held.  Although patients 
may be informed of the expected waiting times, for security reasons patients must not to be informed of the 
date for surgery. 

If a patient who is on a waiting list for a procedure is due for release prior to their procedure date, they should 
be given the option of remaining on the waiting list.  In this instance the patient is informed of the date of 
surgery and advised of the need to contact the relevant hospital once released to confirm if they wish to remain 
on the waiting list and to inform the hospital of change of address details.  Patients also have the option of 
seeking further treatment via their own GP on release. 

3.2.2 Transport to Sydney from Rural Correctional / Juvenile Justice Centres 

When patients are being transported from rural centres to Sydney for an appointment, the dispatching Health 
Centre must ensure that the patient has been assessed as fit for the length of travel and if necessary arrange 
with CSNSW / JJ for the travel to be broken down into manageable lengths or arrange for special transport with 
the Executive Director Clinical Operations (Custodial Health) for adult patients. 

Adolescent patients are rarely transferred to Sydney from rural JJ Centres for medical appointments.  If transport 
is necessary, the Heath Centre must contact the NMAH. The NMAH in conjunction with the CDAH will then 
liaise with the JJ Transport Unit and formulate an appropriate transportation method. 

It is important that health staff consider any concerns individual patients may have about transfer that may result 
in the patient refusing to travel and / or attend the appointment. To avoid unnecessary late cancellations of 
appointments, one week before the appointment Health Centre staff must discuss with the patient the 
procedures involved in attending an appointment. In particular, it is important that patients understand they will 
be required to transfer from their Correctional Centre of classification to Long Bay and may have to remain at 
Long Bay for a number of weeks while waiting for the appointment and transfer back. Refer to JH&FMHN policy 

1.264 Medical Appointments (External & Internal) - Referrals, Bookings and Cancellations. 

3.3 Public Hospital In-patient Services 

JH&FMHN GPs do not routinely refer patients for inpatient services, surgery or procedures. JH&FMHN patients 
access these services either as an emergency transfer to a local hospital where the treating team will make the 
decision to admit or through a specialist consultation in the outpatient setting. The MAU will be notified if a 
patient is to be admitted as an inpatient after an outpatient appointment and will inform the relevant Health 
Centre. JH&FMHN Health Centre staff must contact the treating hospital and provide a daily update to the 
JH&FMHN AHNM.  

3.3.1 Transfers from Outlying Hospitals to Prince of Wales Hospital, Sydney 

If an extended hospitalisation is required for an Adult patient, it is preferable that once a patient is stable and 
suitable for transport, arrangements must be made to have the patient transferred to the PoWH Secure Unit or 
to the Medical Subacute Unit (MSU) at Long Bay Hospital. The CD Primary and Women’s Health and / or the 
medical officer at Long Bay Hospital must be consulted and involved in negotiating the transfer of patients to the 
Secure Unit or the MSU. Consultation and discussion must occur between the referring hospital’s treating doctor 
and the accepting hospital’s treating doctor. The local NUM and CD Primary and Women’s Health are 
responsible for ensuring this consultation process occurs. 

The local treating hospital team, or a JH&FMHN staff member, must not arrange transfer of a patient to PoWH, 
or allow CSNSW to do the same without confirmation from the PoWH Patient Flow Manager that a bed is 
available. The PoWH Patient Flow Manager can be contacted on (02) 9650 4000. 

http://intranetjh/pol/policylib/1.264_Policy_1012.pdf
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It is the responsibility of the local treating hospital team to liaise with the PoWH team to accept the patient.  It is 
then the responsibility of the accepting PoWH team to liaise with the PoWH Patient Flow Manager to ensure a 
bed is available. 

When patients are transferred to the Secure Unit or are admitted to another unit or ward in PoWH, the sending 
Health Centre must contact the NUM or delegate in the MSU and provide a handover of care of the patient.  
The patient’s Health Record must be forwarded to the MSU.  The NUM or delegate of the MSU will then assume 
responsibility for the daily updates for the patient whilst in hospital. 

Arrangement for inter-hospital transfer is made by the local treating hospital team in consultation with 
JH&FMHN and CSNSW.  The respective hospitals must be made aware of this by the responsible Network NUM. 
The mode of transport must be based on the patient’s clinical condition.   

Adolescent patients remain at their LHD hospital until they are well enough to be managed in the ambulatory 
clinical setting of the JJ centres or the Kariong Juvenile Correctional Centre. 

3.3.2 Discharge Planning 

The JH&FMHN NUM must consider an appropriate discharge location based on the clinical condition of the 
patient provided through the daily updates.  Placement options include, but are not limited to: 

 Returning the patient to the correctional centre of residence; 

 Sending adult patients to PoWH which must be discussed with the accepting PoWH team who will liaise 
with the PoWH Patient Flow Manager; 

 Sending adult patients to the Long Bay Hospital following discussion with the MSU medical officer, the on 
call medical officer or the Clinical Director Primary & Women’s Health. 

3.3.3 Procedure Following Discharge from Hospital and Follow-up 

All patients discharged from hospital must be reviewed by a Registered Nurse as soon as possible after arrival 
back to the Correctional Centre.  The patient should be reviewed at the next GP clinic. Follow-up of procedures 
performed in public hospitals must be carried out where possible by JH&FMHN staff in consultation with the 
treating consultants in the public hospital.  Where the medical officer indicates that follow up is required in the 
hospital outpatient clinic, this must be arranged by placing a referral on PAS and sending a signed copy of the 
referral to MAU to arrange the follow-up appointment. 

3.3.4 Return via the Medical Subacute Unit (MSU) at Long Bay Hospital 

The MSU Long Bay Hospital receives adult patients from the Public Hospital system who require more hours of 
nursing and medical care than is usually provided in their centre of classification. Acutely ill patients must not be 
transferred to the MSU (see section 3.1). 

Transfer to the MSU must be by arrangement with the MSU medical officer or Clinical Director Primary & 

Women’s Health and the NUM of the MSU in accordance with JH&FMHN policy 1.034 Admission and 
Assessment – Medical Subacute and Aged Care Rehabilitation Unit, LBH. 

No Acute admissions occur to the Aged Care Rehabilitation Unit (ACRU). 

When the patient is ready for transfer from the Long Bay Hospital to their correctional centre, hospital staff must 
confer with the local health centre staff to ensure continuity of care is maintained. CSNSW officers must also be 

advised of the transfer.  Processes should be followed in accordance with policy 1.142 Discharge Planning - 
Medical Subacute and Aged Care Rehab Unit, LBH. 

3.4 Deaths in External Hospitals 

Refer to JH&FMHN policy 1.120 Management of a Death. 

http://intranetjh/pol/policylib/1.034_Policy_1210.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
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4. Definitions  

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

5. Legislation and Related Documents 

NSW MoH Policy Directives PD2005_527 Prisoners Provision of Medical Services 

PD2012_011 Waiting time & Elective Surgery policy 

JH&FMHN Policies and  
Forms 

1.034 Admissions and Assessment – Medical Subacute Unit Long Bay Hospital 

1.120 Management Death in Custody 

1.142 Discharge Planning - Medical Subacute and Aged Care Rehab Unit, LBH 

1.253 Access to Private Health Services 

1.262 Medical & Nursing Certificates (Adults) 

1.264 Medical Appointments (External & Internal) - Referrals, Bookings and  
          Cancellations 

2.125 PAS Access and Security 

3.110 Learning & Development Leave 

 

CNS514 Patient Letter to Hospital 

JUS050.115 Daily Update – Patient in Hospital Form 

JUS060.009 Emergency Response Form 

JUS200.085 Request for Unplanned Transfer for Health Care form 

 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_527.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_011.html
http://intranetjh/pol/policylib/1.034_Policy_1210.pdf
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.253_Policy_0612.pdf
http://intranetjh/pol/policylib/1.262_Policy_0512.pdf
http://intranetjh/pol/policylib/1.264_Policy_1012.pdf
http://intranetjh/pol/policylib/1.264_Policy_1012.pdf
http://intranetjh/pol/policylib/2.125_Policy_0510.pdf
http://intranetjh/pol/policylib/3.110_Policy_1111.pdf
http://intranetjh/forms/Forms/CNS514.pdf
http://intranetjh/forms/Forms/JUS050.115.pdf
http://intranetjh/forms/Forms/JUS200.085.pdf
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Summary This policy provides Justice Health & Forensic Mental Health Network staff with 

guidelines for accessing private health service providers to meet patient health 

requirements/needs and for the engagement of private health services at the 

patient’s request.  

Responsible Officer Executive Director, Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 
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 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 
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1. Preface  

The role of Justice Health & Forensic Mental Health Network (JH&FMHN) is to provide health care services 

for patients in the custody of Corrective Services New South Wales (CSNSW)/ Juvenile Justice New South 

Wales (JJNSW) or a patient of the Forensic Hospital. The principle is to provide evidence based clinical 

services as required to preserve the patient’s health and generally be equivalent to publically funded health 

services available within the community.  If JH&FMHN is unable to provide a required health service then it 

will arrange and facilitate the provision of the service by other providers.  These may include the State’s 

public hospital and health system or where deemed appropriate by JH&FMHN; in selected circumstances, 

private providers may be engaged by JH&FMHN to provide this care.   

Patients may also request to engage/access private health services external to JH&FMHN.  Patients may wish 

to do this to gain a second opinion, continue treatment with their private provider previously commenced in 

the community, make their own arrangements for the treatment of a specific condition, or have a non-urgent 

surgical procedure undertaken.  Patients are unable to use Medicare Cards whilst in custody, as JH&FMHN is 

funded by the State to provide required public services to these patients.  All costs, incurred by patients who 

at their own request engage private health services, are borne by the patient including CSNSW/JJNSW escort 

and transport costs. 

2. Policy Content 

2.1 Mandatory Requirements  

Health services are provided to patients locally via the health centre or hospital. Specialist and diagnostic 

services can be accessed in several ways. Under the JH&FMHN state-wide model for adult patients, the 

Integrated Care Service (ICS) at Long Bay Hospital will arrange appointments for specialist services to be 

provided. These appointments may be booked for male patients at the Outpatients Department, Long Bay 

Hospital Area 2 (LBH 2), Long Bay Complex or Prince of Wales Hospital (POWH) and female patients are 

generally referred to either Nepean Hospital or Westmead Hospital.  Also refer to JH&FMHN policy 1.252 

Access to Local Public Health Services. This however does not apply to external medical imaging which is 

managed by the ICS team and transfers to Local Health District (LHD) emergency departments, which are to 

be managed by local JH&FMHN health centres.   

Appointments for young people detained in JJNSW are booked at the local public health service by the 

Health Centre.   

3. Procedure Content  

3.1 Provision of JH&FMHN Initiated or Endorsed Private Health Services  

All referrals to private services may only be made when the following requirements are met: 

 The request form for Local Private Provision of Health Services (JUS200.040) is completed and 

approved before the referral takes place by: 

1. Executive Director Clinical Operations (Custodial Health) (EDCO(CH)) for all adult patients. 

 

http://intranetjh/pol/policylib/1.252_Policy_0810.pdf
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2. Executive Director Clinical Operations (Forensic Health) (EDCO(FH)) for the Forensic Hospital.   

 In the Forensic Hospital all requests by the treating team must be forwarded for 

discussion with the Clinical Director Forensic and Long Bay Hospitals (CDF&LBH) at the 

weekly leave committee meeting prior to authorisation by the EDCO(FH). 

3. Service Director Adolescent Health & Diversion Programs (SDAH&DP) for adolescent patients. 

 All requests must be forwarded to the SDAH&DP for approval. If the request carries a 

significant cost (over delegated authority) it will be escalated to the EDCO(FH) for 

approval 

 The estimated cost of the service, where possible, together with a reason for requiring the use of the 

local services must be provided; otherwise approval will not be given (sometimes the total cost of the 

service is not known until a procedure has been completed). 

3.2 Access to and Engagement of Private Health Services at the Patient’s Request 

Patients may request to engage/access private health services externally to JH&FMHN. For patients in the 

criminal justice system the decision to approve access to private health services lies entirely with 

CSNSW/JJNSW. This is facilitated through the local General Manager or Centre Manager by the Nursing Unit 

Manager (NUM). 

JH&FMHN staff must have no involvement in the decision making process nor recommend whether the 

access to external/private health services should be approved/supported or not. However, staff can advise 

CSNSW/JJNSW whether the same service the patient/patient advocate is requesting is available by 

JH&FMHN or via the Public Health system. 

JH&FMHN staff have the following role in the provision of private services at the patient’s/patient advocate’s 

request: 

 JH&FMHN staff should explain to a patient/patient advocate that approval for such services is 

determined and facilitated by CSNSW/JJNSW. 

 Advise patients that JH&FMHN has no role in the provision of such services except provision of a 

medical referral when requested by the patient/patient advocate and deemed appropriate by a 

delegated JH&FMHN medical officer. Such a referral may be issued after signed approval from the 

appropriate JH&FMHN Executive Director and CSNSW General Manager or JJNSW Centre Manager is 

obtained and recorded on JUS200.040. 

 Explain that JH&FMHN is under no obligation to provide treatments, referrals or undertake 

investigations recommended by independent health providers but will provide treatment that is 

clinically appropriate given the information available. 

In the Health Centres, JH&FMHN may, if formally requested by the visiting clinician, provide a consultation 

room for the external/private health care provider only after a copy of the signed approval is provided to the 

NUM by CSNSW/JJNSW. This does not apply to external health care providers undertaking invasive clinical 

procedures (including dental procedures) – any procedures proposed to be performed by non-JH&FMHN 

clinicians cannot be undertaken within JH&FMHN consultation rooms except in extraordinary circumstances 

and with the approval of the relevant Clinical Director and Executive Director. JH&FMHN are not obliged to 

provide equipment and/or consumables for the use by non-JH&FMHN clinicians. Any required equipment or 

consumables should be discussed with CSNSW General Manager or JJNSW Centre Manager prior to the visit.  

http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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If the NUM has any concerns regarding the service to be provided, they must consult with their Service 

Director for advice. 

In all cases if the external/private health provider requests access to the patient’s Health Record, the usual 

privacy procedures (i.e. a signed patient consent form must be completed and filed in the patient’s Health 

Record) must be undertaken in advance of the consultation and must be documented in the patient’s Health 

Record as per NSW Health Privacy Manual for Health Information (March 2015) and appropriate JH&FMHN 

policies and procedures. 

If the external/private health provider communicates the outcome of their consultation to JH&FMHN (e.g. 

taking pathology specimens, ordering CT Scans, X-rays, and Ultrasounds etc.) the health practitioner should 

write a consultation report that should be returned to the ICS team and scanned into JHeHS. JH&FMHN is 

not responsible for the costs of any procedures and/or investigations associated with the external/private 

consultation. 

There will be rare occasions where JH&FMHN is requested to assist in aspects of an external/private 

consultation. In these situations, after consultation with the responsible Clinical Director signed approval 

must be obtained from the EDCO(CH) or EDCO(FH) prior to any JH&FMHN involvement. 

JH&FMHN is the primary provider of health services to people in custody and manages the care of patients 

within the requirements of JH&FMHN and NSW Ministry of Health (MoH). Recommendations regarding 

patient care made by an external/private health provider will be considered by JH&FMHN. The prescription 

of any Complementary Medicine (CM) is prescriber-initiated and will only be considered if it has been 

recommended by a medical specialist who practices in the relevant clinical discipline or if there is appropriate 

and widely accepted scientific evidence to support its use for a particular condition. All 

recommendations/prescriptions for CM must be accompanied by an Individual Patient Use (IPU) form and 

submitted to the JH&FMHN Drugs and Therapeutics Committee (D&TC) for consideration/approval if 

appropriate. Please refer to JH&FMHN Medications Guidelines section 7.14 Complementary Medications for 

further information. The acknowledgement and any subsequent clinical management arising from those 

recommendations must be made by the respective responsible Medical Officer in consultation with the 

appropriate Clinical Director and documented in the patient’s Health Record accordingly (also see section 3.3 

below). 

3.2.1 Requests by Patients at the Forensic Hospital to Access Private Health Services/External 

Providers 

All requests by patients to access private health services must be considered on a case by case basis.  All 

requests must be forwarded by the treating team for discussion with the CDF&LBH. Authorisation to access 

private health services is provided by the EDCO(FH).  

In the Forensic Hospital, medical officers (usually psychiatrists) who are not employees of JH&FMHN may 

attend the Forensic Hospital to assess patients for the purpose of providing medico-legal reports to third 

parties. The CDF&LBH must ensure that the visiting medical officer (VMO) is currently registered with the 

relevant registration authority and that the medical officer has no conditions on that registration that would 

prevent the person from conducting a medico-legal assessment (also see section 3.3 below). 

3.3 Charges and Fees 

Any account received at a JH&FMHN Health Centre for payment to a private provider must be checked to 

ensure that JH&FMHN is liable for the service payment rather than a referring Local Health District (LHD). 

http://www.health.nsw.gov.au/policies/pd/2005/PD2005_527.html
http://intranetjh/pol/policylib/1.252_Policy_0810.pdf
http://intranetjh/pol/policylib/1.252_Policy_0810.pdf
http://intranetjh/pol/policylib/1.252_Policy_0810.pdf
http://intranetjh/pol/policylib/2.150_Policy_0210.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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When assured the cost incurred is a JH&FMHN expense, the NUM signs the account and the invoice is then 

sent to the Finance Department for processing.  

If specialist or diagnostic services are not available at/or through the public hospital and the public hospital 

then refers the patient, to a private facility, the public hospital is liable for the cost of the service. This is in 

accordance with the NSW MoH PD2015_022 Health Services Act 1997 – Scale of Fees for Hospital and Other 

Services. If an invoice is then received by JH&FMHN as a result of a public hospital referral to a private facility 

a letter should be drafted with Circular 94/19 (found in PD2015_022) attached notifying that the public 

hospital is liable for the payment and forwarded with the invoice to the public hospital. A copy should also 

be sent to the invoice vendor. 

 If JH&FMHN refers a patient, including patients of the Forensic Hospital, directly to a private facility 

(including Private Medical Imaging) then JH&FMHN is liable for the cost of the service. 

 If a patient/patient advocate requests a private service, the patient is responsible for the cost of the 

service as well as the cost of the transport and escorting officers. The patient/patient advocate must 

liaise with CSNSW or JJNSW in relation to these costs. 

 If a legal team requests a medical appointment or diagnostic test they should be directed to CSNSW 

staff at the Health Centre where the patient is housed who can facilitate a costed escort.  

3.4 Credentialing of Senior Medical Staff 

3.4.1 Forensic Hospital 

The Forensic Hospital is a JH&FMHN owned and governed mental health hospital. JH&FMHN are obliged to 

ensure that all senior medical staff providing care for patients within the hospital are appropriately 

credentialed consistent with PD2005_497 Visiting practitioners and staff specialists Delineation of clinical 

privileges: policy for implementation. This includes senior medical staff directly employed or otherwise 

engaged by JH&FMHN, as well as senior medical staff attending patients in a ‘private’ capacity (generally 

meaning patient initiated clinical reviews by non-JH&FMHN senior medical staff). 

Excluded from this requirement will be senior medical staff who attend the Forensic Hospital only for the 

purpose of providing non-JH&FMHN initiated medico-legal assessments primarily for legal and not clinical 

purposes. Notwithstanding, these medical staff will still be required to have their registration status 

confirmed, along with confirmation of identification, before they can enter the Forensic Hospital and see any 

patients (as per cl 3.1.1 above). This is because of the high security environment of the Forensic Hospital, as 

well as an obligation to ensure that these doctors are appropriately registered and without any registration 

conditions that might create a risk if they were allowed entry and access to patients within the Forensic 

Hospital. For medical staff who regularly attend patients for medico-legal reasons, a system of annual checks 

on their registration should be undertaken by the CDF&LBH. 

JH&FMHN reserves the right to refuse entry into the hospital to any medical staff deemed unsuitable for 

reasons of security or any other risks to patients. For further information see JH&FMHN policy 5.002 Access to 

the Forensic Hospital.  

3.4.2 Corrective Services Environment (including Long Bay Hospital) 

JH&FMHN are obliged to ensure all senior medical staff employed, or otherwise engaged by JH&FMHN to 

provide clinical or other services to patients within correctional facilities are appropriately credentialed. 
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However, JH&FMHN do not own or control access to the Corrective Services NSW environment. Therefore, 

JH&FMHN are not able to accept responsibility for the credentialing of every medical practitioner who may 

enter the Corrective Services NSW environment. In particular, JH&FMHN are not able to credential medical 

officers who attend patients within the Corrective Services NSW environment in a private capacity to 

undertake clinical assessment or care at the patient’s request or for medico-legal or other reasons. 

JH&FMHN maintain a professional obligation to report any concerns of which they become aware regarding 

the performance or conduct of non-JH&FMHN medical staff within the Corrective Services NSW 

environment. In the first instance any such concerns should be reported to the concerned staff member’s 

immediate supervisor/manager. 

3.4.3 Access to Health Records 

As per cl 3.1 above, medical staff who are not credentialed or appointed to JH&FMHN may only access the 

patient Health Record in accordance with NSW Health Privacy Manual for Health Information (March 2015),  

JH&FMHN policy  4.020 Health Records and JH&FMHN policy 4.030 Requesting and Disclosing Health 

Information. 

4. Definitions 

Must 

Indicates a mandatory action required that must be complied with. 

Patient Health Record 

Indicates a patient has a paper-based and electronic health record. 

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 Commonwealth Privacy Act (1988) (Cwlth) 

Government Information (Public Access) Act 2009 

Health Services Act 1997 

Health Records and Information Privacy Act 2002 

Health Records and Information Privacy Regulation (2012) 

State Records Act 1998 

JH&FMHN Policies and 

Procedures 

1.252 Access to Local Public Health Services 

2.150 Purchasing 

4.030 Requesting and Disclosing Health Information 

5.002 Access to the Forensic Hospital 
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JH&FMHN Medication Guidelines 

JH&FMHN Forms  JUS200.040 Local Private Provision of Health Services 

NSW MoH Policy Directives, 
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PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Medical and Nursing Certificates (Adults) 

Policy Number 1.262 

Policy Function Continuum of Care 

Issue Date 23 July 2015 

Summary Justice Health and Forensic Mental Health Network (JH&FMHN) uses the 

Medical and Nursing Certificate to advise Corrective Services NSW (CSNSW) 

that a patient has a temporary medical condition, which requires special 

consideration, equipment and/or affects their ability to attend to their work 

duties. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Change Summary  Reconfiguration to align with the current policy template 

 Updated links to related documents and policies 

Previous Issue(s) Policy 1.262 (May 2012) 

TRIM Reference POLJH/1262 

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) uses the Medical and Nursing Certificate 

form (JUS200.025) to advise Corrective Services NSW (CSNSW) that a patient has a temporary medical 

condition, which requires special consideration, equipment and/or affects their ability to attend to their work 

duties. For permanent or long term clinical problems, the JH&FMHN Health Problem Notification Form 

(Adults) (HPNF) (JUS005.001) should be used, please refer to Patient Administrations System (PAS). 

The medical officer / Nurse Practitioner may complete a Medical Certificate with recommendations regarding 

the patient made to CSNSW, being based on a recognised clinical condition or diagnosis. Only medical 

officer / Nurse Practitioners are authorised to make recommendations as to a patients/inmate’s fitness or 

otherwise for work.  

Nursing staff may complete a Nursing Certificate advising CSNSW of the patient’s symptoms and including a 

recommendation based on their clinical observations.  

This policy incorporates the previously existing ‘sick in cell’ certificate and ensures adequate documentation 

is maintained for patients with a medical condition that requires special consideration, health related 

equipment, or their ability to attend to their work duties. 

2. Policy Content  

2.1 Mandatory Requirements 

The following information outlines specific uses for Certificates and the corresponding medical or nursing 

authority. 

Medical Certificate 

The Medical Certificate may result in a recommendation to CSNSW that the patient be considered:  

 For placement on light duties (re-assessed at regular intervals); 

 Unfit for work; 

 Fit for work; or 

 For the removal of handcuffs during transport or a medical procedure where medically indicated (in 

consultation with the Manager of Security to ensure risks are managed appropriately).  

Where a Medical Certificate is recommended by a medical officer / Nurse Practitioner after phone 

consultation, it is required that the medical officer / Nurse Practitioner’s name, confirmation date and time 

will be written before the nurse’s signature and printed name.  

A photocopy of the Medical Certificate must be placed in the patient’s Health Record and the appropriate 

alert added onto Justice Health electronic Health System (JHeHS).  

The Medical Certificate must not be used for any of the following, as special forms exist for each:  

 Medical Holds - used to hold a patient, usually at Long Bay for clinical reasons (refer to JH&FMHN 

policy 1.263 Medical Holds). 

 Car/bus Transport - used for special transport needs (refer to JH&FMHN policy 1.395 Transfer and 

Transport of Patients). 

http://intranetjh/pol/policylib/1.263_Policy_0512.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
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 Health Problem Notification form (Adults) (HPNF) (JUS005.001) - used to advise custodial staff of 

transient or ongoing special needs or observations ascertained at reception or any time during 

incarceration. This form is completed in PAS with copies provided to CSNSW (refer to JH&FMHN policy 

1.231 Health Problem Notification Form - Adults). 

 Unfit for Court - used to advise General Manager and Courts of a patient’s non-attendance at Court on 

clinical grounds. Staff should refer to JH&FMHN policy 1.423 Unfit to Attend Court – Health Related 

Reasons and contact the General Manager immediately to advise him/her of the patient’s non-

attendance.  

If a certificate signed by a medical officer / Nurse Practitioner is for more than a week, the health centre 

nurse is required to do a thorough assessment of the patient when the certificate is due to expire and to 

consider whether further medical assessment is necessary. 

Nursing Certificate  

Patients are to have a full history taken and relevant examination carried out. Any findings, symptoms and 

reasons for the Nursing Certificate are to be ascertained and recorded in the Health Record along with any 

appropriate alerts added onto JHeHS. 

The Nursing Certificate is to be given to the Wing Officer or Senior Custodial Officer and a photocopy must 

be placed in the patient’s Health Record along with any appropriate alerts added onto JHeHS. Patients that 

are ‘two-out’ or ‘at-risk’ may be impacted by ‘sick in cell’ recommendations which must be considered during 

the assessment process. 

A Nursing Certificate is not to be issued by nursing staff for periods of longer than 24 hours for sick in cell, 

without consultation with a medical officer / Nurse Practitioner for an opinion and authorisation. If a local 

medical officer / Nurse Practitioner is not available, contact should be made with the Remote On-call 

Afterhours Medical Service (ROAMS). 

Patients must be advised of action to take if symptoms persist or increase and/or if new symptoms develop. 

Patients should also be advised that nursing certificates are recommendations to CSNSW and that CSNSW 

may choose not to follow the recommendation. If this occurs, then the appropriate JH&FMHN manager is to 

be notified to review any possible impacts of this decision. 

3. 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. 

http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.423_Policy_1212.pdf
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4. Legislation and Related Documents 

JH&FMHN Policies 

 

 

 

 

 

 

 

Forms 

 

 

Procedures 

1.231 Health Problem Notification Form - Adults 

1.263 Medical Holds 

1.395 Transfer and Transport of Patients 

1.423 Unfit to Attend Court – Health Related Reasons 

4.014 Clinical Applications – Non-Clinical Alerts, Health Conditions, Allergies or  

          Adverse Drug Reactions 

4.020 Health Records 

 

JUS005.001 Health Problem Notification form (Adults) 

JUS200.025 Medical and Nursing Certificate form 

 

Remote Offsite Afterhours Medical Services (ROAMS) Procedure 

 

http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.263_Policy_0512.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.423_Policy_1212.pdf
http://intranetjh/pol/policylib/4.014_Policy_1214.pdf
http://intranetjh/pol/policylib/4.020_Policy_0715.pdf
http://intranetjh/Procedures_Manuals/Remote%20Offsite%20After%20hours%20Medical%20Services%20Protocol.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Medical Holds 

Policy Number 1.263 

Policy Function Continuum of Care 

Issue Date 3 September 2015 

Summary A medical hold is a recommendation to Corrective Services NSW or Juvenile 

Justice NSW that a patient remain in a particular centre or region for a period 

of time for clinical reasons. The common reasons for holding patients are to 

allow easier access to particular specialist services, monitoring of patients who 

are new to particular treatments or patients who require access to 24 hour 

nursing staff coverage. This policy provides guidelines for the initiation, review 

and cancellation of medical holds. 

Responsible Officer Executive Director Clinical Operations Custodial Health 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.263 (May 2012) 

Change Summary  Minor Edits of position titles 

 MAU communication process for medical holds 

TRIM Reference POLJH/1263 

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

 

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

A medical hold is a recommendation to Corrective Services New South Wales (CSNSW) or Juvenile Justice 

NSW (JJNSW) that a patient should remain in a particular centre or region for a period of time for clinical 

reasons. The common reasons for holding patients are to allow easier access to particular specialist services, 

monitoring of patients who are new to particular treatments, or patients who require access to 24 hour on 

site nursing staff coverage. This policy provides guidelines for the initiation, review and cancellation of 

medical holds. 

2. Policy Content  

Justice Health & Forensic Mental Health Network (JH&FMHN) staff will exercise clinical judgement to 

appropriately identify patients that require a request to CSNSW / JJNSW that recommends a medical hold. 

Medical holds are recommended for: 

 Ongoing clinical assessment, treatment and observation at a level that would not be available if 

transferred to another facility; 

 Ongoing specialist, medical, or psychiatric treatment not available in a particular centre and/or for 

which the number of appointments would make the return for appointments unreasonable; 

 Specialist appointments within other Local Health Districts (LHD) for which transfer for appointments 

would be unreasonable; 

 Medical/psychiatric reports requiring direct assessment of the patient; 

 Patients who present, on the day/evening before or day of escort, with an acute illness or acute 

exacerbation of a chronic illness that requires urgent review or ongoing medical intervention by a 

Medical Officer prior to transfer to another facility; 

 When the level and timing of a health service intervention would prohibit transport of any distance in 

an escort vehicle; 

 When a patient has a health condition requiring a particular type of accommodation that is not 

available in their correctional/adolescent centre of classification; and 

 Patients commencing specialist treatment that require enhanced specialised monitoring at the facility 

where the treatment was commenced. 

2.1 Mandatory Requirements  

 The patient must have a genuine, clinically indicated need to remain at a centre or region. 

 If a request for a medical hold is to be made in order for a patient to stay in an area close to where a 

service is to be provided (i.e. at another JH&FMHN facility, LHD or private health provider), the 

appointment should (where possible) be within two weeks of the request for medical hold. 

 A medical hold form (JUS200.020) must be completed by the appropriate clinician and/or, in their 

absence, by the Nursing Unit Manager (NUM) or delegate following discussion with the relevant 

Medical Officer. 
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 A copy of the medical hold must be faxed for approval to the Executive Director Clinical Operations 

Custodial Health (EDCOCH) for adult patients or the Service Director Adolescent Health and 

Diversion Programs (SDAH&DP) for adolescent patients. 

 A copy of the medical hold must be provided by the Health Centre/Inpatient Facility to the CSNSW 

Manager of Security (MoS) or JJNSW Duty Manager and the Classification Coordinator, to ensure an 

interim medical hold is in place until confirmation of approval of the medical hold is received. 

 A copy of the medical hold must be filed in the patient’s Health Record within the clinical 

correspondence section. A corresponding entry that the patient has been placed on a medical hold 

must be made in the Health Record. The entry must include the clinical reason for the medical hold, 

the expected duration of the hold and any foreseeable circumstances which may lead to a hold being 

cancelled. 

 For adult patients, the approved medical hold form must be scanned and emailed by the Personal 

Assistant to the EDCOCH to .MAU (Medical Appointments Unit). The MAU will enter details of all 

approved medical holds on the Patient Administration System (PAS) and into the alerts field in the 

CSNSW Offender Integrated Management System (OIMS). For adolescent patients, the SDAH&DP, 

the Clinical Director Adolescent Health (CDAH) or the Clinical Director Adolescent Mental Health 

(CDAMH) will then apply the PAS alert. 

 Medical holds (both adult and adolescent) must be reviewed by a Medical Officer or the nurse 

coordinating a specialist clinic, at four weekly intervals at the treating Health Centre/Inpatient Facility, 

or sooner should the treatment be nearing completion. The duration of the medical hold can only be 

to a maximum of three months, after which the patient must be reviewed by a Medical Officer or the 

nurse coordinating a specialist clinic, and if required, a new medical hold form is completed. 

 Medical holds are cancelled based on clinical evaluation of the patient. For adult patients, the 

cancellation information will be generated by an appropriate clinician and must be scanned and 

emailed to .MAU or faxed to the MAU on (02) 9700 3692. The MAU will remove the medical hold 

alert from OIMS and cancel PAS medical hold data. Verbal cancellations of medical holds via 

telephone are not acceptable. For adolescent patients, the cancellation information is forwarded to 

the SDAH&DP or the CDAH. A copy of the cancellation must also be filed in the patient’s Health 

Record otherwise the medical hold will expire at the designated date. 

2.2 Implementation - Roles & Responsibilities 

Executive Director Clinical Operations Custodial Health 

The EDCOCH is responsible for reviewing, approving or declining medical hold requests for adult patients. It 

is the responsibility of the EDCOCH’s delegate to ensure the actioned request once approved is returned to 

the relevant Health Centre/Inpatient Facility and faxed to the MAU. 

All Staff 

In addition to mandatory requirements listed in section 2.1 of this policy, staff must also: 

 Routinely create accurate records of activities and decisions made in regards to a medical hold; and 

 Ensure that requests for medical holds are appropriate and based on a patient’s clinical needs. 
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Medical Appointments Unit (adult patients) 

MAU staff will be responsible for maintaining accurate digital records in PAS/OIMS by initiating and ending 

PAS/OIMS medical hold data as required. 

MAU’s role within the Long Bay Complex will be responsible for providing a daily list of all patients on 

medical holds at the Long Bay Complex to the CSNSW Classifications Section, Inmate Transfer Section, the 

relevant MoS and the Classification Co-ordinator. 

Nursing Unit Manager (NUM), Nurses Co-ordinating Specialist Clinics 

All medical holds should be reviewed regularly as part of normal business practice. 

For adult patients: 

 It is the responsibility of the NUM or delegate to advise CSNSW of the patients on medical holds and 

the timeframe of the medical hold for each patient in their centre. 

 This information of the medical hold will appear as an alert field on OIMS flagging that the patient is 

not to be transferred from the Health Centre until the specified end date. This ensures the patient 

remains on medical hold until the hold has expired or has been cancelled. 

For adolescent patients; 

 The NUM or delegate must notify JJNSW Centre Manager or a medical hold and submit a Health 

Problem Notification & Escort Form (Adolescents). 

After Hours Nurse Manager 

If a patient needs to be placed on a medical hold after hours, the NUM or delegate will contact the After 

Hours Nurse Manager (AHNM) and seek verbal approval. The Health Centre/Inpatient Facility staff will note 

that verbal approval has been granted on the medical hold form. 

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. 

4. Legislation and Related Documents 

JH&FMHN Policies and 

Procedures 
1.235 Health Problem Notification & Escort Form (Adolescents) 

JH&FMHN Forms   JUS200.020 Medial Holds 

 

http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Medical Appointments (External and Internal) –  

Referrals, Bookings and Cancellations 

Policy Number 1.264 

Policy Function Continuum of Care 

Issue Date 22 July 2014 (minor update to include JHeHS initiative on 16 Dec 2014) 

Summary This policy provides guidance to Justice Health and Forensic Mental Health 

Network staff with regards to referrals, bookings and cancellations for all 

internal and external appointments booked via the Medical Appointments Unit, 

and Adolescent Health.  

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policies 1.264 (May 2011) 

Change Summary  Incorporation of  Policy 1.060 – Cancellation of Medical Appointments 

TRIM Reference POLJH/1264 

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

This policy provides guidance to Justice Health and Forensic Mental Health Network (JH&FMHN) staff with 

regards to referrals, bookings and cancellations for all internal and external appointments booked via the 

Medical Appointments Unit (MAU) and Adolescent Health (AH).  

It is essential that clinical staff working within JH&FMHN are able to track the status of referrals, 

appointments and cancellations for patients booked via the MAU and AH. The responsibilities of adult Health 

Centres are also outlined in this policy. 

All adult and adolescent JH&FMHN patients are entitled to free health care in all NSW public hospitals as per 

NSW Ministry of Health policy directive PD2012_11 Prisoners - Provision of Medical Services - NSW 

Department of Health. 

2. Policy Content  

2.1 Mandatory Requirements 

Adult Patients 

Health Centre staff must: 

 Ensure that medical officers and specialists must enter all patient medical appointment referrals in the 

Patient Administration System (PAS). 

 Ensure that a signed copy of the referral is scanned or faxed to the MAU. 

 Ensure patients who are required to access local health providers have their appointments managed 

locally by the responsible Health Centre.  

 Ensure that emergency referrals are referred to local external health providers from the local Health 

Centre / Inpatient Facilities and not via the MAU. 

 Inform the MAU of patient cancellations immediately upon notification to Health Centre Staff. This will 

allow the MAU to cancel appointments with providers and allow substitution to occur within a 

reasonable time frame. A signed JH&FMHN Appointment Cancellation by Patient form (JUS020.045) 

must be sent to the MAU. 

In addition to the above, all non-Long Bay Complex adult male health centre staff must ensure that a local 

system is in place with their Corrective Services NSW (CSNSW) counterparts to permit the timely transfer of 

patients to the Long Bay Complex for appointments scheduled by the MAU. Health centre staff are also 

responsible for providing essential clinical / diagnostic information and results to the MAU prior to patient 

transfer to the Long Bay Complex for medical appointments. 

Medical Appointments Unit staff must: 

 Liaise with internal and external providers to schedule and coordinate specialist appointments.  

 Ensure CSNSW and Global Expertise in Outsourcing (GEO) staff are provided with a workable daily 

escort list for external appointments from Long Bay Complex, Parklea and metropolitan female centres.  

Adolescent Patients 

Each Health Centre Nursing Unit Manager (NUM) must manage referrals, bookings and cancellations for 

internal and external appointments within their Health Centre and document in PAS.  

Medical officers, specialist must enter all patient medical appointment referrals in the PAS 

http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_011.html
http://intranetjh/forms/Forms/JUS020.045.pdf
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2.2 Implementation - Roles & Responsibilities 

Adult Patients 

Health Centre Staff are responsible for: 

 Ensuring all referrals to MAU have a corresponding PAS entry 

 Ensuring the MAU receive signed referrals only. 

 Liaising directly with the MAU for referrals requiring urgent attention.  

 Ensuring systems are in place with local CSNSW staff to facilitate transfers to the Long Bay Complex. 

 Facilitating Pre Appointment Appointments. 

 Ensuring documents / results for male patients attending external appointments are sent to the MAU 

prior to patient’s external appointment. 

 Advising patient of the risks associated with cancelling appointment when relevant. 

 Ensuring the MAU is made aware of patient cancellations as soon as possible. 

 Scan or fax a JH&FMHN Appointment Cancellation by Patient form (JUS020.045) to the MAU as soon 

as possible. 

The MAU is responsible for: 

 Authorising all signed referrals received from Health Centres and immediately opening a wait list entry 

for the patient and attaching the referral to the entry on PAS. 

 Liaising with internal and external providers to schedule appointments. 

 Scheduling transfer requests on the Offender Information Management System (OIMS) to enable 

transfer to the Long Bay Complex to occur. 

 Coordinating clinics scheduled at the Long Bay Hospital Area 2 Out-Patients Department (LBH2 OPD), 

including notifying CSNSW centres on the Long Bay Complex of patients requiring transfer to the LBH2 

OPD and liaising with external specialist regarding scheduling dates for clinics at the LBH2 OPD. 

 Liaising with CSNSW Extreme High Security Unit (EHS) and Special Purpose Centre (SPC) staff where 

appropriate. 

 Informing Health Centres of any preparation required by a patient prior to a procedure or surgery. 

 Ensuring an outcome (e.g. did not attend (DNA)) is selected in PAS to indicate whether the patient has 

attended the appointment, for all male and female external appointments as soon as possible. 

 Cancelling appointments booked via the MAU with external providers and CSNSW 

 Scan into JHeHS all correspondence received by the MAU from external providers. Email NUM in 

relevant Health Centre and notify that correspondence has been entered into JHeHS. 

 Ensuring that the ‘Information for Outpatients Staff: Healthcare for Patients in Custody’ letter is sent 

with every external appointment patient booked by the MAU Appendix 2. 

 Monitoring waiting lists and routinely providing statistics to the Waiting List Reference Committee.  

 Providing monthly reports to the Service Director Long Bay Hospital regarding unauthorised 

(unsigned) PAS referrals and incorrect Dr Outsourced Clinician referrals. 

 Providing health centres with correspondence from external appointments as soon as possible. 

http://intranetjh/forms/Forms/JUS020.045.pdf
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3. Procedure Content  

3.1 Adult Medical Appointments via the MAU 

3.1.1 Referrals 

1. All referrals to the MAU from Health Centres must be entered on PAS by the referring clinician (or 

delegate). A signed copy of the referral must then be scanned / faxed to the MAU. The MAU cannot 

action unsigned referrals as external health providers will not accept these. The fax number for referrals to 

the MAU is (02) 9700 3692. Health centre staff must liaise directly with the MAU for referrals requiring 

urgent attention. 

2. Once the MAU receives a signed paper referral, the referral in PAS is authorised and placed on a PAS 

waiting list. Health Centre staff are able to view waiting lists for individual patients or via specialities on 

PAS. If a patient does not have a waiting list entry, it is likely that the MAU has not received a signed 

referral.  

3. Health Centres must ensure that clinical documentation including a copy of the current medication chart, 

pathology, medical imaging, ECGs and other test results relevant to the patient’s appointment are made 

available to the MAU prior to the patient’s appointment date (e.g. CT scan for Plastics appointment, ECG 

and medication chart for Cardiology appointments). Refer to Appendix 1 for specific examples. For all Oral 

Health referrals and appointments please refer to JH&FMHN policy 1.130 Dental Services.   

4. The Manager MAU must run monthly reports for unauthorised (unsigned) PAS referrals and provide these 

to the relevant Service Director. A report will also be run to monitor Dr Outsourced Clinician referrals and 

take appropriate action for incomplete referrals to MAU on this list. 

3.1.2 Bookings 

1. All signed referrals received by the MAU are placed on a PAS waiting list. The MAU books all 

appointments via PAS from the patient waiting list entry.  

2. Internal outpatient medical appointments for clinics at the LBH2 OPD are booked via the MAU. The MAU 

liaises with providers for clinic dates and schedules appointments accordingly. The provider informs the 

MAU of the number of consultations (new patients) and reviews (follow ups) per clinic session. The MAU 

books urgent patients first, as indicated by clinical priority on referral and then defer to waiting list to 

book via waiting times. Specialist conducting clinics at the LBH2 OPD may refer patients to external 

providers.  

3. All specialist appointments and diagnostic tests that are not available via the LBH2 OPD are referred to 

external providers. The MAU liaises with providers for appointment dates and these are scheduled subject 

to CSNSW escort availability. JH&FMHN referrals to external OPD clinics are triaged at the public hospitals 

by the relevant specialists / registrars (or delegate). The MAU liaises directly with most non OPD 

departments to book appointments. 

4. The MAU schedules transfer requests in the Offender Integrated Management System (OIMS) to ensure a 

transfer request is initiated for patients requiring transfer to the Long Bay Complex for their 

appointments. Transfer requests are generated by local CSNSW staff with CSNSW Inmate Transfers. 

Health centre staff must ensure that local processes are in place to ensure that their local CSNSW staff 

raise transfer requests with Inmate Transfers. Failure to do this will result in the patient not being 

transferred for their medical appointment.  

http://intranetjh/pol/policylib/1.130_Policy_0712.pdf
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5. The MAU must liaise directly with the EHS Unit for all EHS patients requiring transfers to appointments 

booked via the MAU. The MAU must also liaise directly with the SPC for all appointments booked via the 

MAU for SPC patients. EHS and patients from female centres accessing services provided at the LBH2 OPD 

will be transferred on the day of their appointment. 

6. Patients requiring special transport for their appointments must have a JH&FMHN Consideration for 

Special Transport form (JUS200.035) completed by Health Centre staff as per JH&FMHN policy 1.395 

Transfer and Transport of Patients. 

3.1.3 Cancellations 

1. The MAU must be advised of appointment cancellations as soon as possible so that the health provider 

can be notified and the appointment can be allocated to another patient. Documentation of any cancelled 

appointment, along with follow-up action where required, must be recorded in the patient’s Health 

Record. The cancellation and reason must be recorded on PAS by MAU staff. The MAU must inform 

CSNSW staff of cancellations so transfers for appointments may be cancelled. 

2. All cancellations and refusals by patients to attend arranged medical appointments must be documented 

in the patient’s Health Record and a completed copy of the JH&FMHN Appointment Cancellation by 

Patient form (JUS020.045) must be sent to the MAU at the Long Bay Complex by facsimile (fax number 

(02) 9700 3692) or scanned and emailed to MAU. Health Centre staff have a duty to advise the patient of 

the risks to their health by cancelling their appointment(s).  

3. If an appointment is cancelled by CSNSW, Health Centre staff must communicate the risks to CSNSW via a 

JH&FMHN Health Problem Notification and Escort Form (Adults) (JUS050.001) and follow JH&FMHN policy 

1.231 Health Problem Notification Form (Adults) to escalate to the NUM as required. This interaction must 

be documented in the patient’s Health Record and logged on the Incident Information Management 

System (IIMS). 

4. If a patient has been released from custody, Health Centre staff must inform the MAU. 

3.1.4 Pre Appointment Appointments (PAA) 

All patients attending specialist appointments booked by the MAU will be required to attend a PAA at their 

centre of classification. A PAA is an appointment for a patient who is scheduled to be transferred for a 

specialist appointment via the Long Bay Complex. Attendance at a PAA will ensure relevant documentation 

pertaining to the specialist appointment is collated and provided to the MAU at least a week prior to the 

patient’s specialist appointment date.  

1. The MAU must add patients to a PAA waiting list in PAS for the Primary Health nurse at relevant Health 

Centres to schedule a PAA. 

2. 2-4 weeks prior to the specialist appointment, the Primary Health Nurse must book a PAA with the patient 

via the Primary Health wait list in PAS. 

3. Patient attends the PAA and the Primary Health nurse at relevant Health Centre: 

a. Interviews the patient; 

b. Confirms willingness to travel for the specialist medical appointment; and 

c. Ensures relevant tests and results as well as any other information relevant to the specialist 

appointment is sent to the MAU at least one week prior to the specialist appointment date. 

http://intranetjh/forms/Forms/JUS200.035.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/forms/Forms/JUS020.045.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
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4. Health Centre staff ensure an outcome is selected in PAS to indicate whether the patient has attended the 

PAA. 

Patients whose appointments are booked by the MAU within a two week period will not have a PAA wait 

listed by the MAU as the timeframe is not conducive to scheduling a PAA. The clinical officer attached to the 

MAU will pursue these separately. 

3.1.5 Prince Of Wales Hospital Annex (POWH) Annex (Parkes 9 East) 

Appointments and treatments for inpatients at Parkes 9 East are coordinated by Parkes 9 East nursing staff 

and the MAU.  

1. The MAU inform the CSNSW Escort senior of additions to the daily appointment list. Depending on the 

work load and schedule for the day, other appointments are cancelled or rescheduled to accommodate 

POWH Annex patients.  

2. Where Annex appointments result in booked MAU appointments being affected, the Manager MAU must 

discuss this with the Medical Officer, Remote Medical Service (MO RMO) who will triage the MAU daily 

list.  

3.1.6 Waiting List Reference Group 

A bimonthly meeting of the Waiting List Reference Committee must be convened at the Long Bay Hospital to 

discuss issues relating to medical appointments. This group consists of representatives from CSNSW, Prince 

of Wales Hospital and JH&FMHN. The committee chair will escalate identified issues to the Executive Director 

Clinical Operations (Custodial Health), if necessary. 

3.2 Adolescent Health Medical Appointments 

3.2.1 External Medical Appointments 

External medical appointments at Adolescent Health sites are arranged by the local Health Centre. 

Adolescent Health staff have the following responsibilities when arranging an external medical appointment: 

1. External appointments should be booked at a local hospital where possible, and should be booked during 

school hours due to the availability of Juvenile Justice NSW (JJNSW) staff during this period. If this is not 

possible, the JJNSW Centre Manager or JJNSW Assistant Manager should be consulted. 

2. The appointment must be recorded in PAS using “Dr Outsourced Clinician” and the local Health Centre 

clinic (e.g. Acmena External Appointments Health Centre). 

3. The referral must be printed in duplicate and signed by the referring clinician. A copy is sent with the 

adolescent patient to the appointment (along with any other documentation relevant to the referral) and 

another copy is filed in the Health Record.   

4. The JJNSW Centre Manager or the JJNSW Assistant Manager must be advised of transport requirements 

(e.g. time, date, location, special vehicle needs). 

5. All young people who have an identified health issue that requires the attention of JJNSW staff must have 

a current JH&FMHN Health Problem Notification & Escort Form (JUS005.002) completed. Relevant signs or 

symptoms must be written in lay terms. Refer to JH&FMHN policy 1.235 Health Problem Notification and 

Escort Form (Adolescents) for further information. 

When the external appointment has been made, the Clinic Support Officer (CSO) must prepare an Adolescent 

Health Attendance at External Appointments form (JUS200.060) that sits at the front of the patient’s Health 

http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
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Record and is later filed in the Clinical Correspondence section when the appointment has been attended. A 

copy of this cover sheet should be given to JJNSW staff for their information and transport arrangements.  

JJNSW staff are responsible for escorting the young person to his / her external medical appointment. 

Adolescent Health staff must not escort a young person unless approved by the Service Director Adolescent 

Health. 

If the young person requires medication, it must be administered by a Registered Nurse (RN) / Enrolled 

Nurse (EN) prior to escort to the external medical appointment. If an RN / EN is not available, the following 

must occur: 

 When the RN is preparing the documentation for the external medical appointment, the Adolescent 

Health After Hours Medication form (JUS130.455) must be completed; and  

 The medication must be prepared with clear instructions included. Wherever possible, speak to the 

transporting staff and instruct them about the correct procedures for medication administration. 

For security reasons, the young person must not be informed of the date of the appointment. 

3.2.2 Appointment Cancellations 

Patients have the right to cancel appointments. However, all cancellations and refusals by patients to attend 

arranged medical appointments must be documented in the patient’s Health Record and on PAS. Clinicians 

must advise the patient of the risks to his / her health by cancelling the appointment. A copy of the 

JH&FMHN Appointment Cancellation by Patient form (JUS020.045) must be faxed to the MAU as soon as it is 

signed off by a health centre nurse. 

JJNSW and the external health care provider must be notified of the appointment cancellation as soon as 

possible. 

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.  

http://intranetjh/forms/Forms/JUS020.045.pdf
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5. Legislation and Related Documents 

NSW MoH  

Policy Directives 

PD2005_527 Prisoners - Provision of Medical Services - NSW Department of Health 

PD2012_011 Waiting Time and Elective Patient Management Policy 

JH&FMHN Policies, 

Forms and Procedures 

1.130 Dental Services 

1.231 Health Problem Notification Form (Adults) 

1.235 Health Problem Notification & Escort Form (Adolescents) 

1.263 Medical Holds 

1.350 Aggression, Seclusion and Restraint in Mental Health Facilities – LBH MHU 

1.395 Transfer and Transport of Patients 

 

JUS005.001 Health Problem Notification & Escort Form 

JUS020.045 Appointment Cancellation by Patient 

JUS130.455 Adolescent Health After Hours Medication Form (Order online only) 

JUS200.035 Consideration for Special Transport  

JUS200.060 Adolescent Health Attendance at External Appointments Form 

JUS200.091 Patient Requiring Preparation Prior to Procedure / Surgery 

 

Court Report Service / Court Assessment Process v0.1a (TRIM DG13710/12) 

http://www.health.nsw.gov.au/policies/pd/2005/PD2005_527.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_011.html
http://intranetjh/pol/policylib/1.130_Policy_0712.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/pol/policylib/1.263_Policy_0512.pdf
http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/forms/Forms/JUS020.045.pdf
http://intranetjh/forms/Forms/JUS200.035.pdf
http://intranetjh/forms/Forms/JUS200.091.pdf
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Appendix 1 - Preparation for Patient prior to Attending an Outpatient 

Appointment by Specialty Clinical Department 

 

Preparation for Patient prior to Attending an Outpatient Appointment  

By Specialty Clinic / Department 
 

The table below shows a preparation list of required tests, investigations, reports for patients attending 

Outpatient Appointments in public health services. 

 

Treatment Sheets / Medication Charts  
Current copies must be sent with the patient to every Appointment. 

For Diabetics copy of the BSL chart must also be sent. 

 

Imaging Results 
Where X-rays or Ultrasound are conducted by Justice Health & Forensic Mental Health Network, MAU Officer 

will organise for copy of Imaging to accompany the patient. If previous Imaging at POWH e.g. CT/MRI, results 

will be on Patient’s POWH Health Record, Imaging from another facility requires a copy of the Imaging, as 

well as the Report of the Imaging. 

 

Relevant Pathology 
This includes: Recent Blood tests as well as other investigations that are relevant to the consultation e.g. 

Urine Tests, Wound swabs, Biopsy. 

 

Additional tests, investigations and/or information may be requested. 

 

Speciality Clinic/ Department Required to be copied and sent to MAU Prior to Patient’s Appointment 

Aged care  Investigations 

 ECG 

 Reports from nursing and allied health about daily functioning 

 Relevant pathology 

Cardiology  Recent ECG  and previous ECG, requested for comparison 

 Echo, if required, or results if completed 

 Relevant pathology 

Colonoscopy  10 days prior to  appointment – inform MSU, Manager of Domestic Services and 

the NUM of clinic where patient is, that the patient is to be moved to MSU to 

commence further prep for colonoscopy 

 4 day Glycoprep 

 Fast from midnight prior to procedure 

 Relevant pathology 

CT  Patient must be able to identify area of body for CT 

Colorectal  As for Gastroenterology 

Dermatology  Relevant pathology 

Diabetic Clinic  Relevant pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   
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Speciality Clinic/ Department Required to be copied and sent to MAU Prior to Patient’s Appointment 

Endocrinology  Relevant pathology 

 Nuclear med studies 

 Relevant pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   

Endoscopy  Fast from midnight 

ENT  Imaging: X-ray, CT, MRI, Ultrasound   

 Relevant pathology 

Gastroenterology  Results of any studies/ investigations e.g.  

o Colonoscopy/ Endoscopy 

o Biopsy 

 Imaging: X-ray, CT, MRI, Ultrasound   

 Relevant pathology 

General surgery 

(Consultation for surgery) 

 Imaging: X-ray, CT, MRI, Ultrasound 

 Relevant pathology 

Haematology  Specific bloods (Doctors request tests required on the referral form) 

 Relevant pathology 

Infectious diseases  Relevant pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   

 Specific Bloods (Doctors request tests required on the referral form) 

MRI  Patient must be able to identify area of body for MRI 

Neurology  Imaging: X-ray, CT, MRI, Ultrasound 

 Relevant pathology   

 Report from Physiotherapist, if receiving treatment 

 If for Epilepsy include record of seizures and known history 

Neurosurgery 

 

 EEG 

 Relevant pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   

Oncology  Imaging: X-ray, CT, MRI, Ultrasound   

 Relevant pathology   

Orthopaedic  Imaging: X-ray, CT, MRI, Ultrasound   

 Relevant pathology 

 Report form physiotherapy, if receiving treatment 

Pain  Relevant diagnostic tests 

 Reports form relevant specialists 

 Imaging: X-ray, CT, MRI, Ultrasound   

 Relevant pathology 

 Report from Physiotherapist, if receiving treatment 

Plastics  Relevant pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   

 Report from Physiotherapist, if receiving treatment 

Rheumatology  Relevant pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   

 Report from Physiotherapist, if receiving treatment 

Surgery  Relevant Pathology 

 Imaging: X-ray, CT, MRI, Ultrasound   
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Speciality Clinic/ Department Required to be copied and sent to MAU Prior to Patient’s Appointment 

Urology/ Renal  Recent Renal Function Tests 

 Relevant pathology 

 MSU 

 Reports of Cystoscopy 

 Urodynamic studies 

 Imaging studies - Imaging: X-ray, CT, MRI, Ultrasound 

 NB Requires previous result for comparison 
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Appendix 2 - Information for Outpatient Staff: Healthcare for Patients in 

Custody 

Dear Outpatient /Clinical Staff, 

Re:  Name:     DOB:     

MIN:   From:    Correctional Centre: 
 

 

Thank you for treating our patient.  The following information may assist you when clinically managing and discharging 

an outpatient in your care. 
 

Healthcare needs: A summary of the patient’s presenting condition and relevant history is attached for your information.  

Should you require any further health information please do not hesitate to contact the Medical Appointments Unit 

(MAU) on (02) 9700 3245 / 3246. Information regarding the patient’s health should not be sought from the Corrective 

Services NSW Officers accompanying the patient.  To ensure continuity of care, please provide a consultation summary 

and fax to the MAU, fax number 02 9661 8409.  This information must then be placed in a sealed envelope and marked 

Confidential for the attention of Justice Health staff at the referring Health Centre/ Inpatient facility. 
 

Imaging/investigations: While we endeavor to have available all possible diagnostic/pathology results for the patient’s 

appointments, there may be instances where more up to date results are required.  If possible, we would appreciate any 

imaging/investigations etc. to be performed whilst our patient is at your facility, prior to discharge, as it can be difficult to 

arrange to transport a patient to hospital again the next day for imaging/investigations. 
 

Prescription of Medications: Some medications that you may recommend for our patients, especially opioid derivatives, 

may be unsuitable to administer in a custodial environment due to a potential for the medication to be misused by other 

patients.  Our medical staff would be pleased to advise further (JH&FMHN on call medical officer – 9311 3521). 
 

Custodial Staff: The Corrective Services NSW Officers are present to ensure the security of the patient.  The officers are 

required to remain with the patient at all times and to ensure that the LHD nursing, medical and allied health staff can 

provide treatment safely.  Corrective Services NSW Officers are not responsible for management of the patient’s healthcare 

needs. 
 

Use of Handcuffs/Restraints: Please ask the Corrective Services NSW Officers accompanying the patient to temporarily 

remove the patient’s physical restraints if they impede your ability to assess the patient, perform medical procedures 

and/or deliver health care. 
 

Confidentiality: The Corrective Services NSW Officers are not in a position to discuss the health issues of our patients 

and cannot provide accurate information about the services that Justice Health provides.  This is because we are two 

separate services.  Also, NSW Health guidelines regarding privacy and consent apply, and patient confidentiality does not 

extend to Corrective Services NSW Officer’s.  Health needs of patients and escort requirements are potentially conflicting 

issues that require sensitive management.  Please contact the MAU on (02) 9700 3246/3245, if you have any questions. 
 

Return back to Justice Health: Patients are usually transported to your facility in a Tarago Hiace van.  Should you feel 

there are any situations where this mode of transport is inappropriate, please advise the officers so that alternative 

transfer arrangements can be made.  
 

Follow-up appointments: If a patient has a follow up outpatient appointment, please do not tell the patient the date 

of the appointment, as this may pose a security risk and the appointment will need to be re-scheduled.   Please 

document the next appointment time on the consultation summary that is faxed and returned to the MAU. If you 

are unable to contact staff on the above numbers and/or in the case of an emergency, please call the JH After 

Hours Nurse Manager on (02) 9311 2707. 
 

When mailing out a more detailed summary from your consultation with our patients please do not address your 

correspondence to the patient or the referring clinician. Please direct all correspondence to the address below. 

 

The Medical Appointments Unit 

Justice Health & Forensic Mental Health Network 

P O Box 150  

Matraville NSW 2036 
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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 

Medical Responsibility Long Bay Hospital 

Policy Number 1.267 

Policy Function Continuum of Care 

Issue Date 18 November 2014 

Summary This policy outlines the handover responsibilities of Primary Health Medical 

Officers and Psychiatric teams working in Long Bay Hospital. 

The policy outlines the roles and responsibilities of the admitting teams 

through to clinical management and discharge of patients in the hospital. 

Responsible Officer Executive Director Clinical Operations Custodial Health 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.267 (July 2013) 

Change Summary  Inclusion of the role of After Hours Nurse Manager  

 New template 

 Change of title Clinical Director Acute Care 

 Change of title for On Call Medical Officer 

TRIM Reference POLJH/1267 

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

 

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

Long Bay Hospital (LBH) is an 85 bed facility located within the Long Bay Correctional Complex. The hospital 

has three units: 

1. Mental Health Unit (MHU) which comprises 40 acute mental health beds; 

2. the Medical Subacute Unit (MSU) which comprises 29 beds for the subacute monitoring and care of 

patients for general medical and surgical conditions, but who do not require admission to an acute 

hospital. It also includes 1 haemodialysis chair; and 

3. the Aged Care and Rehabilitation Unit (ACRU) which comprises 15 beds for the subacute monitoring 

and care of primarily geriatric patients. 

Patients may require only one, or a range of specialist medical services, at any time during their hospital stay.  

2. Policy Content  

This policy provides guidelines to Justice Health & Forensic Mental Health Network (JH&FMHN) staff 

regarding medical responsibility for patient care and handover protocols within Long Bay Hospital. 

Patients will have: 

• Access to appropriate, timely and well-coordinated health care provided by appropriate medical 

care; 

• Timely and appropriate assessment,  diagnosis and treatment. 

• Minimise any unnecessary admissions and investigations; 

• Minimise any unnecessary transfers to external hospitals; 

• Appropriately planned transfers to external hospitals; and 

• Seamless continuation of treatment. 

Staff will have: 

• An organised work environment; and 

• Appropriate interdisciplinary interaction with both internal JH&FMHN staff and external health staff. 

JH&FMHN will have: 

• Appropriate risk management and use of standardised management protocols and clinical handover; 

and 

• Effective use of resources. 

2.1 Mandatory Requirements  

• The policy outlines the medical responsibility for patients in each unit of LBH. The policy describes 

the role and responsibilities of the primary carer during business and after hours and the lines of 

communication with nursing staff. 

• To enable ongoing patient care, medical staff must follow handover protocols highlighting patients 

of concern. 

• The roles of the Executive Directors, Clinical Directors and Statewide Clinical Director Forensic Mental 

Health when conflicting advice regarding patient treatment cannot be resolved.  
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2.2 Implementation - Roles & Responsibilities 

2.2.1 Clinical Handover for LBH  

LBH Aged Care and Rehabilitation and Medical Subacute Units 

The weekday rostered Medical Officer (MO) or delegate must handover at the end of a shift to the Remote 

On Call After Hours Medical Service (ROAMS).  

The ROAMS must handover to the oncoming MO. This handover must include patients in external hospitals 

who may require admission to LBH. The weekday rostered MO must provide a clinical handover from the 

ROAMS to the NUM ACRU and NUM MSU or delegates, who must update the nursing staff. 

Where the weekday rostered MO will be absent for a shift, care of the admitted patients in the ACRU and the 

MSU must be handed over to the relieving MO, or in their absence, the Clinical Director Primary and 

Women’s Health (CDP&WH).  

Visiting Consultants/Specialists are to discuss any changes to treatment/management plans with the duty 

MO. This discussion should preferably take place face to face. The Consultant/Specialist must document the 

outcome of the specialist review and the treatment/management plan in the patient’s health record.  

LBH Mental Health Unit  

The Psychiatry Registrar from the Admitting Psychiatry Team must handover at the end of a work shift to the 

On-Call Psychiatry Registrar.  

The On-Call Psychiatry Registrar must handover to the oncoming Psychiatry Registrar from the Admitting 

Psychiatry Team at the end of the on-call shift. The oncoming Psychiatry Registrar will provide clinical 

handover from the On Call Psychiatry Registrar to the NUM or delegate MHU, who must update the nursing 

staff. 

In Business Hours: 

Nursing staff must contact the MO LBH MSU in the first instance and in their absence, the ROAMS. 

After Hours: 

Nursing staff must contact the Remote Medical Officer (RMS) as per JH&FMHN policy 1.300 On-Call and 

After Hours Services Statewide On Call Services and use the Clinical Assessment Template (CAT form).   

2.2.2  Primary Specialist concern regarding advice from other specialists 

If concerned about the appropriateness of a JH&FMHN Consultant, Visiting Medical Officer (VMO), or 

Specialist’s recommendations, the rostered MO must contact the Consultant, VMO, or Specialist directly to 

discuss the patient’s management plan. If agreement cannot be reached, then the CDP&WH must be 

contacted.  Should consensus not be reached, the Executive Medical Director should be invited to convene a 

review with appropriate medical staff and other stakeholders to determine clinical direction. 

2.2.3  Communication with Ambulatory Health Care Patients, Other Clinical Staff and Participation in 

Multidisciplinary Care and Case Reviews 

Some inpatients may require multiple specialist consultations.  The rostered MO is responsible for 

coordinating patient care, case management, and medication prescribing. 

  

http://intranetjh/pol/policylib/1.300_Policy_0912.pdf
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2.2.4  Long Bay Hospital Mental Health Unit 

The Statewide Clinical Director Forensic Mental Health (SCDFMH), through the Clinical Director Forensic and 

Long Bay Hospitals (CDFLBH) and Deputy Clinical Director Forensic and Long Bay Hospitals (DCDFLBH), has 

professional responsibility for medical care provided to inpatients in MHU, for the quality and safety of 

clinical care provided and for ensuring appropriate clinical governance mechanisms are in place. 

2.2.5  Admitting Psychiatry Team Concern Regarding Specialist Advice 

If there is concern by the admitting Psychiatry team about the appropriateness of the MO or his/her advice, 

Prince of Wales Hospital MO or JH&FMHN specialist’s recommendations, the Admitting Psychiatrist must 

contact the specialist or MO directly to discuss the patient’s management plan. If agreement cannot be 

reached, then the DCDFLBH or CDFLBH is to be contacted for resolution of the concerns.  If agreement still 

cannot be reached then the matter should be referred to the SCDFMH for resolution of the concerns. 

2.2.6  Patients requiring multiple specialist referrals 

Some inpatients may require multiple specialist consultations.  The admitting medical officer team is 

responsible for coordinating patient care, case management, and medication prescribing, including 

consideration of adverse drug interactions.  

2.2.7  Communication with LBH inpatients, other clinical staff and participation in multi-disciplinary 

care and case reviews. 

Medical staff, in providing care to LBH inpatients, must comply with all aspects of the Medical Board of 

Australia Code of Professional Conduct, which outlines professional responsibility for communication with 

patients, other clinical staff and participation in multidisciplinary care and case reviews. 

All medical staff must keep clear, accurate and contemporaneous patient records. Documentation needs to 

meet relevant regulatory and professional standards, including those contained within the Health Practitioner 

Regulation 2010 Schedule 2 and NSW Ministry of Health Policy Directive PD2012_069 Health Care Records - 

Documentation and Management. 

Referrals to other specialists are required to fully explain the patient’s relevant clinical history, examination 

findings, differential diagnosis and the reason for the referral.    

The rostered MO must ensure that all requested specialist consultations are referred through Patient 

Administration System (PAS) via the Medical Appointments Unit and that all reports of requested 

investigations and specialist consultations are actioned appropriately. 

Medical staff are expected to participate in relevant patient multidisciplinary care meetings and case reviews. 

It is the responsibility of the treating Psychiatrist to complete Mental Health Review Tribunal reports for 

forensic patients who are admitted to ACRU. 

4. Definitions  

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

http://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx
http://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+333+2010+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+333+2010+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_069.html
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5. Legislation and Related Documents 

Legislation Health Practitioner Regulation 2010 Schedule 2 

JH&FMHN Policies and 

Procedures 

1.030 Referrals for Admission - LBH Mental Health Unit (Adults) 

1.034 Admission and Assessment - Medical Subacute Unit, LBH 

1.035 Admission and Assessment - Aged Care & Rehab Unit, LBH 

1.142 Discharge Planning – Medical Subacute and Aged Care Rehabilitation  

 Unit, Long Bay Hospital 

1.264 Medical Appointments (External & Internal) - Referrals, Bookings and     

 Cancellations 

1.300 On-Call and After Hours Services Statewide 

NSW MoH Policy Directives PD2012_069 Health Care Records - Documentation and Management 

Medical Board of Australia Good Medical Practice: Code of Conduct For Doctors in Australia  

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+333+2010+cd+0+N
http://intranetjh/pol/policylib/1.030_Policy_1114.pdf
http://intranetjh/pol/policylib/1.034_Policy_0714.pdf
http://intranetjh/pol/policylib/1.035_Policy_0714.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.142_Policy_1111.pdf
http://intranetjh/pol/policylib/1.264_Policy_0714.pdf
http://intranetjh/pol/policylib/1.264_Policy_0714.pdf
http://intranetjh/pol/policylib/1.300_Policy_0912.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_069.html
http://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Management of Suspected Cases of Meningococcal Disease 

Policy Number 1.275 

Policy Function Continuum of Care 

Issue Date 21 May 2014 

Summary This policy ensures patients who are suspected of having invasive meningococcal 
disease are managed appropriately and according to best practice and national 
guidelines. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.275 (July 2010) 

Change Summary  Adolescent and Adult Standing Orders Revised in 2013 

 Meningococcal disease - Response Protocol for NSW Public Health Units, 
revised as of July, 2012 

 NSW Health Meningococcal Fact Sheet, revised as of March 2013 

TRIM Reference POLJH/1275 

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

 

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

Effective management of an individual with invasive meningococcal disease requires early intervention and 
treatment with effective antibiotics, and close monitoring and treatment of clinical deterioration such as 
hypotension, shock or coagulopathy.   

Delays in diagnosis and treatment of invasive meningococcal disease increase the likelihood of death.   

Invasive meningococcal disease is a medical emergency. Patients with suspected meningococcal infection must 
receive emergency administration of benzylpenicillin, followed by urgent transfer to hospital. In the case of 
penicillin allergy, Health Centres must also stock ceftriaxone 2g as an alternative to penicillin. 

2. Policy Content 

2.1 Mandatory Requirements  

 Any patient who is suspected of having invasive meningococcal disease must receive immediate antibiotic 
treatment with benzylpenicillin, and be transferred urgently to hospital.  

 All Health Centres and inpatient units must have a supply of benzylpenicillin (1.2g or 600mg x 2) for 
intramuscular (IM) use plus Water for Injections x 5, labelled “For emergency use for suspected cases of 
invasive meningococcal disease”.  

 In the case of penicillin allergy, Health Centres must also stock ceftriaxone 2g as an alternative to penicillin. 

2.2 Implementation - Roles & Responsibilities 

Responsibility of every clinician to follow this policy. 

3. Procedure Content 

3.1 Management of Suspected Cases of Invasive Meningococcal Disease 

3.1.1 Introduction 

 Invasive meningococcal disease is caused by infection with meningococcus bacteria of which there are 
several serogroups. In NSW the most common is serogroup B. 

 There is no vaccine that is effective against serogroup B in NSW. In Australia, meningococcal C vaccine 
protects against only one strain of the disease. 

 Nasopharyngeal carriage of meningococci is common, between 5 and 25 per cent of the population carry 
meningococcal bacteria at the back of the nose and throat without showing any illness or symptoms. 

3.1.2 Clinical Presentation of Invasive Meningococcal Disease 

Invasive meningococcal disease usually presents as meningitis, septicaemia, or as a combination of both. 
Septicaemia, with or without meningitis can be very severe and has a higher mortality rate than meningococcal 
meningitis.   

Symptoms of meningococcal disease are non-specific but may include sudden onset of fever, headache, neck 
stiffness, joint pain, a rash of red-purple spots or bruises, dislike of bright lights, nausea and vomiting. Not all of 
the symptoms may be present at once.  

The most characteristic feature of meningococcal septicaemia is a haemorrhagic (i.e. petechial or purpuric) rash 
that does not blanch under pressure. Less commonly, the rash may have a maculopapular appearance (discrete 
pink macules or papules which blanch under pressure).   

However, a rash is not always present, especially in the early stages. Not all people with meningococcal disease 
get a rash or the rash may occur late in the disease. The rash in its early stages may consist of a few 
haemorrhagic spots in places such as the groin or feet, in areas where pressure occurs from elastic in underwear, 
socks and stockings. It is important that patients with a systemic febrile illness who are acutely unwell are 
undressed so that a thorough search for a haemorrhagic rash can be undertaken.   
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Any patient with a systemic febrile illness should continue to be observed and reassessed until a definitive 
diagnosis is made. 

Sometimes the classic symptoms may follow less specific symptoms including leg pain, cold hands and abnormal 
skin colour.  

Meningococcal disease can sometimes follow on from other respiratory infections.  

Symptoms and signs suggestive of invasive meningococcal disease include: 

 Sudden onset of fever; 

 Headache with or without neck stiffness; 

 Photophobia, irritability; 

 Nausea, vomiting; 

 Leg pain, cold extremities, and abnormal skin colour (early signs in children aged under 16 years); 

 Swollen or painful joints, difficulty walking; 

 Rash (however a rash may not appear until later, may be haemorrhagic (i.e. petechial or purpuric) or 
lesscommonly maculopapular); 

 Drowsiness, decreased level of consciousness; and/or 

 Signs of sepsis or cardiovascular shock (tachycardia, tachypnoea, fever or hypothermia). 

3.1.3 Clinical management of invasive meningococcal disease  

If any clinician (medical or nursing) suspects meningococcal disease, he/she must arrange urgent transfer to 

hospital by ambulance and administer benzylpenicillin immediately according to the JH&FMHN Standing Orders. 

Immediate dose of IM benzylpenicillin for suspected meningococcal disease 

Adults or children aged 10 years and over: 1,200 mg IM 

For optimal benefit, benzylpenicillin should be given by the intravenous route, however if a medical officer is not 
present or is unable to establish intravenous access, then RNs must administer by the intramuscular route as per 

the JH&FMHN Standing Orders. 

or 

Ceftriaxone 50mg/kg (up to 2g) IM (all ages) may be used as an alternative to benzylpenicillin. 

Refer to the following standing orders: 

 JH&FMHN Adult Standing Order Protocols: Suspected cases of Meningococcal Disease - Benzylpenicillin  
(Protocol 11) 

 JH&FMHN Adolescent Standing Order Protocols: Suspected Cases of Meningococcal Disease Benzylpenicillin 
(Protocol 5) 

3.1.4 Contraindications to Benzylpenicillin 

Benzylpenicillin should be withheld only if an individual has a clear history of either an anaphylactic or an 
immediate hypersensitivity reaction (such as difficulty in breathing, angioedema, or a generalised urticarial rash) 
after a previous dose of penicillin.   

Most people with a penicillin allergy do not have such a history of anaphylaxis and can safely be given 
benzylpenicillin.   

If there is a history of either an anaphylactic or an immediate hypersensitivity reaction, then do not administer 

penicillin. Ceftriaxone should be given instead as per JH&FMHN Standing Order whilst awaiting urgent 
ambulance transfer to hospital Emergency Department. 

 JH&FMHN Adult Standing Order Protocols: Suspected cases of Meningococcal Disease - Benzylpenicillin  
(Protocol 11) 

 JH&FMHN Adolescent Standing Order Protocols: Suspected Cases of Meningococcal Disease Benzylpenicillin 
(Protocol 5) 

  

http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
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3.2 Notification  

 Documentation of treatment given must accompany the patient to hospital. When arranging the urgent 
transfer to hospital of suspected cases, the Emergency Department of the referral hospital must be advised 
in advance.   

 The On-call Medical Officer and Nursing Unit Manager/Nurse Manager must be informed immediately of any 
suspected cases.   

 The Public Health Coordinator/ CNC and/or the Service Director Population Health must be notified of any 
cases of suspected meningococcal disease as soon as possible.   

3.3 Protection of Staff and other Patients  

Use Standard Precautions plus Droplet Precautions (gown, surgical mask, gloves) to prevent exposure to the 
patient’s blood, body fluids and respiratory droplets.  

JH&FMHN staff must advise accompanying Corrective Services NSW or Juvenile Justice NSW staff or GEO staff to 
use Standard Precautions plus Droplet Precautions, both verbally and on the Health Problem Notification Form. 

Refer to JH&FMHN policies 1.231 Health Problem Notification Form (Adults) or 1.235 Health Problem 
Notification and Escort Form (Adolescents).   

The particular disease must not be disclosed, but the need to use Standard and Droplet Precautions must be 
imparted. 

For forensic patients refer to the Forensic Hospital Procedure - Medical Emergencies 

3.4 Public Health Management of a Suspected or Confirmed Case  

Population Health will coordinate the public health management and follow-up of suspected or confirmed cases 
and contacts in accordance with NSW Ministry of Health policy directives, guidelines and national guidelines.  

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 

JH&FMHN Policies and 
Procedures 

1.231 Health Problem Notification Form (Adults) 

1.235 Health Problem Notification and Escort Form (Adolescents) 

 

Forensic Hospital Procedure – Medical Emergencies 

JH&FMHN Protocols and 
Guidelines 

Adult Standing Order Protocols 

Adolescent Standing Order Protocols 

 

Medication Guidelines  

Dept of Health 
Australian Government 
Communicable Diseases Network 
Australia Publications 

Guidelines for the Early Clinical and Public Health Management of 

Meningococcal Disease in Australia, Revised edition 2007 

  

http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/Procedures_Manuals/Medical%20Emergencies.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_0314.pdf
http://intranetjh/Procedures_Manuals/Medical%20Emergencies.pdf
http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/cda-pubs-other-mening-2007.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/cda-pubs-other-mening-2007.htm
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Appendix 1 - Flow Chart 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 
 

 

 

 

 

 

 

 

 

 

 

 

Contact the on-call Medical Officer on  
(02) 9311 3521  

and 
Inform your NUM/NM or the After-Hours Nurse 

Manager on (02) 9311 2702  
(who must contact the on-call Population Health 

Service Director).  

Refer to Standing Orders for Administration of 
Benzylpenicillin and Adrenaline 

If patient has these symptoms then suspect meningococcal infection. 

Arrange urgent ambulance transport to hospital 
AND 

Contact the Public Health Coordinator/CNC on 
Pager (02) 9937 2506 and/or the Service Director 

Population Health, as soon as possible. 

Check for contraindications to penicillin (i.e. 
previous anaphylactic or immediate 

hypersensitivity reactions) 

Use Standard and Droplet Precautions  
(gown, surgical mask and gloves) 

PATIENT exhibits: 

 Sudden onset of fever, 

 headache, with or without neck stiffness, 

 Photophobia, irritability, 

 Nausea, vomiting, 

 Leg pain, cold extremities, and abnormal skin colour (early signs in children aged under 16 years), 

 Swollen or painful joints, difficulty walking, 

 Rash (however a rash may not appear until later, may be haemorrhagic (i.e. petechial or purpuric) 
or less commonly maculopapular), 

 Drowsiness, decreased level of consciousness, 

 Signs of sepsis or cardiovascular shock (tachycardia, tachypnoea, fever or hypothermia). 

If no contraindications administer 1,200 mg of 
benzylpenicillin immediately (IMI). 
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1. Preface  

Justice Health & Forensic Mental Health Network (JH&FMHN) maintains an on-call service for health staff to 
contact nurses, medical officers, addiction medicine specialists and senior operational managers to assist with 
the clinical and operational issues that arise outside of normal working hours. JH&FMHN maintains a 
communication system with the appropriate senior manager for problems that may arise within the corporate 
responsibilities, such as food, information communications and technology and equipment management.   

2. Policy Content  

2.1 Mandatory Requirements  

To ensure patients with urgent health issues are assessed by nursing staff in a timely manner, JH&FMHN will 
provide 24-hour access to: 

 nurses, medical officers, addiction medicine specialists, psychiatrists, Service Director Population Health 
and senior operational managers for advice on matters pertaining to health service delivery to patients 
and health service operations. 

 senior managers for consultation about corporate responsibilities that may impact on patient care or 
health service operations. 

3. Procedure Content  

3.1 On-Call Services – Adult Mental Health 

A roster of on-call registrar/consultants will be maintained 24 hours a day for patient care matters related to 
psychiatric problems for adults. The roster is posted in advance on the JH&FMHN Intranet. 

The on-call Psychiatry Registrar is available by phone (02) 9311 2906 for: 

 Clinical advice. 

 Telephone orders for psychiatric medications. 

 Administrative advice about the mechanisms for referral, assessment, admission, and management of 
unwell patients. 

JH&FMHN provides an On Call Consultant Psychiatrist support to on-call Psychiatry Registrars. 

3.2 On-Call Services – Adolescent Mental Health  

Accessing after hours Adolescent Mental Health advice is as follows: 

 There is an on call Child and Adolescent Psychiatrist available to give advice to JH&FMHN staff during 
health centre hours where this is required and to the Psychiatry Registrar on call in respect of adolescent 
clients.  

 Calls after hours in the health centres should be made to the After Hours Nurse Manager (AHNM) who 
will contact the Psychiatry Registrar or the on call Child and Adolescent Psychiatrist (VMO or Staff 
Specialist) where deemed necessary. 

3.3 On-Call Services – Primary Health & Women’s Health and Remote Medical 
Services 

A roster of medical officers on-call 24 hours a day will be maintained for patient care matters related to physical 
illness. The roster is posted in advance on the JH&FMHN Intranet. 

The on-call Remote Medical Officer should be contacted by phone (02) 9311 3521 for: 

 Urgent or non-routine health concerns for any patient (generally all routine medical issues should be 
addressed in the routine GP clinic sessions). 
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 Urgent only re-writes of medication charts. 

 Approving referral arrangements to tertiary referral hospitals from non-Long Bay Correctional Centres and 
their local hospitals. 

 Approving admission of patients out of hours to Long Bay Hospital Medical Subacute Unit from anywhere. 

 Approving referral arrangements from Long Bay Hospital to other hospitals. 

 Performing physical assessments of patients in the Long Bay Hospital, if necessary. 

3.4 On-Call Services – Addiction Medicine Specialists 

A roster of after-hours on-call addiction medicine specialists will be maintained for patient care matters related 
to drug and alcohol problems. The staff specialist rostered on-call after hours will be available Monday to Friday 
4pm to 8:30 am the following morning. On weekends and Public Holidays cover is available from Saturday 8:30 
am through to Monday 8:30 am. The roster is posted in advance on the JH&FMHN Intranet. 

The addiction medicine specialist on-call after hours must be contacted by telephone on (02) 9874 0376 for: 

 Acute clinical advice. 

 Telephone orders for management of withdrawal or continuation of opioid maintenance (for example 
methadone, buprenorphine, or buprenorphine/naloxone (Suboxone®). 

 All pregnant women who are new to custody with drug and alcohol history at the time of reception. 

For Adolescent Health Drug and Alcohol issues: 

 Relating to the management of withdrawal during business hours, health centre staff should contact the 
On Call Medical Officer for telephone orders.  

 Relating to any other issue during business hours, health centre staff should call the Adolescent Health 
Drug and Alcohol CNC3 on 0422 003 622, or the Clinical Director Adolescent Health on (02) 8372 3053 / 
0408 214 475. 

 After business hours, health centre staff or the AHNM should call the Clinical Director Adolescent Health 
on 0408 214 475. 

3.5 On-Call Services - Population Health 

The Service Director Population Health is available to the AHNM to contact after hours for advice and notification 
of public health issues, newly admitted patients with HIV and sexual assaults. 

3.6 On-Call Services – Nursing Services and Health Service Operations 

JH&FMHN has an AHNM on duty for clarifying or providing advice on patient care, administrative and 
operational matters. The Nurse Manager can be contacted anytime on (02) 9311 2707 24-hours a day. A 
communication system will be maintained whereby the AHNM will contact appropriate senior staff or the Senior 
Manager On Call (SMOC) on weekends and Public Holidays to resolve any problems that may arise outside of 
normal hours.  

JH&FMHN maintains a Nurse On Call Roster at some correctional centres that do not have nursing staff rostered 
on duty 24 hours a day. The AHNM will be the first point of contact by Corrective Services New South Wales 
(CSNSW) regarding any urgent health issue. The AHNM will decide whether or not the On Call Nurse is to return 
to the centre to see the patient. 

A roster containing both the name and pager number of the On Call Nurse will be provided to CSNSW staff. The 
roster is to indicate that CSNSW staff must contact the AHNM and gain permission from the AHNM for the On 
Call Nurse to return to the centre to see the patient. 

The AHNM may: 

 Advise CSNSW staff on the interim management of a patient while waiting for nursing staff to arrive. 

 Approve the On Call Nurse to return to the centre and assess the patient and consult with appropriate on 
call medical staff. 
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 Advise CSNSW that an ambulance is to be called to the centre to attend to the patient 

 Advise treatment and not call back on-call nurse. 

3.7 On-Call Services - ICT, Food and Equipment  

If a problem arises with JH&FMHN equipment where it is considered dangerous or compromising to a patient’s 
health status, then health staff must contact the AHNM to resolve the problem. This also applies to problems 
with food services that may endanger or compromise a patient health or Information and Communications 
Technology (ICT) that may affect health service operations. Issues will be escalated to the Executive Director 
Corporate Services. 

3.8 Difficulty Contacting On-Call Staff 

If there is no response after 30 minutes staff are to recall the number and wait a further 15 minutes for a reply. 
If difficulty contacting the on-call medical officer, addictive medicine specialist or psychiatrist, continues health 
staff should immediately contact the AHNM on (02) 9311 2707 who will take immediate action to establish if a 
problem exists, and take steps to rectify problem. If the problem cannot be rectified then the Nurse Manager will 
escalate the issue to the appropriate Executive Director.  

When leaving a message on the answering service the following information should be identified: 

 the centre calling,  

 the time and the name of the person leaving message, 

 the urgency of the call back, 

 a return contact phone number, and 

 the name of the contact person must be left.  

Patients must only be identified by the 2X2 and MIN number on the message service (e.g. AB CD 123456). Local 
health centre staff must document calls to the on-call medical officer in the patient’s Health Record including 
date and time of each call. The calling nurse must document as accurately as possible the doctor’s treatment 
orders in the patient notes. 

3.9 Access to JH&FMHN On-Call Services – CSNSW / JJ 

When a JH&FMHN staff member is not available at a Health Centre, including Police Cells Complexes, and 
clinical advice pertaining to a patient is required, a senior CSNSW or JJNSW staff member must call the AHNM 
on (02) 9311 2707. The AHNM will contact the appropriate on call medical officer or may approve in centres 
that operate a Registered Nurse On-Call roster for the nurse to return to the centre. 

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. Contacts 

After Hours Nurse Manager .............................................. (02) 9311 2707 

On-call Psychiatry Registrar................................................ (02) 9311 2906 

On-call Remote Medical Officer ......................................... (02) 9311 3521 

On-Call Addiction Medicine Specialist (After Hours) .......... (02) 9874 0376 

Clinical Director Adolescent Health ................................... (02) 8372 3053 / 0408 214 475 

Adolescent Health Drug & Alcohol CNC ............................ 0422 003 622 
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1. Preface  

Pharmaceutical use of Prescription Opioid Analgesics (POA) has increased substantially in Australia over the last 
decade, as it has internationally, especially since the introduction of long acting opioids such as oxycodone. 
Patients frequently enter custody, The Forensic Hospital or Juvenile Detention Centres reporting that they are 
taking prescribed opioid analgesics. The Women’s and Primary Health and Drug and Alcohol (D&A) Services have 
collaboratively developed this policy and pathway to ensure clinicians appropriately assess and manage these 
patients, with teams working in collaboration, recognising the different perspectives that each specialty 
contributes to the management of these complex patients. 

2. Policy Content  

This policy outlines the Clinical Framework for Management of patients entering or in custody on Prescription 
Opioid Analgesics (POA). It has been developed to clarify appropriate management and prescribing of POAs 
whilst a patient is in custody. The accompanying flow chart (Appendix 1) is to be used to assist clinicians in this 
management.  

The outcomes of this policy should be 

• Appropriate medical management of patients with chronic pain and/or addiction. 

• Multidisciplinary assessment and management of patients on POA. 

• Continuity of care. 

2.1 Mandatory Requirements  

The requirements of this policy are: 

• Individual patient assessment for all patients entering custody or already in custody on POA medication. 

• Patients reporting chronic pain are assessed by the Primary Health Medical Officer to determine 
appropriate investigation and management of their pain. 

• Patients on POA are assessed and screened by addiction medicine specialists for aberrant opioid drug 
related behaviours (i.e. drug-seeking or other addictive behaviours). 

• For patients to continue on POA medication in custody beyond 4 weeks, two medical officers (preferably 
from both Women’s and Primary Health and D&A) must have reviewed the patient’s care. In rural sites 
this may happen by phone, fax or telehealth as appropriate. 

• Patients on POA should be medically reviewed at least every 3 months. These reviews must be entered 
into PAS clinics waitlist with review dates stated. 

• Transdermal formulations of POA should not be used in custody due to the risk of diversion. 

• Dosages of POA must not exceed the equivalent of oral 120 mg morphine per day, oxycodone 80 mg per 
day, or dose equivalent other POAs (refer Appendix 2) without involvement of a Specialist Pain Service. 

• Legislative Requirements of NSW Health Pharmaceutical Services Branch under Section 28 of the Poisons 
and Therapeutic Goods Act 1966 must be adhered to. 

• Patients with both chronic pain and addiction must be jointly managed by Women’s and Primary Health 
and D&A Services and the local Nursing Unit Manager (NUM).  

• The Health Management Plan should be completed on form JUS060.006 Health Management Plan Form. 

2.2 Implementation - Roles & Responsibilities  

When a patient has been regularly taking POAs, regardless of the reason, physiological dependence and 
tolerance are to be expected. The issue of pain and opioid addiction is complex, and patients may have both 
problems. Each patient needs to be assessed on an individual basis, with careful review of documentation from 
previous treating doctors, hospitals and pain services. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
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• Reception Nurse/Health Centre Nurse - When a patient enters custody reporting to be on POAs, the 

nurse must send a signed Consent to Obtain Health Information form (JUS020.010) to the patient’s 
treating community doctor to obtain clinical information on the patient’s history and prescribed 
medications. The patient should be discussed and referred to the Primary Health Medical Officer. If it is 
clear the patient has been misusing their medication (e.g. has been injecting their medication or other 
aberrant opioid related behaviour), the patient must be referred to the addiction medicine specialist. 

• Primary Health Medical Officer - Initial assessment and management of patients with chronic non-

malignant pain must include investigating the patient for treatable causes of the pain, considering non-
opioid analgesics, and / or adjuvant analgesia e.g. medications for neuropathic pain, and also 
implementing non-pharmacological interventions e.g. physiotherapy, exercise programs. Opioids should 
not be routinely prescribed for non-malignant chronic pain states. If a patient has been prescribed POA in 
the community, does not have identifiable aberrant behaviours and is assessed by a Justice Health and 
Forensic Mental Health Network (JH&FMHN) medical officer to be requiring opioid analgesics, it may be 
appropriate to continue these medications. 

• Addiction Medicine Specialist - The patient must be referred to the addiction medicine specialist for 
assessment when there are concerns about POA related aberrant behaviours (see Appendix 3). Such 
behaviours include impaired control over use of drug, compulsive drug use, continued use despite harm, 
and unmanageable drug craving. The patient will often have multiple doctors, report to doctors repeated 
loss of medication or scripts, and / or repeatedly run out of medication early. There may be a history of, or 
current injecting drug use, polydrug use or diversion of medication. Such patients should be assessed for 
the Opioid Substitution Treatment (OST) Program. Patients who have both addiction and pain must be 
jointly managed by the Women’s and Primary Health and Drug & Alcohol Clinical streams. 

• Continuity of care - After consultation between Primary Health Medical Officer, the addiction medicine 
specialist and the health centre NUM, a management plan must be documented on the Health 
Management Plan form and kept in the patient’s Health Record. 

o If a patient is assessed as not having opioid related aberrant behaviours, and POAs are to be 
continued, the medication must be supervised, regularly reviewed and other treatment options 
considered. Such patients are at risk from intimidation from other inmates and if there are 
ongoing safety issues, the patient should be considered for OST program. 

o Complex patients or patients where staff are uncertain how to best manage the patient should 
be discussed with the Clinical Director Women’s and Primary Health and/or the Clinical Director 
Drug and Alcohol. 

3. Procedure Content  

3.1 Management of Patients Entering Custody on POA or Already in Custody on 
POA  

A flowchart (see Appendix 1) has been developed to guide clinicians how to manage patients who report on 
reception that they are taking POAs.  

The first point of contact with JH&FMHN staff may be in Police Cells or reception correctional centres outside 
normal working hours. If the patient is reporting acute pain that is associated with acute injury or illness, or 
recent surgery, the on call Primary Health medical officer should be contacted initially. If the patient reports 
chronic non-malignant pain, initial contact must be with the addiction medicine specialist. These on call doctors 
may cross refer to each other depending on the patient’s assessment. 

At the earliest opportunity, clinical documentation must be obtained from the treating doctor or hospital. Once 
the patient arrives in a reception centre, an assessment must be arranged with the Primary Health medical officer 
as outlined in this policy. If aberrant behaviours are identified that may be suggestive of addiction issues, the 
patient must be referred to the addiction medicine specialist as outlined on the flowchart. 

The flowchart (Appendix 1) highlights the importance of multidisciplinary care for patients with both addiction 
and pain issues and of clear documentation of the patient’s treatment plan.  
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3.2 Evidence for Opioid use in Chronic Non-Malignant Pain 

• Despite the wide use of opioids in the management of chronic non-malignant pain (CNMP), there is only 
limited evidence supporting this practice in the long term. Evidence of benefit of opioids for CNMP has 
been shown only in the short term.  

• In 2002, an Australian study reported that up to 20% of the population suffered pain and that pain was 
strongly associated with markers of social disadvantage. 

• However, there is a body of expert opinion that a subgroup of patients with CNMP “… may function 
better and have less pain if treated with opioids, without requiring rapidly escalating doses or showing 
addictive behaviour.” 

• Screening has the potential to reduce aberrant opioid related behaviours. Risk factors thought to indicate 
a risk of addiction to prescribed opioids include: 

o Current or past history of substance misuse (including alcohol), family member with history of 
substance misuse, poor social support and co-morbid psychiatric disorders. 

• Physical inactivity, psychological distress and social problems are commonly associated with CNMP. The 
use of POAs in isolation does not address these issues and may potentially cause harm by increasing 
patient passivity, the development of drug related adverse effects and the risk of addiction. 

• Overall the evidence suggests that POAs are unlikely to be helpful when prescribed as stand alone 
therapy. Therefore if POA medication is used it should be as part of a structured multimodal approach. 

• Whilst opioids can produce analgesia, they can also amplify pain through sensitisation of the nervous 
system - known as opioid induced hyperalgesia - through spinal cord receptors and glial cells. 

3.2.1 Assessment  

1. Undertake and document a comprehensive assessment that includes a history and physical examination. This 
establishes the need for POA therapy and the likely balance of benefit and harm and whether investigations 
such as imaging tests are indicated. Well established guidelines should be used to manage the patient. A 
patient’s prior history of prescribed POA does not necessarily indicate that this should be continued as there 
may have been overreliance on pharmacological treatment in the past. 

2. Consideration should be given to the appropriateness of prescribing opioid based medication. Clinicians 
should be aware that expressing symptoms of pain is one method that patients may use to elicit opioids for 
misuse and the assessment of reported pain should therefore be subject to continuous rigor from the 
clinician. 

3. Tolerance and/or physical dependence on regular opioid use in a patient with CNMP are not by themselves 
evidence of an addiction. Addiction is a biopsychosocial disorder characterized by the compulsive use of a 
substance and a preoccupation with obtaining it, despite evidence that its continued use results in physical, 
emotional, social or economic harm. 

4. Assess for aberrant opioid related behaviours such as earlier prescription seeking (indicative of drug-seeking 
behaviour), claims of lost or misplaced medication, intoxication, frequent missed appointments, and use of 
other Schedule 8 drugs. Direct contact should be made with the treating community doctor to discuss the 
patient’s history. Assessment may include contacting the Medicare Prescription Shopping Program. 

3.2.2 Management 

 Many treatment options exist for CNMP including physical, psychological, pharmacological and surgical 
options. 

 Complete relief of pain is rarely achieved with opioids. The goal should be to reduce symptoms sufficiently 
to support improvement in physical, social and emotional functioning. 

 The prescription of opioid analgesics always entails a calculation of benefit and risk, the latter including 
the problems of repeatedly seeking increasing doses, and diversion of medication. 

 POA therapy should be time-limited e.g. 3-6 months in the first instance. This limited duration of opioid 
analgesic treatment encourages patients to develop their own active self-management strategies. This 
may involve consultation with other health professionals such as a psychologist or physiotherapist. 
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 Patients on POAs should be reviewed monthly and must be reviewed at least every 3 months by the 
Primary Health Medical Officer. There should be ongoing emphasis on a broad based management 
approach and regular discussion of goals of therapy with the patient.  

 When reviewing the patient’s pain and response to his or her POA, the review process should regularly 
assess the following four components (often known as ‘the 4 A’s’): 

                 Analgesia, Activities, Adverse effects, Aberrant behaviours. 

 Review for hyperalgesia and opioid tolerance. Pain associated with hyperalgesia is more diffuse than the 
preexisting pain and less defined in quality. It may be appropriate to decrease the dose of the opioid or 
rotate opioids. 

3.3 Pain and Addiction 

 There is good evidence of an increase in the number of people injecting pharmaceutical opioids, and 
some evidence of increased prescription fraud. The Kings Cross based Medically Supervised Injecting 
Centre (MSIC) now reports 60% of all injections are with POA. 

 There has been increasing numbers of deaths due to overdose of prescription opioids in the United States. 
Whilst there is no reliable data yet, the increase is also thought to be occurring in Australia. 

 There is evidence in Australia of high demand for oral formulations of morphine and oxycodone, 
(especially slow release oxycodone) and of increasing diversion of these medications. Possible reasons for 
this include the shortage of heroin and unmet demand for Opioid Substitution Treatment programs. 

 The prevalence of CNMP among people who are on OST in Australia is not known. Evidence from the 
United States and Israel suggests chronic pain is common and problematic for patients in methadone 
maintenance treatment. Management of these patients is complex and neural responses of tolerance or 
hyperalgesia may increase the pain experience. When in custody, these patients need to be jointly 
managed by Addiction and Primary Health medical officers. 

4. Regulation of Opioid Prescribing 

 Differences in opinion and practice are such that regulation of prescribing is very difficult. What one 
“expert” might define as ‘inappropriate’ prescribing or ‘problematic’ use might be quite acceptable to 
another. 

 In the community, prescribing has some regulations that relate to Medicare and the Pharmaceutical 
Benefits Scheme that are not applicable to patients in custody. Therefore this policy only outlines the NSW 
Health Pharmaceutical Services Branch (PSB) Authority scheme which does apply to patients in custody. 

 PSB Authority is always required when prescribing opioids to a person with drug addiction. 

 PSB Authority is also required whenever prescribing any injectable opioid, hydromorphone (including 
Jurnista), methadone (including Physeptone) or buprenorphine (excluding transdermal patches) for a 
period of longer than 2 months.  

 In January 2006, NSW changed regulations which removed the requirement for an authority after 2 
months of prescription of sustained release opioids (including oxycodone and morphine formulations such 
as OxyContin and MS-Contin). 

5. Definitions  

Must Indicates a mandatory action 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. 

POA Prescription Opioid Analgesia (e.g. morphine, oxycodone) 

CNMP Chronic Non-Malignant Pain 

MO Medical Officer 

NUM Nursing Unit Manager 



 

Clinical Management of Patients on Prescription Opioid 
Analgesics 

 

 

 Policy: 1.302 Issue Date: September 2012 Page 6 of 8 

6.  Legislation and Related Documents 

Legislation Poisons and Therapeutic Goods Act 1966 

Ministry of Health NSW Clinical Guidelines for the Care of Persons with Comorbid Mental Illness and 

Substance Use disorders in Acute Care Settings 

NSW Health GL2006_019 Opioid Treatment Program: Clinical Guidelines for 
Methadone and Buprenorphine Treatment 

Health Information - Chronic Pain 

Management of Patients with Chronic Non-Cancer Pain 

Pharmaceutical Services Information for Medical Practitioners 

JH&FMHN Policies & 

Procedures 

Drug & Alcohol Procedure Manual (3rd Edition) 

Policy 1.040 Drug & Alcohol Service Provision 

JH&FMHN Forms JUS060.006 Health Management Plan 

JUS020.010 Consent to Obtain Health Information form (JUS020.010) 

Resources The Royal Australasian College of Physicians, Prescription Opioid Policy: Improving 
management of chronic non-malignant pain and prevention of problems 

associated with prescription opioid use, Sydney 2009 

Therapeutic Guidelines. Analgesics, Version 54, 2007 

Royal Pharmaceutical Society - Safer Prescribing in Prisons 

Pharmaceutical Drug Misuse in Australia: Complex Problems, Balanced Responses. 
Nicholas. R., Lee. N., & Roche, A. 2011 

National Prescribing Service Limited - Clinical Audit: Review of Opioid Prescribing in 
Chronic Pain 

The British Pain Society – Opioids for persistent pain: Good Practice. January 2010 

Prescription Shopping Program. Medicare Australia. 

National Prescribing Service; Opioids in chronic non-cancer pain: a planned response 

Opioid prescribing in Australian general practice. Christopher M Harrison, Janice 
Charles, Joan Henderson and Helena Britt. Med J Aust 2012; 196 (6): 380-381 

 
 
 

http://www.legislation.nsw.gov.au/viewtop/inforce/act+31+1966+FIRST+0+N
http://www.health.nsw.gov.au/pubs/2009/comorbidity_report.html
http://www.health.nsw.gov.au/pubs/2009/comorbidity_report.html
http://www.health.nsw.gov.au/policies/gl/2006/GL2006_019.html
http://www.health.nsw.gov.au/policies/gl/2006/GL2006_019.html
http://www.health.nsw.gov.au/PublicHealth/Pharmaceutical/chronic_pain/index.asp
http://www.health.nsw.gov.au/resources/publichealth/pharmaceutical/pdf/chronic_pain.pdf
http://www.health.nsw.gov.au/PublicHealth/Pharmaceutical/chronic_pain/info.asp
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://intranetjh/pol/policylib/1.040_Policy_0511.pdf
http://www.tg.com.au/
http://www.rpharms.com/what-s-happening-/news_show.asp?id=356
http://nceta.flinders.edu.au/society/publications/
http://www.nps.org.au/__data/assets/pdf_file/0006/89160/Clinical_Audit_sample_pack-no_enrolment.pdf
http://www.nps.org.au/__data/assets/pdf_file/0006/89160/Clinical_Audit_sample_pack-no_enrolment.pdf
http://www.medicareaustralia.gov.au/provider/pbs/prescription-shopping/index.jsp
http://www.nps.org.au/__data/assets/pdf_file/0012/89886/PPR51_opioids_noncancer_pain_0710.pdf
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Appendix 1 - Flowchart 

Police Cell 
Prescription Opioid Analgesia (POA) 

Acute Pain 

Call Primary Health MO 

GP – Manage as per clinical 
indication 

RN - Priority transfer 
 

Reception Centre 
Obtain health 

documentation 

Primary Health MO review for all 
patients 

- Assess aberrant behaviours 

Addiction issues identified 

No Yes 

Primary Health MO – Manage pain issues 
according to accepted guidelines 

Addictions Specialist – 
Assess and manage 

addiction issues 

GP and Addictions Specialist case 
conference for all patients where practical and form 
conjoint treatment plan. Pain management remains 

under care of primary health MO 

Complaint or Clarification Required 
Joint opinion of Clinical Director Primary Health and 

Clinical Director Drug and Alcohol - for clinical 
discussion. 

Complete Health Management Plan form with 
agreement of relevant clinicians and NUM and place 
in patient’s health record.  

Patients already in 
custody with 
chronic non- 

malignant pain 

D&A withdrawal regime if 
indicated 

Call Addictions Specialist 

Chronic Non Malignant Pain  
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Appendix 2 – Approximate Opioid Equianalgesic Doses 

The equianalgesic dose in any transfer from one POA preparation to another will be affected by a number of 
factors. It may be worthwhile reducing the dose of the new opioid analgesic medication by about 25 per cent to 
allow a safety margin. 

 
 

OPIOID DOSE CONVERSION CHART (HIPS) 
  

 Morphine: Oxycodone                 1.5:1 (morphine 60mg = oxycodone 40mg) 

 Morphine: Methadone                 3:1 (morphine 60mg = methadone 20mg) 

 OxyContin: Methadone              2:1 (oxycodone 40mg = methadone 20mg) 

 Morphine: Hydromorphone         5:1 (morphine 60mg = hydromorphone 12mg) 

 Morphine: Tramadol                   1:5 (morphine 10mg = tramadol 50mg) 

 Morphine: Codeine                     1:6 (morphine 10mg = codeine 60mg) 

 Fentanyl transdermal                  25 mcg/hr = morphine 90mg daily  

 Morphine: Buprenorphine transdermal  75:1 

 Buprenorphine transdermal:  
           5 mcg/hr   = morphine 9mg daily (approx. MS Contin 5mg bd)  
          10 mcg/hr   = morphine 18mg daily (approx. MS Contin 10mg bd)  
          20mcg/hr   = morphine 36mg daily (approx. MS Contin 20mg bd) 

 

 

Appendix 3 - Aberrant Opioid Related Behaviours 

 
• Deterioration in functioning at work, in the family, or socially 

• Concurrent misuse of alcohol or illicit drugs 

• Illegal activities e.g. selling medicine, forging prescriptions, stealing drugs from other patients, buying 
prescription drugs from non-medical sources 

• Injecting or snorting of medication 

• Crushing modified-release preparations 

• Multiple episodes of “lost” or “stolen” prescriptions 

• Resistance to changes in treatment, regardless of adverse effects 

• Refusal to comply with random urine drug screens or referral to pain management Specialists 

• Seeking increasing doses of POA medication 

• Use of multiple GPs and pharmacists. 
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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 

Optometry Services 

Policy Number 1.303 

Policy Function Continuum of Care 

Issue Date 22 July 2014 

Summary This policy outlines the processes for the provision of optometry services to 
patients in Justice Health & Forensic Mental Health Network (JH&FMHN) facilities.  

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.303 (June 2011) 

Change Summary  Policy updated to included the Non Prescription Spectacle Program (NPSP) 

TRIM Reference POLJH/1303 

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) provide equitable and appropriate Optometry 
Services for patients located within centres operated by Corrective Services NSW (CSNSW), Juvenile Justice New 
South Wales (JJNSW) and patients within the Forensic Mental Health Network, within allocated resources that 
are available. 

2. Policy Content 

2.1 Mandatory Requirements 

The delivery of a high quality and equitable optometry service throughout JH&FMHN requires: 

 That optometry services be provided by optometrists regulated by the Health Practitioner Regulation 

(Adoption of National Law) Act 2009. 

 The Non Prescription Spectacle Program (NPSP) must be utilised if appropriate instead of placing patients 
on the optometry waiting list. When the patient does not fit the criteria, refer to Optometry Waiting List 
as per Section 3.1.3 of this policy. 

 That the Operations Manager Primary & Women’s Health – Services & Programs (OMPWH-S&P) 
determine the schedule of frequency and duration of clinics at each location. 

 That waiting lists be kept and subject to six monthly reviews. 

 That optometrists operate to the schedule of frequency and duration of clinics at each location (as 
outlined in the Service Level Agreement). 

 That optometry consultations and examination and prescription details (recorded on Non-Prescription 
Reading Glasses form [JUS060.406]) must be retained in the patient’s Health Record. 

2.2 Implementation - Roles & Responsibilities 

JH&FMHN staff have overall responsibility for the development, review and implementation of this policy. 

3. Procedure Content 

JH&FMHN provides optometry services at all Correctional Centres, Juvenile Justice Centres, Long Bay Hospital 
and the Forensic Hospital through the contracting of optometry service providers. Optometry services will be 

provided by optometrists regulated by the Health Practitioner Regulation (Adoption of National Law) Act 2009. 

The practice of optometry within JH&FMHN settings involves service provision, attendance or procedure, or the 
providing of advice, which includes one or more of the following: 

 Examination of the eye for the purpose of diagnosis and/or treatment of conditions of the eye and the 
ocular adnexa, including the prescription and administration of ocular medications. Only optometrists 
endorsed by the Australian Health Practitioner Regulation Agency (AHPRA) may prescribe and use 
approved drugs for therapeutic purposes. 

 Diagnosis and treatment of conditions affecting vision, including employment of all methods for the 
measurement of refractive errors and binocular vision disorders. 

 Prescription and dispensing of optical devices and optical appliances used to correct, remedy or relieve 
defects of the eye/vision. 

 Prescription and fitting of contact lenses (subject to specific criteria). 

 Enhanced services including vision therapy in specific clinical circumstances. 

3.1 Adult Optometry Services 

The frequency of adult optometry services is dependent on the size and presenting need of the facility 
population. Provision is made for more urgent assessments, where patients are specifically compromised by the 
waiting time for appointments and their applications must be sent to the OMPWH-S&P. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+2009+cd+0+N


Optometry Services 
 

 

 
Policy: 1.303 Issue Date: 22 July 2014 Page 3 of 6 

The optometrists will operate to an agreed schedule of frequency and duration of clinics at each location (as 
outlined in the Service Level Agreement). The OMPWH-S&P will determine the schedule of frequency and 
duration of clinics at each location, including new locations once commissioned.  

Patients remanded or sentenced to custody for short periods (i.e. less than six months who are returning to the 

community) will be provided optometry services only in urgent situations, where their health or well-being may 
be significantly compromised. This need is assessed on a case-by-case basis with treatment options approved by 
the OMPWH–S&P or Service Director, Primary & Women’s Health (SDPWH), in consultation with the Nurse Unit 
Manager (NUM) and the optometrist. 

3.1.1 Accessing Optometry Services 

Patients may make a standard application for an optometry examination or to access any optometry based 
service. 

Nursing staff can perform an eye examination in conjunction with the reading chart provided in the NPSP 
assessment package to evaluate the patient. If the NPSP can provide relief for the patient then the appropriate 
application process should commence as per Section 3.1.3 of this policy. 

If the NPSP is not appropriate for the patient, nursing staff should consult with medical staff and consider the 
appropriateness for the patient to be reviewed by medical staff in advance of being placed on the optometry 
waiting list. Refer to Section 3.1.6 of this policy, where replacement spectacles are sought as a result of loss or 
damage to lenses and/or frames and a further eye examination may not be required. 

3.1.2 Provision of Spectacles 

The range of approved frames and listing of approved spectacle lenses must be available at all JH&FMHN 
locations. These will be dispensed with an approved spectacle case. Where clinically indicated, patients are 
entitled to receive one pair of distance and one pair of near spectacles or a pair of bifocals, with standard plastic 
lenses to a program plastic or metal frame at no cost to the patient. 

Spectacles will be provided under the following circumstances: 

 When deemed clinically appropriate by the treating optometrist to assist with vision correction. 

 The current spectacles (complete units or lenses or frames) have been lost or damaged beyond repair. 

The Program will provide: 

 Single vision lenses or bifocals only. 

 Plastic or metal frames from within the approved range of frames. Patients are not permitted to use 
existing (own) frames or purchase frames outside of the approved range as part of their order for 
spectacles. 

All other prescriptions will only be provided by JH&FMHN, when deemed clinically necessary by the optometrist 
and only with the prior approval of the OMPWH-S&P in consultation with the SDPWH. 

In the event that special approval or non-program lenses are prescribed on the Non-Prescription Reading Glasses 
(NPRG) form (JUS060.406), advice should be sought from OMPWH–S&P prior. All requests should be included on 
the application form sent to OMPWH-S&P for further approval. 

3.1.3 Non Prescription Spectacle Program (NPSP) 

The introduction of the NPSP will assist patients with short term relief for near vision tasks. One pair of non-
prescription reading glasses is available to all patients if required. 

Prior to testing, check with the patient to ensure that they do not have a pair of prescription glasses that can be 
brought or sent into the centre. If the patient has a recent prescription (within 12 months), the OMPWH-S&P can 
be contacted regarding re-dispensing the prescription. 

If the above is not applicable, commence an eye test from the Optometry Assessment Package: 

 Complete the Non-Prescription Reading Glasses form (JUS060.406). 

 Using the reading chart located in the Optometry Assessment Package, hold 40 cm from eye level to 
read – try different strength glasses in the pack until the patient is happy with the result and reading is 
clear. 

 Once the strength of glasses has been determined, fax the completed form to the OMPWH-S&P on (02) 
4572 0186. 
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Short sighted patients will receive no benefit from non-prescription glasses and therefore will not be eligible for 
supply. The patient should be referred to the optometry waiting list for assessment. 

Prior to issue of the NPRG to the patient the following steps should be completed: 

 Place ‘Visual Impairment’ alert onto Patient Administration System (PAS) 

 CSNSW Property Form completed 

 Ensure that the patient signs the disclaimer on the Non-Prescription Reading Glasses form (JUS060.406) 

Approved Spectacles via the NPSP will be sent via external mail to rural and remote health centres, and via 
JH&FMHN courier for metropolitan centres. The application form should be signed by the patient acknowledging 
receipt of the spectacles. Glasses must not be issued from the Assessment Kit. 

3.1.4 Contact Lenses 

JH&FMHN does not provide contact lenses, except where medically indicated and supported by the OMPWH-S&P 
in consultation with the optometrist and the appropriate JH&FMHN Clinical Director. 

Where a patient enters custody with contact lenses, JH&FMHN will arrange with the optometrist for the 
provision of appropriate solutions, which will be at the cost of the patient. For those patients who elect to wear 
contact lenses, no responsibility will be accepted by JH&FMHN to replace contact lenses which are lost, damaged 
or out of date. In this instance the patient should be reviewed by the optometrist for a spectacle prescription. 

Patients can elect to wear contact lenses whilst in custody. The cost of the contact lenses and all related cleaning 
solutions are the patient’s responsibility. JH&FMHN staff are to facilitate this with the optometrist and the 
appropriate CSNSW department to organise payment. 

3.1.5 Repairs 

The optometrist will not generally recommend repairs of broken frames as it is not economical or time efficient 
to repair damaged frames. 

3.1.6 Lost & / or Damaged Spectacles 

Where a patient has lost or damaged spectacles (complete units or lenses or frames), staff should check the 
health record to ascertain if the patient’s prescription is current (less than twelve months old) and the patient is 
not required to undertake a further eye examination. The NUM may advise the optometrist and provide him/her 
with a copy of his/her previous prescription from the patient’s Health Record. Replacement spectacles will be 
monitored by the OMPWH-S&P. 

3.1.7 Health Record 

Optometry consultations must be recorded in the patient’s Health Record, together with examination and 
prescription details. 

If spectacles must be ordered for a patient, an optometrist must complete all details on the Optometrists Service/ 
Attendance Summary form and submit the order to the NUM. If either special approval lenses or non-
prescription lenses are prescribed, the appropriate JH&FMHN authorisation must be obtained prior to submission 
of the order. 

3.1.8 Transferred and Released Patients 
When spectacles are approved at one facility and the patient is then transferred or discharged, the local facility 
must make arrangements for the spectacles to be forwarded to the patient ensuring spectacles are noted on the 

CSNSW/GEO Property form, with advice to seek professional advice in his/her fitting if the spectacles are not 
provided prior to transfer. Where the patient is released, it is the responsibility of the patient to ensure that 
he/she provides a correct forwarding address to the facility. A copy should also be sent to the OMPWH-S&P. 

3.1.9 Delivery of Spectacles 

The approved spectacles are generally made available between two and four weeks from the application, 
provided all appropriate approvals have been obtained. The Eyecare Program Administrator (VisionCare NSW) or 
the optometrist (as applicable) must arrange for the spectacles to be delivered to the Health Centre of the 
facility. JH&FMHN staff will arrange for the patient to receive the spectacles. The spectacles should arrive with a 
copy of the original application and the patient must sign to acknowledge receipt. This form should be retained 
in the patient’s Health Record. 
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3.2 Adolescent Optometry Services 

Optometry services for adolescents are provided when a clinical need is identified during an assessment. All 
optometry services are provided by local private optometry services; thus all requests for an Adolescent Health 
patient to access these services must be approved by the Service Director Adolescent and Community Forensic 

Mental Health Services (SDACFMHS). Requests are received by completing the form Local Private Provision of 
Health Services form (JUS200.040) and faxing to the Adolescent Health directorate on (02) 9700 3686. Refer to 

JH&FMHN policy 1.253 Local Private Health Services for more information. 

Once access to optometry services has been approved, an appointment is made on PAS. If the Health Centre 
conducts an optometry clinic the appointment is made to this clinic; otherwise the appointment will be made to 
an approved generic outsourced provider. 

3.2.1 Provision of Spectacles 

Spectacles will be provided when deemed clinically necessary by the optometrist, or when existing spectacles are 
lost or damaged beyond repair. An appointment must be made on PAS when fitting the spectacles on the young 
person while they are in custody. If the young person has been transferred, the spectacles must be sent to 
his/her location. If the young person has been released, the spectacles must be sent to his/her discharge address. 

3.2.2 Contact Lenses 

JH&FMHN does not provide contact lenses to a young person unless it is clinically necessary and approved by the 
SDACFMHS. The payment for contact lenses for a young person who comes into custody with contact lenses or 
elects to wear contact lenses whilst in custody, should be discussed with the SDACFMHS and the outcome 
decided on a case by case basis. 

3.2.3 Health Record 

Correspondence received from the optometrist must be filed behind the clinical correspondence divider in the 
Health Record. In circumstances where the Health Centre runs an optometry clinic, the optometrist must have 
access to the Health Record and make an entry in the progress notes. If any concerns are identified relating to 

the eyes and/or spectacles are provided to the young person, this must be noted on the Health Summary Front 
Sheet form (JUS001.008) under ‘Ophthalmology Issues’. 

3.3 Complaints Regarding the Provision of Optometry Services 

In the first instance, the accepted complaints process will apply. The OMPWH-S&P will determine whether the 
complaint can be resolved at a local level (in co-ordination with the NUM and optometrist). Where complaints 
are not resolved, the patient remains unsatisfied or the complaint remains unaddressed, the matter will then be 

referred to the JH&FMHN Complaints Procedure. Refer to JH&FMHN policy 2.015 Patient Complaints Handling 
for more information. 

3.4 Additional Information 

3.4.1 Optometrist’s Service / Attendance Summary Form 

The NUM (or other authorised JH&FMHN officer) must sign the Optometrist’s Service/Attendance Summary form 
to confirm the completion of service provision by the optometrist. This form should be forwarded to OMPWH-
S&P. 

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. 

  

http://jhintranet/files/Policies/1.253_Policy_0509.pdf
http://intranetjh/pol/policylib/2.015_Policy_1111.pdf
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5. Legislation and Related Documents 

Legislation Health Practitioner Regulation (Adoption of National Law) Act 2009 

JH&FMHN Policies, Forms and 
Documents  

1.253 Local Private Health Services 

2.015 Patient Complaints Handling 

 
JUS001.008 Health Summary Front Sheet 

JUS060.406 Non-Prescription Reading Glasses Form 

JUS200.040 Local Private Provision of Health Services 

Optometrists’ Service/Attendance Summary Form 

  

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86+2009+cd+0+N
http://jhintranet/files/Policies/1.253_Policy_0509.pdf
http://intranetjh/pol/policylib/2.015_Policy_1111.pdf
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Photographic Identification of Young People in Custody 

Policy Number 1.315 

Policy Function Continuum of Care 

Issue Date 4 November 2014 

Summary To ensure healthcare treatments including vaccines, investigations and 

medications are provided to the right person, a photograph of the young 

person is taken by JH&FMHN staff or obtained from Juvenile Justice New 

South Wales (JJNSW) on admission. This photograph is used for identification 

purposes only. 

This policy ensures photographs of young people in custody that are used for 

healthcare treatments are used, handled, stored and destroyed appropriately. 

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.315 Mar 2008, June 2011 

Change Summary  Inclusion of section regarding the use of photographs with the 

JH&FMHN Long Stay Medication Chart. 

 Update of legislation, policies and procedures. 

TRIM Reference POLJH/1315 

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

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

Young people in custody at Juvenile Justice Centres (JJC) in NSW do not have identification cards to produce 

when treatments are administered by Justice Health and Forensic Mental Health Network (JH&FMHN) staff. 

To ensure healthcare treatments including vaccines, investigations and medications are provided to the right 

patient a photograph of the young person is taken by JH&FMHN staff or obtained from Juvenile Justice New 

South Wales (JJNSW) on admission. This photograph is used for identification purposes only and is stored on 

the JH&FMHN Adolescent Consent for Photography form (JUS020.101) and the JH&FMHN Long Stay 

Medication Chart. 

2. Policy Content 

2.1 Mandatory Requirements  

This policy aims to ensure:  

 The correct identification of young people needing healthcare treatment from JH&FMHN. 

 Young people are provided with appropriate information regarding photographic identification. 

 Minimisation of healthcare treatment incidents due to patient identification errors.  

 Photographs of young people in custody that are used for healthcare treatments are handled, stored 

and destroyed appropriately. 

2.2 Implementation - Roles & Responsibilities 

JH&FMHN staff should ensure a current photograph is obtained during the initial assessment process, and 

have the young person provide signed consent by completing the JH&FMHN Adolescent Consent for 

Photography form (JUS020.101) if the photograph is taken by JH&FMHN staff.  

3. Procedure Content 

JH&FMHN staff should obtain a photograph of a young person as part of the initial assessment process in 

JJCs, or when the physical appearance of the young person has changed significantly since his/her last 

photograph.  

Photographs are either taken by JH&FMHN or obtained from JJNSW. See Appendix 1 for a flow chart of the 

photographing process. 

3.1 Photography by JH&FMHN  

3.1.1 Consent for Photography of a Young Person by JH&FMHN 

Consent must be obtained whenever a young person is photographed by JH&FMHN staff for identification 

purposes. When obtaining consent, JH&FMHN staff must provide the young person (or their parent / 

guardian when appropriate) with the following information: 

 The photograph will be used for JH&FMHN identification purposes only;  

 The purpose of the photograph is to accurately identify a young person for administration of 

healthcare treatments, including medication and vaccinations; 
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 JJNSW will not have access to the photograph at any time; 

 The photograph will be stored on the JH&FMHN Adolescent Consent for Photography form  

(JUS020.101) and the JH&FMHN Long Stay Medication Chart and will be kept in a secure location by 

JH&FMHN staff; 

 Other young people will not have access to the photograph; and 

 All electronic copies of photograph will be deleted once printed. 

The young person’s (or parent/guardian when appropriate) signed consent must be recorded using 

JH&FMHN Adolescent Consent for Photography form (JUS020.101). If the young person (or parent / guardian 

when appropriate) refuses to provide consent, this must be documented on the form and the photograph 

not taken. Regardless of the consent outcome, the JH&FMHN Adolescent Consent for Photography form 

(JUS020.101) must be filed in the young person’s Health Record behind the ‘Episode of Care’ divider. 

For more information on consent, (including information on an adolescent’s capacity to provide consent) 

refer to JH&FMHN policy 1.085 Consent to Medical Treatment – Patient Information. 

3.1.2 Photography of Young People in Custody 

Photographs for identification:  

 Should be taken during the initial assessment process or when the young person’s physical 

appearance significantly changes. 

 Must be taken using the JH&FMHN camera available in each Health Centre. 

 Must be printed from the camera using a JH&FMHN printer. 

 Must be attached to the JH&FMHN Adolescent Consent for Photography form (JUS020.101) and 

laminated.  

 Following lamination, the JH&FMHN Adolescent Consent for Photography form (JUS020.101) should be 

filed in the current ‘Episode of Care’ section of the Health Record. 

3.2 Photographs from Juvenile Justice  

JJNSW takes photographs of the young person on admission into custody and allows JH&FMHN access to 

the photograph along with other information that identifies the young person. The photograph may be 

provided as a printed copy, or is available to view and print in the Client Information Management System 

(CIMS).  

The JJNSW photograph must be affixed to the JH&FMHN Adolescent Consent for Photography form 

(JUS020.101), and signed by a JJNSW or JH&FMHN staff member after confirming the identification of the 

young person in the photograph. 

3.3  Photograph on the JH&FMHN Long Stay Medication Chart 

The JH&FMHN Long Stay Medication Chart contains a plastic sleeve on the front cover where a photograph 

of the patient must be placed for identification purposes. JH&FMHN staff must make a copy of the 

photograph received from JJNSW, or print a duplicate copy of the photograph taken by JH&FMHN. The copy 

/ duplicate must have the young person’s name, date of birth, date of photograph and CIMS number on the 

back of the photograph before placing with the JH&FMHN Long Stay Medication Chart.  

http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
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3.4 Destruction of Photograph 

3.4.1 Paper Photograph 

The paper photograph on JH&FMHN Adolescent Consent for Photography form (JUS020.101) and the 

JH&FMHN Long Stay Medication Chart must not be destroyed, and must remain filed in the Health Record. 

3.4.2 JH&FMHN Digital Photograph 

JH&FMHN staff must delete all electronic photographs on the digital camera after printing. 

3.5 Healthcare Administration When Photograph Not Available 

If a photograph of the young person is available, JH&FMHN staff must use the photograph to confirm the 

young person’s identity prior to administering any healthcare, including medication or vaccination.   

If a photograph of the young person is not available, JH&FMHN staff must confirm the identity of the young 

person with an appropriate JJNSW staff member prior to any treatment / medication being administered.  

In instances when the young person does not provide consent for the photograph and an old photograph is 

available, the old photograph may be used for identification purposes. The Nursing Unit Manager (NUM) of 

the Health Centre has full discretion when making this decision. 

3.6 Young Person Requesting the Photograph 

A young person must not be given a photograph of himself/herself – even if requesting it on release from 

custody. Photographs can only be released if a determination is made pursuant to the Health Records and 

Information Privacy Act 2002 or the Government Information (Public Access) Act 2009.  

Young people must not be given photographs of staff or of other young people in custody. 

For more information on release of information, refer to JH&FMHN policy 4.030 Requesting and Disclosing 

Health Information. 

3.7 Security  

The following security measures must be adhered to: 

 At any stage during photography, the young person must not be allowed access to the camera.   

 The digital camera and related equipment must be stored securely in the Health Centre after each use.  

 The digital camera and related equipment must not leave the Health Centre under any circumstances. 

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. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+52+2009+cd+0+N
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
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4. Legislation and Related Documents 

Legislation 
Government Information (Public Access) Act 2009 

Health Records and Information Privacy Act 2002 

JH&FMHN Policies, and 

forms 

1.085 Consent to Medical Treatment – Patient Information 

4.030 Requesting and Disclosing Health Information 

 

JUS020.101 Adolescent Consent for Photography form  

JH&FMHN Long Stay Medication Chart 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+52+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
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Appendix 1 – Flowchart of Photography Process 

Verbally confirm identity of 
patient with JJNSW

Can JJNSW photo
be used?

Complete JH&FMHN Form 
Adolescent Consent For 

Photography (JUS 020.101)

Take photograph of young person 
and print two copies

 Affix photograph on JUS020.101

Delete digital photograph from 
camera

JH&FMHN or JJNSW staff confirm 
identification of photograph

Laminate form and punch new 
holes in left margin

File JUS020.101 in patient’s Health 
Record behind Episode of Care Divider

No

Yes

Place copy of photograph with 
patient’s Long Stay Medication 

Chart

Was consent given?

Yes

No

Verbally confirm identity of 
patient with JJNSW

Patient requires photograph for 
identification purposes
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1. Preface 

Women have the right to access safe, quality maternity care and services whilst in a custodial or secure hospital 
setting. Pregnancy, labour, birth and parenting are significant and meaningful life events. Justice Health aims to 
deliver care in accordance with best practice for women who are inpatients of The Forensic Hospital and Long 
Bay Hospital (LBH), Mental Health Unit (MHU) during any part of their pregnancy or the perinatal period. The 
term ‘women’ is used in this policy to encompass all females regardless of age. 

2. Objectives  

The objectives of this policy are to ensure that: 

 staff identify the pregnancy status of all women of childbearing age admitted to The Forensic Hospital or 
MHU. 

 staff and pregnant women have information regarding the clinical choices available to pregnant women 
in The Forensic Hospital and MHU. 

 staff liaise with other service providers in the provision of intrapartum and postpartum care. 

 women are provided with optimum antenatal and postnatal care while in The Forensic Hospital or MHU. 

3. Outcomes 

Access to health services appropriate and comparable to those available in the community for the management 
of pregnant women in The Forensic Hospital and MHU will ensure that women are provided with optimum 
health care with the aim of minimising risks to mother and foetus. 

4. Policy Content 

This policy applies to the care of all women who are admitted to the Forensic Hospital or MHU, from either 
Justice Health and/or external agencies, who are pregnant and/or lactating. The terms ‘forensic patient’ and 
‘correctional patient’ have the meanings as given in the Mental Health (Forensic Provisions) Act 1990 and the 
term ‘civil patient’ means an involuntary patient under the Mental Health Act 2007 who is not a forensic patient.  

Staff must consider the possibility of pregnancy for all women of childbearing age admitted into The Forensic 
Hospital or MHU. To ensure the implementation of a management plan, it is important that confirmation of 
possible pregnancy is determined as soon as possible after admission. Collateral information from other health 
providers is important as well as physical examination. If a patient is known to be pregnant at the time of 
admission, then their obstetric history must be obtained. 

All women of childbearing age entering custody are required to have a pregnancy urine test on arrival to 
determine pregnancy unless confirmation of pregnancy has been previously documented. All women must be 
offered a second pregnancy urine test within 28 days in custody to determine pregnancy. When a woman is 
admitted to The Forensic Hospital or MHU, the Health Record must be reviewed to ensure that a pregnancy test 
has been done and, where it has not, one must be done as soon as possible. This process must also be followed 
on the admission of a female civil patient to The Forensic Hospital. 

4.1 Release of Information  

Within the MHU, a signed consent for release of information (ROI) is required from the pregnant woman in 
order to advise Corrective Services NSW (CSNSW) regarding matters related to her pregnancy, other than routine 
notification. An ROI from patients within The Forensic Hospital and the MHU must be completed and faxed to 
previous health care providers as soon as practical to corroborate background history. This must be done in 
accordance with JH policy 4.030 Release of Health Information. 

http://intranetjh/pol/policylib/4.030_Policy_0511.pdf�
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4.2 Pregnancy Confirmed 

All pregnant women in The Forensic Hospital and MHU will be considered “high-risk” due to the compromised 
health status, mental illness, the high incidence of drug and alcohol misuse and/or the use of psychotropic 
medication within this population. Therefore, the following additional factors must be considered when 
providing antenatal care: 

 Signs or symptoms of an early pregnancy complication, e.g. threatened miscarriage, ectopic pregnancy; 

 Active psychotic symptoms; 

 Use of psychotropic medication; 

 Effects of substance abuse on the woman and her foetus, e.g. intoxication or withdrawal; 

 Risk to self or others; 

 Special management, e.g. commencement on or adjustment to Opioid Substitution Program (OSP); 

 Mandatory notification to Community Services; 

 Pregnancy information and literature should be provided to the patient in the antenatal phase of their 
pregnancy. This should be discussed with the patient by the GP at the antenatal appointments; and 

 Cultural issues. 

 MHU only: 

o Notification of status and needs to custodial authorities, e.g. placement and transport; 

o Referral to high-risk pregnancy management units/services, e.g. Drugs in Pregnancy service; and 

o Referral to the CSNSW Mother’s and Children’s Program. 

The Forensic Hospital Nurse Manager on Duty or LBH Operations Manager must be notified of all pregnant 
women on admission. The Service Director, Primary & Women’s Health must be advised of all pregnant patients 
in The Forensic Hospital and MHU. 

If medical or security/custodial concerns are identified, staff must inform The Forensic Hospital Nurse Manager 
on Duty or LBH Operations Manager. The Forensic Hospital Nurse Manager on Duty must inform the Clinical 
Director Forensic and Long Bay Hospitals and Manager Mental Health Nursing. The LBH Operations Manager will 
inform the Clinical Director. The Clinical Director will inform the Executive Director Adolescent Health, Drug and 
Alcohol and Mental Health.    

4.3 Pregnancy Not Confirmed 

If routine examinations are negative however, pregnancy is still suspected, the woman must be referred 
promptly, through PAS, to a medical officer for further investigation. 

4.4 Pregnancy Choices 

Pregnant women in The Forensic Hospital and MHU have the same rights of choice as they would have in the 
community. 

A request for a termination of pregnancy should be facilitated in accordance with NSW Health PD2005_587 
Pregnancy - Framework for Terminations in New South Wales Public Health Organisations. Staff must be 
supportive and display a professional attitude and non-judgmental manner towards a woman who is considering 
or has undergone a termination. The confidentiality of the woman must be maintained. 

First trimester terminations (up to 12 weeks since Last Menstrual Period (LMP)) will be arranged through the local 
Area Health Service public hospital. Not all public hospitals provide termination services.  

Limitations apply to termination of pregnancy sought in the midtrimester (12 – 20 weeks) due to hospital policy 
and other considerations affecting availability in public hospitals, and such procedures may be accommodated at 
private clinics on a fee-for-service basis. When this option is chosen, Justice Health may agree to pay costs 
following consultation with, and the approval of, the Clinical Director Inpatient Mental Health Services Forensic 
Hospital, Service Director Primary & Women’s Health or Service Director, Adolescent Health.  

http://www.health.nsw.gov.au/policies/pd/2005/PD2005_587.html�
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4.5 Pregnancy Care 

The Justice Health policy 1.430 The Management of Pregnant Women in Custody provides comprehensive 
information on procedures for assessment of pregnancy status and management options for pregnancy care for 
antenatal, intrapartum and postnatal care. It provides information regarding first visits, hospital booking, mental 
health, alcohol and drug misuse and public health services. It also discusses ultrasound, specific screening tests, 
and the management of pregnant women with diabetes or who are Rhesus Negative. 

In addition, a copy of the NSW Midwives Association’s Maternity Emergency Guidelines for Registered Nurses is 
available to guide the emergency care and management of all pregnant women in The Forensic Hospital and 
MHU, while awaiting contact with a medical officer or midwife, and prior to transfer to an appropriate hospital.  

Family and carers involvement should be promoted wherever possible for the best outcomes for the mother and 
unborn child. The Multi Disciplinary Team (MDT) must consider the benefits of family and carer involvement and 
liaise closely with them, if appropriate where the women have given consent to do so.  

The risks and benefits of psychopharmacological treatment in pregnancy and breast feeding need careful 
consideration. In women with long-term mental illness necessitating psychotropic medication, effort should be 
made to stop polypharmacy and any non-essential medication, for example, benzodiazepines, and to decrease 
the dose of essential drugs after a full assessment. The management of mental illness and pharmacological 
treatment in pregnancy is complex, difficult and burdened with many biological and personal factors. The 
Consultant Psychiatrist should consider the impact of untreated illness on the mother and the foetus as well as 
the possibility of increased risk of obstetric complications and congenital malformations associated with 
pharmacological treatment. 

Careful consideration must be made when a pregnant woman may need restraint during a psychiatric 
emergency. Staff should avoid restraining a pregnant woman in the prone position. Staff should consider the 
seated restraint position if it is necessary to restrain the patient in a supine position. 

In the MHU, transport arrangements must be suitable for the individual pregnant woman. Women requiring 
transport for various reasons such as medical appointments or court appearances may need specialised transport 
to ensure health risks are minimised. Guidelines detailing the mode of transport can be found in JH policy 1.261 
Medical Recommendations – Special Transport (Adults). In The Forensic Hospital, the assessment of transport 
requirements is made on an individual basis taking into consideration the patient’s mental state, current risk 
factors and SCALE.  

Air transport may be restricted after 36 weeks gestation; this restriction and alternatives are considered in 
conjunction with the medical officer providing care for the pregnant woman.  

Justice Health uses a shared model of care for pregnant women and a separate file is kept with their Health 
Record that can be sent with the patient on external hospital visits. 

4.5.1 Identification of a Child at Risk 

Notification to Community Services in the preparedness of appropriate statutory/protective interventions for the 
unborn child or following the birth of a child may be made by any health professionals caring for the women. 
Within the MDT, the Social/Welfare Worker must liaise with the booking hospital to ensure that a notification to 
Community Services is made. The notification must be in accord with Justice Health policy 5.015 Child 
Protection; NSW Health Frontline Procedures for the Protection of Young Children, Young People and NSW 
Health Policy PD2005_299 Protecting Children and Young People and the Children and Young Persons (Care and 
Protection) Act 1998. The notification must be documented in the Justice Health antenatal records.   

4.5.2 Information Collected at the Antenatal Clinic 

The following table is an outline of the current tests, procedures and visits suggested to be completed during 
pregnancy by the local Area Health Service hospital/antenatal clinic that the woman attends. The Royal Hospital 
for Women (RHW) and Malabar Midwives provide care and support for pregnant and postnatal women in The 
Forensic Hospital and MHU. Their telephone numbers are listed in the Contacts section below. 

Antenatal appointments are booked through the relevant medical appointments procedure outlined in both The 
Forensic Hospital and MHUs Procedure Manuals. Each patient must have a ‘Care Plan for Pregnant patients’ 
completed in conjunction with the treating team at the RHW and Malabar Midwives. 

http://intranetjh/pol/policylib/1.430_Policy_0309.pdf�
http://intranetjh/pol/policylib/1.261_Policy_0509.pdf�
http://intranetjh/pol/policylib/5.015_Policy_0508.pdf�
http://www.health.nsw.gov.au/pubs/2000/frontlineprocedures.html�
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_299.html�
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Trimester Tests, Procedures and Bookings 

First trimester 
 

Up to 0 – 12 
Weeks 

MSU, Full Blood Count 
Blood Group & Antibody Screen 
HIV & Hep C – Including Pre and Post-test counselling.  
High Risk Rubella & VDRL, Varicella Serology 
Hep B – Surface Antigen 
Routine Antenatal Screening such as Mental Health assessment/review, 
substance use etc. 
Dating Scan & possible Nuchal Translucency Scan11-13 weeks 
Book into ___________________Hospital 
Release of Information Form 
Antenatal education and resources 

Second Trimester 
Booking form faxed for shared care with _____________________ Hospital  
18 - 19 weeks Morphology Ultrasound 

Third Trimester 

26-28 weeks Glucose Challenge Test 
28 weeks Antibody Screen and FBC for Hb 
32 weeks support person arranged for birth 
 
Shared care ANC Appointments 30 Weeks 
at ________________ Hospital 36 Weeks 
     40 Weeks 
     41 Weeks 
36 weeks low vaginal swab for Group B Strep 

For women to be discharged: 
Book into ___________________Hospital 

Release of Information Form 

4.6 Intrapartum Management 

Women from The Forensic Hospital or MHU will be escorted to the RHW for the birth. JH policy 1.249 Leave, 
Ground Access and SCALE – The Forensic Hospital sets out the planning and application for outside leave from 
The Forensic Hospital. Justice Health staff must ensure that relevant pregnancy and general health information is 
available to the receiving hospital at the time of admission. CSNSW will ensure the security, transport and safety 
of the patients from MHU whilst at the RHW. In the MHU, this advice must be passed onto CSNSW on the 
Health Problem Notification Form. 

The following information must be forwarded to the hospital where the woman will give birth at the time of 
transfer: 

 Shared antenatal information and general health information and medical history. 

 Current medications. 

 Information relating to the woman’s drug use history. 

 Current mental state and risks. 

 Any other salient information of which the obstetric and midwifery teams should be aware. 

 Current Apprehended Violence Orders (AVOs), parental involvement and family/carer issues. 

4.7 Postnatal Management 

It is anticipated that women will be discharged from the birth hospital and return to the mental health inpatient 
setting 1-2 days postpartum where they will receive ongoing postnatal care from the Royal Hospital for Women 
domiciliary midwives. Where a woman requires ongoing management of a pregnancy or birth complication she 
will remain in the birth hospital until medically fit for discharge. Currently, the Malabar Midwives Clinic work 
from the Royal Hospital for Women to provide care and support for pregnant and postnatal women in The 

http://intranetjh/pol/policylib/1.249_Policy_0811.pdf�
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Forensic Hospital and MHU. The Malabar Midwives will visit the postnatal woman daily for up to 10 days and 
provide ongoing support until the routine 6-week postnatal check.  

Wherever possible, Justice Health will provide opportunities to maintain and support the attachment and 
relationship between the woman and her baby. This is especially important if it is anticipated that the woman 
will be reunited with her baby and/or become the primary carer when her custodial sentence finishes. In some 
instances contact visits may need to be closely supervised and monitored. 

Justice Health staff must collaborate with other agencies such as Community Services and, where applicable, the 
woman’s partner and family support to develop and regularly review a written plan for ongoing visitation and 
contact.  

Postpartum psychosis or depression is a group of mental illnesses that may occur following childbirth. The MDT 
team must assess and regularly review women returning to a mental health inpatient setting postpartum. The 
patient’s Psychiatrist or Psychiatry Registrar must assess the patient on return from the RHW and thereafter at 
least weekly for the next 6 weeks. Nursing staff must assess the patient’s mental state daily and document the 
assessment in the Health Record.  

4.7.1 Breastfeeding 

In accordance with NSW Health PD2006_012 Breast Feeding in NSW: Promotion, Protection & Support, staff 
should encourage and support breastfeeding and assist women in The Forensic Hospital and MHU wishing to 
express and store breast milk for their baby, infant or child. Justice Health will provide women with appropriate 
equipment and facilities for the safe expressing, storage and transport of Expressed Breast Milk (EBM).  

4.7.2 Storage of Expressed Breast Milk  

Storage of EBM be in accordance with NSW Health PD2010_019 Maternity – Breast Milk: Safe Management. 

4.7.3 Perinatal Loss 

Justice Health recognises that women who experience a pregnancy loss at any time while in The Forensic 
Hospital or MHU require specific consideration and support. The loss or death of a baby of any gestation can be 
a devastating event but sensitive and respectful care and support will assist in reducing long-term negative 
consequences for the woman, her partner and family.  

All bereaved women in Justice Health facilities will be provided with access to counselling and support from 
appropriate Health Professionals and Social Workers and, if requested, will be given access to Religious or 
Spiritual leaders.  

Where the pregnancy loss occurs after the time of legal viability (i.e. >20weeks gestation OR >400gm birth 
weight), a burial or cremation is required. In addition, parents may also choose to have a funeral or memorial 
service for their baby. A bereaved woman may change her mind several times within a short space of time in 
regard to the processes and rituals she wants to follow in her bereavement. Her choices may also be influenced 
by strong cultural and/or religious customs and practices. Wherever possible, and if culturally appropriate, 
women in The Forensic Hospital and MHU should be assisted to:  

 Have access to their baby’s body prior to burial/cremation (including the opportunity to bath and dress 
their baby if they want to).  

 Collect and retain mementos of their baby (e.g. photos, hand/foot prints). 

 Attend the funeral/memorial service, burial or cremation for their baby.  

 Have access to information and treatment to suppress lactation. 

SIDS and Kids NSW (incorporating SANDS) provide information and bereavement support services to women and 
families who have experienced the death of their baby. Their contact numbers are below or information can be 
accessed via their website at http://www.sidsandkids.org 

4.8 Contact Information 

FH Registrar on Duty: 0419 505 451 

State-wide Registrar on Call    (02) 9311 2906  

On call Medical Officer (02) 9311 3521 

Forensic Hospital Nurse Manager on Duty   (02) 9661 6749 

http://www.health.nsw.gov.au/policies/pd/2006/PD2006_012.html�
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_019.html�
http://www.sidsandkids.org/�
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LBH Operational Manager    (02) 9700 3215 

MHU After Hours Nurse Manager   (02) 9311 2707 

Malabar Midwives Clinic    (02) 9661 1572 

Royal Hospital for Women   (02) 9382 6783 (telephone) 

      (02) 9661 9044 (facsimile) 

SIDS and Kids NSW    1800 651 186 or (02) 9818 8400 

Community Services Helpline                                 13 36 27 

5. Legislation and Related Documents 

Mental Health Act 2007 (NSW) 
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NSW Health PD2006_012 Breastfeeding in NSW: Promotion, Protection and Support 
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http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N�
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N�
http://www.health.nsw.gov.au/policies/GL/2005/GL2005_025.html�
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_156.html�
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_299.html�
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http://www.health.nsw.gov.au/policies/pd/2005/PD2005_587.html�
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Justice Health & Forensic Mental Health Network 

PO BOX 150 Matraville NSW 2036 

Tel (02) 9700 3000 

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

Patient Observation – Forensic Hospital and Long Bay Hospital 

Mental Health Unit 

Policy Number 1.319 

Policy Function Continuum of Care 

Issue Date 1 June 2016 

Summary This policy provides health staff in the Forensic Hospital and Long Bay Hospital 

Mental Health Unit with direction in relation to patient observation and 

outlines their responsibilities when carrying out these roles.  

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.319 (Jul 2014) 

Policy 1.319 (Nov 2008) 

Change Summary  The addition of a clearer description of documentation requirements; 

who is responsible for completing what documentation and when it is 

required.  

 Reinforcing the importance of documentation of observation levels 

including rationale for observation levels and planned review.  

 Identification of who is required to document changes in observation 

levels.   

 Clarification of documentation specific to changing observation levels. 

 Clarification of documentation specific to patients on general 

observation levels. 

 Clarification of requirement of observation during sleeping hours. 

 Implementation of terminology changes resulting from the Mental 

Health Amendment (Statutory Review) Act 2014, section 71) 

http://www.justicehealth.nsw.gov.au/
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
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Hospital rescinded and replaced by JH&FMHN Policy 1.407 Transport of 
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1. Preface  

 Observation is the process that ensures close monitoring of and engagement with someone who 

needs (for a period of time) intensive care and support.  

 It is a formal structured process and therefore is fundamentally different from the normal monitoring 

of patients within a unit or care setting. 

 The key purpose of increasing the level of observation for a patient is to provide a period of safety 

for patients during temporary periods of distress when they are at risk of harm to themselves and/or 

others. Increased levels of observation may also be useful when a patient is physically unwell and 

requires a higher level of monitoring.  

 Spending time with patients, whether engaged in activity, discussion or simply being with them, 

allows close assessment and monitoring of behaviour and mental state. It therefore may meet many 

of the needs of observation but is not adequate in itself. It is essential to have clear, unambiguous 

instructions regarding a patient’s need for increased levels of observation. 

 This policy acknowledges that nurses, particularly those in charge of the unit, remain the major 

professional body responsible for the role of observation. All members of the multidisciplinary team 

(MDT) however, have significant roles and responsibilities, including allied health and medical staff, 

particularly during individual and group therapy sessions.  

 The integral principles of observation are to provide therapeutic safety to a patient through a 

supportive framework that is gender and culturally sensitive, acknowledging past experiences of 

trauma and that is recovery focused.  

2. Policy Content  

The allocation of appropriate observation levels based on the assessed risk of a patient will ensure that the 

health and wellbeing of patients and others is not compromised and that all patients are treated in a safe, 

effective and professional manner.  

The objectives of this policy are to: 

 Ensure that all patients within the Forensic Hospital (FH) and Long Bay Hospital Mental Health Unit 

(MHU) have a designated level of observation at all times, consistent with their current mental state 

and level of assessed risk; 

 Ensure accurate, purposeful and therapeutic observation of all patients within the FH and MHU; 

 Ensure the safe management of patients at risk of harm to self or others, with clear understanding of 

the actions required when there is an escalation of risk; 

 Ensure that the observation level of each patient, the reasons for the observation level and reviews of 

the observation level are clearly documented in the patient’s Health Record, and Treatment and 

Management Plan (TMP); 

 Maintain the privacy, rights, dignity, and autonomy of patients to the fullest extent possible 

consistent with safe and effective care and an understanding of the actions required when there is an 

escalation of risk; 
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 Ensure gender and cultural sensitivity is maintained, along with sensitivity to previous traumatic 

experiences; 

 Provide direction to staff allocated to the role of the general, increased, continual, and special 

observations; 

 Ensure the practice of observation is integrated with therapeutic recovery focused care. 

2.1 Mandatory Requirements  

All patients within the FH and MHU must have a designated level of observation at all times, consistent with 

their current mental state and level of assessed risk.  

2.2 Implementation - Roles & Responsibilities 

Multidisciplinary Team (MDT) 

The MDT may consist of a consultant psychiatrist, psychiatry registrar, care coordinator (CC), associate care 

coordinator, allocated nurse and allied health clinicians. For the purpose of this policy the MDT refers to at 

least two members of the MDT as described above. The MDT is responsible to: 

 Ensure appropriate level of observation is determined following a thorough risk assessment. 

 Ensure the patient’s case review includes review of their observation level.  

 Ensure communication occurs with the patient (and designated carer) about the level of observation 

prescribed, and the circumstances that would permit a reduction in an observation level.  

 Ensure where possible and practicable the purpose for the level of observation and restrictions are 

determined in consultation with the patient.  

 Ensure communication occurs amongst the team, and decisions are clearly documented in the Health 

Record and TMP. 

Psychiatry Registrar / Consultant / Medical Officer (MO) is responsible to: 

 Ensure levels of observations and restrictions are reviewed as outlined in this policy. 

 Ensure that decisions to reduce the level of observation are made in consultation with the MDT, or 

where necessary the on call psychiatry registrar in consultation with the duty consultant and nurse in 

charge (NiC).  

 Ensure all decisions relating to patient observation level changes are documented clearly in the 

patient’s Health Record as they occur.  

Nursing Unit Manager (NUM) is responsible to: 

 Assign adequate staffing and resources to enable implementation of this policy. 

 Evaluate compliance with policy. 

Nurse in Charge (NiC) is responsible to: 

 Assign responsibility to roles of observation and policy implementation. 

 Ensure workplace practices are consistent with policy. 

 Ensure changes to observation and patient presentation are communicated to the MDT. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://www0.health.nsw.gov.au/policies/gl/2009/GL2009_007.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_049.html
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
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Allocated Nurse (AN) is responsible to: 

 Ensure observations are conducted and are consistent with policy. 

 Ensure detailed handover of patient’s presentation and reason for observation levels between 

members of the MDT. 

 Ensure any changes in observation are updated on the patient’s TMP. 

 Ensure clear documentation is completed as per policy. 

Allied Health Professional (AHP) is responsible to:  

 Ensure this policy is adhered to in all clinical interactions, including 1:1 and group therapy sessions. 

 Ensure documentation and communication of salient information is consistent with policy. 

3. Procedure Content  

3.1 General Principles of Observation 

The general principle to be followed is that observation should be set at the least restrictive level for the least 

amount of time within the least restrictive setting necessary for the safe delivery of care. All information 

relating to levels of observation of a patient must be communicated during clinical handover and clearly 

documented in the patient’s Health Record and TMP. 

Observation is only one aspect of caring for people during periods of high distress, and must be both safe 

and therapeutic. Whatever the cause of this need, the patient requires safety, compassion, understanding and 

appropriate treatment.   

A clear explanation should be given to the patient and where appropriate their designated carer, regarding 

the level of observation prescribed by the MDT, and the circumstances that would permit a reduction in an 

observation level. Patient information should be available on each unit for the patient and their carer 

regarding the different levels of observation. 

Observation of patients in seclusion must be in accordance with NSW Ministry of Health (MoH) PD2012_035 

Aggression, Seclusion & Restraint in Mental Health Facilities in NSW.  

The physical health needs and physical observations of a patient should also be considered in line with: 

 Justice Health and Forensic Mental Health Network (JH&FMHN) Policy 1.069 Care Coordination, 

Planning & Review – Forensic Hospital, 

 NSW MoH GL2009_007 Physical Health Care of Mental Health Consumers, and  

 NSW MoH PD 2013_049 Recognition and Management of Patients who are Clinically Deteriorating. 

 JH&FMHN Policy 1.322 Recognition and Management of Patients who are Clinically Deteriorating: 

Implementation Guide – Ministry of Health PD2013_049 

3.1.1 Responsibilities of the Observing Staff – Forensic Hospital & LBH Mental Health Unit 

 The NiC in the FH, and NUM or the NiC in the MHU, are responsible for ensuring that individuals 

requiring an increased level of observation are allocated to staff skilled to undertake this duty. As 

additional staff are required for the most acutely at-risk patients when no other less restrictive option 

http://intranetjh/Procedures_Manuals/Patient%20Counts%20and%20Patient%20Absconding.pdf
http://intranetjh/Procedures_Manuals/Patient%20Counts%20and%20Patient%20Absconding.pdf
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is appropriate, only the most experienced nurses must be allocated to this role. An experienced 

mental health clinician based on the unit must be used as the observing nurse and existing or 

agency/casual staff should be used to backfill the unit role if additional resources are required.  

 In the case of Continual and Special Observations, the observing clinician must not leave the 

immediate area and not be out of line of sight and direct and continuous observation of the patient, 

under any circumstances or for any period of time, no matter how short, unless another staff 

member has taken over the observation role.  

 Clinical handover must be carried out before and after every period of observation to ensure that 

staff are briefed regarding the patient’s current presentation, and rationale for the prescribed level of 

observation.  

 Regular attention to the needs of the nurse/nurses allocated to conduct increased, continual or 

special observations should be provided.  

 The observing clinician should be relieved, at a minimum every two hours for a short comfort break 

(except for meal breaks, which will be longer). Where the patient being observed is particularly 

challenging, the AN should be rotated between several members of the team at two hourly intervals 

to ensure adequate relief from the role. 

 This comfort break provides the opportunity for contemporaneous documentation in the patient’s 

Health Record, feedback to other team members and a personal comfort break.  

 In the FH where a patient is placed on any level of increased observation, the AN must document in 

the patient’s Health Record at least every 2 hours: 

o the level of observation, 

o salient aspects of the patient’s mental state, and 

o patient activity and any interaction they have had with the patient. 

In the MHU where a patient is placed on any level of increased observation, the AN must: 

 Complete a 24-hour Visual Observation Chart and a comprehensive and contemporaneous report, 

which must be recorded in the patient’s Health Record. The report should include the patient's 

mental state, verbal and physical interactions and level of functioning. 

3.1.2 Documentation and Communication 

Clear and effective communication is an integral component of patient care and increases optimal patient 

outcomes and strengthens safety and security. Thorough and relevant information must be shared to all staff 

managing patient’s observation levels during clinical handover, ward rounds, case review meetings and in-

depth case reviews. Clear, concise and contemporaneous documentation must be utilized when 

documenting the patient’s care. The patient’s observation level must be clearly documented in the patient’s 

Health Record and TMP by the consultant or psychiatry registrar. 

3.2 Observation Levels – Forensic Hospital 

The close proximity inherent in observation and the risk of patients feeling aggrieved or anxious during 

prolonged periods of observation may increase the probability of violence. 

The decision regarding the level of observation to be used must be based on a variety of factors. Central to 

the decision must be the risk assessment of that patient’s current dynamic risk factors. Risk assessment and 

management is a complex process involving objective information (such as patient history, behaviour, etc.), 

collateral information and the clinical judgement of the MDT consistent with the Risk Assessment and 

http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/forms/Forms/CNS500.doc
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Management Framework set out in JH&FMHN policy 1.078 Clinical Risk Assessment & Management – The 

Forensic Hospital. One of the key areas of clinical practice in acute psychiatric care is deciding what level of 

care and observation is needed for individuals. 

The four levels of observation used within the Forensic Hospital are:  

 General, 

 Increased, 

 Continual, and 

 Special observation  

3.2.1 General Observation – Forensic Hospital 

 General level observation is the baseline level of observation; it is intended to meet the needs of 

most patients for most of the time. It should be compatible with giving patients a sense of 

responsibility for their use of free time in a carefully planned and monitored way.  

 The AN for an individual patient must know their general whereabouts at all times, whether in or out 

of the unit. Patients on general observation are considered not to pose any significant risk of harm to 

self or others.  

 During sleeping hours respect for privacy and dignity are very important but are secondary to safety 

and security issues. The staff members observing the patient are required to confirm that the patient 

is in their room and that they are breathing. This check should be conducted at a no longer than 

hourly intervals. This visual check can usually be completed from observing through the patient’s 

room observation window. If the observing staff are unable to confirm the patient is present and 

breathing, then they must enter the room to confirm this. If entering the room is required then the 

staff must do so with at least one other staff member. This is to be completed in a respectful manner.      

 General observations should be an established part of unit routine and followed rigorously and 

regularly by staff as part of their everyday practice to maintain the safety of the patients.  

 Staff are required to conduct second hourly patient counts, as per FH Procedure Patient Counts and 

Patient Absconding, throughout the day. This ensures that staff are aware of the whereabouts of all 

patients in their care at all times and ensure a timely response if a patient cannot be located. This is 

for therapeutic security and safety purposes and is not to be considered as part of therapeutic 

observation.  

 The patient’s observation level must be discussed at the clinical handover, ward rounds, case review 

meetings and in-depth case reviews. The agreed observation level must be documented in the 

patient’s Health Record, and TMP by the consultant or psychiatry registrar. 

3.2.2 Increased Observation – Forensic Hospital 

 Increased observation should be used for patients who have been assessed as posing some risk to 

self and/or others and who cannot be appropriately managed on a general level of observation.  

 Any member of the MDT may increase a patient’s observation level to provide closer observation in 

response to deterioration in the patient’s mental state or increase in risk. This decision must be made 

in consultation with the NiC and NUM with notification to the Deputy Director of Nursing (DDoN) or 

After Hours Nurse Manager (AHNM) in the FH.  

 The NiC must consult with the consultant psychiatrist or psychiatry registrar as soon as practical for 

further review of the patient.  

http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.360_Policy_0912.pdf
http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/forms/Forms/CNS500.doc
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 The following must be considered when developing the management strategies to manage the  

patient: 

o Increased observations must include the minimum intervals at which the patient must be 

visually sighted by observing staff (i.e. 10/60, minimum 10 minute intervals, 30/60, minimum 

30 minute intervals).  

o Staff must be mindful that staggering and random observations are required to mitigate 

risks associated with predictable intervals of observation.  

o During periods of distress, patients require high levels of observation; sighting alone is not 

sufficient.  

o Since the patient has been assessed to pose some risk to self and/or others, the patient must 

be managed in a highly visible area of the unit.  

o During sleeping hours respect for privacy and dignity are very important but are secondary 

to safety and security issues. The staff members observing the patient are required to 

confirm that the patient is in their room and that they are breathing. This visual check can 

usually be completed by observing through the patient’s room observation window. If the 

observing staff are unable to confirm the patient is present and breathing, then they must 

enter the room to confirm this. If entering the room is required then the staff must do so 

with at least one other staff member. This is to be completed in a respectful manner.      

o Ground access must be restricted to at least supervised or escorted status. The MDT must 

review and determine the number of staff required to escort the patient on both ground and 

external leave. 

o All visits must be supervised during the period the patient is on increased observation.  

o The consultant / delegate MO must review the level of observation at least every 24 hours 

unless documented otherwise by the consultant psychiatrist. The review timeframe must be 

clearly documented in the patient’s Health Record.  

 At the commencement of the increased observation level the MO must document the following 

information in the patient’s Health Record: 

o The patient’s current mental state and presentation;  

o The patient’s current identified risks; 

o What strategies have been utilised/are in conjunction with the increased level of observation 

to manage this risk; 

o The patient’s current observation level and minimum interval of observation; 

o The rationale for the observation level; 

o Interventions and clinical management; 

o Changes to the patient’s visits management, meals i.e. finger food, no cutlery, toileting and 

showering, attendance at therapeutic activities and groups; 

o Description of interactions that have occurred;  

o Any observation of ongoing or decreased risk factors in behaviour;  

o Evaluation of effectiveness of observation level; 

o Expected time of next review; and 

o That the Designated Carer and or the Principal Carer Provider have been informed of the 

observation level change where practicable. 

 The AN must ensure the following information must be documented in the patient’s TMP as soon as 

practicable and not later than the end of shift: 

o The patient’s current observation level; 

http://intranetjh/pol/policylib/1.202_Policy_0312.pdf
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o Changes to the patient’s management i.e. visits management, meals i.e. finger food, no 

cutlery, toileting and showering, attendance at therapeutic activities and groups; 

o Strategies to be utilised to manage the patient during this time of crisis; 

o Timeframe for documentation in the patient’s Health Record. 

 The NiC must ensure that the AN has appropriate time provided to document the changes in the 

patient TMP. The NiC must ensure all staff on shift are aware of the changes to the level of 

observations. 

 The AN must document in the patient’s Health Record the level of observation, salient aspects of the 

patient’s mental state, their activity and any interaction they have had with the patient at least every 

2 hours. 

3.2.3 Continual Observation – Forensic Hospital 

 Continual observation must be used for patients considered to pose a significant and imminent risk 

to self and/or others. Continuous observations require a minimum of 1:1 staff:patient allocation. 

 Any member of the MDT may increase a patient’s observation level to provide closer observation in 

response to deterioration in the patient’s mental state or increase in risk. This decision must be made 

in consultation with the NiC, NUM, DDoN or AHNM, in the FH. 

 The NiC must consult with the consultant psychiatrist or psychiatry registrar as soon as practical for 

further review of the patient.  

 An allocated member of staff must be constantly aware at all times of the patient’s precise 

whereabouts and maintain an unobstructed line of sight of the patient.  The observing staff member 

must not leave the immediate area and not be out of line of sight and direct and continuous 

observation of the patient, under any circumstances or for any period of time, no matter how short, 

unless another staff member has taken over the observation role.  

 The following must be considered when developing the management strategies to manage the  

patient: 

o Since the patient has been assessed to pose significant risk to self and/or others, 

consideration must be given to managing the patient in a highly visible area of the unit. 

o During sleeping hours respect for privacy and dignity are very important but are secondary 

to safety and security issues. The staff members observing the patient are required to 

confirm that the patient is in their room and that they are breathing. If the observing staff 

are unable to confirm the patient is present and breathing, then they must enter the room to 

confirm this. If entering the room is required then the staff must do so with at least one 

other staff member. This is to be completed in a respectful manner.      

o Ground access must be restricted and only occur during an emergency situation. The MDT 

must review and determine the number of staff required to escort the patient on external 

medical leave, if such leave is determined to be essential or in the case of a medical 

emergency. 

o The MDT must give careful consideration during continual observations as to whether 

patient visits should occur. If visits are to occur, they must be supervised during the period 

the patient is on continual observations. These and other restrictions determined on an 

individual basis must be communicated to the patient, designated carer and visitors where 

appropriate, and documented clearly in the patient’s Health Record and TMP. 

o Respect for privacy and dignity are very important but are secondary to safety and security 

issues.  Prior consideration and planning must be undertaken and clearly documented in the 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_049.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_049.html
http://www0.health.nsw.gov.au/policies/gl/2009/GL2009_007.html
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.202_Policy_0312.pdf
http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.360_Policy_0912.pdf
http://intranetjh/Procedures_Manuals/Patient%20Counts%20and%20Patient%20Absconding.pdf
http://intranetjh/forms/Forms/CNS500.doc
http://www.sehd.scot.nhs.uk/publications/opam/opam-02.htm
http://webarchive.nationalarchives.gov.uk/20080906050909/dh.gov.uk/en/publicationsandstatistics/publications/publicationspolicyandguidance/dh_4007583
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patient’s TMP in regards to observation required when performing activities of daily living 

such as showering and toileting. This planning must take into consideration the patient’s risk, 

trauma history and the effect of the observation requirements on the individual  

o The consultant / delegate MO must review the level of observation at least every 24 hours 

unless documented otherwise by the consultant psychiatrist. The review timeframe must be 

clearly documented in the patient’s Health Record.  

 At the commencement of the continual observation level the MO must document the following 

information in the patient’s Health Record: 

o The patient’s current mental state and presentation;  

o The patient’s current identified risks; 

o What strategies have been utilised/are in conjunction with the increased level of observation 

to manage this risk; 

o The patient’s current observation level and minimum interval of observation; 

o The rationale for the observation level; 

o Interventions and clinical management; 

o Changes to the patient’s visits management, meals i.e. finger food, no cutlery, toileting and 

showering, attendance at therapeutic activities and groups; 

o Description of interactions that have occurred;  

o Any observation of ongoing or decreased risk factors in behaviour;  

o Evaluation of effectiveness of observation level; 

o Expected time of next review; and 

o That the Designated Carer and or the Principal Carer Provider have been informed of the 

observation level change where practicable. 

 The NiC must ensure that the AN has appropriate time provided to document the changes in the 

patient TMP. The NiC must ensure all staff on shift are aware of the changes to the level of 

observation through clinical handover. 

 The AN must ensure the following information must be documented in the patient’s TMP as soon as 

practicable and not later than the end of shift: 

o The patient’s current observation level; 

o Changes to the patient’s management i.e. visits management, meals i.e. finger food, no 

cutlery, toileting and showering, attendance at therapeutic activities and groups; 

o Strategies to be utilised to manage the patient during this time of crisis; and 

o Timeframe for documentation in the patient’s Health Record. 

 The AN nurse must document in the patient’s Health Record the level of observation, salient aspects 

of the patient’s mental state, their activity and any interaction they have had with the patient at least 

every 2 hours. 

3.2.4 Special Observation – Forensic Hospital  

 Special observations are implemented when the patient is considered to be at very high immediate 

risk and cannot be safely managed on continual observations.  

 The patient should be within arm’s reach of a member of staff at all times and in all circumstances. 

Special observations require a minimum 1:1 nursing allocation.  

 Any member of the MDT may increase a patient’s observation level to provide closer observation in 

response to deterioration in the patient’s mental state or increase in risk. This decision must be made 

in consultation with the NiC, NUM, DDoN or AHNM, in the FH.  
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 The NiC must consult with the consultant psychiatrist or psychiatry registrar as soon as practical for 

further review of the patient.  

 The following must be considered when developing the management strategies to manage the  

patient: 

o Since the patient has been assessed to pose significant risk to self and/or others, consideration 

must be given to managing the patient in a highly visible area of the unit.  

o During sleeping hours respect for privacy and dignity are very important but are secondary to 

safety and security issues. The staff members observing the patient are required to confirm that 

the patient is breathing. Special caution must be taken when a patient obstructs line of vision by 

pulling bed linen over their body; in this circumstance staff must still be able to ascertain the 

patient is still breathing.    

o Ground access must be restricted and only occur during an emergency situation. The MDT must 

review and determine the number of staff required to escort the patient on external medical 

leave, if such leave is determined to be essential or in the case of a medical emergency;  

o The MDT must give careful consideration during special observations as to whether patient visits 

should occur. If visits are to occur then staff are to maintain special observation throughout the 

visit. These and other restrictions are determined on an individual basis. The patient, the 

designated carer, and visitors where appropriate should be informed. These decisions must be 

documented clearly in the patient’s Health Record and TMP by the consultant or psychiatry 

registrar. 

o Respect for privacy and dignity are very important but are secondary to safety and security 

issues.  Prior consideration and planning must be undertaken and clearly documented in the 

patient’s TMP in regards to observation required when performing activities of daily living such 

as showering and toileting. This planning must take into consideration the patient’s risk, trauma 

history and the effect of the observation requirements on the individual; 

o The consultant / delegate MO must review the level of observation at least every 24 hours unless 

documented otherwise by the consultant psychiatrist. The review timeframe must be clearly 

documented in the patient’s Health Record.  

 At the commencement of the continual observation level, the MO must document the following 

information in the patient’s Health Record: 

o The patient’s current mental state and presentation;  

o The patient’s current identified risks; 

o What strategies have been utilised/are in conjunction with the increased level of observation 

to manage this risk; 

o The patient’s current observation level and minimum interval of observation; 

o The rationale for the observation level; 

o Interventions and clinical management; 

o Changes to the patient’s visits management, meals i.e. finger food, no cutlery, toileting and 

showering, attendance at therapeutic activities, and groups; 

o Description of interactions that have occurred;  

o Any observation of ongoing or decreased risk factors in behaviour;  

o Evaluation of effectiveness of observation level; 

o Expected time of next review; and 

o That the Designated Carer and or the Principal Carer Provider have been informed of the 

observation level change where practicable. 
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3.2.5   

 The AN must ensure the following information must be documented in the patient’s TMP as soon as 
practicable and not later than the end of shift:

o The patient’s current observation level;

o Changes to the patient’s management i.e. visits management, meals i.e. finger food, no 
cutlery, toileting and showering, attendance at therapeutic activities and groups;

o Strategies to be utilised to manage the patient during this time of crisis; and

o Timeframe for documentation in the patient’s Health Record.

 The AN must document in the patient’s Health Record the level of observation, salient aspects of the 

patient’s mental state, their activity and any interaction they have had with the patient at least every 

2 hours.

Observation of Patients following Rapid Tranquilisation 

 Staff should refer to section 3.8 of JH&FMHN Psychotropic Medication – Guideline for Prescribing and

Monitoring Use within Custodial and Forensic Mental Health Settings for the observation level

required in the case of rapid tranquillisation. 

3.2.6 Reducing Observation Levels 

 A decision to reduce the level of observation must only be made by a medical officer. The MO must

review the patient’s progress notes, receive a handover from the NiC regarding the patient’s

presentation and assess the patient’s current risks.

 The cessation of an increased level of observation must be agreed by the psychiatrist, AN and

NiC/NUM and the reasons for this should be clearly recorded in the patient’s Health Record and TMP

by the consultant or psychiatry registrar.

 The patient’s mental state and current risk factors must be assessed and alternative management

strategies must be implemented prior to the cessation of increased observation consistent with the

clinical risk assessment and management framework set out in JH&FMHN Policy 1.078  Clinical Risk

Assessment & Management – Forensic Hospital.

 To ensure patients are not left on an inappropriately high level of observation, it is recommended

that forward planning occurs, particularly in respect to weekends. The MDT, where possible, should

specify the circumstances that would permit a reduction in an observation level; for example ‘review

need for constant observation if patient exhibits an improved engagement with staff in conversation

and denies any thoughts of self-harm for more than a 24 hour period’. This planning must be

documented in the patient’s Health Record.

 The AN must also update the patient’s TMP when the observation level change occurs. This must be

completed as soon as practicable and not later than the end of shift. The AN must also hand over the

observation changes to the following shift.

 Once it has been determined that the patient no longer requires an increased level of observation

necessitating the deployment of additional staff, the additional staff must be discontinued

immediately. There is no need for any additional staff members rostered on to the unit to complete

their shift where casual/agency staff or overtime is being utilised.

 The Designated Carer and or the Principal Carer Provider should be informed of the observation level

change where practicable.

http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
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3.2.7 Request for Additional Staff – Forensic Hospital 

The patient’s MDT must comprehensively assess the risks posed by the patient and the nominated MDT 

member must update the patient’s TMP to manage the identified risks. In doing so there may be occasions 

where an increased level of observation necessitates a requirement for additional staff. 

In considering the use of additional staff, the MDT must consider: 

 The risks identified, where the risk involves risk of harm to self or others; 

 The safety of staff performing an increased level of observation; 

 The effectiveness of any other less restrictive strategies that have been, or could be, implemented in 

order to manage the identified risks; 

 The purpose for which additional staff are required and shifts for which the nurse is required; 

 The indicators for when the additional staff will no longer be required; 

 The current staffing levels; 

 The current skill and gender mix of staff; 

 The overview of unit acuity. 

The MDT must determine the necessity of an increased level of observation and the use of additional staff. 

The MDT request must be recorded by the unit consultant or delegate psychiatry registrar in consultation 

with the NUM on the Request for Additional Staff Form – Patient Observations (CNS500) and forwarded to the 

DDoN or FH AHNM on a shift by shift basis, or as negotiated between the NUM and DDoN/AHNM. The 

DDoN/AHNM must consider the following when approving the need for additional staff: 

 What other strategies have been utilised to manage the patient need for increased observation; 

 Current staffing levels on the unit; 

 Current skill and gender mix of staff;  

 Unit acuity; 

 Number of other patients requiring increased observations on the unit; 

 Number of patients requiring the use of additional staff on the unit; 

 Anticipated length of time the additional staff will be required to perform increased observations; 

 Planned admissions/discharges; 

 Planned external escorts; 

 Unit routine; 

 Financial implications to the unit’s budget; and 

 That FH Procedure Replacement of Nursing Staff is adhered to when allocating additional staff. 

The NiC must inform the consultant or delegate psychiatry registrar of this decision as soon as practicable. 

The signed original copy of the Request for Additional Staff Form – Patient Observations form (CNS500) must 

be placed into HPRM by the DDoN or AHNM and forwarded to the NUM for rostering purposes. The 

cessation of additional staff and the reasons for this must be clearly documented in the patient’s Health 

http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/Procedures_Manuals/Replacement%20of%20Nursing%20Staff.pdf
http://intranetjh/forms/Forms/CNS500.doc
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Record and on the Request for Additional Staff Form – Patient Observations form (CNS500) by the consultant 

or psychiatry registrar. 

If the decision is made not to support additional staff, the reasons for that decision must also be noted in the 

patient’s Health Record and an appropriate alternative TMP must be documented and implemented. 

3.3 Observation Levels – Long Bay Hospital, Mental Health Unit  

The MHU is a 40 bed facility separated into 3 areas. MHU G unit consists of 10 beds and manages higher 

patient acuity. MHU E and MHU F units consist of 15 beds each and manage lower patient acuity. It is the 

responsibility of the NUM or NiC to ensure compliance with and documentation of all observation levels. 

The three levels of observation used within the MHU are: 

 General, 

 Increased, and 

 Special. 

Any member of the MDT may increase a patient’s observation level to provide closer observation in response 

to deterioration in the patient’s mental state or increase in risk. This decision must be made in consultation 

with the NUM during business hours or the NiC after hours. 

At the commencement of an increased level of observation, the MO must document the following 

information in the patient’s Health Record: 

 The patient’s current mental state and presentation;  

 The patient’s current identified risks; 

o What strategies have been utilised/are in conjunction with the increased level of observation 

to manage this risk; 

o The patient’s current observation level and minimum interval of observation; 

o The rationale for the observation level; 

o Interventions and clinical management; 

o Changes to the patient’s visits management, meals i.e. finger food, no cutlery, toileting and 

showering, and attendance at therapeutic activities and groups and cell conditions (i.e. safe 

cell); 

o Description of interactions that have occurred ; 

o Any observation of ongoing or decreased risk factors in behaviour;  

o Evaluation of effectiveness of observation level; 

o Expected time of next review.  

o That the Designated Carer and/or the Principal Carer Provider have been informed of the 

observation level change where practicable. 

3.3.1 General Observation - Mental Health Unit 

The staff on duty should have knowledge of the patient’s general whereabouts at all times, whether in or out 

of the unit. Patients on general observation are considered not to pose any significant risk of harm to self or 

others. Restrictions should be determined in conjunction with the patient, documented and updated in the 

http://intranetjh/forms/Forms/CNS500.doc
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patient’s Health Record. General observations should be an established part of unit routine and followed 

rigorously and regularly by nurses as part of their everyday practice to maintain the safety of the patients.  

3.3.2 Increased Observation - Mental Health Unit 

Close observation must be used for patients considered to pose a significant risk to self or others. The 

frequency is 15 minute intervals and the duration of the close observation must be determined by the MDT 

and documented in the patient’s Health Record by the consultant or psychiatry registrar. Where possible, 

patients requiring close observation should be managed in MHU G unit. If this is not possible, the NUM or 

delegate during hours or the AHNM will determine if additional resources are required.  

Patients in seclusion must be managed according to JH&FMHN Policy 1.350 Aggression, Seclusion & Restraint 

in Mental Health Facilities – Long Bay Hospital Mental Health Unit. 

Patients in segregation must be managed according to JH&FMHN Policy 1.360 Segregated Custody.  

Patients in MHU E and F units can be managed in segregated custody in these areas unless there is a clinical 

indication to move them to MHU G. 

3.3.3 Special Observation – Mental Health Unit 

Special observation should be used for patients considered to pose a significant risk to self and/or others. An 

allocated member of staff must be constantly aware at all times of the precise whereabouts of the patient 

through visual observation or listening in close proximity at all times. Respect for privacy should be an 

important consideration but a balance should be struck to prioritise safety in all matters such as escorting to 

the toilet or bathroom, for example. The allocated shift nurse must document in the patient’s Health Record 

the level of observation, salient aspects of the patient’s mental state, their activity and any interaction they 

have had with the patient, at least every 2 hours by the consultant, psychiatry registrar or MO. 

The MDT must review this level of observation at least every 24 hours. The nominated MDT member must 

outline the continued need for special observation or alternative management strategies in the patient’s 

Health Record. 

3.3.4 Reducing Observation Levels 

 A decision to reduce the level of observation must only be made by a medical officer. The MO must 

review the patient’s progress notes, receive a handover from the NiC regarding the patient’s 

presentation and assess the patient’s current risks.   

 The cessation of an increased level of observation must be agreed by the consultant psychiatrist, AN 

and NiC/NUM and the reasons for this must be clearly recorded in the patient’s Health Record and 

TMP by the consultant or psychiatry registrar.  

 The patient’s mental state and current risk factors must be assessed by the MO and alternative 

management strategies must be implemented prior to the cessation of increased observation.  

 Any decision to reduce observation levels must be clearly documented in the patients’ Health Record 

by the MO.  

 To ensure patients are not left on an inappropriately high level of observation, it is recommended 

that forward planning occurs, particularly in respect to weekends. The MDT, where possible, should 

specify the circumstances that would permit a reduction in an observation level; for example ‘review 

need for constant observation if patient exhibits an improved engagement with staff in conversation 

and denies any thoughts of self-harm for more than a 24 hour period’. This planning must be 

documented in the patient’s Health Record by the consultant or psychiatry registrar. 

http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.360_Policy_0912.pdf
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 The AN must also update the patient’s TMP when the observation level change occurs. This must be 

completed as soon as practical, and not later than the end of shift. The AN must also hand over the 

observation changes to the following shift.   

 The NUM/NiC must ensure that the AN has appropriate time provided to document the changes in 

the patient TMP. The NiC must ensure all staff on shift are aware of the changes to the level of 

observations. 

 Once it has been determined that the patient no longer requires an increased level of observation 

necessitating the deployment of additional staff, the additional staff must be discontinued 

immediately. There is no need for any additional staff members rostered on to the unit to complete 

their shift where casual/agency staff or overtime is being utilised.  

3.3.5 Requests for Additional Staff – Mental Health Unit 

The MDT for a patient must comprehensively assess the risks posed by the patient and develop a 

management plan to manage the identified risks. A recommendation to use additional staff for continuous 

observation may be made by the nurse in consultation with the psychiatrist and/or the psychiatry registrar. 

Additional staff must not be requested unless the recommendation has been approved by the NUM/NiC or 

Operations Manager (OM)/AHNM, in consultation with the consultant psychiatrist, psychiatry registrar or on-

call psychiatrist. In considering the use of additional staff, the following must be considered: 

 Where the risk involves risk of harm to others, careful consideration must be given to ensure the 

safety of staff performing an increased level of observation; 

 The effectiveness of any other less intrusive strategies that have been, or could be, implemented in 

order to manage the identified risks; 

 The purpose for which additional staff is required; and 

 The indicators for when the additional staff will no longer be required. 

The NUM/NiC must determine the need for any additional resources. If additional staff are required, the 

NUM/NiC must complete the Request for Additional Staff – Patient Observations form (CNS500) and forward 

it to the OM/AHNM after each review. The cessation of additional staff and the reasons for this must be 

clearly documented in the patient’s Health Record and on the Request for Additional Staff – Patient 

Observations form (CNS500). 

The basis for the decision must be recorded by the NUM/NiC on Request for Additional Staff – Patient 

Observations form (CNS500). If the decision is made not to support additional staff, the reasons for that 

decision must also be noted in the patient’s Health Record by the NUM/NiC and an alternative risk 

management plan must be documented and implemented. 

Approval for the use of additional staff must be given by the OM or the AHNM. 

Additional staff for patient observation must be ordered according to the criteria set out in this policy. If 

there are any medical concerns about a mental health patient which necessitate frequent physical 

observations, the patient should be referred to a medical officer.   

Additional staff used for patient observations must not be used to accompany patients on a transfer unless 

approved by the relevant Executive Director. The safety and security of a mental health patient during a 

transfer are the responsibility of Corrective Services NSW, except in the case of a forensic patient who is 

http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/forms/Forms/CNS500.doc
http://intranetjh/forms/Forms/CNS500.doc
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being transferred to a mental health facility on discharge from the MHU where JH&FMHN Policy 1.407 

Transport of Forensic Patients from LBH, MRRC and SWCC applies. 

An operational decision regarding the nursing resources to be utilised must be made by the NUM/NiC in 

conjunction with the OM/AHNM. As specials are required for the most acutely at risk patients when no other 

less restrictive option is appropriate, only the most experienced nurses should be allocated to this role.   

An experienced mental health nurse based on the unit should be used as the nurse special and existing or 

agency/casual staff should be used to backfill the unit role if additional resources are required.   

3.3.6 Safety Considerations in the Mental Health Unit 

Ideally, the nurse special should be within sight of other nurses on the unit at all times. Where this is not 

possible, the NUM/NiC must ensure that the nurse special is sighted at regular intervals not exceeding 15 

minutes. Where the risk of harm to others posed by a patient is high to extreme, consideration should be 

given to the use of two nurses to continuously observe the patient. 

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 

Legislation Mental Health Amendment (Statutory Review) Act 2014, 

 Mental Health Act 2007 

 Mental Health (Forensic Provisions) Act (1990) 

NSW MoH Policy Directives 

and Guidelines 

PD2009_060 Clinical Handover – Standard Key Principles 

PD2012_035 Aggression, Seclusion & Restraint in Mental Health Facilities in 

NSW 

PD2013_049 Recognition and Management of Patients who are Clinically 

Deteriorating 

GL2009_007 Physical Health Care of Mental Health Consumers 

IB2005_063 Public Health System Nurses’ and Midwives’ (State) Award – New 

Award 

JH&FMHN Policies and 

Procedures 

 

1.069 Care Coordination, Planning & Review – The Forensic Hospital 

1.075 Clinical Handover Implementation Guide – Ministry of Health 

PD2009_060 

http://intranetjh/pol/policylib/1.407_Policy_0515.pdf
http://www5.austlii.edu.au/au/legis/nsw/num_act/mhara2014n85461.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_049.html
http://www0.health.nsw.gov.au/policies/gl/2009/GL2009_007.html
http://www0.health.nsw.gov.au/policies/ib/2005/IB2005_063.html
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.075_Policy_0515.pdf
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http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.322_Policy_1214.pdf
http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.360_Policy_0912.pdf
http://intranetjh/pol/policylib/1.407_Policy_0515.pdf
http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
http://intranetjh/Documents/Medications/Psychotropic_Medications_Prescribing_Guidelines.pdf
http://intranetjh/Procedures_Manuals/Replacement%20of%20Nursing%20Staff.pdf
http://intranetjh/forms/Forms/CNS500.doc
http://www.sehd.scot.nhs.uk/publications/opam/opam-02.htm
http://webarchive.nationalarchives.gov.uk/20080906050909/dh.gov.uk/en/publicationsandstatistics/publications/publicationspolicyandguidance/dh_4007583
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Recognition and Management of Patients who are  

Clinically Deteriorating 
Implementation Guide – Ministry of Health PD2013_049 

 

Policy Number 1.322 

Policy Function Continuum of Care 

Issue Date 16 December 2014 

Summary This policy describes the standards and principles to improve the recognition, 

immediate response to and management of patients who are clinically 

deteriorating in accordance with NSW Ministry of Health (MoH) Policy Directive 

(PD) PD2013_049 Recognition and Management of Patients Who Are Clinically 

Deteriorating. 

Responsible Officer Executive Director, Governance and Commercial Services 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.322 (July 2012) 

Change Summary  Updated NSW MoH policy & Implementation of charts in Adolescent 

Health Centres 

 Minor wording and grammar changes 

TRIM Reference POLJH/1322 

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) adopted the principles of the Between the 

Flags (BTF) initiated by the Clinical Excellence Commission to improve ways to recognise and respond to 

patients when their clinical condition starts to deteriorate.  

The program includes: 

 Standard Adult General and Paediatric observation charts which monitor vital signs and act as a track 

and trigger system to support the early identification of patients who are clinically deteriorating. 

Observations are graphed to track trends in the patient’s condition and an immediate response is 

triggered if observations move into the yellow or red colour coded zones.  

 Between the Flags education for the recognition and management of patients who are clinically 

deteriorating. Education includes (Health Education Training Institute (HETI) on line – Deteriorating 

Patient – Adult), DETECT/SMET (Detect Deterioration, Evaluate your Patient, Treat, Escalate, 

Communicate with your Team) (Simulated Medical Emergency Training) practical sessions.  

 A formalised local Clinical Emergency Response System (CERS) (including Clinical Review and Rapid 

Response) for prompt review and treatment of patients who are clinically deteriorating with a referral 

to higher levels of care where necessary.  

 Provision of data to support unit / facility performance indicators for reporting to clinical units and the 

NSW MoH.  

This policy describes the standards and principles to improve the recognition, immediate response to, and 

management of patients who are clinically deteriorating in accordance with NSW MoH PD2013_049 

Recognition and Management of Patients Who Are Clinically Deteriorating. 

2. Policy Content 

The BTF program has been implemented at Long Bay Hospital and The Forensic Hospital. In the Ambulatory 

Correctional Community, the Standard Adult General Observation Chart (SAGO) and CERS have been 

implemented. In Adolescent Health Centres the SAGO chart and the Standard Paediatric Observation Chart 

(SPOC - 12 – 16 years of age) have been implemented. JH&FMHN staff must comply with requirements in this 

policy. 

2.1 Mandatory Requirements 

 All aspects of BTF DETECT training are mandatory for hospital clinical staff. 

 All Long Bay Hospital and The Forensic Hospital front line clinical staff must complete all components of 

Between the Flags education for recognition and management of patients who are clinically deteriorating, 

including , the  HETI on line – Deteriorating Patient – Adult and DETECT/SMET  practical sessions. 

 All clinical staff employed in the Correctional and Adolescent Centres must at a minimum complete the 

online awareness training. 

 DETECT practical face to face training is incorporated with the Simulated Medical Emergency Training 

offered on the Learning and Development Calendar. All clinical staff employed within the Correctional 

and Adolescent Centres should be encouraged to attend.  

 Standard observations charts must be used to record repeated general observations (i.e. Standard Adult 

General Observation Chart (SAGO), SMR110010, Standard Paediatric Observation Chart (SPOC) for 

http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_049.html
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children aged between 12 years to 16 years, SMR110019). These observations must be documented as 

frequently as clinically appropriate. Single observations taken, for example, during an Emergency 

Response or health centre assessment may be recorded on the relevant form (Emergency Response, 

Clinical Assessment Template, etc.). 

 JH&FMHN staff must comply with their local Clinical Emergency Response System (including Clinical 

Review and Rapid Response) for prompt review and treatment of patients who are clinically deteriorating 

with referral to higher levels of care where necessary (refer to JH&FMHN policy 1.252 Access to Local 

Public Health Services) Clinical staff must provide Basic Life Support until Ambulance officers take over 

care, unless indicated otherwise under: 

o JH&FMHN policy 1.120 Management of Death; or 

o JH&FMHN policy 1.174 End of Life Care, Not for Cardio-Pulmonary Resuscitation Orders and 
Advanced Care Directives – Long Bay and Forensic Hospital 

o NSW MoH PD2014_030 CPR – Decisions Relating to No CPR Orders. 

 JH&FMHN Medical Officer/Psychiatrist/Registrars must document any altered calling criteria (the 

observation range that triggers an escalation of care to a Clinical Review or Rapid Response or increasing 

frequency of observations), as necessary and formally review any altered calling criteria for their patient/s 

at a minimum weekly. For patients prescribed Clozapine, if the patient has required altered calling criteria, 

after six weeks of weekly reviews, the review period may be extended to monthly. Monthly review for 

these patients will not apply if there is a medication change or the parameters for the altered criteria 

change at any time. 

  JH&FMHN nursing staff must call a CERS unless altered calling criteria are documented.  

2.2 Implementation – Roles and Responsibilities 

It is the responsibility of managers to ensure staff attend training. A record of training is available at HETI on line. 

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. 

5. Legislation and Related Documents 

NSW MoH PDs PD2013_049 Recognition and Management of Patients Who Are Clinically    

                     Deteriorating 

PD2014_030 CPR – Decisions Relating to No CPR Orders 

JH&FMHN Policies 1.120 Management of Death 

1.252 Access to Local Public Health Services 

1.174 End of Life Care, Not for Cardio-Pulmonary Resuscitation Orders and  

          Advanced Care Directives – Long Bay and Forensic Hospital 

 

http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
http://intranetjh/pol/policylib/1.174_Policy_1213.pdf
http://www0.health.nsw.gov.au/policies/PD/2014/PD2014_030.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_049.html
http://www0.health.nsw.gov.au/policies/PD/2014/PD2014_030.html
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://intranetjh/pol/policylib/1.174_Policy_1213.pdf
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Referral, Admission & Transfer of Care (Adults)  

Forensic Hospital 

Policy Number 1.325 

Policy Function Continuum of Care 

Issue Date 5 May 2015 

Summary The Forensic Hospital provides specialist therapeutic inpatient care for those 

patients who cannot be managed safely in conditions of lower security. 

This policy covers the referral, admission and transfer of care of forensic, 

correctional and civil adult patients admitted to The Forensic Hospital.  

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.325 (August 2012) 

Change Summary  Alignment of Policy with Manual 

 Updating of position titles 

 Updating of references and related documents 

TRIM Reference POLJH/1325 

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

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

Inpatient care is one element of the continuum of health and social care for a patient. An admission to a 

mental health facility can be a distressing experience for the individual and his or her family. Their 

experiences during the admission process can define their views, expectations and confidence in the services 

they subsequently receive in the short to longer term. It is important, therefore, that the experience of the 

patient and family is helpful, beneficial and therapeutic. Moreover, an admission can be the start of the 

engagement and assessment process and the commencement of the therapeutic alliance. 

The Forensic Hospital (FH) provides specialist, therapeutic inpatient care for those patients who cannot be 

managed safely in conditions of lower security. Nevertheless, those conditions impose significant restrictions 

on the liberty of patients, so admission can only be contemplated when the risk to others is so high as to 

warrant such restrictions. This policy provides direction for the referral, admission and transfer of care 

processes. 

This policy provides directions to Justice Health & Forensic Mental Health Network (JH&FMHN) staff, on the 

transfer of the responsibility for care of adult patients who are: 

 referred to the FH from Correctional Centres, including the Long Bay Hospital 1 (LBH), and from Local 

Health Districts (LHDs); 

 admitted from Correctional Centres, including LBH, and from LHDs; or  

 transferred from the FH to Correctional Centres, including LBH, and from LHDs. 

2. Policy Content  

2.1 Mandatory Requirements 

2.1.1 Referrals - Patient Types 

The following types of patient may be admitted to the FH: 

 correctional patients, 

 forensic patients, and 

 involuntary (civil) patients from other mental health facilities who satisfy the criteria set out in this 

policy. 

Under the terms of its declaration as a mental health facility, the FH cannot admit patients: 

 referred directly from the community, on the certificate of a medical practitioner or accredited person 

under section 19 of the Mental Health Act 2007 hereafter, the MH Act; 

 brought by an ambulance officer or a police officer under sections 20 or 22 of the MH Act; 

 sent by a medical officer from another health facility under section 25 of the MH Act;; 

 detained on the written request of a primary carer, relative or friend of a person under section 26 of 

the MH Act; or 

 sent on the order of a Magistrate or bail officer pursuant to section 33 of the Mental Health (Forensic 

Provisions) Act 1990, hereafter the MHFP Act. 

http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.19+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.20+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.22+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.25+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.26+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.26+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.3-sec.33+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N


Referral, Admission & Transfer of Care (Adults) FH 
 

 

 
Policy: 1.325 Issue Date:  5 May 2015 Page 3 of 7 

However, patients listed under point 2 above may be admitted to the FH if they are firstly admitted to an 

LHD mental health facility, subsequently made an involuntary patient and meet the criteria for external 

referrals set out in the JH&FMHN policy manual 1.325M Referral, Admission and Transfer of Care (Adults) – 

Forensic Hospital. However, in urgent situations, the medical superintendent may admit a civil patient to the 

FH at his/her discretion. 

2.1.2 Admission 

Assessment is in three stages leading to the formulation of treatment and management plans that include a 

provisional transfer of care (discharge) plan for return to the community or custody. Those stages are: 

 pre-admission assessment, 

 initial assessment on admission to the FH, and 

 ongoing comprehensive multidisciplinary assessment.  

Clinical staff must: 

 make every effort to ensure that patients, their family, and/or primary carer are given the opportunity 

to actively participate in the care and treatment planning process. To achieve this outcome, clinical 

staff must ensure that patients are provided with information about the assessment, treatment and 

management planning process in a form they can understand. 

 use the appropriate clinical modules and outcome measures (formerly known as MH-OAT Mental  

Health Outcomes & Assessment Tools) or JH&FMHN approved forms to record all assessments, 

treatment and management plans. 

 ensure a Nomination of Primary Carer under the MH Act s72 is completed, or if not completed, that a 

note is made of the name of the person who is the applicable primary carer from the list of automatic 

appointees contained in section 71 of the MH Act. 

 ensure all assessments, treatment and management plans are filed in each patient’s health record. 

2.1.3 Transfer of Care 

Transfer of care in the FH occurs in conjunction with, and is dependent on, the process of review conducted 

by the Mental Health Review Tribunal (MHRT). For all patients in the FH, the provision of high quality reports 

to the MHRT is an integral part of the transfer of care planning process. 

Mental health legislation requires that a patient be treated in the least restrictive environment possible.  

Patients must not be detained in a high secure facility any longer than is appropriate and clinically necessary. 

Once the multidisciplinary team (MDT) determines that a patient no longer requires care in a high secure 

setting, the team must take the steps detailed in this policy to arrange for the transfer of the patient to a care 

setting that is appropriate and reasonably available. 

NSW Ministry of Health (MoH) policy directive PD2012_060 Transfer of Care from Mental Health Inpatient 

Services requires a Care Coordinator to be nominated for each patient. For the purposes of this policy, a 

patient’s Care Coordinator (CC) is deemed to be the patient’s Transfer of Care Planning Coordinator. The CC 

should be any qualified mental health practitioner who is a member of the MDT. 

2.2 Implementation - Roles & Responsibilities 

Executive Director Clinical Operations (Forensic Health) (EDCO FH) – has overarching responsibility for 

the development, review and implementation of this policy and performance management of the transfer of 

care process. 

http://intranetjh/pol/policylib/1.325_Manual_0515.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.72+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.71+0+N?tocnav=y%22
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_060.html
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Service Director Forensic Hospital (SD) – is responsible for the development, review and implementation 

of all policies in the Forensic Hospital. 

Director of Nursing (DoN) – is responsible for the coordination of the development, review and 

implementation of this policy. 

Deputy Director of Nursing (DDoN) and Nursing Unit Managers (NUM) – are responsible for ensuring 

that this policy is implemented in all units in the FH and all patients are allocated a CC within the specified 

time. 

Clinical Director Forensic and Long Bay Hospitals (CD FLBH) – is the ‘medical superintendent’ of the 

hospital for the purposes of the MH Act and the MHFP Act and is responsible for ensuring that all medical 

staff comply with this policy. 

Care Coordinator (CC) – is responsible for initiating and coordinating the transfer of care planning process, 

and implementing, coordinating and monitoring the patient’s transfer of care plan. 

Authorised medical officer – is the medical superintendent of the FH or medical officer nominated by the 

medical superintendent and is responsible for ensuring that: 

 the patient and the patient’s primary carer are consulted in relation to planning the transfer and 

follow-up care; 

 consultation occurs with relevant agencies, the patient’s primary carer and any dependents; and 

 the patient and the primary carer are provided with  follow-up care information. 

The Forensic Hospital Admissions Committee (FHAC) functions to: 

 oversee all patient flow into, within and out of the FH; 

 assess and approve all admissions to the FH; and 

 participate in the Bed Demand Committee (BDC) for correctional and forensic patients. 

The role of the BDC is to prioritise correctional and forensic patients who are on the Patient Administration 

System (PAS) waiting list. The CDFLBH, on advice from the FHAC, may admit correctional and civil patients 

from the inpatient waiting list to the FH. 

3. Procedure Content 

Clinical staff must refer to the procedure manual 1.325M Referral, Admission and Transfer of Care (Adults) – 

Forensic Hospital, which provides relevant criteria and protocols for referring, admitting and transferring 

patients to and from the FH. 

4. Definitions 

In this policy the term Clinical Director means the Clinical Director, Forensic and Long Bay Hospitals. This 

policy presumes that the Clinical Director is also the Medical Superintendent of the FH. Any reference to the 

Clinical Director should be read, where applicable, as a reference to the Medical Superintendent. The terms 

‘forensic patient’ and ‘correctional patient’ have the meanings given in the Mental Health (Forensic Provisions) 

Act 1990, hereafter the MHFP Act. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://intranetjh/pol/policylib/1.325_Manual_0515.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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Civil Patient 

An involuntary detained patient of a declared mental health facility who is not also a forensic patient and is 

detained in accordance with the MH Act.  

Forensic Patient 

A person who:  

1. is found unfit to be tried (section 14) or subject to a limiting term (section 24 of the MHFP Act) after a 

qualified finding of guilt, and detained in a hospital, prison or other place, or granted conditional release. 

2. is subject to a special verdict of not guilty due to mental illness (NGMI) and detained in a hospital, prison 

or other place, or granted conditional release (section 39 of the MHFP Act). 

3. is granted bail with conditions after being found unfit to be tried. 

4. is a person in respect of whom an extension order or interim extension order is in force. 

5. is a person who is a member of a class of persons prescribed by the regulations (currently includes a 

person found not guilty of an offence by reason of mental illness or mental impairment under the law of 

Norfolk Island, and who is held in custody in NSW). 

Correctional Patient 

A person, other than a forensic patient, who: 

 has been transferred from a correctional centre to a mental health facility while serving a sentence of 

imprisonment, or while on remand, and who has not been classified by the Tribunal as an involuntary 

patient. 

Serious harm 

In the mental health legislation means: 

 physical harm  

 financial harm  

 harm to reputation or relationships  

 neglect of self  

 neglect of others (including children) 

Primary Carer  

The primary carer of a person (the patient) for the purposes of the Mental Health Act 2007 is either the 

nominated primary carer or:  

(a)  the guardian of the patient, or 

(b)  the parent of a patient who is a child (subject to any nomination by a patient referred to in paragraph 

(c)), or 

(c)  if the patient is over the age of 14 years and is not a person under guardianship, the person nominated 

by the patient as the primary carer under this Part under a nomination that is in force, or 

(d)  if the patient is not a patient referred to in paragraph (a) or (b) or there is no nomination in force as 

referred to in paragraph (c):  

(i)  the spouse of the patient, if any, if the relationship between the patient and the spouse is close 

and continuing, or 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.4-sec.24+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.4-sec.39+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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(ii) any person who is primarily responsible for providing support or care to the patient (other than

wholly or substantially on a commercial basis), or 

(iii) a close friend or relative of the patient.

5. Contact Information

Referral FAX Facsimile: (02) 9700 3712 

Clinical Director, Forensic and Long Bay Hospitals (02) 9700 3083 Facsimile: (02) 9700 3529 

Director of Nursing, Forensic Hospital (02) 9700 3145

Deputy Director of Nursing (02) 9700 3158

After Hours Nurse Manager (02) 9700 3112 Facsimile: (02) 9700 3687 

Duty Psychiatry Registrar (02) 9311 2906

Community Forensic Mental Health Service (02) 8838 6290 Facsimile: (02) 9683 7315 

Nurse Manager, Custodial MH  (02) 9289 5579 Facsimile: (02) 9289 5696 

Pager:      (02) 9937 2506 

Forensic Mental Health Legal Advisor (02) 9700 3219

Forensic Mental Health Liaison Officer (02) 9700 3230

Forensic Hospital Admissions Committee        FH.AdmissionsCommittee@justicehealth.nsw.gov.au 

Physical Address 

Forensic Hospital 

1300 Anzac Parade 

MALABAR NSW 2036 

Postal Address 

Forensic Hospital 

PO Box 150 

MATRAVILLE NSW 2036 

6. Legislation, References and Related Documents

Legislation Criminal Appeal Act 1912 

Health Administration Act 1982 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

NSW Ministry of 

Health 

Forensic Patient Guidelines: for the assessment and management of risk to others 

incorporating a guide to forensic patient report writing (2003) 

Framework for Suicide Risk Assessment and Management for NSW Health Staff (2005) 

Your Guide to MH-OAT: Clinicians’ Reference Guide to NSW Mental Health Outcomes 

and Assessment Tools (revised ed, 2004) 

PD2005_121 Suicide Behaviour – Management of Patients with Possible Suicide 

Behaviour 

PD2010_018 Mental Health Clinical Documentation 

PD2011_015 Care Coordination: Planning from Admission to Transfer of Care in NSW 

Public Hospitals 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_018.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
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PD2012_060 Transfer of Care from Mental Health Inpatient Services 

JH&FMHN 

Policies 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit (Adults) 

1.069 Care Coordination, Planning and Review – Forensic Hospital 

1.078 Clinical Risk Assessment and Management - Forensic Hospital 

1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse Patients 

1.395 Transfer and Transport of Patients 

1.407 Transport of Forensic Patients from the Metropolitan Remand and Reception  

         Centre and the Silverwater Women’s Correctional Centre 

1.435 Working With Families and Carers – Forensic Hospital 

JH&FMHN 

Other Resources 

Medication Guidelines 

The Forensic Hospital Patient Information Booklet 

The Forensic Hospital Procedure: Searches 

JH&FMHN Forms FH2 Discharge Checklist 

FMR025.010 The Mental Health Assessment Form  

JUS005.001 Health Problem Notification Form 

JUS010.000 Nursing Checklist – Transfer out of Centre 

JUS020.100 Consent for Photography 

JUS025.136 Profile Form – Mental Health Act 

JUS025.137 Consent to Treatment – Mental Health Act 

JUS200.035 Medical Certificate Certification for Special Transport 

JUS200.110 Schedule 2 - Medical Certificate as to Examination of Inmate 

Other State Records Authority of New South Wales, (2004) General Retention and Disposal 

Authority Public Health Services: Patient/Client Records (GDA 17) 

Rampton Hospital Admissions Guidelines, East of England Specialised 

Commissioning Group, NHS, UK 

http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_060.html
http://intranetjh/pol/policylib/1.030_Policy_1114.pdf
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.230_policy_0913.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.407_Policy_0515.pdf
http://intranetjh/pol/policylib/1.435_Policy_1013.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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1. Referrals for Admission 

These procedures facilitate the appropriate referral of adult patients to the Forensic Hospital (FH) by ensuring 

decisions to admit are: 

 lawful, based on clear criteria, documented in the patient’s health record and communicated promptly 

to referrers; and 

 based on least restrictive care principles and take fully into consideration the safety of the patient, staff 

of the NSW public health system and the public.  

These procedures must be read in conjunction with (Justice Health and Forensic Mental Health Network 

(JH&FMHN) policy 1.325 Referral, Admission and Transfer of Care (Adults) – Forensic Hospital.  

1.1 Referral of Forensic and Potential Forensic Patients 

1. Persons who are found not guilty by reason of mental illness (NGMI), unfit to plead or subject to a limiting 

term already are forensic patients and: 

a) are already under the care of JH&FMHN in either: 

i) a correctional centre, 

ii) the MHSU, or 

iii) the Forensic or Long Bay Hospitals (LBH) or 

b) not currently under the care of, or not known to, JH&FMHN and in: 

i) a remand or correctional centre, or 

ii) the community. 

2. In the case of a correctional patient who is already an inpatient of the FH or LBH and who subsequently 

becomes a forensic patient (for example after an NGMI finding), then it is simply a matter of changing the 

patient’s legal status administratively to a forensic patient. Where a Court or Tribunal Order requires that 

such a patient be detained in the FH and the patient is currently an inpatient of LBH (or vice versa), then 

the patient’s name is placed on the waitlist, Forensic Patients Awaiting Admission to the Forensic Hospital 

in TRIM container C189/10-02. This information is updated by the Forensic Mental Health Liaison Officer 

(FMHLO).  

3. When a forensic patient is not able to be admitted directly from a Court to the FH or LBH, the patient’s 

details must be placed on the waitlist, Forensic Patients Awaiting Admission to the Forensic Hospital in 

TRIM container C189/10-02. This information is updated by the FMHLO.   

4. The Court after making a patient a forensic patient notifies Corrective Services NSW (CSNSW) Sentence 

Administration and the Mental Health Review Tribunal (MHRT) which in turn notifies JH&FMHN. 

1.2 Referral of Correctional Patients 

1. JH&FMHN psychiatrists and psychiatry registrars working in custodial settings may determine that a 

patient requires involuntary mental health care in a secure forensic mental health inpatient unit. Within 

JH&FMHN these include the LBH and FH.  

2. In order for a patient to be placed on the waitlist for admission to one of these units, two doctors (one of 

whom must be a psychiatrist) must complete a JH&FMHN Schedule 2 - Medical Certificate as to 

http://intranetjh/pol/policylib/1.325_Policy_0515.pdf
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Examination of Inmate form (JUS025.135) and the required documents sent to the FMHLO on the 

allocated fax number. Following the issuing of the order for transfer to a mental health facility, the patient 

is referred to the FH/LBH Bed Demand Committee (BDC) via the Patient Administration System (PAS) D 

Ward Waitlist, which covers admission to E, F or G wards in LBH. A clinician from the referring Correctional 

Centre must complete this information on PAS. 

3. A JH&FMHN clinician who is not a mental health clinician may not directly refer a patient from a 

correctional centre to the FH for admission. They must refer the patient to the mental health service for 

that correctional centre for a specialist mental health assessment before involuntary admission can be 

considered.  

4. Following the issuing of an order for transfer, where there is no clinical necessity for immediate transfer, a 

correctional centre inmate will be transferred to the Mental Health Screening Unit (MHSU) at 

Metropolitan Remand and Reception Centre (MRRC) prior to being transferred to a secure forensic mental 

health inpatient unit.  

5. A psychiatrist or psychiatry registrar who wishes to refer a patient in a correctional centre to the FH must: 

a) Ensure two JH&FMHN Schedule 2 - Medical Certificate as to Examination of Inmate forms 

(JUS025.135) are completed, at least one of the two Schedule 2’s must be completed by a 

psychiatrist;  

b) complete the JH&FMHN Consent to Treatment – Mental Health Act form (JUS025.137) (if required);  

c) complete the JH&FMHN Profile Form – Mental Health Act (JUS025.136); 

d) complete a typed report indicating why the patient requires admission to a mental health facility; 

e) ensure that a PAS Referral for the patient is created; 

f) have the completed documents sent to the FMHLO at Statewide Forensic Mental Health Orders 

facsimile: 9700 3631 or email: MH.Orders@justicehealth.nsw.gov.au for approval and issuing of the 

Section 55 Mental Health (Forensic Provisions) Act 1990 (MHFP Act) Order for Transfer; 

g) refer the patient for inclusion on the PAS D Ward wait list for the Bed Demand Committee which 

involves LBH, FH and MRRC. 

h) ensure a Nomination of Primary Carer  under section 72 of the Mental Health Act 2007 (MH Act) is 

completed, or if not completed, that a note is made of the name of the person who is the applicable 

primary carer from the list of automatic appointees contained in section 71 of the MH Act. 

6. Note: As detailed in the NSW Health Public Health Delegations Manual (Chapter 10 MH Act, Sections 10.29 

and 10.30), the Secretary of the Ministry of Health has delegated authority under section 21 of the Health 

Administration Act 1982 as follows: 

 Power to order, or revoke an order, that a person imprisoned in a correctional centre who is a 

mentally ill person, or who is suffering from a mental condition, be transferred to a mental health 

facility. 

 Power to make such orders without the person’s consent if the delegate is of the view that the 

person is a mentally ill person or, with the person’s consent if the person is suffering from a mental 

condition for which treatment is available in a mental health facility. Refer to section 55 of the MHFP 

Act. 

http://intranetjh/forms/Forms/JUS025.135.pdf
http://intranetjh/forms/Forms/JUS025.135.pdf
http://intranetjh/forms/Forms/JUS025.137.pdf
http://intranetjh/forms/Forms/JUS025.136.pdf
mailto:MH.Orders@justicehealth.nsw.gov
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.72+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.5-pt.2-div.2-sec.71+0+N?tocnav=y%22
http://www.health.nsw.gov.au/policies/manuals/Pages/public-health-delegations.aspx
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+135+1982+pt.2-div.7-sec.21+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
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 Power to: 

o Transfer a correctional patient (previously transferred from a correctional centre to a mental 

health facility) back to a correctional centre at any time; or 

o Determine that such a person may remain in a mental health facility for treatment for more 

than seven (7) days (refer to section 56 of the MHFP Act). 

7. The JH&FMHN delegates are the Chief Executive JH&FMHN, the Statewide Clinical Director Forensic 

Mental Health, the Executive Director Clinical Operations (Forensic Health) and the Service Director 

Forensic Mental Health and Coordinator Forensic Mental Health Network. 

8. In the case where the delegate decides not to make a section 55 order, the FMHLO must ensure that the 

referrer is informed. Where the delegate makes a section 55 order, the FMHLO must ensure that the 

following are informed of the order: 

a) The referrer (usually the NUM of the correctional centre where the inmate is detained or if an 

adolescent, the Juvenile Justice centre) 

b) CSNSW, Senior Project Officer (Forensic Liaison) Sentence Administration 

c) If an adolescent patient, refer to the JH&FMHN policy 1.327 Referral, Admission and Transfer of Care 

(Adolescents) Forensic Hospital 

d) NUM and Shift Leader (if applicable) of the proposed unit where the inmate will be transferred in to 

e) Coordinator Forensic Mental Health Network 

f) Mental Health Advocacy Service 

g) Mental Health Review Tribunal 

h) Forensic Legal Advisor  

9. If it is intended to admit a patient to the FH under section 55, then the referral must have been reviewed 

by the CDFLBH and the Bed Demand Committee and an admission priority assigned before the person 

can be transferred. In an emergency or other special circumstance, the CDFLBH as Medical Superintendent 

of the FH and LBH may authorise an admission without first consulting the Bed Demand Committee. Any 

such decisions will be noted at the following Bed Demand Committee Meeting. 

10. The CDFLBH or delegate must: 

a) review all PAS referrals daily, and 

b) if a section 55 order has been made in respect of the patient, and it is intended that the patient be 

transferred to the FH,  the referral is reviewed at subsequent meetings of the FH Admissions 

Committee (FHAC) until the patient is admitted or is deemed to no longer require admission and a 

revocation order is obtained.  

1.2.1 Transfer of Correctional Patient Health Information 

Following the decision to admit a correctional patient, the nursing or clerical staff of the referring correctional 

centre must arrange for all the documentation listed in the JH&MFHN Nursing Checklist – Transfer OUT of 

Centre form (JUS010.000) to be given to the FH in accordance with JH&MFHN policy 1.395 Transfer and 

Transport of Patients. 

http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
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1.2.2 Waiting List and Bed Management 

1. When there is no bed immediately available for the patient, an interim management plan must be 

developed by the referring team in conjunction with the CD Custodial Mental Health.  The patient will 

continue to be managed by Custodial Mental Health until they can be either admitted to the FH or LBH, 

or until admission is no longer deemed necessary. Family or primary carer is to be updated as per NSW 

MoH policy directive PD2012_060 Transfer of Care from Mental Health Inpatient Services. 

2. All patients continuing to wait for admission, with an active section 55 order, will be discussed at a 

minimum once each week at the BDC, and the patient’s order of priority for admission will be confirmed. 

Where there is a significant deterioration in the person’s mental state and/or level of risk and a bed is 

available or can be made available, and provided there is an active section 55 order or court/Tribunal order 

for transfer to the FH the medical superintendent of the FH and the medical superintendent of the LBH or 

delegate in conjunction with the NUM LBH MHU, DDON, DDON FH and if after hours, the AHNM, may 

approve the urgent transfer of the person to the LBH or FH without consulting the BDC or the FH Admissions 

Committee. 

1.2.3 Urgent Referrals without a Section 55 Order 

In the case of an identified patient who is in urgent need of admission but for whom a section 55 order has 

not yet been made, the referrer must contact the NUM of the MHSU who may arrange with CSNSW for the 

patient to be transferred to the MHSU whilst awaiting a section 55 order and a bed in the FH or LBH. The 

referrer may contact the CD Custodial Mental Health or the CDFLBH for further advice. 

1.3 Referral of High Risk Civil Patients 

High Risk Civil Patient referrals are made by the LHD’s to the JH&FMHN Community Forensic Mental Health 

Services. These patients are referred to in these procedures as ‘civil patients’.  

1.3.1 Admission Criteria for Civil Patients 

1. The restrictions on liberty in the FH can only be justified when the highest level of security is required and 

no lesser degree of security would provide a reasonable safeguard to the public. It is an unacceptable 

infringement of a patient’s rights to detain him or her in a higher level of security than is required. An 

appropriate hospital bed is one that can provide the necessary clinical treatment programs, is in the least 

restrictive environment consistent with the need to protect the patient and the public and is as close to 

the patient’s home as possible. The high security available within the FH is necessary to detain patients 

who, if in the community, would present a grave and/or immediate risk to the public and who could not 

be safely contained within a less secure unit. 

2. To be admitted to the FH, a civil patient must: 

 manifest a significant risk of serious harm to others, either through violence or other problematic 

behaviour, who cannot be appropriately managed in a setting of lesser security; 

 have a clearly documented history of a mental illness. Comorbid diagnoses such as substance abuse 

and personality disorder may be present, but are not essential in order to be considered a 'high risk 

civil patient'. Intellectual disability and other cognitive impairments may be present, but cannot be the 

primary clinical problem; and 

 have demonstrated, in the past, significant risk of serious harm to others.  

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
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Note: Serious harm is harm resulting in actual or potential physical or psychological damage to a person. 

Documented evidence must be provided that assertive intervention has been unable to safely manage the 

patient. Each case is considered on its own merits, taking full account of the circumstances and patterns of 

behaviour of the patient. 

3. Admission to conditions of high security is not generally suitable for civil patients who: 

 have a diagnosis of primary personality, substance use and/or severe developmental disorder not 

accompanied by a psychotic or severe mood disorder, even where those disorders have resulted in 

criminal behaviour; 

 require close observation to prevent self-injury or suicide, unless this is associated with a significant 

risk to others; 

 require long-term care, but for whom lesser conditions of security would be adequate; 

 would benefit from the stability and support of the conditions in high security but are not a significant 

risk to others, or 

 are over the age of 65. 

4. There would need to be evidence of a failure of management in a less secure hospital, including assertive 

interventions over an extended period, in patients fulfilling the above criteria before admission to the FH 

could be considered.  

1.3.2 Referrals from LHDs 

1. JHFMHN will provide support and advice on the safe care and management of high risk civil patients by 

LHD request.   

2. The Community Forensic Mental Health Service (CFMHS) provides a consultation liaison service and will 

collaborate with the LHD regarding recommendations on the safe care and management of high risk civil 

patients. The CFMHS is contacted on (02) 8838 6290 Monday – Friday 9:00am – 4:00pm. 

3. A recommendation of admission from the CFMHS for a high risk civil patient is made to the Patient Flow 

Committee. This Patient Flow Committee places the patient on a waiting list for a forensic unit if they 

agree. Priority for admission of civil, forensic and correctional patients to forensic units is reviewed 

regularly by the Statewide Forensic Patient Flow Committee (chaired by the Statewide Clinical Director 

Forensic Mental Health). The CFMHS will liaise with the LHD regarding outcomes of the Statewide 

Forensic Patient Flow Committee. The LHD will liaise with the family or primary carer. 

4. Prior to a high risk civil patient’s admission to a forensic unit, JHFMHN and the LHD will collaborate 

regarding discharge planning and transfer back to the LHD for continued care and management, taking 

into consideration LHD resources. In addition, a statement from the LHD must be given giving assurance 

that if the patient is admitted, they will remain involved in the patient’s ongoing care through attendance 

at case reviews and/or In-depth Case Reviews (which may be via teleconference if unable to attend in 

person. The name and contact number of the treating psychiatrist must be advised), and give assurance 

that if the patient is admitted, transfer of care to the LHD will be facilitated at the end of the patient’s 

admission at the FH.     

5. When the CFMHS does not recommend a high risk civil patient for admission to a forensic unit, JHFMHN 

will collaborate with the LHD to provide a report with recommendations as to the safe care and 

management of the patient by the LHD, taking into consideration LHD resources. 



 

 Procedures 

 
Referral, Admission and Transfer of Care 

(Adults) Forensic Hospital Procedure Manual 
May 2015 Page 10 of 30 

6. Where the patient has been determined as requiring a high secure environment by the Statewide Patient 

Flow Committee or the NSW Complex Needs Committee the referral is forwarded to the FH Admissions 

Committee for discussion (FH.AdmissionsCommittee@justicehealth.nsw.gov.au).  

1.3.3 Referrals from Custodial Mental Health 

1. The referral of a correctional patient approaching the end of a sentence must have the support of: 

 the Clinical Director Custodial Mental Health; and  

 where feasible and appropriate the Clinical Director Mental Health of the LHD where the patient 

most recently resided or received mental health care. 

2. The referral requires the support of the LHD Clinical Director at the point of referral because the patient’s 

care is being retained within JH&FMHN following release from custody. This will facilitate transfer of care 

back to the LHD at the end of the admission to the FH. 

3. Referrals from Custodial Mental Health of ‘potential’ civil patients are forwarded to the NSW Forensic 

Patient Flow Committee. The committee will review the referral and if considered appropriate for the 

Forensic Hospital, will forward the referral to FH Admissions Committee 

(FH.AdmissionsCommittee@justicehealth.nsw.gov.au). 

4. Where feasible the family or primary carer are informed and updated concerning the patient’s referral. 

1.4 Transfer to the Forensic Hospital 

1. The transfer from the LHD mental health facility to the FH is by an arrangement, made under section 80 

of the MH Act between the CDFLBH and the referring mental health facility.   

2. The referring LHD is responsible for transporting the patient to the FH, unless the CDFLBH approves 

otherwise. The transport of the patient shall be in accordance with section 81 of the MH Act.   

3. The referring LHD will have agreed in the referral letter to remain involved in the patient’s ongoing care 

through attendance at case reviews and/or In-depth case reviews (which may be via teleconference if 

unable to attend in person. The LHD must also agree they will receive the patient back into its care upon 

transfer of care from the FH. 

1.5 Forensic Patients in the Community 

1. Where a forensic patient on conditional release in the community has breached a condition of his or her 

order or the patient’s mental condition has deteriorated and there is a risk of serious harm to self or 

others, an order from the MHRT made under section 68 of the MHFP Act is required before the patient 

can be admitted to the FH.  

2. The Tribunal must review the case of a person apprehended under section 68. The consultant psychiatrist 

responsible for the forensic patient in the community must seek the agreement of the FH Admissions 

Committee and make a reasoned argument to the tribunal that the patient required a higher level of 

security in the short-term and could not be moved to an alternative local or medium secure unit. 

Forensic patient status does not automatically indicate a need for care in a high secure facility.  

3. The referral of a patient in this scenario is made to the SWFPFC as this committee has representatives 

from the FH, CFMHS and the MHRT. After triaging by the SWFPFC, the FH Admissions Committee 

assesses the patient and determines whether or not the patient is to be admitted. The committee’s 

decision is reported back to the referring psychiatrist and the SWFPFC. 

mailto:FH.AdmissionsCommittee@justicehealth.nsw.gov.au
mailto:FH.AdmissionsCommittee@justicehealth.nsw.gov.au
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.80+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.80+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.81+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.66+0+N?tocnav=y
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2. Admission to the Forensic Hospital 

An admission can be the start of the engagement and assessment process and the commencement of a 

therapeutic alliance with each patient & their family or primary carer. Each patient’s experience during the 

admission process can define their views, expectations and confidence in the services they subsequently 

receive in the short to longer term. It is therefore important that the experience of a patient and their family 

is one that is helpful, beneficial and therapeutic. 

These procedures facilitate the assessment of adult patients admitted to the Forensic Hospital by ensuring: 

 patients are assessed within an appropriate time following admission,  

 assessments include all appropriate mental and physical health, drug & alcohol and risk assessments,  

 assessments take into consideration the cultural, gender and age related needs of patients,  

 patients and their family or primary carer are informed of the assessment process,  

 appropriate multidisciplinary care plans and risk management plans are developed for all patients 

admitted to the Forensic Hospital and documented in their Health Record.  

These procedures must be read in conjunction with JH&FMHN policy 1.325 Referral, Admission and Transfer 

of Care – Forensic Hospital (Adults).  

2.1 Notification of Admission 

1. The NUM of the Admitting Unit is notified by the CDFMH via email of the pending admission and the 

correctional setting the patient will be received from.  

2. The NUM of the Admitting Unit contacts the referring Correctional Centre and the Forensic Liaison 

Officer by email to commence the transfer process (LBH - NUM LBH MHU, MRRC - CNC Mental Health 

and MHOrders@dcs.nsw.gov.au). 

3. Documentation required from referring Correctional Centre: 

1. Pre Transfer Document, which includes demographic details, HCR 20 risk factors, recent DASA items, 

date of last MHRT hearing, 

2. Most recent MHRT report, 

3. A copy of the signed transfer order, 

4. A copy of any Nomination of Primary Carer form and the name and contact details of the primary 

carer, and 

5. A verbal handover including patients’ current mental state, attitude towards transfer, requirement of 

an interpreter on admission for assessment and orientation, etc.  

2.2 Communication of confirmed transfer 

The NUM of the admitting unit advises admission details including Name, Legal Status, date of birth, date 

and time of transfer and transport arrangements in a group email to the following recipients: 

1. Forensic Hospital After Hours Nurse Manager 

2. Forensic Hospital Security and Fire Manager  

3. G4S Security Operations Manager @au.g4s.com 

http://intranetjh/pol/policylib/1.325_Policy_0515.pdf
mailto:MHOrders@dcs.nsw.gov.au
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4. The Forensic Hospital Clinical Director  

5. The Forensic Hospital Director of Nursing  

6. The Forensic Hospital Deputy Director of Nursing  

2.3 The Day of Admission 

The Nurse in Charge is responsible for: 

 Informing the NUM and/or AHNM of all expected admissions prior to the patient arriving at the 

Forensic Hospital. 

 Coordinating the Admission Escort Team which includes a minimum of 3 x PMVA trained staff. 

 The allocation of a bedroom and inform Medirest of the admission via helpdesk.  

 Ensuring Assessment room and appropriate interview room is available, searched and prepared. 

 Ensuring seclusion area is prepared for searching purposes in line with FH Search Procedure. 

 Ensuring the allocation of a Care Coordinator (CC) and Associate Care Coordinator, (ACC) 

 Arranging for an interpreter to be present for the assessment and orientation process.  

 Staff must follow JH&FMHN policy 1.230 Health Care Interpreter Services – Culturally and 

Linguistically Diverse Patients. 

 Ensuring interim TPRIM has been developed by members of the Multi-Disciplinary Team (MDT) prior 

to the patient’s admission from the information known provided in the patient referral and verbal 

handover. 

2.4 Patient Arrival at the Forensic Hospital 

1. New admissions to the FH take priority over all other activity, except where hospital security or staff 

safety could be compromised due to an incident being in progress.  

2. G4S staff must notify the NUM/NIC of the admitting unit the arrival of a patient, who in turn 

communicates the arrival to the admission escort team, DDON/ AHNM and admitting medical staff, and 

ensures the timely arrival of the admission escort team to the Sally Port. 

3. On arrival to the Sally Port at the Forensic Hospital, patients will be met initially by G4S staff then by the 

admission team. The patient must remain in the vehicle until the roller door of the sally port is closed. 

4. On arrival at the Sally Port the patient may be in handcuffs in line with Corrective Services NSW (CSNSW) 

transporting policies. Once CSNSW staff remove the handcuffs, the legal paperwork (section 76D & 76E 

Transport and transfer of forensic patient of the MHFP Act, Tribunal or Court order) is checked by the 

NUM or AHNM, the patient is then in the custody of JH&FMHN. Basic or secure holds are initiated until 

arrival on the admitting unit. 

5. A member of the admission escort team must provide the patient with support and reassurance and 

explain the admission process in terms that s/he can understand 

6. The security officer will conduct security screening of the patient, who remains in secure holds, prior to 

exiting the Sally Port.   

7. If the patient becomes agitated or aggressive at any time on arrival, the admission team must remain in 

the Sally Port until the ERT can attend. 

http://intranetjh/pol/policylib/1.230_policy_0913.pdf
file://SJUSLONFP01/Groups$/SHARED/COMMITTEES/CSF/Policy%20Steering%20Committee/2015/04%20Apr%2015%20meeting%20cancelled%20(clin%20ops%20only)/previous%20policies%20from%20Feb%20and%20Mar%20to%20Exec/fragview/inforce/act+10+1990+pt.5-div.8-sec.76d+0+N%3ftocnav=y
file://SJUSLONFP01/Groups$/SHARED/COMMITTEES/CSF/Policy%20Steering%20Committee/2015/04%20Apr%2015%20meeting%20cancelled%20(clin%20ops%20only)/previous%20policies%20from%20Feb%20and%20Mar%20to%20Exec/fragview/inforce/act+10+1990+pt.5-div.8-sec.76e+0+N%3ftocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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8. In exceptional circumstances medication may need to be administered in the Sally Port. 

9. Patient property is to remain in the Sally Port until a member of staff is available to search/x-ray items 

with a Security officer. 

2.5 Escorting Patient to the Unit of Admission 

1. The admission team are to escort the patient from the Sally Port to the admission unit in at least basic 

hold, unless deemed necessary to use the secure hold. 

2. Consideration by the admission team must be given to the planned path, route and destination. If 

required a staff member must be available to open doors to ensure a clear pathway. 

3. In some circumstances it may be necessary for the patient to be driven to the admission unit, if in an 

ambulance, or when arriving with a police escort. A NSWCS/DJJ van must only enter the Forensic 

Hospital in an extreme high risk situation. The Security control room must be notified in advance and 

access is to be approved by the DON/DDON or AHNM. 

2.6 Patient Admission to the Unit 

1. The nurse allocated to admit the patient must provide the patient with support and reassurance and 

explain the admission process in terms that s/he can understand. 

2. All patients must be searched in the seclusion area in accordance with FH Search procedure.  

3. Patients will be assessed and admitted by a psychiatry registrar and registered nurse in the assessment 

room or other appropriate area prior to entering the communal ward area. 

4. Clinical staff are to commence and complete all tasks on the Admission Checklist Form No FH1. 

5. If the patient has been assessed as being at risk to themselves or others and requires seclusion, please 

refer to NSW MoH PD2012_035 Aggression, Seclusion & Restraint in Mental Health Facilities in NSW.  

6. The patient and his/her belongings must be searched on arrival from the Sally Port in accordance with FH 

procedures.  

7. The nurse allocated to admit the patient must ensure that a photograph of the patient is taken and 

attached to the JH&FMHN Consent for Photography form (JUS020.100) in the patient’s Health Record. 

The consent of the person to be photographed must be obtained before the photograph is taken and 

countersigned by the clinician.  

8. Once admitted, the patient should have a full orientation to the unit as soon as practicable 

9. The patient and, if present, his/her primary carer must be given a copy of The Unit’s Patient Information 

booklet. If the primary carer is not present at the time of admission, and the patient is able to consent 

and so consents, then a copy of the booklet should be sent to the primary carer by post. 

10. The Patients Rights Leaflet must also be given to the patient and documented in the health record  

11. Clinical staff must assist patients to understand information relevant to them by providing both written 

documentation and oral explanations. 

12. Patients must be told that they may practise their faith and have access to representatives of their faith 

during their stay in the FH.  

13.  The patient’s family or primary carer is notified of the admission. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
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2.7 Assessment on Admission 

1. When assessing a patient, clinical staff must use the appropriate clinical modules and outcome measures 

(MH-OAT Mental Health Outcomes & Assessment Tools). 

2. If it is considered likely that a correctional patient will require admission beyond seven days, then a 

certificate under section 56(2) must be completed as soon as possible. The order for transfer is only an 

interim order and must be replaced by a section 56(2) order for stay beyond a seven day period.  

3. A Section 56(2) notice to remain must be accompanied by a report prepared by a medical practitioner 

outlining details as to why the patient requires treatment in a mental health facility. 

4. Nursing and psychiatric medical staff must assess each patient on admission in order to compile 

treatment and management plans. The initial treatment and management plan must address the 

immediate health care needs of the patient and be informed by the patient’s expressed wishes.   

5. The initial assessment of a patient must include assessments of:   

a) mental state, including suicidality and history of suicide attempts, 

b) substance use, 

c) physical health, and 

d) risks to self or others. 

6. An anamnestic assessment must be commenced on admission, with the most recent episode of 

aggression identified within the first 24 hours of admission, in order to inform the interim risk 

management plan. 

7. The Treatment and Management Plan (TPRIM) must : 

a) identify the risk factors for self or others including sexual safety and risk of exploitation, and 

b) specify: 

i) the initial observation level of the patient; 

ii) the group or individual activities on the unit and within the FH in which the patient is permitted 

to participate; 

iii) the personal belongings to which the patient may have access,  

iv) the areas of the unit to which the patient may have access; and 

v) the escort requirements of the patient which must be the highest (most restrictive) Security 

Category and leave Entitlement (SCALE) until the patient has been reviewed by the MDT. 

2.8 Multidisciplinary Assessment 

1. The patient must have a Clinical Review Meeting (Ward Round) within 1 week of admission and an In-

Depth Case Review as soon as possible but not longer than 6 months. The In-Depth Case Review will 

include assessment by Allied Health, nursing and psychiatry staff. Where appropriate, an assessment of 

the patient’s educational needs will be conducted. Staff will identify the goals of treatment, patient 

strengths and areas of need in collaboration with the patient. 

2. The MDT must develop a comprehensive and individualised Treatment and Management Plan (TPRIM) 

for the patient. 
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3. The consultant is responsible for convening the Clinical Review Meeting, inviting outside agencies to 

attend including their family or primary carer and ensuring that each discipline contributes to the 

treatment and management plan. The patient will be encouraged, if appropriate, to actively participate in 

this process and contribute to the development of the treatment and management plan. 

4. A copy or a summary of the treatment and management plans must be given to the patient, if 

appropriate considering risk and sensitivity of the content of the plan. The family or primary carer 

5. will also need to be informed of any risks to them if visiting. 

6. The treatment and management plans must include: 

a) risks, 

b) early warning signs. 

c) triggers. 

d) treatment – biopsychosocial. 

e) placement, 

f) restrictions, 

g) implementation, 

h) monitoring, and 

i) specific management 

7. The treatment and management plan must also: 

a) identify the member of the MDT responsible for carrying out each element of the plan, 

b) where appropriate, specify a completion date for the particular element of the plan, 

c) set a date for the next review of the plan, and 

d) be signed by the CC and patient (if appropriate). 

8. The treatment and management plans TPRIMs include recommendations for assessments by other 

disciplines, such as speech pathology, physiotherapy or addictions medicine, which will need to be 

arranged by the CC or psychiatry registrar. They are reviewed regularly at, Clinical Review Meetings, in-

depth case reviews and updated whenever there is a significant change in the patient’s presentation, risk 

status or proposed management.  

3. Referral within the Forensic Hospital 

1. To refer a patient for transfer to another unit (excluding emergency transfers) the JH&FMHN Internal 

Transfer Request form should be used.   

2. The form is to be coordinated by the Nursing Unit Manager but completed by the Consultant 

Psychiatrist, Care Coordinator, Psychologist, Occupational Therapist, and Social/Welfare Worker.  

3. The form is sent to the NUM and Consultants of the unit the patient is being referred to. The receiving 

unit must document the outcome of their assessment on the Internal Transfer Request Form which is 

then placed in the patient’s health record.   

4. The NIC or NUM is to inform the referring unit of the outcome. 

5. The assessment outcome must also be discussed at the next FHAC. 
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3.1 Transferring patients to non-acute units within the Forensic Hospital 

 All transfers are discussed at the FHAC. 

 The Forensic Hospital Patient Admission Discharge & Escort Transfer Notification form is to be 

completed by the NIC of the discharging unit and saved and sent as an attachment to the FH Patient 

Escort & FH Transfer Notification distribution group.  

 The NIC from the discharging unit must liaise with the NUM/NIC from receiving unit to arrange and 

confirm availability of bed and a mutually appropriate time for the transfer to occur.  

 When the patient is ready to be moved from one unit to another the number of staff involved in the 

escort, should be determined according to their current SCALE.  

 Routine protocols on admission such as personal searches (where deemed appropriate) and processing 

property must be undertaken and documented.  

 A transfer entry must be completed prior to transfer in the patient’s health record 

 Staff from all disciplines are to provide a written and verbal handover to their relevant disciplinary 

equivalent at the receiving unit, including current mental state, relevant behavioural issues and risks. The 

patient’s health records must accompany the patient. 

 Where appropriate the MDT’s may also meet to discuss matters more fully. 

 The NIC/ Ward Clerk must ensure that PAS has been updated on transfer. 

 The Family and primary carer must be informed of the transfer and this is to be documented in the 

patient’s health record. 

3.2 Transfer Paperwork 

The following list of paperwork is to be scanned & placed in the patient’s own file on the G drive: 

1. MHRT reports for the last 12 months, 

2. Current risk assessment, 

3. HCR20 (current for last 3 months), 

4. PCLR (with details, if available), 

5. In Depth Case Review including any other actuarial tools (if available), 

6. Anamnestic assessment, 

7. Neuro-psych assessment (if available), 

8. Occupational Therapy Functional Assessment (if available), 

9. Police documentation (if available - record of interview at time of arrest; police fact sheets; criminal 

record/history - adult and juvenile), and 

10. Court documentation (if available - court reports, crown case summary, judgements, psychiatrist's 

reports, pre-sentence reports judge's comments, victim's statements. 

3.3 Transferring patients to acute units in the Forensic Hospital 

1. On occasion it may be necessary to facilitate a transfer to a more acute unit due an increase in a patient’s 

dynamic risk, or other requirement, which indicates the need for more intensive care.  
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2. Assessment of the patient for transfer should be conducted by the registrar of the referring unit, in 

consultation with the treating consultant psychiatrist and appropriate members of the MDT.  

3. Liaison with the receiving psychiatrist, and NUM of the receiving unit, should be facilitated when a 

decision is made by the treating team that the patient requires transfer to a more restrictive environment 

to safely continue treatment. 

4. A rationale for transfer must be documented by the registrar or consultant psychiatrists in detail in the 

patient’s Health Record, and include outcomes of discussions with the receiving unit. 

5. The CDFLBH and DDON if in business hours, or AHNM if out of hours should be informed of the need for 

transfer if an emergency transfer is required. 

6. Once accepted by the receiving team, the NIC of the referring and receiving units will be required to 

arrange the transfer.  

7. The Forensic Hospital Patient Admission Discharge & Escort Transfer Notification form is to be 

completed by the Shift Leader team of the discharging unit and saved and sent as an attachment to the 

FH Patient Escort & FH Transfer Notification distribution group. 

8. Prior to transfer the patients Treatment & Management plan must be updated. This will indicate the 

patient’s SCALE rating and this will guide how many staff are required for escort. 

9. The NIC of the discharging unit will contact the NIC of the receiving unit immediately prior to transfer. 

10. Routine protocols on admission such as personal searches and processing property must be undertaken 

and documented.  

11. Patients must be assessed by a medical officer prior to entering the ward area. Seclusion may need to be 

commenced – as per to NSW MoH PD2012_035 Aggression, Seclusion & Restraint in Mental Health 

Facilities in NSW. 

12. The NIC/ Ward Clerk must ensure that PAS has been updated on transfer. 

13. The Family and primary carer must be informed of the transfer and this is to be documented in the 

patient’s health record. 

4. Transfer of Care 

This section of the manual sets out the treating team’s responsibilities in relation to advice, information 

sharing, and documentation to ensure continuity of care and safety are maintained during the transfer 

process. Transfer of care is a structured, standardised process for ensuring the safe, efficient and effective 

transition of people with a mental illness between inpatient settings and from hospital the community. 

Transfer of care is part of the continuum of care that starts with the person’s admission to hospital. Effective 

transfer of care planning is delivered by mental health services that are responsive to consumer needs and 

inter-linked with other agencies, service providers, carers and the consumer, using a collaborative approach. 

Refer to NSW MoH PD2012_060 Transfer of Care from Mental Health Inpatient Services.  

Transfer of care from the FH to LHD’s occurs in conjunction with, and is dependent on, the process of review 

conducted by the Mental Health Review Tribunal. For all patients in the Forensic Hospital, the provision of 

high quality reports to the MHRT is an integral part of the transfer of care planning process. The MH Act 

requires that a patient be treated in the least restrictive environment possible. Patients must not be detained 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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in a high secure facility any longer than is clinically necessary. Once the multidisciplinary team (MDT) 

determines that a patient no longer requires care in a high secure setting, the team must take the steps 

detailed in these procedures to arrange for the transfer of the patient to a more appropriate care setting. 

NSW MoH PD2012_060 Transfer of Care from Mental Health Inpatient Services requires a Discharge 

Coordinator be nominated for each patient. For the purposes of these procedures, a patient’s Care 

Coordinator (CC) is deemed to be the patient’s Discharge Planning Coordinator. The CC may be any qualified 

mental health practitioner who is a member of the MDT.  

These procedures must be read in conjunction with JH&FMHN policy 1.325 Referral, Admission and Transfer 

of Care (Adults) – Forensic Hospital. 

4.1 Clinical Review Meetings 

1. A Clinical Review Meeting is a multidisciplinary meeting to review and plan a patient’s care and 

treatment, which includes transfer of care planning. 

2. The registrar must organise the Clinical Review Meeting and ensure that all members of the MDT 

involved in current care and follow-up care are invited with sufficient notice to attend the meeting. 

3. Where appropriate, representatives from the relevant LHD and community service providers must be 

invited to attend Clinical Review Meetings held prior to transfer of care. Where such representatives 

cannot attend the meeting, the CC must ensure that the views of those persons are sought and 

presented to the meeting. 

4. The consultant psychiatrist will chair the meetings. The outcomes of the meetings must be recorded in 

the patient’s Health Record. The meeting may be held as part of a ward round so long as all the relevant 

persons have been invited to attend. 

5. A Clinical Review Meeting will be held prior to a MHRT hearing where a recommendation for transfer of 

care is being sought or is likely to be made. The current treatment and management plan and proposed 

Transfer of Care Plan must be made available to the tribunal along with relevant reports as outlined 

below. 

4.2 The Transfer of Care Planning Process 

The following steps must be followed for all patient types. These steps have been adapted for the forensic 

mental health setting from NSW MoH PD2012_060 Transfer of Care from Mental Health Inpatient Services. 

Transfer of Care from Mental Health Inpatient Services. When following these generic steps there are specific 

requirements for particular patient groups: 

1. The MDT must ensure that the patient and his/her family and/or primary carer are involved in transfer 

planning and are kept informed of the patient’s expected transfer of care dates and times (if 

appropriate). 

2. The MDT must conduct regular reviews of the patient and document those reviews and outcomes in the 

Health Record. Refer to JH&FMHN policy 1.069 Care Coordination, Planning and Review – Forensic 

Hospital for detailed guidance regarding Clinical Review Meetings. 

3. Identify and contact the relevant LHD and community support providers, for example, a consultant 

psychiatrist from the local medium or low secure mental health facility, community care coordinator or 

case manager, psychologist, private psychiatrist, and/or HASI provider. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
http://intranetjh/pol/policylib/1.325_Policy_0515.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
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4. At an appropriate point in the admission, the CC will invite representatives from the anticipated receiving 

LHD and other anticipated care providers including the family or primary carer to attend a Clinical Review 

Meeting. 

5. Where the patient is being transferred to an LHD inpatient mental health facility, the receiving LHD will 

initiate contact with the relevant community mental health team, general practitioner, accommodation 

services and programs (where appropriate) in order to continue treatment and provide assertive follow 

up.    

6. The consultant psychiatrist must ensure that a structured risk assessment (including all historical, 

dynamic, and future risk factors) is completed in accordance with JH&FMHN policy 1.078 Clinical Risk 

Assessment and Management – Forensic Hospital. Risk of harm to self must be assessed in accordance 

with NSW MoH PD2005_121 Suicidal Behaviour – Management of Patients with Possible Suicidal 

Behaviour, the Framework for Suicide Risk Assessment & Management for NSW Health Staff and 

JH&FMHN risk management guidelines. This must be discussed with, and provided to, the relevant LHD 

or treating team. 

7. In collaboration with the receiving LHD, the patient, their legal guardian and, where appropriate, family 

and/or carers, the MDT must develop a transfer of care plan detailing: 

a) patient management plan (including wellness strategies), 

b) key referral services and programs (e.g. HASI), 

c) medical and community support follow-up arrangements, 

d) emergency contact numbers, and 

e) contingency and relapse response plans. 

8. The Consultant or delegate must ensure that a ‘Notice of Intent’ is submitted to the MHRT at least three 

weeks in advance of a required hearing date and must also book a hearing with the Forensic or Civil 

Division of the tribunal when the patient’s clinical status indicates readiness for transfer and the 

arrangements for follow-up have been established and agreed. 

9. The relevant members of the MDT must prepare reports for the tribunal in accord with the guidelines for 

such reports contained in Forensic Patient Guidelines: for the assessment and management of risk to 

others incorporating a guide to forensic patient report writing.  

10. The Transfer of Care (Discharge) Plan must take into account any other legal orders, such as a FCTO, CTO, 

Financial Management Order, or Guardianship order (including length and expiry dates). If a view is 

formed that a patient with a Protected Estate order no longer requires management of his or her affairs, 

then the consultant psychiatrist must advise the Office of the Protective Commission. 

11. The CC must ensure that the patient completes the clinical modules and outcome measures (MH-OAT). 

The relevant patient-rated measures are modules SR1 and SR2 unless contraindicated.  

12. The CC must inform the Pharmacy Department at least 48 hours prior to the patient’s transfer to ensure 

that sufficient medications can be sent with the patient, in accordance with the JH&FMHN Medication 

Guidelines. 

13. Patients prescribed more than five medications must be referred to the Pharmacy Department by the CC 

at least five working days beforehand (or as soon as the transfer date becomes known) to facilitate 

medication counselling by a clinical pharmacist. 

http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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14. In the case of a community placement, the nominated clinician of the MDT must ensure prior to transfer 

that the patient has an appointment with a named LHD clinician and that the first follow-up appointment 

has been set for within 7 days of the transfer. The CC must also confirm and document the steps that the 

LHD community mental health service, GP or other health provider must take if the patient misses the 

appointment, which must include informing the CDFLBH or SCDFMH. 

15. The registrar must advise the JH&FMHN CFMHS of a patient’s transfer from the FH into LHD inpatient or 

community mental health care. 

16. The CC must ensure that an MDT assessment of the patient’s mental state is undertaken immediately 

prior to transfer, including risk of harm to self and others. Except in the case of mandatory transfer, for 

example where the person’s sentence has expired, the decision to transfer may be deferred if the patient 

presents with active risks at that time. On the day of the transfer, the allocated nurse must conduct a final 

clinical appraisal of the patient, critically examine the Health Record and record this final appraisal prior 

to completion of the transfer documentation. 

17. On the day of the transfer, the CC and registrar must give a verbal hand-over to the receiving mental 

health facility, correctional or detention centre health centre or community service provider. 

18. The CC must provide a copy of the transfer care plan to the patient and, with the patient’s consent, his or 

her primary carer and/or family (including children where relevant). 

19. Prior to transfer, the CC must complete the Transfer Summary clinical module (MH-OAT Transfer 

Summary). Where relevant, other members of the treating team will also provide written summaries. The 

patient must be informed that information will be sent to the receiving service. The Transfer Summary 

must include information relevant to the general practitioner/health professional, such as advice about 

any recent changes to management and medication requirements, the level of risk of harm to self or 

others and the contact details for the mental health professional responsible for the coordination of the 

person’s care as well as contact details for the family or primary carer. 

20. On Transfer of Care JHFMHN aims to provide the LHD with comprehensive clinical documentation and 

history. A patient transferred to an LHD inpatient mental health facility or to the community must have a 

full transfer summary prepared in accordance with the Service Level Agreement regarding the provision 

of mental health services to forensic patients under the care of general mental health services and high 

risk civil patients. The following information may be reasonably expected from JHFMHN in most cases: 

 Recent Mental health Review Tribunal report 

 Current risk assessment 

 HCR20 risk assessment (recent) 

 PCL-R(if available) 

 Other structured risk assessments (if available) 

 Anamnestic assessment 

 Neuropsychological assessment( if available) 

 Occupational Therapy Functional Assessment (if available ) 

 Social Work report (if available) 

 Police documentation(if available-record of interview at time of arrest; police  fact  

 sheets; criminal record history-(adult and juvenile) 
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 Court documentation(if available-court reports, crown case summary, judgements, psychiatrist 

reports, pre-sentence reports judges’ comments, victims statements) 

21. The Transfer Summary must be sent by facsimile to the LHD mental health inpatient facility or 

Community Mental Health Team and nominated GP on the day of transfer of care. A copy of the patient’s 

transfer of care (discharge) plan must be attached to the Transfer Summary. The full transfer summary 

must be sent to the receiving LHD within seven days of transfer. 

22. The patient will only be released into the care of family and/or primary carer at a time when support 

services have confirmed. In cases where transfer occurs sooner than anticipated, the community mental 

health team may need to be alerted and included in the planning process. 

4.3 Correctional Patients 

4.3.1 Transfer to a Correctional Centre 

1. Decisions to transfer patients from the FH to the MHU or MHSU are made by the Forensic Hospital 

Admissions Committee or CDFLBH in urgent circumstances. 

2. Transport arrangements must be made in accordance with the procedures associated with the 

Administration of security conditions and information sharing protocols between CSNSW and JH&FMHN 

in relation to Correctional Patients’. 

3. The NUM of the relevant unit in the FH will attend the FH Admissions Committee to plan the transfer of a 

correctional patient. 

4. Where the committee agrees to transfer a correctional patient to the MHU (whether to a CSNSW 

correctional location or to the community) the CSNSW Senior Project Officer (Forensic Liaison) in 

consultation with the DDON and/or NUM (if after hours, the AHNM) must: 

a) discuss this as soon as possible with the appropriate CSNSW persons who will determine the 

placement and transport arrangements, and 

b) discuss issues relating to the patient returning to the community, including negotiation with CSNSW 

Community Corrections, other committees, tribunals & other relevant organisations and finalise any 

paperwork required to be completed by CSNSW. 

5. The NUM (if after hours, the AHNM) and Senior Project Officer (Forensic Liaison) 

(MHOrders@dcs.nsw.gov.au) will negotiate the transfer of care date and time, in order to facilitate the 

appropriate paperwork is completed and Mental Health legislation is complied with.  

6. For patients transferred to a correctional environment, the CC must indicate on form FH2 Discharge 

Checklist all pending appointments, referrals, waitlist entries and medical alerts from PAS. 

7. For patients who have a change in their ongoing care needs, the allocated nurse must record any clinical 

recommendations on a JH&FMHN Health Problem Notification form (HPNF) (JUS005.001). 

8. If the patient requires special transport considerations upon transfer, a JH&FMHN Medical Certificate 

Consideration for Special Transport form (JUS200.035) must be completed and sent to the Executive 

Director Clinical Operations (Custodial Health) for authorisation in accordance with JH&FMHN policy 

1.395 Transfer and Transport of Patients. The CC must ensure that copies of these forms are given to 

CSNSW and the originals kept in the patient’s Health Record. 

9. The family or primary carer is also to be informed of the transfer. 

mailto:MHOrders@dcs.nsw.gov.au
http://intranetjh/forms/Forms/JUS200.035.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
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4.3.2 Expiry of a Correctional Patient’s Sentence or Release during an Admission 

1. A correctional patient detained in the FH under section 55 or section 56(2) of the MHFP Act may be 

released as a result of: 

a) the expiry of the person’s sentence during his or her admission, 

b) the release of the person on parole, 

c) an order of the MHRT or the Court, or 

d) the release of the person on bail. 

Transfer in the case of (a), (b) or (c) above will usually be able to be planned in accordance with these 

procedures. Where release occurs as a result of (d) and is earlier than anticipated, then every effort must 

be made to accelerate the processes for transfer while maintaining consistent standards of 

communication, consultation and documentation in relation to management, follow-up plans and risk 

assessments. 

2. The MHRT must be contacted concerning registered victims whenever a correctional patient is released 

during an admission  

3. Prior to the expiry of a patient’s sentence or the date of parole, the MDT must consider whether, following 

the expiry of the sentence, the patient is likely to continue to require treatment as an inpatient either 

voluntarily or involuntarily.  

4. If the patient is likely to require treatment as an inpatient: 

a) The consultant psychiatrist or delegate informs the CDFLBH & SCDFMH  

b) The consultant or delegate must identify and contact the appropriate mental health facility of the 

LHD for the patient’s expected place of residence and advise the appropriate officer of the facility of 

the expected date of transfer of the patient, and 

c) the consultant psychiatrist or psychiatry registrar for the patient must complete a Schedule 1 form 

prior to the patient’s transfer. 

5. If it is known that the patient has a court appearance and:  

a) there is a possibility they may be discharged by the court and  

b) the patient requires continued admission,  

then consideration should be given to completing a Schedule 1 under the MH Act so that if the court 

discharges the patient they can be apprehended by police and transported to a mental health declared 

facility. 

6. If the patient was homeless prior to his or her incarceration in a correctional or detention centre or the 

patient would otherwise be homeless on release from the FH, then the CC must consult with the team 

social worker. A patient who has been detained involuntarily in the FH must have appropriate and stable 

accommodation arranged prior to release to the community. 

4.4 Transfer to a Local Health District Inpatient Mental Health Facility 

4.4.1 Forensic Patients including Correctional Patients 

1. All successful referrals to Medium Secure Units are discussed at the Forensic Hospital Admissions 

Committee FHAC and recorded on the Forensic Hospital Patient Flow Report, wait list out. 

http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.55+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+sch.1+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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2. Vacant beds at MSU’s are identified and discussed at the Statewide Forensic Patient Flow Committee and 

the FHAC. 

3. The MSU’s NUM or Consultant then liaises with the NUM of the transferring unit to confirm the patient to 

be transferred and the transfer date. 

4. The transfer of a forensic patient from the FH to an LHD mental health facility requires an appropriate 

order from the appropriate authority authorising the transfer. In most cases, an interim transfer 

arrangement may be made under the provisions of section 76E of the Mental Health (Forensic Provisions) 

Act 1990 and then, when the patient has settled in the new facility, a permanent order can be sought from 

the MHRT. The Chief Executive JH&FMHN, the Executive Director Clinical Operations (Forensic Health), the 

Service Director Forensic Mental Health, the Statewide Clinical Director Forensic Mental Health and the 

Coordinator Forensic Mental Health all have the delegated authority to make a section 76D & 76E of the 

MHFP Act, order.  

5. The decision to make a section 76D & 76E of the MHFP Act, order or apply to the MHRT for the transfer of 

a patient will be made at a ward round/Clinical Review Meeting when the multi-disciplinary team (MDT) is 

present. The CC (or delegated representative), must ensure carers and/or nearest relative are aware of the 

meeting and if possible arrange their attendance. Assistance with travelling must be offered to the carers 

and/or nearest relative, if required. The MDT must consider the type of facility to which the patient could 

be transferred and the level of security that would be appropriate to manage the patient’s level of risk. 

6. Following the decision to request a transfer, the MDT prepares a report for the MHRT in accordance with 

these procedures. 

7. On confirmation of a transfer date The Forensic Hospital Patient Admission Discharge & Escort Transfer 

Notification form is to be completed by the Shift Leader of the discharging unit, saved and sent as an 

attachment to the FH Patient Escort & FH Transfer Notification distribution group. 

8. The patient’s family and primary carer are also informed and provided with contact details for the MSU. 

9. Social work/Welfare will inform patient accounts of the transfer details and ensure an appropriate amount 

of money is withdrawn to accompany the patients. 

10. The transfer checklist is completed. 

11. Where appropriate AVL facilities may be used to introduce the patient to the new treating team and allow 

for any questions either party may have. 

4.5 Standard Information to be sent on Referral, Assessment and Transfer of Patients to  

           Medium Secure Units 

On Referral, Assessment and Transfer of Patients Protocol Number 2013-01 Standard Information to be sent 

is to be followed: 

1. Cover letter 

2. MHRT reports for the last 12 months 

3. Current risk assessment  

4. HCR20 (current for last 3 months) 

5. PCLR (with details, if available) 

6. Any other actuarial tools (if available) 

file://SJUSLONFP01/Groups$/SHARED/COMMITTEES/CSF/Policy%20Steering%20Committee/2015/04%20Apr%2015%20meeting%20cancelled%20(clin%20ops%20only)/previous%20policies%20from%20Feb%20and%20Mar%20to%20Exec/fragview/inforce/act+10+1990+pt.5-div.8-sec.76d+0+N%3ftocnav=y
file://SJUSLONFP01/Groups$/SHARED/COMMITTEES/CSF/Policy%20Steering%20Committee/2015/04%20Apr%2015%20meeting%20cancelled%20(clin%20ops%20only)/previous%20policies%20from%20Feb%20and%20Mar%20to%20Exec/fragview/inforce/act+10+1990+pt.5-div.8-sec.76e+0+N%3ftocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
file://SJUSLONFP01/Groups$/SHARED/COMMITTEES/CSF/Policy%20Steering%20Committee/2015/04%20Apr%2015%20meeting%20cancelled%20(clin%20ops%20only)/previous%20policies%20from%20Feb%20and%20Mar%20to%20Exec/fragview/inforce/act+10+1990+pt.5-div.8-sec.76d+0+N%3ftocnav=y
file://SJUSLONFP01/Groups$/SHARED/COMMITTEES/CSF/Policy%20Steering%20Committee/2015/04%20Apr%2015%20meeting%20cancelled%20(clin%20ops%20only)/previous%20policies%20from%20Feb%20and%20Mar%20to%20Exec/fragview/inforce/act+10+1990+pt.5-div.8-sec.76e+0+N%3ftocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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7. Anamnestic assessment 

8. Neuro-psych assessment (if available) 

9. Occupational Therapy Functional Assessment (if available) 

10. Police documentation (if available - record of interview at time of arrest; police fact sheets; criminal 

record/history - adult and juvenile) 

11. Court documentation (if available - court reports, crown case summary, judgements, psychiatrist's 

reports, pre-sentence reports judge's comments, victim's statements. 

4.6 Civil Patients 

1. Civil patients may be transferred from the FH to another declared mental health facility under the 

provisions of sections 80 and 81 of the MH Act. That is, the CDFLBH may transfer a civil patient to another 

mental health facility, by arrangement with a medical officer of the other mental health facility. Although 

not strictly required by legislation, such an arrangement must be in writing and on the form provided for 

the purpose. 

2. The medical superintendent or delegate must take all reasonably practicable steps to notify the primary 

carer of the patient.  

3. In the case of a civil patient, the LHD which referred the patient to the FH has already agreed to receive 

the patient back upon completion of treatment. The decision to transfer a civil patient back to an LHD 

mental health facility will be made by the MDT in consultation with the Clinical Director for that mental 

health facility. 

4. Once the LHD has implemented plans for the transfer of the patient, the relevant NUM of the FH will 

arrange a transfer date with the appropriate officer of the LHD, for example the Bed Manager of the 

receiving mental health facility. 

5. The transport of a civil patient to an LHD facility is the responsibility of the referring LHD. 

4.7 Forensic Patients – Conditional Release to the Community 

1. Where the MDT considers that it would be appropriate for a forensic patient to be conditionally released 

into the community, then the Discharge Planning Coordinator must ensure the following documents are 

produced for the MHRT: 

a) reports for the MHRT from the relevant members of the MDT, 

b) an independent assessment by CFMHS, and 

c) written confirmation from the LHD that the patient has been accepted and that they agree to provide 

him or her with the level of care outlined by the treating team and CFMHS. 

2. When the above documents have been completed, the MHRT should be notified conditional release is 

being sought. The MHRT are likely to have a future hearing already booked for the patient. 

4.8 ‘Unexpected’ Transfer of care directly to the Community from the Forensic Hospital 

4.8.1 Forensic and Civil Patients 

1. The nature of the population in a high secure hospital is such that transfers will be carefully planned and 

in accordance with the guidelines already set out in these procedures. However, within forensic 

http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.3+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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psychiatric services, unusual situations can arise. Occasionally, patients may be transferred unexpectedly 

from the FH directly to the community. This may occur as a result of: 

a) the release of a person on bail, or 

b) an appeal to the MHRT or Supreme Court and the order being discharged. 

2. Contingency plans must be made to cover such ‘unexpected’ events.  For example, prior to a MHRT 

hearing, the Clinical Review Meeting will have in place contingency plans in response to a tribunal 

decision not to continue detention. 

3. When any of these events occur it is essential that the receiving LHD mental health service and relevant 

carers are fully aware and able to offer appropriate and intensive support within the community. 

4. If there is a pre-transfer meeting or Clinical Review Meeting, the CC, or delegate must attend. Whenever 

possible, a representative from the receiving LHD mental health service will also be present. When this is 

not possible, a telephone clinical review between the patient’s consultant psychiatrist at the FH and the 

consultant psychiatrist from the LHD will occur. 

5. The CC must ensure that carer(s) are invited to the meeting.  

6. The Transfer of Care or Discharge Plan will identify services that are available in the community. 

7. The risk assessment must be updated and, together with contingency plan, agreed by the patient and 

relevant carers. 

8. If release occurs without the benefit of a Clinical Review Meeting, the community mental health service 

should ensure an early date for review is set. 

9. When release directly to the community occurs, the CC must ensure an urgent follow-up visit is arranged 

with the local LHD mental health service. This will be included in the Transfer of Care Plan. 

10. If possible, an out-patient appointment with the appropriate LHD consultant psychiatrist will be made for 

immediately following release. 

11. The CC must negotiate with the receiving service to alert and activate all required community services. 

12. A Clinical Review Meeting will be held between the FH and the LHD mental health service in the area 

where the patient will be living as soon as is practicable. 

13. Relevant clinical information must be transferred as soon as possible to the local LHD mental health 

service. 

14. CFMHS must be informed of the release, as soon as practical. 

15. Release should be on a normal working day and within normal working hours. 

16. ‘Unplanned’ releases from the FH are, by their very nature, likely to be highly unusual. Consideration 

must be given to holding a critical incident review of the process. 
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4.9 Summary of the Transfer of Care Planning Process for Patients Transferred to 

           another Mental Health Facility or to the Community 

Pre-Admission 1. Liaise with the CFMHS concerning the planning of transfer of care. 

2. Identify responsible LHD and record.  

3. Identify and inform local Area Mental Health Service of admission.  

4. Identify contacts with statutory agencies and request medical, social services and 

probation records.  

5. Identify family or primary carer contact details 

Admission 
1. Inform LHD Mental Health Service of date of admission in writing.  

2. Request in writing identification of care coordinator/link worker from Area Mental 

Health Service.  

3. Confirm in writing that the LHD Mental Health Service accepts responsibility for the 

patient on transfer.  

4. Inform the family or primary carer 

During 

Admission 
1. Invite LHD Mental Health Service, care coordinator/ link worker and others with 

statutory responsibility to case conferences. Request advice on local 

facilities/community placements in home area. Encourage joint case management 

model to be implemented. 

2. Provide information to patient, carers and family members as appropriate.  

3. Consideration must be given to victim issues and police liaison. 

Mental Health 

Review Tribunal 
1. Inform LHD Mental Health Service /care coordinator/ link worker of forthcoming 

MHRT hearings. 

2. Seek facilities report from LHD Mental Health Service, including accommodation, 

follow-up and management plan that will be implemented on patient’s transfer. 

3. Copy MHRT reports to LHD Mental Health Service. 

4. Agree plan with LHD Mental Health Service for future management in the event of 

transfer by the tribunal. 

5. Ensure the family or primary carer is aware of forthcoming MHRT. 
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Pre-Transfer of 

care 

1. Follow the procedures for transfer of care planning between the FH and LHD. Essential 

elements include:-  

a) Agreed transfer of care plan between LHD and the FH.  

b) Identified community/hospital consultant psychiatrist.  

c) Identified LHD care coordinator.  

d) Identified Community Offender Services Case Worker for correctional patients on 

parole.  

e) Agreed arrangements for out of hours and emergency mental health response.  

f) For community placements, agreed plan for possible re-admission to hospital, 

including emergency hospital placements. 

g) Patient, family and/or carer aware of transfer plans and relevant LHD contact and 

appointment details. 

Transfer of care 
1. Conduct a Transfer of Care Planning and Review Meeting to include all relevant 

agencies.  

2. Complete transfer documentation.  

3. Arrange appropriate mode of transport for the patient from the FH. 

5. Definitions 

In this policy the term Clinical Director means the Clinical Director, Forensic and Long Bay Hospitals. This 

policy presumes that the Clinical Director is also the Medical Superintendent of the FH. Any reference to the 

Clinical Director should be read, where applicable, as a reference to the Medical Superintendent. The terms 

‘forensic patient’ and ‘correctional patient’ have the meanings given in the Mental Health (Forensic Provisions) 

Act 1990, hereafter the MHFP Act. 

Civil Patient 

An involuntary detained patient of a declared mental health facility who is not also a forensic patient and is 

detained in accordance with the MH Act. 

Forensic Patient 

A person who:  

1. is found unfit to be tried (section 14) or subject to a limiting term (section 24 of the MHFP Act) after a 

qualified finding of guilt, and detained in a hospital, prison or other place, or granted conditional release. 

2. is subject to a special verdict of not guilty due to mental illness (NGMI) and detained in a hospital, prison 

or other place, or granted conditional release (section 39 of the MHFP Act). 

3. is granted bail with conditions after being found unfit to be tried. 

4. is a person in respect of whom an extension order or interim extension order is in force. 

5. is a person who is a member of a class of persons prescribed by the regulations (currently includes a 

person found not guilty of an offence by reason of mental illness or mental impairment under the law of 

Norfolk Island, and who is held in custody in NSW). 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.4-sec.24+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.4-sec.39+0+N?tocnav=y%22
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Correctional Patient 

A person, other than a forensic patient, who: 

 has been transferred from a correctional centre to a mental health facility while serving a sentence of 

imprisonment, or while on remand, and who has not been classified by the Tribunal as an involuntary 

patient. 

Serious harm 

In the mental health legislation means: 

 physical harm  

 financial harm  

 harm to reputation or relationships  

 neglect of self  

 neglect of others (including children) 

Primary Carer  

The primary carer of a person (the patient) for the purposes of the Mental Health Act 2007 is either the 

nominated primary carer or:  

(a)  the guardian of the patient, or 

(b)  the parent of a patient who is a child (subject to any nomination by a patient referred to in paragraph 

(c)), or 

(c)  if the patient is over the age of 14 years and is not a person under guardianship, the person nominated 

by the patient as the primary carer under this Part under a nomination that is in force, or 

(d)  if the patient is not a patient referred to in paragraph (a) or (b) or there is no nomination in force as 

referred to in paragraph (c):  

(i)  the spouse of the patient, if any, if the relationship between the patient and the spouse is close 

and continuing, or 

(ii)  any person who is primarily responsible for providing support or care to the patient (other than 

wholly or substantially on a commercial basis), or 

(iii)  a close friend or relative of the patient. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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6. Contact Information 

Referral FAX         Facsimile: (02) 9700 3712 

Clinical Director, Forensic and Long Bay Hospitals (02) 9700 3083  Facsimile: (02) 9700 3529 

Director of Nursing, Forensic Hospital   (02) 9700 3145 

Deputy Director of Nursing    (02) 9700 3158 

After Hours Nurse Manager    (02) 9700 3112  Facsimile: (02) 9700 3687 

Duty Psychiatry Registrar    (02) 9311 2906 

Community Forensic Mental Health Service  (02) 8838 6290  Facsimile: (02) 9683 7315 

Nurse Manager, Custodial MH    (02) 9289 5579  Facsimile: (02) 9289 5696 

          Pager:      (02) 9937 2506 

Forensic Mental Health Legal Advisor   (02) 9700 3219 

Forensic Mental Health Liaison Officer   (02) 9700 3230 

Forensic Hospital Admissions Committee            FH.AdmissionsCommittee@justicehealth.nsw.gov.au 

Physical Address 

Forensic Hospital 

1300 Anzac Parade 

MALABAR NSW 2036 

Postal Address 

Forensic Hospital 

PO Box 150 

MATRAVILLE NSW 2036 

7. Legislation, References and Related Documents 

Legislation Criminal Appeal Act 1912 

Health Administration Act 1982 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

NSW Ministry of 

Health 

Forensic Patient Guidelines: for the assessment and management of risk to others 

incorporating a guide to forensic patient report writing (2003) 

Framework for Suicide Risk Assessment and Management for NSW Health Staff (2005) 

Your Guide to MH-OAT: Clinicians’ Reference Guide to NSW Mental Health Outcomes  

and Assessment Tools (revised ed, 2004) 

PD2005_121 Suicide Behaviour – Management of Patients with Possible Suicide 

Behaviour 

PD2010_018 Mental Health Clinical Documentation 

PD2011_015 Care Coordination: Planning from Admission to Transfer of Care in NSW 

Public Hospitals 

PD2012_060 Transfer of Care from Mental Health Inpatient Services 

 

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_018.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_060.html
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JH&FMHN 

Policies 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit (Adults) 

1.069 Care Coordination, Planning and Review – Forensic Hospital 

1.078 Clinical Risk Assessment and Management - Forensic Hospital 

1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse Patients 

1.350 Aggression, Seclusion & Restraint in Mental Health Facilities – MHU, LBH 

1.395 Transfer and Transport of Patients 

1.407 Transport of Forensic Patients from the Metropolitan Remand and Reception  

         Centre and the Silverwater Women’s Correctional Centre 

1.435 Working With Families and Carers – Forensic Hospital 

JH&FMHN 

Other Resources 

Medication Guidelines 

The Forensic Hospital Patient Information Booklet 

The Forensic Hospital Procedure: Searches 

JH&FMHN Forms FH2 Discharge Checklist 

FMR025.010 The Mental Health Assessment Form  

JUS005.001 Health Problem Notification Form 

JUS010.000 Nursing Checklist – Transfer out of Centre 

JUS020.100 Consent for Photography 

JUS025.136 Profile Form – Mental Health Act 

JUS025.137 Consent to Treatment – Mental Health Act 

JUS200.035 Medical Certificate Certification for Special Transport 

JUS200.110 Schedule 2 - Medical Certificate as to Examination of Inmate 

Other State Records Authority of New South Wales, (2004) General Retention and Disposal 

Authority Public Health Services: Patient/Client Records (GDA 17) 

Rampton Hospital Admissions Guidelines, East of England Specialised 

Commissioning Group, NHS, UK 

 

http://intranetjh/pol/policylib/1.030_Policy_1114.pdf
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.230_policy_0913.pdf
http://intranetjh/pol/policylib/1.350_Policy_1212.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.407_Policy_0515.pdf
http://intranetjh/pol/policylib/1.435_Policy_1013.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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Referral, Admission & Transfer of Care (Adolescents) 

Forensic Hospital 

Policy Number 1.327 

Policy Function Continuum of Care 

Issue Date 1 December 2015 

Summary The Forensic Hospital provides specialist therapeutic inpatient care for those 

patients who cannot be managed safely in conditions of lower security. 

This policy covers the referral, admission and transfer of care of forensic, 

correctional and civil adolescent patients admitted to the Forensic Hospital. 

Responsible Officer Executive Director  Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult and Juvenile Correctional Centres or Police Cells) 
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1. Preface 

Inpatient care is one element within the broader continuum of health and social care for an adolescent 

patient. An admission to a mental health facility may be a distressing experience for the adolescent patient 

and their family. Their experiences during the admission process may influence their views, expectations and 

confidence in services they subsequently receive in the future. It is important, therefore, that the experience 

of the patient and family is one that is helpful, beneficial and therapeutic. Moreover, an admission can be the 

start of the engagement and assessment process and the commencement of a therapeutic alliance. 

The Forensic Hospital (FH) provides specialist, therapeutic inpatient care for patients who cannot be 

managed safely in conditions of lower security. Nevertheless, high secure conditions impose significant 

restrictions on the liberty of individuals, so admission can only be contemplated when the risk to others is 

sufficiently high as to warrant such restrictions.  

This policy provides direction to Justice Health & Forensic Mental Health Network (JH&FMHN) staff on 

referral, admission and transfer of care of adolescent patients (aged 14 to 21 inclusive) who are: 

 referred to the FH from Juvenile Justice Centres (JJCs), Adult Correctional Centres, including the 

Mental Health Unit at Long Bay Hospital (MHU) and Local Health Districts (LHDs); 

 admitted from JJCs, Adult Correctional Centres and LHDs; and 

 transferred from the FH to JJCs, Adult Correctional Centres and LHDs. 

Note: Under special circumstances, referrals for people under the age of 14 may be considered. 

2. Policy Content 

2.1 Mandatory Requirements 

2.1.1 Referrals - Patient Types 

The following types of adolescent patient may be admitted to the FH: 

 correctional patients/juvenile detainees, 

 forensic patients, and 

 a person detained in a mental health facility (civil patients) who satisfies the criteria set out in this 

policy. 

Civil patients may only be admitted to the FH if: 

 they have firstly admitted to an LHD mental health facility  

 they have been seen in a mental health facility under section 27 of the Mental Health Act 2007 (MH 

Act) and deemed to be a “mentally ill person” as supported by the completion of two (2)  Form 1s: 

“Medical report as to mental state of a detained person”, and meet the criteria for external referrals 

of the JH&FMHN Procedure: Referral, Admission and Transfer of Care (Adolescents) – Forensic 

Hospital. 

 a “Transfer between declared mental health facilities of involuntary patient or other person 

detained” form has been completed and signed in accordance with Sections 78 and 80 of the MH 

Act. 

http://intranetjh/pol/policylib/1.327_Manual_1013.pdf
http://intranetjh/pol/policylib/1.327_Manual_1013.pdf
http://www.legislation.nsw.gov.au/fragview/inforce/act+8+2007+ch.3-pt.2-div.2-sec.19+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/fragview/inforce/act+8+2007+ch.3-pt.2-div.2-sec.25+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+8+2007+ch.3-pt.2-div.2-sec.26+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.3-sec.33+0+N?tocnav=y
http://www.legislation.nsw.gov.au/fragview/inforce/act+10+1990+pt.3-sec.33+0+N?tocnav=y
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Under the terms of its declaration as a mental health facility, the FH cannot admit patients: 

 referred directly from the community, on the certificate of a medical practitioner or accredited 

person under section 19 of the MH Act; 

 brought by an ambulance officer or a police officer under sections 20 or 22 of the MH Act; 

 sent by a medical officer from another health facility under section 25 of the MH Act; 

 detained on the written request of a primary carer, relative or friend of a person under section 26 of 

the MH Act ; or 

 sent on the order of a Magistrate or bail officer pursuant to section 33 of the Mental Health (Forensic 

Provisions) Act 1990 (MHFP Act). 

2.1.2 Admission 

Assessment, conducted by the multidisciplinary inpatient team (MDT) occurs in three stages leading to the 

formulation of treatment and management plans that include a provisional transfer of care (discharge) plan 

for return to the community or custody. Those stages are: 

 pre-admission assessment (within two weeks of a referral being accepted), 

 initial assessment on admission to the FH, and 

 ongoing comprehensive multidisciplinary assessment. 

Clinical staff must: 

 make every effort to ensure that patients are given the opportunity to actively participate in the care 

and treatment planning process. To achieve this outcome, clinical staff must ensure that patients are 

provided with information about the assessment, treatment and management planning process in a 

form the patient can understand. 

 use the appropriate clinical modules and outcome measures (the child and adolescent MH-OAT clinical 

modules and data collection protocols) available within the Ministry of Health (MoH) guideline 

GL2014_002 Mental Health Clinical Documentation Guidelines and JH&FMHN approved forms to 

record all assessments, treatment and management plans. Treatment and management plans must be 

formulated in accordance with JH&FMHN policy 1.078 Clinical Risk Assessment and Management.  

 ensure all assessments, and treatment and management plans are filed in each patient’s health record. 

 ensure that all legal requirements are met including the obtaining of a s56(2) MHFP Act order within 

seven days of a correctional patient’s admission to the Forensic Hospital where that correctional 

patient’s continued detention in the Forensic Hospital is required beyond that seven day period. 

2.1.3 Transfer of Care 

All staff must follow the standard principles and procedures as outlined in the MoH PD2012_060 Transfer of 

Care from Mental Health Inpatient Services for patients discharged from the Austinmer Adolescent Unit. 

This includes meeting two Key Performance Indicators to improve mental health outcomes: 

 reduce re-admissions within 28 days to any facility 

 increase the rate of community follow up within 7 days from a NSW public mental health unit. 

http://www0.health.nsw.gov.au/mhdao/mhprof_mhoat.asp
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
http://www0.health.nsw.gov.au/policies/pd/2007/pd2007_059.html
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Transfer of care in the FH occurs in conjunction with the process of review conducted by the Mental Health 

Review Tribunal (MHRT). For all patients in the FH, the provision of high quality reports to the MHRT is an 

integral part of the transfer of care planning process. 

The MH Act requires that a patient be treated in the least restrictive environment that is appropriate and 

reasonably available. Patients must not be detained in a high secure facility any longer than is clinically 

necessary. Once the MDT determines that a patient no longer requires care in a high secure setting, the team 

must take the steps detailed in this policy to arrange for the transfer of the patient to a more appropriate 

care setting. 

For the purposes of this policy, a patient’s Care Coordinator (CC) is deemed to be the patient’s Discharge 

Planning Coordinator. The CC may be any qualified mental health practitioner who is a member of the MDT. 

Specific population groups – Aboriginal and Torres Strait Islander People 

(Adapted from MoH PD2012_060 Transfer of Care from Mental Health Inpatient Services.) 

Clinicians should be aware of specific historical, cultural, spiritual and social factors of Aboriginal and Torres 

Strait Islander people and promote culturally sensitive transfer of care procedures. Many Aboriginal people 

have had negative experiences with government services which have caused mistrust of services. For 

Aboriginal people experiencing mental health problems and disorders, mistrust may be more pronounced 

and long-lasting. The MoH PD2007_059 Aboriginal Mental Health and Well Being Policy 2006-2010 outlines 

the key principles for mental health service delivery to Aboriginal people. Health staff should commence 

planning early and liaise with specialist Aboriginal health representatives in their area (e.g. Aboriginal Mental 

Health Workers or Aboriginal Medical Services) to ensure that transfer of care  is carried out in a culturally 

appropriate way. 

2.2 Implementation - Roles & Responsibilities 

Executive Director, Clinical Operations (Forensic Health), (ED CO (FH))  

Has overall responsibility for the development, review and implementation of this policy and performance 

management of the transfer of care process. 

Director of Nursing (DoN) is responsible for: 

 coordinating the development, review and implementation of this policy. 

Deputy Director of Nursing (DDoN) and Nursing Unit Managers (NUM) are responsible for: 

 ensuring that this policy is implemented in all units in the FH and all patients are allocated a 

Discharge Planning Coordinator or CC within the specified time. 

Clinical Director Forensic and Long Bay Hospitals (CDFLBH) is: 

 the ‘medical superintendent’ of the hospital for the purposes of the MH Act. The Clinical Director is 

responsible for ensuring that all medical staff comply with this policy. 

Clinical Director Adolescent Mental Health (CDAMH) is responsible for: 

 coordinating the development, review and implementation of this policy. The CDAMH (or delegate) 

and the NUM of the Adolescent Unit will consider all referrals for adolescents to the Forensic 

Hospital and advise the FH Admissions Committee regarding the suitability of referrals. 

 

http://intranetjh/pol/policylib/1.327_Manual_1013.pdf
http://intranetjh/pol/policylib/1.327_Manual_1013.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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Care Coordinator (CC) is responsible for: 

 initiating and coordinating the transfer of care planning process; and 

 implementing, coordinating and monitoring the patient’s transfer of care plan. 

Authorised Medical Officer 

The medical superintendent of the FH or medical officer nominated by the medical superintendent is 

responsible for ensuring that: 

 the patient and the patient’s primary carer are consulted in relation to planning the transfer and 

follow-up care; 

 consultation occurs with relevant agencies, the patient’s primary carer and any dependents; 

 the patient and the primary carer are provided with follow-up care information; and 

 every civil “involuntary patient” is examined at least once every three months to determine if they 

need to be detained in the facility (s39) MH Act . 

The Forensic Hospital Leave and Admissions Committee functions to: 

 oversee all patient flow into, within and out of the FH; 

 assess and approve all admissions to the FH; and 

 following approval, forward appropriate paperwork to the MH Orders Inbox at 9700 3631 for an order 

to be issued. 

3. Procedure Content 

Clinical staff must refer to the procedure manual 1.327M Referral, Admission and Transfer of Care 

(Adolescents) Procedure Manual – Forensic Hospital which provides relevant criteria and protocols for 

referring, admitting and transferring patients to and from the Forensic Hospital. 

4. Definitions 

In this policy the term Clinical Director means the Clinical Director, Forensic and Long Bay Hospitals. This 

policy presumes that the Clinical Director is also the Medical Superintendent of the FH. Any reference to the 

Clinical Director should be read, where applicable, as a reference to the Medical Superintendent. The terms 

‘forensic patient’ and ‘correctional patient’ are defined in the Mental Health (Forensic Provisions) Act 1990. 

Civil Patient 

A person involuntarily detained in a declared mental health facility who is not a forensic patient. 

Forensic Patient 

Forensic Patient means a person who, when charged on indictment, is a person 

 Found unfit to be tried (section 14) or subject to a limiting term (section 24) after a qualified finding 

of guilt, and detained in a hospital, prison or other place, or granted conditional release; or 

 Subject to a special verdict of not guilty due to mental illness (NGMI) and detained in a hospital, 

prison or other place, or granted conditional release (section 39); or 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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 Granted bail after being found unfit to be tried; or 

 a person in respect of whom an extension order or interim extension order is in force; or 

 a person who is a member of a class of persons prescribed by the regulations (currently includes a 

person found not guilty of an offence under the law of Norfolk Island by reason of mental illness or 

mental impairment, and is held in custody in NSW). 

Correctional Patient 

Correctional patient means a person (other than a forensic patient) who has been transferred from a 

correctional centre (or Detention Centre) to a mental health facility while serving a sentence of imprisonment, 

or while on remand, and who has not been classified by the Tribunal as an involuntary patient. 

Primary Carer  

1)  The primary carer of a person (the patient) for the purposes of the MH Act is:  

(a)  the guardian of the patient, or 

(b)  the parent of a patient who is a child (subject to any nomination by a patient referred to in paragraph 

(c)), or 

(c)  if the patient is over the age of 14 years and is not a person under guardianship, the person nominated 

by the patient as the primary carer under this Part under a nomination that is in force, or 

(d)  if the patient is not a patient referred to in paragraph (a) or (b) or there is no nomination in force as 

referred to in paragraph (c):  

(i)  the spouse of the patient, if any, if the relationship between the patient and the spouse is close and 

continuing, or 

(ii)  any person who is primarily responsible for providing support or care to the patient (other than wholly or 

substantially on a commercial basis), or 

(iii)  a close friend or relative of the patient. 

 Note that in accordance with section 72(3) MH Act, a person may nominate someone else as primary 

carer, but a person who is over the age of 14 years and under the age of 18 years may not exclude 

the person’s parent by such a nomination. 

5. Contact Information 

Referral FAX        Facsimile (02) 9700 3712 

Clinical Director, Forensic and Long Bay Hospitals (02) 9700 3083 Facsimile:  (02) 9700 3514 

Director of Nursing, Forensic Hospital   (02) 9700 3145 

Deputy Director of Nursing FH    (02) 9700 3158 

Clinical Director Adolescent Mental Health  (02) 8372 3051 

After Hours Nurse Manager FH    (02) 9700 3112 Facsimile (02) 9700 3687 

Duty Psychiatry Registrar    (02) 9311 2906 

Community Forensic Mental Health Service  (02) 8838 6290 Facsimile (02) 9683 7315 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.health.nsw.gov.au/pubs/2005/suicide_risk.html
http://www.health.nsw.gov.au/resources/policies/manuals/phdeles_pdf.asp
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www0.health.nsw.gov.au/policies/pd/2007/pd2007_059.html
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_018.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_060.html
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Nurse Manager Custodial Mental Health   (02) 9289 5579 Facsimile (02) 9289 5696 

         Pager  (02) 9937 2506 

Forensic Mental Health Legal Advisor   (02) 9700 3219 

Forensic Mental Health Liaison Officer   (02) 9700 3230 

Forensic Hospital Admissions Committee            FH.AdmissionsCommittee@justicehealth.nsw.gov.au

    

Physical Address 

Forensic Hospital 

1300 Anzac Parade 

MALABAR NSW 2036 

Postal Address 

Forensic Hospital 

PO Box 150 

MATRAVILLE NSW 2036 

6. Legislation and Related Documents 

Legislation Criminal Appeal Act 1912 

Health Administration Act 1982 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

Ministry of Health Forensic Patient Guidelines: for the assessment and management of risk to others 

incorporating a guide to forensic patient report writing, (2003) 

Framework for Suicide Risk Assessment and Management for NSW Health Staff (2005) 

Your Guide to MH-OAT: Clinicians’ Reference Guide to NSW Mental Health Outcomes  

and Assessment Tools (revised ed, 2004) 

PD2005_121 Suicide Behaviour – Management of Patients with Possible Suicide 

Behaviour 

PD2007_059 Aboriginal Mental Health and Well Being Policy 2006-2010 

PD2010_018 Mental Health Clinical Documentation 

PD2011_015 Care Coordination: Planning from Admission to Transfer of Care in NSW 

Public Hospitals 

PD2012_060 Transfer of Care from Mental Health Inpatient Services 

JH&FMHN 

Policies 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit (Adults) 

1.069 Care Coordination, Planning and Review – Forensic Hospital 

1.078 Clinical Risk Assessment and Management - Forensic Hospital 

1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse Patients 

1.395 Transfer and Transport of Patients 

http://intranetjh/pol/policylib/1.030_Policy_0511.pdf
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.230_Policy_0908.pdf
http://intranetjh/pol/policylib/1.261_Policy_0509.pdf
http://intranetjh/pol/policylib/1.402_Policy_0707.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.esmhcg.nhs.uk/rampton-admission-criteria.html
http://www.esmhcg.nhs.uk/rampton-admission-criteria.html
http://www.esmhcg.nhs.uk/rampton-admission-criteria.html
http://www.esmhcg.nhs.uk/rampton-admission-criteria.html
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JH&FMHN 

Other Resources 

Medication Guidelines 

The Forensic Hospital Patient Information Booklet 

The Forensic Hospital Procedure: Searches 

JH&FMHN Forms FH2 Discharge Checklist 

FMR025.010 The Mental Health Assessment Form  

JUS005.001 Health Problem Notification Form 

JUS010.000 Nursing Checklist – Transfer out of Centre 

JUS020.100 Consent for Photography 

JUS025.136 Profile Form – Mental Health Act 

JUS025.137 Consent to Treatment – Mental Health Act 

JUS200.035 Medical Certificate Certification for Special Transport 

JUS200.110 Schedule 2 - Medical Certificate as to Examination of Inmate 

Other State Records Authority of New South Wales, (2004) General Retention and Disposal 

Authority Public Health Services: Patient/Client Records (GDA 17) 

Rampton Hospital Admissions Guidelines, East of England Specialised Commissioning 

Group, NHS, UK 
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This manual outlines the processes for the referral and admission of adolescent patients to the Forensic 

Hospital (FH) and subsequent transfer of care from the FH. Each of these processes will be outlined 

separately in this procedure manual.  

Acronyms 

AHNM After Hours Nurse Manager 

AUFH               Adolescent Unit Forensic Hospital 

CC Care Coordinator 

CDAMH Clinical Director, Adolescent Mental Health  

CDFLBH  Clinical Director, Forensic & Long Bay Hospitals 

CFMHS Community Forensic Mental Health Service 

JH&FMHN Justice Health & Forensic Mental Health Network 

JJC Juvenile Justice Centre 

LBH Long Bay Hospital 

LHD  Local Health District 

MDT 

MH Act 

Multidisciplinary Team  

Mental Health Act 2007 

MHFP Act Mental Health (Forensic Provisions) Act 1990 

MHRT Mental Health Review Tribunal 

MHSU Mental Health Screening Unit 

MHU 

MoH 

MOS 

Long Bay Hospital Mental Health Unit 

Ministry of Health 

CSNSW Manager of Security 

MRRC Metropolitan Remand and Reception Centre, Silverwater  

NGMI Not guilty by reason of mental illness 

NiC Nurse in Charge 

NUM Nursing Unit Manager 

SCALE Security Classification And Leave Entitlement 

SWFPFC Statewide Forensic Patient Flow Committee 

CTO Community Treatment Order 

FCTO Forensic Community Treatment Order  

HASI Housing & Accommodation Support Initiative  
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1. Referrals for Admission 

These procedures facilitate the appropriate referral of adolescent patients to the Forensic Hospital (FH) by 

ensuring decisions to admit are: 

 lawful, based on clear criteria, documented in the patient’s health record and communicated promptly 

        to referrers; and 

 based on least restrictive care principles and take fully into consideration the safety of the patient, staff 

of the NSW public health system and the public. 

These procedures will ensure that referrals to the Adolescent Unit Forensic Hospital (AUFH) are made 

through a single point of contact and that admissions are considered with the knowledge of the Forensic 

Hospital Admissions Committee. 

These procedures must be read in conjunction with JH&FMHN policy 1.327 Referral, Admission & Transfer of 

Care (Adolescents) - Forensic Hospital. 

1.1 Referral Criteria and Procedure 

1.1.1 Eligibility for Admission 

Patients will be considered eligible for admission to the FH if they meet the following criteria: 

 The patient is over 14 and under 21 years of age at the time of referral. Note: Under special 

circumstances, referrals for people under the age of 14 may be considered 

 The patient is detainable under the Mental Health Act 2007 (MH Act) or the Mental Health (Forensic 

Provisions) Act 1990 (MHFP Act) 

 The patient presents a risk to others 

 The patient requires treatment in a secure facility 

Note: In addition to the young person presenting a risk to others, there may be additional concerns about 

self-harm or risk of suicide, vulnerability, risk of exploitation or non-compliance. Clients who present with 

these difficulties alone and do not present a significant risk of harm to others at the time of referral should, 

where possible, be managed by Local Health District (LHD) inpatient units and do not warrant detention in a 

high secure facility. 

1.1.2 Internal Referrals: Correctional or Forensic Patients 

1. Referrals of young people from Juvenile Justice Centres (JJC) to the AUFH must be made by a 

JH&FMHN consultant psychiatrist.  These may be young people on remand, sentenced or those who 

have already been found NGMI or unfit to plead by the Courts.  

2. The patient must be assessed by a JH&FMHN mental health professional before any consideration 

can be given for referral to the FH. 

3. Young people cannot be referred for admission by Juvenile Justice NSW (JJNSW) or Corrective 

Services NSW (CSNSW) staff and referral should be made in the first instance to the adolescent 

custodial mental health team for review.  

4. A young person detained in an adult correctional centre can be referred to the AUFH by a JH&FMHN 

consultant psychiatrist for admission if they meet the eligibility criteria set out in 1.1.1.    

The psychiatrist who wishes to refer a patient detained in a JJC to the AUFH should address the referral to the 

Nursing Unit Manager (NUM) AUFH and the Clinical Director Adolescent Mental Health (CDAMH) by email. 

The referral from the psychiatrist must include the following information: 

1. Patient name, DOB, legal status, offence/current charges, earliest date of release and current location  

2. Psychiatric history 

3. Medical history 

4. Personal history 

http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
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5. Social history 

6. Treatment history 

7. Forensic history 

8. Current mental state 

9. Statement regarding how patient meets criteria for admission including assessment of risk to self 

and others in current environment and why care in conditions of lesser security or in juvenile justice 

facility is not appropriate  

10. Statement regarding goals of admission to the FH  

11. Acknowledgement that the patient and the patient’s primary carer have been informed of the referral 

(unless there are valid reasons outlined as to why this information has not been shared) 

12. Where a young person is in the care of the Minister, evidence that Family and Community Services 

(FaCS) have been informed of referral  

The NUM and CDAMH will discuss and decide whether the young person is eligible/not eligible for 

admission and this decision will be communicated to the referrer within a week of the referral being made. 

If eligible for admission to the FH, the young person will then be assessed within two weeks of the referral 

being deemed eligible, by members of the adolescent assessment team. 

The NUM AUFH will add the name of the young person to the Bed Flow Waiting List for discussion at the 

next FH Admissions Committee meeting. 

1.1.3 External Referrals: Adolescent Civil Patients 

These are referrals made by LHDs of “high risk” patients requiring further treatment including: 

a. A person held in a mental health facility (MHF) as an assessable person; 

b. A person held in a MHF as an involuntary patient 

Note: Correctional patients already detained in the FH may be made an involuntary patient by 

the Mental Health Review Tribunal (Sect 65 MHFP Act). The Medical Superintendent then has the 

discretion to continue detention within the FH. 

These patients are referred to in these procedures as ‘civil patients’.   

1.1.4 Admission Criteria for Civil Patients 

The restrictions on liberty in the FH can only be justified when the highest level of security is required and no 

lesser degree of security would provide a reasonable safeguard to the public and the individual. It is an 

unacceptable infringement of a patient’s rights to detain him or her in a higher level of security than is 

required. An appropriate hospital bed is one that can provide the necessary clinical treatment programs, is in 

the least restrictive environment consistent with the need to protect the patient and the public and is as close 

to the patient’s home as possible. The high security available within the FH is necessary to detain patients 

who, if in the community, would present a grave and/or immediate risk to the public and who could not be 

safely contained within a less secure unit. 

To be admitted to the AUFH, a civil patient must: 

 manifest a significant risk of serious harm to others, either through violence or other problematic 

behaviour, who cannot be appropriately managed in a setting of lesser security (Note: Serious harm is 

defined as harm resulting in actual or potential physical or psychological damage to a person); 

 have a clearly documented history suggestive of mental illness. (Comorbid diagnoses such as substance 

abuse and personality disorder may be present, but are not essential in order to be considered a 'high 
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risk civil patient'. Intellectual disability and other cognitive impairments may be present, but cannot be 

the primary clinical problem); and 

 have been seen in a mental health facility under section 27 of the MH Act and deemed to be a 

“mentally ill person” as supported by the completion of two (2)  Form 1s: “Medical report as to mental 

state of a detained person”. Documented evidence must be provided that assertive intervention has 

been unable to safely manage the patient. Each case is considered on its own merits, taking full account 

of the circumstances and patterns of behaviour of the patient. 

Admission to conditions of high security is not generally suitable for civil patients who: 

 have a diagnosis of primary personality, substance use and/or severe developmental disorder not 

accompanied by a psychotic or severe mood disorder, even where those disorders have resulted in 

criminal behaviour; 

 require close observation to prevent self-injury or suicide, unless this is associated with a significant risk 

to others;  

 require long-term care, but for whom lesser conditions of security would be adequate. 

1.1.5 Referrals for Civil Patients from LHDs 

The referrer must be the Consultant Psychiatrist. S/he should submit a letter addressed to the NUM AUFH 

and CDAMH detailing:  

1. Patient name, DOB, legal status 

2. Psychiatric history 

3. Medical history 

4. Personal history 

5. Social history 

6. Treatment history 

7. Forensic history 

8. Current mental state 

9. Statement regarding how patient meets criteria for admission including assessment of risk to self 

and others in current environment and why care in conditions of lesser security is not appropriate  

10. Statement regarding goals of admission to the FH  

11. Acknowledgement that the patient and the patient’s primary carer have been informed of the referral 

(unless there are valid reasons outlined as to why this information has not been shared) 

12. Where a young person is in the care of the Minister, evidence that FaCS have been informed of 

referral 

13. If the patient is over 18 years of age, details must be included as to why it is considered more 

appropriate to manage the patient within the AUFH, rather than one of the adult units of the 

Forensic Hospital. 

The NUM and CDAMH will discuss the referral and decide whether the young person meets eligibility criteria, 

is not eligible for assessment for admission or further information is required and will contact the referrer to 

discuss further.  

The referring LHD must additionally provide an assurance, in writing, that they intend to remain involved in 

the patient’s ongoing care through attendance at clinical review meetings and in-depth case reviews (case 

conferences) via teleconference if unable to attend in person, and that the LHD will resume responsibility and 

provide or arrange appropriate aftercare upon discharge from the Forensic Hospital. 
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The referrer must also submit a letter from the LHD Director for Child and Adolescent Mental Health Services 

(CAMHS) or the Director for Mental Health endorsing the referral for admission.  

Any other documentation relevant to the referral, including details of the patient’s current place of residence 

and legal status should be supplied. 

Note: In cases of emergency, referrals may be considered for admission that do not meet the full criteria laid 

out in this procedure. Agreement for admission must be made by the CDFLBH, CDAMH and the NUM. 

1.2 Assessment of Referrals Found Eligible for Admission 

Once a referral has been accepted as appropriate for assessment by the NUM AUFH and the CDAMH, an 

assessment team will be allocated to undertake a further assessment of the young person within two weeks. 

The assessment team will comprise at least one representative from each of the medical, nursing and allied 

health components from the AUFH treating team. Once assessed, either in person or by audio visual link 

(AVL) and all the relevant information has been considered, the case will be presented at the weekly 

Multidisciplinary Team (MDT) clinical review meeting, unless urgency requires a review of the case sooner 

than this, in which case it can be discussed with the NUM and CDAMH outside of that process. 

Once reviewed and accepted for admission, the FH Admissions Committee will be updated regarding any 

special circumstances or requirements. Following endorsement of the decision to admit by the Admissions 

committee, the NUM will update the PAS record and inform the referring psychiatrist, JJC clinic and centre of 

the decision. The referrer is responsible for ensuring that the nominated carer has been informed of the 

decision to admit to the AUFH.  

In the case of civil patients assessed as appropriate for admission to the AUFH, a summary will need to be 

provided by the assessment team to the FH Admissions Committee outlining the case, recommendations and 

any special requirements in regard to the admission. Any discussion in relation to admitting the young 

person to the AUFH should be recorded in the minutes of the F&LBH Admissions & Leave Committee 

meeting. The committee will need to endorse the decision to admit on the basis of the AU team assessment 

and the referrer can then be informed by the NUM and the PAS list updated.  

The LHD team must inform the patient that the FH is a smoke-free facility and ensure that the nominated 

carer is informed of the decision. 

An admission date will be decided upon by the NUM of the AUFH in consultation with the admitting 

Consultant on the AUFH, the FH Admissions Committee (see section 1.2.7) and the referring team.  

Transfers from Custodial Settings to the AUFH 

Once the admission date has been decided upon, the referring psychiatrist and admitting psychiatrist must 

ensure that the following are completed for all young people being transferred under Section 55 MHFP Act: 

(Note: This is often facilitated through the FHAU Welfare Officer) 

a) Two  Schedule 2 forms– Medical Certificate as to Examination of Inmate (JUS 025.135), at least one 

being completed by a JH&FMHN psychiatrist  

b) Profile Form – Mental Health Act (JUS025.136) - usually completed in centre  

c) A typed report from a medical practitioner outlining how the patient meets the criteria for admission 

to the mental health facility  

d) Fax the above documents to Statewide Forensic Mental Health on (02) 9700 3631 to request s55 

MHFP Act Order for Transfer, and 

e) Inform the primary carer of the admission (Note: For the purposes of security, the exact time and date 

of admission should not be disclosed). 

 

1.2.1 Transfer of Civil Patients to the Forensic Hospital 

http://www.health.nsw.gov.au/policies/manuals/Documents/phdeles.pdf
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Civil patients accepted for transfer to the AUFH need to be detained in a LHD mental health facility before 

transfer can take place.  

It is the responsibility of the referring psychiatrist to ensure that the patient has been detained as a “mentally 

ill person”. The Forensic Hospital will not admit any patient who is deemed to be a “mentally disordered 

person”. 

The transfer from the LHD mental health facility to the FH is by arrangement between the CDFLBH and the 

Medical Superintendent of the referring mental health facility. The authorised medical officer of the referring 

mental health facility must complete a Transfer Between Declared Mental Health Facilities of Involuntary 

Patient or Other Person Detained Form under Section 78/80 of the MH Act, the original of which must be sent 

to the FH with the patient. The patient must not be admitted to the FH without the original copy of this form.  

The referring LHD is responsible for transporting the patient to the FH, unless the CDFLBH approves 

otherwise. The transport of the patient shall be in accordance with the MH Act Section 81.   

The referring LHD will have agreed in the referral letter to remain involved in the patient’s ongoing care 

through attendance at clinical review meetings and/or in-depth case reviews (case conferences) which may 

be via teleconference if unable to attend in person. The LHD must agree to resume responsibility at discharge 

and provide, or arrange, appropriate aftercare upon transfer of care from the FH. 

1.2.2 Transfer of Health Information 

Following the decision to admit a young person to the AUFH, the nursing or clerical staff of the referring 

service must ensure that all the relevant documentation is forwarded to the AUFH prior to admission.  

In the case of correctional patients, the young person’s JH&FMHN health record must be sent to the AUFH 

with the young person at the time of admission. 

In the case of the transfer of a civil patient, all relevant documentation contained in the young person’s LHD 

mental health record must be copied and sent to the AUFH.  

1.2.3 Waiting List and Bed Management 

1. When there is no bed immediately available for a young person, an interim management plan must be 

developed by the referring team in conjunction with the admitting psychiatrist. 

2. The referring team must review the patient regularly and discuss the clinical presentation with the 

admitting Consultant Psychiatrist at the AUFH, representative and/or the NUM of the AUFH at least 

weekly. 

3. Where there is a significant deterioration in the young person’s mental state and/or level of risk and 

they have been accepted for admission and a bed becomes available, the CDAMH, the CDFLBH or 

delegate in conjunction with the Deputy Director of Nursing, DDoN (if after hours, the After Hours 

Nurse Manager (AHNM)) may approve the urgent transfer of the person to the FH without consulting 

the FH Admissions Committee further.  

1.3 Forensic Patients in the Community 

Where a forensic patient on conditional release in the community has breached a condition of his or her 

order or the patient’s mental condition has deteriorated and there is a risk of serious harm to self or others, 

an order from the Mental Health Review Tribunal (MHRT) made under Section 68 of the MHFP Act for the 

patient is required before the patient can be admitted to the FH.  

2. Admission to the Forensic Hospital 

An admission can be the start of the engagement and assessment process and the commencement of a 

therapeutic alliance with each patient and their family and carers. Each patient’s experience during the 

admission process can define their views, expectations and confidence in the services they subsequently 
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receive in the short to longer term. It is therefore important that the experience of a patient and their family 

is one that is helpful, beneficial and therapeutic.  

These procedures facilitate the assessment of adolescent patients admitted to the FH by ensuring: 

 patients are assessed within an appropriate time following admission 

 patients, families and carers are informed of the assessment process 

 assessments take into consideration the cultural, gender and age-related needs of patients  

 assessments include all appropriate mental and physical health, drug & alcohol and risk assessments, 

and 

 appropriate multidisciplinary care plans and risk management plans are developed for all patients 

admitted to the Forensic Hospital and documented in their health record.  

2.1 Admission Procedures 

2.1.1 Prior to Arrival 

1. All members of the Forensic Hospital Admissions Committee will be informed of pending admissions 

through the weekly Admissions Committee meeting.  

2. Staff from the referring facility must provide the NUM AUFH with all relevant documentation. The 

NUM should also provide the referring facility with any Mental Health transfer orders if required. A 

time of arrival must be agreed upon in advance, written in the ward diary and conveyed to G4S. 

3. The need for an interpreter will be identified through the referral process and, where required, an 

interpreter must be arranged to interpret for the assessment and orientation to the unit. If an 

interpreter is required, the assessment and orientation process cannot commence without an 

interpreter being present. A phone interpreter can also be provided. Staff must follow policy 1.230 

Health Care Interpreter Services – Culturally and Linguistically Diverse Patients. 

4. The NUM AUFH must delegate a nurse to receive the new patient and make all practical 

arrangements for the patient’s admission. The delegated nurse will preferably be the patient’s 

‘allocated nurse’ or Care Coordinator (CC). The Nurse in Charge (NiC) must inform G4S security 

regarding the pending admission by completing the Forensic Hospital Patient Admission, Discharge, 

Escort and Transfer Notification Form. 

2.1.2 Patient Arrival at the Forensic Hospital 

1. The NiC must liaise with security staff (G4S) to notify the arrival of the patient to the FH. 

2. Upon notification of a patient’s arrival, the NUM/NiC must, unless otherwise agreed or arranged, 

allocate staff to assist the patient through the initial security screening process and escort him or her, 

using a secure hold, to the unit’s seclusion room (or nearest available seclusion room) to facilitate the 

initial search/assessment. In determining the appropriate number of escort staff, the NUM in 

collaboration with escorting staff must consider the mental state and presentation of the patient on 

arrival. Note: If the patient is potentially aggressive upon arrival or prior to transport then permission 

may be sought through the Manager Security and Fire Safety (MSFS), DDoN or Service Director (SD) 

to transport the patient directly to the front entrance of the unit. Permission must be in writing and 

conveyed to G4S (via email) or by phone in the case of an emergency. All transport vehicles MUST be 

escorted by FH staff at all times whilst in the grounds of the FH. If JJNSW is providing the transport, 

then (at the discretion of the NiC) they may escort the patient to the seclusion room with the 

handcuffs remaining in situ and the allocated FH staff taking over the restraint of the patient in 

PMVA holds upon arriving at the seclusion room where the handcuffs would be removed. 

3. In exceptional circumstances, it may be necessary to medicate a patient prior to escorting the patient 

to a unit. In such cases the Emergency Response Team must be called to attend. 

http://intranetjh/pol/policylib/1.230_Policy_0613.pdf
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4. The NUM/NiC must check all required paperwork is present and correct before officially taking over 

the care of the patient. 

2.1.3 Patient Admission to the Adolescent Unit Forensic Hospital 

1. The nurse allocated to admit the patient must provide the patient with support and reassurance and 

explain the admission process in terms that s/he can understand. 

2. The patient and his/her belongings must be searched in accordance with FH policies and procedures. 

Refer to FH Procedure Searches. Initial searches are carried out in the seclusion room area where the 

patient’s mental state/risks are assessed prior to being escorted to the unit area. 

3. The nurse allocated to admit the patient must ensure that a photograph of the patient is taken and 

attached to the Consent for Photography (form JUS020.100) in the patient’s health record. The 

consent of the person to be photographed must be obtained before the photograph is taken. The 

consent of the person must be recorded on the Consent for Photography form. If the patient refuses 

to have their photograph taken on arrival then the Welfare Officer can print off an existing photo 

from CIMS or from the LHD. 

4. The patient must have a Mental Health Assessment Form (form FMR025.010), formerly known as the  

A1 Admission Assessment, completed by the treating team prior to orientation, and entering 

common areas of the unit. If this cannot be completed at the time of admission, then the reasons 

why must be documented in the patient’s progress notes. 

5. The patient must be orientated to the unit by clinical staff after the admission assessment. 

6. The patient and, if present, his/her primary carer must be given a copy of The Adolescent Unit 

Information booklet. If the primary carer is not present at the time of admission, and the patient is 

able to consent and so consents, then a copy of the booklet should be sent to the primary carer by 

post. 

7. Clinical staff must assist patients to understand information relevant to them by providing both 

documentation and oral explanations. 

8. Patients must be informed that they may practise their faith and have access to representatives of 

their faith wherever possible during their stay in the FH.  

9. The NUM must allocate a CC to each patient prior to admission. In exceptional circumstances, for 

example, where the needs of the patient are complex, the NUM may choose to delay the allocation 

of the CC until the first clinical review meeting of the patient. 

10. Admissions to the AUFH must occur during normal work hours between 8:30am and 5:00 pm 

weekdays. Note: In exceptional circumstances (eg. traffic difficulties), admission can be accepted 

outside of the stated times and must be directed through the NiC. 

 

It is recommended that all admission paperwork, including the checklist Form FH1 Forensic Hospital Patient 

Admission Checklist and localised ward requirements for the patient, be completed within 3 days of 

admission.  

2.1.4 Informing Others of the Admission 

1. The consultant psychiatrist or the psychiatry registrar must ensure that the patient’s primary carer is 

informed of the admission. 

2. With consideration given to the patient’s consent and wishes, the CC must discuss with the admitting 

doctor and inform all or some of the following persons of the admission: 

a) General Practitioner 

b) LHD case manager/consultant psychiatrist 

http://www0.health.nsw.gov.au/resources/aboutus/legal/pdf/djj_security_protoco_signed.pdf
http://www0.health.nsw.gov.au/resources/aboutus/legal/pdf/djj_security_protoco_signed.pdf
http://www0.health.nsw.gov.au/resources/aboutus/legal/pdf/djj_security_protoco_signed.pdf
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c) Residential care workers/key workers 

d) Employer. 

2.1.5  Visitors 

In the case of correctional patients/juvenile detainees: 

1. Prior to the admission the JJNSW officer/JJC must provide the welfare officer on the AUFH with a list of 

all approved visitors and phone contacts. This is discussed at the MDT and if clinically appropriate, visits 

are arranged. 

2. The young person may wish to have additional names added to the list. In such cases the welfare officer 

must send the names to the JJC for approval. Once assessed the centre send a letter to the visitor 

informing them that they have been approved/not approved to visit. The centre must also inform the 

welfare officer and the NUM on the AUFH of the outcome of the assessment. If approved the visitor is 

then added to the young person’s approved visitor list by the welfare officer on the AUFH. 

3. The NUM AUFH must provide the centre with: 

 a record of visitors to the FH (on the record of visitors card provided); 

 a record of telephone calls made during the young person’s stay, if possible;  

 any concerns in relation to the visitors or behaviour of visitors whilst visiting the young person such as 

concerns about providing contraband; and 

 any refusal or termination of visitors to the FH (this must be notified as soon as practicable either to the 

Assistant Manager (Client Services) or Duty Manager of the centre including detailed information as to 

why the visit was refused or terminated). 

In compliance with Security Conditions Protocol (Section 76D of the MHFP Act) between Director-General, 

NSW Department of Health and Director-General, NSW Department of Human Services in relation to Juvenile 

Forensic Patients and Juvenile Correctional Patients, the NUM (Austinmer AUFH) must also report any refused 

visitor to the Chief Executive JH&FMHN.  

 

In the case of civil patients: 

1. Upon admission the welfare officer obtains a list of names that the young person would like to have 

added.  

2. The welfare officer on the AUFH must then contact the primary carer or FaCs to seek approval for this. 

3. The welfare officer also must complete all checks in regard to the visitor. These include CIMS, OIMS and 

FaCs in relation to any child protection issues. 

4. This information is then discussed with the MDT and if agreed, approval for the visit is given. 

All visits are endorsed/approved by the MSFS. 

2.2 Assessment on Admission 

1. When assessing a patient, clinical staff must use the appropriate clinical modules and outcome measures 

(formerly known as MH-OAT Mental Health Outcomes & Assessment Tools). 

2.  An order under Section 56(2) of the MHFP Act must be obtained within seven days of admission for 

correctional patients who are to remain in the FH. This requires the examining medical practitioner to 

complete supporting medical documentation together with a s56(2) form as soon as possible, preferably 

on first examination of the patient and to fax it immediately on completion to 9700 3631 (Forensic 

Orders Fax)             

Note: failure to comply with this procedure will result in illegal detention and treatment of the 

patient. 
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3. Nursing and psychiatric medical staff must assess each patient on admission in order to compile 

treatment and management plans. The initial treatment and management plan must address the 

immediate health care needs of the patient and be informed by the patient’s expressed wishes.   

4. The initial assessment of a patient must include assessments of:   

a) mental state, including suicidality and history of suicide attempts 

b) substance use 

c) physical health, and 

d) risks to self or others. 

5. The interim risk management plan must: 

a) identify the risk factors for self or others including sexual safety and risk of exploitation, and 

b) specify: 

i) the initial observation level of the patient 

ii) the group or individual activities on the unit and within the FH in which the patient is permitted 

to participate 

iii) the personal belongings to which the patient may have access, in accordance with FH procedures  

iv) the areas of the unit to which the patient may have access and 

v) the escort requirements of the patient which must be the highest (most restrictive – A1) SCALE 

(Security Category and Leave Entitlement) level until the patient has been reviewed by the MDT 

and subsequently presented at the Leave Committee and the applied leave granted. Note: In 

special circumstances, SCALE changes can be made outside of the sitting of the Leave 

Committee by arrangement with the Medical Superintendent 

2.3 Comprehensive Multidisciplinary Assessment 

1. The patient must have a MDT meeting within 1 week of admission and an in-depth case review (case 

conference) as soon as possible but not longer than within one month of admission. The in-depth case 

review will include assessment by allied health, nursing and psychiatry staff. Staff will identify the goals of 

treatment, patient strengths and areas of need.  

2. A family welcome meeting will also be convened. Ideally this should occur within four weeks of the 

patient being admitted. The family welcome meeting allows for the patient’s family or primary carers to 

meet the entire MDT, learn about each role, explain their expectations for the admission and outline any 

concerns that they may have. This may be a face-to-face meeting or via AVL or phone. 

3. The MDT must develop a comprehensive and individualised program of care for the patient, which will 

be represented in a Treatment and Risk Management Plan (TPRIM). 

4. The Consultant is responsible for convening the clinical review meeting (case conference), inviting 

outside agencies to attend and ensuring that each discipline contributes to the TPRIM. The patient and 

family or primary carer will be encouraged, if appropriate, to actively participate in this process and 

contribute to the development of the treatment and management plan. 

5. A copy or a summary of the TPRIM should be given to the patient, and to the family or primary carer with 

the patient’s consent, if appropriate considering risk and sensitivity of the content of the plan. 

6. The TPRIM must include: 

a) risks 

b) early warning signs 

http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
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c) triggers 

d) treatment - biological, psychological and social 

e) placement 

f) restrictions 

g) implementation 

h) monitoring and 

i) specific management 

7. The TPRIM must also: 

a) identify the member of the MDT responsible for carrying out each element of the plan 

b) where appropriate, specify a completion date for the particular element of the plan 

c) set a date for the next review of the plan and 

d) be signed by the CC and patient (if appropriate). 

8. The TPRIM may include recommendations for assessments by other disciplines, such as speech 

pathology, physiotherapy or addictions medicine, which will need to be arranged by the CC or psychiatry 

registrar.  

9. The TPRIM forms the basis of care in the FH. It will be reviewed regularly at the clinical review meetings 

and in-depth case reviews. The plan will be updated whenever there is a significant change in the 

patient’s presentation, risk status or proposed management.  

3. Transfer of Care from the Forensic Hospital 

Transfer of care in the FH occurs in conjunction with, and is dependent on, the process of review conducted 

by the MHRT. For all patients in the FH, the provision of high quality reports to the MHRT is an integral part 

of the transfer of care planning process. 

The MH Act requires that a patient be treated in the least restrictive environment possible. Patients must not 

be detained in a high secure facility any longer than is clinically necessary. Once the MDT determines that a 

patient no longer requires care in a high secure setting, the team must take the steps detailed in this 

procedure to arrange for the transfer of the patient to a more appropriate care setting. 

MoH PD2012-060 Transfer of Care from Mental Health Inpatient Services requires that a Discharge 

Coordinator be nominated for each patient. For the purposes of this procedure, a patient’s Care Coordinator 

(CC) is deemed to be the patient’s Discharge Coordinator. The CC may be any qualified mental health 

practitioner who is a member of the MDT. 

These procedures must be read in conjunction with JH&FMHN policy number 1.327 Referral, Admission & 

Transfer of Care (Adolescents) – Forensic Hospital. 

3.1 Clinical Review Meetings (Case Conferences) 

1.  A clinical review meeting is a multidisciplinary meeting to review and plan a patient’s care and treatment, 

which includes transfer of care planning. 

2. The Consultant/CC/Welfare Officer must organise the clinical review meeting and ensure that all members 

of the MDT involved in current care and follow-up care are invited with sufficient notice to attend the 

meeting. 

3. Where appropriate, representatives from the relevant LHD and community service providers must be 

invited to attend clinical review meetings held prior to transfer of care. Where such representatives cannot 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_060.html
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
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attend the meeting face to face or via AVL, the CC must ensure that the views of those persons are sought 

and presented to the meeting. 

4. The Consultant Psychiatrist will chair the meetings. The outcomes of the meetings must be recorded in 

the patient’s health record. The meeting may be held as part of a ward round so long as all the relevant 

persons have been invited to attend. 

5. A clinical review meeting will be held prior to a MHRT hearing where a recommendation for transfer of 

care is being sought or is likely to be made. The current treatment and management plan and proposed 

Transfer of Care Plan must be made available to the tribunal along with relevant reports as outlined 

below. 

3.2 The Transfer of Care Planning Process 

The following steps must be followed for all patient types (correctional, forensic and civil patients). These 

steps have been adapted for the forensic mental health setting from MoH PD2012_060. When following 

these generic steps, there are specific requirements for particular patient groups: 

1. The Social Worker/Welfare Officer/CC must ensure that the patient and his/her family and/or primary 

carer and in the case of correctional patients JJNSW or CSNSW are involved in transfer planning and are 

kept informed of the patient’s expected transfer of care dates and times (if appropriate). 

2. The MDT must conduct regular reviews of the patient and document those reviews and outcomes in the 

health record. Refer to policy 1.069 Care Coordination, Planning and Review – Forensic Hospital for 

detailed guidance regarding clinical review meetings. 

3. The Social Worker/Welfare Officer/CC must identify and contact the relevant family member/primary 

carer, FaCS, LHD and community support providers, for example, a consultant psychiatrist from the local 

medium or low secure mental health facility, community care coordinator or case manager, psychologist, 

private psychiatrist, and/or HASI provider. 

4. At an appropriate point in the admission, the Social Worker/Welfare Officer/CC will invite representatives 

from the anticipated receiving LHD and other anticipated care providers to attend a clinical review 

meeting.  

5. Where the patient is being transferred to an LHD inpatient mental health facility, the receiving LHD will 

initiate contact with the relevant community mental health team, general practitioner, accommodation 

services and programs (where appropriate) in order to continue treatment and provide assertive follow 

up.   Where the patient is being transferred back to custody, the receiving custodial mental health team 

will take over the care of the patient. 

6. The Consultant Psychiatrist must ensure that a structured risk assessment (including all historical, dynamic, 

and future risk factors) is completed in accordance with policy 1.078 Clinical Risk Assessment and 

Management – Forensic Hospital. Risk of harm to self must be assessed in accordance with MoH 

PD2005_121 Suicidal Behaviour – Management of Patients with Possible Suicidal Behaviour, the Framework 

for Suicide Risk Assessment & Management for NSW Health Staff and JH&FMHN policy 2.155 Enterprise-

Wide Risk Management policy. This must be discussed with, and provided to, the relevant LHD or treating 

team. 

7. In collaboration with the receiving LHD, the patient and, where appropriate, family and/or carers, the MDT 

must develop a transfer of care plan detailing: 

a) patient treatment and management plan (including wellness strategies) 

b) key referral services and programs (e.g. HASI) 

c) medical and community support follow-up arrangements 

d) emergency contact numbers and 

e) contingency and relapse response plans. 

http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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8. The Consultant Psychiatrist must ensure that a ‘Notice of Intent’ is submitted to the MHRT at least four 

weeks in advance of a required hearing date and must also book a hearing with the Forensic or Civil 

Division of the tribunal when the patient’s clinical status indicates readiness for transfer and the 

arrangements for follow-up have been established and agreed. 

9. The relevant members of the MDT must prepare reports for the MHRT.  

10. The Transfer of Care (Discharge) Plan must take into account any other legal  issues, such as a FCTO, CTO, 

control orders or remand status, Financial Management Order, or Guardianship order (including length 

and expiry dates).  

11. The CC must ensure that the patient completes the clinical modules and outcome measures (formerly 

known as MH-OAT). The relevant patient-rated measures are modules SR1 and SR2 unless 

contraindicated.  

12. The CC must inform the Pharmacy Department at least 48 hours prior to the patient’s transfer to ensure 

that sufficient medications can be sent with the patient, in accordance with the JH&FMHN Medication 

Guidelines. 

13. Patients prescribed more than five medications must be referred to the Pharmacy Department by the CC 

at least five working days beforehand (or as soon as the transfer date becomes known) to facilitate 

medication counselling by a clinical pharmacist. 

14. In the case of a community placement, the CC/Registrar must ensure prior to transfer that the patient has 

an appointment with a named LHD clinician and that the first follow-up appointment has been set for 

within 1 week of the transfer. The CC/Registrar must also confirm and document the steps that the LHD 

community mental health service, GP or other health provider must take if the patient misses the 

appointment, which must include informing the CDFLBH or Statewide Clinical Director Forensic Mental 

Health (SCDFMH). 

15. In the case of a return to custody, the CC/Registrar must ensure that prior to transfer the patient is placed 

on the mental health waiting list and is reviewed by a mental health clinician from the custodial mental 

health team within seven days of discharge. 

16. The NUM must advise the JH&FMHN Community Forensic Mental Health Service (CFMHS) of a patient’s 

transfer from the FH into LHD inpatient or community mental health care.  This advice must be a written 

communication. 

17. The CC or delegated staff member must ensure that an MDT assessment of the patient’s mental state is 

undertaken immediately prior to transfer, including risk of harm to self and others. Except in the case of 

mandatory transfer, for example where the person’s sentence has expired, the decision to transfer may be 

deferred if the patient presents with active risks at that time. On the day of the transfer, the allocated 

nurse must conduct a final clinical appraisal of the patient, critically examine the health record and record 

this final appraisal prior to completion of the transfer documentation. 

18. On the day of the transfer, the CC or allocated nurse must give a verbal hand-over to the receiving mental 

health facility, JJC or community service provider. This includes current mental state, risks, incidents, 

medications and contact with the family/carer. 

19. The CC or allocated nurse must provide a copy of the transfer care plan to the patient and, with the 

patient’s consent, his or her primary carer and/or family (including children where relevant). The MDT may 

consider this not to be appropriate due to potential risk of harm to self or others if information is 

disclosed. 

20. Prior to transfer, the CC must complete the Transfer Summary clinical module (formerly known as MH-

OAT Transfer Summary). Where relevant, other members of the treating team will also provide written 

summaries. The patient must be informed that information will be sent to the receiving service. The 

Transfer Summary must include information relevant to the general practitioner/health professional, such 

as advice about any recent changes to management and medication requirements, the level of risk of 
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harm to self or others and the contact details for the mental health professional responsible for the 

coordination of the person’s care. 

21. The Transfer Summary must be completed but is insufficient alone for the needs of the forensic mental 

health setting. A patient transferred to an LHD inpatient mental health facility, JJC or to the community 

must have a full and comprehensive transfer. Components of the transfer summary must be sent from 

members of the MDT to the psychiatry registrar to compile the transfer summary. 

22. The Transfer Summary must be sent by facsimile to the LHD mental health inpatient facility or Community 

Mental Health Team and nominated GP or to the Mental Health team at the JJC on the day of transfer of 

care. A copy of the patient’s transfer of care (discharge) plan must be attached to the Transfer Summary. 

The full transfer summary must be sent to the receiving LHD within seven days of transfer. 

23. The patient will only be released into the care of family and/or primary carer at a time when support 

services have confirmed. In cases where transfer occurs sooner than anticipated, the community mental 

health team may need to be alerted and included in the planning process. 

24. The relevant paperwork, Section 56 MHFP Act must be completed upon transfer back to the custodial   

setting. 

3.3 Correctional Patients 

3.3.1 Expiry of a Correctional Patient’s Sentence or Release during an Admission 

1. A correctional patient detained in the FH under Section 55 or 56 (2) of the MHFP Act may be released as a 

result of: 

a) the expiry of the person’s sentence during his or her admission, 

b) the release of the person on parole,  

c) an order of the MHRT, or 

d) the release of the person on bail or a person on remand released by order of the Court. 

Transfer in the case of (a), (b) or (c) above will usually be able to be planned in accordance with these 

procedures. Where release occurs as a result of (d) and is earlier than anticipated, then every effort must 

be made to accelerate the processes for transfer while maintaining consistent standards of 

communication, consultation and documentation in relation to management, follow-up plans and risk 

assessments. 

2. Prior to the expiry of a patient’s sentence or the date of parole, the MDT must consider whether, following 

the expiry of the sentence, the patient is likely to continue to require treatment as an inpatient either 

voluntarily or involuntarily. The Consultant Psychiatrist should communicate with the young person’s legal 

representative regarding issues which may arise with expedient release and recommendations to avoid 

these difficulties. 

Under section 56(3) of the MHFP Act, the person may be transferred back to the correctional centre at   

any time if the Secretary of the MoH is of the opinion that:  

(a) the person has ceased to be a mentally ill person or to be suffering from a mental condition for which   

treatment is available in a mental health facility, or  

(b) other care of an appropriate kind would be reasonably available to the person in a correctional centre.  

3. If the patient is likely to require continued treatment as an inpatient: 

a) The NUM must identify and contact the appropriate mental health facility of the LHD for the 

patient’s expected place of residence and advise the appropriate officer of the facility of the 

expected date of transfer of the patient, and 

b) The Consultant Psychiatrist or psychiatry registrar for the patient must complete a Schedule 1 

under the MH Act prior to the patient’s transfer (unless the transfer is in accordance with an 
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involuntary patient order made by the MHRT). Consideration needs to be given to the completion 

of Part 2 of the Form in relation to Police assistance. 

4. If it is known that the patient has a Court appearance and (1) there is a possibility they may be discharged 

by the Court and (2) the patient requires continued admission, then consideration should be given to 

completing a Schedule 1 under the MH Act so that if the Court discharges the patient they can be 

transported to a mental health facility. 

5. If the patient was homeless prior to his or her incarceration in a correctional or detention centre or the 

patient would be homeless on release from the FH, then the MDT including the Welfare Officer must 

discuss accommodation options prior to discharge. A patient who has been detained involuntarily in the 

FH must have appropriate accommodation arranged prior to release to the community. 

3.4 Transfer to a Local Health District Inpatient Mental Health Facility 

3.4.1 Forensic/Correctional Patients  

Transfer and transport of patients must be in accordance with section 76E MHFP Act. 

 (1) The Delegate of the Secretary MoH may, by order in writing, order the transfer of a forensic patient or 

correctional patient detained in a mental health facility to another mental health facility. The order is 

sufficient authority for the transfer.  

(2) A person may be transferred to and detained in a mental health facility, correctional centre or other place 

in accordance with an order under this Part.  

(3) A forensic patient or correctional patient may be transported to or from a mental health facility, 

correctional centre or other place if it is necessary or convenient to do so for the administration of this Act or 

the MH Act. Any such transport is to be subject to any security conditions that the Delegate of the Secretary 

MoH considers necessary.  

(4) A forensic patient, a correctional patient or a person the subject of a transfer order under section 55 who 

has not yet been transferred may be taken to or from a mental health facility by a person referred to in 

section 81 (1) of the MH Act, a person employed in the Department of Corrective Services or the Department 

of Human Services or any other person prescribed by the regulations.  

(5) Section 81 of that Act, and any regulations made under that section, apply to or in respect of the 

transport of a forensic patient, a correctional patient or a person the subject of a transfer order under section 

55 who has not yet been transferred, to or from a mental health facility, correctional centre or other place 

under this Act in the same way as they apply to or in respect of the transport of a person under that Act.  

 
1. The decision to make a Section 76D&E order will in most cases be made after consultation with the 

MHRT. The MHRT must also be notified of the transfer of care. 

2. The CC (or delegated representative) must ensure family and/or nearest relative and/or FaCS are aware 

of the order. Assistance with travelling must be offered to the carers and/or nearest relative, if required 

to attend any associated hearings. The MDT must consider the type of facility to which the patient could 

be transferred and the level of security that would be appropriate to manage the patient’s level of risk.  

3. Once the treating team has identified that a patient is ready to be transferred to a less secure setting, the 

NUM AUFH will contact the proposed receiving facility and inform the NUM at the receiving facility of 

the referral. The Consultant Psychiatrist will contact the Clinical Director of the receiving facility to discuss 

the suitability of the referral before making a formal written referral. 

3.4.2 Civil Patients 

1. Civil patients may be transferred from the FH to another declared mental health facility or another health 

facility under the provisions of Sections 80 and 81 of the MH Act. That is, the CDFLBH may transfer a civil 

patient to another mental health facility, by arrangement with a medical officer of the other mental 

health facility. Although not strictly required by legislation, such an arrangement must be in writing.  
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2. The Medical Superintendent or delegate must take all reasonably practicable steps to notify the family 

and or primary carer of the patient and when appropriate FaCS.  

3. In the case of a patient referred to the FH as a Civil patient by an LHD, the LHD which referred the patient 

to the FH has already agreed to receive the patient back upon completion of treatment. The decision to 

transfer a civil patient back to an LHD mental health facility will be made by the MDT in consultation with 

the Clinical Director for that mental health facility. 

4. Once the LHD has implemented plans for the transfer of the patient, the NUM of the AUFH will arrange a 

transfer date with the appropriate officer of the LHD, for example the Bed Manager of the receiving 

mental health facility. 

5. The transport of a civil patient to an LHD facility is the responsibility of the referring LHD. 

3.5 Forensic Patients – Conditional Release to the Community 

1. Where the MDT considers that it would be appropriate and an order is required for a forensic patient to 

be conditionally released into the community, then the Discharge Coordinator must ensure the following 

documents are produced for the MHRT: 

a) Reports for the MHRT from the relevant members of the MDT; 

b) An independent assessment by CFMHS, or ACCT; and 

c) Written confirmation from the LHD that the patient has been accepted and that they agree to 

provide him or her with the level of care outlined by the treating team and ACCT or CFMHS. 

2. When the above documents have been completed, the MHRT must be notified conditional release is 

being sought. The MHRT is likely to have a future hearing already booked for the patient. 

3.6 ‘Unexpected’ Transfer of Care Directly to the Community from the 

Forensic Hospital 

3.6.1 Forensic and Civil Patients 

1. The nature of the population in a high secure hospital is such that transfers will be carefully planned and 

in accordance with the guidelines already set out in these procedures. However, within forensic 

psychiatric services, unusual situations can arise. Occasionally, patients may be transferred unexpectedly 

from the FH directly to the community. This may occur as a result of: 

a) The release of a person on bail, or 

b) An appeal to the MHRT or Supreme Court and the order is made for the patient’s discharge. 

2. Contingency plans must be made to cover such ‘unexpected’ events.  For example, prior to a MHRT 

hearing, the MDT will have in place contingency plans in response to a tribunal decision not to continue 

detention. 

3. When any of these events occur it is essential that the receiving LHD mental health service and relevant 

family and carers and FaCS are fully aware and able to offer appropriate and intensive support within the 

community. 

4. If there is a pre-transfer meeting or Clinical Review Meeting, the CC or delegate must attend. Whenever 

possible, a representative from the receiving LHD mental health service will also be present. When this is 

not possible, a telephone clinical review between the patient’s Consultant Psychiatrist at the FH and the 

Consultant Psychiatrist from the LHD will occur. 

5. The Social Worker/Welfare Officer/CC must ensure that carer(s) are invited to the meeting. Assistance 

with travelling will be offered to the carers if required. 

6. The Transfer of Care or Discharge Plan will identify services that are available in the community. 
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7. The risk assessment must be updated and, together with contingency plan, agreed by the service user 

and relevant carers. 

8. If release occurs without the benefit of a clinical review meeting, the community mental health service 

should ensure an early date for review is set. 

9. When release directly to the community occurs, the CC must ensure an urgent follow-up visit is arranged 

with the local LHD mental health service. This will be included in the Transfer of Care Plan. 

10. If possible, an out-patient appointment with the appropriate LHD consultant psychiatrist will be made for 

immediately following release. 

11. The CC must negotiate with the receiving service to alert and activate all required community services. 

12. A Clinical Review Meeting will be held between the FH and the LHD mental health service in the area 

where the patient will be living as soon as is practicable. 

13. Relevant clinical information must be transferred as soon as possible to the local LHD mental health 

service. 

14. CDAMH must be informed of the release, as soon as practical. 

15. If possible, release should be on a normal working day and within normal working hours. 

16. ‘Unplanned’ releases from the FH are, by their very nature, likely to be highly unusual. Consideration 

must be given to holding a critical incident review of the process. 

17. In the case of released civil patients who return to the FH within 12 months, an intensive review will be 

undertaken with the LHD and if possible the MoH, with an emphasis on determining the resources and 

expertise required to successfully support the patient in their own LHD/community at the next attempt. 

3.7 Summary of the Transfer of Care Planning Process for Patients 

Transferred to another Mental Health Facility or to the Community 

Pre-Admission  

 

1. Identify responsible LHD and record.  

2. Identify and inform local Area Mental Health Service of admission.  

3. Identify contacts with statutory agencies and request medical, social services and 

probation records.  

Admission 

 

 

1. Inform LHD Mental Health Service of date of admission in writing.  

2. Request in writing identification of care coordinator/link worker from Area Mental 

Health Service.  

3. Confirm in writing that the LHD Mental Health Service accepts responsibility for the 

patient on transfer.  

4. Inform Primary Carer 

5. Inform MHRT 

During 

Admission  

 

1. Invite LHD Mental Health Service, care coordinator/ link worker and others with 

statutory responsibility to case conferences. Request advice on local 

facilities/community placements in home area. Encourage joint case management 

model to be implemented. 

2. Provide information to patient, carers and family members as appropriate.  

3. Consideration must be given to victim issues and police liaison. 
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Mental Health 

Review Tribunal  

 

1. Inform LHD Mental Health Service /care coordinator/ link worker of forthcoming 

MHRT hearings. 

2. Seek facilities report from LHD Mental Health Service, including accommodation, 

follow-up and management plan that will be implemented on patient’s transfer. 

3. Copy MHRT reports to LHD Mental Health Service. 

4. Agree plan with LHD Mental Health Service for future management in the event of 

transfer by the tribunal. 

Pre-Transfer of 

care 

 

1. Follow the procedures for transfer of care planning between the FH and LHD. Essential 

elements include:- 

a. Agreed transfer of care plan between LHD and the FH.  

b. Identified community/hospital Consultant Psychiatrist.  

c. Identified LHD care coordinator.  

d. Identified Community Offender Services Case Worker for correctional patients on 

parole.  

e. Agreed arrangements for out of hours and emergency mental health response.  

f. For community placements, agreed plan for possible re-admission to hospital, 

including emergency hospital placements. 

g. Patient, family and/or carer aware of transfer plans and relevant LHD contact and 

appointment details. 

Transfer of care 

 

1. Conduct a Transfer of Care Planning and Review Meeting to include all relevant 

agencies.  

2. Complete transfer documentation.  

3. Arrange appropriate mode of transport for the patient from the FH. 

 

4. Definitions 

In this policy the term Clinical Director means the Clinical Director, Forensic and Long Bay Hospitals. This 

policy presumes that the Clinical Director is also the Medical Superintendent of the Forensic Hospital. Any 

reference to the Clinical Director should be read, where applicable, as a reference to the Medical 

Superintendent. The terms ‘forensic patient’ and ‘correctional patient’ are defined in the Mental Health 

(Forensic Provisions) Act 1990. 

Civil Patient 

A person involuntarily detained in a declared mental health facility who is not a forensic patient. 

Forensic Patient 

Forensic Patient means a person who, when charged on indictment, is a person- 

 

 Found unfit to be tried (section 14) or subject to a limiting term (section 24) after a qualified finding 

of guilt, and detained in a hospital, prison or other place, or granted conditional release; or 

 Subject to a special verdict of not guilty due to mental illness (NGMI) and detained in a hospital, 

prison or other place, or granted conditional release (section 39); or 

 Granted bail after being found unfit to be tried; or 

 a person in respect of whom an extension order or interim extension order is in force; or 

 a person who is a member of a class of persons prescribed by the regulations (currently includes a 

person found not guilty of an offence under the law of Norfolk Island by reason of mental illness or 

mental impairment, and is held in custody in NSW). 
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Correctional Patient 

Correctional patient means a person (other than a forensic patient) who has been transferred from a 

correctional centre to a mental health facility while serving a sentence of imprisonment, or while on remand, 

and who has not been classified by the MHRT as an involuntary patient. Note: The term “correctional centre” 

also includes a detention centre. 

 

Primary Carer  

1)  The primary carer of a person (the patient) is:  

(a)  the guardian of the patient, or 

(b)  the parent of a patient who is a child (subject to any nomination by a patient referred to in paragraph 

(c)), or 

(c)  if the patient is over the age of 14 years and is not a person under guardianship, the person nominated 

by the patient as the primary carer under this Part under a nomination that is in force, or 

(d)  if the patient is not a patient referred to in paragraph (a) or (b) or there is no nomination in force as 

referred to in paragraph (c):  

(i)  the spouse of the patient, if any, if the relationship between the patient and the spouse is close and 

continuing, or 

(ii)  any person who is primarily responsible for providing support or care to the patient (other than wholly or 

substantially on a commercial basis), or 

(iii)  a close friend or relative of the patient. 

 

 Note that in accordance with section 72(3) MH Act a person may nominate someone else as primary 

carer, but a person who is over the age of 14 years and under the age of 18 years may not exclude 

the person’s parent by such a nomination. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+135+1982+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.health.nsw.gov.au/pubs/2005/suicide_risk.html
http://www.health.nsw.gov.au/resources/policies/manuals/phdeles_pdf.asp
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www.health.nsw.gov.au/policies/pd/2010/PD2010_018.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
http://www.health.nsw.gov.au/policies/pd/2011/PD2011_015.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_060.html
http://intranetjh/pol/policylib/1.030_Policy_0511.pdf
http://intranetjh/pol/policylib/1.069_Policy_0311.pdf
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://intranetjh/pol/policylib/1.230_Policy_0908.pdf
http://intranetjh/pol/policylib/1.261_Policy_0509.pdf
http://intranetjh/pol/policylib/1.402_Policy_0707.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.esmhcg.nhs.uk/rampton-admission-criteria.html
http://www.esmhcg.nhs.uk/rampton-admission-criteria.html
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5. Appendices  

Note: This diagram is an overview of the process and does not include all the legislative requirements  

Appendix 1 – Referrals to Austinmer Adolescent Unit Forensic Hospital 

Completed referral received by NUM 
Austinmer and CDAMH Note: 

 if CDAMH on leave referral received 
by Consultant Psychiatrist on 
Austinmer.  

 If NUM on leave referral received 
by CNC Austinmer

Within 2 working days NUM Austinmer 
and CDAMH will liaise and decide on 

eligibility for assessment for admission 

NUM Austinmer allocates patient to 
appropriate clinicians to complete 

assessment and notifies referrer in writing

Is the patient eligible for 
assessment?

Yes

No

Appropriate clinicians include:
 Consultant Psychiatrist
 Shift leader/CNC
 Psychologist
 Registrar

Assessment arranged and completed by 
allocated clinicians within two weeks

Assessment arranged and completed by 
allocated clinicians within two weeks

No bed available

Allocated nurse to make contact regularly 
with NUM/JH mental health team at JJC/

JCC to collate information and obtain 
weekly updates

Is the patient appropriate 
for admission

Yes

Allocated clinicians inform NUM 
Austinmer / CDAMH of reasons for 

decision in writing.  NUM Austinmer / 
CDAMH communicates outcome to 

referrer

No

NUM 
Austinmer

lliaises 
with 

CDAMH 
weekly 

regarding 
waiting list

Patient Admitted
 (see admission policy and manual) 

NUM Austinmer / CDAMH responds to 
referrer in writing

Allocated clinicians inform NUM of 
Austinmer & CDAMH of reasons for 

decision in writing .  NUM Austinmer/ 
CDAMH communicate outcome to 

referrer

NUM and 
Consultant 

Austinmer update 
Admissions 
Committee Bed available

NUM Austinmer 
allocates nurse/shift 

leader to referral 

Consultant 
Psychiatrist and 
NUM Austinmer 
confirm date of 

admission 

Schedules coordinated 
by Consultant 

Psychiatrist. Patient 
transport arranged with 

JJ/CS by Welfare 
Officer/NUM Austinmer 

Waitlist updated by 
NUM Austinmer

Referral placed on 
Waitlist in 

Referral pack to be requested from the 
NUM and sent to referrer.

 

Schedules coordinated 

by Consultant 

Psychiatrist. Patient 

transport arranged 

with JJNSW/CS by 

Welfare Officer/ NUM 

Austinmer 
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6. Legislation and Related Documents 

 

Legislation 

Criminal Appeal Act 1912 

Health Administration Act 1982 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

 

 

 

 

 

Ministry of Health 

Forensic Patient Guidelines: for the assessment and management of risk to others 

incorporating a guide to forensic patient report writing, (2003) 

Framework for Suicide Risk Assessment and Management for NSW Health Staff (2005) 

Your Guide to MH-OAT: Clinicians’ Reference Guide to NSW Mental Health Outcomes  

and Assessment Tools (revised ed, 2004) 

PD2005_121 Suicide Behaviour – Management of Patients with Possible Suicide 

Behaviour 

PD2007_059 Aboriginal Mental Health and Well Being Policy 2006-2010 

PD2010_018 Mental Health Clinical Documentation 

PD2011_015 Care Coordination: Planning from Admission to Transfer of Care in NSW 

Public Hospitals 

PD2012_059 Delegations of Authority - Local Health Districts and Specialty Health 

Networks 

PD2012_060 Transfer of Care from Mental Health Inpatient Services 

 

 

JH&FMHN 

Policies 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit (Adults) 

1.069 Care Coordination, Planning and Review – Forensic Hospital 

1.078 Clinical Risk Assessment and Management - Forensic Hospital 

1.230 Health Care Interpreter Services – Culturally and Linguistically Diverse Patients 

1.395 Transfer and Transport of Patients 

JH&FMHN 

Other Resources 

Medication Guidelines 

The Forensic Hospital Patient Information Booklet 

The Forensic Hospital Procedure: Searches 

 

 

 

 

JH&FMHN Forms 

FH2 Discharge Checklist 

FMR025.010 The Mental Health Assessment Form  

JUS005.001 Health Problem Notification Form 

JUS010.000 Nursing Checklist – Transfer out of Centre 

JUS020.100 Consent for Photography 

JUS025.136 Profile Form – Mental Health Act 

JUS025.137 Consent to Treatment – Mental Health Act 

JUS200.035 Medical Certificate Certification for Special Transport 
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JUS200.110 Schedule 2 - Medical Certificate as to Examination of Inmate 

Other State Records Authority of New South Wales, (2004) General Retention and Disposal 

Authority Public Health Services: Patient/Client Records (GDA 17) 

Rampton Hospital Admissions Guidelines, East of England Specialised Commissioning 

Group, NHS, UK 

7. Contact Information 

Referral FAX        Facsimile (02) 9700 3712 

Clinical Director Forensic and Long Bay Hospitals (02) 9700 3083  Facsimile:  (02) 9700 3514 

Director of Nursing, Forensic Hospital   (02) 9700 3145 

Deputy Director of Nursing Forensic Hospital  (02) 9700 3158 

Clinical Director Adolescent Mental Health  (02) 8372 3051 

After Hours Nurse Manager FH    (02) 9700 3112 Facsimile (02) 9700 3687 

Duty Psychiatry Registrar    (02) 9311 2906 

Community Forensic Mental Health Service  (02) 8838 6290 Facsimile (02) 9683 7315 

Nurse Manager Custodial Mental Health   (02) 9289 5845 Facsimile (02) 9289 5696 

         Pager  (02) 9937 2506 

Forensic Mental Health Legal Advisor   (02) 9700 3219 

Forensic Mental Health Liaison Officer   (02) 9700 3230 

Forensic Orders Fax     97003631 

Forensic Hospital Admissions Committee  FH.AdmissionsCommittee@justicehealth.nsw.gov.au 

 

Physical Address 

Forensic Hospital 

1300 Anzac Parade 

MALABAR NSW 2036 

Postal Address 

Forensic Hospital 

PO Box 150 

MATRAVILLE NSW 2036 
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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 

Referrals between Corrective Services NSW and Justice Health & 

Forensic Mental Health Network (Adults) 

Policy Number 1.331 

Policy Function Continuum of Care 

Issue Date 3 September 2012 

Summary This policy defines the cross referral system between the Justice Health & Forensic 
Mental Health Network and Corrective Services NSW staff for appropriate and 
timely referrals to other services for adult patients. 

Responsible Officer Executive Director Clinical and Nursing Services 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.331 (May 2009) 

Change Summary  Grammatical changes 

TRIM Reference POLJH/1331 

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

 

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

JH&FMHN is responsible for the provision of health care within the criminal justice system. CSNSW plays an 
important role in facilitating and providing access to other necessary services that are not provided by JH&FMHN. 
This care involves ensuring that appropriate professional referral and health information is transferred from one 
service to the other. 

Adult patients frequently require a referral from health staff to other services provided by Justice Health & 
Forensic Mental Health Network (JH&FMHN) such as the Risk Intervention Team (RIT) or Risk Assessment 
Intervention Team (RAIT) , Public Health Unit, Psychiatrist, Medical Officer, Connections or Care Navigation 
Support Program. Health staff may also refer a patient to Corrective Services NSW (CSNSW) Psychologist, 
Welfare or Alcohol & Other Drug Worker, Services and Program Officers (SAPOs). Custodial staff may need to 
generate referrals to health staff. 

2. Policy Content 

2.1 Mandatory Requirements 

A Referral Form (JUS210.005) is used by both services to ensure that the referral is documented and that the 
patient receives an appropriate referral. Custodial officers must use these forms to formally notify any health 
concerns they hold for individual patients. The form must be completed for all patients requiring referral and 
sent to the relevant service and specialist staff for action.  

The action/result of the referral must be appropriately noted on the duplicate copy of the form and returned to 
the sender/referral source e.g. appointment made for assessment. The original form must be maintained in the 
patient’s Health Record. A clinical report may be attached or sent later for inter-clinical professional referrals. 

Where necessary, a Health Problem Notification Form (JUS005.001) must be attached for custodial staff. A copy 
must be retained on the CSNSW case management file or the patient’s Health Record, as appropriate. 

The referring health professional is responsible for ensuring the referral has reached the appropriate professional. 
The daily Clinical Handover system must ensure that any follow up required and outcomes of the referral are 
actioned appropriately and within a reasonable time.  

A copy of the referral must be signed off by the receiver with any comments of action, and this must be 
returned to the Health Centre and filed in the patient’s Health Record in the Other Correspondence section. 

3. Related Documents 

JH&FMHN Policies 1.231 Health Problem Notification Form (Adults) 

JH&FMHN Forms JUS210.005  Adult Referral between CSNSW and JH&FMHN 

JUS005.001 Health Problem Notification Form 

 

http://jhintranet/files/Policies/1.231_Policy_1208.pdf
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Referrals to the Community Integration Team 

Policy Number 1.335 

Policy Function Continuum of Care 

Issue Date 18 November 2013 

Summary This policy is for the referral of young people to the Community Integration Team 
(CIT) from internal (Justice Health & Forensic Mental Health Network) and external 
(Juvenile Justice and Corrective Services NSW) referrers. 

The aim of the CIT is to coordinate integrated, ongoing care for young people 
with mental health and / or drug and alcohol concerns leaving Juvenile Justice 
Centres or Correctional Centres to aid successful reintegration into the 
community. Care is coordinated prior to and during the critical post release period 
by linking the young person with appropriate specialist and generalist community 
services.  

Responsible Officer Executive Director Clinical Operations (Forensic Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

       Previous Issue(s) Policy 1.335 (5 July 2010) 

Change Summary  Mandatory requirements, roles and responsibilities added.

 Internal referrals will now be taken via the ‘Community Integration Team
Referral Form’ in conjunction with PAS.

 Maps that highlight CIT area boundaries.

TRIM Reference POLJH/1335 

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

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

This policy outlines the requirements for referring a young person to the Community Integration Team (CIT) from 
internal Justice Health & Forensic Mental Health Network (JH&FMHN) and external Juvenile Justice (JJ) and 
Corrective Services NSW (CSNSW) referrers. 

The aim of the CIT is to coordinate integrated, ongoing care for young people with mental health and / or drug 
and alcohol concerns leaving Juvenile Justice Centres or Correctional Centres to aid successful reintegration into 
the community. Care is coordinated prior to and during the critical post release period by linking the young 
person with appropriate specialist and generalist community services.  

2. Policy Statement 

2.1 Mandatory Requirements  

 The aim of this policy is to outline the requirements and process to follow when referring a young person 
to the CIT. 

 To ensure suitable young people with mental health and/or drug and alcohol concerns are accepted as 
clients with the CIT service.  

 To ensure all referrals to the CIT are assessed and actioned in a timely manner. 

 To ensure all referrers receive feedback regarding the outcome of each referral in a timely manner. 

2.2 Implementation - Roles & Responsibilities 

Referrer 

Identify young people based on the eligibility criteria (see Section 3.2) that may be suitable for referral to the CIT. 
The referral should be completed in collaboration with the treating custodial Mental Health/Drug & Alcohol team 
whenever possible. 

CIT Manager 

Receive and review CIT referrals and assess eligibility against the referral criteria (see Section 3.2).  

Administration Officer Community Integration Team 

Monitor CIT referrals and notify referrer of the outcome in writing when eligibility is assessed.  

CIT Clinician 

Regularly review their individual CIT Clinician Waiting List and initiate contact with the young person after 
liaising with the relevant Health Centre staff (nursing or treating MH/D&A team) for handover of information 
and obtaining the health record. 

CIT Psychiatrist 

Assist in the assessment of eligibility of CIT referrals as required.  

3. Procedure Content 

3.1 Referrals 

The CIT will accept referrals from JH&FMHN, JJ and CSNSW.  A flowchart of the referral process can be found in 
Appendix A. 

All referrers must obtain verbal consent from the young person or the parent/legal guardian that they agree to a 

CIT referral being made. This must be documented under the ‘Referrer’s information’ section on the Community 
Integration Team Referral Form. 
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Written consent is obtained by the CIT Clinician when initial contact is made using the Community Integration 

Team Consent form. 

3.1.1 Internal Referrals (JH&FMHN) 

The CIT accepts referrals from Adolescent Health (AH) clinical staff and from the Forensic Hospital (FH).  

To make a referral to the CIT, the referrer must complete the Community Integration Team Referral Form and 
forward it to the CIT Manager for review and assessment of eligibility.  The referrer must also make a referral via 
the Patient Administration System (PAS) and generate a 'referral’ to the ‘CIT, Manager’. 

The referrer must categorise the referral into one of the following PAS CIT alert groups: 

 CIT 1 – Young person who will require mental health services in the community; 

 CIT 2 – Young person who will require drug and alcohol services in the community; or  

 CIT 3 – Young person who will require mental health and drug and alcohol services in the community. 

Referrals with an alert type of CIT 1 and CIT 3 should be made by the treating mental health team whenever 
possible. The MH clinician should outline services and treatment required in the community on release from 

custody, using the Community Integration Team Referral Form. 

Whenever possible, referrals with an alert type of CIT 2 should be made in consultation with the Drug & Alcohol 

Clinical Nurse Consultant or the Juvenile Justice Drug & Alcohol Counsellor using the Community Integration 
Team Referral Form. 

When nursing staff place a young person on the waiting list for an assessment by the MH or D&A team, and the 
earliest release date falls before this appointment occurring, nursing staff should make a referral on PAS using 

the CIT Alert groups, and enter all other relevant information on the Community Integration Team Referral Form. 
Nursing staff should also notify the custodial MH/D&A team that a referral has been made.  

3.1.2 External Referrals (Juvenile Justice and Corrective Services NSW) 

Referrals will be accepted from JJ Officers or CSNSW staff using the Referral to the Community Integration Team 
(CIT) Form.  

The CIT Referral Form must be faxed or emailed to the CIT Manager (see Section 3.3 for details). The CIT 
Manager will then transfer the referral onto PAS and select the appropriate CIT alert group. 

3.1.3  Referrals from Broken Hill Area 

Broken Hill is a unique environment with a high prevalence of young people with complex needs. Due to the 
closure of the Broken Hill Shelter (operated by JJ), referrals to the CIT from this area will be broadened to include 
referrals from Juvenile Justice Officers in Broken Hill Local Court and Broken Hill Police custody cells.  Referrals 
should be made as per Section 3.1.2. 

3.2 Eligibility Criteria 

A young person will be considered eligible for CIT if they are detained at a Juvenile Justice Centre (JJC) or 
Juvenile Correctional Centre (JCC) at the time of the referral, or they have been detained and are not more than 
seven days post release, and they: 

o have an identified mental health and/or substance use problem; and 

o may benefit from mental health and/or drug and alcohol services in the community; and 

o will be residing within one of the designated CIT boundaries on release from custody (see Appendix 
B). 

Young people aged up to 21 years who are detained at an adult CSNSW facility may be considered eligible for 
referral to the CIT in the event that they are not eligible for the Connections Program. The referrer should 
contact the CIT Manager to discuss the case and request a referral form.  

The CIT Manager is the initial contact for all referrals to the CIT. The CIT Manager will regularly review referrals 
made via PAS, email or fax and will assess their eligibility against the outlined criteria. The CIT Manager will 
consult with the CIT Psychiatrist when it is unclear whether the young person is eligible for CIT. 
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When the outcome of the referral has been determined, the Administration Officer CIT will notify the referrer via 
email, with a copy to the CIT Manager and Centre NUM if referred from a JJC or JCC setting.  The 
Administration Officer CIT should notify the referrer of the outcome within one week of the referral being made. 

3.3  Contact Information 

The CIT Manager should be the first point of contact for all referrals and queries. They can be contacted via 
phone on 02 8372 3066, mobile 0408 163 583 or fax 02 9700 3686. 

All referrals should be either faxed to the above number or scanned and emailed to: 
CIT.Referrals@justicehealth.nsw.gov.au. 
 

Appendix A – Referral Process Flowchart 

Referrals from JH&FMHN 
completed via ‘Referral to CIT’ 

form and PAS. 

Referral should be completed in 
consultation with AOD/MH staff 

if possible.

Referrals from external agencies  
completed via ‘Referral to CIT’ 

form.

CIT Referral received by CIT Manager

CIT Manager assesses eligibility of young person for 
referral to the CIT with consultation with Psychiatrist 

as required.

Administration Officer notifies 
referrer of acceptance of referral.

CIT Manager PAS WaitIng Lists 
young person to a CIT Clinician for 

initial contact.

Administration Officer notifies 
referrer that the referral is 

ineligible. 

CIT Clinician meets with young 
person and obtains written consent. 

Care plan developed in consultation 
with young person, family (where 

possible) and clinic staff.

Clinician to complete:
 PAS CIT Alert
 Acquire and receive Health Record on PAS 
 CIT Home Visit Risk Assessment if required
 CIT Consent Form
 MHOAT Care Plan Form (with copy sent to CIT 

Manager)
 MHOAT Admission: CGAS

CIT clinician presents the new 
referral at Case Review meeting for 

discussion.

Clinician to:
 Include young person on case review agenda   
 Utilise CIT feedback template

Referrals to the Community Integration Team

IneligibleEligible         

 

  

mailto:CIT.Referrals@justicehealth.nsw.gov.au
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Appendix B – CIT Area Boundaries (Map Data ©2013 Google) 

Sydney Metropolitan 
 

 
 
Penrith 
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Fairfield  Wollongong 
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Wagga Wagga  
 

 
 

Dubbo 
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Broken Hill 
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Newcastle and Gosford 
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Kempsey 
 

Grafton 
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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 

Accommodation - Clinical Recommendations (Adults) 

Policy Number 1.340 

Policy Function Continuum of Care 

Issue Date 4 November 2014 

Summary This Justice Health & Forensic Mental Health Network (JH&FMHN) policy is to 

provide clinically based recommendations regarding a patient’s cell placement 

within the NSW correctional system. This must be based on an assessment of 

the patient’s risk of causing harm to self or others, in light of the information 

available to JH&FMHN at the time of making the clinical recommendation and 

the patient’s physical and mental health requirements. It is ultimately the 

responsibility of Corrective Services NSW (CSNSW) staff via the Commissioner 

to consider the clinical recommendation regarding cell placement made by the 

JH&FMHN staff and make a determination for cell placement based on this and 

the security and safety requirements of the inmate as per S 232 of the Crimes 
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http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
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1. Preface

It is Justice Health & Forensic Mental Health Network (JH&FMHN) policy to provide clinically based 

recommendations regarding a patient’s cell placement within the NSW correctional system. This must be 

based on an assessment of the patient’s risk of causing harm to self or others, in light of the information 

available to JH&FMHN at the time of making the health recommendation and the patient’s physical and 

mental health requirements. It is ultimately the responsibility of Corrective Services NSW (CSNSW) staff and 

the Commissioner to consider the clinical recommendation regarding cell placement made by the JH&FMHN 

staff and make a determination for cell placement based on this and the security and safety requirements of 

the inmate as per S 232 of the Crimes (Administration of Sentences) Act 1999. 

2. Policy Content

2.1 Mandatory Requirements 

JH&FMHN staff must make clinically based recommendations for patient accommodation to CSNSW where 

the health needs of patients require special consideration. CSNSW under the Crimes (Administration of 

Sentences) Act 1999 will then make a determination of cell placement based on safety and security 

requirements. 

2.2 Implementation - Roles & Responsibilities 

JH&FMHN health staff should make clinically based recommendations to CSNSW staff in relation to cell 

placement and any health related special needs of patients. Clinical staff must make any such 

recommendations on the basis of a thorough assessment of a patient’s physical and mental health. Such 

assessments include: 

 Reception Screening Assessment (RSA),

 Chronic Disease Screen (CDS),

 Mental Health Outcome Assessment Tool (MHOAT) assessments, and

 an assessment conducted at any time when there have been changes in a patient’s health status.

3. Procedure Content

The above assessments assist clinicians to identify patient health issues. In this context, the term ‘health 

issues’ refers to any issue that is directly related to a patient’s physical health, mental health or substance use, 

which may have an impact on the type of cell placement that would be suitable for the patient. The clinical 

staff member making the clinical recommendation must provide CSNSW with a clear and concise description 

of the reasons for the special cell placement clinical recommendations so that CSNSW can monitor the 

individual patient's welfare. JH&FMHN staff must use the JH&FMHN Health Problem Notification form 

(Adults) (JUS005.001) to inform CSNSW staff of cell placement and clinical recommendations. Refer to 

JH&FMHN policy 1.231 Health Problem Notification Form (Adults). 

A cell placement clinical recommendation for health reasons must be clinically based. For any type of 

placement, if the patient’s health deteriorates then appropriate action must be taken. The particular 

treatment required may affect the patient’s placement which may require that a new clinical recommendation 

for placement is made to CSNSW. 

http://www.legislation.nsw.gov.au/fragview/inforce/act+93+1999+pt.11-div.3-sec.232+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
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Health staff may make a clinical recommendation regarding particular items in the possession of a patient or 

in the patient’s cell, for example, the removal of razors, where the continuing possession of such items may 

be a risk to the patient or others. JH&FMHN staff must not make a clinical recommendation that an 

individual be stripped of all possessions or housed naked. 

3.1 Placement Options 

3.1.1 Normal Cell Placement 

Normal Cell Placement may be one-out, two-out or shared accommodation depending upon availability of 

resources. Clinical staff may make a clinical recommendation for this placement when there are no health 

issues, increased risk factors, special needs, or other requirements for additional support.  

3.1.2 Ground Floor Placement 

Such placement should be considered for patients who have problems ambulating or climbing stairs due to, 

for example, arthritis, fractures, sprains, old age or other injuries/conditions. 

3.1.3 Shared or Group Cell Placement 

Shared or Group Cell placement means two-out, four-out cell or dormitory accommodation that is, any 

accommodation except one-out. 

Shared or group cell placement may be clinically recommended when human contact and support are 

identified as being significant requirements, for example, patients who are frightened or overwhelmed, first 

experience in custody, young offender, are attending Court and may benefit from short-term support in the 

company of others, are experiencing a situational crisis and are already receiving direct assistance but may 

benefit from short-term support. 

Such placement may also be clinically recommended in circumstances when a patient should not be left 

alone due to increased risk associated with a health issue, for example, where a patient may be unable to use 

the cell call system to contact custodial staff due to a condition such as haemophilia, unstable diabetes, 

unstable epilepsy, angina, chronic asthma, substance withdrawal, heart disease, chronic asthma, mental 

health problem, poor mobility, frailty or pregnancy. Such placement may also be used as a step down from 

Assessment Cell or for patients who are awaiting transfer to a mental health facility. Shared or group cell 

placement is time limited and a review date must be indicated on the JH&FMHN Health Problem Notification 

form (Adults) (JUS005.001). The health team should consult the appropriate specialist services for advice if 

required, for example, primary, population, or mental health. 

3.1.4 One-out Cell Placement 

One-out Cell Placement means alone in a cell and such placement should be considered for patients 

suspected of, or diagnosed with, a communicable disease. Such a clinical recommendation may only be 

made following liaison with the Public Health Coordinator/ Clinical Nurse Consultant (CNC) Population 

Health in business hours or the on-call Medical Officer and After Hours Nurse Manager in accordance with 

the Population Health Communicable Diseases Outbreak Management Protocol.     

One-out cell placement may also be considered as part of a comprehensive risk management plan, 

particularly for those patients at risk of harm to or from others. In these cases, there is a need to determine if 

the patient’s behaviour is as a result of a mental health problem to determine if treatment is required. Liaison 

with local mental health services or the on-call psychiatrist may be required if a mental health problem has 

been identified.   

http://intranetjh/PopHealthProcedures/Communicable_DiseaseProtocols.pdf
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3.1.5 Assessment Cell 

An Assessment Cell is a specially designed cell that should have no hanging points and where the fixtures 

and fittings have been designed to ensure as safe an environment as possible. CCTV monitoring is present in 

most assessment cells however in those centres where there is an assessment cell with no CCTV, JH&FMHN 

and CSNSW staff must make local arrangements to manage at risk patients.   

Assessment Cell should be considered when a patient has been assessed as being at significant risk of 

suicide, self-harm, or harm to others. A clinical recommendation for such placement must be accompanied 

by a completed Mandatory Notification Form (MNF) (CNS546). A patient placed in an Assessment Cell must 

be reviewed by a Risk Intervention Team (RIT). Refer to JH&FMHN policy 1.380 Suicide & Suicidal Behaviour 

Risk Management and CSNSW Operations Procedure Manual Sect 13.3, RIT Protocol for the management of 

inmates ‘at risk’ of self-harm or suicide. 

3.1.6 Medical Placement 

Patients experiencing an acute episode or exacerbation of a physical health problem may need to be placed 

either in an Assessment Cell or a Clinical Observation bed, depending on resources at the Centre. Placement 

facilitates increased access and the need to monitor the overall health of the patient. Clinical need and 

judgement will determine how often a patient will require reviewing. However, twice daily must be the 

minimum. These reviews must be documented in the patient’s Health Record. Clinical staff must specify on 

the JH&FMHN Health Problem Notification form (Adults) (JUS005.001) whether the patient needs an 

Assessment cell or a Clinical Observation bed and what observations are required. Refer to JH&FMHN policy 

1.025 Clinical Observation Beds in Health Centres. 

3.1.7 Detoxification Placement 

Patients experiencing acute substance withdrawal, or who are expected to develop substance use withdrawal 

symptoms or who are intoxicated should be considered for placement either in an Assessment Cell or a 

Clinical Observation bed, depending on resources at the Centre. Placement facilitates increased access by 

health staff where there is a need to monitor the overall health status of the patient. Clinical need and 

judgement will determine how often a patient will require reviewing. However, twice daily must be the 

minimum. These reviews must be documented in the patient’s Health Record. Refer to JH&FMHN Drug & 

Alcohol Procedure Manual (3
rd

 Edition).

Clinical staff, must specify on the JH&FMHN Health Problem Notification form (Adults) (JUS005.001) whether 

the patient needs an Assessment cell or a Clinical Observation bed and what observations are needed. 

3.1.8 Risk Intervention Team Cell Placement 

Following a RIT review, if the representing JH&FMHN staff member on the RIT panel dissents from the cell 

placement decision based on the clinical assessment of the patient’s risk of causing harm to self or others, 

then the JH&FMHN staff member must document the dissention and the clinically recommended cell 

placement in the Health Record. The reason for the dissention and the clinical recommendation of the 

JH&FMHN staff member must be documented clearly on the RIT plan. The JH&FMHN Health Problem 

Notification form (Adults) (JUS005.001) completed by the JH&FMHN staff member on the RIT panel should 

state the consensus of the majority of the team members (or the determination made by the CSNSW officer 

in charge per S 232 of the Crimes (Administration of Sentences) Act 1999) 

http://intranetjh/forms/Forms/CNS546.pdf
http://intranetjh/pol/policylib/1.380_Policy_0314.pdf
http://intranetjh/pol/policylib/1.025_Policy_0912.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://www.legislation.nsw.gov.au/fragview/inforce/act+93+1999+pt.11-div.3-sec.232+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
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4. Definition

Assessment Cell 

A specially designed cell that should have no hanging points and where the fixtures and fittings have been 

designed to ensure as safe an environment as possible. CCTV monitoring should be present in most 

assessment cells however in those centres where there is an assessment cell with no CCTV, JH&FMHN and 

CSNSW staff will make local arrangements to manage at risk patients. 

Clinical Observation Beds 

Non-admitted beds located in Health Centres that are used to accommodate patients who require a higher 

level of observation for Primary Health, Drug & Alcohol, Population Health and Mental Health issues. 

Determination  

The act of coming to a decision. 

Dissent 

An explicit disagreement by one or more of the RIT panel members with the decision of the majority on the 

case before them. A dissent must be accompanied by a written dissenting opinion, clearly declaring the 

reasons of disagreement with the majority. 

Must 

Indicates a mandatory action required that must be complied with. 

Risk 

Means the probability of an event occurring and includes risk of deterioration in health status, suicide, self-

harm, harm to others and general health risks. It does not include risk of re-offending or recidivism. 

Should 

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

different course of action. 

Special Needs 

Special needs are needs related to the health or well-being of a patient. 

Step Down 

Step down means a gradual reduction in specialist support as part of a structured management plan. 
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5. Legislation and Related Documents

Legislation Crimes (Administration of Sentences) Act 1999 

Mental Health (Forensic Provisions) Act 1990 

Mental Health Act 2007 

NSW MoH Policy Directives 

and Guidelines 

PD2006_041 Mental Health Outcomes & Assessment Tools (MH-OAT) Data 

    Collection Reporting Requirement 1 July 2006  

PD2007_061 Incident Management  

PD2009_039 Risk Management - Enterprise-Wide Policy and Framework - NSW 

     Health 

JH&FMHN Policies, 

Procedures, Protocols, and 

Forms 

1.025 Clinical Observation Beds in Health Centres 

1.231 Health Problem Notification Form (Adults) 

1.380 Suicide & Suicidal Behaviour Risk Management 

2.030 Incident Management 

2.030M Incident Management Procedure Manual  

Drug & Alcohol Procedure Manual (3
rd

 Edition)

Communicable Diseases Outbreak Management Protocol 

JUS005.001 Health Problem Notification form (Adults) 

Corrective Services NSW 

Operations Procedures 

Manual, and Forms 

7.17 Inmate Accommodation 

13.3 RIT Protocols 

CNS546 Mandatory Notification Form 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2006/PD2006_041.html
http://www0.health.nsw.gov.au/policies/pd/2006/PD2006_041.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_061.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_039.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_039.html
http://intranetjh/pol/policylib/1.025_Policy_0912.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.380_Policy_0314.pdf
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/pol/policylib/2.030_Manual_0812.pdf
http://intranetjh/Procedures_Manuals/Drug%20and%20Alcohol%20Procedure%20Manual.pdf
http://intranetjh/PopHealthProcedures/Communicable_DiseaseProtocols.pdf
http://www.correctiveservices.nsw.gov.au/__data/assets/pdf_file/0016/294001/sec-7.17-inmate-accommodation-v1.2.pdf
http://intranetjh/forms/Forms/CNS546.pdf
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Aggression, Seclusion & Restraint in Mental Health Facilities – 

Mental Health Unit, Long Bay Hospital 
 

Policy Number 1.350 

Policy Function Continuum of Care 

Issue Date 6 April 2016 

Summary Justice Health & Forensic Mental Health Network Policy 1.350 Seclusion – Long 

Bay Hospital has been reformatted into an Implementation Guide to NSW 

Ministry of Health Policy. 

This policy is designed to provide guidance to staff on Justice Health & 

Forensic Mental Health Network-specific policies and procedures in relation to 

the use of seclusion, whilst implementing the overarching NSW Ministry of 

Health PD2012_035 Aggression, Seclusion and Restraint in Mental Health 

Facilities in NSW and GL2012_005 Aggression, Seclusion and Restraint in 

Mental Health Facilities – Guideline Focused Upon Older People. Interventions 

must also comply with the Mental Health Act 2007, the Mental Health (Forensic 

Provisions) Act 1990 and the Crimes (Administration of Sentences) Act 1999. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.350 (December 2012, June 2007) 

Change Summary  Minor amendments to procedure 

TRIM Reference POLJH/1350 

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

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

Seclusion refers to patients who have been involuntarily placed alone in their cell by Justice Health & 

Forensic Mental Health Network (JH&FMHN) staff following authorisation by a Medical Officer (MO), whereas 

segregation is taken to mean segregated custody or confined to a cell for security, discipline or safety by 

officers of Corrective Services NSW (CSNSW). The use of seclusion in psychiatric inpatient facilities involves 

the curtailment of the freedom of the patient. This action should only occur in extreme circumstances as a 

last resort where no other less restrictive form of intervention is available in the management of severe 

behavioural disturbance.  

The objectives of this policy are: 

 to ensure compliance with NSW Ministry of Health (MoH) Policy; 

 to guide clinical staff regarding their legal responsibilities and obligations related to the use of 

seclusion and 

 to ensure that the principle of enacting the least restrictive intervention to maintain safe and 

effective care is always the overarching principle in clinical decisions. 

The outcomes of the policy will be that: 

 seclusion is an intervention of last resort, where it is the only option to maintain the safety of 

patients, staff and visitors and all other reasonably available pre-emptive interventions have already 

been employed; 

 the patient will be treated humanely prior to, during and following a seclusion event; 

 staff will afford all patients a formal opportunity to debrief following seclusion and 

 all seclusion events will be reviewed both at local level and hospital-wide by a multidisciplinary team 

in order to identify trends that might inform the need for practice and/or procedural change, 

including a review of staff training and professional development. 

2. Policy Content  

2.1 Mandatory Requirements 

The policy will not apply to involuntary patients under the Mental Health Act 2007 hereafter the MH Act, but 

to correctional and forensic patients under the Mental Health (Forensic Provisions) Act 1990, hereafter the 

MHFP Act. 

This policy provides JH&FMHN-specific policy and procedure on the practice of seclusion when 

implementing NSW MoH Policy PD2012_035 Aggression, Seclusion and Restraint in Mental Health Facilities in 

NSW and GL2012_005 Aggression, Seclusion and Restraint in Mental Health Facilities – Guideline Focused Upon 

Older People and applies to all staff within the Long Bay Hospital Mental Health Unit (MHU). 

Interventions must also comply with the MH Act, the MHFP Act and the Crimes (Administration of Sentences) 

Act 1999, hereafter the CAS Act. 

IV sedation must not be used in MHU. Patient restraint must be carried out by CSNSW correctional officers 

only, never by JH&FMHN staff. Staff must therefore disregard all directives relating to restraint in NSW MoH 

PD2012_035. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/gl/2012/GL2012_005.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html


 

Aggression, Seclusion & Restraint in Mental Health Facilities – 

Mental Health Unit, Long Bay Hospital 
 

 

 
Policy: 1.350 Issue Date: 6 April 2016 Page 3 of 7 

2.2 General Principles and Definitions 

2.2.1 Definitions 

2.2.1.1 Seclusion Cell 

All cells within E, F and G wards of the MHU are suitable for use as seclusion cells, as they have been set up to 

maximise visibility and patient assessment. 

2.2.1.2 Seclusion 

Seclusion is the supervised confinement by JH&FMHN of a patient alone in a cell outside standard CSNSW 

“lock-in” hours, from which the patient cannot leave of his/her own accord, at any time , for any duration and 

for any purpose. Seclusion is an intervention of last resort and clinicians must implement the full range of 

preventive and alternate strategies, as detailed in Section 2 Preventing Disturbed Behaviour  and Section 3 

Minimising Disturbed Behaviour of the NSW MoH PD2012_035, before enforcing seclusion. 

This policy refers to patients who: 

 have been involuntarily placed into seclusion which has been authorised by a MO.  

This policy does not refer to a patient who: 

 is routinely locked in his or her cell during normal lock in periods or  

 has been placed in protective or segregated custody under the CAS Act and is under a custodial 

"lock-in” or 

 has voluntarily sought to remain in or be returned to his or her cell and is not assessed to be in a 

distressed state (in this situation, nursing staff must assess the patient and agree that the patient is 

not at risk of self-harm; all details must be documented in the patient's health record) or  

 has a medical certificate confirming that s/he is “Sick in Cell”. 

On those occasions where the seclusion period coincides with the beginning of routine CSNSW lock-in, 

seclusion review and monitoring procedures must still be followed until the patient is assessed as no longer 

being in distress or at risk of self-harm. If the patient is subject to CSNSW protective or segregated custody, 

staff must comply with the directives outlined in JH&FMHN Policy 1.360 Segregated Custody. 

2.2.1.3 Consultant Psychiatrist 

 The “treating” consultant is the nominated consultant psychiatrist providing clinical care to the 

specified patient. 

 The “duty” consultant is the identified consultant psychiatrist ‘on duty’ during working hours when a 

seclusion event occurs. 

 The “on-call” consultant is the rostered consultant psychiatrist ‘on call’ after hours when a seclusion 

event occurs, or continues to occur if the duration extends beyond normal working hours. 

2.2.2 Care Principles 

The practice of seclusion must always ensure that: 

 the safety and wellbeing of the patient is paramount; 

 seclusion is used for the minimum period of time; 

 all actions undertaken by staff are justifiable and proportional to the patient’s behaviour; 

 thoughtful and considerate treatment of the patient as an individual is paramount, including the 

provision of an explanation of the procedure to the patient; 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://intranetjh/pol/policylib/1.360_Policy_0912.pdf
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 respect is displayed for the patient’s privacy, and his/her self-respect is protected; 

 the patient’s religious and/or cultural values, language needs and rights are respected and 

 best clinical practice is employed at all times.  

2.2.3 Contraindications to the Use of Seclusion 

Seclusion must not be used in the following circumstances: 

 as a punishment or threat; 

 as a routine procedure when a patient is abusive, threatening or destructive of property or 

 as a routine procedure following physical restraint. 

2.2.4 Discretionary Indications 

NSW MoH PD2012_035 recognises the following circumstances as contraindications to seclusion: 

 if the patient is suicidal or actively self-harming. 

However, there may be situations in the correctional environment where such conditions are best managed 

by seclusion; this decision must be made by the treating team on a case-by-case basis. 

2.3 Legal Context for Use of Seclusion  

The policy will only apply to correctional and forensic patients under the MHFP Act. In addition, Section 76C 

(1) of the MHFP Act may be used by CSNSW as an overriding provision, whereby it allows the Commissioner 

of Corrective Services NSW or the Director-General of the Department of Attorney General and Justice to act 

in relation to a forensic or correctional patient detained in a correctional or detention centre “for the purpose 

of maintaining the security, good order or safety, in any way, of the correctional centre or detention centre or 

its inmates”. 

2.3.1 Duty of Care 

In order to discharge their duty of care, clinicians must be satisfied that the treatment provided is reasonable 

and accepted as safe, competent, professional practice. A patient sustaining an injury arising from a breach of 

duty of care may have grounds for a civil claim against JH&FMHN and/or clinical staff. 

3. Procedure Content  

Staff are to consult NSW MoH PD2012_035 and GL2012_035 for procedural guidance, with the following 

additions and modifications: 

3.1 Clinical Decision-making 

Wherever possible, other involved clinicians, such as JH&FMHN allied health practitioners and CSNSW 

Offender Services and Programs (OS&P) senior psychologists and psychologists should be engaged in the 

assessment and management of patients with complex needs. 

3.2 Collaboration with CSNSW 

 The Nursing Unit Manager/Nurse in Charge (NUM/NIC) must notify the CSNSW Manager Security 

(MOS) and/or the General Manager (GM) as soon as possible after s/he becomes aware that a 

patient may need seclusion. 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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 Sharing of health information for patients with complex needs is governed by the Guidelines on the 

Use and Disclosure of Inmate/Patient Medical Records and Other Health Information, established by 

the Chief Executive of JH&FMHN, pursuant to Clause 288 of the Crimes (Administration of Sentences) 

Regulation 2014. 

 In the MHU, placement into seclusion is carried out by CSNSW correctional officers. This will be in 

collaboration with JH&FMHN clinicians and relevant OS&P staff to commence the required 

monitoring and documentation and to ensure that the patient is informed of the reasons for 

seclusion and the care that will be provided. 

 Prior to seclusion, the patient must be searched and all dangerous or potentially dangerous items 

removed. The search must be carried out by correctional officers in the presence of JH&FMHN staff, 

who are responsible for monitoring the mental state of the patient and explaining the reasons for the 

seclusion.  

3.3 Physical well-being  

If the seclusion period lasts more than four hours, consideration should be given to interrupting the seclusion 

to allow the patient to walk around outside the seclusion room, to bathe or use the toilet. Additional 

JH&FMHN staff and CSNSW correctional officers may be needed and must operate under the directives of 

the NUM/NIC. 

3.4 Termination of Seclusion 

The CSNSW MOS and/or GM must also be notified that seclusion has been terminated. In the event that 

CSNSW OS&P staff disagree with the JH&FMHN decision to terminate seclusion, every effort should be made 

to negotiate an out-of-seclusion management plan which addresses the concerns of staff from both services.  

If consensus cannot be achieved, the overriding function referred to in section 2.3 above may be exercised. 

Section 76C(1) of the MHFP Act may be used by CSNSW as an overriding provision, whereby it allows the 

Commissioner of CSNSW or the Director-General of the Department of Justice to act in relation to a forensic 

or correctional patient detained in a correctional or detention centre “for the purpose of maintaining the 

security, good order or safety, in any way, of the correctional centre or detention centre or its inmates”.  If 

this course of action is considered, the NUM/NIC must notify the Executive Director, Clinical Operations 

(Custodial Health) and the Service Director, Long Bay Hospital as soon as possible. 

The termination of medical seclusion must still proceed. However, the GM may elect to initiate segregation in 

line with CSNSW protocols, as detailed in the CSNSW Operations Procedures Manual – section 14 Segregated 

and Protective Custody. 

3.5 Documentation – Register and Forms 

3.5.1 Forms 

The Seclusion Register form, as well as an Incident Information Management System (IIMS) form must be 

completed. The Seclusion Register form can be found at Appendix 8 – NSW MoH Policy PD2012_035 

Aggression, Seclusion and Restraint in Mental Health Facilities in NSW. 

3.5.2 Seclusion Register 

The MHU maintains only one Seclusion Register for the whole unit and this is kept in the nurses’ station in G 

ward. Since each cell is potentially a seclusion room, the Seclusion Register must identify which cell was used 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/policies/gl/2012/GL2012_005.html
http://www.legislation.nsw.gov.au/inforcepdf/2008-376.pdf?id=0abe5800-1141-421f-8c1c-9f707209efef
http://www.legislation.nsw.gov.au/inforcepdf/2008-376.pdf?id=0abe5800-1141-421f-8c1c-9f707209efef
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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for the seclusion. The Register must be completed for every episode of seclusion and must be completed and 

signed by nursing and medical staff responsible for authorising and ratifying the intervention, and those 

responsible for observing and reviewing the patient during the intervention. 

For all other documentation related to incident reports and the patient’s health record, staff must refer to 

PD2012_035. 

3.6 Official Visitors 

A core role of Official Visitors is to audit the Seclusion Register at each monthly visit and monitor compliance 

with NSW MoH policy. Seclusion incidents recorded in the Seclusion Register are cross-referenced against 

the individual patient’s health record and the Incident Information Management System (IIMS) incident 

report. Official Visitors note the number of seclusion incidents recorded per month, the number of patients 

secluded and the duration of seclusion. They are also concerned that the seclusion room has access to 

natural light and affords the patient privacy while allowing for staff monitoring. 

4. Definitions  

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

5. Legislation and Related Documents 

Legislation Crimes (Administration of Sentences) Act 1999 

Crimes (Administration of Sentences) Regulation 2014 

Health Records and Information Privacy Act 2002 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990 

Work Health and Safety Act 2011 

Work Health and Safety Regulation 2011 

Workplace Surveillance Act 2005 

Ministry of Health PD2012_035 Aggression, Seclusion and Restraint in Mental Health Facilities in NSW 

PD2008_052 Electronic Information Security Policy – NSW Health 

PD2009_060 Clinical Handover – Standard Key Principles 

PD2010_018 Mental Health Clinical Documentation 

Protecting People and Property: NSW Health Policy and Standards for Security Risk 

http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
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Management in Health Agencies 

Justice Health and 

Forensic Mental 

Health Network 

1.180 Enforced Medication and Rapid Tranquillisation – The Forensic Hospital and 

Long Bay Hospital Mental Health Unit  

1.360 Segregated Custody 

1.380 Suicide and Suicidal Behaviour Risk Management 

2.155  Enterprise-Wide Risk Management – Implementation Guide to NSW Health 

Policy 

5.110 Work Health and Safety 

5.115 WHS Risk Management (OHS Hazard Management) 

5.135 Security Risk Management 

Joint Guidelines Guidelines on the Use and Disclosure of Inmate/Patient Medical Records and Other 

Health Information 

Corrective Services 

NSW 

Corrective Services NSW Operations Procedures Manual 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/inforcepdf/2008-376.pdf?id=0abe5800-1141-421f-8c1c-9f707209efef
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+674+2011+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+47+2005+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_035.html
http://www0.health.nsw.gov.au/archive/policies/PD/2008/PD2008_052.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_018.html
http://www0.health.nsw.gov.au/policies/gl/2012/GL2012_005.html
http://www.health.nsw.gov.au/policies/manuals/Pages/protecting-people-property.aspx
http://www.health.nsw.gov.au/policies/manuals/Pages/protecting-people-property.aspx
http://intranetjh/pol/policylib/1.180_Policy_1112.pdf
http://intranetjh/pol/policylib/1.360_Policy_0912.pdf
http://intranetjh/pol/policylib/1.380_Policy_0314.pdf
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
http://intranetjh/pol/policylib/5.110_Policy_0912.pdf
http://intranetjh/pol/policylib/5.115_Policy_1212.pdf
http://intranetjh/pol/policylib/5.135_Policy_0314.pdf
http://www.legislation.nsw.gov.au/inforcepdf/2008-376.pdf?id=0abe5800-1141-421f-8c1c-9f707209efef
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http://www.justicehealth.nsw.gov.au/
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_027.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_016.html
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1. Preface  

A small percentage of Justice Health and Forensic Mental Health Network (JH&FMHN) patients are diagnosed 
with Haemophilia. Haemophilia is a bleeding disorder that impairs the body’s ability to control blood clotting, or 
coagulation. Haemophilia A is the most common form and is due to the deficiency of Factor VIII. Haemophilia B 
is due to the deficiency of Factor IX. Von Willebrand’s Disorder and other rare coagulation disorders are due to 
deficiencies in other coagulant factors, however these disorders do not usually require prophylactic treatment. 
Haemophilia is almost always inherited and affects predominately males.  

Severe forms of Haemophilia A and B require prophylactic infusion of the coagulation factors as determined by 
Haematologists. Children and Adolescents are priority groups for prophylactic treatment and generally require 
administration of the coagulation therapy intravenously every two to three days. Some adult patients also require 
regular infusions to prevent serious bleeding, or require transfusions of coagulation factor prior to dental 
procedures and surgery. In the community, the coagulation therapy is usually self-administered at home by the 
patient. To facilitate ongoing management of JH&FMHN patients with severe Haemophilia A or B, JH&FMHN 
staff will organise and supervise the self-administration of the coagulation therapy in Health Centres and 
Inpatient Facilities. 

All patients in NSW or the ACT with haemophilia or a related bleeding disorder (regardless of whether or not 
they require treatment) must be registered with a Haemophilia Treatment Centre (HTC), and the Australian 
Bleeding Disorders Registry. The HTC will have details on the patient’s current treatment orders and contact 
details for the treating team. A list of HTC’s in NSW can be found here: 
https://www.haemophilia.org.au/foundationsandservices/treatment-services 

2. Policy Content  

2.1 Mandatory Requirements  

The aims of this policy are: 

 To provide continuity of care to patients with severe Haemophilia by supervising the self-administration of 
the coagulation therapy. This will assist the patient in maintaining skills, knowledge and responsibility for 
the management of their condition.  

 To specify which staff are authorised to organise and supervise the self-administration of the coagulation 
therapy. 

 To outline JH&FMHN staff resources required to facilitate the safe self-administration of the coagulation 
therapy by the patient with severe Haemophilia. 

 To reduce the impact on resources of JH&FMHN, Local Health Districts, Corrective Services NSW (CSNSW) 
and Juvenile Justice (JJ) by reducing unnecessary attendance at the specialist haematology service. This will 
also ensure the patient receives optimal and timely doses of coagulation therapy.  

 To ensure compliance with Ministry of Health Policy Directives:   

1. PD2005_157 Emergency Paediatric Referrals – Policy 

2. PD2013_027 Management of Haemophilia and Related Bleeding Disorders 

3. PD2012_016 Blood - Management of Fresh Blood Components 

4. PD2007_079 Correct Patient, Correct Procedure and Correct Site 

5. PD2005_406 Consent to Medical Treatment - Patient Information 

 To adhere to JH&FMHN associated policies and procedures (see Section 5). 

2.2 Implementation - Roles & Responsibilities 

All clinical staff must abide by the procedures set out in this policy. 

https://www.haemophilia.org.au/foundationsandservices/treatment-services
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_157.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_027.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_016.html
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_079.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
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3. Procedure Content  

Young people with Haemophilia A or B are given prophylactic coagulation factors every two to three days 
(dependent on recommendations by the HTC) which is usually self-administered. Some adults with severe 
Haemophilia also require regular infusions to prevent serious bleeding. JH&FMHN staff must co-ordinate and 
supervise this treatment. Young people with mild to moderate Haemophilia A or B, von Willebrand’s Disorder 
and other more rare forms of clotting disorders may only require treatment for injuries, dental extractions and 
surgery. Most adults with coagulation disorders only require treatment for injuries, dental extractions, surgery 
and menorrhagia.  

3.1 Clinical Assessment of Bleeding Disorders 

The following must occur for patients who have been diagnosed with Haemophilia or any other bleeding 
disorder, regardless of severity: 

 The patient’s HTC and/or Treating Team must be alerted to the patient being in custody. The patient must 
be put on the Medical Officer’s (MO) PAS waiting list with category “Urgent”, and the relevant Clinical 
Director should be made aware of the patient. 

 The clinical alert “Risk of Bleeding” must be placed on PAS specifying the risk of serious bleeding with 
minor trauma.  

 A Health Problem Notification Form JUS005.001 (HPNF) (for adults) or a Health Problem Notification and 

Escort Form JUS005.002 (HPNEF) (for adolescents) must be completed on PAS, printed and given to the 
appropriate CSNSW / JJ / Department of Education & Communities representative. The HPNF or HPNEF 
must include the requirement for the patient to be excluded from any sport or high risk activity (until 
assessed by a MO), and provide instructions to contact JH&FMHN immediately with any concerns 
regarding bleeding, pain, drowsiness, headache, joint pain or swelling. Refer to JH&FMHN Policy 1.231 
Health Problem Notification Form (Adults) or JH&FMHN Policy 1.235 Health Problem Notification and 

Escort Form (Adolescents) for more information.  

 The patient’s vaccination status must be reviewed. It is recommended that patients with coagulation 
disorders and “who currently receive, or may require, blood products should be vaccinated for Hepatitis B 
& A if non-immune”

1
. Vaccinations should be arranged in consultation with the HTC and/or Treating 

Team. 

 An external appointment to the local HTC may need to be arranged, but this should not delay the 

patient’s treatment/regular clotting factor infusions. Refer to JH&FMHN policy 1.264 Medical 
Appointments (External and Internal) – Referrals, Bookings and Cancellations for information on medical 
appointments. Please note that Adolescent Health patient appointments are made directly by the Health 
Centre.    

 In consultation with the local HTC, each patient must have a documented management plan and 
telephone orders for their factor infusions if required. This plan should include requirements for regular 
review by the HTC or the Treating Team if appropriate. 

3.2 Injury, Bleeding, Elective Surgery and Dental Extractions 

In addition to regular prophylactic infusions, some patients with a bleeding disorder may require specialised 
treatment and infusions for instances of injury, bleeding, emergency or elective surgery and dental extractions. 
These should be discussed with the HTC and Treating Team.   

3.2.1 For Patients with Mild to Moderate Forms of Coagulation Disorders 

JH&FMHN patients who present with mild and moderate coagulation disorders including mild Haemophilia A or 
B, von Willebrand’s Disorder and other rare coagulant disorders, who do not require regular infusions of 
coagulation therapy, may require prompt treatment for injuries which may cause bleeding.  

In the instance of injury, bleeding, or suspicion of a bleed (joint pain or swelling, headache, drowsiness, or 
complaints of pain), immediate review by a JH&FMHN nurse is required. If necessary, the nurse will administer 

                                                 

 
1
 The Australian Health Minister’s Advisory Council Evidence-based Clinical Practice Guidelines for the Use of Recombinant and Plasma-

derived Factor VIII and Factor IX Products (2006) 

http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/1.264_Policy_1012.pdf
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first aid. If a JH&FMHN nurse is not on duty, the After Hours Nurse Manager (AHNM) should be contacted and 
the patient must be transferred to the local Hospital Emergency Department for assessment and appropriate 

treatment. Refer to JH&FMHN policy 1.330 Access to Local Public Health Services. 

A HTC assessment is required prior to elective surgery, dental extraction, and in conjunction with pre-natal care. 

Elective surgery and dental extractions are only to be performed in a HTC as per PD2013_027 Management of 
Haemophilia and Related Bleeding Disorders. 

3.2.2 For Patients with Severe Haemophilia A or B 

JH&FMHN patients with Severe Haemophilia A or B who sustain an injury require urgent attention as the injury 
may cause bleeding to the joint, central nervous system or muscle and can be life-threatening. Symptoms of 
injury categorised by body region are as follows: 

 Head / Intracranial: Nausea, vomiting, headache, drowsiness, confusion, visual changes, loss of 
consciousness. 

 Neck and throat: Pain, swelling, difficulty breathing /swallowing. 

 Abdominal / Gastrointestinal: Pain, tenderness, swelling, blood in stool. 

 Iliopsoas Muscle: Back pain, abdominal pain, thigh tingling/numbness, decreased hip range of motion. 

In the instance of bleeding, or suspicion of a bleed (joint pain or swelling, headache, drowsiness, or complaints 
of pain), the patient must be transferred immediately to the local Hospital Emergency Department for 
assessment and appropriate treatment of the bleed.  

The patient should be discussed with the HTC, but this must not delay the urgent transfer of the patient to the 
local Hospital Emergency Department. In some instances of minor bleeding, the HTC may instruct that the 
patient is required to self infuse coagulation factor in the JH&FMHN Health Centre or Inpatient Facility prior to 
being transferred out. In all instances of bleeds, first aid must be administered. This includes treating the bleed 

with compression and ice, and resting and elevating the injured area. Refer to the Emergency Response 
Guidelines (Adult or Adolescent) for information on how to treat severe bleeds. 

Consultation with the HTC is required pre elective surgery, dental extraction, and in conjunction with pre-natal 

care. Elective surgery and dental extractions must only be performed in a HTC as per PD2013_027 Management 

of Haemophilia and Related Bleeding Disorders. 

3.3 Self-Administration of Coagulation Therapy 

Most young people and some adults with severe Haemophilia A or B require prophylactic coagulant therapy 
every two to three days to prevent bleeding. This takes the form of intravenous administration of the coagulant 
therapy which is self-administered. JH&FMHN staff in consultation with the relevant Clinical Director and HTC 
must establish that the patient is competent in the self administration of the therapy, and must organise and 
supervise the administration of this product. Each Health Centre or Inpatient Facility that supervises the self-

administration of the coagulation therapy is encouraged to download the resource entitled “Flippin blood – a 

Bloodsafe flip chart to help make transfusion straight forward”. This resource can be downloaded from 
http://resources.transfusion.com.au/ 

3.3.1 Consent 

Informed consent must be obtained from the patient prior to organisation of the self-administration of 
coagulation therapy treatment. As part of the informed consent process, patients must be given a clear 
explanation of the potential risks and benefits of the coagulation therapy, and must complete JH&FMHN form 
JUS020.001 Consent for the Self-Administration of Coagulation Therapy. For more information on consent, refer 

to JH&FMHN policy 1.085 Consent To Medical Treatment – Patient Information. 

3.3.2 Prescription and Ordering 

JH&FMHN does not directly order the appropriate coagulant therapy. Prescription and ordering of the patient’s 
coagulant therapy is initially negotiated with the treating HTC. This order will go directly to the relevant drug 
company / Australian Red Cross and be delivered to the Pharmacy Department or JH&FMHN Health Centre. 

The General Practitioner at the JH&FMHN Health Centre, Clinical Director Primary and Women’s Health, or 
Clinical Director Adolescent Health will order the coagulant therapy by contacting JH&FMHN Pharmacy by 

phone, email or fax with the order details, and by writing the order onto the Long-Stay Medication Chart. Refer 
to JH&FMHN policy 1.020 Medication Management and the JH&FMHN Medication Guidelines  for further 
information. 

http://intranetjh/pol/policylib/1.252_Policy_1213.pdf
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_027.html
http://intranetjh/Procedures_Manuals/AdultEmergencyResponseGuidelinesMay2012.pdf
http://intranetjh/Procedures_Manuals/Adolescent%20Emergency%20Response%20Guidelines%20-%20October%202013.pdf
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_027.html
http://resources.transfusion.com.au/
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
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3.3.3 Storage 

In accordance with Section 5.13 of the JH&FMHN Medication Guidelines, the coagulant therapy should be 

stored in a refrigerator between 2 to 8C. It should be noted however, that the product information of the 
coagulant therapy may indicate other storage options, and this information should primarily be referred to.     

3.3.4 Supervision 

The patient must be supervised by a JH&FMHN nurse or MO during the self-administration of the coagulation 
therapy. The nurse must possess current venepuncture accreditation. Nurses must submit relevant 
documentation supporting their maintenance of venepuncture and / or peripheral cannulation skill annually via 
the local assessor to Learning & Development. This is in accordance with the JH&FMHN Venepuncture and 

Peripheral Cannulation Program. Refer to JH&FMHN policy 1.425 Venepuncture and Peripheral Cannulation for 
further information.  

3.4 Supervision of Self-Administration of Coagulation Therapy 

3.4.1 Pre-Administration Checklist 

1. Check Name, MIN/CIMS No./MRN, date of birth and allergies. 

2. Coagulation therapy check: correct patient, MIN/CIMS No./MRN, name of coagulant therapy, expiry 
date and visual inspection to check seal and contents.  

3.4.2 Set-Up and Administration 

1. The patient attends the Health Centre/Inpatient Facility (morning is the optimal time). 

2. The patient identifies self to JH&FMHN nurse/MO: name, MIN/CIMS No. /MRN, date of birth and 
allergies. 

3. JH&FMHN form Consent for Self Administration of Coagulation Therapy (JUS020.001) is checked for 
validity and currency by JH&FMHN nurse/MO. 

4. The patient checks coagulant therapy with JH&FMHN nurse/MO against order on the patient’s Long 
Stay Medication Chart.  

5. The nurse/MO and patient wash hands and check the infusion equipment: 

 Prescribed coagulant therapy kit – includes alcohol wipe, vials: product and diluents, 
reconstitution device, 23g scalp vein needle, syringe and adhesive spot dressing 

 Gloves (medical examination) for patient and nurse/MO 

 Tourniquet 

 Cotton ball 

 Under pad 

 Sharps disposal container. 

6. JH&FMHN nurse/MO and patient wash hands again. Both don gloves. 

7. The patient prepares the equipment under the direct supervision of the JH&FMHN nurse/MO. 

8. The patient reconstitutes the coagulant therapy as per individual product information. Reconstitute 
immediately prior to administration. 

9. The patient swabs the appropriate access area, allows to dry.  

10. The patient inserts the 23g scalp vein needle; loosen off screw cap before insertion. 

11. The patient attaches syringe to the end of scalp vein. 

12. Bolus administration of coagulant product by the patient. 

13. JH&FMHN nurse/MO to continue constant visual observation; observe for signs of an adverse 
reaction and tissue infiltration for the duration of the infusion and for 5 to 10 minutes post infusion. 

14. Symptoms may include: skin rash, itching, tightness in throat or chest, shortness of breath, chest 
pain or wheezing.  

http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/pol/policylib/1.425_Policy_0910.pdf
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15. If a reaction does occur - stop administration immediately, assess vital signs, provide emergency care 

as per the Emergency Response Guidelines (Adult or Adolescent), and notify the MO. Inform the HTC 
and the Transfusion Service provider. 

16. On completion of administration, patient to remove scalp vein and apply pressure to site until 
bleeding has completely resolved. 

17. Patient to apply adhesive spot dressing to puncture site. 

18. JH&FMHN nurse/MO ensures that all equipment is accounted for. 

19. JH&FMHN nurse/MO to discard equipment as per the JH&FMHN Waste Management Procedure 
Manual, Section 1.2 Clinical Waste and Sharps Disposal Procedures, and JH&FMHN Infection Control 

Manual, Section 9.1 Safe Handling and Disposal of Sharps.   

20. JH&FMHN nurse/MO documents on Long Stay Medication Chart in Health Record - include name, 
batch number and expiry date of coagulant therapy (most vials have a peel off label) and enter on 
PAS. 

21. JH&FMHN nurse/MO documents self administration in progress notes in Health Record and books an 
appointment on PAS for next routine infusion. 

4. Definitions 

Blood Component 

Any product derived from human whole blood or plasma donations, including red cells, platelets, plasma, 
cryoprecipitate, coagulation factors, albumin and immunoglobulins. 

 
Acronyms 

ARCBS: Australian Red Cross Blood Service 

ANZSBT: Australian & New Zealand Society of Blood Transfusion Inc 

CHW: Children’s Hospital Westmead 

CIMS: Client Information Management Systems  

CNC: Clinical Nurse Consultant 

DEC: Department of Education & Communities 

HTC: Haemophilia Treatment Centres 

IV: Intravenous 

MIN: Master Index Number  

MRN: Medical Record Number 

PAS: Patient Administration System 

http://intranetjh/Procedures_Manuals/AdultEmergencyResponseGuidelinesMay2012.pdf
http://intranetjh/Procedures_Manuals/Adolescent%20Emergency%20Response%20Guidelines%20-%20October%202013.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://intranetjh/PopHealthProcedures/PH_IC_9.1_Safe_handling_and_disposal_of_sharps.pdf
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5. Legislation and Related Documents 

JH&FMHN Policies, Guidelines 
and Manuals 

1.020 Medication Management 

1.085 Consent to Medical treatment – Patient Information 

1.231 Health Problem Notification Form (Adult) 

1.235 Health Problem Notification and Escort Form (Adolescent) 

1.425 Venepuncture and Peripheral Cannulation 

Emergency Response Guidelines (Adult or Adolescent) 

Medication Guidelines 2013 

 

Infection Control Manual 

Waste Management Procedure Manual 

JH&FMHN Forms 
JUS005.001 Health Problem Notification Form (for adults)  

JUS005.002 Health Problem Notification and Escort Form (for adolescents) 

JUS020.001 Consent for Self Administration of Coagulation Therapy  

Long Stay Medication Chart  

NSW MoH Policy Directives, 
and Guidelines 

PD2005_157 Emergency Paediatric Referrals 

PD2013_027 Management of Haemophilia and Related Bleeding Disorders 

PD2012_016 Blood - Management of Fresh Blood Components 

PD2005_406 Consent to Medical Treatment - Patient Information 

PD2007_079 Correct Patient, Correct Procedure and Correct Site 

External Sources 
Evidence-based clinical practice guidelines for the use of recombinant and 

plasma-derived FV111 and F1X products 
National Blood Authority / Australian Health Ministers Advisory Council,  
June 2006 
 

Flippin’ Blood - A BloodSafe flip chart to help make transfusion straightforward 
Australian Red Cross Blood Service, June 2012 
 
Transfusion of Blood and Blood Components 
The Children’s Hospital Westmead, Aug 2012 
Policy No: 1/C/07:8092-01:05 
 

 

http://intranetjh/pol/policylib/1.020_Policy_0513.pdf
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.235_Policy_1110.pdf
http://intranetjh/pol/policylib/1.425_Policy_0910.pdf
http://intranetjh/Procedures_Manuals/AdultEmergencyResponseGuidelinesMay2012.pdf
http://intranetjh/Procedures_Manuals/Adolescent%20Emergency%20Response%20Guidelines%20-%20October%202013.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Forms/AllItems.aspx?View=%7b8BE3DAD2-C6F5-48DA-A262-FC53845975A8%7d&FilterField1=Area&FilterValue1=Immunisation
http://intranetjh/Procedures_Manuals/Waste%20Management%20Manual.pdf
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_157.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_027.html
http://www0.health.nsw.gov.au/policies/PD/2012/PD2012_016.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www.health.nsw.gov.au/policies/pd/2007/PD2007_079.html
http://www.ahcdo.org.au/sitebuilder/publications/knowledge/asset/files/1/finalglswithbookmarksjune2006.pdf
http://www.ahcdo.org.au/sitebuilder/publications/knowledge/asset/files/1/finalglswithbookmarksjune2006.pdf
http://www.transfusion.com.au/sites/default/files/Flippin%20Blood%20ONLINE.pdf
http://www.chw.edu.au/about/policies/pdf/2007-8092.pdf
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1. Preface  

This policy outlines the arrangements for patients in the adult ambulatory care settings to access the Health 

Centre for non urgent health matters only.  Justice Health & the Forensic Health Network (JH&FMHN) is 

committed to providing timely and appropriate patient centred health care within the adult ambulatory care 

setting.  

The JH&FMHN Patient Self Referral form (JUS060.600) is designed to provide patients with a means of 

alerting JH&FMHN staff to non urgent medical matters or to request an appointment with specific health 

staff members. JH&FMHN Patient Self Referral forms (JUS060.600) are not to be used to alert JH&FMHN to 

conditions that are urgent or medical emergencies. The forms are filled in by the patient or their 

representative and placed in locked boxes which must be located in the accommodation areas to allow 

unfettered access. To ensure confidentiality, only JH&FMHN staff have access to these locked boxes.  The 

forms may also be delivered directly to the Health Centre by the patient. 

2. Policy Content 

2.1 Mandatory Requirements  

 To allow JH&FMHN staff to triage patients, the Patient Self Referral form (JUS060.600) should only be 

used by patients for non urgent health matters. 

 Patients who are from a non English speaking background and patients who have literacy difficulties 

are to be able to access health services for non-urgent issues. The Patient Self Referral form 

(JUS060.600) has been adapted to accommodate these patients.  

2.2 Implementation Roles & Responsibilities 

 Service Director Operations & Nursing is responsible for the strategic oversight of this policy. 

 Nurse Managers and Nursing Unit Managers in Health Centres are responsible for: 

o Coordinating care within their facilities, and 

o Ensuring supplies of Patient Self Referral form (JUS060.600) are regularly checked and 

replenished as required. 

 Registered Nurses in Health Centres are responsible for triaging and assessing patients. 

3. Procedure Content 

 All Health Centres must adopt a procedure to ensure all patients have access to a Patient Self Referral 

form (JUS060.600). This can be via the wing or pod officers or placed in health information pamphlet 

racks in the Health centre. 

 All patients housed in adult ambulatory care settings who require access to the Health Centre for non 

urgent health matters are to fill in a Patient Self Referral form (JUS060.600).  

 All new receptions and patients transferred into the correctional centre are to be verbally advised of 

the Patient Self Referral form and its intended purpose.  Local procedures for location of the forms 

and where to place them must also be explained to the patient. 

 



Patient Self Referral for Health Assessment in the Adult 

Ambulatory Care Setting (Non urgent Issues Only) 
 

 

 
Policy: 1.362 Issue Date:  18 March 2014 Page 3 of 6 

 Completed Patient Self Referral forms (JUS060.600) must be: 

1. Returned to a central locked box or boxes (but may be delivered directly to the Health 

Centre as well). The locked boxes must be cleared by JH&FMHN staff daily. The keys to the 

locked boxes should be kept in the key lock/safe in the Health Centre. Only JH&FMHN staff 

may have access to these keys. 

2. Triaged by a Registered Nurse (RN). Patients must be placed on the appropriate clinicians 

wait list on PAS and given a clinical priority.  The RN must use the PAS waiting list clinical 

priorities definition as a guide when determining the clinical priority. 

 The Registered Nurse (RN) must: 

1. Document the date the form is received and sign the bottom of the Patient Self Referral form 

(JUS060.600). 

2. Enter the patient on the appropriate clinicians wait list on PAS and give a clinical priority. 

3. Add an entry in the Progress Notes section of the Health Record acknowledging receipt of 

the Patient Self Referral form (JUS060.600). 

4. Ensure the Patient Self Referral form (JUS060.600) is placed in the patients’ Health Record 

behind the Episode Divider as a contemporaneous record, and 

5. Ensure a Patient Advice Card regarding the patient’s self referral is completed which advises: 

 The patient has been placed on the waiting list to see a relevant health professional 

as soon as possible. Refer to the Patient Advice Card in Appendix 1; or 

 JH&FMHN does not manage requests related to lifestyle issues (such as requests for 

a vegetarian diet, request to get shoes out of their property or for an extra mattress 

/ pillow). Refer to the Patient Advice Card in Appendix 2. 

 The Advice card must be placed in an envelope with the patient’s name and MIN 

number and returned to the wing or pod where the patient is accommodated. 

 Any patients alerting JH&FMHN to a condition via a Patient Self Referral form (JUS060.600) that 

clinically could be a medical emergency (for example (but not limited to) chest pain or shortness of 

breath) must be seen immediately (however, this may be the next day if the form was deposited 

during hours when there are no clinical staff on duty). If JH&FMHN staff receive the Patient Self 

Referral form (JUS060.600) after hours CSNSW must be advised that this patient needs to be seen 

immediately. JH&FMHN must ensure that patients are aware of the correct process for all urgent or 

serious health related issues (refer to JH&FMHN policy 1.010 Access to Patients – Medical 

Emergencies). 

4. Definitions  

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

different course of action. 

http://intranetjh/pol/policylib/1.010_Policy_0912.pdf
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5. Legislation and Related Documents 

JH&FMHN Policies,  

Forms and Guidelines 
1.010 Access to Patients - Medical Emergencies 

1.225 Health Assessments in Male and Female Adult Correctional Centres 

1.262 Medical & Nursing Certificates (Adults) 

 

JUS060.600 Patient Self Referral Form 

PAS Quick Step Guides 

http://intranetjh/pol/policylib/1.010_Policy_0912.pdf
http://intranetjh/pol/policylib/1.225_Policy_0311.pdf
http://intranetjh/pol/policylib/1.262_Policy_0512.pdf
http://intranetjh/apps/Pages/PAS-Help.aspx
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APPENDIX 1  

Patient Advice Card regarding their Self Referral Form 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX 2  

Patient Advice Card regarding non placement on a waiting list 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
Thank you for your Patient Self Referral form for the Health Centre. 

 

You have been placed on a waiting list to see the relevant health professional and 

you will be seen as soon as possible. 

 

Please do not submit multiple referral forms for the same health problem unless 

there is a change or deterioration in your health from when you have put in your 

first form. 

 

If you are transferred to another Correctional Centre you do not need to complete 

another Patient Self Referral form for this health problem at your new centre as your 

referral will be transferred with you. 

 
 

Justice Health and the Forensic Mental Health Network (JH&FMHN) do not 

manage these requests. 

 

We are unable to see you regarding this lifestyle matter.  Please discuss 

your request with Corrective Services New South Wales / GEO staff. 
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APPENDIX 3  

Flowchart of the Patient Self Referral Form 

Aim: To facilitate a clear pathway for patients to identify concerns and access health care in the Health 

Centres by the use of the JH&FMHN Patient Self Referral form (JUS060.600). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient (or their representative) completes their own form 

 

Patient Self Referral Forms are made available in the wings/pods in the Correctional Centres. 

They can be kept at the officer’s station or in document racks outside the Health Centres 

The completed self referral form is deposited by the patient into a JH&FMHN locked 

container/box which is located in the pods/wings or delivered to the Health Centres 

 

A designated JH&FMHN staff member to retrieve referral forms from all locked 

boxes/containers daily when the Health Centre is operated 

Patient Self Referral forms are assessed and issues identified by an RN and document the 

date the form was received onto the Patient Self Referral Form 

The triage number and appropriate entries are made onto the PAS Waiting list e.g. Primary 

Health Nurse/Doctor, Mental Health Nurse, D&A Nurse etc. by the RN 

The Patient Advice Card is completed by the RN and the patient is provided with feedback 

regarding receipt of their referral form either with a copy of their referral or a Patient Advice 

Card advising them that their form has been received and will be processed according to 

urgency as determined by the JH&FMHN staff 

The Patient Self Referral form is filed in the patient’s Health Record under the Clinical 

Correspondence section as a contemporaneous record. There is also the requirement to 

document in the progress notes part of the Health Record 
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1. Preface 

National and State strategies all identify priority populations which should have targeted and tailored 

programs for the prevention, care and management of blood borne viruses (BBV) and sexually transmissible 

infections (STI). These priority populations are mostly over-represented in the custodial population, 

particularly those identifying as Aboriginal and Torres Strait Islander.  The strategies also identify priority 

areas for action, with custodial settings being identified as a priority area. This highlights the need for a 

strategic, standardised approach to screening to reduce the risk of acquisition and transmission of BBVs and 

STIs and to offer care and management to patients with a BBV and/or STI in the custodial and Forensic 

Hospital environment. 

This policy relates to the screening of patients for BBVs and STIs. Within this context, screening encompasses 

harm minimisation and includes sexual health history, current or past drug use, risk assessment, sexual health 

education or counselling, facilitation of decision making, testing for infections, and management of negative 

and positive results (including education, pre or post test discussion, contact tracing, follow up and referral).   

Reference should be made to the following NSW Ministry of Health (MoH) Policy Directives and Australian 

Department of Health (DoH) strategies: 

1. DoH Third National Sexually Transmissible Infections Strategy  

2. DoH Fourth National Hepatitis C Strategy 

3. DoH Fourth National Aboriginal and Torres Strait Islander BBV/STI Strategy  

4. DoH Second National Hepatitis B Strategy 

5. MoH NSW Hepatitis C Strategy 2014-2020 

6. MoH NSW Hepatitis B Strategy 2014-2020  

7. MoH NSW HIV Strategy 2012-2015 A New Era 

8.  Australasian Society for HIV Medicine (ASHM) Testing Portal 

For specific policy and procedure on management of staff (whether employed by Justice Health & Forensic 

Mental Health Network (JH&FMHN), contracted, agency, or other category working for JH&FMHN) who 

sustain an occupational exposure to blood and/or body fluids refer to JH&FMHN policy 5.100 Occupational 

Exposure Management. 

2. Policy Content  

2.1 Mandatory Requirements  

2.1.1 Accreditation and Clinical Competency 

Across the state, in adult centres,  a network of designated Public or Sexual Health Nurses (PSHN) provide 

specialised sexual health, blood-borne virus and harm minimisation clinical services.  Designated PSHN must 

undertake the JH&FMHN Clinical Accreditation Program Screening and Management of BBV and STI in the 

custodial environment within twelve months of commencing employment and must successfully complete 

the program within twelve months of enrolment. Once completed, the PSHN must show evidence of 

continuing education at the time of their annual appraisal and undertake clinical assessment biennially. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-sti
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hcv
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-atsi-bbv
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hepb
http://testingportal.ashm.org.au/
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Additionally, Adolescent Health nurses, nurses in sole practitioner sites or in sites where there is no 

designated PSHN are encouraged to undertake the Clinical Accreditation Program. 

To enable succession planning for designated PSHN positions, Nurse Unit Managers (NUMs) are encouraged 

to identify additional clinical staff who have the skills and knowledge to perform the role in the absence of 

the PSHN. 

2.1.2 Screening for BBV and STI 

For adult patients, screening is to be offered according to identified risk activities, the presence of symptoms 

(if any) and observation of the relevant incubation periods and window periods. If there are no identified risks 

or the patient declines to give any history or risk activity but the patient still requests screening, screening 

should be undertaken.    Screening tests include blood antibody testing for Human Immunodeficiency Virus 

(HIV), hepatitis A, B and C, and syphilis and urine nuclear acid amplification (NAAT) eg: polymerase chain 

reaction (PCR) for chlamydia and gonorrhoea.  Appropriate consent must be obtained in accordance with 

section 3.3.1 below. 

All young people in custody are offered testing for HIV, hepatitis A, B and C and syphilis and urine NAAT for 

chlamydia and gonorrhoea. Appropriate written consent must be obtained for young people prior to all BBV 

and STI testing in accordance with section 3.3.2. below. 

If previous conclusive positive results are on file or can be obtained for hepatitis A, B, or C or HIV, repeat 

screening is not necessary.  If results indicate chronic hepatitis B and/or C or if interpretation of results is 

unclear (eg: resolved hepatitis B infection or prior vaccination) the clinician must contact the CNC Sexual 

Health or Hepatitis for advice.  

Patients who present with symptoms of a BBV or STI are to be referred to a medical officer, sexual health 

physician or emergency department of a local hospital.  Symptomatic patients can also be offered screening 

for BBV or STI in accordance with Section 3.1.2 below. 

For specific information relating to each infection and pre and post test discussion, refer to the Sexually 

Transmissible Infections Programs Unit (STIPU) website. A link to this website is available under ‘Useful Links’ 

on the JH&FMHN website. This site contains Sexual Health Standard Operating Procedures, Clinical 

Management Guidelines and factsheets on STI or BBV.  

2.1.3 Confidentiality 

De-identified (coding) of pathology when testing patients for STIs and BBVs is not required. All pathology 

should be labelled as per standard labelling protocols.  (Refer to Section 3.4 of this policy). 

However, under Section 56 of the Public Health Act 2010 it is the responsibility of all clinicians to limit the 

disclosure of HIV testing or HIV status of a patient only to those people directly involved in clinical care of 

the patient. 

When there is a request from an exposed JH&FMHN, Corrective Services New South Wales (CSNSW) or 

Juvenile Justice New South Wales (JJNSW) staff member, NSW Police, visitor or any other person, regarding 

the BBV or STI status of a patient, information must only be disclosed with the informed consent of the 

patient. A JH&FMHN Consent to Release Health Information form (JUS020.015) must be signed and the de-

identified information must be provided only to the clinician who is providing the care for that exposed 

person. This will ensure that the person receives the information in a confidential setting from a health care 

worker who has the necessary experience to deliver the information and can provide and document a risk 

assessment and management plan.  Refer to Guidelines on the Use and Disclosure of Inmate/Patient Medical 

Records and Other Health Information. 

http://www.stipu.nsw.gov.au/
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/pol/policylib/1.245_Policy_0913.pdf
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+127+2010+pt.4-div.3-sec.56+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+127+2010+cd+0+N
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2.1.4 Mandatory Reporting 

If, in the course of history taking and risk assessment for screening there is any suspicion that the young 

person is at significant risk of harm, or is being coerced into sexual acts against their will, this must be 

reported under the Children and Young Persons (Care and Protection) Act 1998. This Act states that health 

care workers are required to report any cases where there is a risk of harm to a child or young person. The 

risk of harm may be physical, psychological or emotional and may be the result of physical, sexual or 

emotional abuse. Staff may refer to JH&FMHN policy 5.015 Child Protection and NSW Interagency Guidelines 

Child Wellbeing and Child Protection for more information. 

2.2 Implementation – Roles and Responsibilities  

2.2.1 Nursing Unit Managers 

NUMs or delegate are responsible for ensuring the designated PSHN position is filled and that there is 

capacity for the position to be filled when the designated nurse is on leave. 

The NUM is to contact the CNC Sexual Health or Hepatitis for advice on how to manage the patient who is 

identified as requiring screening, if there is no designated PSHN position and the Medical Officer is unable to 

offer screening. 

2.2.2 PSHNs 

PSHNs are responsible for triaging the PSHN waitlist and ensuring patients are introduced to the early 

detection program in a timely manner.  PSHNs are also responsible for conducting the early detection 

program (screening) in accordance with this policy. 

2.2.3 CNC Sexual Health or Hepatitis 

The CNC Sexual Health or Hepatitis is responsible for facilitating the completion of the Clinical Accreditation 

Program:  Screening and Management of BBV or STI in the Custodial Environment and for providing clinical 

support to staff undertaking screening. 

2.2.4 Surveillance Officer 

The Surveillance Officer (SO) is responsible for entering data in the Notifiable Conditions Information 

Management System (NCIMS) when notified of communicable diseases by Pathology Laboratories.  The SO is 

also responsible for providing reports as requested by the JH&FMHN Executive and the New South Wales 

MoH. 

3. Procedure Content  

3.1  Referrals for Adults  

Patients may self refer at any time during incarceration for screening for BBV and STI or may be referred by a 

clinician. All referrals from clinicians must be made in consultation with the patient. Referrals are made using 

the Patient Administration System (PAS) waitlist entries. Guidelines prioritising waitlist entries to PSHN are 

available on the JH&FMHN Intranet site. 

To maintain patient confidentiality, there should be no mention of a patient’s HIV status in PAS comments. 

Patients who disclose sexual assault must be managed as per JH&FMHN policy 5.140 Sexual Assault 

Management and the accompanying JH&FMHN Sexual Assault Management Procedures on the JH&FMHN 

Population Health Intranet site. 

http://intranetjh/pol/policylib/5.015_Policy_1013.pdf
http://www.nayh.org.au/documents/Final_Working%20with%20young%20people_ethical%20and%20legal%20responsibilities.pdf
http://intranetjh/PopHealthProcedures/Guidelines_for_Waitlist_to_Public_Sexual_Health_Nurses_at_Reception_Centres.pdf
http://intranetjh/pol/policylib/5.140_Policy_0313.pdf
http://intranetjh/PopHealthProcedures/Sexual_Assault_Management.pdf
http://intranetjh/pol/policylib/1.066_Policy_0712.pdf
http://intranetjh/pol/policylib/5.040_Policy_1212.pdf
http://intranetjh/pol/policylib/5.100_Policy_1111.pdf
http://intranetjh/PopHealthProcedures/Guidelines_for_Waitlist_to_Public_Sexual_Health_Nurses_at_Reception_Centres.pdf


Early Detection Program for Blood Borne Viruses and 

Sexually Transmissible Infections 
 

 

 
Policy: 1.363 Issue Date: 6 April 2016 Page 5 of 12 

Patients who have had a needle stick injury, known contact with a BBV or STI or other high-risk incident and 

who require assessment for post exposure prophylaxis (PEP) must be managed as per JH&FMHN policy 1.066 

Management of Patients Exposed to Blood or Body Fluids. JH&FMHN staff must contact the CNC Sexual Health 

or Hepatitis (pager (02) 9937 2506) for advice or the After Hours Nurse Manager on 13000 ROAMS/ 13000 

76267 by choosing option 1. 

JH&FMHN, CSNSW, JJNSW staff, NSW Police, visitors, or any other persons who are not patients and who are 

exposed to blood or body fluids must be managed in accordance with JH&FMHN policy 5.040 First Aid. It is 

not the role of the PSHN to manage these situations.  In addition, the care of exposed JH&FMHN staff must 

be managed in accordance with JH&FMHN policy 5.100 Occupational Exposure Management, CSNSW, JJNSW 

and the NSW Police will follow their respective policies.   

3.1.1 Referrals for Adolescent Health Patients 

Registered Nurses in Adolescent Health sites who undertake the JH&FMHN Clinical Accreditation Program 

Screening and Management of BBV or STIs in the Custodial Environment provide specialised sexual health, 

blood-borne virus and harm minimisation clinical services for their centre. Referrals are made to these 

accredited nurses using PAS waitlist entries or appointments to the PSHN according to local health centre 

procedures. Where there is no PSHN, the patients must be put on a waiting list to see the Adolescent Health 

GP. In centres with a visiting service from a local health district sexual health clinic (LHDSHC), patients must 

be put on a PAS waiting list to this clinic e.g. Orana has a service provided by Dubbo Sexual Health Centre. 

Some Aboriginal young people may prefer to receive pre and post test discussion from an Aboriginal Health 

Worker. In some Adolescent Centres there may be an Aboriginal Health Worker or Sexual Health Worker who 

has received training in pre and post test discussion and may be able to provide this service to young people. 

If the Aboriginal Health Worker or Sexual Health Worker is not accredited to perform venepuncture, the 

young person will be referred to the Nurse or GP for this. The Health Worker is to document key issues 

discussed with the patient in the health record and enter them onto PAS waitlist for testing.   

3.1.2 Referrals for Symptomatic Patients 

Adult patients who present with any anogenital, genitourinary or extragenital symptoms must be referred to 

a MO and to a PSHN. 

Adolescent patients who present with any anogenital, genitourinary or extragenital symptoms must be 

referred to the Adolescent Health MO. If the MO is unavailable, an appointment must be made with the 

LHDSHC and the patient must also be PAS waitlisted to the PSHN, or the MO for screening. 

Female patients who present with abdominal or pelvic pain must be referred as soon as possible to the MO 

or LHDSHC for assessment. The PSHN can undertake screening either prior to, or after the appointment with 

the MO or LHDSHC.    

Male patients who present with testicular pain must be referred to the MO, LHDSHC or Hospital Emergency 

Department (ED) for assessment immediately.  They may also be offered screening for BBV or STIs. 

It is not within the scope of practice for PSHNs to perform full sexual health genital examinations. However, 

PSHNs may observe lesions (e.g. suspected genital warts or herpes) in order to appropriately refer the patient 

to a sexual health clinic, local emergency department or MO. They may also collect specimens as directed by 

the MO or in the management of positive gonorrhoea urine PCR when a follow up swab is required for 

antimicrobial sensitivity testing prior to treatment.  

http://intranetjh/PopHealthProcedures/Management_of_patient_exposed_to_blood_or_body_fluid.pdf
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3.1.3 Referral from Reception 

It is acknowledged that the reception process is not an optimum time for the patient to be receiving detailed 

information relating to BBV or STIs and potential risks. Information on how to access harm minimisation 

strategies in prison is provided by CSNSW within 96 hours of incarceration. However, health staff must 

provide sufficient information to patients identified as being at potential risk (i.e. recent intravenous drug use 

or other exposure to blood or body fluids including unprotected sex) for them to prevent transmission of 

BBV or STIs. This includes information on how to access condoms, dams, lubricant and Fincol. Patients must 

also be advised on risk to their personal safety (i.e. from sexual predation and other forms of physical injury) 

and what strategies they can use to protect themselves. Patients are to be provided with the JH&FMHN 

“Keeping Safe in Gaol” resource.  

JH&FMHN reception staff may recommend to CSNSW protection status for highly vulnerable patients who 

may be at risk in the general population.  

Adult patients who are identified as being at risk of having acquired, or of acquiring a BBV or STI will be 

waitlisted to the PSHN. Guidelines for Waitlist to PSHN at Reception Centres are available on the JH&FMHN 

Population Health Intranet site and will be displayed in the reception areas. 

Adolescent patients who are identified as being at risk of having acquired, or of acquiring a BBV or STI will be 

waitlisted to the PSHN or GP, or will have an appointment made to the LHDSHC. This will depend on the 

services available at the particular site. 

Patients who are incarcerated directly from Immigration Detention and/or who come from countries with a 

high prevalence of BBV or STI must be referred to the PSHN. High prevalence countries are listed in the 

JH&FMHN Procedure Management of Patients Exposed to Blood or Body Fluids, available on the Population 

Health Intranet Site. They include, but are not limited to, countries within South and South East Asia and Sub-

Saharan Africa. 

PSHNs at reception centres will triage waitlists and generally see PAS Priority Level 1 and 2 patients. Priority 

Level 3 and 4 patients must be seen at their centre of classification.  

3.1.4 Referral of Patients on Short Term Remand or Serving Sentences or Control Orders of Less 

Than 1 Month 

If non-urgent screening is required (i.e. PAS Priority Level 3 or 4), patients may be referred to a community 

service such as a LHDSHC or GP for attendance upon their release.    

Adolescent patients who are likely to be in custody for less than four weeks may be seen for BBV and STI 

screening, but consideration must be given to the likelihood of being able to follow up the patient in the 

community for post-test discussion and possible referral. 

3.1.5 Referral of Patients on Long Term Remand or Sentenced or Control Orders for More than 1 

Month 

Patients likely to be in custody for more than the following four weeks, who have been assessed as requiring, 

or who request, a consult for BBV and STI screening that is not deemed urgent, will be routinely waitlisted to 

a PSHN. A brief description of the reason for waitlist entry must be made to enable the PSHN to prioritise 

appointments.  

Note: All patients requiring an urgent consultation (whether symptomatic or asymptomatic) will be referred 

for assessment regardless of the length of time they are expected to stay within the custodial environment.  

http://intranetjh/pol/policylib/1.362_Policy_0314.pdf
http://testingportal.ashm.org.au/
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_048.html
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3.1.6 Referral of HIV Positive Patients 

All newly incarcerated or newly diagnosed HIV positive patients should be offered referral to the HIV 

Community Referrals Project. This project links patients to local HIV community services (non-clinical) in the 

area where the patient will reside post release. 

Patients can be referred to the HIV Community Team by: 

 Being informed of the project and being provided with the Patient Information Notice available on the 

JH&FMHN Population Health Intranet site Patient Information for Persons in Custody HIV Community 

Teams Referral. 

 The PSHN completing an Aids Dementia and HIV Psychiatric Service (Adahps) JUS200.300 Adahps 

Referral Form - and forwarding to the CNC Sexual Health or Hepatitis via the Population Health secure 

fax (02) 9700 3747 two months prior to the patient’s release date.  

3.1.7 Other Referrals 

Patients can self refer at any time during incarceration following local procedures for referral to specific 

services. Refer to JH&FMHN policy 1.362 Patient Self Referral for Health Assessment in the Adult Ambulatory 

Care Setting (Non Urgent Issues Only). 

Some centres may have Aboriginal Health Workers attending and some Aboriginal patients may prefer to 

have pre test discussion with this person. Should this occur, the Aboriginal Health Worker must document 

key issues discussed in the patient’s health record and waitlist the patient to the PSHN for testing. 

3.2 Screening  

Staff must review the patient’s current and previous health record prior to every consultation to ascertain:  

 previous risk assessment information;  

 previous screening tests undertaken;  

 previous pre-test discussion information; 

 any outstanding results;  

 hepatitis B vaccination status; 

 previous hepatitis monitoring history. 

A sexual health and drug use history and risk assessment must be carried out for every patient who is seen in 

relation to STI and BBV screening using the Population Health Early Detection Program Registration form 

(JUS060.309)  (refer to section 3.5 of  this policy).   

3.3 Gaining Informed Consent  

Refer to the Australasian Society for HIV Medicine (ASHM) Testing Portal. 

3.3.1 Consent for Adult Patients Undergoing BBV and STI Testing  

For consent to be valid, the person being tested must be legally competent to give consent, the consent 

must be given freely and be accompanied by sufficient information in order to make a decision. 

Information given will be related to the risks identified and specific needs of each patient. For the consent to 

be valid, the patient must be provided with sufficient information about each infection being screened for, 

including the benefits of screening, management and treatment options, implications of positive and 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
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negative results and contact tracing requirements. Interpreter services may be required to ensure the patient 

is adequately informed throughout the process. The consent must be given freely and without any coercion. 

In JH&FMHN, consent for screening is considered to be implied when the patient verbally agrees to have 

specimens collected for testing, following comprehensive pre-test discussion. This must be documented on 

the Public Health Registration Form JUS060.309 or Further Consultation Form JUS060.310. 

Should the pathology be collected by a clinician other than the one who provided the information necessary 

to gain consent, the clinician collecting the pathology must check the health record for evidence that 

information has been provided  and confirm with the patient that they are fully informed about the nature of 

the tests being undertaken. If the clinician collecting the pathology is unsure that this has occurred and that 

the patient is providing fully informed consent, the patient must be referred back to the clinician ordering the 

test or provide the necessary information to gain consent. 

If, after providing information to gain consent, the patient declines testing, the reason for declining must be 

recorded in the health record. If the patient has been referred to the PSHN and does not attend the 

appointment when called, the reason, if known, must be recorded in the health record and another 

appointment must be made. If the patient fails to attend after missing three appointments, the waitlist entry 

may be cancelled if there is no valid reason why the appointments have been missed (valid reasons may 

include, but are not limited to, lockdown, court attendance or unable to access clinic). 

3.3.2 Consent for Adolescent Patients Undergoing BBV and STI Testing 

In accordance with NSW MoH PD2005_406 Consent to Medical Treatment – Patient Information. if a young 

person is under the age of 14 years, the consent of the parent or guardian is necessary prior to screening for 

BBVs and STIs.  

Parents may delegate their responsibility for consent to treatment to another adult. Ideally, this would be in 

writing and a copy of the document filed in the health record. If the consent is verbal, this must be recorded 

in the health record stating the name and relationship to the child of the person to whom responsibility has 

been delegated, and the name of the person authorising the delegation (i.e. parent or guardian). (Refer to 

NSW MoH PD2005_406 Consent to Medical Treatment – Patient Information). 

Young people over the age of 16 may give their own consent.   

Between the ages of 14 and 16 the young person may consent to their own treatment provided they 

adequately understand and appreciate the nature and consequences of the procedure or treatment (refer to 

PD2005_406 Consent to Medical Treatment – Patient Information). 

If the patient is aged between 14 and 16 years and after comprehensive information is provided to gain 

consent, the clinician is unsure if the patient adequately understands and appreciates the nature of the tests, 

the tests must not be undertaken until consent has been obtained from a parent or guardian.   

If consent cannot be obtained (either from the patient aged between 14 and 16 years of age or from the 

parent or guardian) and it is deemed necessary or important for the tests to be carried out, or the patient 

wishes the tests to be undertaken and understands the implications of having the test, the matter must be 

referred to the Service Director Adolescent Health & Diversion Program or CNC Sexual Health or Hepatitis. 

This situation may also arise if the young person has been identified as a contact of a notifiable infection and 

screening is important to detect possible infection.   

If consent is not given by the parent or guardian and the patient between 14 and 16 years of age still 

requests testing, or if the young person does not wish a parent or guardian to know of the request for 

http://testingportal.ashm.org.au/
http://intranetjh/forms/Forms/JUS100.305.pdf
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testing, advice must be sought from the CNC Sexual Health or Hepatitis C and the Service Director 

Adolescent Health & Diversion Program. 

3.4 Justice Health electronic Health System (JHeHS) – Pathology 

3.4.1 Pathology Request forms – patient identification 

In order for specimens to be processed, pathology request forms must have a patient identification label 

applied.  Patient information must be written on the specimen containers using the same information as on 

the label (i.e. patient’s full name).  A copy of the request form is to be retained in a folder, as per, 

Process_for_Population_Health_Results_Management, as a record of what was ordered. This can also be used 

as a prompt or reminder of results to be returned.  

3.4.2 Transport of specimens 

Refer to local procedures for transport of specimens to pathology laboratories. 

3.4.3   Pathology results    

Pathology results will appear in JHeHS (excluding Reiby Juvenile Detention Centre).  Results are not to be 

printed and filed in the health record. PSHNs must sign off pathology results that they request.  This must be 

done within 14 days for abnormal results or 30 days for normal results. 

3.5 Conveying Test Results 

All patients must be informed of their results, including follow up advice. It is the responsibility of the 

clinician who undertook the screening process (i.e. the person who does the assessment, history taking and 

pre-test discussion) to ensure this occurs.  Patients are to be waitlisted to the PSHN for return of results with 

the comment “return results - tests done (date)“ at the time the testing occurred. Reference to the 

Australasian Society for HIV Medicine (ASHM) Testing Portal is useful in giving tips for conveying test results 

and interpreting BB or STI pathology results. 

Refer to Process for Population Health Results Management and JH&FMHN Results Management Procedure. 

All positive HIV results must be given in consultation with the CNC Sexual Health or Hepatitis. For Adolescent 

patients receiving positive HIV results, the parents or guardians should also be present. Syphilis results can 

be very difficult to interpret, therefore, all reactive or positive syphilis tests must be referred to the CNC 

Sexual Health or Hepatitis. This is to ensure appropriate follow up can be made in cases where the indication 

for management is unclear. 

If the Patient has moved to a different correctional centre or is no longer in custody refer to Process for 

Population Health Results Management and JH&FMHN Results Management Procedure. 

If the PSHN collects pathology ordered by another clinician (e.g. primary health, psychiatry, women’s health, 

antenatal care) it is the responsibility of the ordering clinician to convey the test results to the patient.  

3.6 Contact Tracing 

Contact tracing of positive results must occur according to JH&FMHN Process for Contact Tracing (Link), the 

Australasian Contact Tracing Manual, 4
th

 Edition 2010, and the STIPU Sexual Health Services Standard 

Operating Procedures. 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_184.html
http://www.ashm.org.au/ctm
http://www.ashm.org.au/ctm
http://intranetjh/PopHealthProcedures/Contact_Tracing_Guidelines_2009.pdf
http://stipu.nsw.gov.au/public-sector-resources/sti-clinical-management/
http://stipu.nsw.gov.au/public-sector-resources/sti-clinical-management/
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3.7 Documentation 

All BBV or STI screening assessments undertaken must be documented on: 

 The JH&MFHN Population Health EDP Registration form (JUS060.309) for each initial screening 

assessment with a patient and every subsequent consultation where there has been a gap of more 

than two years since the patient was last seen by a PSHN. 

 The JH&FMHN Population Health EDP Further Visit form (JUS060.310) for all consultations after the 

initial assessment, including giving back of test results, unless the patient was last seen more than two 

years ago (in which instance a repeat of the Population Health EDP Registration form is required). 

To ensure continuity of care, the following must be documented (on the above forms) for each consultation 

attended: 

 A health history including sexual activity, drug using risks and exposure to blood or body fluid e.g. 

tattoos, fighting, etc.; 

 Tests taken; 

 Any significant issues identified; 

 Medical management (e.g. medication given); 

 Follow up advice (i.e. plan of care including timeframe for results collection, testing; post window 

periods, retesting required, vaccination required, etc.); and 

 Any information provided when conveying a test result. 

An entry in the health record stating the date and reference to the Population Health EDP forms is to be 

made. 

3.8 Surveillance 

Surveillance enables emerging health trends and health problems to be monitored and facilitates the 

evaluation of prevention activities and service planning. Laboratories in NSW are required to inform Public 

Health Units of notifiable diseases. The JH&FMHN Surveillance Officer, in conjunction with the CNC Sexual 

Health or Hepatitis  will investigate all reports and ensure appropriate treatment, follow-up and contact 

tracing has occurred. PSHNs will use PAS codes to record activity and to identify new positive HIV, hepatitis 

C, chlamydia and gonorrhoea cases. 

Monthly activity data will be reported on by the JH&FMHN Surveillance Officer, with data collected from the 

PAS codes. 

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 
Children and Young Persons (Care and Protection) Act 1998 

Public Health Act 2010 

NSW MoH Policy Directives 

and Guidelines 

PD2005_222 Hepatitis B Vaccination Policy 

PD2005_406 Consent to Medical Treatment – Patient Information 

PD2009_023 HIV - Management of People with HIV Infection Who Risk 

Infecting Others 

PD2013_007 Child Wellbeing and Child Protection Policies and Procedures for 

NSW Health 

JH&FMHN Policies, 

Guidelines and Forms 

1.066 Management of Patients Exposed to Blood or Body Fluids 

1.241 Hepatitis C and B: Care, Management and Treatment 

1.242 HIV Care Management and Treatment 

1.245 Immunisation of Patients 

1.362 Patient Self Referral for Health Assessment in the Adult Ambulatory Care 

Setting (Non urgent Issues Only) 

5.015 Child Protection 

5.140 Sexual Assault Management 

JUS060.309 The Population Health EDP Registration Form 

JUS020.015 Consent to Release Health Information  

JUS200.300 ADAHPS Patient Referral Form 

Australian Department of 

Health and Aging 

DoH Third National Sexually Transmissible Infections Strategy  

DoH Fourth National Hepatitis C Strategy 

DoH Fourth National Aboriginal and Torres Strait Islander BBV/STI Strategy  

DoH Second National Hepatitis B Strategy 

MoH NSW Hepatitis C Strategy 2014-2020 

MoH NSW Hepatitis B Strategy 2014-2020  

MoH NSW HIV Strategy 2012-2015 A New Era 

Other 
Australasian Society for HIV Medicine (ASHM): Contact Tracing Manual 2010 

Australasian Society for HIV Medicine (ASHM) Testing Portal 

NSW Sexually Transmissible Infections Programs Unit 

Sexual Health Standard Operating Procedures 

Working with Young People - Ethical and Legal Responsibilities for Health 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+157+1998+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+127+2010+cd+0+N
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_222.html
http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www.health.nsw.gov.au/policies/pd/2009/PD2009_023.html
http://www0.health.nsw.gov.au/policies/PD/2013/PD2013_007.html
http://www0.health.nsw.gov.au/pubs/2006/iag_childprotection.html
http://intranetjh/pol/policylib/1.066_Policy_0712.pdf
http://intranetjh/pol/policylib/1.241_Policy_1213.pdf
http://intranetjh/pol/policylib/1.242_Policy_1213.pdf
http://intranetjh/pol/policylib/1.245_Policy_0913.pdf
http://intranetjh/pol/policylib/1.362_Policy_0314.pdf
http://intranetjh/pol/policylib/5.015_Policy_1013.pdf
http://intranetjh/pol/policylib/5.140_Policy_0313.pdf
http://intranetjh/PopHealthProcedures/Contact_Tracing_Guidelines_2009.pdf
http://intranetjh/PopHealthProcedures/Contact_Tracing_Guidelines_2009.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/HIV_AIDS_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_B_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Hepatitis_C_Clinical_Management_Guidelines.pdf
http://intranetjh/PopHealthProcedures/Management_of_patient_exposed_to_blood_or_body_fluid.pdf
http://intranetjh/forms/Forms/JUS100.305.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-sti
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hcv
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-atsi-bbv
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hepb
http://ctm.ashm.org.au/
http://www.health.nsw.gov.au/publichealth/sexualhealth/healthprofessionals.asp
http://trove.nla.gov.au/work/9732053?selectedversion=NBD26720775
http://trove.nla.gov.au/work/9732053?selectedversion=NBD26720775
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Workers: a Resource for Health Workers in NSW 

Appendix 1 - Flowchart: Early Detection Program for BBV or STI 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

 

 

 

On reception all new patients will receive information about BBV and STI and risk activities and information about 

risks to personal safety within the custodial setting. Information must be appropriate to individual’s level of 

comprehension. 
 

PAS Waitlist to Public or Sexual Health Nurse if considered high risk of acquiring infection, if from a high prevalence 

country, or if patient requests referral using PAS waitlist. Refer to Guidelines for Waitlist for PSHN. 

Short term remand or sentenced or control order < 

1 month 

Brief risk assessment and education to be 

conducted by appropriate clinician.  If non-urgent, 

refer to community Sexual Health Centre or GP; 

Document outcome of risk assessment and/or pre-

test discussion using Population Health EDP 

Registration Form or Further Visit form and file in 

Health Record. 

Results must be given to the patient, preferably by clinician who conducted pre-test discussion. Post-test discussion 

is mandatory. All positive HIV results must be given in consultation with the CNC Sexual Health or Hepatitis. All 

reactive or positive syphilis results must be referred to the CNC Sexual Health or Hepatitis. 

Follow results management protocol for patients moved to another centre or released prior to receiving results. 

Vaccination - offer Hepatitis B vaccination if no evidence of immunity. Document status on the Immunisation 

Record. 

Screening  

Ascertain previous history from Health Record. If 

previous conclusive results are available for HIV, HBV 

or HCV repeat screening is unnecessary. Conduct pre-

test discussion.  

Collect specimens and ensure transport to laboratory. 

Arrange follow up visit for collection of results. 

Confidentiality must be maintained at all times. All 

requests for testing should follow standard pathology 

labelling protocols. 

Screening indicated 

Provide information on harm minimisation and 

transmission prevention appropriate to individual’s 

level of comprehension. Advise to return to health 

centre for screening if situation changes. 

NO YES 

 

 

 

Document outcome of post-test discussion including contact 

tracing activity using Pop Health EDP Further Visit Form and file in 

Health Record. 

Long term remand or sentenced or control order > 1 

month 
 

Sexual history, drug use history and risk assessment in 

relation to STI & BBV to be conducted. Pre-test 

discussion is mandatory. Document outcome of risk 

assessment and/or pre-test discussion using 

Population Health EDP Registration Form or Further 

Visit form and file in Health Record. 
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Sydney Sobering Up Centre Service Provision 

Policy Number 1.364 

Policy Function Continuum of Care 

Issue Date 5 May 2015 

Summary This policy outlines Justice Health & Forensic Mental Health Network’s 

responsibilities in providing assessment on admission, ongoing monitoring and 

discharge assessment to detained persons in the Sydney Sobering Up Centre. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.364 (August 2013) 

Change Summary  Extension of service provision.

 Reconfiguration to align with the current policy template.

 Update of legislation, policies and procedures.

TRIM Reference POLJH/1364 

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

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

In 2012 the NSW Government announced it would trial three sobering up centres with two different 

approaches for twelve months commencing on 1 July 2013.  Two accredited non-mandatory sobering up 

centres were established by Non-Government Organisations (NGOs) and located in Coogee and 

Wollongong.  The other was a mandatory Police-run centre located in the Sydney CBD at the Central Cell 

Complex, 5 Central Street, Sydney, and encompass the Local Area Commands of Kings Cross, City Central 

and, Surry Hills. The two non mandatory centres were closed after the initial pilot period came to a close in 

June 2014. The mandatory police run centre has been extended for a further two years to the end of June 

2016 

Sobering up centres are facilities designed to help reduce alcohol-related violence and anti-social behaviour 

by placing intoxicated people, who are acting in a manner that puts themselves or others at risk, in a secure 

and safe location until they return to a safe state of sobriety. 

Justice Health & Forensic Mental Health Network (JH&FMHN) has been responsible for the development and 

provision of clinical services to the Police-run sobering up centre at Central Court Cells. This service provides 

mandatory detention of intoxicated and anti-social adult men and women who have failed to obey a move-

on direction issued by Police due to their intoxicated state. 

The Sydney Sobering Up Centre (Mandatory Centre) operates between the hours of 21:00 hours to 07:00 

hours on Friday and Saturday nights and on major event days such as long weekends. People are detained at 

the mandatory centre for a period of not less than 4 hours but not more than 8 hours, unless the person 

ceases to be an intoxicated person or can be released into the care of a responsible person willing to 

undertake the care of the intoxicated person.  People detained are required to pay a cost recovery charge 

facilitated by the NSW Police. 

2. Policy Content

2.1 Mandatory Requirements 

The Intoxicated Persons (Sobering Up Centres Trial) Act 2013 (ACT) and the Memorandum of Understanding 

(MoU) between the Commissioner of Police and the Director General of the NSW Ministry of Health (MoH) 

incorporates the specific operational arrangements, understandings and protocols applicable to JH&FMHN. 

2.2 Implementation - Roles & Responsibilities 

All staff must ensure that their practice is informed by the Act, MoU, MoH and JH&FMHN policies and 

JH&FMHN Sobering Up Centre procedures. 

3. Procedure Content

Schedule 3 of the MoU (Appendix 1) defines the Protocol, including the administrative and procedural 

arrangements between NSW Police Force, MoH and JH&FMHN in relation to the NSW Police Force operating 

the Mandatory Centre. 

 Ensuring that there is a minimum of one, preferably two, Health Assessment Officers rostered for all

operational hours of the Mandatory Centre, including any additional days agreed to after notification and

consultation.

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
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 Ensuring that the Health Assessment Officers are fully briefed as to what they may encounter and the

duties that they are expected to perform during the Police-run operation of the Mandatory Centre.

 Ensuring that the duties of the Health Assessment Officers include the provision of assessment, ongoing

monitoring and emergency medical response, including facilitating arrangements to transport the person

to a hospital for treatment, and brief intervention, as well as the provision of advice to the Police

regarding suitability for admission and discharge, in accordance with the Act.

 Ensuring that the Health Assessment Officers comply with the duties in Part A of Table 1 in Schedule 3 of

the MoU. (Appendix 1).

 Ensuring that JH&FMHN make available, on site, all appropriate emergency and medical treatment

equipment necessary to undertake the functions of a Health Assessment Officer, for all operational hours

throughout the entire operating period of the Mandatory Centre.

 Ensuring that it will store, on a long term basis, at a site other than the Mandatory Centre, keep secure

and make available copies of all relevant clinical notes, signed JH&FMHN Sydney Sobering Up Centre –

Admission & Discharge Assessment form (JUS060.040) compiled by the Health Assessment Officers, for

the purpose of any inquiry, including an investigation being conducted by the Police in respect of any

incident that occurred in the Mandatory Centre in accordance with MoH policies and as permitted by

law.

3.1  Patient Administration System (PAS) 

 The Health Assessment Officers must search Patient Administration System (PAS) to see if the client is

already registered. For clients not found in PAS the NSW Health State Record form Client Registration

form (SMR005.001) must be faxed (02 9289 5014) to the Health Information and Record Services (HIRS).

Once HIRS Client Registration Clerk has entered the information on PAS, the Health Assessment Officers

must email to advise that they can record a PAS direct booked appointment. All clients are to have

‘Arrived’ and ‘Departed’ in PAS appointments and the appointment outcome will be changed to ‘Seen’.

3.2 Information Sharing Arrangement 

 The information which is to be exchanged or provided by the Police and JH&FMHN is limited, in

accordance with section 26 of the Act to the following:

o Health or personal information concerning an intoxicated person who is being assessed for

admission, or who has been admitted into the Mandatory Centre, reasonably necessary for the

following:

 The exercise of functions under the Act (or under regulations made for the purposes of the Act).

 The evaluation of the operation and effectiveness of authorised sobering up centres, such as the

Mandatory Centre

o Any other information that may be prescribed by the regulations in the Act.

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+15+2013+pt.4-sec.26+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N


Sydney Sobering Up Centre Service Provision 

Policy: 1.364 Issue Date: 5 May 2015 Page 4 of 5 

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. 

Move on direction 

A direction given to a person by a police officer, under s198 of the Law Enforcement (Powers and 

Responsibilities) Act 2002, to leave a public place and not return for a specified period. 

Intoxicated person (under the Intoxicated Persons (Sobering Up Centres Trial) Act 2013 No 15) 

A person is of or above 18 years of age, and the person’s speech, balance, co-ordination or behaviour is 

noticeably affected, and it is reasonable in the circumstances to believe that the affected speech, balance, co-

ordination or behaviour is the result of the consumption of alcohol or any drug. 

Health Assessment Officer (under the Intoxicated Persons (Sobering Up Centres Trial) Act 2013 No 15) 

A person engaged at an authorised sobering up centre who is: 

(a) A registered medical practitioner, or

(b) A registered nurse, or

(c) In relation to the Sydney Sobering Up Centre, a registered health practitioner (within the meaning of

the Health Practitioner Regulation National Law) of a class prescribed by the regulations.

5. Legislation and Related Documents

Legislation Health Practitioner Regulation National Law 

Health Records and Information Privacy Act 2002 

Intoxicated Persons (Sobering Up Centres Trial) Act 2013 No 15 

Intoxicated Persons (Sobering Up Centres Trial) Regulation 2013 

Law Enforcement (Powers and Responsibilities) Act 2002 

JH&FMHN Forms JUS060.040 Sydney Sobering Up Centre – 

Admission & Discharge Assessment form 

NSW Health State Record 

form 
SMR005.001 Client Registration form 

http://www.legislation.nsw.gov.au/fragview/inforce/act+103+2002+pt.14-sec.198+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+103+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+103+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86a+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86a+2009+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+15+2013+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+103+2002+cd+0+N
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Appendix 1 - Part A of Schedule 3 of the MoU 

Table 1, Part A of Schedule 3 of the Memorandum of Understanding between the 

Commissioner of Police and the Director General of the NSW Ministry of Health

Health Assessment Officers must: 

A1 Prior to the transfer of an intoxicated person into the custody of the person in charge of the 

Mandatory Centre (the “OIC”): 

(a) conduct a health assessment of that person to determine whether there are any health

reasons to refuse that person’s admission to the Mandatory Centre, in accordance with s11(6)

of the Act,

(b) if there are health reasons to refuse that person’s admission to the Mandatory Centre,

promptly advise the OIC of that fact, and

(c) if there are no health reasons to refuse that person’s admission to the Mandatory Centre,

i. certify that fact in the Sydney Sobering Up Centre – Admission & Discharge

Assessment Form (JUS060.040).

ii. provide a signed and dated copy of pages 1 and 2 of that Assessment Form to the

OIC, or their assistant

(Note: If the person refuses to be assessed, the Health Assessment Officer must assess the person 

within the scope of guidelines for assessment and note this on the Assessment Form.) 

A2 Physically sight and assess persons who have been transferred into the custody of the OIC 

(“detainees”) in accordance with the Act, every 30 minutes or in accordance with usual health policies 

and procedures. 

A3 At a time as soon as practical, after being requested to do so, by the OIC in accordance with section 

13(2) of the Act conduct a health assessment of a detainee for the purposes of providing the OIC the 

state of health of that detainee to enable the OIC to determine whether the detainee should be 

detained further or whether they can be released, either on their own or to a carer. 

A4 If at any time, a Health Assessment Officer believes that a detainee is in need of urgent medical 

treatment, arrangements must be made to transport that person to hospital by Ambulance. 
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Suicide & Suicidal Behaviour Risk Management 

Policy Number 1.380 

Policy Function Continuum of Care 

Issue Date 18 March 2014 

Summary This policy provides guidance to Justice Health and Forensic Mental Health 
Network (JH&FMHN) clinical staff in the assessment of deliberate self-harm (DSH) 
and suicide risk to ensure that patients in custody assessed to be at risk of DSH or 
suicide have an appropriate management plan in place, which is clearly 
documented in the patient’s health record and communicated to the appropriate 
Corrective Services NSW (CSNSW) staff. This policy applies to all clinical staff in 
JH&FMHN Adult services who are required to assess the risk of DSH or suicide of 
patients in custody, except at the Long Bay Hospital Mental Health Unit (MHU) 
and the Forensic Hospital (FH). 

Responsible Officer Executive Director Clinical Operations (Forensic Health) 
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 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 
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Change Summary  Update of policy to address issues which have arisen in the JH&FMHN
implementation of, and compliance with, the current version of Corrective
Services NSW (CSNSW) Operations Procedures Manual Section 13.3 RIT
Protocol for the Management of Inmates At Risk of Self-Harm or Suicide.
CSNSW is currently reviewing the RIT protocols.

 Update of title names and positions.

 Reconfiguration to align with the current policy template.

TRIM Reference POLJH/1380 
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http://www.justicehealth.nsw.gov.au/
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1. Preface

Between 1995 and 2005 suicide was the leading cause of death in NSW prisons. While the rate of suicide of 
persons in custody has declined over recent years it remains approximately ten times that of the general 
population. Suicide is still a rare event, making its prediction a difficult task and the custodial environment is a 

further compounding factor
1
. Nevertheless, JH&FMHN clinical staff have a key role in the early detection of, and 

intervention with, people in custody who are at risk of suicide.  

This policy applies to all clinical staff in JH&FMHN Adult Services who are required to assess the risk of deliberate 
self-harm (DSH) or suicide of patients in custody, except at the Long Bay Hospital Mental Health Unit (MHU) and 
the Forensic Hospital (FH). 

Clinical staff in the MHU should be guided by Suicide Risk Assessment and Management Protocols: Justice 
Health Long Bay Hospital. 

Clinical staff in the FH must follow JH&FMHN policy 1.078 Clinical Risk Assessment and Management – The 

Forensic Hospital. 

In this policy the term ‘suicidal behaviour’ includes the range of behaviours from suicidal thoughts and suicidal 
threats to attempted suicide and completed suicide. 

This policy must be read in conjunction with the Corrective Services NSW (CSNSW) Operations Procedures 
Manual Section 13.3 RIT Protocol for the management of inmates ‘at risk’ of self-harm or suicide.

2. Policy Content

2.1 Mandatory Requirements 

2.1.1 Ministry of Health 

Ministry of Health (MoH) policy PD2005_121 Suicidal Behaviour - Management of Patients with Possible Suicidal 
Behaviour applies to all JH&FMHN staff in Adult services.  Although the policy applies universally, not all of it may 
be applicable to the MHU and the FH. 

In accordance with PD2005_121 and the Framework for Suicide Risk Assessment and Management for NSW 
Health Staff, all JH&FMHN clinical staff who are in contact with patients with possible suicidal behaviour must be 
proficient in the identification and preliminary assessment and management of patients with suicidal behaviour 
or at risk of DSH or suicide. 

2.1.2 Corrective Services NSW Risk Intervention Team (RIT) Protocols 

CSNSW is responsible for the safe custody of inmates in NSW correctional centres. In discharging these duties 
CSNSW has developed policy and procedures on the identification, assessment and management of DSH and 
suicide risk. JH&FMHN clinical staff must familiarise themselves with the CSNSW Risk Intervention Team (RIT) 

protocols
2
.

2.2 Implementation – Roles and Responsibilities 

2.2.1 JH&FMHN Clinical Staff 

JH&FMHN clinical staff may be required to assess a person’s risk of DSH or suicide if: 

a) a current patient of JH&FMHN is identified by JH&FMHN clinical staff as potentially at risk;

b) CSNSW staff refer a person to JH&FMHN clinical staff for assessment; or

c) a JH&FMHN registered nurse is participating in a Risk Intervention Team (RIT) or Risk Assessment and
Intervention Team (RAIT).

1
   O’Driscoll C, Samuels A & Zacka M, (2007) Suicide in New South Wales Prisons, 1995 – 2005: towards a better understanding. Australian 

and New Zealand Journal of Psychiatry, 41:519–524. 
2
 Corrective Services NSW, Operations Procedure Manual Section 13.3 RIT Protocol for the Management of Inmates At Risk of Self Harm or 

Suicide. 

http://www.health.nsw.gov.au/pubs/2004/justice_longbay.html
http://www.health.nsw.gov.au/pubs/2004/justice_longbay.html
http://intranetjh/pol/policylib/1.078_Policy_0611.pdf
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www0.health.nsw.gov.au/pubs/2005/pdf/suicide_risk.pdf
http://www0.health.nsw.gov.au/pubs/2005/pdf/suicide_risk.pdf
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Note that a permanently constituted RAIT is only in place at the Silverwater Women’s Correctional Centre 
(SWCC). 

2.2.2 Incident Information Management System (IIMS) Report 

Where a patient has self-harmed, attempted or completed suicide, then the incident should be reported through 

the Incident Information Management System (IIMS) in accord with the MoH policy PD2014_004 Incident 

Management Policy. 

3. Procedure Content

3.1 Suicide and DSH Risk Assessment 

Persons identified as potentially at risk of suicide or DSH and referred to JH&FMHN must receive an initial 
assessment, and an interim management plan must be developed by a JH&FMHN clinical staff member before 
being referred for specialist psychosocial assessment, if such a referral is necessary. 

The assessment of a person’s risk of DSH or suicide is dependent upon a well-documented comprehensive 
evaluation of the complete clinical picture. The evaluation should include a thorough assessment of the person’s 
presentation, history and current mental state. An important element of suicide and DSH risk assessment is the 
identification of risk factors associated with DSH and suicide. The presence of a major mental illness (that is, a 
psychotic illness or mood disorder), personality disorder, substance abuse and history of DSH have been linked to 
suicide in custody

1
. Other factors associated with an increased risk of suicide and DSH include:

(i) ‘at risk mental state’ – depression, hopelessness, despair, agitation, shame, guilt, anger, psychosis,
elevated/irritable mood,

(ii) recent interpersonal crisis,

(iii) recent DSH or incomplete suicide attempt,

(iv) recent loss or trauma,

(v) exposure to known stressors,

(vi) drug or alcohol intoxication or withdrawal,

(vii) lack of social supports, and

(viii) impending legal prosecution.

Potential high risk times may include: 

(i) anniversaries,

(ii) following sentencing,

(iii) following conviction, and

(iv) following incarceration, as 74% of suicides occur within six months of incarceration, with 32%
occurring in the first week of incarceration.

1

3.2 Management and Review of DSH and Suicide Risk 

A risk assessment is not complete without the development and implementation of a documented risk 
management plan and the identification of a review date for that plan. For this purpose, CSNSW uses a 

Mandatory Notification for Offenders "At Risk" of Suicide or Self-Harm. This form provides for an ‘Immediate 
Support Plan’ and a ‘RIT Management Plan’ and is developed in consultation with JH&FMHN clinical staff and 

nominated CSNSW staff. In accordance with JH&FMHN policy 1.231 Health Problem Notification Form (Adults) 
JH&FMHN staff must use the Health Problem Notification Form (HPNF) in the  Patient Administration System 
(PAS) to advise CSNSW staff of any actual or potential ‘at-risk’ health problems and recommendations for 
management of a patient. The HPNF can also be used to remind CSNSW staff of the need to review a person on 
return from Court in the absence of JH&FMHN staff. 

The risk management plan must address the following items: 

 Placement – can the person be managed safely in their current environment?

http://www0.health.nsw.gov.au/policies/pd/2014/PD2014_004.html
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
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 A monitoring regime – placement in a camera cell, 10 minute observations etc. JH&FMHN staff must not
recommend that a patient be placed naked in a camera cell under any circumstances.

 Immediate action required – medical referral or other physical assessment.

 Access to amenities – telephone, gymnasium, cooking utensils and certain foods.

 Treatment – does the person have an identifiable condition for which treatment is available?

 Referral – does the person require a mental health or drug and alcohol assessment?

 Review – when and by whom will the risk management plan be reviewed?

3
 NSW Health, (2008) Information Bulletin IB2008_047 Redesigned Mental Health Clinical Documentation: Notification of Availability at 

http://www.health.nsw.gov.au/policies/ib/2008/pdf/IB2008_047.pdf. 

Mental health clinicians should document the risk assessment and management plan on the appropriate Mental 

Health Outcomes & Assessment Tools (MH-OAT) forms
3
, wherever such documentation is in use.

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. 

http://intranetjh/pol/policylib/1.030_Policy_0511.pdf
http://www.health.nsw.gov.au/policies/ib/2008/pdf/IB2008_047.pdf
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5. Legislation and Related Documents

Legislation 
Health Records and Information Privacy Act 2002 

Mental Health Act 2007 

NSW MoH  
Policy Directives, 
Information Bulletins, 
Framework and 
Protocols 

PD2005_121 Suicidal Behaviour – Management of Patients with Possible Suicidal 

       Behaviour 

PD2007_061 Incident Management 

PD2007_082 Aboriginal Health Impact Statement and Guidelines 

PD2009_039 Risk Management - Enterprise-Wide Policy and Framework - NSW 
       Health 

PD2011_069 Respecting the Difference: An Aboriginal Cultural Training Framework 

       for NSW Health 

PD2012_066 NSW Aboriginal Health Plan 2013-2023 

IB2008_047 Redesigned Mental Health Clinical Documentation: Notification of 
     Availability 

Framework for Suicide Risk Assessment and Management for NSW Health Staff 

Suicide Risk Assessment and Management Protocols: Justice Health Long Bay Hospital 

JH&FMHN Policies 1.010 Access to Patients – Medical Emergencies 

1.030 Referrals for Admission – Long Bay Hospital Mental Health Unit (Adults) 

1.111 Court and Police Cell Complexes (Adults) Healthcare Responsibilities 

1.120 Management of a Death 

1.225 Health Assessments in Male and Female Adult Correctional Centres 

1.231 Health Problem Notification Form (Adults) 

2.030 Incident Management 

2.030M Incident Management Procedure Manual  

2.155 Enterprise-Wide Risk Management 

Corrective Services 

NSW (CSNSW) 
Operations Procedure Manual Section 13.3, RIT Protocol for the Management of 
Inmates ‘At Risk’ of Self-Harm or Suicide 

Literature O’Driscoll C, Samuels A & Zacka M (2007)  
Suicide in New South Wales Prisons, 1995 – 2005: towards a better understanding. 
Australian and New Zealand Journal of Psychiatry, 41:519–524. 

Lyneham M & Chan A Deaths in custody in Australia to 30 June 2011: Twenty  years of 
monitoring by the National Deaths in Custody Program since the Royal Commission 
into Aboriginal Deaths in Custody 
Canberra: Australian Institute of Criminology, May 2013. 

http://www.legislation.nsw.gov.au/fullhtml/inforce/act+71+2002+FIRST+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_121.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_061.html
http://www0.health.nsw.gov.au/policies/pd/2007/pdf/PD2007_082.pdf
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_039.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_039.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_069.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_069.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_066.html
http://www0.health.nsw.gov.au/policies/ib/2008/IB2008_047.html
http://www0.health.nsw.gov.au/policies/ib/2008/IB2008_047.html
http://www0.health.nsw.gov.au/pubs/2005/pdf/suicide_risk.pdf
http://www.health.nsw.gov.au/pubs/2004/justice_longbay.html
http://intranetjh/pol/policylib/1.010_Policy_0912.pdf
http://intranetjh/pol/policylib/1.030_Policy_0511.pdf
http://intranetjh/pol/policylib/1.111_Policy_0511.pdf
http://intranetjh/pol/policylib/1.120_Policy_0713.pdf
http://intranetjh/pol/policylib/1.225_Policy_0311.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/pol/policylib/2.030_Manual_0812.pdf
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
http://anp.sagepub.com/content/41/6/519.abstract
http://www.aic.gov.au/publications/current%20series/mr/1-20/20.html
http://www.aic.gov.au/publications/current%20series/mr/1-20/20.html
http://www.aic.gov.au/publications/current%20series/mr/1-20/20.html
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Appendix 1  Process for Transfer & Admission to a Mental

Health Screening Unit 

Person with a suspected mental health 

condition in a correctional centre Person 
with a suspected mental health 

condition in in a correctional centre. 

Is there a local 
mental health team 

in the centre? 

Can 
treatment 

commence? 

Refer to MHSU 

Local mental health team 
assesses and treats 

patient? 

1. Contact NUM at MRRC
MHSU and NUM MHSU SWCC

on 9289 5636.

2. Fax Referral and relevant
clinical information to:
9289 5103 and 9647 2628.

3. Local team develops IMP
with advice from CCMH while
awaiting transfer.

4. Current clinical state of the
referred patient is presented to
the weekly Bed Demand
Meeting via teleconference to
determine priority.

5. Await acceptance letter &
notification of available bed.

6. Arrange CSNSW movement
order for patient from referring
centre to MHSU.

No 

No 

Yes 

Yes 
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Policy Number 1.407 

Policy Function Continuum of Care 

Issue Date 5 May 2015 

Summary This policy outlines the responsibilities of Justice Health and Forensic Mental 

Health Network to ensure the safe transport of forensic patients from Long Bay 

Hospital, Metropolitan Remand and Reception Centre and Silverwater 

Women’s Correctional Centre to a mental health facility or other community 

facility.   

This policy does not apply to the transfer of forensic patients between 

correctional centres, which is the responsibility of Corrective Services NSW. 

Responsible Officer Executive Director Clinical Operations (Forensic Health) 
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Previous Issue(s) Policy 1.202 (March 2012) and Policy 1.407 (August 2012) 
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TRIM Reference POLJH/1407 
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http://www.justicehealth.nsw.gov.au/
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1. Preface  

This policy outlines the responsibilities of Justice Health and Forensic Mental Health Network (JH&FMHN) to 

ensure the safe transport of forensic patients from Long Bay Hospital (LBH), Metropolitan Remand and 

Reception Centre (MRRC) and Silverwater Women’s Correctional Centre (SWCC), hereafter referred to as 

Silverwater Correctional Complex (SCC), to a mental health facility or other community facility. The categories 

of persons to whom this policy applies are listed in the Policy Content below. This policy does not apply to 

the transfer of forensic patients between correctional centres, including Long Bay Hospital (LBH), which is the 

responsibility of Corrective Services NSW (CSNSW). 

The objectives of this policy are to ensure that: 

 forensic patients are transported from LBH and SCC to a mental health facility or other community 

facility in accordance with a lawful order from Court, the Mental Health Review Tribunal (MHRT), the 

Secretary, Ministry of Health or delegate; 

 a risk assessment is conducted by the clinical team responsible for the patient and a thorough risk 

management plan for the transfer is devised; 

 appropriate security measures at a level prescribed by a pre-discharge risk assessment are employed 

on all transfers to safeguard the safety and security of staff and patient; and 

 continuity of care and the safety of the patient and the receiving team are promoted by transferring all 

relevant clinical and legal information to the receiving facility and treatment team. 

This policy applies to forensic patients: 

a. who are detained in LBH or SCC or released from custody subject to conditions, pursuant to an order 

under:  

i. section 14, 17 (3), 24, 25, 27, 39, 44(2), 47(1), 48, 68 or 76E of the Mental Health (Forensic 

Provisions) Act 1990, hereafter the MHFP Act, or  

ii. section 7(4) of the Criminal Appeal Act 1912 (including that subsection as applied by section 

5AA (5) of that Act)  

or 

b. whose limiting term is about to expire and a medical practitioner or accredited person has completed 

a Schedule 1 certificate pursuant to section 19 of the Mental Health Act 2007, (MH Act), which 

enables the person to be taken to a mental health facility by the Police if necessary. 

Forensic patients are transported to the Forensic Hospital (FH) by CSNSW, but only in exceptional 

circumstances to community mental health facilities. In some instances forensic patients may be transferred 

by JH&MHN, Ambulance or the Police. 

2. Policy Content  

2.1 Mandatory Requirements  

The power to implement security conditions that must be applied to the transport of forensic patients is 

contained in sections 76D and 76E of the MHFP Act, which provides that a forensic patient ‘is to be subject to 

any security conditions that the Secretary, Ministry of Health or delegate considers necessary.’ This power is 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+16+1912+pt.3-sec.7+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.3-pt.2-div.2-sec.19+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.8-sec.76d+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+10+1990+pt.5-div.8-sec.76e+0+N?tocnav=y%22
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
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delegated to the Chief Executive of JH&FMHN, among others, who has endorsed the security conditions and 

procedures set out in this policy as being necessary for the safety and security of patients, staff and the 

community. As such, the procedures in this policy are lawful directions to staff that must be followed at all 

times while transporting a patient. When implementing these procedures, JH&FMHN staff must ensure that 

they do so in a manner that is consistent with the principles of care and treatment set out in the MH Act. This 

includes the principle that any interference with the rights, dignity and self-respect of patients must be kept 

to the minimum necessary in the circumstances. 

A driver plus two escorts is the minimum acceptable staff level. Only low-risk patients must be transported. 

Whenever possible, one of the staff members should be the patient’s primary nurse.  

This policy must be implemented by all staff, both clinical and administrative, involved in ensuring the safe 

transport of forensic patients from LBH or SCC to the FH, other mental health facility or other community 

facility.  

2.2 Implementation - Roles & Responsibilities 

2.2.1 Responsibilities 

JH&FMHN is responsible for ensuring the transport and escort of forensic patients who require transfer from 

LBH or SCC to another mental health facility or other place under an order from the Court, the MHRT or the 

Secretary, Ministry of Health or delegate. JH&FMHN staff must establish with the Forensic Mental Health 

Liaison Officer (FMHLO) that the order authorising the transfer of the forensic patient is valid and current 

before arranging the transfer. In preparation for transfer from LBH, the treating team must consult with the 

patient, the Deputy Clinical Director Forensic and Long Bay Hospitals (DCDFLBH), the CSNSW Manager of 

Security (MoS), the CSNSW Senior Project Officer (Forensic Liaison), (SPOFL), the receiving team and the 

patient’s primary carer and family (subject to the limitations on disclosure given below).  In preparation for 

transfer from SCC, the treating team must consult with the patient, the Clinical Director Custodial Mental 

Health (CDCMH), the Nurse Manager Custodial Mental Health (NMCMH), the MoS, the SPOFL, the receiving 

team and the patient’s primary carer and family (subject to the limitations on disclosure given below). 

Consultation with the patient, the primary carer and family must be carried out in a way that does not divulge 

matters relating to security, which includes the proposed date of transfer. Note that the patient’s ’primary 

carer’ is defined by section 71 of the MH Act. 

2.2.2 Risk Assessment 

Prior to the transport of patients by JH&FMHN staff, a risk assessment must be completed and a plan, 

incorporating strategies to manage all key issues and risks, must be developed and documented in the 

health record. The risk assessment should be conducted by the patient’s treating team. The risk assessment 

must include, but is not limited to, an assessment of the risks of harm to self and/or others, absconding or 

any other untoward medical events. Consideration should also be given to the patient’s physical condition 

and size when allocating a car, to enable the patient and staff to travel in comfort. 

If, following the risk assessment, the clinical team decides that the patient cannot be transported in a car 

because there are serious concerns relating to the safety of the patient or other persons, then the patient 

must be transported in an Ambulance with the assistance of the Police or, if required, in a Police vehicle. 

Consult the NSW Health, Ambulance Service of NSW, NSW Police Force, Memorandum of Understanding: 

Mental Health Emergency Response for further information about requesting Police assistance. 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.71+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.health.nsw.gov.au/pubs/2007/mou_mentalhealth.html
http://www.health.nsw.gov.au/pubs/2007/mou_mentalhealth.html
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2.2.3 Use of Sedation Before or During Transport 

Section 81 of the MH Act allows a patient to be sedated by a person authorised to administer medication, if it 

is necessary to enable safe transport. Most psychotropic medications have a sedating effect to some degree 

and the majority of forensic patients are prescribed such medications as part of their treatment. The level of 

risk this entails will be reflected in and managed via the risk assessment. If additional sedation is required to 

safely transport the patient over and above his/her normal requirements, then the patient must be 

transported by Ambulance. A patient who is transported in a JH&FMHN vehicle may be given medication 

orally before or during the transfer if such medication has been prescribed by a medical practitioner. The 

medical practitioner who prescribes such medication must also prescribe a monitoring regime to be followed 

by the escorting staff. Generally, any forensic patient who has been given intramuscular medication should 

not be transported for at least four hours unless s/he is transported to a general hospital or emergency 

department by Ambulance. A patient who has received intramuscular medication within twelve hours prior to 

departure must be reviewed by a medical practitioner before leaving LBH or SCC. 

2.2.4 Use of Force 

Section 81 of the MH Act permits an authorised person to ‘use reasonable force’ in transporting the patient 

to or from a mental health/other health facility and restrain the person in any way that is reasonably 

necessary in the circumstances. Reasonable force in this context means force that is proportional to the 

threat faced and the minimum force needed to stop the patient absconding or harming him/herself, the staff 

member or any other person. 

2.2.5  Search of Patient 

 Section 81 of the MH Act also permits an authorised person to carry out an ordinary search or a frisk 

search of the patient, if the person reasonably suspects that the patient is carrying anything that could 

be “dangerous” i.e. could be used to harm the patient or other persons or could be used to aid an 

escape. 

  An “ordinary search” means a search of a person or of articles in the possession of the person 

including requiring the person to remove an outer layer of clothing such as his or her overcoat, coat or 

jacket or similar article of clothing and any gloves, shoes, socks and hat. Once removed the article or 

articles may be examined. 

 In accordance with section 81(6) of the MH Act “frisk search” means 

o a search of a person conducted by quickly running the hands over the person’s outer 

clothing or by passing an electronic metal detection device over or in close proximity to the 

person’s outer clothing; or 

o an examination of anything worn or carried by the person that is conveniently and 

voluntarily removed by the person, including an examination conducted by passing an 

electronic metal detection device over or in close proximity to that item. 

 An article found as a result of an ordinary or frisk search may be seized and detained if it is a 

“dangerous” article or one that could be used to aid an escape. 

  

http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.81+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.81+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.81+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.81+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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3. Procedure Content  

3.1 Transfer of a Forensic Patient  

3.1.1 Prior to Transfer 

 Check the order with the FMHLO to make sure it is current and for the correct person. The FMHLO will 

check that the proposed transfer meets the conditions contained in the order. 

 The FMHLO and the MHRT maintain databases containing this information. The FMHLO is responsible 

for capturing in TRIM a copy of the order from the Court, the MHRT, the Secretary Ministry of Health 

or delegate.  

 A risk assessment must be completed by the treating team and documented in the health record. 

 After verifying the legality of the order to transfer the forensic patient from LBH or SCC with the 

FMHLO, provide a copy of the order to the CSNSW General Manager (GM) so that s/he has notice that 

an order under section 24 of the Crimes (Administration of Sentences) Act 1999 (CAS Act) will be 

required for transfer. 

 Liaise with CSNSW State Sentence Administration staff (for warrant file, money and property). 

 The patient’s clinical team must take all reasonable steps to notify the patient’s primary carer of the 

proposed transfer.  Note that this action is mandated by section 78(1)(b) of the MH Act. The transfer 

should be discussed with the patient’s primary carer and, where possible, family but this must be done 

in a way that does not divulge matters relating to security, which includes the proposed date of the 

transfer. 

 A senior member of the clinical team must coordinate directly with the receiving mental health service 

and document the process.   

 All documentation to accompany the forensic patient must be completed. 

 The patient must be consulted in regard to the transfer and transport but this must be done in a way 

that does not divulge matters relating to security, which includes the proposed date of the transfer. 

3.1.2 Transport of Forensic Patients by CSNSW 

 If the patient is being transported by CSNSW, the transfer is co-ordinated by the SPOFL who will liaise 

with the relevant NUM and the Court Escort Security Unit (CESU) SCC or the MoS LBH. The details of 

the Order are verified and entered in the Offender Integrated Management System (OIMS) for reference 

when the transfer can proceed. 

 When a bed becomes available at the receiving centre, JH&FMHN issues a Notice of Transfer. This 

notice is forwarded to the SPOFL who will then liaise with the relevant GM to advise him/her of the 

intended transfer and the need to raise a section 24 Movements Order under the CAS Act and to 

arrange transport by the CESU SCC or the MoS LBH.  

 The SPOFL must organise a set time and date for the transport and liaise with the Senior Assistant 

Superintendent (SAS), CESU SCC or the MoS LBH. This information will be relayed to the appropriate 

NUM (LBH) or Clinical Nurse Consultant Forensic Mental Health (CNCFMH), (SCC) who will advise the 

Clinical Director Forensic and Long Bay Hospitals (CDFLBH) and Director of Nursing Forensic Hospital 

(DoNFH), or NUM, where the receiving team is another mental health facility. 

http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+93+1999+pt.2-div.3-sdiv.1-sec.24+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/fragview/inforce/act+8+2007+ch.4-pt.1-div.1-sec.78+0+N?tocnav=y
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
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 Any risks must be communicated to the SPOFL via a Health Problem Notification Form (HPNF), 

including advice based on the escort plan. 

 If a patient is mentally unwell, consideration should be given to organising special transport. Refer to 

JH&FMHN policy 1.395 Transfer and Transport of Patients. 

3.1.3 JH&FMHN Escort - Once the Transfer Date is Agreed 

 All staff involved in the escort must review the patient’s history including items such as warning signs 

and risk factors regarding the patient’s mental status. 

 An escort plan incorporating management strategies to address all key issues and risks must be 

developed by the clinical team. The issues to be considered include, but are not limited to: the gender 

of the patient; the risk of harm to others; risk of absconding; risk of untoward medical events; the risks 

associated with the use of any medication required during the journey. If the patient is female, at least 

one of the escorts should be female, wherever possible. The escort plan should include provision for 

the use of PMVA techniques, wherever possible. The escort plan must identify the nearest general 

hospital emergency departments along the route that the transfer will take. 

 The escort may not proceed unless the DCDFLBH and the Operations Manager (OMLBH) for LBH or 

CDCMH and NMCMH (SCC) have approved the escort plan.  

 Medication, if required, is ordered and supplied in accordance with JH&FMHN policy 1.395 Transfer 

and Transport of Patients and JH&FMHN Medication Guidelines. 

 An appropriately-sized vehicle must be booked. JH&FMHN vehicles may be booked through 

Corporate Services. 

 Prior to transport, staff involved in the escort must ensure the transport vehicle contains a first aid kit. 

Additionally, staff must supply the transport vehicle with: 

o A mobile phone with relevant numbers stored in it, 

o A ‘hands-free’ mobile telephone device for use by the driver of the vehicle, 

o An Air Viva and 

o Automated Electronic Defibrillator. 

3.1.4 JH&FMHN Escort - Prior to Transporting the Patient 

 The CSNSW MoS or delegate is required to provide the final CSNSW authorisation to leave LBH or 

SCC, after verifying that a valid order has been issued. 

 The Maroubra or Auburn Police Station, as appropriate, and the Police Station at the destination must 

be informed of the proposed date and time of the transfer. 

 The patient’s mental health status must be assessed and documented in the patient’s health record. 

Any change in any risk factors must be addressed prior to the patient leaving LBH or SCC. 

 The patient’s property is collected and packed. 

3.1.5 JH&FMHN Escort - At the Time of and During the Transfer 

 Escort staff must refer to the JH&FMHN policy 2.100 Motor Vehicles for guidance regarding their 

responsibilities when driving a JH&FMHN vehicle. In particular, the expected travel time should allow 

http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/pol/policylib/2.100_Policy_0913.pdf
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for ten minute rest breaks for every two hours of driving. In the event of an accident or breakdown, 

staff should refer to the State Fleet Book available in all pool vehicles. 

 A driver plus two escorts is the minimum acceptable staff level. 

 The escort staff must reassess the mental state of the patient at appropriate intervals during the 

transfer. 

 The patient must be located in the back seat of the vehicle between two staff. Whenever possible, one 

of the staff members should be the patient’s primary nurse. 

 The escort staff must ensure that any necessary medication and all relevant documentation, including 

discharge summaries, medication charts and originals of any Mental Health Act orders are transferred 

with the patient. 

 If the patient becomes agitated or aggressive during transfer, staff should restrain the patient using 

the secure escort hold and bend the patient forward if needed. The vehicle must be stopped and the 

Police called. The driver must notify the receiving facility that the patient is aggressive and assistance 

will be required at end of transfer.  

 At the completion of transfer the patient must be escorted in a basic or secure hold into the receiving 

facility. Staff must not release the escort hold until the patient is inside the receiving facility. 

 Any critical incidents must be immediately reported to the Police via the emergency services number 

(000) and their attendance requested. Critical incidents include, but are not limited to: actual or 

attempted absconding; actual or attempted assault of any person; and actual or attempted self-harm. 

3.1.6 JH&FMHN Escort - After the Transfer 

 Any incident or near miss must be reported to the OMLBH (LBH) or the CDCMH and NMCMH (SCC) or, 

if applicable, the Statewide After Hours Nurse Manager (SAHNM) as soon as possible after the event. If 

the incident is a Severity Assessment Code (SAC) 1, 2 or 3 then the OMLBH or NMCMH (SCC) must 

notify the Group Messaging Service as per the Incident Management Handbook during business hours 

and the SAHNM, if the incident occurs after hours.  

 The OMLBH (LBH) must report any incident during the transfer to the following persons: 

o Service Director, LBH 

o DCDFLBH 

o Statewide Clinical Director Forensic Mental Health (SCDFMH) 

If required, the latter will inform the Chief Executive, the MHRT and the Mental Health Drug and 

Alcohol Office. 

 For SCC, the NMCMH or SAHNM must report any incident during the transfer to the following 

persons: 

o Executive Director Clinical Operations (Forensic Health) (EDCO(FH) 

o Service Director Forensic Mental Health 

o SCDFMH 

If required, the latter will inform the Chief Executive, the MHRT and the Mental Health Drug and 

Alcohol Office. 
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 The escort staff must electronically notify all incidents through the Incident Information Management 

System (IIMS). 

 Notify FMHLO and the patient’s primary carer (as required by the MH Act) that the transfer has been 

completed. 

3.2 Contact Details 

Executive Director Clinical Operations (Forensic Health) (EDCO(FH))……………………   (02) 9700 3029 

Statewide Clinical Director Forensic Mental Health (SCDFMH)…………………………….. (02) 9700 3161 

Service Director Forensic Mental Health……………..………………………………………………..   0422 005 580  

Director of Nursing Forensic Hospital (DoNFH)…………………………………………………… (02) 9700 3145 

Statewide After Hours Nurse Manager (SAHNM)………………………………………………… (02) 9311 2707 

Forensic Mental Health Liaison Officer (FMHLO)…………………………………………………. (02) 9700 3230 

Work Health and Safety Coordinator…………………………………………………………………… (02) 9700 3008 

CSNSW Senior Project Officer (Forensic Liaison) (SPOFL)…………………………………….. (02) 8346 1150 

 

For Long Bay Hospital Only 

 

Service Director Long Bay Hospital…………….………………………………………………………… (02) 9700 3218 

Clinical Director Forensic and Long Bay Hospitals (CDFLBH)………………………………… (02) 9700 3083 

Deputy Clinical Director Forensic and Long Bay Hospitals (DCDFLBH)………………….  (02) 9700 3263  

Operations Manager Long Bay Hospital (OMLBH)……………………………………………….   (02) 9700 3215  

Staff Specialist Mental Health Unit………………………………………………………………………. (02) 9700 3263 

Forensic Mental Health Liaison Officer (FMHLO)………………………………………………….   (02) 9700 3230 

Nursing Unit Manager Mental Health Unit…………………………………………………………..   (02) 9700 3259 

Nursing Unit Manager Aged Care & Rehabilitation Unit………………………………………   (02) 9700 3284 

Nursing Unit Manager Medical Subacute Unit……………………………………………………..   (02) 9700 3285 

Maroubra Police Station (open 24 hours)…………………………………………………………….. (02) 9349 9299 

Court Escort and Security Unit (CESU)………………………………………………………………….. (02) 8372 5136 or  

(02) 8372 5142 

CSNSW Inmate Records (Long Bay)………………………………………………………………………   (02) 9289 2629 

 

For Silverwater Correctional Complex Only 

 

Clinical Director Custodial Mental Health (CDCMH)……………………………………………..   (02) 9289 5589 

Nurse Manager Custodial Mental Health (NMCMH)……………………………………………. (02) 9289 5579 

Nursing Unit Manager 2 Mental Health Screening Unit MRRC…………………………….   (02) 9289 5636 

Nursing Unit Manager SWCC……………………………………………………………………………… (02) 9289 5456 

Clinical Nurse Consultant Forensic Mental Health (CNCFMH)………………………………   (02) 9289 5137 

CSNSW Manager of Security (MoS) MRRC…………………………………………………………..   (02) 9289 5600 

CSNSW Manager of Security (MoS) SWCC…………………………………………………………..   (02) 9289 5313 

CSNSW Inmate Records (Silverwater Correctional Complex)………………………………..   (02) 9289 5258 

Auburn Police Station (open 24 hours)………………………………………………………………...   (02) 9646 8699 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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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 

Legislation Crimes (Administration of Sentences) Act 1999 

Criminal Appeal Act 1912 

Health Records and Information Privacy Act 2002 

Mental Health Act 2007 

Mental Health (Forensic Provisions) Act 1990  

Work Health and Safety Act 2011 

NSW MoH Policy Directives PD2009_039 Risk Management – Enterprise-Wide Policy and Framework NSW  

                     Health 

PD2009_060 Clinical Handover – Standard Key Principles 

PD2012_050 Forensic Mental Health Services 

PD2013_050 Work Health and Safety: Better Practice Procedures 

PD2014_004 Incident Management Policy 

PD2014_051 Motor Vehicles – Use of Within NSW Health 

JH&FMHN Policies and 

Guidelines 

1.075 Clinical Handover 

1.231 Health Problem Notification Form (Adults) 

1.395 Transfer and Transport of Patients  

2.030 Incident Management  

2.030M Incident Management Procedure Manual  

2.100 Motor Vehicles 

2.155 Enterprise-Wide Risk Management 

5.135 Security Risk Management  

JH&FMHN Medication Guidelines 

Other 

NSW Health, Ambulance Service of NSW, NSW Police Force,  
Memorandum of Understanding: Mental Health Emergency Response, July 2007 

CSNSW: Operations Procedures Manual, Section 11 Release of Inmates 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+93+1999+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+16+1912+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+71+2002+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+1990+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+10+2011+cd+0+N
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_039.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_060.html
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_050.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_050.html
http://www0.health.nsw.gov.au/policies/pd/2014/PD2014_004.html
http://www0.health.nsw.gov.au/policies/PD/2014/PD2014_051.html
http://intranetjh/pol/policylib/1.075_Policy_0515.pdf
http://intranetjh/pol/policylib/1.231_Policy_0812.pdf
http://intranetjh/pol/policylib/1.395_Policy_1213.pdf
http://intranetjh/pol/policylib/2.030_Policy_0812.pdf
http://intranetjh/pol/policylib/2.030_Manual_0812.pdf
http://intranetjh/pol/policylib/2.100_Policy_0913.pdf
http://intranetjh/pol/policylib/2.155_Policy_0810.pdf
http://intranetjh/pol/policylib/5.135_Policy_0314.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://www.health.nsw.gov.au/pubs/2007/mou_mentalhealth.html
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Summary This policy provides direction for staff in the clinical management of transgender 
patients in Adult Correctional Centres and Adolescent Juvenile Justice Centres. 

Responsible Officer Executive Director Clinical and Nursing Services 

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 
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 The Forensic Hospital 
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1. Preface  

This policy provides direction for health staff in the clinical management of transgender patients.   

2. Policy Content  

2.1 Mandatory Requirements  

Transgender patients must be addressed by name according to their chosen gender. Male to female transgender 
patients must not be called by their male given names (regardless of their legal identification) or referred to as 
he. Similarly female to male transgender patients must not be called by their female given names (regardless of 
their legal identification) or referred to as she. 

The provision of health services to transgender patients must be in accordance with procedures in section 3. 

3. Procedures  

3.1 Eligibility Criteria for Hormone Replacement Therapy (HRT) 

3.1.1 Continuation of HRT Treatment / Past HRT Treatment Confirmed 

Where a transgender patient has been prescribed HRT in the community prior to custody, HRT must be 
continued and appropriately managed by the Health Centre General Practitioner in consultation with the Clinical 
Director Women’s and Primary Health or Clinical Director Adolescent Health. If required, the Health Centre 
General Practitioner should refer the patient to the Department of Endocrinology at the Prince of Wales Hospital 
Randwick for review of the patient’s prescription/treatment.   

3.1.2 Nil Past HRT Treatment / Patient Requesting HRT  

Whilst not encouraged, commencement of HRT in the custodial environment must only commence on the 
recommendation of a specialist psychiatrist following referral from the treating Health Care General Practitioner 
in consultation with the Clinical Director Women’s and Primary Health or Clinical Director Adolescent Health. 
Written confirmation of the diagnosis of gender disorder or dysphoria and a recommendation for specific 
therapy may be made by the specialist psychiatrist. HRT therapy and appropriate monitoring of the patient may 
then be initiated by the JH&FMHN psychiatrist whilst in custody. 

Initiation and advice on HRT for transgender patients will only be provided by an experienced andrologist or 
endocrinologist at the Department of Endocrinology at the Prince of Wales Hospital Randwick following the 
referral of the treating Health Centre General Practitioner in consultation with the Clinical Director Women’s and 
Primary Health or Clinical Director Adolescent Health.   

3.1.3 Ongoing Management 

Provision of HRT must not be undertaken in isolation and should be supported by psychiatric and psychosocial 
interventions. These may include education, psychotherapy and/or other counselling measures. Ongoing 
psychosocial supportive interventions will form part of a holistic management plan and will be developed 
collaboratively between JH&FMHN psychiatric/mental health and Correctional Services NSW (CSNSW) or Juvenile 
Justice NSW (JJ) psychological services. 

A flow chart is provided for JH&FMHN staff outlining the clinical pathways to care for patients seeking to 
commence or to continue HRT on page 4. 

3.2 Elective Gender Reassignment Surgery 

Gender reassignment surgery will not generally be arranged for transgender persons in custody by JH&FMHN. 
The accepted criterion for transgender surgery is the ability to live successfully in the community, with the aid of 
hormonal and cosmetic treatment as the desired gender for 12 – 18 months. This is considered the “real life 
test.” Because of the atypical social milieu of incarceration, this criterion cannot apply during custody.   

However, prior to consideration for gender reassignment surgery,  a brief must be provided to the Chief 
Executive which details expert advice sought by relevant Clinical Director(s) within JH&FMHN and eminent 
external specialists recommending that the reassignment surgery is necessary for the patient’s health and well 
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being. The patient is responsible for the cost of elective surgery. Refer to policy 1.330 Referral / Admission to 
Public Hospital – Emergency & Elective. 

3.3 Corrective Services NSW 

CSNSW Classification and Management policy for Transgender Inmates states that transgender inmates 
(patients) will be accommodated in a correctional centre of their gender of identification unless it is determined 
through case management that the inmate (patient) should more appropriately be assigned to a correctional 
centre of their biological gender. This will be assessed through case management processes, considering offence 
and criminal and custodial history as well as perceived risk to the inmate’s (patient’s) safety. The policy states 
that any person received into the custody of CSNSW who self-identifies as a transgender person has the right to 
be housed in a correctional facility appropriate to their gender of identification. All male to female (M2F) as well 
as female to male (F2M) transgender inmates (patients) are initially received into the Metropolitan Remand and 
Reception Centre (MRRC) for full induction screening. Continuing management and placements are assessed on 
an individual basis, through case management, by a multi-disciplinary team of CSNSW staff including 
psychologists and JH&FMHN staff i.e. Nursing Unit Manager, Clinical Director Community Correctional Health, 
Clinical Director Forensic and Long Bay Hospitals, treating Psychiatrist, treating General Practitioner, Clinical 
Director Women’s and Primary Health or Clinical Director Adolescent Health.   

An inmate (patient) may make an application to be identified and managed as a transgender person at any stage 
during his/her sentence and should be referred to the case management team as a matter of urgency to 
determine ongoing placement and management. According to CSNSW policy, until a decision has been made 
regarding ongoing placement and management, the transgender person: 

 is to be kept separate from other persons; 

 accommodated in a single cell*; 

 provided access to separate ablutions; and 

 should not be transported with any other inmate (patient) in the same compartment of a transport 
vehicle. 

* The decision regarding placements of transgender patients is the responsibility of CSNSW. However JH&FMHN 
staff must use the Health Problem Notification Form (HPNF) JUS005.001 to provide clinically based 
recommendations regarding a patient’s placement in circumstances when a patient should not be left alone due 
to increased risk associated with a health issue. For example, where a patient may be unable to use the cell call 
system to contact custodial staff due to a condition such as unstable diabetes, unstable epilepsy, chronic asthma 

and/or substance withdrawal, refer to JH&FMHN policy 1.340 Accommodation – Clinical Recommendations 
(Adults). 

3.4 Juvenile Justice NSW 

JJ does not have a specific policy for the management of transgender people; such management would be 
arranged on a case by case basis. Should a JH&FMHN staff member receive a request from JJ to make 
recommendations on suitable placement based on transgender medical issues, the Service Director Adolescent 
Health and Clinical Director Adolescent Health must be contacted for advice. 

Therapy for adolescent transgender persons should only be undertaken in consultation with specialists in this 
field and must be individualised for each person. Any adolescent transgender person already on medical therapy 
must have the therapy regimen reviewed promptly by a specialist endocrinologist to support its continuation. 

4. Legislation and Related Documents 

Legislation Part 3 of the Crimes (Administration of Sentences) Act 1999 

JH&FMHN Policies 1.330 Referral / Admission to Public Hospital – Emergency & Elective 

CSNSW Operations Procedures Manual – Section 7.23 Management of Transgender Inmates 

Operations Procedures Manual – Section 12.2 Classification and Management Policy 
for Transgender Inmates 

http://intranetjh/pol/policylib/1.330_Policy_0310.pdf
http://intranetjh/pol/policylib/1.340_Policy_1110.pdf
http://www.legislation.nsw.gov.au/fragview/inforce/act+93+1999+pt.3+0+N?tocnav=y
http://intranetjh/pol/policylib/1.330_Policy_0310.pdf
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Appendix 1 - Pathways to Care for Transgender Patients Requesting 

Hormone Replacement Therapy (HRT) 

 

Patient requests hormone replacement 

therapy:  
Nil past treatment 

Patient continues hormone replacement 

therapy: 
Past treatment confirmed 

Referral by Health Centre General Practitioner in 
consultation with Clinical Director Women’s and 
Primary Health or Clinical Director Adolescent 
Health to experienced andrologist or 
endocrinologist at the Department of Endocrinology 
Prince of Wales Hospital, Randwick.  

Patient monitored by Health Centre General 
Practitioner in consultation with Clinical Director 
Women’s and Primary Health or Clinical Director 
Adolescent Health 

If required, the Health Centre General Practitioner, 
in consultation with the Clinical Director Women’s 
and Primary Health or Clinical Director Adolescent 
Health should refer the patient to the Department 
of Endocrinology at the Prince of Wales Hospital 
Randwick for review of prescription / treatment 

Ongoing Management 
Supported by psychiatric and psychosocial 
interventions e.g. education, psychotherapy and/or 
counselling measures 

Referral by Health Centre General Practitioner in 
consultation with Clinical Director Women’s and 
Primary Health or Clinical Director Adolescent 
Health to specialist psychiatrist for written 
confirmation and diagnosis of gender disorder or 
dysphoria and a recommendation for specific 
therapy 
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Summary This policy provides a framework for the surveillance and management of 
tuberculosis (TB) in NSW correctional and juvenile justice centres by preventing 
the spread of tuberculosis through early diagnosis and effective treatment and 
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Change Summary  Amendments made to the TB Poster in Appendix 1 
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1. Preface 

This policy provides a framework for the surveillance and management of tuberculosis (TB) in NSW Correctional 
and Juvenile Justice Centres and the Forensic Hospital. . 

The objectives of the policy are to: 

 Implement a system for the identification and management of suspected and confirmed 
tuberculosis cases, 

 Prevent the spread of tuberculosis by early diagnosis and effective treatment and management 
of infectious individuals, 

 Identify infected contacts and reduce their risk of developing disease, 

 Minimise the risk of people in custody introducing TB into health/correctional/detention 
facilities. 

In overseas studies, prisoner populations have been identified as having an increased incidence of active 
tuberculosis disease. In contrast, tuberculosis in Australian prisons has been uncommon. Australia is considered a 
low-risk country for TB. The incidence of TB cases in Australia was 5.6 cases per 100,000 population in 2008 and 
6.0 in 2009, similar to rates since 1986. However in both 2008 and 2009, more than 85% of the cases occurred 
in the overseas-born population. [1]. Data from two Inmate Health Surveys in NSW indicate that the risk of TB 
infection in prisoners in correctional facilities is four times higher than in the general community. [2, 3, 4, and 5] 

Respiratory diseases (other than tuberculosis) are common. Transmission of respiratory diseases is facilitated by 
crowded and confined environments of which prisons are an example. Therefore as other respiratory diseases 
have similar symptoms to tuberculosis, such as a chronic cough, an efficient surveillance system in Justice Health  
& Forensic Mental Health Network (JH&FMHN) is required.  

2. Policy Content 

 Mandatory Requirements  

 Every patient must be screened at reception for the symptoms of pulmonary tuberculosis.  

 Population Health must be notified as soon as possible of any suspected case of TB. Clinical staff must 
phone the Public Health Coordinator on Pager No. (02) 9937 2506 or on 0438 341 237 (during normal 
working hours); or the After Hours Nurse Manager on (02) 9311 2707; or the Deputy Director of Nursing 
Forensic Hospital on (02) 9700 3158 (during normal working hours) or the After Hours Nurse Manager 
(AHNM) in the Forensic Hospital on (02) 9700 3112 or 0419 262 559 who will contact the Service 

Director Population Health.   

 When a patient is suspected or confirmed as having active tuberculosis disease (and has not yet received 
medication that would make him/her non-infectious), all staff must implement Airborne Precautions, as 
well as Standard Precautions, and advise Corrective Services NSW (CSNSW), Juvenile Justice NSW (JJNSW) 

and other contracted staff to also implement them.   

 All cases of active tuberculosis must be referred to a specialist in respiratory / tuberculosis medicine for 

appropriate tuberculosis treatment. 

 Prescribed treatment must be given in accordance with NSW Ministry of Health (MoH) policies. [See 
Controlling Tuberculosis in NSW, at link: 

http://www.health.nsw.gov.au/PublicHealth/Infectious/TB/index.asp 

 All patients on tuberculosis chemotherapy must have their drug administration fully supervised and 
directly observed as per NSW MoH Policy Directives.  No change to their medication regime may occur 

unless directed by the treating tuberculosis/respiratory specialist.  

 The JH&FMHN Public Health Unit must notify the MoH of any confirmed cases of TB as per MoH policies.  

http://www.health.nsw.gov.au/PublicHealth/Infectious/TB/index.asp
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 Contact tracing is commenced to identify potentially infected contacts.  

 All negative pressure ventilation rooms must have preventative maintenance carried out according to the 

contract.  

 All negative pressure ventilation rooms are to be monitored daily as required by the MoH. 

3. Procedure Content 

3.1 Tuberculosis Background 

Tuberculosis (TB) is an infectious disease caused by the bacterium Mycobacterium tuberculosis complex.  

3.1.1 Mode of Transmission 

TB is transmitted by airborne droplet nuclei from cases of pulmonary or laryngeal disease produced by expiratory 
efforts such as coughing.  

3.1.2 Time Line 

The typical incubation period from infection to demonstrable primary lesion or significant tuberculin reaction is 2 
to 10 weeks.   

Tuberculosis typically occurs in two phases – initial infection and progression to active disease.  

Initial infection with Mycobacterium tuberculosis usually goes unnoticed. TB infection is said to be latent and, at 

this stage the individual is not infectious (transmission cannot occur to other people). This latent infection can 
however be detected by demonstration of a positive tuberculin skin test (TST).   

In contrast, a confirmed case of tuberculosis disease (active TB) is an individual with clinical symptoms and with 
bacteriological, radiological and/or immunological evidence of the causative agent, Mycobacterium tuberculosis. 

The risk of initial infection is higher in people who have had close contact with a case of active pulmonary or 
laryngeal TB. Such people include: 

 household contacts of cases, 

 persons born in countries with a high prevalence of TB, and  

 persons living in close proximity to others, particularly in congregate settings.  

Newly infected people have about a 10% chance of developing active TB disease in their lifetime and 
approximately half of those who develop TB disease do so within 2 years of infection.   

The lungs are most commonly affected. Tuberculosis occurring in parts of the body other than the lungs or 
larynx is generally non-infectious. [6]  

The risk of progressing to disease is higher in people who are or have:  
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 immune compromised (e.g., HIV infection, transplantation, immune-suppression therapies, specific 
malignancies), 

 infants under 12 months ,  

 chronic renal failure, 

 diabetes, 

 low weight, malnutrition, 

 previous gastric surgery,  

 silicosis, 

 some haematological disorders.  

3.2 Clinical Presentation  

Every patient must be screened at reception for the symptoms of pulmonary tuberculosis. Clinical history is an 
effective way of identifying suspected tuberculosis.  

Suspect tuberculosis in any patient with the following: 

 a cough for over two weeks and any of the following  

o haemoptysis,  

o unexplained weight loss, 

o fever/night sweats,  

o was born overseas. 

Individuals presenting with such a history at any stage of their incarceration should be considered as a 
“suspected TB” case and they should be assessed by the medical officer urgently. Increase your level of suspicion 
if any of the following apply: 

 a history of living in a country with a high prevalence of TB*, 

 household-like contact with a known case of TB disease, 

 a history of previous treatment for TB, 

 any of the factors which increase the risk of progression to disease (see above in 3.1.2). 

* See 
http://www.health.nsw.gov.au/resources/publichealth/infectious/tb/pdf/high_incidence_countries_2010.pdf 

3.3 Notification of Suspected or Confirmed Cases of Tuberculosis 

Population Health must be notified of any “suspected TB” case. Page the Public Health Coordinator (during 
normal working hours) or the After Hours Nurse Manager or the After Hours Nurse Manager in the Forensic 
Hospital who will contact the Service Director Population Health.   

Commence implementation of Airborne Precautions as described in the “Infection Prevention & Control” section 
below.  

3.4 Infection Prevention and Control  

When a patient is suspected or confirmed as having active tuberculosis disease (and has not yet received 
medication that would make him/her non-infectious), all staff must implement Airborne Precautions, as well as 
Standard Precautions.  

Advise CSNSW, JJNSW and other staff to also implement them. Use the Health Problem Notification Form (HPNF) 
and write “respiratory infection”. On the adult form tick the Airborne Precautions box and write “Airborne 
Precautions” on the adolescent form.  

http://www.health.nsw.gov.au/resources/publichealth/infectious/tb/pdf/high_incidence_countries_2010.pdf
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3.4.1 Airborne Precautions: 

 Isolation, special ventilation and particulate filter masks are employed to reduce the risk of inhaling 
infectious particles, until the patient is declared ‘not infectious’ by the JH&MHFN Public Health Unit. 

 An “Airborne Precautions poster” (JH&FMHN Communicable Diseases, Appendix 13) must be placed on 
the door of the patient’s room, and an “N95 (or P2) particulate filter mask” must be worn by every 

person entering the room. 

  An N95 (or P2) mask must be worn by the patient when in the Health Centre awaiting transfer, and 

during transport, and if the patient has to leave his/her isolation room for essential care. 

 The patient must be treated in a single room with the door kept shut. 

 Air-conditioning that circulates to other rooms in the Health Centre should be turned off, wherever 

possible. 

 The patient must be transported in a single-person transport vehicle. 

 Transfer to negative pressure ventilation accommodation: in consultation with Population Health, all 
adult male and female patients in the correctional setting suspected of having tuberculosis disease should 
be transferred to the Long Bay Hospital (LBH) and Silverwater Women’s Correctional Centre (SWCC), 
respectively, to a negative pressure ventilation (airborne isolation) room, after discussion of the case 
between the assessing medical officer (MO) and the admitting MO in Long Bay Hospital and SWCC for 
diagnostic work-up and further management. Suitable accommodation for young people with suspected 

TB and Forensic Hospital patients will need to be negotiated with the Local Health District.  

 Clinical staff must refer to the JH&FMHN Communicable Diseases Protocols for further information on 

Airborne Precautions and the safe management of a patient in a negative pressure ventilation room.   

 Precaution/s must remain in place until pathology results document absence of the pathogen or until 
effective treatment has been commenced and maintained for the appropriate period of time or until the 
patient’s signs and symptoms indicate that he/she is no longer infectious.  Airborne Precautions may be 
ceased only when the patient’s status is documented as no longer infectious.  This should be done in 

consultation with the Public Health Coordinator.  

 Enter the End Date in PAS to cancel the “Alert Additional Precautions” in OIMS. The Alert will clear from 

OIMS on the following day. 

3.4.2 Monitoring and Maintenance of Negative Pressure Ventilation Rooms 

Preventative maintenance must be carried out according to the contract for all negative pressure ventilation 
systems. The Nursing Unit Manager (NUM) must ensure that this occurs.  

Staff working in the Medical Subacute Unit, Long Bay Hospital (MSU, LBH) must refer to the “Negative Pressure 

Ventilation Procedure LBH” Appendix 20, in the JH&FMHN Communicable Disease Outbreak Management 
Protocol, so that all clinical staff will (a) know how to monitor the system to ensure that it is working as required 
and (b) know what action to take if an alarm is activated. The NUM must ensure that this occurs.  

3.5 Transport of Suspected and Confirmed (Infectious) Tuberculosis Cases 

For patients in the correctional or juvenile detention setting, the NUM will advise the General Manager (GM) or 
Manager of Security (MOS) when a patient needs to be transferred to the LBH or other public hospital. The NUM 

must also notify the GM or MOS of the transport requirements and Airborne Precautions required on the Health 
Problem Notification Form (Refer to JH&FMHN policy 1.231 Health Problem Notification Form or JH&FMHN 

policy 1.235 Health Problem Notification and Escort (Adolescents) for details). The particular disease must not be 
disclosed, but the need for Airborne Precautions must be disclosed.  

If a vehicle with separate air-conditioned compartments or with separate ventilation is not available, then the 
escorting officers must also wear an N95 particulate filter mask.  

The infection control standards also apply to the transport arrangements for the Forensic Hospital patients and 
Young People in Custody.  
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3.6 Investigations 

Initial investigations in the sections below should be conducted in a Negative Pressure Ventilation (Airborne 
Isolation) Room or in a public hospital. Investigations should not be conducted in a health centre. 

3.6.1 Sputum Examination 

Sputum microscopy for Mycobacterium tuberculosis is a specific test for diagnosing pulmonary tuberculosis 
disease. However, it is only useful in suspects with a productive cough. Three sputum specimens are usually 
required to confirm diagnosis. Specimens should be taken in the early morning prior to the patient having 
anything to eat, drink or cleaning their teeth. Because of the unique circumstances of 
correctional/detention/health facilities, sputum specimens must be taken in the presence of nurses, to validate 
the source of the specimen. While observing the sputum collection (and at any time when in the patient’s room), 
Airborne Precautions must be observed, that is, an N95 particulate mask must be worn by the nurse in 
attendance. Standard Precautions must always be used. Guidance should be sought from Population Health.   

3.6.2 X-Ray 

Chest x-ray is one of the most widely used tools in the diagnosis of tuberculosis. However, its value is limited by 
the fact that other chest conditions may be accompanied by radiographic abnormalities and be misread as TB. In 
individuals with suggestive symptoms and negative tuberculin skin test result, a plain chest x-ray is indicated. A 
radiologist should report x-ray films. 

3.6.3 Other Investigations 

In situations where suspected cases are unable to produce sputum, other procedures such as induction of 
sputum, bronchoscopy and/or fine needle aspiration may be indicated. However, such invasive techniques will be 
used as a last resort. The patient would be transferred to a public hospital or Chest Clinic for those tests. 

3.7 Treatment 

Demonstration of Mycobacterium tuberculosis in sputum (by culture or PCR) establishes a definitive diagnosis of 
pulmonary tuberculosis disease.  

In JH&FMHN, all chemotherapeutic regimens for tuberculosis are prescribed by a physician with specialised 
training in tuberculosis to ensure accordance with MoH policy directives for treatment of TB. 

All diagnosed cases should be initiated promptly on effective multi-drug anti-tuberculosis therapy. 

The individual can usually be considered non-infectious after two weeks’ fully supervised treatment – although 
the treatment course can be expected to continue for six to eight months. The patient can be released from 

Airborne Precautions only after approval by the Public Health Coordinator or Service Director Population Health 
is documented in the Health Record. 

A combination of medications is used to treat tuberculosis and all may potentially cause adverse effects, and may 
interact with other medications, including non-prescription drugs such as paracetamol. Monitoring of treatment 
is required and includes monitoring of potential side effects, regular blood tests and follow-up visits to the 
patient’s treating specialist and Chest Clinic.  

Staff must refer to the JH&FMHN Medication Guidelines to follow the clinical protocol for management of 
patients receiving anti-tuberculosis medication.   

3.7.1 Directly Observed Treatment (DOT) – Anti-Tuberculosis Medication 

Every dose of every anti-tuberculosis medication in the correctional/detention/health environment must be fully 
and directly observed by a healthcare worker. This directly observed treatment principle is applied to ensure 
compliance with therapy, observe and elicit from the patient any potential side effects, and prevent interrupted 
treatment. 

3.7.2 Inadequate or Interrupted Treatment 

Inadequate or interrupted treatment can result in relapse, continued transmission and the development of drug-
resistant disease. Therefore, after effective therapy has commenced, continued treatment without interruption is 
critical until the entire course of treatment is completed. 

If treatment lapses for any reason, prompt action should be taken to ensure recommencement of therapy.  If 
treatment cannot be resumed, the Public Health Coordinator and/or the Service Director of Population Health 

must be informed. 
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3.7.3 Patients on Both Methadone and Anti-Tuberculosis Medication 

Patients on methadone, who also receive anti-tuberculosis medications (especially Rifampicin), must have their 
methadone dosage assessed by a Drug and Alcohol Specialist, as Rifampicin induces metabolism of methadone 
reducing its concentration and activity. 

3.8 Transfer of Patients on Anti-Tuberculosis Medication 

When a patient is transferred to another correctional or detention centre, the Medical Alert Form must advise 
the receiving staff that the patient is on anti-tuberculosis treatment. All medication that the patient is prescribed 
must be sent with the patient to ensure continuation of treatment.   

If a patient is due for release or discharge before completing tuberculosis treatment, including preventative 

treatment for a known contact, the Public Health Coordinator must be advised (and should be advised as far in 
advance as possible) to enable coordination of discharge planning and transfer of care on release to community 
Chest Clinic staff. 

3.9 Other Issues 

3.9.1 Reception of People from Immigration Detention Centres or from Overseas Prisons 

Patients received into the custodial environment from overseas may be at greater risk of presenting with 
tuberculosis disease. At reception, a full history regarding tuberculosis must be taken. The Service Director 

Population Health and the Public Health Coordinator must be notified of the reception of people from 
immigration detention centres or from overseas prisons, regardless of history.  

3.9.2 Attendance at Court 

The question of attendance at court will arise in some persons with suspected, or confirmed and infectious, 
tuberculosis. The court must be advised that the patient requires respiratory isolation and, although the patient 
and those in contact with him/her could wear masks, it is not desirable for this to occur. However, in cases of 
active TB disease, after two weeks of anti-tuberculosis medication a person is usually considered to be non-
infectious. This scenario should be discussed with the Public Health Coordinator (or the Service Director of 
Population Health via the After Hours Nurse Manager) or the Deputy Director of Nursing Forensic Hospital 
(during normal working hours) or After Hours Nurse Manager Forensic Hospital for appropriate advice and 
notification to the Executive Director, Clinical Operations (Custodial Health) or Service Director Adolescent 
Health.   

3.9.3 Contact Tracing and Management 

Contact tracing is an essential aspect of the management of infectious tuberculosis patients. A “contact” of an 
infectious case of tuberculosis is a person who is closely associated with the index case in terms of proximity 
and/or duration during the infective period.  

All contact tracing will be initiated by the JH&FMHN Public Health Unit, in accordance with MoH policy and in 
conjunction with NSW TB Services. The Public Health Coordinator will inform the senior management in 
CSNSW/JJNSW of the confirmed case and will coordinate any contact tracing of patients and/or staff as required 
by MoH.   

JH&FMHN staff who have been exposed to a patient with confirmed tuberculosis should be referred to Employee 
Services and a Chest Clinic. CSNSW/JJNSW must be contacted if any of their staff have been exposed to a 
patient with confirmed tuberculosis.  

3.9.4 Non-Cooperation with Treatment or Management 

Most patients will co-operate by taking medications and conforming to measures needed to stop the risk to 
others whilst they are infectious or are suspected of having active tuberculosis. 

However, if a patient is not co-operative, the MoH provides guidelines on the management of people with 

tuberculosis who place others at risk. In addition, authority under the Public Health Act 2010 as it applies to 
uncooperative persons in the community could also be invoked.   

If, after counselling, the patient continues to decline treatment, the Public Health Coordinator and/or the Service 
Director Population Health must be advised. The Service Director Population Health will then advise the Chief 
Executive, the Executive Director, Clinical Operations (Custodial Health) or the Service Director Adolescent 
Health.   
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At all times the patient must be fully informed of treatment and management plans so as to facilitate their 
consent and co-operation. 

Occasionally, a patient with infectious tuberculosis might threaten to cough on staff. If this occurs, the patient 
must remain isolated in his/her cell/room (that is, cannot leave the cell/room for medical appointments) until the 
situation is resolved and a joint custodial/health staff management plan (for patients in a correctional/detention 
centre) or risk management plan (for patients in the Forensic Hospital) is devised. The administration of 
medication may be delayed until the management plan for this behaviour has been formulated. Those with 
minimal or no infectivity might be suitable for discharge to single security cells/rooms under agreed protocols 
with the Centre Manager. 

3.9.5 Tuberculosis Alert Posters 

TB alert posters should be placed in the Health Centre / Unit for easy reference. A copy of the current poster is 
on the last page of this policy.   

4. Related Documents and Resources 

 NSW Health PD2008_019 Tuberculosis – Principles for Management of People with Tuberculosis in NSW 

 Controlling Tuberculosis in NSW 

 Response Protocol for NSW Public Health Units  

 JH & FMHN Medication Guidelines 

 JH & FMHN Communicable Disease Outbreak Management Protocol 
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[6] Tuberculosis: Response Protocol for NSW Public Health Units, 14 January, 2010. 
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Appendix 1 – Tuberculosis Poster 

 

 
 

*** THINK TB *** 
Be Clinically Suspicious 

Of any patient who has a cough for more than 2 weeks, and  

 bloodstained sputum; or  

 unexplained weight loss; or 

 night sweats; or 

 was born overseas. 

Be Proactive 

Ring the Public Health Coordinator on pager no: (02) 9937 2506 (during normal working hours) or the After-
Hours Nurse Manager on (02) 9311 2707 or the Nurse Manager on Duty in The Forensic They will guide you 
through the process. 
 

Be Responsible 

Staff must: 

 Follow the JH&FMHN Policy 1.422 Tuberculosis – Surveillance and Management of Confirmed or 

Suspected Cases for management of tuberculosis suspects. 

 Implement Airborne Precautions and advise Corrective Services NSW, Juvenile Justice NSW JH & 
FMHN staff and other contracted staff to also implement them.   

1.1 The particular disease is not to be disclosed, but the need for Airborne Precautions must be 
disclosed and documented on the JH&FMHN Health Problem Notification Form – Adult (JH&FMHN 

Policy 1.231) or the Health Problem Notification Form and Escort – (Adolescents) (JH&FMHN Policy 
1.235). 

1.2 “N95 particulate filter mask” to be worn by patient when in a clinic and in transport, and by every 
person entering the room. 

Single room with door shut, air-conditioning that circulates to other rooms turned off, and single-person 
transport vehicle while awaiting transfer. 
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Summary The Federal and NSW Court systems require that persons charged with 

offences must attend Court unless the Court has given special approval for 

non-attendance. Justice Health & Forensic Mental Health Network (JH&FMHN) 

may assess a patient as unfit to attend court for health reasons and is 

responsible for notifying the Court. 

This policy provides guidelines for health staff to advise the Court of a patients’ 

condition that makes the patient unfit to attend Court or fit to attend Court 

providing that appropriate Additional Precautions are implemented, as 

specified by the Service Director Population Health (SDPH) or Clinical Nurse 

Consultant (CNC) Infection Prevention.  

Applicable Sites  Administration Centres 

 Community Sites (e.g. Court Liaison Service, Community Integration Team, etc.) 
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 Health Centres (Juvenile Justice Centres) 
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1. Preface 

The Federal and NSW Court system require that persons charged with offences must attend Court unless the 

Court has given special approval for non-attendance. Justice Health & Forensic Mental Health Network 

(JH&FMHN) may assess a patient as unfit to attend court for health reasons.  

JH&FMHN must advise the General Manager (GM) or Manager of Security (MOS) or Centre Manager (CM) 

immediately if a patient is unable to attend Court, to enable the Courts to be informed. The GM/MOS/CM 

must be informed if the patient has any special requirements, as this may have an impact on transport 

arrangements and will need to be communicated to the Court.  

This policy provides guidelines for health staff to advise the Courts of a patient’s condition that makes them 

unfit to attend Court or fit to attend Court providing that appropriate additional precautions are 

implemented, as specified by the Service Director Population Health (SDPH) or Clinical Nurse Consultant 

(CNC) Infection Prevention. 

2. Policy Content 

JH&FMHN staff will exercise clinical judgement to appropriately defer patients from attending Court when 

they are unwell, suspected or confirmed diagnosed with or have signs and symptoms of a communicable 

disease.  To certify non-attendance at Court on medical grounds, there must be substantial reason(s) and a 

specific medical certificate must be completed advising the Court that the patient is unfit. A sample copy of 

the certificate appears at the end of this policy.  

2.1 Mandatory Requirements  

The patient must have a genuine clinical indication not to attend Court.  The Procedure Content below 

outlines which staff members may complete a Medical Certificate Non-Attendance at Court or Additional 

Precautions Required in Appendix 1. 

2.2 Implementation - Roles & Responsibilities 

The Nursing Unit Manager (NUM) or Nurse in Charge (NIC)  

 Is responsible for providing a Medical Certificate for non-attendance at Court when a medical 

practitioner who is familiar with the patient or the Remote Offsite After Hours Medical Services (ROAMS) 

Officer is unavailable, and record on the certificate the advice given. 

 The NUM or NIC of a shift must consult with the SDPH or CNC Infection Prevention regarding the 

management of patients with suspected or confirmed communicable disease. 

 For adolescent patients, the NUM or NIC must consult with the Staff Specialist, Medical Officer, General 

Practitioner or ROAMS Officer and then seek approval from the Service Director Adolescent Health and 

Diversion Programs. 

Medical Practitioner 

 Is responsible for providing a medical certificate for non-attendance at Court for general medical 

conditions and for specific drug and alcohol related issues.  This is also the role of the Addiction Medicine 

Specialist/D&A Nurse Practitioner if available. 
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Psychiatrist and/or Psychiatry Registrar  

 Is responsible for providing a medical certificate for non-attendance at Court if the condition is mental 

health related. 

3. Procedure Content 

When a patient is deemed to be unfit to attend Court due to health concerns, a medical certificate must be 

completed by the staff member who is responsible for the presenting health.  See Policy Content section.  

Staff need to ensure the patient gives consent for JH&FMHN to advise the Court that they are unfit to attend 

if they have capacity to consent. Staff should refer to NSW Ministry of Health PD2005_406 – Consent to 

Medical Treatment Patient Information. 

The appropriate supportive entries must be made in the patient's health record and a copy of the certificate 

included in the record. The likely duration of being unfit for court must be stated so that an alternative time 

can be arranged and the type of additional precautions to be implemented. 

3.1 Issue of Certificate 

A Medical Certificate Non-Attendance at Court or Additional Precautions Required in Appendix 1 may be 

completed for a number of reasons including: 

 acute mental health condition where the patient is visibly agitated or aggressive or likely to become 

aggressive, except where the attendance is likely to result in a diversion to a local public hospital. A 

Psychiatrist must be consulted in all cases; 

 medical illness where the patient is too acutely ill to attend Court; 

 communicable disease, as agreed with the SDPH or CNC Infection Prevention; 

 in cases where the patient has a communicable disease but would be fit for Court if appropriate 

additional precautions, as specified by the SDPH or CNC Infection Prevention, are implemented;  

 if the patient has an urgent medical appointment; 

 if the patient is currently admitted to a local public hospital. 

Each case must be considered on clinical merits. Relevant factors include: 

 the degree of unacceptable health risk to the patient or others; 

 the distance of the journey to Court; 

 effect on patient of transport to Court; 

 likely time away from the medical or psychiatric care. 

To certify attendance at Court but with the proviso that specific appropriate Additional Precautions are 

implemented, the Medical Certificate Non-Attendance at Court or Additional Precautions Required in Appendix 

1 must be completed advising the Court. 

 

 

http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
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3.2 Procedure for Advising the Court 

The medical certificate should be delivered directly to the GM/MOS/CM or delegate. As the organisation of 

Court matters and transport to Court can be complex, and a patient being unfit to attend Court may occur 

abruptly, it is essential that the GM/MOS/CM or delegate is advised without delay. The procedures for 

approval of leave and transport for the patients in the Forensic Hospital must be followed. 

The patient may not be fit to attend Court in person but may be fit to attend via Audio-Visual Link (AVL).  

This should be noted on the Medical Certificate.  A copy of the certificate must be emailed to the Court 

Registrar by CSNSW who would inform the presiding Magistrate.  The NUM must ensure that a follow up 

telephone call to the Court occurs to confirm the certificate has been received.  

The medical certificate should contain sufficient personal identification and medical information necessary to 

justify the non-attendance, without breaching patient confidentiality. 

To certify attendance at Court but with the proviso that specific additional precautions are implemented, the 

medical certificate must be completed advising the Court of the specific additional precautions to be used. 

The diagnosis or communicable disease must not be written on the certificate, however ‘respiratory-type 

illnesses’ or a similar phrase should be used.  

If the SDPH or CNC Infection Prevention advise “Fit For Court if appropriate additional precautions are 

implemented,” the type of additional precautions (i.e. airborne, droplet or contact) and the type of personal 

protective equipment (PPE) to be worn by staff and/or patient must also be documented on the certificate. In 

these cases and if the patient cannot attend Court via audio visual link (AVL), JH&FMHN must provide 

sufficient PPE including masks, gloves, gowns and eye wear to CSNSW and the Court staff.  

3.3 Other Considerations 

It is relevant to consider that a delay in attendance at Court might increase the time an unsentenced patient 

is incarcerated/detained or in a correctional/detention centre.  

It is also relevant to note that diversion from Court to a psychiatric facility in a community hospital can occur 

at any time up until a person is sentenced.  If a medical practitioner makes the clinical decision not to send 

the person to court then the person may miss the opportunity to be diverted from the judicial system into 

the community. 

There are times when a mentally or physically ill patient may be well enough to attend Court. If such a patient 

is released directly from Court, it will be necessary to ensure that follow up arrangements are made for them 

with the appropriate community health service provider(s). 

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. 

http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_406.html
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5. Related Documents 

Ministry of Health PD2005_406  Consent to Medical Treatment Patient Information 

Justice Health and 

Forensic Mental 

Health Network 

Justice Health Infection Control Manual - Management of an Outbreak of a Helthcare 

Associated Infection 

Population Health - Infection Control Manual 
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Appendix 1 

Medical Certificate Non-Attendance at Court or Additional Precautions Required 

 
I have examined: __________________________________MIN/CIM:_____________________________ 

who is currently at _______________________________________ facility. 

I certify that his/her medical condition is such that he/she is unable to attend court or requires the special 

precautions listed below on __________________ at __________________________ 

However, the patient is suitable to attend court if via Video Link today?           Yes             No   

I am of this opinion because  

Describe in lay terms (without disclosing the diagnosis) the clinical reasons why attendance is immediately 

contraindicated. Specify if the patient is in hospital. 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Additional precautions and the type of personal protective equipment that are to be used are listed below. 

JH&FMHN staff to contact CNC Infection Prevention to assist in completing this section. 

The following additional precautions are required to be worn by the patient:  

__________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

Further medical details or reports   are attached         are not attached  

I have discussed this certificate with the patient and advise that he/she:  

 agrees with the necessity of this certificate; 

 has expressed disagreement with the issue of this certificate on the following grounds: 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

I have refused his/her wishes not to write this certificate as: 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

He/she should be fit to attend court after _____________________________________________________ 

Signed:________________________________ Name: __________________________________________ 

Position: _______________________________ Date: ___________________________________________ 

For further information, please contact the signatory or the local NUM  

Telephone: ______________________ Fax: ______________________________ 
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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 

Venepuncture and Peripheral Cannulation 

Policy Number 1.425 

Policy Function Continuum of Care 

Issue Date 22 July 2014 

Summary Access to a patient’s venous system, to obtain a blood sample or to administer 
intravenous fluids or medication via a peripheral cannula is an essential part of 
healthcare. 

This policy directs the responsibilities of nursing staff performing venepuncture 
and/or peripheral cannulation. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) Policy 1.425 (September 2010) 

Change Summary  Nursing staff are expected to do the venepuncture and/or the peripheral 
cannulation section of the Justice Health and Forensic Mental Health 
Network (JH&FMHN) Venepuncture and Peripheral Cannulation Program. 

 Only nurses who have completed the JH&FMHN Train the Trainer for 
Venepuncture and/or Peripheral Cannulation are authorised to supervise 
and assess nurses in those skills. 

 Venepuncture or peripheral cannulation must only be performed using the 
devices approved by the product committee and for which the nurse has 
been trained and assessed as demonstrating competency in safely using the 
devices. 

 The JH&FMHN Venepuncture and Peripheral Cannulation Procedures are 
contained in the JH&FMHN Primary & Women’s Health Procedure Manual. 

TRIM Reference POLJH/1425 

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

 

http://www.justicehealth.nsw.gov.au/
http://intranetjh/Pages/PWHP.aspx
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1. Preface  

Access to a patient’s venous system, to obtain a blood sample or to administer intravenous fluids or medication 
via a peripheral cannula, is an essential part of healthcare. Venepuncture and peripheral cannulation are high risk 
procedures for the patient and for the healthcare worker. Medical and nursing staff must adhere to best practice 
guidelines to reduce the risk of adverse events for the patient and the healthcare worker when using a venous 
access device. 

2. Policy Content  

2.1 Mandatory Requirements  

 Nursing staff must be aware of the process for obtaining authorisation to perform venepuncture and/or 
peripheral cannulation. 

 Nurses must be aware of training requirements to perform venepuncture and/or peripheral cannulation, 
which are documented in the JH&FMHN Venepuncture and Peripheral Cannulation Program, including 
recognition of prior learning. 

 Blood samples must be collected as described in the JH&FMHN Venepuncture Procedure. 

 Peripheral cannulas must be inserted as described in the Peripheral Cannulation Procedure. 

 Nurses must refer to the JH&FMHN Emergency Response Guidelines when administering intravenous 
medications. 

 Nursing staff must observe and work within Hand Hygiene Australia’s 5 moments to prevent healthcare 
associated infections. 

2.2 Implementation - Roles & Responsibilities 

This policy directs the responsibilities of nursing staff performing venepuncture and/or peripheral cannulation. 

3. Procedure Content  

 Nursing staff must have completed the relevant sections of the JH&FMHN Venepuncture and Peripheral 
Cannulation Program prior to performing unsupervised venepuncture or peripheral cannulation. 

 Venepuncture and cannulation must only be performed using the devices for which the nurse has been 
trained and formally assessed as demonstrating competency in safely using the device. 

 Nurses must submit relevant documentation annually to the Nurse Educator of Clinical Practice (Learning 
and Development) supporting their maintenance of venepuncture and/or peripheral cannulation skills, as 
described in the JH&FMHN Venepuncture and Peripheral Cannulation Program. 

 Nursing Unit Managers (NUM) must maintain a local record of nurses who have completed the JH&FMHN 
Venepuncture and Peripheral Cannulation Program. 

 NUMs must encourage staff to undertake this skill training. 

 The JH&FMHN Learning and Development Unit is responsible for coordinating the Venepuncture and 
Peripheral Cannulation Program. 

3.1 Venepuncture 

 Venepuncture must only be performed by appropriately qualified nursing staff who have completed the 
JH&FMHN Venepuncture program, or by Medical Officers. 

 Pathology requests may only be initiated by nurses who are authorised under their scope of practice. In all 
other circumstances the pathology must be ordered by a Medical Officer. 

 Blood samples must be collected as described in the JH&FMHN Venepuncture Procedure. 

http://intranetjh/Procedures/Venepuncture%20Procedure.pdf
http://intranetjh/Procedures/Peripheral%20Cannulation%20Procedure.pdf
http://intranetjh/Procedures/Venepuncture%20Procedure.pdf
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3.2 Peripheral Cannulation 

 Peripheral cannulation must only be performed by appropriately qualified nursing staff who have completed 
the JH&FMHN Cannulation Program, or by Medical Officers. 

 Peripheral cannulas must be inserted and maintained as described in the JH&FMHN Peripheral Cannulation 

Procedure. 

4. Definitions  

Must 

Indicates a mandatory action required that must be complied with. 

Should 

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

5. Legislation and Related Documents 

JH&FMHN Procedure Manual Infection Control Manual 

Peripheral Cannulation Procedure 

Primary & Women’s Health Procedure Manual 

Venepuncture Procedure 

NSW MoH  
Policy Guidelines 

GL2013_013 Peripheral Intravenous Cannula (PIVC) Insertion and Post Insertion  

                    Care in Adult Patients 

 

http://intranetjh/Procedures/Peripheral%20Cannulation%20Procedure.pdf
http://intranetjh/Procedures/Peripheral%20Cannulation%20Procedure.pdf
http://intranetjh/PopHealthProcedures/Forms/InfectionC.aspx
http://intranetjh/Procedures/Peripheral%20Cannulation%20Procedure.pdf
http://intranetjh/Pages/PWHP.aspx
http://intranetjh/Procedures/Venepuncture%20Procedure.pdf
http://www.health.nsw.gov.au/policies/gl/2013/GL2013_013.html
http://www.health.nsw.gov.au/policies/gl/2013/GL2013_013.html
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Justice Health & Forensic Mental Health Network 
PO BOX 150 Matraville NSW 2036 

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

Management of Pregnant Women in Custody 

Policy Number 1.430 

Policy Function Continuum of Care 

Issue Date 21 May 2014 

Summary This policy provides Justice Health and Forensic Mental Health Network 
(JH&FMHN) staff with the appropriate direction for identifying the pregnancy 
status of women of childbearing age entering custody; and guidelines for 
providing antenatal and postnatal care for pregnant women in custody.  

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

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

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 The Forensic Hospital 

Previous Issue(s) Policy 1.430 (March 2009) 

Change Summary  Inclusion of a dedicated JH&FMHN midwife being responsible for 
coordination and management of the pregnant women in custody. (Adult 
centres) 

 Combined policy incorporating Adult Centres and Adolescent Health 

 Inclusion of a collaborative agreement between Justice Health & Forensic 
Mental Health Network and Nepean Public Hospital Obstetric and Social 
Work Department 

TRIM Reference POLJH/1430 

Authorised by Chief Executive, Justice Health & Forensic Mental Health Network (JH&FMHN) 

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

Pregnancy, labour, birth and parenting are significant and meaningful life events and women have the right to 
access safe maternity care and quality antenatal and postnatal services whilst in custody. Justice Health and 
Forensic Mental Health Network (JH&FMHN) staff aim to follow best practice guidelines to assist in providing 
pregnant and early postnatal women in custody with appropriate care. 

Women entering custody, including young women in Adolescent Health, often have complex health problems 
including significant drug & alcohol use, medical, obstetric and mental health issues.  

This policy applies to all custodial centres where women are accommodated in JH&FMHN, including Adolescent 
Health. 

For pregnancy care of women in the Forensic and Long Bay Hospital see JH&FMHN policy 1.316 Pregnancy Care 
– The Forensic Hospital and Long Bay Hospital Mental Health Unit. 

Adolescent Health offers the same comprehensive pregnancy care as the Adult system with minor differences 
adapted to suit the young people. Pregnant young women within the Adolescent Centres receive antenatal care 
and education from a range of health care professionals within JH&FMHN, Juvenile Justice and Local Health 
Districts (LHD).  

JH&FMHN provides women centred care and delivers it with equality, respect and professionalism. 

2. Policy Content 

2.1 Mandatory Requirements 

 All women of child bearing age entering custody must be tested for pregnancy via a beta human chorionic 
gonadotropin (BHCG) urine test. This is done at the time of reception. The test is repeated within 28 days of 
entering custody to ensure that false negative results are checked. 

 This policy requires that the women have a comprehensive history taken on their menstrual cycle, Drug and 
Alcohol use, obstetric history, medical history and psychosocial history as per NSW MoH PD2010_017 

Maternal & Child Health Primary Health Care Policy. 

 Implementation of guidelines for the management of pregnant women in custody will ensure that women 
have access to appropriate health services comparable to those available in the community, as per NSW 
MoH PD2010_022 Maternity - National Midwifery Guidelines for Consultation and Referral. 

 It is critical that any pregnant woman who is suspected of being in any type of drug or alcohol related 
withdrawal or who has the potential to go into withdrawal is discussed immediately with the Drug and 
Alcohol Medical Officer/Nurse Practitioner because of the potential risks a withdrawal syndrome can have for 
the unborn child. Drug and Alcohol services provide 24 hour clinical consultation across the state via the on-
call service.  

2.2 Implementation - Roles & Responsibilities 

JH&FMHN Staff 

Have overall responsibility for the development, review and implementation of this policy and performance 
management of the transfer of care process. 

3. Procedure Content 

3.1 Reception to the Custodial System 

JH&FMHN aims: 

 To provide JH&FMHN staff with a clinical pathway to determine pregnancy status and referral pathways. 

 To define the process for the management of pregnant women in the custodial environment. 

 To provide up to date information regarding choices relating to the care of the woman and her pregnancy. 

http://intranetjh/pol/policylib/1.316_Policy_0910.pdf
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_017.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_022.html
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 To provide continuity of antenatal and postnatal care for pregnant women in custody which maintains the 
safety and wellbeing of the woman and her baby. 

 To liaise with all relevant stakeholders for consultation and referral during the antenatal and postnatal period 
and the provision of intrapartum care. 

Clinical procedures that must be considered in antenatal and postnatal care are: 

 Notification of pregnancy status via ‘pregnancy alert’ on the Patient Administration System (PAS). 

 Knowledge of the effects of substance use on the woman and her baby. Prompt assessment and referral to 
the on call Drug and Alcohol specialist is required. 

 Referral to JH&FMHN Midwife via waiting list on PAS. 

 Referral to JH&FMHN GP via waiting list on PAS. 

 Referral to Public Health / Population Health for pathological review and assessment.  

 Comprehensive understanding of normal pregnancy, labour & birth and the postnatal period with the 
knowledge to recognise deviations from this process. 

 Appropriate and timely consultation and referral pathways.  

 Notification to Family and Community Services (FaCS) is mandatory and is completed by JH&FMHN. 

3.1.1 Assessment 

To facilitate prompt implementation of a management plan, it is important that confirmation of pregnancy, 
assessment and referral are made as soon as possible after reception. 

The possibility of pregnancy must be considered for all women of childbearing age coming into custody. 
Assessment should include urinalysis for Beta Human Chorionic Gonadotropin (BhCG), physical assessment and 
supporting documentation sought from community health providers.  

Population Health screening should be offered as soon as possible as per JH&FMHN policy 1.363 Early Detection 
Program for Blood Borne Viruses and Sexually Transmissible Infections. 

If the initial urine pregnancy test is negative, all women remaining in custody at 28 days after reception will 
undergo a second pregnancy urine test. 

3.1.2 Pregnancy Confirmed 

All pregnant women in custody are considered high-risk. This is due to compromised health status, the high 
incidence of drug and alcohol misuse and higher incidence of mental health issues.  To facilitate timely and 
coordinated care upon confirmation of pregnancy the following must be considered in providing antenatal care: 

 Effects of substance use on the woman and her unborn baby, e.g. intoxication or withdrawal, and 
adjustments of methadone dosing in pregnancy require prompt referral to Drug and Alcohol clinicians. The 
On Call Addiction Medicine Specialist must be contacted immediately for advice at the completion 
of the reception interview if a drug and alcohol issue is identified.  

 To recognise signs and symptoms of deviations from normal pregnancy.  

 Consider the safety of all medications and complementary therapies used in this pregnancy: Useful 
information can be obtained via Mother safe Drugs in Pregnancy and Breastfeeding and Perinatal 
Psychotropic Medicine Information Service. 

 Review current Immunisation status and recommend vaccination as required.   

 Smoking cessation should be advised and pregnant women offered treatment options. 

 All women in the early postnatal period should undergo the Edinburgh Postnatal Depression Screening.   

 Notification of pregnancy status to Corrective Services NSW and Juvenile Justice NSW (JJNSW). As per 

JH&FMHN policy 1.395 Transfer and Transport of Patients. 

 Advice regarding dental referral and assessment.  

 Referral to the Corrective Services NSW Mothers’ and Children’s Program. 

 Referral to the JJNSW Karitane nurse for young women in Juvenile Justice Centres (JJC). 

The Service Director Adolescent Health and the Clinical Director Adolescent Health (CDAH) will be notified of all 
pregnant women (for young women in JJCs) by the clinic staff at reception. 

http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://www.seslhd.health.nsw.gov.au/mothersafe
http://www.ppmis.org.au/resources
http://www.ppmis.org.au/resources
http://intranetjh/pol/policylib/1.395_Policy_1212.pdf
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If a pregnant young woman presents to a JJC with significant drug and alcohol problems including intoxication, 
withdrawal or reporting a history of heavy drug use: 

 After clinic hours - the duty manager must contact the JH&FMHN After Hours Nurse Manager.  

 During clinic hours - the pregnant young woman will be assessed by the clinic nurse on admission and 
phone advice sought from D&A CNC, CDAH, D&A Specialist or After Hours Nurse Manager. 

3.2 Pregnant Women in Rural Correctional Centres 

The Nursing Unit Manager (NUM) is responsible for the co-ordination of antenatal and postnatal care of 
pregnant women who are received into adult correctional centres in the rural region. The NUM is responsible for 
liaison with the Local Health District (LHD) maternity services and the JH&FMHN Midwife when pregnancy is 
confirmed. The JH&FMHN Midwife is to be notified of all pregnant women in custody throughout NSW. 

Where possible, attempts must be made to transfer pregnant women to the Sydney metropolitan region as soon 
as possible.  

Pregnant women in custody are usually placed in Silverwater Women’s Correctional Centre, Dillwynia 
Correctional Centre or Emu Plains Correctional Centre. Adolescents are placed at Juniperina Juvenile Justice 
Centre. 

3.3  Pregnancy Choices 

Pregnant women in custody have the same right to choice as they would have in the community. 

It is essential to recognise that many women are likely to be in an emotional crisis at the time of incarceration. 
Where possible they should be given opportunity to liaise with their partner and or family. 

A request for termination of pregnancy will be assessed and considered in a supportive and non-judgemental 
manner whilst maintaining strict confidentiality and professional attitudes. 

First trimester terminations of pregnancy up to 12 weeks since Last Menstrual Period (LMP) can be arranged 
through the LHD public hospital.  

Limitations may apply to termination of pregnancy sought in the second trimester (week 12 – 19+6) due to 
public hospital policy. Termination of pregnancy may be accommodated at private clinics on a fee-for-service 
basis. When this option is chosen, JH&FMHN may agree to pay costs, in consultation with the JH&FMHN Clinical 
Director Primary and Women’s Health and the JH&FMHN Midwife and/or GP or the Service Director Adolescent 
Health. 

On occasions, accessing a publicly funded termination of pregnancy in the first trimester is restricted. Privately 
funded termination of pregnancy can be considered on an individual case by case basis. 

All women requesting a termination of pregnancy will receive counselling from the JH&FMHN Midwife & the GP. 
The women are also offered an appointment with the Mental Health nurse. 

Parental or legal guardian consent for a termination of pregnancy needs to be obtained if the pregnant woman 
is less than 14 years of age, or under the care of FaCS. Consider parental or legal guardian consent for young 

women less than 16 years of age. See JH&FMHN policy 1.085 Consent to Medical Treatment – Patient 
Information. 

3.4  Identification of a Child at Risk 

As all pregnant women in the care of JH&FMHN are in custody, a notification to FaCS is mandatory and will be 
completed by JH&FMHN staff. The notification reference number is documented in the JH&FMHN health record. 

Further information can be found in NSW MoH policy directive PD2013_007 Child Wellbeing and Child 
Protection Policies and Procedures for NSW Health. 

3.5  Transport of pregnant women in custody 

Transport arrangements must be suitable for the individual pregnant woman. From 20 weeks pregnant onwards, 
JH&FMHN complete a special transport requirement alert that is entered on PAS. Air transport may be restricted 
after 36 weeks gestation; this restriction and alternatives are considered in conjunction with the midwife and the 
medical officer. 

http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
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3.6  Pregnancy Care 

Continuity of midwifery care and antenatal education is provided by the JH&FMHN Midwife, for all pregnant 
women in custody within the Sydney metropolitan area. Adolescents will have their midwifery care and 
education provided by JH&FMHN GP, Midwife and LHD. In rural areas if the woman needs to remain there for a 
period of time, then the care is coordinated by the Nursing Unit Manager with JH&FMHN midwife, the Women’s 
Health Nurse, GP and community providers. 

Medical and obstetric history and obstetric checks are risk assessed by using the National Midwifery Guidelines 

for Consultation and Referral in Pregnancy published by The Australian College of Midwives. Refer to NSW MoH 
PD2010_022 Maternity - National Midwifery Guidelines for Consultation and Referral. 

Care is provided by a multi-disciplinary team approach, this includes JH&FMHN doctors, midwife and nursing 
staff and public hospital obstetricians, paediatricians, midwives and social workers.  

JH&FMHN and Nepean Public Hospital have a collaborative arrangement that provides a High Risk Pregnancy 
Clinic (HRPC) at Dillwynia Correctional Centre. This service includes a visiting obstetrician and social worker. 
Pregnant women from Emu Plains and Dillwynia Correctional Centres attend this clinic. 

Clinical Information regarding the pregnancy must be recorded on the NSW Health Antenatal Card and in the 
patient health record. 

Antenatal care provided as per the JH&FMHN Antenatal Checklist form (JUS110.450). 

3.7  Rh negative pregnant women & Rh D Immunoglobulin (Anti-D) 

Rh D immunoglobulin is used to protect against Haemolytic Disease of the Newborn, which has the potential to 
occur in children born to women with Rh D negative blood. Rh D immunoglobulin should be used for the 
following: 

In the event of potentially sensitising events: 

In the first trimester (less than 12 weeks): 

 Single pregnancies: 250 IU Rh D immunoglobulin. 

 Multiple pregnancies (i.e.  twins): 625 IU Rh D immunoglobulin. 

In the second and third trimester: 

 625 IU Rh D immunoglobulin with additional doses as indicated from the results of assessment of the 
extent of fetomaternal haemorrhage (FMH). 

Potentially Sensitising Events: 

Potentially sensitising events include ectopic pregnancy, miscarriage, termination of pregnancy and ultrasound 
guided procedures such as chorionic villus sampling, amniocentesis, cordocentesis & fetoscopy as well as 
abdominal trauma considered sufficient to cause fetomateral haemorrhage (FMH), external cephalic version, 
antepartum haemorrhage and normal birth. 

In the event of potentially sensitising events during the first trimester of pregnancy, Rh D immunoglobulin should 
be administered as soon as possible after the sensitising event and always within 72 hours. If Rh D 
immunoglobulin has not been offered within 72 hours, a dose offered within 9-10 days may provide protection. 

In the event of potentially sensitising events that occur after the first trimester, blood should be taken prior to 
the administration of Rh D immunoglobulin to determine the extent of possible FMH. Additional doses of Rh D 
immunoglobulin should be administered as indicated from the results of testing. 

Antenatal Prophylaxis 

All Rh D negative women who do not have preformed anti-D antibodies:- 

625 IU Rh D immunoglobulin is given at 28 and 34 weeks gestation. 

Administration of Rh D immunoglobulin 

All pregnant women, both Rh D positive and Rh D negative, should be tested in the first trimester for blood 
group and clinically significant red cell antibodies. 

http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_022.html
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Repeat testing of Rh D negative women at 28 weeks prior to administering Rh D immunoprophylaxis is 
becoming the accepted protocol in most Australian centres, as is the elimination of the antibody screen at 34-36 
weeks.  

Before administration of Rh D immunoglobulin, the midwife, registered nurse or medical practitioner should 
check against the pathology result form to confirm the mother’s blood group and red cell antibody status i.e. 
that there were no preformed anti-D antibodies. Findings should be documented and placed on the patient 
health record. Whether or not the woman is given antenatal Rh D immunoglobulin prophylaxis, this should also 
be documented. 

Rh D immunoglobulin should be administered at weeks 28 and 34 only if the mother is Rh negative 
and had no preformed anti-D antibodies. If Rh D immunoglobulin was given for a potentially sensitising 
event, antenatal prophylaxis doses should still be given.  

Contraindications 

Rh D immunoglobulin should not be given to individuals: 

 With preformed anti-D antibodies, except where the preformed antibodies are due to antenatal 
administration of Rh D immunoglobulin. 

 Who are Rh D positive. 

 Who are immunoglobulin A deficient, unless they have been tested and shown not to have circulating 
anti- IgA antibodies; or 

 With a history of anaphylactic or other severe systemic reaction to immunoglobulins. For individuals with 
severe thrombocytopenia or a coagulation disorder that contraindicates intramuscular injection, the 
intravenous preparation of Rh D immunoglobulin should be used. 

Consent to treatment 

As part of informed consent to medical treatment, a patient must be given a clear explanation of the potential 
risks and benefits of receiving Rh D immunoglobulin because it is a human blood product. The discussion should 
be documented in the patient’s progress notes and the consent form completed. If a patient declines treatment, 
this should be recorded on the patient’s notes. 

Supporting Information 

The Australian Red Cross Blood Service (ARCBS) provides up-to-date information for health professionals and 
relevant support materials for consumers on the use of Rh D immunoglobulin. These materials include: 

 You & Your Baby: Important information for Rh (D) Negative Women 

 Important Information for Rh (D) negative women: Prevention of Haemolytic Disease of the Newborn 

Guidelines for the Use of Rh (D) immunoglobulin – Wall Poster (500 x 340mm) 

Frequently Asked Questions about the use of Rh (D) immunoglobulin 

Selected materials can be ordered by completing a ‘Material Fax Request Sheet’, downloadable in pdf format, at 
the same address and there is also a facility to enable specific questions to be answered. 

In addition to information on the ARCBS website, information on Rh D immunoglobulin is available on the  
National Health and Medical Research Council (NHMRC) website. 

3.8 Intrapartum Management 

3.8.1 Sydney Metropolitan area 

At the onset of labour, pregnant women in custody are transferred to either Westmead Public Hospital for 
women from Silverwater Women’s Correctional Centre and Juniperina Juvenile Justice Centre or Nepean Public 
Hospital for women from either Emu Plains or Dillwynia Correctional Centre. The care of the women during 
labour and birth is provided by the local public hospital. 

JH&FMHN staff must ensure that relevant pregnancy and general health information is available to hospital staff 
at the time of admission.  

  

http://www.transfusion.com.au/RhD
http://www.transfusion.com.au/RhD
http://www.nhmrc.gov.au/
http://www.nhmrc.gov.au/


Management of Pregnant Women in Custody 
 

 

 
Policy: 1.430 Issue Date: 21 May 2014 Page 7 of 10 

The following information should be forwarded to the hospital of birth at the time of transfer: 

 Antenatal information / general health information and known history including the NSW Health 
Antenatal Record.  

 Health history including mental health, drug and alcohol and physical and obstetric health history. 

 Comprehensive list of current medications.  

3.8.2 Rural Areas 

At the onset of labour, pregnant women in custody are transferred to the closest hospital that provides 
Maternity services. The care of the women during labour and birth is provided by public hospital staff. 

3.9 Postnatal Management 

Continuity of postnatal midwifery care is provided by the JH&FMHN Midwife, General Practitioner (GP) and the 
women’s health nurse for all women who birth in custody, within the Sydney metropolitan area. The JH&FMHN 
women’s health nurse and/or GP provides the six week check and contraception advice. 

Postnatal care, including the six week check, in rural areas is provided by JH&FMHN primary and/or women’s 
health nurse and/or general practitioner in the designated correctional facility. 

3.9.1 Breastfeeding and transport of expressed breast milk (EBM) 

JH&FMHN promotes and supports breastfeeding and/or expressing breast milk depending on the individual 
woman’s circumstances. Women who have their babies with them on the Mother and Babies programme at 
Emu Plains Correctional Centre are encouraged and supported to breastfeed.  

Women who choose to express breast milk will be provided with a breast pump and encouraged and supported 
to express breast milk.  

Breastfeeding is encouraged for women on a stable Opioid Substitute Treatment (OST) program, however breast 
feeding is not recommended where there is ongoing polydrug use, or alcohol use.  

Women who are Hepatitis B &/or Hepatitis C positive and wish to breastfeed are encouraged and educated 
about transmission and safe practices. Breastfeeding is contraindicated for women who are HIV positive. 

JH&FMHN does not take responsibility for the transportation of expressed breast milk (EBM). 

The women can take EBM into the hospital while the baby is an in-patient. JH&FMHN liaise with CSNSW to 
facilitate the transport of the women to the hospital as often as possible while the baby is an inpatient. When 
the baby is discharged from the hospital and living in the community, transport of EBM is arranged by the 
woman’s family or significant others.  

3.10 Pregnant Women Drug and Alcohol Diversion Programs 

Women on the Drug Court Program may be pregnant at the time of entering the program or become pregnant 
during the program. These women are court ordered to attend D&A programs in the community.  

The JH&FMHN Drug Court Program team can make recommendations to the court to include antenatal care and 
where appropriate parenting classes as part of their Treatment Plan. 

3.11 Release Planning 

If women are released prior to giving birth, they should be booked in to a hospital in the area in which they are 
going to be living. For women on Opioid Substitution Therapy (OST), a community dosing point and prescriber 
should be found prior to their release. Women with D&A issues need to be linked into Drugs in Pregnancy 
Services. Sentenced women with Substance Use issues/OST should be referred to the Connections Program or 
the Community Integration Team (CIT). Unfortunately, sometimes women are released unexpectedly and there is 
little time for release planning. The JH&FMHN midwife and D&A office should be notified about their release to 
arrange community follow up. Additional services for release planning can also be included such as linking in 
with community GP’s, Aboriginal Medical Services (AMS) and Aboriginal Maternal & Infant Health Services 
(AMIHS). 
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3.12 Release of Information 

A signed consent for release of information is required prior to notifying CSNSW/JJNSW of any matters related to 
a woman’s pregnancy other than routine notification. If consent to notify CSNSW/JJNSW is refused by the 
woman then advice should be sought from the Service Director of Women’s Health or the Service Director 
Adolescent Health. 

4. Definitions 

CSNSW 
Corrective Services New South Wales 

EBM 
Expressed breast milk 

FaCS 
Family and Community Services 

GP 
General Practitioner 

JH&FMHN 
Justice Health & Forensic Mental Health Network 

JJNSW 
Juvenile Justice New South Wales 

Must 
Indicates a mandatory action or requirement 

OST 
Opioid Substitution Therapy 

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

Women in custody 
Applies to all women in JH&FMNH, adult centres, adolescent centres and police cells  
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5. Legislation and Related Documents 

NSW Ministry of Health 
Policy Directives and 
Guidelines 

PD2005_066 Folic Acid and Neural Tube Defects  

PD2005_161 Maternity Emergencies 

PD2005_240 Neonatal Minimisation of Early Onset of Group B Streptococcal (EOGBS)  

                     Infection 

PD2005_587 Pregnancy - Framework for Terminations in New South Wales Public  
                     Health Organisations 

PD2007_067 Prenatal Testing/Screening for Down Syndrome & Other Chromosomal  
                     Abnormalities 

PD2008_027 Maternity - Clinical Care and Resuscitation of the Newborn Infant 

PD2010_016 SAFE START Strategic Policy 

PD2010_017 Maternal & Child Health Primary Health Care Policy 

PD2010_022 Maternity - National Midwifery Guidelines for Consultation and Referral 

PD2010_045 Maternity - Towards Normal Birth in NSW 

PD2011_042 Breastfeeding in NSW: Promotion, Protection and Support 

PD2013_007 Child Wellbeing and Child Protection Policies and Procedures for NSW 

Health 

 
GL2005_025 Antenatal Card 

GL2008_001 Nursing & Midwifery Clinical Guidelines - Identifying & Responding to  

                     Drug & Alcohol Issues 

GL2008_009 Drug and Alcohol Psychosocial Interventions Professional Practice 
Guidelines 

GL2008_011 Drug and Alcohol Withdrawal Clinical Practice Guidelines - NSW 

GL2010_004 SAFE START Guidelines: Improving Mental Health Outcomes for Parents  
                     & Infants 

GL2011_012 Maternity – Decreased Fetal Movements in the Third Trimester 

JH&FMHN Policies 1.036 Health Assessment by Nurses (Adolescents) 

1.040 Drug and Alcohol Service Provision 

1.085 Consent to Medical Treatment – Patient Information 

1.220 Handcuffs and Other Physical Restraints for Patients with Physical Medical  
          Problems 

1.230 Healthcare and Interpreter Services – Culturally and Linguistically Diverse Patients 

1.316 Pregnancy Care – The Forensic Hospital and Long Bay Hospital Mental Health  
          Unit 

1.363 Early Detection Program for Blood Borne Viruses and Sexually Transmissible  
          Infections 

1.395 Transfer and Transport of Patients 

4.030 Requesting and Disclosing Health Information 

5.015 Child Protection 

5.155 Management of Nicotine Dependence and Smoking Cessation 

http://search-au.funnelback.com/search/click.cgi?rank=1&collection=nsw_health&url=http%3A%2F%2Fwww0.health.nsw.gov.au%2Fpolicies%2Fpd%2F2005%2FPD2005_066.html&index_url=http%3A%2F%2Fwww0.health.nsw.gov.au%2Fpolicies%2Fpd%2F2005%2FPD2005_066.html&auth=4lC6AkVo9%2FiXQa2ffFRAAQ&query=PD2005_066&profile=_default
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_161.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_240.html
http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_240.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_587.html
http://www0.health.nsw.gov.au/policies/pd/2005/PD2005_587.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_067.html
http://www0.health.nsw.gov.au/policies/pd/2007/PD2007_067.html
http://www0.health.nsw.gov.au/policies/pd/2008/PD2008_027.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_016.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_017.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_022.html
http://www0.health.nsw.gov.au/policies/pd/2010/PD2010_045.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_042.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_007.html
http://www0.health.nsw.gov.au/policies/GL/2005/GL2005_025.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_001.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_001.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_009.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_009.html
http://www0.health.nsw.gov.au/policies/gl/2008/GL2008_011.html
http://www0.health.nsw.gov.au/policies/gl/2010/GL2010_004.html
http://www0.health.nsw.gov.au/policies/gl/2010/GL2010_004.html
http://www0.health.nsw.gov.au/policies/gl/2011/GL2011_012.html
http://intranetjh/pol/policylib/1.036_Policy_0713.pdf
http://intranetjh/pol/policylib/1.040_Policy_0511.pdf
http://intranetjh/pol/policylib/1.085_Policy_0607.pdf
http://intranetjh/pol/policylib/1.220_Policy_0509.pdf
http://intranetjh/pol/policylib/1.220_Policy_0509.pdf
http://intranetjh/pol/policylib/1.230_Policy_0913.pdf
http://intranetjh/pol/policylib/1.316_Policy_0910.pdf
http://intranetjh/pol/policylib/1.316_Policy_0910.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/1.363_Policy_1012.pdf
http://intranetjh/pol/policylib/1.395_Policy_1212.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://intranetjh/pol/policylib/5.015_Policy_1013.pdf
http://intranetjh/pol/policylib/5.155_Policy_1111.pdf
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JH&FMHN Forms JUS110.450 Antenatal Checklist 

External Sources Clinical Practice Guidelines - Antenatal care - Module I 

Corrective Services New South Wales - Mothers and Children Program 

DAWN – Drug and Alcohol Withdrawal Now, Dr Jill Roberts 

Maternity Emergency Guidelines for Registered Nurses - June 2010 edition 

Mother safe Drugs in Pregnancy and Breastfeeding 

National clinical guidelines for the management of drug use during pregnancy, birth 
and the early development years of the newborn. 

National Health and Medical Research Council (NHMRC) 

Perinatal Psychotropic Medicine Information Service (PPMIS) 

The Australian Red Cross Blood Service (ARCBS) 

The Edinburgh Postnatal Depression Scale (EPDS) 

 

http://midwives.rentsoft.biz/lib/pdf/documents/National/ANC_Guidelines_Mod1_v32%202013.pdf
https://correctiveservices.nsw.gov.au/__data/assets/pdf_file/0005/441959/Mothers-and-Childrens-Policy-brochure-2011.pdf
http://www.cec.health.nsw.gov.au/__documents/programs/clinical-leadership/clp-2010-11-project-booklet.pdf
http://www.nswmidwives.com.au/Products/tabid/81/CategoryID/1/List/0/Level/a/ProductID/7/Default.aspx
http://www.seslhd.health.nsw.gov.au/mothersafe
http://www.midwives.org.au/lib/pdf/documents/National%20Clinical%20Guidlines.pdf
http://www.midwives.org.au/lib/pdf/documents/National%20Clinical%20Guidlines.pdf
http://www.nhmrc.gov.au/
http://www.ppmis.org.au/resources
http://www.transfusion.com.au/RhD
http://www.blackdoginstitute.org.au/docs/cliniciansdownloadableedinburgh.pdf
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1. Preface  

For health professionals working with people with a mental illness, supporting their families and carers is 

pivotal to achieving strong outcomes in mental health care. Social support and particularly the emotional 

support from a close relationship is one important protective factor for mental health problems (Robinson, 

Rodgers and Butterworth, 2008). Research shows that supporting carers benefits consumers, including 

enhancing the effectiveness of service delivery, decreasing hospital admissions and reducing relapse rates, as 

well as the distress levels of families (Dixon, Adams and Lucksted, 2000; French, Smith, Shiers, Reed and 

Rayne, 2010; Pharoah, Rathbone, Mari & Streiner, 2003). 

From the perspective of the carers themselves, several studies have specifically examined the mental health 

impacts of caregiving on the carer. Overall, there is consistent evidence that informal caregiving is associated 

with poorer mental health. The evidence base includes a number of recent large-scale Australian surveys. 

Edwards et al (2008) interviewed 1,002 people receiving carer payment or carer allowance. Carers who were 

looking after family members who had one or more disabilities, including acquired brain injury, physical, 

intellectual and psychiatric disabilities, were shown to have very high rates of mental health problems, 

including higher rates of depression than the general population. Family members of the carer also 

experienced higher rates of depression, with risks greatest in the first year of care. In another Australian 

study, Cummins et al (2007) examined the mental health and wellbeing of carers and found that carers had 

lower collective wellbeing than any other group previously examined in the survey. In addition, more than 

one-third of carers was found to be severely or extremely depressed, using the DASS (Depression, Anxiety, 

Stress Scales). The DASS is a 42-item self-report instrument designed to measure the three related negative 

emotional states of depression, anxiety and tension/stress. 

These outcomes indicate the impact of caring on the current mental health of carers, but they may also 

constitute risk factors for future, more serious, mental health problems. 

Wesley Mission (2007) identified the following needs of families and carers:  

 support, for dealing with issues such as challenging behaviours;  

 education, particularly at the onset of an illness; and 

 understanding and empathy. 

Outcomes of a carer consultation by the Association of Relatives and Friends of the Emotionally and Mentally 

Ill (ARAFEMI) show that supportive professionals have an enormous impact on carers’ ability to care 

effectively and access appropriate treatment for the person with a mental illness. Professionals allowed carers 

to discuss how the mental illness was affecting their lives and facilitated access to other carers in a similar 

position (ARAFEMI, 2007). Reinforcement of social networks and addressing barriers that influence relatives’ 

access to social networks and group support is important (Magliano et al., 2006), as social support facilitates 

effective family functioning and coping (Perlick et al., 2007). 

A family-friendly mental health service is one where families and carers experience a sense of welcome and 

partnership in every service contact (Connecting with Carers Is Everybody’s Business). This requires 

commitment and sensitivity at all staffing levels, especially given the unique context of forensic mental health 

where family and/or carers may be victims or potential victims of the patient, and may oppose the decisions 

of the patient’s treating team. The situation is more complex if the family and carers are divided, where some 

members may respond negatively to the patient whilst others are supportive. Staff should respect the family 

http://www.health.nsw.gov.au/mhdao/Pages/pubs-index-mh.aspx#mh-c
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and carers’ choices regarding their preferred level of engagement with the patient and must operate within 

the confines of Court or Tribunal restriction orders that govern family/carer contact and communication with 

the patient. 

2. Policy Content  

2.1 Mandatory Requirements  

The overarching legal framework for this policy is determined by the Mental Health Act 2007 (MH Act), the 

Mental Health (Forensic Provisions) Act 1990 (MHFP Act), the Carers (Recognition) Act 2010 (CR Act) and the 

Children and Young Persons (Care and Protection) Act 1998 (CYP Act) - refer to Section 4 Definitions. The MH 

Act recognises the role of carers and their interests in relation to information about medication, notification 

of hospital admission and events affecting care and transfer of care planning. The CR Act recognises carers in 

NSW by law for the first time and embodies a Carers Charter to recognise the role and contribution of carers 

to our community and to the people they care for, and to increase awareness of the valuable contribution 

that carers make. The Act is to be implemented over three years across all sectors of the NSW Ministry of 

Health (MoH), including Justice Health and Forensic Mental Health Network (JH&FMHN). Refer to the NSW 

Carers Charter embedded within the CR Act which establishes 13 principles. 

2.2 Implementation - Roles & Responsibilities 

Consultant Psychiatrist (the psychiatrist) is responsible for: 

 completing admission documentation relating to families and carers, including the Mental Health 

Assessment (SMR025.010), nomination of primary carer and a genogram;  

 ensuring that the patient completes a nomination of primary carer in writing, that this nomination is 

filed in the patient’s health record and that the patient’s wishes are conveyed to the multidisciplinary 

team (MDT); 

 ensuring that the patient’s primary carer (if known) is informed of the admission within 24 hours 

wherever possible, under section 75 of the MH Act; and 

 assessing patient capacity to make decisions regarding the disclosure of information to his or her 

carers. 

Note – these responsibilities may be delegated to the psychiatry registrar working under the supervision of 

the consultant psychiatrist, but they remain the responsibility of the consultant. 

Social Worker/Welfare Officer/delegate (SW/WO/delegate) is responsible for: 

 completing the Mental Health Family Focused Assessment  (COPMI), (SMR025.060), as described in 

GL2014_002 Mental Health Clinical Documentation Guidelines; and 

 fulfilling the key role in initiating and developing the relationship between the Forensic Hospital (FH) 

and the carers and families of its patients, as outlined in sections 3.1, 3.2.4, 3.2.4.1, 3.2.4.2, 3.2.4.4, 

3.2.4.6, 3.2.5.1 and 3.2.8. 

Nurse in Charge (NiC) is responsible for: 

 allocating an appropriately qualified clinician to meet the family and carers as detailed in sections 

3.2.4.1 and 3.2.4.2. 

 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/inforcepdf/1990-10.pdf?id=c4711a47-c3f5-4632-ed64-980509bde7ca
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+20+2010+cd+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+20+2010+cd+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+20+2010+cd+0+N#sch.1
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+20+2010+cd+0+N#sch.1
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+20+2010+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www0.health.nsw.gov.au/policies/gl/2014/GL2014_002.html
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Family and Carer Consultant/delegate (F&C Consultant/delegate) is responsible for: 

 providing leadership and support to mental health clinicians; 

 facilitating change management through strategic planning and statewide staff training; 

 directly training staff, both clinical and non-clinical, in professional and sensitive engagement with 

carers and families, as well as facilitating and coordinating training programs and resource 

development;  

 building linkages and/or Memoranda of Understanding with non-government organisations (NGOs) 

and Local Health Districts (LHDs); 

 monitoring, documenting and coordinating family and carer engagement with JH&FMHN and its 

staff; 

 completing a Carer Checklist documenting every stage of carer involvement throughout the patient 

journey and filing this in the health record; 

 developing performance indicators that measure the success of multicultural initiatives and programs 

for Aboriginal and Torres Strait Islander carer/families within the FH; 

 fulfilling JH&FMHN compliance reporting obligations in line with the CR Act, to be informed by 

statistical records including but not limited to six-monthly activity reports, which must detail all 

occasions of interface between carers, families  and the FH; 

 facilitating carer support groups and conducting inpatient surveys to identify and address family and 

carer needs; and  

 leading working parties, steering committees and other forums which seek to develop family and 

carer initiatives. 

Care Coordinator (CC) is responsible for: 

 functioning as the direct initial point of contact and liaison for family and carers, as detailed in 

section 3.2.3;  

 ensuring that the patient and his/her family and/or primary carer are involved in transfer planning 

and are kept informed of the patient’s expected transfer of care dates and times (if appropriate); and 

 ensuring that a copy of the transfer of care plan is given to the patient and, with the patient’s 

consent, his or her primary carer and/or family (including children where relevant). 

Ward Clerk is responsible for: 

 forwarding the initial carer registration to the Patient Administration System (PAS) Inpatient Clerk; 

 carrying out administrative tasks related to the visits booking process, as prescribed by Visits in the 

Forensic Hospital Procedures list; and 

 advising the relevant SW/WO/delegate of any impending visits by carers or family members prior to 

approval of the visit by the MDT. 

PAS Inpatient Clerk is responsible for: 

 registering the primary carer details in PAS. 

  

http://www.legislation.nsw.gov.au/fullhtml/inforce/act+20+2010+cd+0+N
http://intranetjh/Procedures_Manuals/Visits.pdf
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3. Procedure Content  

3.1 Admission 

 Patients are admitted in accordance with JH&FMHN policy 1.325 Referral, Admission and Transfer of 

Care (Adults) - Forensic Hospital, 1.325M Referral, Admission and Transfer of Care Procedures (Adults) 

- Forensic Hospital, 1.327 Referral, Admission and Transfer of Care (Adolescents) – Forensic Hospital 

and 1.327M Referral, Admission and Transfer of Care Procedures (Adolescents) – Forensic Hospital. The 

psychiatrist or delegate must complete documentation relating to families and carers in the MoH 

guideline GL2014_002 Mental Health Clinical Documentation Guidelines, including the Mental Health 

Assessment (SMR025.010). S/he must also ensure that the patient completes a nomination of primary 

carer in writing, that this nomination is filed in the patient’s health record and that the patient’s 

wishes are conveyed to the MDT. 

 The psychiatrist or delegate should complete a genogram of significant family members and/or 

carers and document this in the health record. If the patient is too unwell on admission, this should 

be completed as soon as possible. 

 The psychiatrist or delegate must ensure that the patient’s primary carer (if known) is informed of the 

admission, within 24 hours wherever possible, under section 75 of the MH Act. 

 The psychiatrist or delegate must ensure that, as per section 71 of the MH Act,  where there is no 

nomination in force and where the patient has declined to nominate or exclude a primary carer, that 

reasonable steps are taken to identify a person who might act in the capacity of the primary carer for 

the purposes of the Act. 

 The SW/WO/delegate must complete the Family Focused Assessment (COPMI) (SMR025.060), as 

described in GL2014_002 Mental Health Clinical Documentation Guidelines for any children of the 

patient as soon as possible. 

3.1.1 Nomination of Primary Carer  

Refer to Section 4 Definitions. 

The MH Act sections 71 and 72 allow the patient to nominate a person to be the patient’s primary carer for 

the purposes of this Act and/or exclude persons from being given notice or information about him/herself 

and revoke or vary any such nomination: 

(i) For children and young persons under 18 years, the primary carer will be their parents (if alive and 

able to take responsibility) or any person who has responsibility as defined in the CYP Act.  A person who is 

over the age of 14 years and under the age of 18 years may not exclude the person’s parent by a nomination 

under subsection (2) of the MH Act. 

(ii) A nomination, variation or revocation must be made in writing and given to an authorised medical 

officer (MO) in the FH. 

(iii) A nomination remains in force for the period prescribed by the regulations (currently a period of 12 

months under Clause 42, Mental Health Regulation 2013) or until it is revoked in writing. 

(iv) An authorised MO is, in carrying out his or her functions under the MH Act, or the regulations, to give 

effect to a nomination or a variation or revocation of a nomination, if notified of the nomination, variation or 

revocation. 

http://intranetjh/pol/policylib/1.325_Policy_0812.pdf
http://intranetjh/pol/policylib/1.325_Manual_0812.pdf
http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
http://intranetjh/pol/policylib/1.327_Manual_1013.pdf
http://www0.health.nsw.gov.au/policies/gl/2014/GL2014_002.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www0.health.nsw.gov.au/policies/gl/2014/GL2014_002.html
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
http://www.legislation.nsw.gov.au/maintop/view/inforce/subordleg+481+2013+cd+0+N
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#authorised_medical_officer
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#function
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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(v) An authorised MO is not required to give effect to a nomination, or a variation or revocation of a 

nomination, if the MO reasonably believes:  

(a)  that to do so may put the patient or nominated person or any other person at risk of serious 

harm; or 

(b)  that the person who made the nomination, variation or revocation was incapable of making the 

nomination, variation or revocation. 

(vi) If there is no nomination in effect, the primary carer must be determined by reference to s71 of the 

MH Act. 

3.2 Contact with Families and Carers 

3.2.1 The Pyramid of Family Care: a framework for family involvement with adult mental health 

services (Mottaghipour and Bickerton, 2005) 

The Pyramid of Family Care (Figure 1) outlines a minimal level of care for all families and in hierarchical 

fashion builds higher level, more specialised interventions upon basic service-family partnerships. It can also 

be used for quality assurance, development of training tailored to the specific needs of different teams, data 

collection on family needs to assist with resource allocation and service planning and research. 

 

 

Figure 1 PYRAMID OF CARE 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
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3.2.2 Working with families and carers in recovery-focused ways 

In working with people and their families and support networks, mental health practitioners support people 

to become decision-makers in their own care, implementing the principles of recovery-oriented mental 

health practice (National practice standards for the mental health workforce 2013 (Standard 2)) by: 

 working with families and carers as partners; 

 applying the principles of self-determination; 

 expressing hope and optimism, applying a strengths-based approach and valuing the person’s and 

family/carers’ knowledge and perspectives; 

 demonstrating respect for family members’ and carers’ roles, acknowledging diverse family 

capacities, experiences, value systems and beliefs; 

 identifying the impact of the person’s mental health needs on their family and carers, including 

partners, significant others, children, parents and siblings, and supporting referrals and interventions 

to help meet these needs; 

 identifying the needs of family members and carers in circumstances where the person has chosen to 

exclude their involvement in his/her treatment and care and supporting interventions to meet these 

needs; 

 assisting families and carers to contact appropriate peer advocates and consultants; 

 encouraging feedback on service delivery, policy and planning; and 

 providing information in a format that is accessible to educate family members and carers regarding 

mental health issues and conditions, physical and comorbid health conditions, mental health 

services, other support services and self-help organisations. 

3.2.3 Initial contact 

The CC must contact the primary carer as soon as possible following the patient’s admission, and preferably 

within 24 hours, to provide the following information: 

 the name of the unit, its telephone numbers and function, 

 the CC’s name and telephone contact number, and 

 the names of the registrar, psychiatrist and SW/WO for the patient’s unit. 

The CC must document the address, telephone number and any other contact details that the carer wishes to 

provide in the patient’s health record. The carer should also be offered the opportunity to ask questions or 

raise any urgent concerns and these must also be recorded in the health record. The ward clerk must forward 

this registration to the PAS Inpatient Clerk. 

The F&C Consultant must document this initial contact in a Carer Checklist, which will be updated at every 

episode of carer involvement and filed in the patient’s health record. 

3.2.4 Ongoing contact 

Opportunities will occur for all staff to develop an ongoing relationship with the patient’s family and carers, 

as the family interacts with staff in the normal course of events. However, specific roles are allocated to 

ensure consistency, accountability and reliability. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/5D7909E82304E6D2CA257C430004E877/$File/wkstd13.pdf
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The SW/WO/delegate for each unit must contact the primary carer as soon as possible after admission to 

begin an assessment of the family and carer needs. In the challenging situation with which these families 

must contend, the level of involvement must of course always be guided by the wishes of the family and 

managed with great sensitivity. The SW/WO/delegate should ascertain from the primary carer whether there 

are other family members, friends or significant others who wish to be included in the patient’s care, and 

their contact details must be filed in the health record, if both the patient and the family/friend consent. 

The SW/WO/delegate should inform the carer that clinical concerns may be addressed by the psychiatrist, 

registrar or MDT and that s/he will be invited to attend the in-depth clinical review meeting prior to the 

Mental Health Review Tribunal (MHRT) hearing, as well as the hearing itself. If the carer wishes to visit, the 

SW/WO/delegate should detail the visits booking procedure, ensuring in particular that visitors are made 

aware of the identification requirements and the process for registering on, and ongoing need to comply 

with, the Biometric Recognition System (BRS). S/he should also advise the hospital's address, bus routes and 

times if appropriate, and should ascertain whether arrangements need to be made for disabled parking and 

access. Refer to JH&FMHN policy 5.002 Access to the Forensic Hospital and Visits, listed in Forensic Hospital 

Procedures. The ward clerk must advise the relevant SW/WO/delegate of any impending visits by carers or 

family members prior to approval by the MDT. 

3.2.4.1 Initial visit 

Prior to the first visit, the SW/WO/delegate should complete a carer and family assessment by phone, 

wherever possible. At the first visit, the Nurse in Charge (NiC) must delegate an appropriate clinician to meet 

the carer or family member(s) in the secure foyer and assist by: 

 transferring any prohibited and/or personal items into the storage lockers provided; 

 explaining identification and screening procedures; 

 escorting the visitors to the visits area or family room; 

 orienting to the area and indicating the location of the fixed duress alarm(s); and 

 offering refreshments, such as tea, coffee etc. 

The clinician should offer support and information, including written material on mental health, the care 

pathways and operation of the FH, support services and carer resources, to the extent to which the clinician 

judges the family member to be able to integrate such information. Carers and family must be informed that 

they will be closely supervised initially, but that the level of supervision will reduce if visits progress without 

adverse incident. 

3.2.4.2 Clinical review meetings and Mental Health Review Tribunal (MHRT) hearings  

The SW/WO/delegate should contact the carer and/or family before the meetings, wherever possible, to 

explain the aims and procedures if this hasn't already occurred, and to answer any questions the family may 

have. If the carer or family is unable to attend in person, or feels that this experience may be too distressing 

or confronting, they may wish to participate via teleconference or videoconference and this should be 

arranged. The SW/WO/delegate should ensure that the Tribunal is made aware of any family/carer conflict 

which could impact negatively on the hearing; in this case, parties in conflict are separated and 

videoconferencing is required by the Tribunal. The NiC must allocate an appropriate clinician support the 

carer and family by meeting them in the secure foyer to accompany them to the forum and addressing any 

issues which arise.        

http://intranetjh/pol/policylib/5.002_Policy_0713.pdf
http://intranetjh/Procedures_Manuals/Visits.pdf
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The family may also wish to clarify and “de-brief” from their experience after the meeting and this should also 

be undertaken by the SW/WO/delegate, always with an awareness that the families who engage with 

JH&FMHN have special needs and are in a uniquely complex and challenging situation. 

3.2.4.3 Carer support groups 

This program is at Level 2 of the Pyramid and is facilitated by the F&C Consultant and at least one other 

clinician within the FH. Off-site groups may also be conducted by external agencies in consultation with the 

F&C Consultant. 

3.2.4.4 Psychoeducation 

This program operates at Level 3 for carers and families who would like more targeted support and 

education and is facilitated by SW/WO/delegate and at least one other clinician. It may address issues such 

as advocacy, relapse prevention and the strengths-based recovery model. For the families of adolescent 

patients, their needs are discussed at the Family Work Supervision Group (FWSG) and referred to the MDT. A 

family welcome meeting is organised within the first four weeks of the patient’s admission; this meeting also 

functions to determine when regular family contact will occur and to allocate two clinicians from the FWSG to 

provide ongoing education including psychoeducation and relapse prevention. 

3.2.4.5  Mental Health Celebration Day 

Mental Health Celebration Day provides a valuable opportunity for carers and families to share normalised 

activities such as a barbecue with their patient relative/friend and staff, to view artwork or hear music created 

by patients and to gain a greater understanding of the rehabilitation program in a positive context. The 

program should be patient- and carer-focused, with input from an elected patient representative such as the 

patient member of the existing Patient Committee and carers/family members from a Consumer forum 

(Carer Support Group, Psychoeducation program etc.). 

3.2.4.6  NAIDOC Week celebrations 

NAIDOC Week celebrations are held across Australia each July to celebrate the history, culture and 

achievements of Aboriginal and Torres Strait Islander peoples. NAIDOC is celebrated not only in Indigenous 

communities, but by Australians from all walks of life. NAIDOC originally stood for ‘National Aborigines and 

Islanders Day Observance Committee’. This committee was once responsible for organising national activities 

during NAIDOC Week and its acronym has since become the name of the week itself. In the FH, celebrations 

are organized by SW/WO/delegate through the medium of the Aboriginal and Torres Strait Islander Yarning 

Group which meets monthly to promote Indigenous culture and identity. Family and carers should be invited 

to participate on one day during this week, following procedures in place for the Mental Health Celebration 

Day. 

3.2.4.7 Meeting Diverse Needs 

In line with National practice standards for the mental health workforce 2013 (Standard 3) and NSW MoH  

PD2008_067 Multicultural Mental Health Plan 2008 – 2012, JH&FMHN must: 

 acknowledge and articulate diversity among people, carers, families and communities in areas 

including age, gender, class, culture, religion, spirituality, disability, power, status, gender identity, 

sexuality, sexual identity and socioeconomic background; 

 facilitate care, treatment and support in a manner that demonstrates respect for the diversity of 

families and carers; 

http://www.health.gov.au/internet/main/publishing.nsf/Content/5D7909E82304E6D2CA257C430004E877/$File/wkstd13.pdf
http://www0.health.nsw.gov.au/policies/pd/2008/pdf/pd2008_067.pdf
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 recognise that a positive, secure cultural identity is a protective factor for the mental health and 

wellbeing of the person, family and carers; 

 implement culturally specific practices and service delivery as described in relevant national, state 

and local guidelines, policies and frameworks; 

 liaise and work collaboratively with culturally and linguistically appropriate care partners such as 

religious ministers, spiritual leaders, key Aboriginal elders, traditional healers, local community-based 

organisations, and mental health workers, health consumer advocates, interpreters, bilingual 

counsellors and other resources where appropriate; 

 communicate effectively with family members and/or carers through the assistance of interpreter 

services and bilingual counsellors; and 

 monitor its performance in relation to the above criteria and employ data collected to improve 

performance as part of service development and quality improvement. 

Language barriers and cultural attitudes towards mental illness can present significant obstacles for Culturally 

and Linguistically Diverse (CALD) communities, especially when seeking access to mental health services.  

Within the CALD communities there are particular groups ‘at risk’ because they require a high level of cultural 

competence by service providers and/or specific interventions, collaboration and support: children and 

young people, carers and families, people within the criminal justice system, older people, regional and 

remote populations, women, refugees and torture and trauma survivors (Multicultural Mental Health Plan 

2008 - 2012). It is apparent that many forensic patients occupy multiple categories in this list.  

Whenever possible, celebrations should be organised for all festival occasions where the culture or religion is 

represented within the FH patient population and should include culturally appropriate food. Appropriate 

diets must be provided for patients requiring Halal, Kosher, vegetarian and vegan food items. During the 

month of Ramadan, Muslim patients may elect to have their meals set aside during the day to be served after 

sunset.  

3.2.5 Children and young persons 

3.2.5.1 Visits by children and young persons 

As part of the FH security risk management process, clinicians must ensure that all reasonably foreseeable 

security risks associated with visits by children and young persons are identified, assessed, eliminated where 

reasonably practicable or effectively controlled. Under section 248 of the CYP Act, all patients must consent 

at their first admission to a Letter of Request to Department of Family and Community Services (FACS) for 

Information to be forwarded to the Director-General of Community Services. Information provided will help 

to inform the decision by staff including the MDT, Team Leader Social Work, SW/WOs, NUMs, the Manager 

Security and Fire Safety (MSFS) and other clinicians, as to whether the visit by a child or young person is in 

the interests of both the child and the patient, prior to granting access to the FH. This also includes potential 

current concerns for the child or young person where abuse has occurred in the past and the child or young 

person may be at risk because of their current reaction to the abuse. 

The patient requesting a visit by a child or young person must: 

 be the parent or relative of that child; or 

 have parental responsibility for that child; or 

http://www0.health.nsw.gov.au/policies/pd/2008/pdf/pd2008_067.pdf
http://www0.health.nsw.gov.au/policies/pd/2008/pdf/pd2008_067.pdf
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
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 be cohabiting with the parent of that child immediately prior to their detention under the MH Act or 

MHFP Act and the child was treated as a member of their household. 

Clinicians have a responsibility to protect children and young people and to work collaboratively with other 

agencies to ensure a coordinated and comprehensive response. Health workers are strategically placed to 

identify children and young people at risk of harm and they are also mandatory reporters of risk of harm 

under the CYP Act. This responsibility is detailed in Sections 27, 27A, 28, 29 and 29A of the Act. The following 

patients must not be granted visits by a child/young person: 

 patients with a SCALE A rating, 

 patients who have child protection orders against them, and 

 patients who have committed an offence against a child. 

Visits by children and young persons can occur in the Family Visits Room in the Recreation Building. Visits by 

young persons only (refer to section 4 Definitions) may take place in the ward visits area at the discretion of 

the MDT. All children and young persons must be escorted and supervised by two PMVA-trained staff at all 

times. 

3.2.5.2 Visits to children and young persons 

JH&FMHN also has a legal obligation to assess visitors to children and young persons to ensure that all 

reasonably foreseeable security risks associated with visits to children and young persons are identified, 

assessed, eliminated where reasonably practicable or effectively controlled, and that the visit is in the 

interests of the child or young person. The protocols which operate are: Procedures for Juvenile Justice 

Centres – Transfer to the Forensic Hospital and Information Sharing Protocol (section 76J of the Mental Health 

(Forensic Provisions) Act 1990) between Director-General, NSW Department of Health and Director-General, 

NSW Department of Human Services in relation to Juvenile Forensic Patients and Juvenile Correctional Patients. 

For correctional patients, while the young person is detained at the FH only approved visitors will be 

permitted. A list of approved visitors must be provided by Juvenile Justice NSW (JJNSW) to the FH on 

admission. There is no facility for non-contact visits at the FH. If the young person or JH&FMHN requests 

additional visitors, the usual JJNSW procedures for approval/non-approval of visitors must be applied (Visit 

by Family or Significant Other). Refer to Procedures for Juvenile Justice Centres – Transfer to the Forensic 

Hospital. 

Similarly, any request for additional visitors or telephone calls will be forwarded to the centre for approval 

prior to the visit/telephone call taking place. Any urgent request for visitors that is in the best interest of the 

young person’s wellbeing, should be directed to the Assistant Manager (Client Services) (AMCS) or Duty 

Manager. The AMCS must ensure that any relevant information obtained in relation to the young person or 

potential visitors is provided to the NUM, Austinmer Adolescent Unit.  

The NUM, Austinmer Adolescent Unit must provide the AMCS with: 

 a record of visitors to the FH (on the records of visitors card provided); 

 a record of telephone calls made during the young person’s stay, if possible;  

 any concerns in relation to the visitors or behaviour of visitors whilst visiting the young person such 

as concerns about providing contraband; and 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/inforcepdf/1990-10.pdf?id=c4711a47-c3f5-4632-ed64-980509bde7ca
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
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 any refusal or termination of visitors to the FH (this must be notified as soon as practicable either to 

the AMCS or Duty Manager including detailed information as to why the visit was refused or 

terminated). 

In compliance with Security Conditions Protocol (Section 76D of the Mental Health (Forensic Provisions) Act 

1990) between Director-General, NSW Department of Health and Director-General, NSW Department of 

Human Services in relation to Juvenile Forensic Patients and Juvenile Correctional Patients, the NUM 

(Austinmer Adolescent Unit) must also report any refused visitor to the Chief Executive JH&FMHN.  

For forensic and civil patients, and patients transferred from Kariong Correctional Centre, JJNSW has no 

jurisdiction in the FH; approval of visitors is decided by the MDT, based on information sourced from the 

referring agency and other relevant external bodies. For professional visitors such as lawyers and doctors, the 

decision is made by the MDT, with authorisation by the Clinical Director Adolescent Mental Health (CDAMH) 

or Clinical Director Forensic and Long Bay Hospitals (CDF&LBH).  

The FH provides supervised carer/family-friendly spaces to encourage a therapeutic alliance between the 

patient, the carer/family and the MDT. 

3.2.6 Aboriginal and Torres Strait Islander persons  

Under Section 11 Aboriginal and Torres Strait Islander self-determination of the CYP Act, Aboriginal and 

Torres Strait Islander people are to participate in the care and protection of their children and young persons 

with as much self-determination as is possible. Section 12 Aboriginal and Torres Strait Islander participation in 

decision-making directs that Aboriginal and Torres Strait Islander families, kinship groups, representative 

organisations and communities are to be given the opportunity, by means approved by the Minister, to 

participate in decisions made concerning the placement of their children and young persons and in other 

significant decisions made under this Act. Section 13 of this Act is also relevant, as it relates to the principles 

to be followed in the placement of Aboriginal and Torres Strait Islander children and young persons. 

At 26 November 2014, there were 15 Aboriginal and Torres Strait Islander patients in a population of 119 in 

the FH (12.6%) and the engagement of their families and carers with the health system will be critical to 

effecting positive change. PD2012_066 NSW Aboriginal Health Plan 2013 - 2023 recognises the importance 

of strengthening partnerships with Aboriginal communities through the Aboriginal Health and Medical 

Research Council of NSW (AH&MRC) and, in particular, Aboriginal Community Controlled Health Services 

(ACCHS). The AH&MRC is the peak representative body of Aboriginal communities on health in NSW.  

Carers Australia is the national peak body representing Australia’s carers. Carers Australia is committed to 

reconciliation as detailed in its inaugural Reconciliation Action Plan 2013 – 2014 (RAP). In addition, National 

practice standards for the mental health workforce 2013 (Standard 4) mandates that mental health 

practitioners: 

 develop an understanding of Aboriginal and Torres Strait Islander history, and particularly the impact 

of colonisation on present day grief, loss and trauma and its complexity; 

 communicate in a culturally sensitive and respectful way, being aware of potential mistrust of 

government and other service providers as a result of past history; 

 use culturally sensitive language and preferred terminology; 

 implement culturally specific practices as described in relevant national, state and local guidelines, 

policies and frameworks that pertain to working with Aboriginal and Torres Strait Islander peoples; 

 respectfully collect and record information identifying Aboriginal and Torres Strait Islander status;  

http://www.austlii.edu.au/au/legis/nsw/consol_act/caypapa1998442/s5.html#aboriginal
http://www.austlii.edu.au/au/legis/nsw/consol_act/caypapa1998442/s5.html#torres_strait_islander
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
http://www.austlii.edu.au/au/legis/nsw/consol_act/caypapa1998442/s5.html#aboriginal
http://www.austlii.edu.au/au/legis/nsw/consol_act/caypapa1998442/s5.html#torres_strait_islander
http://www0.health.nsw.gov.au/policies/pd/2012/PD2012_066.html
http://www.carersaustralia.com.au/
http://www.carersaustralia.com.au/
http://www.health.gov.au/internet/main/publishing.nsf/Content/5D7909E82304E6D2CA257C430004E877/$File/wkstd13.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/5D7909E82304E6D2CA257C430004E877/$File/wkstd13.pdf
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 work in collaboration with Aboriginal and Torres Strait Islander cultural advisors where appropriate 

and engage meaningfully to develop culturally appropriate care. 

3.2.7  Practice protocols for confidentiality and information-sharing 

Staff should refer to the MoH directive PD2005_593 Privacy Manual (Version 2) - NSW Health and JH&FMHN 

policy 4.030 Requesting and Disclosing Health Information. The MoH is committed to safeguarding the 

privacy of patient information, and has implemented measures to comply with its obligations under 

the Health Records and Information Privacy Act 2002. All staff working in the NSW public health system are 

bound by law, by MoH privacy policy and by a strict code of conduct to maintain confidentiality of patient 

information. 

However, the confidentiality principle must also be considered in the context that the carer may have 

information relevant to safe and effective care planning for the patient; that s/he may know the history 

leading up to this hospitalisation, and the “well person” of previous history; and that the carer may play a 

significant, supportive role to the patient during Court and MHRT hearings. The carer should therefore be 

encouraged to share information, not only to assist clinical assessment and treatment, but also to 

acknowledge their positive role and to promote confidence and a deeper understanding of the mental health 

service. Furthermore, carers may be a critical support in the recovery process, relapse prevention and 

compliance with mental health appointments and medication. 

With regard to sharing information with the carer, the patient’s informed consent to disclose such records 

must be sought. Where patient capacity is in doubt, a professional assessment of the patient’s capacity to 

make decisions regarding the disclosure of information to his carers must be made by the psychiatrist or 

registrar. If it is determined that the patient does not have this capacity, these decisions are delegated to the 

authorised representative or carer for the patient. Where practicable, it should be explained to the patient 

that disclosure of his or her information to the carer is part of the JH&FMHN duty of care with regards to 

patient safety and well-being. Privacy law also allows for the disclosure of personal health information to 

lessen or prevent a serious and imminent threat to the life, health or safety of any person. Exemptions 

therefore exist to the confidentiality principle depending on the scale of the risk of harm to the patient. 

(Privacy Manual (Version 2) - NSW Health, Section 11.2.1, 11.2.3). 

3.2.8 Transfer of care 

Under Section 79 of the MH Act, Discharge and other planning  

1. An authorised MO must take all reasonably practicable steps to ensure that a patient and the primary 

carer, relevant agencies, dependent children and/or other dependants are consulted in relation to 

planning the patient’s transfer of care and any subsequent treatment or other action.  

2. An authorised MO must take all reasonably practicable steps to provide any such patient who is 

discharged from the facility, and the patient’s primary carer, with appropriate information as to 

follow-up care.  

Such consultation may include actual attendance at clinical review meetings and MHRT hearings, attendance 

by videoconference, phone discussion or postal advice to the carer/family, as appropriate. 

In line with JH&FMHN policy 1.325 Referral, Admission and Transfer of Care (Adults) – Forensic Hospital, 

1.325M Referral, Admission and Transfer of Care Procedures (Adults) – Forensic Hospital, 1.327 Referral, 

Admission and Transfer of Care (Adolescents) – Forensic Hospital and 1.327M Referral, Admission and Transfer 

of Care Procedures (Adolescents) – Forensic Hospital, the patient’s CC must ensure that the patient and his/her 

family and/or primary carer are involved in transfer planning and are kept informed of the patient’s expected 

http://www0.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_593.pdf
http://intranetjh/pol/policylib/4.030_Policy_0812.pdf
http://www.legislation.nsw.gov.au/viewtop/inforce/act+71+2002+FIRST+0+N/
http://www0.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_593.pdf
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#authorised_medical_officer
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#patient
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#primary_carer
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#primary_carer
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#patient
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#authorised_medical_officer
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#patient
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#patient
http://www.austlii.edu.au/au/legis/nsw/consol_act/mha2007128/s4.html#primary_carer
http://intranetjh/pol/policylib/1.325_Policy_0812.pdf
http://intranetjh/pol/policylib/1.325_Manual_0812.pdf
http://intranetjh/pol/policylib/1.327_Policy_1013.pdf
http://intranetjh/pol/policylib/1.327_Manual_1013.pdf
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transfer of care dates and times (if appropriate). The SW/WO/delegate should provide ongoing support to 

the carer/family by accompanying them to clinical review meetings and MHRT hearings, and offering 

debriefing/clarification sessions in a family-friendly space with refreshments, wherever possible. In 

collaboration with the receiving LHD, Corrective Services NSW or JJNSW centre, the patient and, where 

appropriate, family and/or carers and delegated Community Integration Team Clinician (where the patient is 

a young person), the MDT must develop a transfer of care plan detailing:  

 patient management plan (including wellness strategies),  

 key referral services and programs (e.g. Housing and Accommodation Support Initiative (HASI) for 

people with a mental illness),  

 medical and community support follow-up arrangements, including Community Integration Team 

support around accessing relevant health services in the community and provision of health 

education to the young person, family and carers, as required, 

 emergency contact numbers and  

 contingency and relapse response plans.  

The CC must provide a copy of the transfer care plan to the patient and, with the patient’s consent, his or her 

primary carer and/or family (including children where relevant). 

3.3 Connecting with Family and Carers Training 

Creating significant change in the culture and practice of the JH&FMHN organisation requires the provision 

of mandatory training, supervision and clear guidelines which prioritise family and carer engagement. All staff 

need to be “carer aware” by the completion of the family and carer programs included in the Learning and 

Development Calendar, followed by a six-month individual mentoring period. Ongoing training sessions 

should also be conducted in conjunction with the NUMs of each unit. 

3.4 External Agencies 

Under the NSW Family and Carer Mental Health Program, five specialist non-government organisations 

(NGOs) are funded to deliver family and carer support through education and training and support for 

advocacy services within each LHD: Carer Assist (Schizophrenia Fellowship of NSW), CentaCare, Mission 

Australia, Uniting Care Mental Health and Aftercare. JH&FMHN has memoranda of understanding with all five 

of these organisations. 

Education packages for families and carers which have already been developed and used extensively across 

NSW include the Mental Illness Fellowship of Australia information sheets, Well Ways and Eight Stages of 

Healing programs offered through Schizophrenia Fellowship, SMILES, a package for young carers, Uniting 

Care Mental Health Holding onto Hope program and Mental Health First Aid. 

The specific needs of families and carers from Aboriginal and Torres Strait Islander and culturally and 

linguistically diverse (CALD) communities will best be addressed through partnerships with other 

organisations, which already have connections with these communities. Innovative models such as Men’s 

Sheds, which act as a portal for other services, may also provide better access for these groups. 

There is one NGO providing family and carer support in each LHD. The contact for the Illawarra, Shoalhaven 

and Southeast Sydney LHDs is Aftercare (FACES) on 9700 4019 and contacts for other areas can be found at 

http://www0.health.nsw.gov.au/mhdao/fc_mh_program.asp#para_2. 

http://www0.health.nsw.gov.au/mhdao/fc_mh_program.asp
http://www.health.nsw.gov.au/mhdao/Pages/family-mh-program.aspx
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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. 

Primary carer (as defined by the MH Act section 71) 

1.   The primary carer of a person (the patient) for the purposes of this Act is:  

(a)  the guardian of the patient, or 

(b)  the parent of a patient who is a child (subject to any nomination by a patient referred to in 

paragraph (c)), or 

(c)  if the patient is over the age of 14 years and is not a person under guardianship, the person 

nominated by the patient as the primary carer under this Part under a nomination that is in force, or 

(d)  if the patient is not a patient referred to in paragraph (a) or (b) or there is no nomination in force 

as referred to in paragraph (c):  

(i)  the spouse of the patient, if any, if the relationship between the patient and the spouse is close and 

continuing, or 

(ii)  any person who is primarily responsible for providing support or care to the patient (other than wholly or 

substantially on a commercial basis), or 

(iii)  a close friend or relative of the patient. 

2.  A close friend or relative of a patient means a friend or relative of the patient who maintains both a 

close personal relationship with the patient through frequent personal contact and a personal interest in the 

patient’s welfare and who does not provide support to the patient wholly or substantially on a commercial 

basis. 

Child 

Under the Children and Young Persons (Care and Protection) Act 1998, a child is a person under sixteen years 

of age. 

Young Person 

Under the Children and Young Persons (Care and Protection) Act 1998, a young person is a person aged 

sixteen years or over but is under the age of eighteen years. 

Meaning of “Aboriginal” person and “Torres Strait Islander” 

(1)  Under this Act:  

Aboriginal has the same meaning as Aboriginal person has in the Aboriginal Land Rights Act 1983. 

Aboriginal person means a person who: 

(a) is a member of the Aboriginal race of Australia, and 

http://www.legislation.nsw.gov.au/maintop/view/inforce/act+8+2007+cd+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+157+1998+FIRST+0+N
http://www.legislation.nsw.gov.au/xref/inforce/?xref=Type%3Dact%20AND%20Year%3D1983%20AND%20no%3D42&nohits=y
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(b) identifies as an Aboriginal person, and 

(c)  is accepted by the Aboriginal community as an Aboriginal person. 

Aboriginal child or young person means a child or young person descended from an Aboriginal and 

includes a child or young person who is the subject of a determination under subsection (2). 

Torres Strait Islander means a person who:  

(a)  is descended from a Torres Strait Islander, and 

(b)  identifies as a Torres Strait Islander, and 

(c)  is accepted as a Torres Strait Islander by a Torres Strait Islander community. 

Torres Strait Islander child or young person means a child or young person descended from a Torres Strait 

Islander and includes a child or young person who is the subject of a determination under subsection (3). 
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1. Preface 

This policy establishes key directives for antimicrobial prescribing and management in Justice Health & 

Forensic Mental Health Network (JH&FMHN), with particular reference to antimicrobial prescribing processes, 

management of antimicrobial formulary and restrictions, use of evidence-based therapy and access to expert 

clinical advice. 

Antimicrobial Stewardship (AMS) can be defined as an ongoing and systematic effort to optimise the use of 

antimicrobial medicines within a health service organisation. In the Australian healthcare setting, AMS 

activities are developed and delivered through AMS programs instituted within or across one or more 

healthcare facilities. The key objectives of these programs include reducing inappropriate antimicrobial use, 

improving patient care outcomes and mitigating adverse consequences of antimicrobial use (such as 

antimicrobial resistance, preventable patient harm and unnecessary costs associated with pharmaceutical 

expenses and drug-resistant infections). 

The JH&FMHN AMS Steering Committee has developed this policy to detail the JH&FMHN AMS framework 

and establish key principles around antimicrobial prescribing and management within JH&FMHN.  

2. Policy Content 

2.1 Mandatory Requirements 

This policy establishes key directives for antimicrobial prescribing in JH&FMHN and establishes key principles 

around antimicrobial prescribing and management within JH&FMHN and the requirements of JH&FMHN 

prescribers. 

2.2 Implementation-Roles & Responsibilities: Governance of Antimicrobial 

Stewardship 

 2.2.1    The AMS Steering Committee 

The JH&FMHN AMS Steering Committee is a multidisciplinary group responsible for the development and 

ongoing evaluation of the JH&FMHN AMS program. Core membership on this committee consists of 

representation from medical, dental, governance, surgical, pharmacy, Population Health, Prince of Wales 

Hospital (POWH) and nursing stakeholders. The AMS Steering Committee reports to the JH&FMHN Drugs 

and Therapeutics Committee (D&TC). 

2.2.2 The AMS Team 

The AMS Team is a group of clinicians with duties dedicated to AMS activities. This team consists of an 

Infectious Diseases Specialist, Medical Registrar, AMS Pharmacist and Infection Control Clinical Nurse 

Consultant.  The AMS Team is chiefly responsible for providing advice, education and feedback on 

antimicrobial prescribing, managing approval requests for restricted antimicrobials and monitoring 

antimicrobial usage as directed by the AMS program plan. 

The AMS Team may be contacted as detailed in Section 5. 

 

 

 



 

Antimicrobial Stewardship Policy 
 

 

 
Policy: 1.437 (New Policy) Issue Date: 1 December 2015 Page 3 of 8 

3. Procedure Content 

3.1 Principles of Antimicrobial Prescribing 

3.1.1 Key Prescribing Principles 

All prescribers at JH&FMHN are expected to prescribe antimicrobial therapy according to the following key 

principles: 

(i) Therapeutic decision regarding the prescription of antimicrobials is based on the best available 

evidence. Empirical antimicrobial therapy (the infective pathogen is not known) or prophylactic therapy 

(given to prevent acquisition or development of infection) is prescribed according to the Therapeutic 

Guidelines: Antibiotic or the latest medical evidence for emerging infectious diseases or resistance 

patterns. When the infective pathogen is known, antimicrobials should be prescribed according to 

microbiology results and antimicrobial susceptibilities, where available. 

(ii) Prescribed antimicrobials should be the narrowest spectrum possible for achieving the intended effect. 

(iii) Dosage, route and frequency of prescribed antimicrobials should be appropriate for the individual 

patient, as well as the site and type of infection. 

(iv) The duration of antimicrobial therapy must be defined and/or regularly reviewed (based on evidence-

based guidelines and clinical improvement). 

(v) Monotherapy is used in most indications, where clinically appropriate. 

3.1.2 Use of Evidence-based Prescribing Guidelines 

Therapeutic Guidelines: Antibiotic 

The current version of Therapeutic Guidelines: Antibiotic must be used in clinical scenarios when prescribing 

antibiotics. These guidelines are an Australian resource developed by a multidisciplinary committee of 

experts, with recommendations based on best available evidence for empirical efficacy, harm minimisation 

and other important considerations such as antimicrobial resistance and individual patient factors. 

Prescribing outside the Therapeutic Guidelines: Antibiotic 

If a patient is prescribed antimicrobial therapy that is not in concordance with the Therapeutic Guidelines: 

Antibiotic, the prescriber must document their clinical reasoning in the patient’s notes and medication chart. 

Where an indication or clinical scenario is not covered by the Therapeutic Guidelines: Antibiotic, a prescriber 

may choose antimicrobial therapy based on an appropriate, peer-reviewed source or the latest medical 

evidence for emerging infectious diseases or resistance patterns. Care should be taken to ensure the 

recommendations made are relevant to an Australian context in terms of both antimicrobial resistance 

patterns and availability of the selected antimicrobial agents. Alternatively, a prescriber may wish to seek 

advice via the AMS Steering Committee or an infectious diseases/microbiology consultation from POWH or 

other tertiary hospital AMS Team as needed. 

3.2 Access to Prescribing Resources and Support 

3.2.1 Access to Evidence-based Prescribing Guidelines 

Therapeutic guidelines: Antibiotic can be accessed through eTG complete via the Clinical Information Access 

Portal (CIAP) available on the JH&FMHN intranet and through JHeHS link to CIAP.  

http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://etg.hcn.com.au/desktop/index.htm?acc=36422
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3.2.2 Access to Antibiotic Advice 

Prescribers at all JH&FMHN facilities have access to expert advice on antimicrobial prescribing and the 

management of infectious diseases 24 hours a day, 7 days a week. 

During business hours (Mon-Fri, 8:30am-5pm), prescribers should contact the AMS Team as per detailed in 

Section 5. The AMS Team is the first point of call for general advice regarding antimicrobial prescribing and 

approval of restricted antimicrobial agents. In more complex cases, the AMS Team may recommend a 

consultation by an infectious diseases physician. 

After hours, prescribers may contact the on-call medical officer for infectious diseases or microbiology, via 

the POWH (02) 9382 2222 switchboard. 

3.3 Local Restrictions and Non-Formulary Antimicrobials 

3.3.1 Formulary and Non-Formulary Antimicrobials 

A list of antimicrobial formulary items, restricted antibiotics and antimicrobials that are available as standing 

orders is available on the JH&FMHN intranet: JH&FMHN Prescribing Formulary, JH&FMHN Medication 

Guidelines, JH&FMHN Adolescent Standing Order Protocols and JH&FMHN Adult Standing Order Protocols. 

The use of a non-formulary product for an individual patient requires individual patient use approval by the 

Clinical Director Primary and Women’s Health (CDP&WH). An Individual Patient Use (IPU) form must be 

completed and sent to the JH&FMHN pharmacy department and is then sent to the CDP&WH.  

3.3.2 Antimicrobial Restrictions 

The implementation and maintenance of antimicrobial restrictions is a core AMS strategy at JH&FMHN. The 

AMS Steering Committee determines the restriction status for each antimicrobial agent (or specific 

formulations) based on the following considerations: 

 Best practice prescribing 

 Patient safety risks associated with particular antimicrobials (including adverse effects, drug 

interactions, the need for therapeutic drug monitoring, risk of Clostridium difficile infection and risk of 

selecting for more resistant organisms) 

 Complexity of relevant disease states and/or public health risks 

 Potential for contributing to antimicrobial resistance in the healthcare environment 

 Cost-effectiveness (as compared to alternative agents) 

 Resources available to manage antimicrobial restrictions 

JH&FMHN uses a ‘traffic light model;’ to group antimicrobial agents (or specific antimicrobial formulations) 

into one of three levels, according to their relative degree of restriction. 

 

UNRESTRICTED (Green) 

Antimicrobials in this category do not require an approval, but are to be used in accordance with locally 

endorsed guidelines of the Therapeutic Guidelines: Antibiotic. Although unrestricted antimicrobials are 

ordered and supplied as normal, prescriptions are still subject to monitoring and review by the AMS 

Team. 

http://intranetjh/Documents/Medications/Prescribing_Formulary.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
http://etg.hcn.com.au/desktop/index.htm?acc=36422
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For details of antimicrobial restrictions, rationales and approval criteria, see the JH&FMHN AMS Restriction 

Lists in Appendix 1. 

3.4 Other Antimicrobial Stewardship Activities 

3.4.1 Monitoring of Antimicrobial Usage and Resistance 

The JH&FMHN AMS program incorporates a range of data collection methodologies to monitor both the 

quantity and quality of antimicrobial usage and examine processes associated with antimicrobial prescribing 

and supply. These methods include (but are not limited to): 

 Analysis of third generation cephalosporin and quinolone antibiotic usage every six months. 

 Audits of compliance with the Therapeutic Guidelines: Antibiotic annually. 

3.4.2 Targeted Interventions 

Special initiatives or projects may be developed by the JH&FMHN AMS Steering Committee to target 

particular areas of practice. Examples of targeted interventions may include an ‘IV to oral switch’ project, an 

AMS awareness campaign aimed at clinical staff, or development of a series of antimicrobial prescribing 

tutorials for Medical Officers. 

3.5 Performance Measures 

Assessment of organisational compliance with the JH&FMHN AMS policy and evaluation of performance is 

outlined in the AMS program plan. Specific monitoring activities should be undertaken according to the 

needs and risk assessment performed for JH&FMHN. JH&FMHN staff must comply with approved 

assessment and evaluation activities (including audit and feedback) and may direct their concerns or queries 

to the AMS Steering Committee. 

4. Definitions 

Antimicrobial Stewardship 

An ongoing and systematic effort to optimise the use of antimicrobial medicines within a health service 

organisation 

Antimicrobial Stewardship program plan 

A rolling document that details AMS risk assessments, priorities, strategies and organised action as directed 

by the AMS Steering Committee. 

RESTRICTED (Orange) 

Antimicrobials in this category are restricted, but a prescription may be automatically approved if 

prescribed for select indications or for a limited duration. If a prescription is not suitable for automatic 

approval, it must be reviewed by the Clinical Director Primary & Women’s Health or AMS Team. This 

would be facilitated through an IPU. 

HIGHLY RESTRICTED (Red) 

Antimicrobials in this category are highly restricted, meaning there are strict limitations on use. 

Prescription review or consultation is required with an infectious disease physician and/or medical 

microbiologist prior to use. These antimicrobials prescriptions should always be flagged for review by the 

Clinical Director Primary & Women’s Health or AMS Team. This would be facilitated through an IPU. 

 

http://etg.hcn.com.au/desktop/index.htm?acc=36422
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Must 

Indicates a mandatory action required that must be complied with. 

Prescribing Formulary 

The range of medications including antimicrobial products available for use in JH&FMHN and configured to 

provide treatment options for the large majority of patient encounters. 

Should 

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

different course of action. 

5. Contacts 

AMS Team 

During business hours (Mon-Fri, 8:30am-5pm) 

Immunologist POWH…………………………………………………………………………Tel: (02) 9382 3404 or Fax: (02) 9382 3403  

Senior Antimicrobial Stewardship Pharmacist POWH……………………………………………………………Tel: (02) 9382 2338 

Clinical Director, P&WH – JH&FMHN………………………………………………………………………………..Pager: (02) 9927 2506 

Deputy Clinical Director, P&WH – JH&FMHN…………………………………………………………………..Pager: (02) 9927 2506 

After hours: 

On-call medical officer for infectious diseases or microbiology……………………………………………Tel: (02) 9382 2222 

6. Legislation and Related Documents 

JH&FMHN Policies and 

Procedures 

Medication Guidelines 

Prescribing Formulary 

Adolescent Standing Order Protocols 

Adult Standing Order Protocols 

Traffic Light Model – Antimicrobials 

Legislation The Therapeutic Goods Act 1989 (Cth) 

Poisons and Therapeutic Goods Act 1966 (NSW) 

Australian Commission on 

Safety and Quality in Health 

Care  

Safety and Quality Improvement Guide Standard 3: Preventing and Controlling 

Healthcare Associated Infections, October 2012 

eTG Complete Therapeutic Guidelines: Antibiotic 

Clinical Excellence 

Commission 

Quality Use of Antimicrobials in Healthcare 

http://intranetjh/Documents/Medications/JH_Medication_Guidelines.pdf
http://intranetjh/Documents/Medications/Prescribing_Formulary.pdf
http://intranetjh/Documents/Medications/Prescribing_Formulary.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adolescent_Standing_Orders.pdf
http://intranetjh/Documents/Medications/Adult_Standing_Orders.pdf
https://www.comlaw.gov.au/Details/C2015C00471
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+31+1966+cd+0+N
http://www.safetyandquality.gov.au/publications/safety-and-quality-improvement-guide-standard-3-preventing-and-controlling-healthcare-associated-infections-october-2012/
http://www.safetyandquality.gov.au/publications/safety-and-quality-improvement-guide-standard-3-preventing-and-controlling-healthcare-associated-infections-october-2012/
http://etg.hcn.com.au/desktop/index.htm?acc=36422
http://www.cec.health.nsw.gov.au/programs/quah
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Appendix 1: JH&FMHN Traffic Light Model – Antimicrobials 

Principles of Restricted Antimicrobial use at JH&FMHN 

 Antimicrobials should be prescribed prudently and appropriately at all times. 

 Formulary antimicrobials are listed below. There are three categories of restriction: 

o Green - no specific restriction 

o Orange - restricted to indications listed in Therapeutic Guidelines: Antibiotic (eTG complete), 

other indications require consultation with an infectious diseases physician within 48 hours 

of commencing therapy 

o Red - require consultation with an infectious diseases physician prior to use 

 All non-formulary antimicrobials require the approval of the Clinical Director Primary & Women’s 

Health who may also suggest consultation with an infectious diseases physician. Once approved the 

medication can be obtained from the JH&FMHN Pharmacy Department. 

Antimicrobials – Oral/ Systemic / Topical 

GREEN ANTIMICROBIALS 

Antimicrobial Agent 

Aciclovir (oral) Dicloxacillin Nystatin 

Amoxycillin Doxycycline Phenoxymethylpenicillin 

Amoxycillin with Clavulanic Acid Erythromycin Procaine Penicillin 

Amphotericin (oral lozenges) Flucloxacillin Propamidine 

 

Ampicillin Framycetin  

(eye, ear) 

Pyrantel 

Benzathine (Benzyl)penicillin Gentamicin  

(eye) 

Roxithromycin 

Benzylpenicillin Gramicidin  

(ear) 

Terbinafine 

Cefaclor Griseofulvin Tetracycline 

Cefalotin Hexamine Hippurate Tinidazole 

Cefoxitin Mebendazole Tobramycin  

(eye) 

Cefuroxime Metronidazole (oral) Trimethoprim 

Cephalexin Minocycline Trimethoprim + Sulfamethoxazole 

Cephazolin Neomycin  

(ear) 

 

Chloramphenicol  

(ear, eye) 

Nitrofurantoin  

 

 

 

 

http://etg.hcn.com.au/desktop/index.htm?acc=36422
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ORANGE ANTIMICROBIALS 

Antimicrobial Agent 

Aciclovir (injectable) Famciclovir Neomycin (all other topical use) 

Albendazole Fluconazole Norfloxacin 

Artemether + Lumefantrine Framycetin  

(all other topical use) 

Ofloxacin 

Atovaquone Gentamicin  

(all other topical use) 

Oseltamivir 

Atovaquone + Proguanil Gentamicin (when used for up to 

48 hours) 

Piperacillin with Tazobactam 

Azithromycin (oral) Gramicidin (all other topical use) 

 

Praziquantel 

Cefepime Isoniazid Propamidine  

(all other topical use) 

Cefotaxime Itraconazole Pyrazinamide 

Ceftazidime Ivermectin Rifampicin (when used in 

combination with other agents for 

TB or MRSA infections) 

Ceftriaxone Lincomycin Rifaximin 

Chloramphenicol 

(all other topical use) 

Mefloquine Silver Sulfadiazine 

Ciprofloxacin (oral, topical) Meropenem Sodium Fusidate (when used in 

combination for MRSA infections) 

(oral, topical) 

Clarithromycin Metronidazole (oral, topical) Ticarcillin with Clavulanic Acid 

Clindamycin  (oral, topical) Metronidazole (injectable) Tobramycin (all other topical use) 

Erythromycin (topical) Moxifloxacin (oral) Valaciclovir 

Ethambutol Mupirocin Vancomycin 

 

RED ANTIMICROBIALS 

Antimicrobial Agent 

Amikacin Dapsone Primaquine 

Amphotericin (all IV formulations) Daptomycin Pyrimethamine 

Anidulafungin Ertapenam Quinine 

Azithromycin (injectable) Fidaxomicin Rifabutin 

Aztreonam (injecable) Flucytosine Rifampicin (all other indications) 

Capreomycin Foscarnet Sodium Fusidate (all other 

indications) 

Caspofungin Ganciclovir Streptomycin 

Cefpirome Gentamicin (after 48 hours of use) Sulfadiazine 

Ceftaroline Imipenem Teicoplanin 

Chloroquine Linezolid Tigecycline 

Cidofovir Moxifloxacin (injectable) Valganciclovir 

Ciprofloxacin (injectable) Palivizumab Voriconazole 

Colistin Pentamidine  

Cycloserine Posaconazole  
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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 

Assisted Reproductive Technology and Paternity Testing 

Policy Number 1.438  

Policy Function Continuum of Care 

Issue Date 1 December 2015 

Summary This policy provides directions on the roles and responsibilities of Justice 

Health and Forensic Mental Health staff in assisting patients undergoing 

Assisted Reproductive programs if undergoing medical procedures that may 

render them infertile or requesting Paternity Testing. 

Responsible Officer Executive Director Clinical Operations (Custodial Health) 

Applicable Sites  Administration Centres 

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

 Health Centres (Adult Correctional Centres or Police Cells) 

 Health Centres (Juvenile Justice Centres) 

 Long Bay Hospital 

 Forensic Hospital 

Previous Issue(s) N/A 

Change Summary N/A 

TRIM Reference POLJH/1438 

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

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

Assisted Reproductive Technology (ART), in the custodial environment may be required for patients 

undergoing medical procedures that may render them infertile. 

ART procedures (artificial insemination (AI), embryo transfer (ET), gamete intra-fallopian transfer (GIFT) and in 

vitro fertilisation (IVF)) are used to assist couples who are unable to conceive naturally. Insemination and ART 

are used in a number of situations to assist with conception, these situations include, but are not limited to: 

infertility on the part of the male or the female partner; collection and storage of ova or sperm (gametes) for 

patients who are about to undergo medical procedures that will render them infertile following treatment. 

Paternity testing can be requested when the paternity of a child may be in doubt. A request for paternity 

testing can be made by a court order, or can be directly requested from the parties involved in a dispute over 

paternity. 

2. Policy Content  

2.1. Mandatory Requirements  

Objectives: 

 To ensure the correct approval process is followed when people in custody are undergoing medical 

procedures that render them infertile and are seeking Justice Health & Forensic Mental Health 

Network (JH&FMHN) assistance associated with ART. 

 To ensure all requests for JH&FMHN involvement in paternity testing are managed through the 

JH&FMHN Governance Unit Legal Adviser. 

Outcomes: 

 Patients who have received permission from the Commissioner Corrective Services New South Wales 

(CSNSW) to undertake ART receive appropriate and timely assistance by clinical staff.  

 The correct approval process for JH&FMHN involvement has been followed prior to any offer of 

assistance to the patient. 

 All requests for paternity testing are referred to the JH&FMHN Governance Unit Legal Advisor.  

2.2. Implementation - Roles & Responsibilities 

It is the responsibility of all clinical staff to follow this policy and to ensure that any requests for assistance 

with gamete collection related to ART are referred to the Executive Director Clinical Operations Custodial 

Health (EDCOCH) for adult patients, or the Executive Director Clinical Operations Forensic Health (EDCOFH) 

for adolescent patients. Requests for paternity testing are referred to the JH&FMHN Legal Advisor to 

determine if the request is court ordered. 
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3. Procedure Content  

3.1. Assisted Reproductive Technology (ART) 

JH&FMHN staff must not engage in assisting patients with ART procedures except where the patient is to 

undergo a medical procedure that may render them infertile and the patient has received permission from 

the Commissioner CSNSW for adult patients or the Director Juvenile Justice NSW for adolescent patients to 

participate in ART (such as the collection of gametes). 

Patients undergoing a medical procedure that may render them infertile should be counselled by the treating 

specialist about the option of collecting gametes and storage for later use. This counselling will occur in the 

hospital in which the patient is being treated, and any collection and storage of gametes will be the 

responsibility of the treating specialist team. 

 In situations where the collection of gametes has been recommended by a treating specialist and the 

collection is to occur within the custodial environment, the patient will be required to make a request 

to the Commissioner CSNSW for approval,  if approved by the Commissioner JH&FMHN staff should 

then facilitate the gamete collection and transfer of the gametes to the treating hospital. All gamete 

collection for adolescent patients must occur in the treating hospital. 

 Requests from CSNSW for supporting medical information for a patient must be forwarded to the 

EDCOCH for adult patients or the EDCOFH for adolescent patients. 

 JH&FMHN will provide the medical information verifying the need for ART for a patient to the 

Commissioner CSNSW or the Director Juvenile Justice NSW to assist in making a decision to approve 

or decline the request for gamete collection. In most cases JH&FMHN should source the information 

from the treating hospital specialist responsible for making the recommendation for collection of 

gametes. 

 No JH&FMHN staff are to engage in assisting a patient with the collection of gametes for any other 

purpose other than as defined in this policy as approved by the Commissioner CSNSW and with the 

express permission from the EDCOCH. 

 Patients who wish to engage in ART as part of an IVF program that is not related to infertility due to 

a medical condition/intervention are to negotiate with CSNSW for the private collection of gametes. 

JH&FMHN staff must not be involved in this process. 

 Patients and or partners of patients that commenced on an IVF program in the community prior to 

incarceration and who wish to continue in the program are required to make a request to the 

Commissioner CSNSW or the Director Juvenile Justice NSW for approval for JH&FMHN staff to 

facilitate continued participation in the program. JH&FMHN staff must not provide any expert 

opinion or input into decisions regarding ongoing participation in external IVF programs. Any expert 

medical or clinical advice must be sourced by the patient from private non-JH&FMHN clinicians. 

3.1.1. Paternity Testing 

JH&FMHN staff must not engage in collection of pathology for the purposes of paternity testing. 

Any requests for the collection of pathology for paternity testing are to be referred to the JH&FMHN 

Legal Advisor in the Governance Unit for Custodial Health and Juvenile Justice patients, or to the 

Mental Health Legal Advisor for Forensic Hospital patients. The Legal Advisor will determine if the 
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request is court ordered and advise the relevant Executive Director that specimens for paternity 

testing are to be collected. Collection of pathology for paternity testing will only occur if determined 

as required under law by the Legal Advisor. Any other requests (not court ordered) will be refused.  

If court ordered collection of specimens are required, the health centre staff will collect the 

appropriate specimen and transfer to the laboratory as ordered by the courts. 

4. Definitions  

Assisted Reproduction Technology (ART): 

ART Includes a range of methods used to circumvent human infertility, including IVF, embryo transfer (ET), 

gamete intra-fallopian transfer (GIFT), artificial insemination (AI) and all manipulative procedures involving 

gametes and embryos and treatment to induce ovulation or spermatogenesis when used in conjunction with 

the above methods.  

In Vitro Fertilisation (IVF) 

A procedure whereby an egg (or more than one egg) is retrieved from the body of a woman and combined 

with sperm outside the body to achieve fertilisation. If fertilisation is successful and the fertilised egg 

continues to develop to form an embryo, the embryo is subsequently transferred back into the 

uterus/fallopian tube of a woman with the aim of achieving a pregnancy.  

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 

Legislation N/A 

JH&FMHN Forms N/A 
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