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Human Immunodeficiency Virus (HIV) — Management of Non-Occupational PD2015_005 11.144
Exposure
Tuberculosis Management of People Knowingly Placing Others at Risk of PD2015_012 11.149
Infection
Mass Vaccination Clinics During Influenza Pandemic GL2018 008 11.156
NSW Contingency Plan for Viral Haemorrhagic Fevers GL2016 002 11.157
Pandemic Preparedness and Response with Aboriginal Communities in NSW GL2019 009 11.158
Management of people exposed to a contact order condition PD2019 037 11.159
Surveillance & Response for Carbapenemase-Producing Enterobacterales GL2019 012 11.169
(CPE) in NSW Health Facilities
Triggers for Escalation Following Detection of Infection Outbreaks or GL2019 013 11.170
Clusters
Early Response to High Consequence Infectious Diseases PD2023 008 11.171
NSW Infection Prevention and Control Response and Escalation Framework 1B2023 019 11.172
CHAPTER 12 - MEDICAL CARE PD/IB/GL Page
NUMBER No
Incident Management PD2020 047 12.1
Open Disclosure PD2023 034 12.2
Safety Alert Broadcast System (SABS) PD2013 009 12.3
Adult and Paediatric Hospital in the Home Guideline GL2018 020 12.14
Animal Visits and Interventions in Public and Private health Services in GL2012_007 12.15
NSW
Elective Surgery Access PD2022 001 12.16
Verification of Death and Medical Certificate of Cause of Death PD2023 014 12.43
Will Making in Public Health facilities GL2023 006 12.52
Adpvertising Legal Services 1B2015 066 12.54
Admission to Discharge Care Coordination PD2022 012 12.55
Intravascular Access Devices (IVAD) - Infection Prevention & Control PD2019 040 12.68
Patients with Inherited Bleeding Disorders in Hospitals without a PD2023_005 12.103
Haemophilia Treatment Centre
Victims Rights Act 1996 PD2005_287 12.105
Research Governance in NSW Public Health Organisations GL2011 001 12.116
Pressure Injury Prevention and Management PD2021 023 12.117
Care Type Policy for Acute, Sub-Acute and Non-Acute and Mental Health PD2016_039 12.129
Admitted Patient Care
Patient Safety & Clinical Quality Program PD2005 608 12.148
Kidney Health Check: Promoting the Early Detection & Management of PD2010_023 12.164
Chronic Kidney Disease
End-of-Life Care and Decision-Making GL2021 004 12.171
Responding to Needs of People with Disability during Hospitalisation PD2017 001 12.172
Drug and Alcohol Clinical Supervision Guidelines GL2006_009 12.193
Managing withdrawal from alcohol and other drugs 1B2022 041 12.235
Prevention of Venous Thromboembolism PD2019_057 12.236
Term Changeover — Ensuring an Effective Handover of Patient Care GL2008 015 12.251
Using Resuscitation Plans in End of Life Decisions PD2014 030 12.251
Insertion and Management of Nasogastric and Orogastric Tubes in Adults GL2023 001 12.267
Healthcare Rights 1B2023 032 12.269
Clinical Handover PD2019 020 12.270
Palliative Care Strategic Framework 2010-2013 PD2010 003 12.276
Same Gender Accommodation PD2022 042 12.277
Recognition and Management of Patients who are Deteriorating PD2020 018 12.282
Inter-Facility Transfer Process for Adults Requiring Specialist Care PD2011 031 12.308
Pathway for Acute Coronary Syndrome Assessment (PACSA) 1B2023 009 12.322
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Aboriginal Ear Health Program Guidelines GL2011 013 12.323
Nutrition Care PD2017 041 12.324
NSW Aboriginal Health Plan 2013-2023 PD2012 066 12.341
NSW Health & Ageing and Disability and Home Care (ADHC) Joint GL2013_001 12.342
Guideline
Snakebite & Spiderbite Clinical Management Guidelines 2013 - Third GL2014 005 12.344
Edition
Insertion and Management of Urethral Catheters for Adult Patients GL2021 015 12.345
ComPacks Program Guidelines GL2016 023 12.345
Cardiac Monitoring of Adult Cardiac Patients in NSW Public Hospitals 1B2022 027 12.346
NSW Clinical Service Framework for Chronic Heart Failure 2016 GL2017 006 12.347
Growth Assessment in Children and Weight Status Assessment in Adults GL2017 021 12.348
Youth Health and Wellbeing Assessment GL2018 003 12.349
Establishing a Subcutaneous Immunoglobulin (SCIG) Hospital Program GL2020 024 12.350
National Health and Medical Research Council's New National Guidelines 1B2021_001 12.352
for Drinking Alcohol
Clinical principles for end of life and Palliative Care GL2021 016 12.353
Domestic Violence Routine Screening PD2023 009 12.354
CHAPTER 13 - MENTAL HEALTH PD/IB/GL Page
NUMBER No
Seclusion and Restraint in NSW Health Settings PD2020 004 13.1
Aggression, Seclusion & Restraint in Mental Health Facilities — Guideline GL2012 005 13.18
Focused Upon Older People
HEALTHPLAN — Mental Health Services Supporting Plan GL2012 006 13.19
Clinical Care of people who may be suicidal PD2022 043 13.20
Sexual Safety — Responsibilities and Minimum Requirements for Mental PD2013_038 13.38
Health Services
Sexual Safety of Mental Health Consumers Guidelines GL2013 012 13.54
The NSW Aboriginal Mental Health and Wellbeing Strategy 2020-2025 1B2021 002 13.56
NSW Older People’s Mental Health Services SERVICE PLAN 2017-2027 GL2017 022 13.57
Specialist Mental Health Services for Older People (SMHSOP) Community GL2017_003 13.57
Model of Care Guideline
Discharge Planning and Transfer of Care for Consumers of NSW Health PD2019_045 13.58
Mental Health Services
Drug and Alcohol Psychosocial Interventions Professional Practice GL2008_009 13.75
Guidelines
Mental Health Clinical Documentation Guidelines GL2014 002 13.75
Physical Health Care within Mental Health Services PD2017 033 13.76
Physical Health Care for People Living with Mental Health Issues GL2021 006 13.82
SAFE START Strategic Policy PD2010 016 13.83
SAFE START Guidelines: Improving Mental Health Outcomes for Parents GL2010_004 13.84
& Infants
School-Link Initiative Memorandum of Understanding PD2010 020 13.85
Electroconvulsive Therapy (ECT) ECT Minimum Standard of Practice in PD2011 003 13.87
NSW
Accessing Inpatient Mental Health Care for Children and Adolescents 1B2023 001 13.88
Chief Psychiatrist Panel Review of Complex Mental Health Treatment Plans PD2011_055 13.89
Monitoring Clozapine-induced Myocarditis GL2022 011 13.93
Forensic Mental Health Services PD2012 050 13.94
Mental Health Triage Policy PD2012 053 13.95
Call Handling Guidelines for Mental Health Telephone Triage Services GL2012 008 13.119
Psychiatric Emergency Care Centre Model of Care Guideline GL2015_009 13.120
NSW SMHSOP Acute Inpatient Unit Model of Care Guideline GL2016 016 13.121
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Engagement and Observation in Mental Health Inpatient Units PD2017 025 13.122
Adult Mental Health Intensive Care Networks PD2019 024 13.131
Management of Patients with Acute Severe Behavioural Disturbance in GL2015_007 13.148
Emergency Departments
Supporting Young People During Transition to Adult Mental Health Services GL2018 022 13.149
Use of Audio-Visual Link for Mental Health Assessments under the Mental GL2022 007 13.150
Health Act 2007
Forensic Patient Electronic Monitoring GL2022 008 13.151
Domestic Violence Routine Screening PD2023 009 13.152
CHAPTER 14 - MIGRANT HEALTH PD/IB/GL Page
NUMBER No
Standard Procedures Working with Health Care Interpreters PD2017 044 14.1
Domestic Violence and Migration Regulations: Relevance for Health 1B2018 017 14.33
Workers
NSW Plan for Healthy Culturally and Linguistically Diverse Communities: PD2019 018 14.35
2019-2023
CHAPTER 15 - NURSING PD/IB/GL Page
NUMBER No
NSW Health Nurse Practitioners PD2022 057 15.1
Nursing and Midwifery Management of Drug and Alcohol use in the PD2020_032 15.2
Delivery of Health Care
Nursing & Midwifery Clinical Guidelines — Identifying and Responding to GL2008_001 15.2
Drug & Alcohol Issues
Nurse administered Thrombolysis for ST Elevation Myocardial Infarction PD2022 055 15.3
(STEMI)
Nurse Delegated Emergency Care (NDEC) Nurse Management Guidelines GL2017_009 154
(NMG)
RN Supply and Administration of STI Therapies in Publicly Funded Sexual PD2020_024 15.5
Health Services
CHAPTER 16 — AGED CARE FACILITIES (NURSING HOMES) PD/IB/GL Page
NUMBER No
Reporting for Residential Aged Care Services PD2022 054 16.1
Wellness and Reablement in Aged Care GL2021 002 16.3
CHAPTER 17 - OBSTETRICS PD/IB/GL Page
NUMBER No
Public Homebirth Services in NSW GL2020 022 17.1
Management of Threatened Preterm Labour GL2022 006 17.2
Reporting of Maternal Deaths to the Clinical Excellence Commission PD2021_006 17.3
Management and Investigation of a Stillbirth PD2007 025 17.4
Maternity — Management of Pregnancy Beyond 41 Weeks Gestation GL2014 015 17.17
Assisted Reproductive Technology - Ethical Guidelines GL2006 011 17.18
Genetic Testing including DNA Diagnostic Testing, DNA Testing for PD2007_066 17.18
Mutation Carriers and DNA Predictive and Presymptomatic Testing
Prenatal Testing/Screening for Down Syndrome & Other Chromosomal PD2007_067 17.35
Abnormalities
Genetic Testing - Guidelines for Prioritising Genetic Tests GL2007 013 17.53
DNA Testing - Predictive and Diagnostic for Serious Adult Onset PD2005_303 17.55
Neurogenetic Disorders
Maternity — Management of Hypertensive Disorders of Pregnancy PD2011 064 17.64
Care Pathway for Women Concerned about Fetal Movements GL2021 019 17.93
Rh (D) Immunoglobulin (Anti-D) GL2015 011 17.94
Investigation, Review and Reporting of Perinatal Deaths PD2022 046 17.95
Framework for Termination of Pregnancy in New South Wales PD2021 018 17.102

Last updated October 2023



https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_025
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_024
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=gl2015_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_022
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_008
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023_009
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_044
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=ib2018_017
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2022_057
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_032
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2008_001
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2022_055
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_009
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_024
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=pd2022_054
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2021_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=gl2020_022
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_006
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2021_006
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2007_025
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2014_015
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2006_011
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2007_066
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2007_067
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2007_013
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2005_303
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2011_064
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2021_019
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2015_011
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2022_046
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=pd2021_018

MOH.9999.0815.0009

Prevention of Termination of Pregnancy for the Sole Purpose of Sex GL2021_008 17.111
Selection
Maternity —Resuscitation of the Newborn Infant GL2018 016 17.113
Postpartum Haemorrhage (PPH) GL2021 017 17.114
Maternity — Timing of planned or pre-labour Caesarean Section at Term GL2016 015 17.115
Maternity - Safety and Quality Essentials PD2023 031 17.116
Maternity — Management of Early Pregnancy Complications PD2012 022 17.118
Maternal & Child Health Primary Health Care Policy PD2010 017 17.152
Maternity- National Midwifery Guidelines for Consultation and Referral PD2020_008 17.153
Maternity — Fetal Heart Rate Monitoring GL2018 025 17.155
Connecting, listening and responding: A Blueprint for Action — Maternity 1B2023_006 17.156
Care in NSW
Maternity — Oxytocin for the Induction of Labour at or Beyond Term PD2011_075 17.158
Maternity — Supporting Women in Their Next Birth after Caesarean Section GL2014_004 17.167
(NBAC)
Maternity — Indications for Placental Histological Examination GL2014 006 17.168
Maternity — Pregnancy and Birthing Care for Women Affected by Female GL2014 016 17.168
Genital Mutilation/Cutting
Guidelines for the Management of Substance Use During Pregnancy, Birth GL2014 022 17.170
and the Postnatal Period
Neonatal and Infant Hepatitis B Prevention and Vaccination Program PD2023 032 17.171
Maternity — External Cephalic Version GL2017 007 17.172
Maternity - Supporting Women Planning a Vaginal Breech Birth GL2017 008 17.172
Visiting Endorsed Midwife Practice PD2023 036 17.173
Nausea and Vomiting in Pregnancy and Hyperemesis Gravidarum GL2022 009 17.174
Reducing the effects of smoking and vaping on pregnancy and newborn PD2022_050 17.175
outcomes
Care of women with suspected or confirmed Fetal Growth Restriction GL2023 004 17.176
Domestic Violence Routine Screening PD2023 009 17.178
CHAPTER 18 - OUTPATIENTS PD/IB/GL Page
NUMBER No
NSW Needle and Syringe Program GL2023 014 18.1
CHAPTER 19 - PATHOLOGY PD/IB/GL Page
NUMBER No
Blood Management PD2018 042 19.1
Cord Blood - Public and Private Cord Blood Banking PD2015 048 19.13
Responsibilities of Medical Officers with Regard to Drivers 1B2013 059 19.19
Forensic Drug and Alcohol Sampling in Emergency Departments PD2021 010 19.21
Management of Sudden Unexpected Death in Infancy (SUDI) PD2019 035 19.22
Non-Coronial Post Mortems PD2013 051 19.23
Destitute Persons - Cremation or Burial PD2008 012 19.41
Coroners’ Cases and the Coroners Act 2009 PD2010_054 19.49
Coronial Checklist 1B2010 058 19.60
Accreditation of Pathology Laboratories in NSW Health PD2017 011 19.61
Point of Care Testing (PoCT) Service PD2018 028 19.62
Transport of Pathology Specimens to Laboratories PD2023 001 19.70
CHAPTER 20 - PHARMACEUTICAL MATTERS PD/IB/GL Page
NUMBER No
Medication Handling PD2022 032 20.1
Tenecteplase Replacement in Public Hospitals for Ambulance Paramedics 1B2013 063 20.2
Approval Process for Medicines and their use PD2022 056 20.3
Preparation of pharmaceutical and advanced therapeutic products PD2015 007 20.15
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FOREWORD

This is one of a series of Public Hospital Procedure Manuals produced as a joint project by the
Department of Health New South Wales and the Australian College of Health Service Administrators
(NSW Branch).

Whilst the manual reflects the current Departmental policies contained in the Consolidated Circulars
that it supersedes, it must be emphasised that it is a ‘live’ document to which amendments will be
issued on a regular basis. Amendments should be recorded on the amendment sheet.

Suggestions are invited for amendments and should be submitted through the appropriate channels i.e.
hospital administration, Area/District Offices.
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1. ANAESTHETICS 1.1

PRINCIPLES OF ANAESTHETIC CARE

. Anaesthesia should be administered only by medical practitioners with appropriate training in
anaesthesia.

o Every patient presenting for anaesthesia should have a pre-anaesthetic consultation by a medical
practitioner.

. Modern practice demands certain basic facilities, equipment and staff for safe administration of
anaesthesia.

o An operation involving a general anaesthetic is not to be undertaken unless the services are
available of a second medical practitioner to act as anaesthetist.

(Faculty of Anaesthetists, Royal Australasian College of Surgeons Documents Nos. P2, P7, T1, T3,
T4, T6.)

PRE-ANAESTHETIC CONSULTATION

. The pre-anaesthetic consultation will ensure that the patient is in the optimal state for anaesthesia
and surgery. It should be performed by the anaesthetist who is to administer the anaesthetic.

. The pre-anaesthetic consultation should include:

(a) Identification of the patient

(b)  Confirmation of the nature of the procedures

(¢) A medical history and clinical examination of the patient
(d)  Ordering appropriate pre-medical if necessary

(e) A written summary, which is part of the medical record

(Faculty of Anaesthetists, Royal Australasian College of Surgeons, Document No. P7.)

ADMINISTRATION OF DRUGS SPECIFICALLY TO PRODUCE COMA

. Every patient who is to be given drugs for the specific purpose of producing coma should have a
general medical assessment by a medical practitioner.

o Persons administering drugs which produce coma should have the basic knowledge to be able to:

- understand and deal with the actions of the drug and a drug being administered;

- defect and manage appropriately any complications arising from these actions;

- anticipate and manage appropriately the modifications of these actions by any concurrent
therapeutic regime or disease process which may be present.

o The administration of drugs for the specific purpose of producing coma should be directly
supervised by a practitioner with appropriate postgraduate training in anaesthetics. This person
must not assume the additional role of operator.
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1. ANAESTHETICS 1.2

. Whenever drugs are used to produce coma, certain basic facilities, equipment and staff should be
provided.

(Faculty of Anaesthetists, Royal Australasian College of Surgeons, Documents Nos. P5, P4, P8, T1.)

MAJOR REGIONAL ANAESTHESIA

o Major regional anaesthesia should be undertaken only by persons with adequate experience in
the technique to be applied, and the ability to recognise and treat any complications arising from
the anaesthetic technique, promptly and competently.

. Management of major regional anaesthesia should include appropriate monitoring and therapy
by the anaesthetist, who should be present until the block is complete, the condition of the
patient is stable, and any surgical procedure has been completed.

. The placement and subsequent management of an epidural cannula, including top-up doses,
remains the responsibility of the anaesthetist inserting the cannula, no matter who performs these
later procedures.

o Should the anaesthetist delegate the further management including topping up of the epidural
cannula to another person it is the responsibility of the anaesthetist to properly hand over the
patient’s management to that person and to satisfy himself or herself of the competence of that
person to manage the patient and carry out the top-up procedure. Adequate medical records
documenting the time, due and subsequent effects must be kept.

. Competence should be established by:

(a) a form of accreditation which certifies that the procedure has been carried out
satisfactorily under supervision, and

(b)  inquiry of the person to establish familiarity with and knowledge of the procedure and
subsequent management, including the management of complications.

. No person may be required to carry out the top-up procedure if he or she is uncertain of his or
her competence to do so.

o Certain basic facilities, equipment and staff for the safe administration of anaesthesia should be
provided.

o The anaesthetist must ensure that he or she is readily contactable, and suitable arrangements
must be made for a competent medical officer to be available to see the patient at any time

during major regional anaesthesia should the nursing staff consider this necessary.

(Faculty of Anaesthetists, Royal Australasian College of Surgeons Document Nos. P3, T1.)
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1. ANAESTHETICS 1.3

ANAESTHETIC MACHINES

The Special Committee investigating deaths under anaesthesia received reports of fatalities attributed
to accidental jamming of non re-breathing (Ruben type) valves in the inspiratory position. The
patients were subjected to excessive intrapulmonary pressures as gases from the anaesthetic machine
entering the system were unable to escape therefrom.

This accident is likely to arise in any non re-breathing valve which, like the Ruben, does not include a
built-in pressure limiting safety device. Anaesthetists should be aware that any sudden, possibly
unnoticed, variation in gas inflow or patient ventilatory pattern may so jam the valve that a disastrous
pressure injury results. Examples of the way in which this may occur are:

(a) Major variations in patient minute volume.
(b) Coughing following a period of breath-holding.
(c) Accident operation of the emergency oxygen flow control.

Medical interference with the function of the valve spindle by drapes, when the operative field
includes the head and neck area, is another possible cause.

Since no guarantee can be given that one or more of the above circumstances will not happen in any
anaesthetic, the Special Committee considers that no system which includes a non re-breathing valve
should be set up which does not contain a pressure-relief device, set to operate at a pressure below
that which could cause damage to the patient’s lungs.

It has been suggested that the simplest way of achieving this is to position a straight Heidbrink-type
expiratory valve between the gas supply and the reservoir bag of the system. (If the hospital’s
machines do not incorporate an appropriate pressure relief device, steps should be taken to see that a
Heidbrink-type expiratory valve as recommended is available for the use of anaesthetists.) This valve
should be set to ‘blow off” at pressure which can be achieved comfortably by a forcible expiration. A
characteristic hiss of escaping gas will warn the anaesthetist that the non re-breathing valve has
jammed, whilst at the same time ensuring that pressure in the system does not build up to dangerous
levels.

Following the issue of Commission Notice 70/20 concerning modifications of Emergency Oxygen
Valves to prevent inadvertent operation, several hospitals enquired whether this referred to the valve
in the circle absorber or the valve on the frame of the machine. The valve for which modification is
recommended is the one situated on the circle absorber (Boyle MK.111).

Hospitals are also reminded of the need for machines to be fitted with an oxygen low level alarm.
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To view any policy document as published on the Policy Distribution System click the

link on the policy number in the table below.

CHAPTER 2 - PAEDIATRICS

TABLE OF CONTENTS
PD/IB/GL
NUMBER
Newborn Bloodspot Screening Policy PD2016_015
Breastfeeding in NSW: Promotion Protection and Support PD2018 034
Breastmilk — Safe Management GL2023 021
Apnoea Monitors GL2012 002
Growth Assessment in Children and Weight Status Assessment in Adults GL2017 021
Circumcision of Normal Infant Males PD2020 035
Tiered Networking Arrangements for Perinatal Care in NSW PD2023 035
NSW Paediatric Service Capability Framework GL2017 010
Maternity and Neonatal Service Capability GL2022 002
Humidified High Flow Nasal Cannula Oxygen Guideline for Metropolitan GL2016_004
Paediatric Wards and EDs — 1* Edition
Infants and Children Insertion and Confirmation of Placement of Nasogastric GL2016_006
and Orogastric Tubes
Management of Sudden Unexpected Death in Infancy (SUDI) PD2019 035
Recommended Safe Sleep Practices for Babies GL2021 013
Management of Cerebral Palsy in Children - A Guide for Allied Health GL2018 006
Professionals
Feeding Difficulties in Children - A Guide for Allied Health Professionals GL2016 007
Suspected Child Abuse and Neglect (SCAN) Medical Protocol GL2014 012
Neonatal Abstinence Syndrome Guidelines GL2013 008
Rural Paediatric Emergency Clinical Guidelines, Third Edition GL2021 011
Standards for Paediatric Intravenous Fluids: NSW Health (Second Edition) GL2015 008
Standards for Paediatric IV Fluids 1B2014 066
Infants and Children: Acute Management of Altered Consciousness in GL2014 019
Emergency Departments
Infants and Children: Acute Management of Community Acquired Pneumonia GL2018 007
Statewide Infant Screening — Hearing (SWISH) Program GL2010 002
Safety and Wellbeing of Children and Adolescents in NSW Acute Health PD2022 053
Facilities
Guidelines for Hospitals and Maternity Staff in Their Response to Parents PD2005_ 545
Considering the Adoption of Their Child
Minimisation of Neonatal Early Onset of Group Streptococcus GBS Sepsis GL2017 002
NSW Paediatric Clinical Care and Inter-hospital Transfer Arrangements PD2023 019
Neonatal Consultation, Referral and Transfer Arrangements in Collaboration 1B2020 015
with NETS
Paediatric Clinical Practice Guideline 1B2020 041
Management of Infants and Children with Congenital Talipes Equinovarus GL2014 014
Infants and Children: Acute Management of Bronchiolitis GL2018 001
Infants and Children: Acute Management of Sore Throat GL2014 021
Youth Health and Wellbeing Assessment Guideline GL2018 003
Infants and Children: Initial Management Fever or Suspected Infection- GL2015 013
Oncology and Stem Cell Transplantation
Paediatric Procedural Sedation - Guide for Emergency Departments, Wards, GL2018 011

Last updated October 2023



https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2016_015
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2018_034
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2023_021
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2012_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_021
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_035
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023_035
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_010
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2016_004
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2016_006
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_035
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2021_013
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_006
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2016_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2014_012
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2013_008
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2021_011
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2015_008
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=IB2014_066
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2014_019
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2010_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2022_053
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2005_545
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023_019
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=ib2020_015
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=IB2020_041
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2014_014
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_001
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2014_021
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_003
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2015_013
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_011

MOH.9999.0815.0019

Clinics and Imaging

Jaundice Identification and Management — Neonates - >32 weeks GL2016 027
Hypoxic ischaemic encephalopathy in newborns - recognition, monitoring and 1B2023 028
early management

Child Wellbeing and Child Protection Policies and Procedures for NSW Health PD2013_007
Statewide Eyesight Preschooler Screening (StEPS) Program PD2018 015
Paediatric Procedural Sedation - Guide for Emergency Departments, Wards, GL2018 011
Clinics and Imaging

The First 2000 Days Framework PD2019_008
First 2000 Days Implementation Strategy 1B2021 011
Pasteurised Donor Human Milk for Vulnerable Infants PD2018 043
New Street Service Policy and Procedures PD2018 035
Maternity - Management of Monochorionic Twin Pregnancy GL2020 011
Management of Positional Plagiocephaly by Allied Health Professionals GL2020 013
Clinical Determination for Boarder Baby Registration GL.2020 020
Syphilis in Pregnancy and Newborns PD2023 029

Last updated October 2023



https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2016_027
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=IB2023_028
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2013_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2018_015
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_011
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_008
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NEWBORN BLOODSPOT SCREENING POLICY (PD2016_015)

PD2016_015 rescinds PD2006_099.

PURPOSE

This Policy Directive provides direction to maternity services in NSW regarding the requirements of
the Newborn Bloodspot Screening Program. This includes the following information: parents /
guardians must be provided with information about conditions that are screened for by the Newborn
Bloodspot Screening Program; the consent and documentation that must be obtained and recorded;
and the requirements in relation to the privacy, storage and security of the information collected.

MANDATORY REQUIREMENTS

All parents / guardians must be provided with the consumer brochure Newborn Bloodspot Screening
in the last four to six weeks of pregnancy.

All parents / guardians must be told about:

o What information is collected

. Storage of the blood sample

o The potential uses of the information collected
o The potential future uses of the blood sample
o The privacy and protection processes.

All parents / guardians must be provided an opportunity to ask questions about the Newborn
Bloodspot Screening program.

All parents / guardians must sign the written consent component of the newborn screening card prior
to the blood sample being collected.

All parents / guardians must be offered Newborn Bloodspot Screening for their baby within 48—72
hours of the baby’s birth.

A newborn bloodspot screening card must be sent to the Newborn Bloodspot Screening laboratory for
every baby born in NSW, even in the event that the parents/guardians have refused the screening test.

IMPLEMENTATION

The Chief Executives of NSW Local Health Districts are ultimately responsible for the
implementation of this Policy Directive within their services / facilities.

1 BACKGROUND
1.1 Introduction

Newborn bloodspot screening (NBS) detects babies at risk of serious disorders including
phenylketonuria, primary congenital hypothyroidism, cystic fibrosis, galactosaemia and rare
metabolic disorders of amino acids, organic acids and fatty acid oxidation defects. Early diagnosis and
treatment by medication or diet can prevent death or serious complications and can lead to
significantly improved outcomes. Among the 100,000 babies born each year in NSW and ACT, over
100 babies are diagnosed with one of these conditions.
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2.2

A checklist (Appendix 1) has been developed for health professionals to ensure that parents have been

provided the information at the most appropriate time about the:

1.2

Must - Indicates a mandatory action requiring compliance.

Screening tests and benefits

Storage and potential uses of bloodspots
Consent processes

Legally enforceable privacy safeguards.

Key definitions

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

1.3 Abbreviations

CF Cystic Fibrosis

DNA Deoxyribonucleic acid

LHD Local Health District

MCAD | Medium chain acyl coenzyme A dehydrogenase
MOU | Memorandum of Understanding

NBS Newborn Bloodspot Screening

PHO Public Health Organisation

PKU Phenylketonuria

PPM Privately practising midwife
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2.3

FLOWCHART: NEWBORN BLOODSPOT SCREENING PROCESS

ANTENATAL PERIOD
In the last 4-6 weeks of pregnancy

v

e Provide consumer brochure to parents

Tests To Protect Your Baby

e Provide an opportunity for questions
and discussion

e Offer to show DVD Tests To Protect
Your Baby

POSTNATAL PERIOD
Prior to the screenina test

v

Parents received information?

YES

Consent gained?

|

Written Consent
Ensure parent completes consent

section on NBS card and signs the €—

card prior to sample collection.

v

Sample collection
Explain process
Feeding or holding baby is
encouraged
Ensure the baby is warm and
comfortable before blood
collection Clean heel with a
alcohol wipe or sterile water
Dry the heel
Puncture the clean dry heel at
the edge of the plantar surface
using an automated lancet.
Wipe away the first drop of
blood to remove any
contamination
Completely fill each circle from
one side and until the blood
has soaked through the paper
Fill all three circles
Air dry card for 4 hours
Send NBS card to laboratory
as per local procedure.

YES 1l |
NO
e Provide consumer brochure to parents
NO Tests To Protect Your Baby
e Provide an opportunity for questions and
discussion
A 4

baby screened

e Ensure parents/guardians are aware of
the risks and benefits of having their

e Offer discussion with paediatrician or
contact with the Director of the
Newborn Screening Programme.

YES

Consent gained?

Documentation
Document in the baby’s
clinical notes:

e That information was
provided and discussion
occurred about NBS

e Consent or Refusal

e That the test occurred if
consented

e Date of test

If NBS refused, document the
reason why and steps taken
to allay parent/s concerns.
Document in the baby’s
Personal Health Record
whether or not the test
occurred.

NO

Y

Complete the NBS
card with all
information required
Write refusal on the
NBS card

‘Refusal’ form signed
Send NBS card and
refusal form to
laboratory, place
copy of refusal form
in clinical notes.
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2 INFORMATION FOR PARENTS / GUARDIANS

All information as outlined below must be provided to parents / guardians prior to the blood sample
being collected.

o Parents / guardians:

o Must be given a copy of the consumer brochure Newborn Bloodspot Screening in an
appropriate language where possible

o Should be offered the opportunity to watch the NSW & ACT Newborn Screening Tests
Education Video For Parents

¢ Must be told:

— What information is collected Section 8.1

— Storage of the blood sample Section 8.2

— The potential uses of the health information collected Section 8.3
— Potential future use of the blood sample Section 8.4

— The privacy and protection processes Section 8.2

o Must be provided with the opportunity to ask questions (discussion and questions may
occur either in a group situation such as antenatal classes and / or on a one to one basis).
An interpreter must be present for this discussion if required.

NOTE: The consumer brochure must not be distributed without discussion.

3  BLOODSPOT SCREENING

Newborn bloodspot screening is highly recommended for all babies. Among the 100,000 babies born
each year in NSW and ACT, over 100 babies are diagnosed with one of the conditions tested for.
Early diagnosis and immediate treatment by medication or diet can prevent death or serious
complications including intellectual disability, and lead to significantly improved outcomes.

Therefore:
. Newborn bloodspot screening must be offered to all babies.
o Parents / guardians should be informed about newborn bloodspot screening during the last four

to six weeks of their pregnancy to allow sufficient time for consideration, clarification and
informed decision-making

o Prior to the blood sample being collected, the person taking the sample must:
o Check that parents / guardians have received a copy of the consumer brochure Newborn
Bloodspot Screening
o That they have had opportunity for discussion and clarification
o That they consent to the screening test
o Cross check patient identification.

265 (19/5/16)
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2.5

4 CONDITIONS SCREENED

The Newborn Bloodspot Screening program screens for approximately 25 medical conditions. Only a
small number of babies will be diagnosed with one of the medical conditions of which the following
are the more common conditions detected.

Table 2: Conditions screened for

Condition Incidence Caused by If left untreated Treatment
Primary 1 in 2,600 live Absence or abnormal | Causes growth and | Medication with
congenital births (about 40 formation or function | intellectual thyroid hormone
hypothyroidism: | babies per year). of the thyroid gland. | disability if not started early results
treated. in normal growth
and development.
Cystic Fibrosis | 1 in 3,700 live A dysfunctional gene | Without treatment | Early
(CF): births (about 30 results in thick severe chest commencement of
babies per year). mucus in different infections occur treatment greatly
organs throughout and often very improves the health
the body in particular | serious failure to of individuals with
the lungs and thrive leading to CF.
gastrointestinal tract. | early death.
NOTE: Newborn bloodspot screening detects about 95% of babies with CF. Screening
will also detect some babies who may only be healthy carriers. For these babies a sweat
test at about six weeks of age determines whether the baby has CF or is a healthy carrier.
Phenylketonuria| 1 in 10,000 live Inability of the body | High blood levels A carefully managed
(PKU): births (about 10 to break down the of phenylalanine diet low in
babies per year). essential amino acid | cause severe phenylalanine,
phenylalanine. intellectual started in the first
disability if left two to three weeks
untreated. prevents this
damage.
Medium chain | 1 in 15,000 births Inability of the body | May be life- Extra precautions are

acyl coenzyme A

(about 6-8 babies a

to completely break

threatening or

taken to ensure

dehydrogenase | year). down fat. cause severe adequate energy

(MCAD) disability during intake during

deficiency: times of common illnesses.

childhood illnesses.

Galactosaemia: | 1 in 40,000 births Inability of the body | Life-threatening A galactose-free diet
(about 1-3 babies to process galactose, | liver failure and commenced before 2
per year). a component of infections can weeks of age is

lactose found in milk | occur. lifesaving.
and other foods.

Other rare Rarer disorders that | Some disorders of Without Early detection is

metabolic in total affect the metabolism of appropriate important as diet and

disorders: approximately 20 amino acids, urea management they medications can treat

babies a year.

cycle, organic acids
and fatty acid
oxidation can be
detected.

can have severe
disability or death.

most of these
disorders.

NOTE: For further information on disorders screened for please see:

http://www.schn.health.nsw.gov.au/health-professionals/statewide-laboratory-services/nsw-newborn-

screening-programme
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5 OBTAINING AND RECORDING OF CONSENT OR REFUSAL
5.1 Consent

Offering the screening test and obtaining consent should comply with PD2005 406 Consent to
Medical Treatment — Patient Information. As the baby is a patient under the age of 14 the consent of a
parent or guardian is necessary.

The following are the levels of consent required by NSW Health for the Newborn Bloodspot Screen.

Table 3: Consent

Procedure Level of consent and documentation

Obtaining newborn blood sample for | Verbal consent required and to be documented in the baby’s
screening clinical notes.

Written consent by parent / guardian is documented on the
NBS card at the time of taking the sample.

Storage of the sample for longer than | Written consent by parent / guardian is documented on the

2 years NBS card at the time of taking the sample.
Use of the sample for de-identified Parent / guardian indicates yes / no on NBS card at the time
research of taking the sample.

NOTE: Cards without consent for de-identified research will
not be used for de-identified research.

Use of the sample for identified Written consent from either the parent or the child (dependent
research on the age of the child at the time of the research) will be
required prior to the research being commenced.

5.2  Processes for obtaining consent to newborn bloodspot screening

In newborn bloodspot screening, valid consent requires provision of full information about the test
including information about what happens to the bloodspot sample after testing as outlined in Section
7. Any NSW Public Health Organisation (PHO) caring for babies must ensure the following:

o Both sections on the newborn bloodspot screening card Consent for the collection and testing of
sample and Storage >2 years must be completed by the parent/guardian

o The newborn bloodspot screening card must be signed by the parent /guardian
o Documentation in the baby’s clinical record includes the following:
o That discussion about the newborn bloodspot screening test has occurred
o That the parent / guardian has consented

o That the newborn screening test has occurred. Use of a pre-inked stamp similar to the
example below is recommended.

. Documentation in the baby’s Personal Health Record (PHR) “Blue Book” whether or not the
newborn bloodspot screen occurred.

Baby’s name:

Signature (Health Professional)

Provision of the NBS pamphlet: Date:
Discussion of NBS information: Date:
Verbal/written consent: Date:
Completion of sample collection: Date:
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5.3  Refusals
Parents / guardians may refuse the newborn bloodspot screening test on behalf of the baby. In this
circumstance, it is suggested that parents/guardians:

o Are provided an opportunity to discuss their concerns with a paediatrician or specified health
professional who is aware of all the implications of not screening

. Are offered the option of telephoning the Director of the Newborn Screening Programme to
answer any further questions they may have Telephone (02) 9845 3659

. Are advised to notify their health care worker, in the event of the child requiring medical
attention, that the child has not been screened.

Clinicians should undertake the following:

o Document the reason for refusal in the baby’s medical record

o Complete a newborn bloodspot screening sample card, with all information completed on both
sides, and write “refusal” on the card

. Send the card and the completed refusal form to the laboratory

. Retain a copy of the refusal form in the baby’s clinical notes.

NOTE: PD2005_406 Consent to Medical Treatment — Patient Information provides guidance
concerning refusals and care and protection of minors based on the Children and Young Persons (Care
and Protection) Act 19981.

NOTE: A refusal form is available for use by hospitals in the NSW Newborn Screening Programme
Sampling Information and Guidelines (see Section 9).

6 COLLECTING THE BLOODSPOT SAMPLE

o The process for collecting the bloodspot must be explained to parents
o A blood sample is obtained by heel prick ideally when the baby is 48 to 72 hours old
o The blood sample is placed on a special pre-printed filter paper card

o Do not use the card if damaged

o Do not touch the sample area.

o The heel is the preferred site to obtain the sample. In the event that a sample cannot be obtained
at the heel and a venepuncture is being undertaken for other tests, this blood can be used for
Newborn Bloodspot Screening. In this case clinicians should ensure that the blood obtained is
not mixed with other solutions or taken from a tube containing preservative prior to placing the
sample on the card. Any blood sample obtained should be placed directly onto the card before
being used for other testing purposes

o Mothers / parents / guardians are encouraged to be present and hold the baby during the
procedure
. To relieve discomfort for the baby, breast-feeding is encouraged or alternatively comfort

measures should be provided

o Should an adverse reaction or injury occur when obtaining the blood sample, a notification
should be made through the NSW Health Incident Information Management System (IIMS).

1 NSW Children and Young Persons (Care and Protection) Act, 1998
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Table 4: Sample collection

Step | Action

1 | Ensure the baby is warm and comfortable before blood collection

2 | Puncture the clean dry heel at the edge of the plantar surface using an automated disposable
lancet (Point < 2mm)

3 | Wipe away first drop of blood

4 | Completely fill each circle from one side and until the blood has soaked through the paper
Do NOT layer blood

S | Allow spots to dry before mailing (4 hours)

6 | Return completed card without delay
To: NSW Newborn Screening Programme
Locked Bag 2012, WENTWORTHVILLE NSW 2145

6.1 Discharge prior to 48 hours of age

Arrangements must be made for the blood sample to be collected between 48 and 72 hours for all
babies discharged prior to 48 hours of age.

The bloodspot sample should only be collected prior to 48 hours of age if:
o The baby is being discharged prior to 48 hours of age, and

o Availability for sample collection post discharge is compromised.
7 RESULTS

The receipt of each baby’s bloodspot card is confirmed with the hospital of birth. Results are usually
available within two working days after receipt of the sample. In most cases the results are normal and
no further notification is made. Hospitals are only advised of individual results when retesting is
necessary.

7.1 Repeat blood test

A few babies will need to have a second blood test usually because the first test did not give a clear
result or the sample was unsuitable for testing. The reason for retesting should be explained to parents
/ guardians and most second tests will give normal results.

Routine repeat tests are required for babies with special circumstances such as those with very low
birth weight and those who have received blood products as specified in the NSW and ACT Newborn
Screening Programme: Sampling Information and Guideline (section 10).

7.2 Abnormal results

The paediatrician / doctor / privately practising midwife (PPM) identified on the newborn bloodspot
screening card is notified of test results which are abnormal, the disorder being considered and any
appropriate further samples required. It is the responsibility of this person to ensure that the baby is
promptly referred for further investigation and treatment. The name of the person responsible must be
filled in on the test card. Where there is uncertainty regarding whose name is to be written, it is
recommended that the name be that of the paediatrician of the day.
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8 NEWBORN BLOODSPOT SCREENING CARD

NSW NEWBORN SCREENING PROGRAMME

Mother's information

NSW NEWBORN SCREENING PROGRAMME

Consent for Collection and Testing of sample
Full name: thave pamel

e
' Yes No
Baby’s information e 01 01

Last name:

Date of birth: / / Time of birth:
Birth weight: Gestation: weeks ___ days

Gender: M F Notdetermined  Test<24hoursofage: Y N
Date of sample: i Time of sample:

Feeds:

(Girdeall thatappiy)
Place of birth:

Breastmilk Formula Soybased TPN Other:

of hospital)

at:
| Do side
(E home or name of hospital) |

Paediatrician/doctor/midwife in charge: ; completed card withoutdelay.
Relevant clinical information: | Baby's medical record number:

| tovoiiave)
Initial test: [ ] Repeattest: [ ] R .

| Do not touch sample area. Do not use card if damaged.
COMPLETE ALL DETAILS ON BOTH SIDES OF CARD | COMPLETELY FILL EACH CIRCLE - BLOOD MUST SOAK RIGHT
Manufacturer's Details: Sample Num ber: | THROUGH PAPER

| Ifavailable apply Baby’s hospital label on top of dotted box.
! Ensure that all of the CONSENT remains visible.

Newborn bloodspot screening cards are provided by the NSW Newborn Screening Programme, and
used in accordance with the NSW Newborn Screening Programme Sampling Information and
Guidelines. Contact details are provided in Section 9.

8.1 Information collection and process

The newborn bloodspot screening card collects written information and three bloodspots.

ALL INFORMATION must be completed on the card as each field has been included for a specific
purpose.

Once the heel prick process has occurred the newborn bloodspot screening card is sent to the

laboratory at the NSW Newborn Screening Programme at The Children’s Hospital at Westmead. The
laboratory:

o Transfers the written information to an electronic record

) Tests the blood

o Retains the card containing the unused portion of the three bloodspots for a minimum of two
years.

NOTE: All results are recorded in the electronic record, not on the card.
8.2  Privacy, storage, security and retention periods
8.2.1 Privacy, storage and security

The NSW Newborn Screening Programme as a NSW Health facility, is the custodian of the bloodspot
cards and records. Both the electronic record and the bloodspot card are subject to the privacy
protection requirements of NSW privacy legislation2-3-4. The bloodspot cards are stored in a secured
locked area with appropriate safeguards to prevent unauthorised use, disclosure, loss or other misuse.
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8.2.2 Retention of cards and data

Cards

o In accordance with National Pathology Accreditation Advisory Council requirements the
laboratory must retain the cards for a minimum of 2 years for quality assurance and audit
purposes

o In general the cards are retained for 18 years (age a child can legally consent for themselves)

o After this time the cards are destroyed.

Data

o In accordance with National Pathology Accreditation Advisory Council requirements the data

is stored for 100 years.
8.2.3 Deoxyribonucleic acid (DNA) testing and data

Newborn bloodspot screening involves biochemical testing. Approximately 1% of the samples show
an increased risk for cystic fibrosis and MCAD deficiency (a fatty acid oxidation disorder) from the
biochemical testing. As part of routine testing these samples are then retested for the most common
mutations in the DNA associated with each disorder. No DNA tests are done on any other samples
and no other DNA records are held.

8.3 Potential uses of bloodspots

Stored bloodspots have a number of potential uses (Table 5). Any further use must be in compliance
with privacy law, NSW Human Tissue Act5 and the NSW Human Tissue Legislation Amendment
Act 20126. Potential benefits from stored bloodspots include obtaining clinical information for the
child and/or the family. Whilst requests for use for this purpose are rare, the information potentially
available to families is extremely valuable. Bloodspots may also be used for research to improve
newborn screening techniques or develop new tests. Individual consent will be sought before research
on any identified sample. However, de-identified samples may be used for ethics committee approved
research with the approval of the NSW Newborn Screening Advisory Committee.

8.3.1 Table S: Potential uses of bloodspot samples

Table 5: Potential uses of bloodspot samples

Consent given on the card covers the | SEPARATE consent other than on the card is required

following: for the following:
Directly related clinical purposes Clinical use for the individual and family
e Retesting to confirm result e Further testing at the request of the parents or

guardians that may provide medical information for

e Provide information to a person or ’ . : :
the benefit of the child or family e.g. was an infection

organisation providing ongoing care

to the baby. present at birth such as cytomegalovirus
e Diagnostic information for future reproductive
decisions.
Research using non-identifiable Research using identified bloodspot samples
bloodspot samples e Research requires approval from the parent/guardian,
e Samples may be released only with the appropriate health research ethics committee and
approval by the appropriate health the NSW Newborn Screening Advisory Committee.

research ethics committee and the
NSW Newborn Screening Advisory
Committee

5 NSW Human Tissue Act, 1983
6 NSW Human Tissue Amendment Act, 2012
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Table 5: Potential uses of bloodspot samples

Consent given on the card covers the | SEPARATE consent other than on the card is required
following: for the following:

Laboratory quality control Third party access

e Access to stored samples or information by employers,
insurers, police, legal representatives, other relatives or
medical practitioners requires written consent of the
parent/guardian (or child if of age of consent) or by

court order.
Patient access Coronial purposes
e Parents/guardians on behalf of the e A memorandum of understanding (MOU) between
child or the patient at adulthood NSW Health and NSW police 2002 sets out
have the right to access personal parameters and processes for requests for access to
information held about them newborn bloodspot screening cards.

Access for law enforcement purposes and access and
disclosure authorised by law

e tis possible that access to samples and disclosure of
information may be required by court order.

8.4 Transfer of cards to parents / guardians

The laboratory must retain the bloodspot cards for a minimum of 2 years for quality assurance and
audit purposes in accordance with National Pathology Accreditation Advisory Council requirements.
Any requests from parents/guardians for the destruction or transfer of the screening cards must be
made in writing and must be supported with identification.

NOTE: Destruction or transfer of a screening card can only occur after the 2 year retention period is
complete.

NOTE: For further information on sample storage and laboratory practice, please see:
http://www.schn.health.nsw.gov.au/health-professionals/statewide-laboratory-services/nsw-newborn-

screening-programme

9 SAMPLING INFORMATION AND GUIDELINES

The NSW and ACT Newborn Screening Programme provide a guideline: Sampling Information and
Guidelines which details procedures for:
. Storage of blank NBS cards
Refusal of screening tests
Collection of the blood sample for NBS
Drying and storage of NBS cards prior to sending to laboratory

Hospital

Community
Sending of NBS cards to laboratory
When to take the sample if the baby needs a blood transfusion
Low birth weight babies
o Stillbirths and neonatal deaths.
These are updated as required to incorporate new information and procedures and are supplied to
hospitals / maternity units and privately practising midwives.
The Guideline is available either online at
http://www.schn.health.nsw.gov.au/files/attachments/newborn_screening_guidlines 2015.pdf or
from: The NSW Newborn Screening Programme

Locked Bag 2012, WENTWORTHVILLE NSW 2145

Telephone: (02) 9845 3255/ 3659, Facsimile: (02) 9845 3800,Email: newborns@chw.edu.au

e 6 e O O © o o
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10 QUALITY ASSURANCE AND MONITORING
10.1  Role of the hospital/Local Health District (LHD)

The hospital of birth is responsible for ensuring all babies are offered the newborn screening test and
arranging for any repeat samples, including those babies who have been transferred to another
hospital and require a repeat sample.

Hospitals with maternity units and those who care for babies must nominate a liaison person (e.g.
community liaison midwife or midwifery unit manager) to be responsible for newborn bloodspot
screening. The name and position of the nominated (and relief person) should be notified in writing to
The NSW Newborn Screening Programme (see Section 9). Responsibilities of the nominated newborn
screening liaison person are detailed in The NSW and ACT Newborn Screening Programme Sampling
Information and Guidelines and include the following:

. Ensuring that all parents / guardians are provided information on newborn bloodspot

o Ensuring that all babies have newborn bloodspot screening cards sent to the laboratory
irrespective of whether the sample has been collected (Section 5.3)

o Ensuring that when a repeat or extra sample is requested by the laboratory that it happens in a
timely manner

o Ensuring that staff are kept up to date with changes to the NSW Newborn Screening
Programme Sampling Information and Guidelines.

Reports from the NSW Newborn Screening Programme are regularly provided to hospitals regarding
screening samples and quality issues related to screening activities. LHDs are encouraged to ensure
these reports are monitored locally to identify trends in relation to quality and compliance with this
policy. Timely action must be taken when issues are identified that may adversely affect the efficacy
of the screening test.

The Implementation Checklist for LHDs in relation to Newborn Bloodspot Screening is at Section 15
11 CONSUMER INFORMATION

Newborn Bloodspot Screening Consumer Brochure

A printable version of the consumer brochure Newborn Bloodspot Screening is provided at

Attachment 1.For information on ordering hard copies of the consumer brochure (English only) please
visit http://www.kidsfamilies.health.nsw.gov.au/publications/

The consumer brochure can also be downloaded from the Office of Kids and Families website
http://www .kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-
bloodspot-screening/

The consumer brochure is also available for download in Arabic, Traditional Chinese, Indonesian,
Japanese, Khmer, Korean, Serbian, Turkish and Vietnamese, Thai, Bengali, Nepali, Tamil and Hindi
at http://www .kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-
bloodspot-screening/

NSW & ACT Newborn Screening Tests Education Video for Parents
Available to view online at http://www.schn.health.nsw.gov.au/health-professionals/statewide-
laboratory-services/nsw-newborn-screening-programme
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http://www.kidsfamilies.health.nsw.gov.au/publications/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
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12 APPENDIX 1: CHECKLIST FOR HEALTH PROFESSIONALS

Table 3 Checklist for health professionals

During Provide the consumer brochure Newborn Bloodspot Screening to parents preferably in
pregnancy | the last four to six weeks of pregnancy.
Provide an opportunity for discussion and questions and offer to show the DVD NSW &
ACT Newborn Screening Tests Education Video for Parents.
After Make sure that parents / guardians have been provided the consumer brochure Zests fo
birth protect your baby.
Make sure that parents/guardians have been provided with an opportunity for discussion
and questions.
Inform 1. Conditions tested — phenylketonuria, galactosaemia, hypothyroidism, cystic
parents/ fibrosis and rare metabolic disorders.
guardians | > Benefits of testing - diagnosis and treatment can prevent death or serious
about: disability.
3. Collection of blood sample — encourage mothers to be present and breastfeed or
offer alternative comfort measures.
4. Information collected — name, date of birth, hospital, etc.
5. Bloodspot storage - minimum of 2 years and in general are stored for up to 18
years — written consent on the back of the card.
6. Bloodspots and record security — governed by privacy and human tissue legislation
and Health Department policy.
7. Potential uses of, access to, and storage of bloodspot cards:
* Identified cards may be used for family benefit or research and only with
separate consent obtained before testing
* Non-identifiable cards, i.e. with identifiers permanently removed may be used
for research approved by a health research ethics committee and with the
approval of the NSW Newborn Screening Advisory Committee — consent on
the back of the card
» Parents have a right to access their child’s information. Other access requires
parental consent except where there is a court order.
8. Inform the parents about how results are conveyed
* Normal results
* Retesting
* Abnormal results.
After all 1. Record in the mother’s / baby’s medical record that information has been provided
the above and discussed.
informatio | > Obtain and document parent / guardian consent in the baby’s clinical record.
nrl(l)z:,si(:)ee;n 3. Hospital staff are required to complete the relevant section of the baby’s Personal
En d Health Record (Blue Book).
discussed: | 4- Ifparents refuse testing, see Section 5.3 of this Policy for further guidance
5. Conduct the test following sampling guidelines provided by the NSW Newborn

Screening Programme.
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http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
http://www.kidsfamilies.health.nsw.gov.au/publications/newborn-blood-spot-screening-video/
http://www.kidsfamilies.health.nsw.gov.au/publications/newborn-blood-spot-screening-video/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening/
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13 APPENDIX 2: RELEVANT DOCUMENTS

Type Published by Publication
Policy NSW Health PD2005_406 Consent to Medical Treatment — Patient Information
Directive
Policy NSW Health NSW Health Privacy Manual for Health Information as at March
Directive 2015:
http://www.health.nsw.gov.au/policies/manuals/Documents/privacy-
manual-for-health-information.pdf
Informatio | NSW Health General Retention and Disposal Authority — Public Health Services:
n Bulletin Patient/ Client
Records (GDA 17), NSW Department of Health Information Bulletin
No 2004/20,
http://www.health.nsw.gov.au/archive/cib/information-
bulletins/2004/ib2004-20.pdf
Policy NSW Health Health Care Records - Documentation and Management
Directive http://www0.health.nsw.gov.au/policies/pd/2012/pdf/PD2012 069.pdf
Legislation | NSW Act Human Tissue ACT 1983
Legislation | NSW Act Health Records and Information Privacy Act, 2002
Legislation | NSW Act NSW State Records Act, 1998
Legislation | NSW Act Privacy and Personal Information Protection Act, 1998
Legislation | NSW Act NSW Children and Young Persons (Care and Protection) Act, 1998
Resource Office of Kids and | Consumer brochure: Newborn Bloodspot Screening
Families
Resource Sydney Children’s | Consumer video: NSW & ACT Newborn Screening Tests Education
Hospital Network Video for Parents
Other National National Statement on Ethical Conduct in Research Involving
Guidelines | Health and Medical | Humans, 2007
Research Council http://www.nhmrc.gov.au/guidelines/publications/e72
Other Australian National Pathology Accreditation Advisory Council, Retention of
Guidelines | Government, laboratory records and diagnostic material.
Department of
Health
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http://www0.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
http://www.health.nsw.gov.au/policies/manuals/Documents/privacy-manual-for-health-information.pdf
http://www.health.nsw.gov.au/policies/manuals/Documents/privacy-manual-for-health-information.pdf
http://www.health.nsw.gov.au/archive/cib/information-bulletins/2004/ib2004-20.pdf
http://www.health.nsw.gov.au/archive/cib/information-bulletins/2004/ib2004-20.pdf
http://www0.health.nsw.gov.au/policies/pd/2012/pdf/PD2012_069.pdf
http://www.austlii.edu.au/au/legis/nsw/consol_act/hta1983160/
http://www.austlii.edu.au/au/legis/nsw/consol_act/hraipa2002370/
http://www.legislation.nsw.gov.au/maintop/view/inforce/act+17+1998+cd+0+N
http://www.austlii.edu.au/au/legis/nsw/consol_act/papipa1998464/
http://www.austlii.edu.au/au/legis/nsw/consol_act/caypapa1998442/
http://www.kidsfamilies.health.nsw.gov.au/publications/tests-to-protect-your-baby-newborn-bloodspot-screening
https://vimeo.com/130509773
https://vimeo.com/130509773
http://www.nhmrc.gov.au/guidelines/publications/e72
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-npaac-docs-RetLabRecDI.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-npaac-docs-RetLabRecDI.htm
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14 IMPLEMENTATION CHECKLIST

LHD/Facility:
Assessed by: Date of Assessment:

A Not Partial Full compliance
IMPLEMENTATION REQUIREMENTS T ] compliance p
1. Ensure all clinical staff working in maternity Q Q Q

services are updated on the changes to the Notes:
policy
2. Ensure all women are provided with the Q Q Q
Consumer Brochure Newborn Bloodspot Notes:
Screening
3. Ensure that written consent is provided by a Q Q Q
parent/guardian prior to collection of the blood | Notes:
sample
a a a

4. Ensure that the name and position of the
hospital-nominated newborn screening liaison Notes:
person is notified in writing to the NSW

Newborn Screening Programme

5. Ensure that Executive oversight for newborn
screening activites occurs at facility level to Notes:
ensure regular monitoring of the NSW Newborn
Screening Programme reports

15 ATTACHMENT 1: CONSUMER BROCHURE

Consumer Brochure — Newborn Bloodspot Screening. Available on
health.nsw.gov.au/policies/PD2016_015.pdf is a printable version of the Consumer Brochure

265 (19/5/16)
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BREASTFEEDING IN NSW: PROMOTION PROTECTION AND SUPPORT
(PD2018_034)

PD2018_034 rescinds PD2011_042.
PURPOSE

The policy supports NSW Health’s commitment to best practice in the promotion, protection and support
of breastfeeding; to increase the initiation and duration rates of breastfeeding and to ensure the Health
workforce have the knowledge and skills to implement this policy.

MANDATORY REQUIREMENTS

NSW Health organisations must implement the strategies, appropriate to their organisation, identified in
Section 4, The Practice Guide.

NSW Health organisations are required to comply with responsibilities under the WHO International
Code of Marketing of Breastmilk Substitutes and the Marketing in Australia of Infant Formula:
Manufacturers and Importers Agreement (MAIF).

NSW Health organisations must ensure midwives, child and family health and paediatric nurses complete
the HETI eLearning module Breastfeeding Promotion, Protection and Support (course code 45338916) at
commencement of employment and every 5 years.

The module is highly recommended, based on location and role, for Registered Nurses (RN) (Community
Health), RN Mental Health and other RNs, Enrolled Nurses and Aboriginal and Torres Strait Islander
Health Workers in contact with breastfeeding mothers.

IMPLEMENTATION

The Chief Executives or delegated officers of all NSW Health organisations must ensure the following
actions are undertaken to implement the revised Policy Directive:

» All staff are made aware of the revised Policy Directive.

* Key personnel are made aware of their responsibilities in the revised Policy Directive.

* Designated lead is identified to develop local policies/guidelines/procedures to support the
implementation of the revised Policy Directive.

Breastfeeding in NSW: Promotion Protection and Support Procedures

1 BACKGROUND
1.1 Introduction

NSW Health recognises and supports the importance of creating and providing environments in its
services and facilities, where breastfeeding is promoted, protected and supported by all staff.

This Policy Directive, Breastfeeding in NSW — Promotion, Protection and Support (policy) supports and
encourages breastfeeding as the optimal way for a woman to feed her infant. The policy also recognises
that all women and their families have the right to clear, impartial and evidence based information to
enable them to make an informed choice as to how they feed and care for their infants.

The policy is designed to contribute to the following goals:

e increase the number of infants exclusively fed with breast milk on discharge from the birth
admission

e increase the number of infants exclusively fed with breast milk to around six months of age

e increase the number of infants continued to be fed with breast milk, to 12 months and beyond, after
the introduction of family foods at around six months of age.

321(21/09/18)



MOH.9999.0815.0036

2. PAEDIATRICS 2.17
1.2 Key definitions

Health workforce Refers to medical officers, nurses, midwives, Aboriginal health
workers, allied health workers caring for pregnant and breastfeeding
women, their families and infants

Maternity continuum Refers to the antenatal, intrapartum and postnatal periods

NSW Health organisations Refers to districts, networks, services, pillars, facilities, hospitals,
community based health services

Women and their families Refers to pregnant women, mothers, fathers, partners, family and is
inclusive of the LGBTIQ community
See glossary for further definitions.

2 THE EVIDENCE

Breastfeeding is important for optimal infant nutrition, growth and healthy development, protection
against infection and chronic disease, and benefits the mother’s health. Breastfeeding provides short-term
and long-term health, economic and environmental advantages to children, women, families and society.

The provision of evidence based quality care is integral to promoting, protecting and supporting
breastfeeding in all NSW Health facilities and services. A literature review was conducted to inform the
revision of the policy. For evidence from the recent literature review see Attachment 2.

3 THE POLICY CONTEXT

This policy has been reviewed within the context of the following state, national and international
policies, frameworks, and services. The most relevant are listed below with a more extensive list at
Attachment 3.

NSW State Health Plan Towards 2021

This plan provides the strategic framework for NSW Health and sets priorities across the system for the
delivery of ‘the right care, in the right place, at the right time’ for everyone. Direction One: Keeping
People Healthy supports a healthy start to life through breastfeeding, good nutrition and a healthy weight
gain in pregnancy. This direction is also in line with one of the 12 Premier’s priorities, reduce overweight
and obesity rates of children by 5% over 10 years.

Healthy, Safe and Well a Strategic Health Plan for Children, Young People and Families 2014-2024
NSW Kids and Families

Healthy, Safe and Well is a 10-year strategic health plan focusing on preconception to 24 years of age.
This plan’s agenda is to renew efforts to promote health, prevent illness, embed early intervention and
deliver integrated, connected care for all NSW children and families no matter where they live. The
promotion of breastfeeding, in accordance with World Health Organisation (WHO) Standards and the
Baby Friendly Health Initiative (BFHI), is a strategy under the plan.

NSW Healthy Eating Active Living Strategy

This strategy provides a whole of government framework to promote and support healthy eating and
active living in NSW and to reduce the impact of lifestyle-related chronic disease. This strategy aims to
ensure that everyone has opportunities to be healthy through the delivery of evidence-based, interactive
and relevant programs. One of the strategy’s actions is to promote the initiation and duration of
breastfeeding as a way to provide good infant nutrition and reduce the risk of overweight and obesity in
childhood, adolescence and early adulthood.

321(21/09/18)

Australian National Breastfeeding Strategy

The Australian Government and jurisdictions are developing an enduring national breastfeeding strategy
to replace the 2010-2015 strategy. This strategy encourages all public and private health


https://www.nsw.gov.au/improving-nsw/premiers-priorities/
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facilities/services to implement the BFHI steps to successful breastfeeding and to work towards or
maintain BFHI accreditation. This policy will be reviewed, if required, once the national strategy has
been released.

Australian Dietary Guidelines

The early nutrition and growth of infants has an important effect on early morbidity and mortality. There
is increasing evidence of the medium and long-term effects of nutrition on health. Infant growth is now
recognised as one of the influences on health and longevity of life and breastfeeding is the foundation of
early nutrition. NSW Health supports the use of the National Health and Medical Research Council
Australian Dietary Guidelines (2013) and the Infant Feeding Guidelines (2012).

WHO 2006 growth charts

In 2012, all Australian states and territories agreed to adopt the WHO 2006 growth charts as the standard
for Australian children aged 02 years. The WHO 2006 charts reflect growth patterns among children
who are predominantly breastfed for at least 4 months and are still breastfeeding at 12 months.

Baby Friendly Health Initiative
The role of the BFHI is to protect, promote and support breastfeeding by providing frameworks for:

e  maternity services - Ten Steps to Successful Breastfeeding (Attachment 4)
e community facilities - 7 Point Plan (Attachment 5)
e neonatal services - The Neo-BFHI: The Baby-friendly Hospital Initiative (Attachment 6).

These three frameworks promote the importance of all women and families receiving appropriate support
and consistent up-to-date information about infant feeding. While breastfeeding is promoted, every
woman and family is supported to care for their infant in the best and safest way possible regardless of
feeding choices and circumstances.

4 THE PRACTICE GUIDE

There has been significant work by health professionals and service managers to promote, protect and
support breastfeeding in NSW. While Australia has a high rate of breastfeeding initiation, in NSW there
is considerable scope to increase the rates of initiation, full breastfeeding on discharge from birth
admission and breastfeeding duration.

Breastfeeding initiation and duration are influenced by many factors. For this reason a multifaceted
approach targeting change at an organisation, service delivery, community and individual level is
recommended.

Implementing the following strategies will assist NSW Health organisations to increase the rates of
initiation and duration of breastfeeding:

i.  Support infants being fed with breast milk
ii.  Provide additional support to Aboriginal women, their partners, families and communities
iii.  Provide additional support to women, their partners and families at risk of lower rates of
breastfeeding initiation and duration
iv.  Strengthen continuity of care, referral pathways and support networks
v.  Support health professionals’ education and professional development
vi. Provide breastfeeding friendly environments
vii.  Ensure monitoring and surveillance
viii.  Support Australia’s response to the Marketing in Australia of Infant Formulas: Manufacturers and
Importers Agreement 1992.
321(21/09/18)
i.  Support infants being fed with breast milk

Best Practice

NSW Health organisations providing maternity, neonatal and community child and family health
services use the relevant BFHI frameworks to improve breastfeeding practices.



https://www.eatforhealth.gov.au/
https://www.nhmrc.gov.au/guidelines-publications/n55
https://www.nhmrc.gov.au/guidelines-publications/n55
http://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/n56_infant_feeding_guidelines.pdf
http://www.who.int/childgrowth/standards/en/
https://www.midwives.org.au/baby-friendly-heath-initiative-bfhi
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All women and their families receive consistent, evidence based information, education and support
during the maternity continuum and early childhood periods regarding infant feeding.

NSW Health staff inform women and their families of accessible breastfeeding information, support
and advice from evidence based sources such as the Australian Breastfeeding Association, Pregnancy
Birth and Baby Helpline, or the Raising Children Network.

NSW Health organisations ensure all breastfed infants in their care receive breast milk from their
birth mother except where there is access to a milk bank approved by the Chief Executive. Local
arrangements should be made for special circumstances, including but not limited to, adoption, same
sex couples, foster carers and surrogacy.

NSW Health organisations ensure that infants are not separated from their mothers for any length of
time, unless clinically indicated, to support bonding and successful breastfeeding.

NSW Health organisations support women to continue breastfeeding when they or their infant are
admitted, or present to, inpatient, emergency, outpatients or paediatric services.

Breastfeeding should be encouraged, welcomed and supported in all NSW Health organisations. It is
important that there is a designated space with appropriate signage and facilities available for staff or
visitors who need to breastfeed.

NSW Health organisations, caring for women and their families, implement/maintain or link with a
breastfeeding reference group to facilitate policy implementation to protect, promote and support
breastfeeding.

NSW Health organisations implement and evaluate evidence-based interventions that promote and
support breastfeeding.

Health professionals should support women and their families to recognise the importance of
breastfeeding for the health and wellbeing of their infants. NSW Health professionals are to fully support
women and their families in their choice of infant feeding.

Evidence demonstrates that compliance with BFHI has a positive impact on short-term, medium-term and
long-term breastfeeding outcomes. Education and support from professionals and/or peers, which is both
timely and person-centred, is crucial to improving breastfeeding practices. Health professionals play a
key role in providing education and support spanning the maternity continuum and early childhood
periods.

Evidence also suggests that effective social support, peer support and influence from
fathers/partners/families combined with reassurance and guidance from skilled practitioners can help
women to overcome difficulties and find confidence in their own abilities to achieve their feeding goals.

Any breastfeeding promotion efforts and support should aim to enhance a mother’s self-efficacy and
confidence with respect to breastfeeding.

321(21/09/18)

ii. Provide additional support to Aboriginal women, their partners, families and communities

Best Practice

NSW Health organisations work in partnership with mothers of Aboriginal infants, their families and
communities to promote, protect and support breastfeeding.

NSW Health organisations implement culturally appropriate evidence-based interventions that promote
and support breastfeeding.

NSW Health organisations collaborate with other relevant government, non-government and community
organisations to promote, protect and support breastfeeding.



https://www.breastfeeding.asn.au/
http://www.pregnancybirthbaby.org.au/being-pregnant
http://www.pregnancybirthbaby.org.au/being-pregnant
http://raisingchildren.net.au/search.aspx?q=breastfeeding
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Aboriginal infants are less likely to be breastfed than non-Aboriginal infants. It is suggested that
promoting breastfeeding to the wider Aboriginal community would assist to create a stronger
breastfeeding culture, and would support Aboriginal women to breastfeed.

ili. Provide additional support to women and families at risk of lower rates of breastfeeding
initiation and duration
Best Practice

NSW Health organisations provide additional breastfeeding support to these women and their families in
the maternity continuum and early childhood periods.

NSW Health staff offer referral for women, to evidence based services/programs such as Australian
Breastfeeding Association, Get Healthy in Pregnancy (GHiP), Quitline and Quit for new life.

Women at risk of lower initiation and duration of breastfeeding include:

e women who are less than 25 years of age

e  obese women

e mothers of preterm and low birth weight infants
e  women who smoke.

Mothers practicing early skin-to-skin contact with their newborns and kangaroo care, for infants in
neonatal intensive care units, are more likely to breastfeed in the first one to four months of their child’s
life and continue for longer durations. Initiation of milk expression within one hour following birth
increases milk volume in mothers of low birth weight infants.

Evidence highlights the effectiveness of parent groups, where peers are breastfeeding infants of a similar
age, in improving breastfeeding rates/duration. Targeted peer counselling and social support, combined
with professional support, is particularly important for younger mothers.

iv. Strengthen continuity of care, referral pathways and support networks

Best Practice

NSW Health organisations maintain an effective and timely referral system from maternity, neonatal and
paediatric units to community based child and family health services.

NSW Health organisations collaborate with relevant local government, non-government and community
organisations to support women and their families to breastfeed.

Continuity of care enables women to develop a relationship with the same caregiver(s) throughout the
maternity continuum and early childhood. There is strong evidence demonstrating that continuity of care
models support initiation and duration of breastfeeding.

321(21/09/18)

Support in any form has been identified as a core component of programs to ensure good breastfeeding
outcomes. Support provided for infant feeding may be from various sources including professionals, peer
support and informal social networks. There is good evidence that a mixture of professional and peer
support, for example as provided by the Australian Breastfeeding Association, is likely to be most
effective in improving breastfeeding outcomes, particularly support around the perinatal period.

v. Support health professionals’ education and professional development

Best Practice

NSW Health organisations ensure that the health workforce, caring for women and their families,
complete the HETI My Health Learning Course Code: 45338916 Breastfeeding Promotion,
Protection and Support

NSW Health organisations provide and support access to education and continuing professional
development, based on the BFHI frameworks, to the health workforce caring for women and their
families.



https://www.breastfeeding.asn.au/
https://www.breastfeeding.asn.au/
https://www.gethealthynsw.com.au/program/get-healthy-in-pregnancy/
https://www.cancerinstitute.org.au/how-we-help/cancer-prevention/stopping-smoking/quitline
http://www.health.nsw.gov.au/tobacco/Pages/quit-for-new-life.aspx
http://www.heti.nsw.gov.au/Courses/Breastfeeding-Promotion-Protection-and-Support/
http://www.heti.nsw.gov.au/Courses/Breastfeeding-Promotion-Protection-and-Support/
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NSW Health organisations provide access to evidence based breastfeeding guidelines/resources for
the health workforce caring for women and their families.

All health professionals play a key role in promoting, protecting and supporting breastfeeding.
Breastfeeding education which increases the knowledge and confidence of medical officers, nurses,
midwives, Aboriginal health workers and other health professionals can lead to success in improving
breastfeeding outcomes.

Access to consistent evidence based information and empathic communication skills are essential to
professional development. The WHO/UNICEF BFHI training package is an effective health professional
education package. Continuing professional development will enhance the knowledge, attitude and skills
of the health workforce, enabling identification of predictors and barriers to breastfeeding.

Information to support health workers to protect, promote and support breastfeeding can be accessed via
both the NSW Health and the Australian Department of Health websites.

vi. Provide breastfeeding friendly workplaces

Best Practice

NSW Health employees are encouraged and supported to combine breastfeeding and work.

NSW Health organisations work towards achieving the Australian Breastfeeding Association
Breastfeeding Friendly Workplace Accreditation.

Providing support for breastfeeding is crucial to fostering a workplace that is free of discrimination,
offers equal employment opportunity and is family friendly while improving the health outcomes of
children. Support for breastfeeding in the workplace aids in the retention of the workforce, helps to
maintain the workforce skill base, lowers staff turnover and assists in increasing morale.

NSW Health is committed to fostering a supportive work environment for breastfeeding employees.
NSW Health staff should refer to their relevant Awards and Determinations regarding provisions around
breastfeeding and working.

NSW Health supports action at a state level by encouraging early childhood education and care
environments to support breastfeeding through the NSW Health Healthy Eating Active Living Strategy.

321(21/09/18)

vii. Ensure monitoring and surveillance

Best Practice

NSW Health seeks opportunities to develop a breastfeeding dashboard indicator linking it to relevant
performance measurement tools at the national, state and local level.

NSW Health organisations monitor initiation and where able duration of breastfeeding rates.

Monitoring, research and evaluation are important to provide further insight into breastfeeding initiation
and duration rates, as well as a better understanding of ways in which breastfeeding can be protected,
promoted and supported. To date, all monitoring of breastfeeding in Australia has been completed by
cross-sectional, retrospective or small regional cohort studies. While useful data are available, many
studies use different definitions and sampling methods that make comparisons difficult.

In NSW, ‘breastfeeding on discharge from hospital’ is routinely collected via the Perinatal Data
Collection.

viii. Support Australia’s response to the Marketing in Australia of Infant
Formulas: Manufacturers and Importers Agreement 1992 (MAIF)

Best Practice

NSW Health organisations inform employees of their responsibilities under the MAIF Agreement and
support them in meeting these responsibilities.



http://www.who.int/nutrition/topics/bfhi/en/
http://www.health.nsw.gov.au/kidsfamilies/pages/default.aspx
http://www.health.gov.au/breastfeeding
https://www.breastfeeding.asn.au/workplace
https://www.breastfeeding.asn.au/workplace
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-foodpolicy-apmaif.htm
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NSW Health staff comply with all relevant polices, such as PD2005_415 Sponsorships Policy - NSW
Health, PD2009 067 Fundraising Policy, PD2015_045 Conflicts of Interest and Gifts and Benefits

NSW Health is required to comply with responsibilities under the MAIF Agreement in particular the
following clauses:

Clause 4: Information and education
Clause 5: The general public and mothers
Clause 6: Health care system

Clause 7: Health care professionals.

This document sets out the obligations of manufacturers and importers of infant formula and gives effect
to the principles of the WHO Code in an Australian context.

NSW Health recognises the need to support staff to notify the Australian Government Department of
Health of potential breaches to the MAIF Agreement. Additional information on the MAIF Agreement
including Information for Lodging Complaints regarding breaches can be found at the_Australian
Government Department of Health MAIF Agreement webpage.

LIST OF ATTACHMENTS

Implementation checklist

The evidence

International, national and state policy, services and frameworks

Baby Friendly Health Initiative Ten Steps to Successful Breastfeeding

The 7 Point Plan for the Protection, Promotion and Support of Breastfeeding in Community Health
Services

6. Neo-BFHI - The Baby-friendly Hospital Initiative for Neonatal Wards

R N L

Attachments are available in the policy document at:
https://www]1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2018 034
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BREASTMILK: SAFE MANAGEMENT (GL2023 021)

GL2023_021 replaced PD2010_019

GUIDELINE SUMMARY

NSW Health is committed to supporting the safe management of breastmilk in all NSW Health facilities
to reduce the risk of misadministration of breastmilk and to manage any adverse incidents.

KEY PRINCIPLES

NSW Health facilities are required to reduce the risk of the misadministration of breastmilk. This
includes ensuring that all babies have secure identification in place and babies are not separated from
their mothers without a compelling reason.

All expressed breastmilk is required to be safely managed and education is to be provided to parents and
carers about this management.

If a baby is exposed to the wrong breastmilk, the relevant health professionals must conduct risk
assessments, order and interpret screening, and initiate treatment as required.

All screening, management plans, results and counselling must be documented in the relevant health care
record.

Local health districts and specialty health networks must ensure relevant staff:


http://www.health.nsw.gov.au/policies/pages/default.aspx
http://www.health.nsw.gov.au/policies/pages/default.aspx
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-publicat-document-brfeed-maif_agreement.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-publicat-document-brfeed-complaints.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-foodpolicy-apmaif.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-strateg-foodpolicy-apmaif.htm
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2018_034
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e receive education and training to support the safe management of breastmilk, to identify risks and
to manage adverse incidents

e implement strategies to reduce risk of the misadministration of breastmilk
e implement appropriate management if a baby receives the wrong breastmilk

e develop local policy and guidelines to support families who choose to intentionally feed their
baby unpasteurised breastmilk from a nominated non-birth mother

e develop local policy, guidelines and procedures to:
o implement this Guideline
o monitor practice

o document appropriately.

The Breastmilk: Safe Management guideline is available at:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=¢gi2023 021
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APNOEA MONITORS (GL2012_002)
GL2012_002 rescinds GL2005_069.

This Guideline replaces GL2005_069 Apnoea Monitors. It provides advice to clinicians that there is no
objective scientific evidence that home apnoea monitoring devices are of any value in preventing Sudden
Infant Death Syndrome (SIDS).

There is no objective scientific evidence that home apnoea monitoring devices are of any value in
preventing Sudden Infant Death Syndrome. However, it is acknowledged that there is considerable
community anxiety about Sudden Infant Death Syndrome and that home monitoring devices are available
to the general public. It should be noted that there is no indication for apnoea monitoring for the general
population.

It is recommended that only infants deemed to have had serious apnoea by a specialist paediatrician
should be placed on apnoea monitoring and this should be accompanied by appropriate advice, training
and support for parents. It is recommended that apnoea monitoring devices are only used in the
following context:

a) Adequate counselling before and during home monitoring by appropriately trained personnel;
b) Adequate training in the use of monitor and resuscitation techniques;
c) Continuous availability of medical, technical and emotional support services.

These aims may be most readily achieved if the management of an infant undergoing home monitoring is
supervised by a hospital or other facility with appropriate specialised staff, including paediatricians and
social workers.

GROWTH ASSESSMENT IN CHILDREN AND WEIGHT STATUS ASSESSMENT IN
ADULTS
(GL2017_021 issued 17/11/2017)

PURPOSE

To support core patient care, this document describes the following:
e A standardised approach to measuring weight and height in children and adults, and to measuring
length and head circumference in younger children.
e Interpreting and recording these measurements as part of determining weight status.
e Key equipment and patient considerations around taking these measurements.

KEY PRINCIPLES

Weight and height measurement of children and adults — or weight, length and head circumference
measurement of younger children — should be performed on a regular basis as part of providing good
clinical care. For example, it is necessary to measure weight, height and head circumference in order to
monitor children’s growth. It is also necessary to measure weight and height (or length) to determine
weight status in children and adults.

296(17/11/17)

Standardised measurement and interpretation of weight, height, length and weight status, will improve
the accuracy and usefulness of measurements over time and across facilities, and support clinical decision
making.

USE OF THE GUIDELINE
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This guideline helps clinicians perform weight, height, length, or head circumference measurements of
their patients, and to use these measurements to assess their patients’ weight status.

This guideline also helps managers design and establish workflow practices that enable routine
measurements.

To download the guideline go to
Growth Assessment in Children and Weight Status Assessment in Adults

296(17/11/17)
CIRCUMCISION OF NORMAL MALE INFANTS (PD2020_035)
PD2020_035 rescinds PD2012_009

POLICY STATEMENT

Routine circumcision of normal infant males is not performed in public hospitals in NSWHealth. This
does not apply to cases where there is a clear clinical need forintervention, nor directly to adult male
circumcision.

Parents who request routine circumcision must be provided with accurate informationon the risks and
benefits of circumcision.

SUMMARY OF POLICY REQUIREMENTS

Parents who request circumcision for their infant son must be provided with accurate,unbiased and up to
date information about the risks and benefits of the procedure.

Two resources that are recommended for staff:
e The Royal Australasian College of Physicians (RACP) guide for parents RACP -circumcision a
guide for parents.
e The Sydney Children’s Hospital’s Network Fact Sheet: SCHN factsheet - maleinfant
circumcision.
Parents must also be referred to RACP statement on circumcision, RACP Statement -Circumcision.

THIS POLICY DIRECTIVE MUST BE READ IN CONJUNCTION WITH:

NSW Health Policy Directive Waiting Time and Elective Surgery Policy (PD2012_011) (Section 2.3:
Circumcision is listed as a discretionary procedure “that should not routinely be performed in public
hospitals in NSW unless there is a clear clinical need to improve a patient’s physical health”)

NSW Health Information Bulletin Advice for referring and Treating Doctors — Waiting Time and
Elective Surgery Policy (1IB2012_004).
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http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_021
https://www.racp.edu.au/docs/default-source/advocacy-library/circumcision-brochure.pdf?sfvrsn=7d29301a_22
https://www.racp.edu.au/docs/default-source/advocacy-library/circumcision-brochure.pdf?sfvrsn=7d29301a_22
https://www.schn.health.nsw.gov.au/files/factsheets/male_infant_circumcision-en.pdf
https://www.schn.health.nsw.gov.au/files/factsheets/male_infant_circumcision-en.pdf
https://www.racp.edu.au/docs/default-source/advocacy-library/circumcision-of-infant-males.pdf?sfvrsn=eaa32f1a_10
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2012_011
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=IB2012_004
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TIERED NETWORKING ARRANGEMENTS FOR PERINATAL CARE IN NSW
(PD2023_035)

PD2023_03S rescinded PD2020_014 and 1B2022_026
POLICY STATEMENT

The tiered perinatal networks provide a structure to support pregnancy and birth care through the
appropriate use of maternity and neonatal services (capability); access to care appropriate to the level of
assessed patient need (patient flow); and a ‘whole of health’ approach to the management of demand

(capacity).

This Policy Directive provides guidance for NSW local health districts, and services in the ACT on the
structure, functioning and governance of tiered perinatal networks.

SUMMARY OF POLICY REQUIREMENTS

The Policy Directive refers to the care of women with high-risk pregnancy requiring referral and/or
transfer of care to a higher-level facility. It describes maternal and neonatal services in NSW, their tiered
perinatal network arrangements; the default protocol; the requirement for local health district operational
plans and escalation pathways. Reference is made to unwell neonates who require higher level care at
birth but does not include advice on the referral or movement of these patients.

Each tiered perinatal network is responsible for managing the service demands of its population. Higher
level facilities are responsible for providing support, advice and management of the women who may
require transfer within and across tiered perinatal networks.

Level 6 maternity facilities operate as a part of a statewide system of care and are required to support
other tiered perinatal networks. Whenever a maternal transfer is needed the following principles apply:

e No woman is to be moved out of her tiered perinatal network without the advice of the tiered
perinatal network Level 6 obstetric consultant.

e Women and their families are provided with timely and accessible information on the transfer
process and offered support through Aboriginal Health Liaison Officers, Aboriginal Maternal and
Infant Health Service staff, interpreters and/or other support services as required.

e The decision to transfer and determination of the urgency of transfer (medically agreed
timeframe) must be made through discussion between the obstetric consultants at the referring
and accepting facilities.

e Management of urgency and risk is aligned to the Maternal Transfers Decision Making Tool.
e Access to appropriate care must not be delayed due to maternal or neonatal bed finding. .

e The neonatal team is closely involved in the decision making/ care planning for planned high risk
births or involved in the care of urgent transfers. However, where birth is not planned or
anticipated within the next 12 hours, a neonatal bed is not required and obstetric decision making
takes precedence.

e Obstetric consultant roster must be made available with contact numbers provided.

e No Level 6 to Level 6 maternal transfers should occur from 32 weeks. An exception could be
where specific Level 6 neonatal services are required (such as surgical or cardiac).

e If during a transfer, there is deterioration in maternal condition the Aeromedical Control Centre
must contact the obstetric consultant at the receiving facility for advice and transfer logistics.
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e Higher level facilities are responsible for supporting the woman until transfer is complete, and for
notifying the referring hospital if the destination changes.

o All facilities are responsible to accept return transfers from higher level facilities.

The view the entire Tiered Networking Arrangements for Perinatal Care in NSW policy go to
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023 035

347(19/10/22)

NSW PAEDIATRIC SERVICE CAPABILITY FRAMEWORK
(GL2017_010 issued 1/6/2017)

PURPOSE

Service capability describes the planned activity and clinical complexity that a facility is capable of safely
providing. The NSW Paediatric Service Capability Framework (the ‘Framework’) identifies the scope of
planned activity for each paediatric service capability level and provides a mechanism for Local Health
Districts to assess the planned service capability of their facilities.

Facilities must be capable of providing, at a minimum, all the planned clinical services described for their
level. The Framework supports the provision of high quality, safe and timely care for infants, children
and adolescents as close to home as possible.

KEY PRINCIPLES

Paediatric medicine service levels range from no planned service to Level 6 in the major children’s
hospitals.

Surgery for Children service levels range from no planned service to Level 6. Level 6 paediatric surgery
is provided in specialist children’s hospitals where paediatric surgery and complex genetic and metabolic
services are located. There is no level 5 Surgery for Children Service.

This Framework does not cover Level 6 services.

USE OF THE GUIDELINE

Local Health Districts are responsible for determining the paediatric service capability level of their
facilities, taking into account the clinical support services available (e.g. pathology, diagnostic imaging).

The Framework also includes the Paediatric Service Capability and Surgery for Children self-assessment
checklists for assessing the planned service capability of a facility and a methodology to assist in service
planning and risk management for paediatric medicine and surgery for children.

The Framework is supported by the NSW Paediatric Service Capability Framework Companion Toolkit.

To download the guideline go to
NSW Paediatric Service Capability Framework

296(01/06/17)


https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023_035
http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_010%20

MOH.9999.0815.0047

2. PAEDIATRICS 2.28

MATERNITY AND NEONATAL SERVICE CAPABILITY (GL2022_002)
GL2022_002 replaced GL2016_018

GUIDELINE SUMMARY

This document guides NSW Health service executives, managers, clinicians, and health service planners
in planning and delivering maternity and neonatal services. The guideline describes the planned activity
and clinical complexity that a facility is capable of safely providing, and outlines the processes for
assessment, notification and reporting.

KEY PRINCIPLES

Local health districts (districts) and specialty health networks (networks) are responsible for assessing,
maintaining and reassessing the service capability level of their maternity and neonatal services.
District/networks are responsible for annual reporting of maternity and neonatal service capability levels.

The Secretary of NSW Health must be notified in advance of any planned commencement of a new
maternity or neonatal service and/or closure or restriction of the range of maternity or neonatal services.

District/networks are responsible for conducting relevant risk assessments for any planned or unplanned
change to services to support safety and quality practices, or at the request of the Ministry of Health.
Local processes must be in place to manage any identified risks to operating at a designated service
capability level.

Maternity and neonatal managers and clinicians must deliver services in line with the designated service
capability level of their facilities and partner with other services within tiered perinatal network
arrangements so women and newborns can receive the right care in the right place at the right time.

Accessible information must be provided to women and their families in the antenatal period about the
capability of their local service. This will help them understand the care that can be provided locally and
what to expect if transfer for higher-level care is required.

Care at all levels of service capability needs to be woman/person-centred (maternity), familycentred
(neonatal), culturally safe and appropriate and respond to the diverse needs of women and families
including health, mental health, disability, psychosocial and safety needs (including child protection and
domestic and family violence).

Maternity and neonatal services implement value-based health care to improve outcomes and experiences
for patients, the population, clinicians and service providers, and ensure value for the system.

To download the guideline go to:
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022 002
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HUMIDIFIED HIGH FLOW NASAL CANNULA OXYGEN GUIDELINE FOR
METROPOLITAN PAEDIATRIC WARDS AND EDs — 15T EDITION (GL2016_004)

PURPOSE

The Humidified High Flow Nasal Cannula Oxygen Guideline for Metropolitan Paediatric Wards and
ED’s, I' edition has been developed to inform practice for clinicians caring for infants and children. This
guideline was developed by a representative group of NSW Clinicians with expertise in acute paediatric
care, paediatric intensive care, and paediatric respiratory care as part of a joint project between The
Office of Kids and Families and MP4 (Metropolitan Paediatric Level 4 Units Sydney) and is aimed at
achieving the best possible care in NSW.

KEY PRINCIPLES

The guideline applies only to Metropolitan Paediatric Level 4 Units and Metropolitan Emergency
Departments where paediatric patients are managed. It requires Chief Executives of Metropolitan Local
Health Districts to determine where local adaptations are required or whether the guideline can be
adopted in the current format.

The guideline reflects what is currently regarded as a safe and appropriate approach to commencement of
Humidified High Flow Nasal Cannula Oxygen (HHFNC) and the care of infants while on HHFNC. The
document should not be seen as a stringent set of rules to be applied without the clinical input and
discretion of the managing professionals. Each patient should be individually evaluated and a decision
made as to appropriate management in order to achieve the best clinical outcome.

USE OF THE GUIDELINE

Chief Executives of Metropolitan LHD’s must ensure:

. Hospitals and facilities either adopt this protocol or adapt local protocols to comply with the
Humidified High Flow Nasal Cannula Oxygen Guideline for Metropolitan Paediatric Wards and
EDs

. Ensure that all staff treating paediatric patients are educated in the use of the locally developed

paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this new guideline.

ATTACHMENTS

1. Humidified High Flow Nasal Cannula Oxygen Guideline for Metropolitan Paediatric Wards and
EDs, 1% Edition: Guideline
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INFANTS AND CHILDREN INSERTION AND CONFIRMATION OF PLACEMENT OF
NASOGASTRIC AND OROGASTRIC TUBES (GL2016_006)

GL2016_006 rescinds GL2016_003

PURPOSE

The Infants and Children Insertion and Confirmation of Placement of Nasogastric and Orogastric Tubes
st edition Guideline provides direction to clinicians and is aimed at achieving the best possible
paediatric care in all parts of the state. The Procedural Guideline was prepared for the NSW Ministry of
Health by an expert clinical reference group under the auspice of The Office of Kids and Families.

KEY PRINCIPLES

This Guideline applies to all facilities where paediatric patients are managed. It requires the Chief
Executives of all Local Health Districts and specialty health networks to determine where local
adaptations are required or whether it can be adopted in its current Clinical Practice Guideline format in
all hospitals and facilities required to manage insertion and confirmation of nasogastric and orogastric
tube placement in infants and children.

The Clinical Practice Guideline reflects what is currently regarded as a safe and appropriate approach to
insertion and confirmation of nasogastric and orogastric tube placement in infants and children. However,
as in any clinical situation there may be factors which cannot be covered by a single set of guidelines.
This document should be used as a guide rather than as a complete authoritative statement of procedures
to be followed in respect of each individual presentation. It does not replace the need for the
application of clinical judgement to each individual presentation.

USE OF THE GUIDELINE
Chief Executives must ensure:

= This Guideline is adopted or local protocols are developed based on the Infants and Children
Insertion and Confirmation of Placement of Nasogastric and Orogastric Tubes 1st edition
Guideline

= Local protocols are in place in all hospitals and facilities likely to be required to insert a
nasogastric or orogastric tube in a paediatric patient

= Ensure that all staff treating paediatric patients are educated in the use of the locally developed
paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this revised guideline.

ATTACHMENT

2. Infants and Children Insertion and Confirmation of Placement of Nasogastric and Orogastric Tubes
1%t Edition: Guideline.
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MANAGEMENT OF SUDDEN UNEXPECTED DEATH IN INFANCY (SUDI) (PD2019 _035)

PD2019_035 rescinds PD2008_070

PURPOSE

This Policy Directive outlines the mandatory requirements for management of Sudden Unexpected Death
in Infancy (SUDI) in NSW Health facilities. It also outlines the role of NSW Health in the context of the
NSW Government response to SUDI which includes the NSW Coroner and Police.

MANDATORY REQUIREMENTS

SUDI is a reportable death under the Coroners Act 2009." Most SUDI deaths occur in the community and
are brought to their local emergency department, however SUDI can also occur in hospital. NSW
Health’s role in management of SUDI includes that local health districts and specialty health networks
must:
¢ Ensure that local policies that guide management of SUDI are easily accessible for staff. This
includes emergency departments as well as other areas that SUDI may occur such as maternity,
paediatrics and intensive care. Information for staff on how to access locally networked
paediatric services should be included.

o Ensure that adequate resources and education are provided so that staff can meet the needs of the
infant and the parents/carers, and that parents/carers have access to expert medical advice,
nursing care and social work. If necessary, these can be accessed via locally networked paediatric
services. In some instances the situation may warrant transfer of the infant to a higher level
facility.

e Nominate a hospital contact who will coordinate the SUDI response for example a social worker
or nurse. This health professional will provide support to the parents/carers and coordinate
completion of documentation required by NSW Health. A list of roles and responsibilities of
agencies and staff involved in the SUDI response is at Section 6.1 Response to Sudden
Unexpected Death in Infancy (SUDI) - Roles and Responsibilities.

e Ensure that the infant’s medical history is completed by a senior medical staff member and
documented in the health care record. A checklist to support this is at Section 6.2 Medical
History Guide — Sudden Unexpected Death in Infancy. A copy of the infant’s health care record
must be forwarded to Forensic Medicine (NSW Health Pathology) within 24 hours of the infant’s
death.

e Ensure that support is available for staff who provide care to infants and parents/carers who have
experienced SUDI. If necessary, this can be accessed via locally networked paediatric services.

Ensure there are processes to maintain the quality of care and patient experience of SUDI cases. This
includes incident notification, documentation, case discussion that includes the perspective of
parents/carers and staff and implementation of any identified improvement opportunities.

321(30/07/19)
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IMPLEMENTATION

Local health district chief executives are responsible for:
e Assigning responsibility, personnel and resources to implement this policy.

e Establishing mechanisms to ensure the mandatory requirements are applied, achieved and
sustained as usual processes in the instance of a SUDI. This should include nomination of an
executive sponsor.

e Ensuring that any local policy reflects the requirements of this policy and is written in
consultation with the hospital executive, clinical governance unit and clinical staff.

Management of Sudden Unexpected Death in Infancy (SUDI): Procedure.
1 INTRODUCTION
1.2 About This Document

Every year in NSW between 40 and 50 infants under the age of 12 months die suddenly and
unexpectedly, with a cause unable to be determined immediately.! This procedure document explains and
outlines NSW Health’s role in the management of Sudden Unexpected Death in Infancy (SUDI) and
should be used:

e When an infant is brought to a NSW Health facility, following a sudden, unexpected death
e  When an infant is brought to a NSW Health facility after a ‘near SUDI” and dies in hospital

e  When there is a sudden, unexpected infant death during a hospital admission.

NSW Health’s role in the management of SUDI includes:
e (Care of the infant and the parents/carers

e Completion of the infant’s medical history, with a copy of the infant’s health care record
forwarded to Forensic Medicine (NSW Health Pathology) within 24 hours of the infant’s death

e Completion of the post mortem examination and liaison with other agencies involved in the
Coronial process

e Participation in the NSW Government response to SUDI. A flowchart that outlines NSW
Health’s role in the SUDI response can be found at Section 6.1 Response to Sudden Unexpected
Death in Infancy (SUDI) - Roles and Responsibilities.

The SUDI response outlined in this document aims to:

e Establish where possible, the cause of death and assist parents/carers and their families to
understand how and why the death may have occurred

e Provide parents/carers with information about any potential health risks for surviving family
members

e Ensure timely completion of the infant’s medical history. A checklist to support completion of
the infant’s medical history is attached at Section 6.2 Medical History Guide — Sudden
Unexpected Death in Infancy

e Support Forensic Medicine (NSW Health Pathology) to complete the post mortem examination,
establish the cause of death and provide information for future SUDI prevention activities of
NSW Health and other agencies

e Ensure that statutory obligations are met.2 This includes assisting the NSW Coroner and Police
in their role of investigating the infant’s death.

321(30/07/19)
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1.2 Changes From the Previous Policy

1. This Policy Directive emphasises the need to provide parents/carers with any support they may
need, including medical and nursing care, social work and referral to other services such as Red
Nose Grief and Loss

2. All episodes of SUDI are to be accepted and managed in hospital, regardless of whether the
infant’s death occurred in hospital or prior to presentation. Facilities without an onsite
paediatrician, paediatric nurse or social worker and can access support via their locally
networked paediatric services. For more information about locally networked paediatric services
see GL2017 010 NSW Paediatric Service Capability Framework

3. Local Health Districts/Specialty Health Networks (LHDs/SHNs) are not required to have
facilities designated to respond to SUDI. It is expected that all facilities are able to initiate a
SUDI response

4. The SUDI Medical History Protocol has been revised. For more information see Section 6.2
Medical History Guide — Sudden Unexpected Death in Infancy (SUDI)

5. Information about requirements of a post mortem examination relates to Forensic Medicine and
is therefore out of the scope for this policy.

1.3 Definitions

Sudden Unexpected Death in Infancy (SUDI):

The sudden, unexpected death of an infant:
e Less than 12 months of age

e And where the cause was not immediately apparent at the time of death.

This definition excludes infants who die unexpectedly in misadventures due to external injury (such as
transport incidents) and accidental drowning.?

Sudden Infant Death Syndrome (SIDS):

The sudden, unexpected death of an infant:
e Lessthan 12 months of age

e With onset of the fatal episode apparently occurring during sleep, that remains unexplained after
a thorough investigation including performance of a complete autopsy, review of the
circumstances of the death and the clinical history.*

2 CLINICAL GOVERNANCE

2.1 Incident Notification

Where a sudden, unexpected death of an infant death occurs in the community and the infant is brought to
a NSW Health facility, notification in the Incident Information Management System (IIMS) is not
required and the presentation is to be managed as a SUDI, as outlined in this Policy.

As per NSW Health PD2014 004 Incident Management Policy all deaths in hospital that are unrelated to
the natural course of illness must be reported promptly in the IIMS. The Ministry of Health must be
notified of the incident via a Reportable Incident Brief (RIB) within 24 hours.
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2.2 Health Care Record

Where a post mortem is to be conducted under the direction of the Coroner, the forensic pathologist
(NSW Health Pathology) must have access to a copy of the infant’s health care record. The health care
record should be forwarded within 24 hours. For more information see 4.8 Management of the Infant’s
Health Care Record.

2.3 Case Review

Following an episode of SUDI, by the next business day, the senior medical officer overseeing the case
should review the infant’s health care record and address any outstanding issues, including any referrals
or follow-up for the parents/carers have been arranged.

LHDs/SHNSs should also review all SUDI cases, this may be as part of a mortality and morbidity meeting.
Where possible, other agencies involved in management of the case should be invited such as Forensic
Medicine (NSW Health Pathology), Ambulance and Police.

Forensic Medicine (NSW Health Pathology) may also invite clinical staff to participate in a multi-
disciplinary review.

2.4 Staff Debrief
All staff involved in an episode of SUDI should be offered the opportunity to debrief, both with other
staff and individually, if preferred, and be assisted in accessing other support services where required.

3 GENERAL PRINCIPLES

SUDI is a tragic event likely to create an intense response from the parents/carers and their families as
well as health professionals. As there is no ‘appropriate’ response to an overwhelming experience such as
SUDI, behaviour of the parents/carers and their families may seem unusual. The immediate care and
support provided by health professionals can make a significant difference to parents/carers and their
family’s grief.

Regardless of the NSW Health facility that the SUDI case presents to, appropriate physical space that
allows for privacy should be accessible so that discussions between the infant’s parents/carers and staff
can occur and that the SUDI response can be managed.

As with all episodes of patient care, where a SUDI case is managed in a NSW Health facility, accurate
documentation in the health care record is required. For more information see NSW Health PD2012_069
Health Care Records — Documentation and Management.

4 PROCEDURE FOR MANAGEMENT OF SUDI

SUDI cases will present in various ways, all of which require initiation of the SUDI response outlined in
this document. This includes unresponsive or deceased infants brought by their parents/carers or by
Ambulance, with or without Police involvement. Infants may be pronounced deceased prior to arrival, on
arrival to the Emergency Department (ED), or after admission. Each of these presentations is considered
a SUDI case and should be managed as outlined below.

The roles and responsibilities of each agency (Health, Police, Ambulance, Forensic Medicine and the
Coroner) has been summarised at Section 6.1 Response to Sudden Unexpected Death in Infancy (SUDI) -
Roles and Responsibilities.

4.1 Sudden Unexpected Infant Death in the Community
e Any infant that dies suddenly and unexpectedly in the community is to be taken to their nearest

ED

e On arrival, any immediate care should be provided as per usual ED practice and the ED senior
medical officer and nurse in charge notified
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e The ED senior medical officer is to verify the infant’s death (extinction of life) and let the
parents/carers know. The infant should be registered as a patient and admitted

e A decision is to be made as to who will coordinate immediate care of the infant and the
parents/carers, this may be a senior nurse or social worker

e The infant’s medical history must be completed by a senior medical officer, using the Medical
History Guide — Sudden Unexpected Death in Infancy (SUDI) (Section 6.2). This should be the
on-call paediatrician. If a paediatrician is not available, the locally networked paediatric service
should be contacted to determine who will complete the infant’s medical history

e  Where the infant’s death occurs outside of business hours, and social work is not available,
clinical staff should provide a handover to social work by the next business day.

4.2 Sudden Unexpected Infant Death in Hospital

e  Where a SUDI death occurs in a NSW Health facility, the Admitting Medical Officer (AMO) and
nurse in charge of the shift are to nominate a staff member to coordinate care of the infant and the
parents/carers, this may be a senior nurse or social worker

e The infant’s death (extinction of life) is to be verified and the parents/carers informed

e The infant’s medical history must be completed by a senior medical officer, using the Medical
History Guide — Sudden Unexpected Death in Infancy (SUDI) (Section 6.2). This should be the
AMO or on-call paediatrician. If a paediatrician is not available, the locally networked paediatric
service should be contacted to determine who will complete the infant’s medical history

e  Where the infant’s death occurs outside of business hours, and social work is not available, a
handover from clinical staff to social work should be provided by the next business day.

4.3 Reporting a Death to the Coroner

As per NSW Health PD2010_054 Coroner’s Cases and the Coroner’s Act 2009 and IB2010_058
Coronial Checklist sudden and unexpected deaths are reportable to the Coroner.

Where any doubt exists as to whether a death should be reported, call the duty forensic pathologist or the
clinical nurse consultant at the relevant Forensic Medicine (NSW Health Pathology) facility:

Business hours (8am - 4:30pm):
e Sydney (Lidcombe): 02 9563 9000

e Wollongong: 02 4222 5466

e Newecastle: 02 4935 9700
After hours calls should be directed to the Lidcombe Forensic Medicine facility. The relevant duty
pathologist will be notified by the Lidcombe Forensic Medicine staff.
The State Coroner’s Court may also be contacted for advice on 02 8584 7777.

Where a death is reportable to the Coroner, a death certificate must not be issued. Verification of death
(extinction of life) is to be documented in the Report of a Death of a Patient to the Coroner (Form A)
(State Form SMRO010.510). For more information see NSW Health PD2015_040 Death — Verification of
Death and Medical Certificate Cause of Death.
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4.3.1 Police

Where an infant is brought to a NSW Health facility without any contact with Police, Police should be
notified of the death via the Police Area Command so that Police can notify the Coroner. Police will
liaise with Family and Community Services where required.

If the infant is brought to a NSW Health facility by Police, the senior medical officer in charge of the
shift or their delegate should take a handover, including whether the death has been reported to the
Coroner and whether the parents/carers have any objections to a post mortem examination.

Once the infant’s death has been confirmed, Police, in their role representing the Coroner, are responsible
for the care of the infant’s body, timely transfer of the infant to the appropriate Forensic Medicine (NSW
Health Pathology) facility and investigation of the infant’s death. Police will organise formal
identification of the infant, this is to occur before the infant’s body leaves the hospital.

Where there is uncertainty or concerns about the roles and expectations of Police in a NSW Health
facility, the senior medical officer and nurse in charge should discuss their concerns with the most senior
attending Police officer. Any ongoing concerns should be escalated via the Hospital Executive and the
Police Area Command.

4.3.2 Notifying Forensic Medicine (NSW Health Pathology)

Once Police have been notified, the senior medical officer must inform the duty forensic pathologist or
clinical nurse consultant at the relevant Forensic Medicine of the SUDI death as soon as possible. Ideally
this should be the senior medical officer who completes the infant’s medical history.

Forensic Medicine should also be informed of any existing pathology samples taken prior to death, such
as blood and urine, as these samples may be required for further testing as part of the Coronial
investigation process. Contact details for Forensic Medicine are in Section 4.3.

4.4 Care of the Infant’s Body

As per NSW Health PD2010_054 Coroner’s Cases and the Coroner’s Act 2009 the hospital in whose care
the infant’s body is in, is responsible for the safe custody of the body until it is removed by Police. This
implies that the infant’s body will be in the same condition as when the death occurred and includes no
interference with cannulas, incisions or dressings.

All contact with the infant’s body must be supervised by Police or a health professional. From arrival to
hospital and/or the time of death, no evidence relating to the possible cause of the infant’s death is to be
altered. However parents/carers may stay with their infant, under supervision, and with support of the
hospital contact person. The parents/carers may hold their swaddled infant, however handling of the
infant’s body should be limited. The parents/carers will be able to see their infant again after the post-
mortem examination has taken place.

Hand/foot prints and locks of hair must not be taken until after the post mortem. Parents/carers can
request that hand/foot prints and locks of hair are taken after the post mortem by the Forensic Medicine
social worker.

4.5 Initial Care of the Parents/Carers

The hospital contact person is to coordinate care of the parents/carers, including organising a private
space for discussions, access to toilets and refreshments, introductions to staff members, contacting of
family/friends and access to any services they may need such as interpreter services, Aboriginal Liaison
Services and religious/cultural organisations. Where parents/carers require medical review such as
lactation advice or referral to mental health services, this should be discussed with the senior medical
officer overseeing the SUDI response. See also Section 6.3 Factsheet - Breast care after the death of an
infant.
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On arrival to hospital parents/carers are to be informed of each step in the process, using terminology
they can understand, and be given the opportunity to ask questions, including that:
e The circumstances of the infant’s death means that the death is reportable under the Coroners
Act.’ Therefore any contact with the infant must be supervised by a health professional (or
Police) at all times

e A comprehensive medical history of the infant and family members will be taken by a senior
medical officer, while the infant’s body is in hospital, to assist with establishing the cause of
death

e The Police, in their role representing the Coroner, will likely ask questions about the
circumstances of the infant’s death and request that a next of kin formally identifies the infant’s
body

e The Police will explain the coronial process and provide them with a copy of the Initial steps
after a death is reported to the Coroner brochure. Information provided should include:

o That the purpose of the post mortem examination is to establish the cause of death

o That the results of the post mortem may benefit surviving family members including
siblings, for example by identifying any genetic diseases

o Details of where the post mortem will occur

e The Coroner must be notified of objections to the post mortem. If the parents/carers decide to
object to the post mortem:

o The Coroner must be made aware of objections to the post mortem. If health staff
become aware of objections to the post mortem, Police should be informed. Objections to
the post mortem should be recorded in the infant’s health care record

o Assistance in exploring the objection should be offered, further information can be
sourced from the social worker at the appropriate Forensic Medicine facility

o If the parents/carers object to a post mortem, they will be contacted by a representative
from the Coronial Information and Support Program to discuss the objection and post
mortem

e The Forensic Medicine social worker will contact the parents/carers by the next business day
after the infant’s body is admitted to the Forensic Medicine facility. Information and support
about the coronial process and viewing of the infant’s body can then be discussed

e A representative from the Coronial Information and Support Program may contact the
parents/carers following the post mortem to discuss any organ retention

e A Forensic Medicine social worker will contact the parents/carers to provide interim results of
the post mortem.

4.5.1 Initial Care of Siblings

SUDI presentations are particularly difficult when siblings of the infant have witnessed the death,
discovery or resuscitation attempts of the infant. The assessment and care of surviving siblings, who may
also present to hospital, is an important part of care. LHD/SHN social work should be able to provide
resources and referrals to services that can provide support for siblings experiencing grief and loss, such
as Red Nose Grief and Loss.

4.6 Completion of the Infant’s Medical History

The Medical History Guide - Sudden Unexpected Death in Infancy (SUDI) (Section 6.2) is to be

completed by a senior medical officer, as soon as possible after the infant’s death. This should be the on-

call paediatrician. If the paediatrician is not available, the senior medical officer should contact the

locally networked paediatric service to determine who will complete the infant’s medical history.
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The Medical History Guide - Sudden Unexpected Death in Infancy (Section 6.2) includes details about
the infant’s health, parents/carers and events in the hours leading up to the infant’s death, including the
exact position the infant was found and the response of the parents/carers. Some questions may seem
intrusive however they relate to known risks for infant mortality and may assist with establishing the
cause of death. Where possible, information provided by the parents/carers should be recorded verbatim.
Parents/carers should be given the opportunity to ask questions and discuss any concerns that they have.

It is recommended that a second staff member, ideally the hospital contact person, is present throughout
the discussion with the parents/carers, about their infant’s medical history. If you choose to include Police
as observers during the medical history discussion, it is recommended that roles are agreed on before the
discussion starts. Parents/carers should be reassured that Police presence does not indicate an assumption
of implication of the death of the infant.

Details of those present during the discussion should be documented in the health care record.

4.6.1 Child Protection and Wellbeing

There are cases of SUDI that are the result of a non-accidental injury or neglect, therefore the safety and
care of any children the parents/carers are responsible for must be considered. Care should be provided as
per NSW Health’s PD2012_007 Child Wellbeing and Child Protection Policy.

Where there are concerns for the safety of any children the parents/carers are responsible for see:
e NSW Mandatory Reporter Guide

e Child Protection Helpline 132 111 (Family and Community Services).

NSW Health Child Wellbeing Units 1300 480 420 (Mon - Fri 8:30am - 5pm) can also be contacted for
advice.

4.6.2 Screening for Metabolic and Genetic Diseases

In all SUDI cases, the senior medical officer should refer the infant’s parents and siblings to their local
GP for an ECG. More information can be found in NSW Health’s Management of the Death of a Child in
Hospital Resource.

The senior medical officer is to consider any conditions that may have implications for surviving family
members for example metabolic disease or cardiac dysrhythmia. Features of possible genetic problems
include a history of sudden, unexpected death in family members, recurrent syncope, epilepsy and
drowning. If there are concerns, the medical officer should contact the relevant medical specialist about
possible investigations of the infant and/or family members.

As the infant’s death is reportable to the Coroner, no samples of any kind can be taken after death without
the permission of the Coroner. If there is a request for peri-mortem specimen collection, call the forensic
pathologist at the relevant Forensic Medicine facility. For contact details see Section 4.3.

4.7 Role of the GP

The paediatrician or senior medical officer is to contact the local GP to:
e Inform them of the infant’s death

e Discuss any relevant information about the infant and the parents/carers
e Discuss investigations required, for example an ECG on the infant’s parents and siblings
e Discuss advice provided about lactation

e Offer assistance with support and referral for the infant’s parents/carers
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4.8 Management of the Infant’s Health Care Record

As per PD2010 054 Coroner’s Cases and the Coroner’s Act where a post mortem is to be conducted
under the direction of the Coroner, the forensic pathologist must have access to a copy of the health care
record as soon as possible.

The hospital is responsible for providing a copy of the health care record to the Coroner. Release of
copies of health care records should be handled by the medical records department or their delegate. The
health care record may be sent with the infant’s body but should be collated, packaged and forwarded in a
sealed envelope. Records should be sent to Forensic Medicine within 24 hours of the infant’s death.

Admission documentation, the infant’s medical history, the Ambulance clinical record, records of any
medications given and the infant’s growth charts should be sent to Forensic Medicine as part of the
infant’s health care record.

4.8.1 Following Transfer to Forensic Medicine (NSW Health Pathology)

Agencies that request a copy of the infant’s health care record, including Forensic Medicine and Police,
after the infant’s body has been transferred to Forensic Medicine, should be referred to the hospital’s
medical records department.

If the infant’s health care record is not received by Forensic Medicine within 24 hours of the infant’s
death, Forensic Medicine are to contact the hospital’s medical record department.

Where a copy of the infant’s medical history has not been received or further information is required,
Forensic Medicine is to contact the senior medical officer who completed the infant’s medical history. If
the senior medical officer is not able to be contacted, the Director of Medical Services/Administration of
the hospital or facility should be contacted.

4.9 Departure From the Hospital or Health Care Facility

Before parents/carers leave the hospital or health care facility, the hospital contact person should confirm
any appointments made and discuss with the parents/carers notification of other health professionals
previously involved in the infant’s care.

Parents/carers may want to nominate a family member to act as a contact to assist with decision making
on their behalf. Information, both written and verbal, about how to access further support and advice
should also be provided such as:

e Child and Family Health Services

e Their local GP

e A medical specialist

e Mental Health Services

e Other health services such as the Aboriginal Maternal and Infant Health Service or NSW
Refugee Health Service

e Red Nose Grief and Loss.

Practical assistance and advice should be offered to parents/carers including arranging transport home,
care of siblings and funeral arrangements. Note parents/carers should not set a date for their infant’s
funeral until they have made contact with the Forensic Medicine social worker.
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A representative from the hospital or health care facility overseeing care of the infant and the
parents/carers should contact the parents/carers within a week of the infant’s death, to offer support and
confirm any referrals have been organised. This may be the social worker, the hospital contact person or
the senior medical officer.

4.10 Forensic Medicine (NSW Health Pathology)

Once parents/carers have had the opportunity to spend time with their infant and the infant’s medical
history is complete, Police will arrange for the infant’s body to be transferred to the appropriate Forensic
Medicine facility. This should occur as soon as possible as extended delays can impact the post mortem
examination and therefore timing of the report. Police arrange transfer of the infant’s body via a
government contractor, there is no cost for the transfer.

The hospital contact person should provide a handover to the Forensic Medicine social worker where the
post mortem will occur. Contact details of the Forensic Medicine (NSW Health Pathology) social worker
should be given to the parents/carers prior to transfer of the infant’s body.

The Forensic Medicine social worker will:
e Accept a handover from the hospital contact person (usually by email)

o Contact the parents/carers to confirm that the infant’s body has been admitted to the facility (by
the next business day).

Forensic Medicine social work is available during office hours (8:00am to 4:30pm) at all sites. After
hours social work service is available as follows:

e Sydney: 6pm - 10pm on weekdays, 8am - 8pm on Saturdays and Sundays
e Newcastle: 1pm - Spm on Saturdays and Sundays

e  Wollongong: no after-hours social work support is available however the Wollongong Hospital
social work team may accommodate requests for viewings after hours.

While the Coronial process is ongoing, up until after the final post mortem report has been discussed,
parents/carers who have experienced the sudden unexpected death of an infant can access support, advice
and referral to other services from Forensic Medicine social work.

4.11 The Post Mortem Examination

A post mortem (or autopsy) is a detailed examination of a body by a doctor who has training in this field.
A post mortem is requested by the Coroner to inform a balanced, accurate finding regarding the cause of
death. In NSW, all post mortem examinations after a SUDI death are undertaken at one of the three
Forensic Medicine facilities, in Sydney, Wollongong or Newcastle.

As per Section 4.5 Initial Care of the Parents/Carers the Forensic Medicine social worker will contact the
parents/carers to provide interim results of the post mortem. The Forensic Medicine social worker will
also:

e Ifrequested, arrange for hand/foot prints and locks of hair to be taken

e Facilitate viewings of the infant’s body after the post mortem

e Ask if the parents/carers would like to be contacted by a Forensic Medicine social worker when
the final post mortem report is available

e Confirm that the infant’s body can be released to the funeral director.

If organ retention occurred as part of the post mortem, the parents/carers will be contacted by a
representative from the Coronial Information and Support Program (CISP) to discuss approval by the
Coroner, release, retention timeframes and options for disposal or return of organs.

321(30/07/19)


http://www.coroners.justice.nsw.gov.au/Pages/support_services/info_families.aspx

MOH.9999.0815.0060

2. PAEDIATRICS 2.41

4.12 Final Post Mortem Examination Report

Once the final post mortem report is complete, the Coroner will notify the parents/carers via a letter.
Parents/carers can request a copy of the final post mortem report, requests by the parents/carers must be
made to the Coroner in writing, this may be via email. There is no charge to parents/carers for a copy of
the report. Some of the tests undertaken are complex so it may take months for the post mortem report to
be available. It is not uncommon for the post mortem report to be inconclusive.

Note that requests for a copy of the post mortem report from NSW Health to the Coroner, must be made
in writing from the hospital’s Director of Medical Services (DMS) or Director of Clinical Governance
(DCQ) directly to the relevant Coroner. If the senior medical officer or paediatrician overseeing care of
the infant and the parents/carers would like a copy of the post mortem report they should contact their
DMS or DCG.

Once the final post mortem report is available, if parents/carers agreed to be contacted, the Forensic
Medicine social worker will contact the parents/carers and offer to discuss the report. The Forensic
Medicine social worker can also assist parents/carers with requesting a copy of the post mortem report
from the Coroner.

Parents/carers can discuss the post mortem report with the Forensic Medicine social worker and the
forensic pathologist. Parents/carers can also discuss the report with the hospital contact person, social
worker, senior medical officer, paediatrician or general practitioner involved in their care.

Where there are unanswered questions about the post mortem report, parents/carers or clinical staff can
contact Forensic Medicine social work at the relevant Forensic Medicine (NSW Health Pathology)
facility for further discussion. Forensic Medicine social work will facilitate any discussion with the
forensic pathologist that is required.

During discussions about the final post mortem report, any referrals or further support required by
parents/carers are to be provided.

5 RELATED DOCUMENTS
NSW Child Death Review Team. NSW Child Death Review Team Annual Report 2017-18. Sydney:
NSW Ombudsman; 2018.

NSW Child Death Review Team. Child Death Review Report 2015. NSW Government Publication:
NSW Ombudsman; 2016.

NSW Health PD2013_007Child Wellbeing and Child Protection Policies and Procedures for NSW
Health

NSW Health PD 2010 _054 Coroner’s Cases and the Coroners Act 2009

NSW Health [B2010_058 Coronial Checklist Summary

NSW Health PD2015_040 Death - Verification of Death and Medical Certificate of Cause of Death
NSW Health PD2014 004 Health Incident Management Policy

NSW Health Management of the Death of a Child in Hospital Resource (Office of Kids and Families,
2015)

NSW Health GL GL2005_063 Sudden Infant Death Syndrome (SIDS) and Safe Sleeping For Infants
NSW Health GL2017_010 NSW Paediatric Service Capability Framework

The Royal College of Pathologists Sudden unexpected death in infancy and childhood. Multiagency
guidelines for care and investigation 2016. The Royal College of Pathologists, London.
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6 ATTACHMENTS
Response to Sudden Unexpected Death in Infancy (SUDI) -
Roles and Responsibilities

Rezponse to Sudden Unexpected Death in Infancy [SUDI) - Roles and Responszibilities

Role Rezponsibilities

Ambulance to atiend, assess, atempt resuscitation (if indicated) and transport
Ambulance infant to hospital

Completz an Ambulance Clinical Record and handover

Attend scene

Explain Corgnial process, provide |nitisl steps after 3 desth is reported to the
Coroner brochure

Intervizw parentsicarsrs and completz Police T34 form
Ensure any objsction o the post mortem is documentsd
Lizise with Family and Community Sendces (FACS)
Complets forrmal identification of the infanf's bady |
Coordinaie fransfer of the infant's body to Forensic Medicine
{MSW Health Pathology)
Presenve and examine scene (Forensic Senvices, Police)
Manags medical care, including werfication of life extinction
Coordinate completion of the infant’s medical history
- {by the on-call paediatrician)
Senior ED MO or AMO Coordinaie ongoing medical care of parentsicarers, including documentation
and referrals
Coordinate staff debrief
Zompletz inant s medcal history and docurmeniztion
Consider medical cause or non-accidental injury
Paediatrician Contact 7 and relevant medical specialists
Participate in Forensic Medicine (MEW Haslth Pathology) mulii-disciplinany
meeting if reguired
. Coordinaie nursing care
Nurse in charge Lizis= with hospital contact person about cans of parenisicarers
Coordinate staff debrief
Inform parents/carers of SUDI process
Support parentsdcarers in spending tiree with infant (under cinician supendsion
with minimal handling
Hospital contact person rganise practical support including private space, refreshments, support such
. 35 extended family, religious, cultural and Aboriginsl
(social workinurse) Cifer contact with Red Mose Gref and Loss
Coordinate lactation support and'or refemal, where required
Prowide handover to Forensic Medicine social work
Prowids handover o hospital sacial work (if not already awars)

Pathologist completes post mortem examination

Forensic Medicine Zocial work offers parentsicarers support, advice and refamal

Social work and pathologist offer to discuss post mortem resulis with
(N5SW Health Pathology) parents/carers

Coordinaies mult-disciplinany case review

. Frowide information about the mfant and parenisicarers where required
General practitioner Crganiss ECS for parents and siblings

Frowide ongoing support and refemal for parents/carsrs

Forvard copy of infant's heslth care record fo Forensic Medicine
{MSW Health Pathology) within 24 hours of infant's death

Deterrnine manner and cause of death and need for inguest based on post
Coroner mortern report and police investigation
Consider requesis for release of post maoriem report

Police

Medical records/clerical

Clinical governance/ Manage reguests for post moriem repor
director medical services | Distribute post mortem report io relevant clinician

MEW Heath PD2018_035 Management of Sudden Unexpected Ceath in Infancy
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6.2 Medical History Guide — Sudden Unexpected Death in Infancy (SUDI)

Medical History Guide - Sudden Unexpected Death in Infancy (SUDI)

The unexpected death of an infant is a tragedy for the parents/carers. Investigating infant deaths can be
difficult as the situation is highly charged and emotional, and so it requires a unique and sensitive approach.

This guide includes high level of detail about the infant’s health, the infant’s family and events in the hours
before the infant’s death, including the infant’s exact position and the parent/carer behaviour and use of
alcohol or drugs. While these questions may feel intrusive, they relate to known risks for infant mortality,
help determine why the infant died and can be asked in a sensitive way.

A detailed medical history will help the forensic pathologist determine a cause of death, including whether
the infant may have suffocated, or died from an undiagnosed medical problem. The history is also important
in determining the presence of risk factors for Sudden Infant Death Syndrome (SIDS) and any potential
child protection concerns.

The following points may assist you with the discussion:

e Where possible, have another clinician, such as a social worker or nurse, with you during the
discussion with the family to provide support. If you choose to include the Police as observers
while you take the history, agree on roles before starting.

e To build trust with the parents/carers start with less sensitive questions including contact
information, general family history, the mother’s pregnancy and health, psychosocial aspects and
the infant’s health, before moving onto the events leading up to the infant’s death.

e Use the infant’s name whenever possible. The Medical History Guide — Sudden Unexpected Death
in Infancy (Section 6.1) uses [infant’s name] as a prompt.

e A suggested introduction is:

‘I am so sorry about your loss. Some people describe feeling that it is not quite real, like a
nightmare. I would like to help make sense of what has happened. I would like to find out why
[infant’s name] died and help you understand why. To do that I would like to find out as much
as possible about your pregnancy, [infant’s name] general health and sleeping and feeding
patterns. I also need to ask some questions about you and your health as it will help us
understand why some young babies die suddenly. Please let me know if you are uncomfortable
with any of these questions.’

NSW Health PD2019 035 Management of Sudden Unexpected Death in Infancy Page 1
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Medical History Guide - Sudden Unexpected Death in Infancy (SUDI)

1. Identification
Infant’s name
Date of birth
Date of death
Sex M/F
Ethnicity/Aboriginal/Torres Strait Islander
Address
Postcode

Personal information
Name of mother (and address if different from infant)
Date of birth
Name of father (and address if different from infant)
Date of birth
Consanguinity (degree of relatives)

Healthcare providers
Name of doctor completing the medical history
Social worker
Hospital contact person
Other professionals
Interpreter present
GP name and address

Information retrieved from medical record
As relevant, hospital, GP, midwife, infant’s personal health record (‘Blue Book”)
Ambulance staff
Include growth chart in copy of medical record

NSW Health PD2019 035 Management of Sudden Unexpected Death in Infancy Page 2

Medical History Guide - Sudden Unexpected Death in Infancy (SUDI)

2. Details of transport of infant to hospital
Place of death, home address as above/another location (specify)
Time found
Time arrived in emergency department (triage time)
Resuscitation carried out
At scene of death — police/ambulance/emergency department/hospital
By who? Parents/carers/GP/ambulance paramedic/hospital staff/other (specify)
Confirmation of death
By who
Time and date
Location

3. Medical history
Taken to emergency department/hospital by
History given by
Relationship to infant

Family history

Details of family and household members, including names, dates of birth, health, any
previous or current illnesses including mental health, medications, occupation
Maternal parity and obstetric history

Parental relationships

Children, including children by previous partner

Household composition

Any previous childhood deaths in the family

Social history
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Type and nature of housing

Major life events

Wider family support networks

History of family involvement with Family and Community Services
Domestic and family violence

Smoking, alcohol use

Infant’s medical history

Pregnancy and delivery, perinatal history, feeding, growth, behaviour and development
Health and any previous or current illnesses, hospital admissions, medications

Routine checks and immunisations

Body systems review

Detailed narrative account of last 24 — 48 hours

(To include details of all activities and carers during the last 24-48 hours)

Any alcohol, medication consumed by parents/carers

Any medication given to infant

Details of infant’s last sleep, including where and how placed to sleep

Details of feeding and care given

Further details of previous 2-4 weeks, including infant’s health, any changes to routine, when
infant last seen by a health professional

NSW Health PD2019 035 Management of Sudden Unexpected Death in Infancy Page 3

Medical History Guide - Sudden Unexpected Death in Infancy (SUDI)

Events surrounding death
When infant was last seen alive and by who
Who found the infant, where and when, appearance when the infant found
Details of sleep environment, type of surface, mattress, bedding, objects, overwrapping or
over-heating. Face or head covered. Co-sleeping. Alcohol or drugs consumed by carers.
Who called emergency services
Details of any resuscitation at home, by ambulance and in hospital
For accidental/traumatic deaths, details of circumstances around the death, witnesses

Any other relevant history
May vary according to the age of the infant, nature of the infant’s death

Genetic or metabolic disease
For concerns about genetic or metabolic disease, contact the paediatric metabolic
specialist for advice about investigations required
For concerns about a condition that may have implications for other family members, for
example cardiac dysrhythmia, contact the relevant specialist for advice about investigations
required

Child protection and wellbeing
If you have any concerns about non-accidental injury or neglect, follow usual child
protection procedures

4. Conclusion
Cause of death
From this history do you have an impression of the possible cause of death?

NSW Health PD2019 035 Management of Sudden Unexpected Death in Infancy Page 4
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SCHN Factsheet - Breast Care After the Death of an Infant

Copies of this brochure can be accessed via the Sydney Children’s Hospitals Network website:

Factsheet: Breast care for breastfeeding mothers after the death of a child

FACTSHEE T=

This fact sheet is for eduction parposes only. Fleave corsult wiith your docior or other heaith profesoonals to
e sure this ﬂFn"rn.u:m:ﬂ:ngm far your chid. If you wouid e to provide fesdback on ths Gt sheet, pleace vigt

wwrweve s hin health nave por au/parenti-and-carer sfact-sheeti/feedback-farm

Breast care for breastfeeding mothers after the

death of a child

Taree after the death of your nfant can be physically ard
emaotionally exhawsting. it & important that you hae
support during this tme. When milk = not negulary
removed from the breast, mik production evertually
stops of its own acoord. Some women experience breast
engorgement, eakage of milk, discomfort ard some pain
charing thes time

Often the andy treatment nesded to stop making melk, =
lirniting millk removal. To give your body the message to
stop making milk, it i best to express. only enough to
ke=p your breasts comfortable, snless you peed to dear
2 blockage o prevent mastitis. Caring for your breasts at
thiz difficult time is mportant, 2= it sl help make them
mare comfortabde and redwce the rek of a blocked duct
or mastitis. The following suggestions may provide some
relief during this time.

Suggestions as breasts become uncomfortabde:

= ‘Wear a welHitting bra to provide firm breast sspport,
rather than a tight breast binder.

= Hreast pads will help absorb leaking mik. These can be
the disposable or the reusable type. Change them as
they bepome st

= Avoed escesve strmulation of the breast

= Regularly applying cold compresses may provide pain
rebef &g chilled washers, cool ged packs or washed
cabbage leaves can ako help.

= Avoad esressive hest on your breasts.

Emlld}fn s

= Consdier taiong analgesia az neguired to redewe pan
and discomifort [for exampie paraoetamal].

= Hreasts should be kandied gently durng thes trme 2=
they can brusse sasily when engorged.

= Express & [itthe milk fo refeye fullness and maike the
bressts more comfortable. This won't interfere wath
the progress of suppression, 25 you ane not emplying
the breast. Hand expressing n @ warm shower or bath
can be effective 2 warmth and relaaton el
encourage mik sjection without added mpplie and
bresst stimuiation.

= Blairtan a normaal flud imtake

Things to watch out for:

= Engorgement- bressts berome warollen, hard and
pairful i this ocowrs # s recommended that you
Enpress your breasts completsly once to redieee the
pain. Then over the next few days express enough milk
o keep your bressts comfortable. Appiying oool pacis,
anvoiding exremve heat and tainng analgesia 23 needed
o mcnease comifiort may alo belp

» Maatitis —umps, red aress on the bresst. Temperatunes.
ar Pu k= symptoms may ndcste you have masbts
and medical #svesyment should be sought promptiy.

How long will | have milie for?

it may talor weels or months for your milk to deappear
ompetely. Leaiage may oorur for some tme after
disromifiort has settied

BE

il Sy ghibdneds 4 e Ordbdrens
BT pia et T s Mevoen
Tha doosmane @ bl s on 8 Soguse 3018
1 The Chulzwen 1 Prosgete at YWammma s, ey Chiren | espes | S s sdrice ooe Cuiores, oy feoms e Samia P 1 oif I

Kaleidoscope

I kSlE RS E SRS el ek dd
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The day of the funeral:

This wall be a difficult and emotional dey. The follesing
hindts may be hedpful o corsidar:

= Express milk for comffort before the funeral and during

the cay a5 requansd.

= 'Wear 3 bra which i= comfortable and well supported

¥ouwr bra shoud ot be too Bghit

There may be some lesicage of milk, w0 be prepared
with some =ifra breast pads.

= Pattermed and derk colowred tops are often leas Sty

to show weat patches

= lackets or cardigans may help oovwer up wet spots.
= sz analgesia a5 required, o help nefieve breast pain

it is important you are well supported during this
difficuit Gme.

Hedpful organisations you may wish ko contact for

support inchde:

= S0 amd K0S — phone 1300308 307
{24 howr bereavernent support, counseling,
support groups and workshops|
wrs sidwandinds org

= Four local Gereral Practitionsr

= TANDE - phone 1300 0 sands [L300 072 637)
(5eill borm and Neonatal Death suppart
247 volurtesr support=rs are on call)
e sancs org gu.

= funtralian bresstfesding Sssociation belpline -
phone §BO0EEE FEG
wrwri. breasHeeding . asn. au

= iGrief lme — phone 1300 845 745
{Confidential and anomymous teephone support,
including courssling in diverss language]
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6.4 Implementation Checklist

LHD/Facility:

Assessed by:
IMPLEMENTATION REQUIREMENTS

1. Local policies that guide management of
SUDI are easily accesible for staff. This
includes that all facilities are able to initiate a
SUDI response.

2. Information about how to access locally
networked paediatrics services is easily
accessible for staff.

3. Adequate resources and education are
provided so that staff can meet the needs of
the infant and parents/carers, including
providing parents/carers with support and
relevant referrals.

4. Local guidance on allocation of the hospital
contact person role is provided.

5. Local processes support transfer of the
infant’s health care record to Forensic
Medicine (NSW Health Pathology) within 24
hours of the infant’s death, and include a
copy of the infant’s medical history.

6. That support is available for staff who
provide care to infant’s and their
parents/carers who have experienced SUDI.

7. Local processes maintain the quality of care
and patient experience of SUDI cases.

commenced

Notes:

Notes:

Notes:

Notes:

Notes:

Notes:

Notes:

Not

Q

Q

Date of Assessment:

Partial .
. Full compliance
compliance
a a
a a
a a
a a
a a
a a
a a
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RECOMMENDED SAFE SLEEPING PRACTICES FOR BABIES
(GL2021_013)

GL2021_013 resinds PD2019_038

GUIDELINE SUMMARY

The Guideline recommends safe sleeping practices to reduce the risk of Sudden Unexpected Death in
Infancy (SUDI) and Sudden Infant Death Syndrome (SIDS).

KEY PRINCIPLES

Health professionals use a partnership approach to engage and work with families in a culturally sensitive
manner to build relationships and find ways to support families to keep their babies safe.

Carers receive consistent, clear information about the recommended safe sleeping practices routinely and
opportunistically in antenatal, postnatal, newborn care and community settings until the baby is 12
months of age.

Risk assessments are conducted at specified points in care for factors that may indicate a higher risk of
SUDL

All care and care planning, including risk assessments, must be documented in the health record.

USE OF THIS GUIDELINE

Local Health Districts and Specialty Health Networks must ensure relevant staff:
e receive education and training to provide safe sleeping information
e are aware of the evidence supporting the safe sleeping practices
¢ model safe sleeping practices
e are aware of the risk factors for SUDI and identify families who may require additional
information, education and support
e develop local procedures and strategies to:
o to implement this Guideline
o monitor practice.

The Recommended Safe Sleeping Practices for Babies guideline is avaialbe at:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL.2021 013
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MANAGEMENT OF CEREBRAL PALSY IN CHILDREN - A GUIDE FOR ALLIED
HEALTH PROFESSIONALS

(GL2018_006 issued 14/3/2018)

PURPOSE

Management of Cerebral Palsy in Children - A Guide for Allied Health Professionals provides
recommendations, information and guidance to support the clinical decision making of allied health
professionals regarding the management of children with cerebral palsy. The guideline was prepared for
the NSW Ministry of Health by an expert clinical reference group and is aimed at achieving the best
possible paediatric care in all parts of the state.

KEY PRINCIPLES

The guideline reflects what is currently regarded as a safe and appropriate approach to the management
of children with cerebral palsy. However, as in any clinical situation there may be factors which cannot
be covered by a single set of guidelines. This document should be used as a guide, rather than as a
complete authoritative statement of procedures to be followed in respect of each individual presentation.
It does not replace the need for the application of clinical judgement to each individual
presentation.

As in any clinical situation and due to the heterogeneous nature of cerebral palsy, there are factors that
cannot be covered by a single guide. Clinicians and clients need to develop individual treatment plans
that are tailored to the specific needs and circumstances of the client. This guideline should be read in
conjunction with other relevant guidelines, position papers, codes of conduct, and policies and
procedures, at professional, organisational and Local Health District levels.

USE OF THE GUIDELINE

Chief Executives must ensure:
e This guideline is adopted or local protocols are developed based on Management of Cerebral
Palsy in Children - A Guide for Allied Health Professionals
e Local protocols are in place in all hospitals and facilities likely to be required to care for children
with cerebral palsy
e Ensure that all staff treating paediatric patients are educated and supported in the use of the
locally developed paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating

paediatric patients of this revised guideline.

To download this guideline go to
Management Of Cerebral Palsy In Children: A Guide For Allied Health Professionals
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FEEDING DIFFICULTIES IN CHILDREN - A GUIDE FOR ALLIED HEALTH
PROFESSIONALS

(GL2016_007 issued 18/2/2016)

PURPOSE

Feeding Difficulties in Children - A Guide for Allied Health Professionals provides recommendations,
information and guidance to support the clinical decision making of allied health professionals regarding
the management of children with feeding difficulties. The guideline was prepared for the NSW Ministry
of Health by an expert clinical reference group under the auspice of The Office of Kids and Families and
is aimed at achieving the best possible paediatric care in all parts of the state.

KEY PRINCIPLES

The guideline reflects what is currently regarded as a safe and appropriate approach to the management
of children with feeding difficulties. However, as in any clinical situation there may be factors which
cannot be covered by a single set of guidelines. This document should be used as a guide, rather than as a
complete authoritative statement of procedures to be followed in respect of each individual presentation.
It does not replace the need for the application of clinical judgement to each individual
presentation.

As in any clinical situation and due to the heterogeneous nature of feeding difficulties, there are factors
that cannot be covered by a single guide. Clinicians and clients need to develop individual treatment
plans that are tailored to the specific needs and circumstances of the client. This guideline should be read
in conjunction with other relevant guidelines, position papers, codes of conduct, and policies and
procedures, at professional, organisational and Local Health District levels.

USE OF THE GUIDE

Chief Executives must ensure:

. This guideline is adopted or local protocols are developed based on Feeding Difficulties in
Children - A Guide for Allied Health Professionals

" Local protocols are in place in all hospitals and facilities likely to be required to care for children
experiencing difficulties with feeding

. Ensure that all staff treating paediatric patients are educated and supported in the use of the locally
developed paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this revised guideline.

To download this guideline go to

Feeding Difficulties in Children - A Guide for Allied Health Professionals
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SUSPECTED CHILD ABUSE AND NEGLECT (SCAN) MEDICAL PROTOCOL
(GL2014 012)

PURPOSE

This protocol provides medical staff with a standard template and clinical guidance to record a
forensically orientated medical assessment of a child or young person. A forensically oriented medical
assessment is conducted to enable an opinion to be formed as to the probability that injuries have been
caused intentionally or that neglect is present.

KEY PRINCIPLES

Medical staff are required under the Children and Young Persons (Care and Protection) Act 1998 to
provide medical examinations of children and young people in need of care and protection when
requested by Community Services or the NSW Police Force, s173; or upon order of the Children’s Court,
s53. The SCAN Medical Protocol should be used to document these examinations. As a minimum this
protocol should be used to document findings in all s173 examinations. An examining doctor is required
to provide a written report to the Director General Community Services following completion of a s173
medical examination. The NSW Police Force, the Joint Investigation Response Team (JIRT) and
Community Services are required to serve the hospital with a notice requesting s173 medical assessment.

USE OF THE GUIDELINE

The Protocol should be used in conjunction with NSW Health Policy Directive PD2013_007 Child
Wellbeing and Child Protection Policies and Procedures for NSW Health which provides information to
assist health workers to recognise and respond to child wellbeing and child protection concerns by setting
out the legislation; the interagency and NSW Health policies that empower health workers; child abuse
and neglect risk indicators; the mandatory reporting requirements and the tools and response mechanisms
to children and young people suspected at risk of significant harm.

The NSW Health State Forms Management Committee has endorsed the SCAN Medical Protocol as a
form for State-wide use. The Protocol can be accessed as a downloadable self-print document from the
NSW Health print portal https://eprintondemand.salmat.com.au

To download the Guideline please go to
http://www.health.nsw.gov.au/policies/gl/2014/GL2014_012.html
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NEONATAL ABSTINENCE SYNDROME GUIDELINES (GL2013_008)

GL2013_008 rescinds PD2005_494.
PURPOSE

These Guidelines specifically address the management of newborns to mothers with a history of opioid
use or opioid dependence, including women currently receiving opioid substitution treatment (methadone
or buprenorphine) or using prescription pharmaceutical opioids (such as oxycodone, morphine, pethidine
or tramadol).

While Neonatal Abstinence Syndrome (NAS) is more common in infants born to opioid dependent
women than in infants born to women dependent on other drugs, the effect of polydrug use on NAS is not
clearly established and is most likely dependent upon the specific combination and quantities of drugs
used by the mother.

Provided that neonatal abstinence syndrome is appropriately managed, it is not currently known to be
associated with long-term health problems.

KEY PRINCIPLES

The Guidelines concentrate on two main aspects of care:

1. The care of the opioid-dependent pregnant woman from a drug and alcohol perspective based on
“Harm Minimisation” principles, and;

2. The care of the newborn from a child protection perspective.

These guidelines should be used to guide clinical management; however clinicians must always consider
the pregnant woman they are managing as an individual, and apply the guidelines appropriately.

Opioid dependent pregnant women have an increased risk of experiencing complications during
pregnancy and of their infants experiencing adverse outcomes. The association is complex and may be
affected by a range of factors including: poly substance use; inadequate antenatal care; poor nutrition;
blood borne virus exposure; mental health problems; housing; and domestic violence. Births in mothers
with opioid, stimulant or cannabis use diagnoses are associated with a number of negative neonatal
outcomes. Babies are more likely to be born before the gestational age of 37 weeks, to be of low birth
weight, and to be admitted to neonatal intensive care units or to special care nurseries than babies born to
mothers without such a diagnosis.

Many women are more motivated during pregnancy to make important health and lifestyle changes. This
is an ideal time to engage, or more fully engage, a woman in care for her drug use and other problems. A
range of services are required to work collaboratively in order to ensure optimal outcomes for both the
mother and newborn. The aim is to minimise the likelihood of complications and to provide
comprehensive antenatal and postnatal care in a non judgemental, non-threatening environment.

USE OF THE GUIDELINE

While the focus of these Guidelines is opioid dependent women it is recognised that other illicit drugs
such as stimulants, sedatives, alcohol and some psychotropic medications may also be associated with
NAS and these women and newborns may have similar care needs. Therefore, the care elements of the
Guidelines (which exclude elements specifically relating to opioid pharmacology as found in parts of
Sections 8.1, 8.2 and 9.5) also apply to this group of women and their infants.

185(05/09/13)
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The Guidelines outline minimum standards for the management of NAS. Local Health Districts are
responsible for ensuring that maternity services develop clear clinical protocols relevant to each maternity
health care facility, based on these Guidelines.

Local policies and guidelines need to be formalised to ensure that the roles and responsibilities of the
multidisciplinary team are clear. The guidelines provide advice on a continuum of care (Diagram 1), that
includes care of the mother and infant from antenatal care through discharge and follow up.

A number of key priorities are identified in the NAS Guidelines and should be included in any local
clinical guidelines or business rule: the early recognition and engagement of the opioid dependent
pregnant woman and new mothers into multi-disciplinary team care (Section 6); the care of the newborn
child Section 7); the postnatal care of both the mother and child (Sections 8, 9, 10); and the care and
protection responsibilities of health workers clinically involved in the care of the newborn (Section 3).

Severe neonatal withdrawal is an indication for pharmacological management of NAS. The Neonatal
Abstinence Score (or Finnegan Score — Refer Appendix 3) was developed to monitor the progress of
infants experiencing neonatal abstinence due to opioid exposure in utero. It can be used as a trigger for
pharmacological treatment of neonatal abstinence (Refer Section 8.2). Provided that neonatal abstinence
is appropriately managed, it is not currently known to be associated with long-term health problems.

Section 5 deals with care of the mother’s drug dependence during pregnancy and provides advice
regarding withdrawal from heroin and assistance in determining a suitable Opioid Substitution Therapy,
if required.

Section 6.6 provides advice regarding appropriate assessment and identification of risk for mother and
foetus. This section outlines the process for prenatal reporting, including when reporting should be
undertaken and the criteria used in assessing a need to report.

Section 8.2 outlines postnatal care of the infant. All infants born to drug dependent mothers should
receive routine postnatal monitoring, along with specific assessment for the signs and symptoms of NAS
using the Finnegan Neonatal Abstinence Severity Score (NASS) or modified Finnegan scale (See
Appendix 3). Monitoring should commence within 2 hours after birth and be conducted 30 - 60 minutes
after a feed. The score is an important guide for the appropriate pharmacologic treatment of NAS and
health-care providers involved in the care of opioid-exposed infants must be educated in the appropriate
application of these scores.

The issue of breastfeeding is complex because of the range of drugs used, their half-life and their
interactions. Section 8.4 provides advice for breastfeeding based on the premise that breast milk is the
most complete form of nutrition for infants, with a range of benefits for health, growth, immunity, and
development. There are times however when the breast milk should be expressed and discarded,
particularly following psychostimulant use.

To download the Guideline go to http://www.health.nsw.gov.au/policies/gl/2013/GL2013_008.html
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RURAL PAEDIATRIC EMERGENCY CLINICAL GUIDELINES, THIRD EDITION
(GL2021 011)

GL2021_011 rescinded GL2020 016

GUIDELINE SUMMARY

The Guideline provides First Line Emergency Care Course (FLECC) trained nurses with best practice
guidance for early management of acute and life-threatening conditions. It is relevant to rural and remote
paediatric inpatient areas.

The Guideline aligns with the NSW “Between the Flags” program and facilitates management in the
absence of immediate access to a medical officer. It improves overall care and outcomes for infants and
children in rural and remote hospitals by allowing treatment to be commenced immediately.

KEY PRINCIPLES

The Guideline is designed to:
e improve emergency care and outcomes for patients in the rural and remote health care settings of
NSW
e assist rural and remote Emergency Departments (EDs) in NSW achieve benchmarking targets
and best practice standards for patients presenting to emergency
e provide best practice guidance, and to support the role that many Registered Nurses currently
perform in rural and remote settings.

In circumstances where a patient meets more than one guideline, the most lifethreatening condition
should take priority and the most appropriate corresponding guideline commenced.

USE OF THE GUIDELINE

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of the revised Guideline. Implementation should occur in conjunction with the local Clinical Emergency
Response System (CERS) and continuing professional development.

Chief Executives must ensure that:
o the Guideline is adopted or that local protocols are in place in all hospitals and facilities likely to
be required to provide emergency treatment to infants and children

e cemergency nurses have the opportunity to access the First Line Emergency Care Course
(FLECCO).

FLECC-trained nurses must ensure that:
e adesignated medical officer is notified as soon as practicable

FLECC-trained nurses and medical officers must ensure that:
e medication standing orders contained and used in the Guideline are reviewed and authorised by
the designated medical officer as soon as possible (within 24 hours) and;
e the medical officer countersigns the record of administration on the patients’ medication chart

Enrolled nurses and registered nurses who are not FLECC credentialed using the guideline to inform
assessment and management, are not to undertake shaded interventions that require FLECC credentialing
unless previous recognition of prior learning has been granted.

The Guidelines can be downloaded at Rural Paediatric Emergency Clinical Guidelines, Third
Edition
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STANDARDS FOR PAEDIATRIC INTRAVENOUS FLUIDS: NSW HEALTH (SECOND
EDITION) (GL2015_008)

GL2015_008 rescinds GL2014_009.
PURPOSE

Intravenous fluids are important components of appropriate care for hospitalised children. Reports in the
medical literature and warnings issued in other countries have highlighted the risks associated with use of
low sodium content fluids. The importance of appropriate glucose content has also been identified.

The NSW Chief Paediatrician was tasked to engage clinical experts, Healthshare and a range of other
partners in the development of state wide standards across all NSW facilities. The resulting Standards
for Paediatric IV Fluids: NSW Health addresses fluid content, bag size, labelling, administration,
procurement and storage.

Emerging new evidence and clinical experience motivated an early revision of the Standards, resulting in
this second edition.

KEY PRINCIPLES

The intended outcomes of the first edition of the standards regarding the content of IV fluids in children
and neonates included:

o Reducing the risk of hyponatremia through increased sodium content and limiting the use of low
sodium containing fluids.

o Addressing glucose requirements of children and neonates through increased glucose content.

o Consistent inclusion of potassium chloride as early as considered safe and appropriate.

The key changes in the second edition of the Standards regarding the content of IV fluids for children and
neonates include:

o Incorporating further evidence supporting the use of isotonic saline solutions in IV maintenance
therapy.

o Standardising the use of 1000mL bags in the care of children beyond the specialist children’s
hospitals.

o Incorporating Special Care Nursery practice and clarification around IV fluids for neonates.

The Statement of the Standards for Paediatric Intravenous Fluids: NSW Health (page 8) provides a
summary of the recommended standards.

USE OF THE GUIDELINE

The following priorities have been identified to facilitate the implementation of Standards for Paediatric
Intravenous Fluids: NSW Health (second edition) into all relevant clinical areas; Communication,
Education and Raising Awareness, Integration into Practice, Procurement and Monitoring.

To download the Guideline please go to
Standards for Paediatric Intravenous Fluids: NSW Health (second edition)
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STANDARDS FOR PAEDIATRIC INTRAVENOUS FLUIDS (IB2014 _066)
PURPOSE

To advise clinicians and managers about the products recommended in the Standards for Paediatric IV
fluids (GL2015_005) published in August 2015. The Standards address the appropriate choice of IV
fluids and measures related to their procurement, storage and safe administration.

Chief Executives are to ensure that the requirements of this information bulletin are communicated to all
appropriate staff.

KEY INFORMATION

All fluids recommended in the Standards are available for order from Baxter Healthcare. Some products
are compounded and some products are manufactured in the Baxter Toongabbie facility.

Compounded IV Products

Products that are compounded in the Baxter Pharmacy need to be ordered taking into consideration the
appropriate lead time (please see the ordering document below).

As they are compounded these products are generally more expensive. If there is sufficient high demand
for a compounded product then it may become a custom manufactured product (also known as
Therapeutic Goods Administration or TGA Schedule SA) with storage and cost benefits to healthcare
facilities.

The only way to reduce the price of these products is to consistently order according to the Standards.

Schedule 5A Solutions (AHK codes) are made in the Baxter Toongabbie facility and are ordered through
Baxter Customer Service. For your first order only a Pharmacist will have to sign a TGA Schedule 5SA
form. This does not mean these IV fluids will always have to be ordered by your pharmacy department.
All subsequent orders will be covered by the initial TGA form. You are not able to receive your order
until this form has been completed and returned to Baxter Healthcare. Each individual AHK code must
have a signed TGA form. Therefore, your Pharmacist may need to complete several forms for your
institution.

IV Bag Sizes

500mL and 1000mL bags will be available to NSW facilities for an initial two years and usage monitored.
As the Children’s Hospitals only use the 1000ml bags, that price will be lower due to the higher demand.
Fluids for neonates will continue to be supplied only in 500mL bags (or less).

Potassium Chloride Products

All products containing potassium chloride (including compounded products) will now be supplied with a
pink over-pouch.

Pre-Packaged Bags
The practice of adding potassium chloride or glucose to paediatric IV fluids should be discouraged. If this
practice is because of the cost of specific fluid bags, then the use of less expensive 1000mL bag versions

should be considered in the interest of patient safety in paediatric areas (not for neonates).
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It is strongly recommended that, wherever possible, pre-packaged bags of appropriate IV fluids are

available and used with the correct concentrations of sodium, glucose and potassium, across all NSW

facilities. The use of premade/pre-packaged IV Fluid bags in paediatrics is also encouraged by:

o Sydney Children’s Hospitals Network - Intravenous Fluid and Electrolyte Therapy — Practice
Guideline 2013 (page 5)

o Royal Children’s Hospital, Melbourne - Intravenous Fluids Clinical Practice Guideline.

Paediatric Infusion Sets

As per NSW Health policy directive PD2010_034, Section 3.3.10 — “Paediatric infusion sets with inline
burette must be used for all children requiring intravenous therapy. An infusion pump should be used in
all children”.

Ordering enquiries
For AHK and AHB Baxter [V fluid codes

Baxter Customer Service — Telephone - 1300 789646

For the compounded IVS.1000-5000 products Baxter
Pharmacy Services:
Telephone: 1800 227 487 or (02) 9848 1395

Fax: 1800 025 887 or (02) 9848 1155.

To avoid waste and reduce costs we encourage coordinated ordering across LHDs for the purchasing of
less frequently used IV fluids.

Baxter — 2014 — Paediatric IV Fluids Order Form NSW
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INFANTS AND CHILDREN: ACUTE MANAGEMENT OF ALTERED
CONSCIOUSNESS IN EMERGENCY DEPARTMENTS (GL2014 019)

PURPOSE

The Infants and Children: Acute Management of Altered Consciousness in Emergency Departments: first
edition Clinical Practice Guideline has been developed to provide direction to clinicians and is aimed at
achieving the best possible paediatric care in all parts of the state. The Clinical Practice Guideline was
prepared for the NSW Ministry of Health by an expert clinical reference group under the auspice of the
state wide Paediatric Clinical Practice Guideline Steering Group.

KEY PRINCIPLES

This guideline applies to all facilities where paediatric patients are managed. It requires the Chief
Executives of all Local Health Districts to have local guidelines/protocols based on the attached Clinical
Practice Guideline in place in all hospitals and facilities required to assess or manage children with
altered consciousness.

The clinical practice guideline reflects what is currently regarded as a safe and appropriate approach to
the acute management of altered consciousness in infants and children. However, as in any clinical
situation there may be factors which cannot be covered by a single set of guidelines. This document
should be used as a guide, rather than as a complete authoritative statement of procedures to be followed
in respect of each individual presentation. It does not replace the need for the application of clinical
judgement to each individual presentation.

USE OF THE GUIDELINE

Chief Executives must ensure:
. Local protocols are developed based on the Infants and Children: Acute Management of Altered
Consciousness in Emergency Departments: first edition Clinical Practice Guideline.

= Local protocols are in place in all hospitals and facilities likely to be required to assess or manage
paediatric patients with altered consciousness.
= Ensure that all staff treating paediatric patients are educated in the use of the locally developed

paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this new guideline.

To download the Guideline please go to
Infants and Children: Acute Management of Altered Consciousness in Emergency Departments
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INFANTS AND CHILDREN: ACUTE MANAGEMENT OF COMMUNITY ACQUIRED
PNEUMONIA (GL2018_007)

GL2018_007 issued 16/03/2018 rescinds GL2015_005.
PURPOSE

This Clinical Practice Guideline provides evidence based direction to clinicians in the acute management
of community acquired pneumonia. It is aimed at achieving the best paediatric clinical care in the
assessment and management of acute community acquired pneumonia and appropriate escalation
responses across New South Wales.

KEY PRINCIPLES

This Guideline applies to all facilities where paediatric patients are managed. It requires Chief Executives
of all Local Health Districts and specialty health networks to determine where local adaptations are
required or whether it can be adopted in its current format in all hospitals and facilities required to
manage children with community acquired pneumonia.

The Clinical Practice Guideline reflects what is currently regarded as a safe and appropriate approach to
the acute management of community acquired pneumonia in infants and children. However, as in any
clinical situation there may be factors which cannot be covered by a single set of guidelines. This
document should be used as a guide, rather than as a complete authoritative statement of procedures to be
followed in respect of each individual presentation. It does not replace the need for the application of
clinical judgement to each individual presentation.

USE OF THE GUIDELINE

Chief Executives must ensure:

e This Guideline is adopted or local protocols are developed based on the Infants and Children:
Acute Management of Community Acquired Pneumonia, March 2018 Clinical Practice
Guideline.

e Local protocols are in place in all hospitals and facilities likely to be required to assess or manage
paediatric patients with community acquired pneumonia.

e Ensure that all staff treating paediatric patients are educated in the use of the locally developed
paediatric guidelines.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this new guideline.

To download the Guideline please go to
Infants and Children: Acute Management of Community Acquired Pneumonia
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STATEWIDE INFANT SCREENING - HEARING (SWISH) PROGRAM (GL2010 002)

PURPOSE

This document sets out guidelines for the SWISH program including screening protocols and referral
pathways. In doing so, the guidelines describe roles and responsibilities of staff; equipment and protocols
for screening, coordination, audiological assessment and paediatric medical assessment.

Technology is available to diagnose hearing problems in the neonatal period. Early identification and
intervention are important, with research suggesting that intervention commencing by 6 months of age
may result in optimal speech and language development and minimise the need for ongoing special
education.

KEY PRINCIPLES

The Guidelines outline the responsibilities each stage has in the hearing screening pathway.

Each Area Health Service (Area or AHS) has a SWISH Coordinator responsible for implementing and
managing the screening program across all facilities in their Area. This model allows SWISH
Coordinators flexibility to meet unique needs in their Area Health Service. SWISH Coordinators have
adopted innovative approaches to ensure maximum screening capture such as service agreements with
private hospitals and employing dedicated screeners to meet local needs (eg. Indigenous and Culturally
and Linguistically Diverse (CALD) populations). (Chapter 2 & 3)

SWISH diagnostic audiology services are provided through the three tertiary paediatric hospitals which
are the acute care hubs of the three paediatric services networks which cover the state (Greater Western,
Northern and Greater Eastern and Southern). These hospitals are:

. The Children’s Hospital at Westmead;

. John Hunter Children’s Hospital, Newcastle; and

° Sydney Children’s Hospital, Randwick.

Jim Patrick Audiology Centre is used as an overflow site for unilateral referrals in the Greater Western
service network. Jim Patrick Audiology Centre is part of the Royal Institute of Deaf and Blind Children.
(Chapter 4)

All referred newborns receive an audiological assessment. If a hearing loss is detected medical
assessment and family support is available. A child who is diagnosed with hearing loss in the program
could be referral to Australian Hearing, SWISH Hearing Support Services and other medical specialists.
(Chapter 5)

If diagnosed as having hearing impairment, newborns are provided with options available for intervention
services appropriate to the degree of hearing loss and specific diagnosis. Support is provided by the
diagnosing Audiologist and SWISH Parent Support (Social Worker) in assisting parents to make the
decisions. Parents are also consulted about early intervention, eg. hearing aids, cochlear implant and
educational programs. (Chapter 6)

USE OF THE GUIDELINE

The Guidelines of the Statewide Infant Screening - Hearing (SWISH) program are to be used by staff
working specifically within the following roles of the NSW Statewide Infant Screening - Hearing
program both in public and private sectors.

o Screening Staff (Chapters 2 and 3)

Area Health Service SWISH Coordinators (Chapters 2 and 3)

SWISH Diagnostic Audiologists (Chapter 4)

SWISH Paediatricians (Chapter 5)

SWISH Parent Support (Social Workers) (Chapter 6)

The Guidelines can be accessed at http://www.health.nsw.gov.au/policies/g1/2010/GL2010 002.html
80(18/02/10)
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SAFETY AND WELLBEING OF CHILDREN AND ADOLESCENTS IN NSW ACUTE
HEALTH FACILITIES (PD2022_053)

PD2022_053 rescinds PD2010_032, PD2010_033, PD2010_034

POLICY STATEMENT

NSW Health recognises that the physical, developmental, social and emotional needs of children and
adolescents change over time, are unique and are different to the needs of adults. Children and
adolescents are among the most vulnerable groups in healthcare settings.

NSW acute health facilities must provide care in line with children and adolescent’s individual needs,
capabilities, maturity and independence; consider the different risks of harm and have strategies in place
to mitigate them.

SUMMARY OF POLICY REQUIREMENTS

The promotion of safe, reliable, and effective patient centred care for children and adolescents is
underpinned by the following principles as described in the Charter on the Rights of Child and Young
People in Healthcare Services in Australia.

Children and adolescents being cared for in NSW Hospitals can expect:

o the highest attainable standard of healthcare

e cquity of access and care for vulnerable population groups including Aboriginal peoples, people
who live in rural and remote areas, culturally and linguistically diverse (CALD) communities,
people with mental illness, children with intellectual or physical disability and those from socio-
economically disadvantaged areas

o their best interests are the primary concern of all involved in their care care
provided in line with their developmental stage and ability

e to be kept safe from all forms of harm

e care that supports their gender identity and expression
trauma-informed care
to be able to express their views, and to be heard and taken seriously

e respect for Aboriginal cultures, including recognition that health refers to social, emotional and
cultural wellbeing

o respect for themselves as a whole person, as well as respect for their family and the family’s
individual characteristics, beliefs, culture and context

e to have their family relationships supported by the service providing care
information to be provided in a form than is understandable to them

e to participate in decision-making and, as appropriate to their capabilities, to make decisions about
their care

e to have their privacy respected

e to participate in education, play, creative activities and recreation

e continuity of healthcare, including well-planned care that takes them beyond the paediatric
context.

Local Health Districts and Speciality Health Networks must communicate the information contained

within this Policy to relevant facilities and staff; and ensure that consistent local policies are developed
and distributed to relevant clinical areas.
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Local Health District Chief Executives are responsible for assigning responsibility, personnel and
resources to implement this Policy; establishing mechanisms to ensure the mandatory requirements are
applied, achieved and sustained. Chief Executives are also responsible for ensuring that any local policy
reflects the requirements of this policy and is written in consultation with the hospital executive, clinical
governance unit and clinical staff.

1. BACKGROUND

This document was written in consultation with a reference group of clinical experts. Extensive statewide
consultation informed further changes to the document.

This document includes:
e principles underpinning the care, safety and wellbeing of children and adolescents

e standards for the provision of clinical care

e standards for safety.

These principles and standards are essential components that enable NSW hospitals to provide care in the
right place, at the right time, as close to home as possible.

1.1 About this document

The purpose of this Policy is to promote the safety and wellbeing of children and adolescents in NSW
hospitals and acute health services.

This Policy applies to all acute health facilities where paediatric and adolescent patients are cared for. It
mandates standards to ensure children and adolescents receive safe and appropriate care whilst in acute
facilities.

This Policy must be followed by all organisations delivering acute health services. It is the responsibility
of Local Health Districts / Speciality Health Networks to:

e communicate the information contained within this Policy to relevant facilities and staff; and

e adhere to and implement this Policy.

1.2 Key definitions

Admitted patient An admitted patient is a person:
(1) whom a clinician with admitting rights to the facility has
determined meets the admission criteria
(i1) has undergone the admission process
(ii1) has not been separated by the facility.
A patient treated solely within the ED is not an admitted patient.
Child and Adolescent under A child or adolescent who has been removed from the care of their
Assumption of Care Order parents/carers and their care has been assumed by Department of
Communities and Justice.
Child and adolescent For the purpose of this Policy, a child and adolescent is defined as
aged up to their 16" birthday. This Policy recognises that the needs of
children and adolescents change with their age and developmental

stage.
Paediatrics The branch of medicine centred on the health and medical care of
children and adolescents until transition to adult health services.
Parents/carers Parents and carers is a broad term including those who are closest to

the patient in knowledge, care and affection, for example parents,
siblings, grandparents, aunts, uncles, cousins, friends, kin and carers.
It also includes guardianship arrangements and extended familial
relationships and kinship relationships for Aboriginal communities.
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NSW Hospitals and Acute
Health Services

Mature Minor

Paediatric admission

Paediatric safe bed or
environment

Safety

Transition

Trauma informed care

This Policy covers health facilities and services where children and
adolescents are treated and where the primary clinical purpose or
treatment goal is to:

e cure illness or provide definitive treatment of injury

e perform surgery (other than when the exceptions documented in
the included guidelines apply)

relieve symptoms of illness or injury

reduce severity of an illness or injury

perform diagnostic or therapeutic procedures, and/or

protect against exacerbation and/or complication of an illness
and/or injury which could threaten life or normal function.

This policy includes Children’s wards or units in NSW Hospitals and
other areas in NSW Hospitals and outpatient services that treat
children and adolescents. It does not include community health
services.

A minor who has a sufficient level of understanding and intelligence
to enable them to understand fully what medical or healthcare
treatment is proposed. Mature Minors may independently consent to
or refuse medical or healthcare treatment (see the NSW Health
Consent to Medical and Healthcare Treatment Manual). There is no
set age at which a child or young person is capable of giving consent.
It depends upon the treatment being proposed and the minor’s ability
to fully understand the implications of that treatment. The term
Mature Minor is interchangeable with the term Gillick Competent. A
court may still override a Mature Minor’s consent to or refusal of
treatment in the Mature Minor’s best interests.

A paediatric admission refers to children and adolescents under 16
years of age. Adolescents aged 16 years and older will usually be
admitted to an adult ward or hospital. By exception, some 16 and 17
year olds may be admitted to a children’s ward/hospital following
negotiation, including older adolescents who have not completed
transition to adult health services for chronic or complex care.

A safe bed or space is an environment which meets the physical,
developmental, social and emotional needs of children and
adolescents.

Avoidance of harm to patients from the care that is intended to help
them, this includes consideration of harms in regard to:

cultural safety

medication safety

mental health safety

emotional safety

sexual safety

online safety

physical safety

infection prevention and control.

The purposeful planned movement of adolescents and young adults
with chronic physical and medical conditions from child-centred to
adult oriented health care systems.
Trauma-informed care recognises the impact that traumatic events
have on a child or adolescent’s wellbeing. Trauma informed care
involves:
e understanding the impact of trauma on children and the
family
e providing care in a place that is physically and emotionally
safe
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e ensuring the workforce is culturally competent and can
implement practices that are respectful of cultural
backgrounds

e helping children and adolescents who have been victims of
trauma regain control of their day-to-day lives.

e including communities in governance processes and decision-
making about the design of services.

Zero tolerance A zero-tolerance approach means that as far as reasonably practicable
action will be taken to prevent violence. Appropriate action will be
taken to protect staff, patients and visitors from the effects of
violence, while ensuring clinical services continue to be provided in a
way that maximises the safety of patients, staff and others. Action
may include both clinical and / or non-clinical interventions as
appropriate.

1.3 Legal and legislative framework
NSW Hospitals and Acute Health Services have statutory obligations regarding the care and protection of
children and young people under the Children and Young Persons (Care and Protection) Act 1998.

For more information about other legal obligations with regards to the safety and wellbeing of children,
please refer to relevant Policy Directives, or contact the Legal Branch at NSW Health for assistance.

2. CLINICAL CARE

Services must align with the eight standards outlined in the National Safety and Quality Health Service
Standards.

2.1 Alignment with role delineation and service capability

NSW Hospitals must provide a defined scope of services as described in the NSW Health Guide to the
Role Delineation of Clinical Services.

All NSW Hospitals must provide clinical services in line with the facility’s scope of services for
paediatric medicine and surgery for children and adolescents.

The NSW Health Guide to the Role Delineation of Clinical Services describes the minimum support
services, workforce and other requirements for clinical services to be delivered safely. Service capability
describes the planned activity and clinical complexity that a facility is capable of safely providing.

The NSW Health Guideline NSW Paediatric Services Capability Framework (GL2017 010) identifies the
scope of planned activity for each paediatric service capability level and supports the provision of high
quality, safe and timely care for infants, children and adolescents as close to home as possible.

Suggested links and reading

Charter on the Rights of Children and Young People in Healthcare Services

Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health Service
(NSOQHS) Standards User guide for acute and community health services organisations that provide care
for children

Integrated Prevention and Response to Violence, Abuse and Neglect Framework The first 2000

Days Framework

NSW Youth Health Framework 2017-24
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2.2 A Networked Approach

NSW Health services must use appropriate networks to support the provision of high-quality healthcare
across NSW as close to home as possible. There are a range of networks including the NSW Children’s
Healthcare Network, the Agency for Clinical Innovation Paediatric Network and other relevant peer
networks.

Suggested links and reading
The Children’s Healthcare Network The ACI Paediatric Network
The ACI Network Pages

2.3 Triage and Assessment in Emergency Departments

Triage is an essential function in Emergency Departments (EDs) and ensures that patients are treated in
the order of their clinical urgency with reference to their need for time-critical intervention.

EDs must comply with the NSW Health Policy Directive Triage of Patients in NSW Emergency
Departments (PD2013 _047) which outlines the role, key responsibilities and the processes that
support efficient and safe triage.

Following triage, the NSW Health Policy Directive Emergency Department Patients Awaiting Care
(PD2018 _010) outlines the requirements for communication, the environment, recognition of
deterioration and commencement of clinical care.

Suggested links and reading
Guidelines on the implementation of the Australasian Triage Scale in Emergency Departments
The ACI: Paediatric Network Resources

2.4 Recognising and Responding to Deteriorating Patients

NSW Health Policy Directive Recognition and management of patients who are deteriorating
(PD2020_018) mandates that local systems, structures and processes must be in place to support the
recognition, response to and management of the physiological and mental state deterioration of patients.

Clinicians who provide care for children and adolescents must understand the clinical differences
between deteriorating children, adolescents, and adults. This includes training in the recognition of the
sick and deteriorating child or adolescent.

All NSW Hospitals must ensure all staff are made aware of the local Deteriorating Patient Safety Net
System, including how to activate their local Clinical Emergency Response System (CERS), and their
roles and responsibilities under the system. This includes

R.E.A.C.H. (Recognise, Engage, Act, Call, Help is on its way) for patients and parents/carers to escalate
concerns about changes to a patient’s condition.

All clinicians who provide direct patient care must complete the mandatory Between the Flags -
Deteriorating Patient Learning Pathway training, including the Paediatric patient module.

2.5 Plan of Care

Paediatric patients in a hospital must have a clearly defined and documented treatment plan of care that
includes:
e the name and contact details of the Attending Medical Officer (AMO) a diagnosis
(provisional or definitive)
e atreatment plan consistent with clinical practice guidelines a plan for
hydration, nutrition and fluid balance
e observation type and frequency, outline in the deteriorating patient policy expected frequency of
clinical review and estimated date of discharge, and
e changes in patient condition aligned with the deteriorating patient policy.
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A comprehensive and contemporaneous record of care must be documented in the patient’s health record
with changes in condition noted at the time they occurred including actions taken.

The process of care planning must reflect the preferences of the child, the adolescent, and their
parents/carers and:
e be tailored to children and adolescents’ individual needs
e consider the need for attachment, which allows a patient to connect with and gain reassurance
from their parent/carer during times of need or distress
e involve the planning for continuity of care after admission.

All children and adolescents admitted to NSW Hospitals must have a risk screen completed to identify,
escalate, and manage risks or concerns.

Clinicians must consistently use the risk screening and assessment approaches and processes as directed
by state, district or network, and facility policies.

Districts, networks and facilities must facilitate access to validated screening tools and provide clinicians
with clear pathways to follow when screening to identify need for further assessment and planning of risk
mitigation strategies.

Suggested links and reading

Paediatric Clinical Practice Guidelines

NSW Health Information Bulletin Paediatric Clinical Guidelines (1B2020_041)

Australian Commission on Safety and Quality in Health Care, The National Safety and Quality Health
Service (NSQHS) Standards

Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health Service
(NSOHS) Standards User guide for acute and community health services organisations that provide care
for children

CEC: Fall and entrapment prevention

2.6 Escalation of Care

NSW Hospitals must have escalation plans in place to ensure the appropriate accommodation of a sick or
injured child and/or adolescent, in accordance with NSW Health Policy Directive Critical Care Tertiary
Referral Networks (Paediatrics) (PD2010_030) and NSW Health Policy Directive Emergency Paediatric
Referrals (PD2005 157).

2.7 Consultation with on-call Specialists

General Practitioners who admit children or adolescents under their care must contact the local or
regional paediatrician within 12 hours of admission to develop a collaborative plan for ongoing
management. Consultation is required daily thereafter, or when there is handover to a new admitting
doctor.

Consultation is required at any time when there is deterioration, inadequate response to treatment,
diagnostic uncertainty or activation of the Clinical Emergency Response System (CERS) by staff, the
patient or family/carer. Clinicians must refer to the local facility’s CERS which outlines the requirement
for response to a deteriorating patient within its care. The local CERS must include the escalation process
for transferring patients that require higher- level care to a facility that can provide it.

Decisions regarding inpatient care for children and adolescents with mental health problems must be
determined in line with the NSW Health Policy Directive Children and Adolescents with Mental Health
Problems Requiring Inpatient Care (PD2011 _016).
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https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.cec.health.nsw.gov.au/keep-patients-safe/paediatrics/fall-and-entrapment
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2010_030
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2005_157
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2011_016
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2.8 Workforce

Children and adolescents must be cared for by staff with appropriate skills, experience and qualifications
to meet their physical, psychological, developmental, communication and cultural needs.

Staff caring for children and adolescents must have completed statewide and Chief Executive directed
mandatory training requirements for clinical staff who provide care for children and adolescents. The
mandatory training Matrix and Targeting Guide provides an overview of mandatory training
requirements.

Completion of Health Education and Training Institute (HETI) core training modules in paediatric
resuscitation, recognition of the deteriorating patient, child protection training, and, for staff administering
medication, paediatric medication safety training, are recommended. Staff caring for children and
adolescents must keep up to date with any changes to the mandatory training requirements.

All wards/units/departments must have access to clinical education.

There must be a nurse/midwife with appropriate experience in the In Charge of Shift role where a Nurse
Unit Manager is absent. To ensure safe systems of work and patient safety, staffing should be determined
by consideration of:
e requirements for paediatric drug checking and various other patient-related procedures
e the number and acuity of the patients within each ward, unit and department within a clinical
service
o the skill level of nurses required to provide care.

Suggested link
Public Health System (Nurses’ and Midwives’) State Award

2.9 Improving Access to Care

To ensure children and adolescents receive the right care, at the right time, closer to home, NSW
Hospitals must:

e provide a range of modalities of care to support the provision of child and adolescent care (this
may include but is not limited to Hospital in the Home (HITH), outpatient and ambulatory care
clinics, and virtual care, also known as telehealth)

e provide access to appropriate specialist staff and facilities in line with and networking
arrangements and service capability.

Suggested reading
NSW Health Guideline Adult and Paediatric Hospital in the Home Guideline (GL2018_020)

2.10 Outpatient Care

Outpatient services for children and adolescents must be provided in line with the NSW Health
Guideline Outpatient Services Framework (GL2019 _011) and ensure the provision of youth friendly
services for adolescents as outlined in the NSW Health Policy Directive NSW Youth Health Framework
2017-24 (PD2017_019).

2.11 Continuity of Care

Systems must be in place to ensure continuity of healthcare, including:
e coordination between and within the various services working with children, adolescents and
their parents/carers
continuity across different geographically locations post discharge care
e appropriate planning for transition to adult services for those with chronic/long term health
issues.

Suggested links and reading
NSW Health Policy Directive Departure of Emergency Department Patients (PD2014_025) CEC:

Safety Huddles
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https://www.heti.nsw.gov.au/education-and-training/my-health-learning/mandatory-training/matrix-and-related-documents
https://www.health.nsw.gov.au/careers/conditions/Pages/default.aspx
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_020
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2019_011
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_019
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2014_025
https://www.cec.health.nsw.gov.au/improve-quality/teamwork-culture-pcc/safety-fundamentals/for-teams/safety-huddles
https://www.cec.health.nsw.gov.au/improve-quality/teamwork-culture-pcc/safety-fundamentals/for-teams/safety-huddles
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3. SAFETY PROCEDURES

3.1 Safety of children and adolescents whilst in care

NSW Hospitals must ensure the safety of children and adolescents in terms of the following:

cultural safety

medication safety

mental health

safety emotional safety

sexual safety

online safety

physical safety

infection prevention and control.

All children and adolescents must be located in a paediatric safe bed regardless of the availability of a
paediatric ward or unit.

A paediatric safe bed is a bed, located anywhere within a facility (including ED, imaging or a general
ward or unit), that meets the criteria for ensuring the safety of the child and adolescent in line with the
following principles.

Children and adolescents must be:

cared for in a safe and appropriate environment that meets their physical, developmental, cultural
and psychosocial needs

easily observed and supervised at all times

protected as much as possible from the sights and sounds associated with adult care in areas
outside of designated paediatric wards, including EDs, Radiology, Operating Theatres and
Recovery

safe from harm from other patients, parents/carers and staff

cared for by appropriately trained and skilled staff with access to ongoing professional
development, current clinical guidelines and timely clinical guidance and advice

communicated with and listened to in a manner that enables understanding and respect

NSW Hospitals that provide care to children and adolescents must:

allocate the necessary workforce capacity to meet the needs of patients

facilitate access to an Aboriginal Health Worker for cultural consideration for Aboriginal
children and adolescents

implement screening, supervision and training to staff to ensure children and adolescents are free
from harm

ensure the individual characteristics, beliefs and cultural contexts of the child, adolescent and
their parents/carers are respected

ensure that Healthcare interpreter services are available and offered to all children, adolescents
and their families who do not speak English, or speak English as a second language

facilitate support for children and adolescents from parents/carers, including the ability for a
parent/carer to be accommodated with the child or adolescent

enable patients to be partners in their own care, to the extent that they choose

ensure that children, adolescents and their parents/carers are provided with information about
their health care that takes into account their level of health literacy

provide appropriately sized medical equipment, furniture and amenities

ensure that painful procedures do not occur within a child or adolescent’s bed space unless it is
an emergency, there are infection concerns or moving the patient will cause more distress
provide care and support to children, young people, parents/carers to minimise pain, anxiety and
distress associated with treatment and procedures
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e ensure compliance with NSW law on obtaining consent to medical treatment from patients or
their substitute consent providers in line with the NSW Health Consent to Medical and
Healthcare Treatment Manual. This includes enabling consent to treatment by mature minors (see
definitions) who have the capacity to understand fully what medical or healthcare treatment is
proposed.

e  Where there are separate paediatric areas within EDs, they must remain available for children or
adolescents.

Suggested links and reading

NSW Health Policy Directive Responding to Sexual Assault (adult and child) Policy and Procedures
(PD2020_006)

NSW Health Policy Directive Sexual Safety — Responsibilities and Minimum Requirements for Mental
Health Services (PD2013 038)

NSW Health Policy Directive Infection Prevention and Control Policy (PD2017 _013) CEC: Medication
Safety

Standard 4: Medication Safety, Safety and Quality Improvement Guide Office of the

Children’s Guardian: Child Safe Standards

CEC: Paediatric Cot and Bed Allocation Guide (CaBAG) ACI:

Transition Care Network

Sydney Children’s Hospitals Network: TRAPEZE

3.2 Cultural safety

NSW Hospitals must have strategies in place to ensure access to safe and holistic healthcare that supports
Aboriginal peoples and people of culturally and linguistically diverse (CALD) backgrounds as partners in
their own care.

NSW Health staff must have an understanding of health equity. Staff must provide healthcare that is
responsive to the needs of Aboriginal and CALD children, adolescents and their families. All children,
adolescents and their families who do not speak English, or speak English as a second language must be
offered a NSW Healthcare Interpreter.

Section 2, Part F of the NSW Health guide to the role delineation of clinical services, outlines the levels of
complexity for Aboriginal health services provided within any service level.

Suggested links and reading

NSW Health Guideline Communicating positively: A guide to appropriate Aboriginal terminology
(GL2019_008)

The Aboriginal Cultural Engagement Self-Assessment Tool

National Standards user Guide for Aboriginal and Torres Strait Islander Health

NSW Health Plan for Healthy Culturally and Linguistically Diverse Communities 2019-2023 Refugee

health policy
NSW Health guide to the role delineation of clinical services

3.3 Co-location of Adults with Children or Adolescents

The safety of the child or adolescent must be the primary consideration in decisions about co-location
of adults and children/adolescents.

In a paediatric ward there must be only child and adolescent admissions.

Where there is an exceptional need for the child/adolescent to be cared for outside a paediatric ward for
example in an intensive care unit, maternity unit (for the purposes of delivering), or a mental health unit,
they must be in a paediatric safe bed (see Section 3.2).
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https://www.health.nsw.gov.au/policies/manuals/Publications/consent-manual.pdf
https://www.health.nsw.gov.au/policies/manuals/Publications/consent-manual.pdf
https://www.health.nsw.gov.au/policies/manuals/Publications/consent-manual.pdf
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_006
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2013_038
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2017_013
https://www.cec.health.nsw.gov.au/keep-patients-safe/medication-safety
https://www.cec.health.nsw.gov.au/keep-patients-safe/medication-safety
https://www.cec.health.nsw.gov.au/keep-patients-safe/medication-safety
https://www.safetyandquality.gov.au/standards/nsqhs-standards/medication-safety-standard
https://ocg.nsw.gov.au/resources
https://ocg.nsw.gov.au/resources
https://www.cec.health.nsw.gov.au/keep-patients-safe/paediatrics/fall-and-entrapment
https://aci.health.nsw.gov.au/networks/transition-care
https://aci.health.nsw.gov.au/networks/transition-care
http://www.trapeze.org.au/content/who-we-are
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2019_008
https://www.health.nsw.gov.au/aboriginal/Pages/cultural-engagement-tool.aspx
https://www.safetyandquality.gov.au/standards/nsqhs-standards/resources-nsqhs-standards/user-guide-aboriginal-and-torres-strait-islander-health
https://www.health.nsw.gov.au/multicultural/Pages/policies-and-plans.aspx#%3A%7E%3Atext%3DNSW%20Plan%20for%20Healthy%20Culturally%2Cculturally%20and%20linguistically%20diverse%20backgrounds
https://www.health.nsw.gov.au/multicultural/Pages/refugee-health-policy.aspx
https://www.health.nsw.gov.au/multicultural/Pages/refugee-health-policy.aspx
https://www.health.nsw.gov.au/services/Pages/role-delineation-of-clinical-services.aspx
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In all exceptional circumstances a decision about where to admit the patient must be made by the
paediatrician or senior clinician, be documented in the clinical notes, and reviewed for safety factors
within 24 hours.

To protect children and adolescents from unwanted exposure, including casual overlooking and
overhearing;:
e children/adolescents must have separate bathrooms (no shared bathroom facilities with adults)

e adult patients must not pass through areas caring for children to reach their own facilities
e children/adolescents must not be required to pass through an adult ward or unit to access facilities

e appropriate security measures must be installed where appropriate, for example secure doors with
swipe card access.

3.4 Child Protection

NSW Hospitals must undertake mandatory child related screening of employees and ensure all staff who
care for children and adolescents receive education and training about the protection of children and
adolescents.

NSW Hospitals must ensure that all staff are aware of and comply with their responsibility to protect the
health, safety and wellbeing of children and adolescents as outlined in the Child Wellbeing and Child
Protection Policies and Procedures for NSW Health.

NSW Health staff must follow the Child Wellbeing and Child Protection Policies and Procedures for
NSW Health. This includes:

e use of the decision tree in the Mandatory Reporters Guide (MRG) to decide when to report and
what to report in relation to child protection concerns

e consultation with the NSW Health Child Wellbeing Unit mandatory
reporting

e documentation and information exchange as per the Child Wellbeing and Child Protection
Policies and Procedures for NSW Health.

Suggested links and reading

NSW Health Policy Directive Child Wellbeing and Child Protection Policies and Procedures for NSW
Health (PD2013_007)

NSW Health Policy Directive Domestic Violence: Identifying and responding (PD2006_084) Mandatory

Reporter Guide

Mandatory Reporters: what to report and when About

Child Protection and Wellbeing

Children’s Guardian Act 2019: Part 4 - Reportable Conduct Scheme

Chapter 16A of the Children and Young Persons (Care and Protection) Act

3.5 Children or Adolescents under Assumption of Care Orders

Where the Department of Communities and Justice (DCJ) have assumed care responsibility of a child or
adolescent in accordance with the Children and Young Persons (Care and Protection) Act 1988 and they
are in a NSW Hospital, the Hospital must comply with the child wellbeing and child protection
procedures for NSW Health. Section 9.9 Assumption of Care Responsibility of a Child or Young Person
by Community Services on Health Premises.

Suggested reading

NSW Health Policy Directive Child Wellbeing and Child Protection Policies and Procedures for NSW
Health (PD2013_007)
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https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2013_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2006_084
https://reporter.childstory.nsw.gov.au/s/mrg
https://reporter.childstory.nsw.gov.au/s/mrg
https://www.facs.nsw.gov.au/families/Protecting-kids/mandatory-reporters/what-when-to-report
https://www.health.nsw.gov.au/parvan/childprotect/Pages/default.aspx
https://www.health.nsw.gov.au/parvan/childprotect/Pages/default.aspx
https://www.facs.nsw.gov.au/providers/children-families/interagency-guidelines/child-wellbeing-and-protection-laws-in-nsw/chapters/childrens-guardian-act-2019#%3A%7E%3Atext%3DReportable%20Conduct%20Scheme%2C-The%20Reportable%20Conduct%26text%3D%27Reportable%20conduct%27%20includes%20a%20sexual%2Ca%20child%20(section%2020)
https://legislation.nsw.gov.au/view/html/inforce/current/act-1998-157#ch.16A
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2013_007
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3.6 Children and Adolescents leaving the ward or being discharged from
hospital

NSW Hospitals must have systems in place to ensure that when children and adolescents leave a ward or
unit that they are accompanied by an appropriate parent/carer, and that their whereabouts (including time
of departure and return) is known and documented.

Systems must also be in place to ensure that when children and adolescents are discharged from hospital
that they are accompanied by an appropriate parent/carer.

3.7 Management of Violence and Aggression

NSW Health facilities must maintain a zero-tolerance approach to violence and establish work systems
and environments that enable, facilitate and support the zero-tolerance approach.

This includes a zero-tolerance approach to violence perpetrated by patients and others against
staff, patients or visitors. Hospital managers must exercise their responsibilities in relation to
preventing and managing violence, in line with NSW Health Policy Directive Preventing and
Managing Violence in the NSW Health Workplace — A Zero Tolerance Approach
(PD2015_001).

As part of the ongoing management of work health and safety risks, all NSW Hospitals must have in place
a violence prevention program that focuses on the elimination of violence related risks.

3.8 Children and adolescents with acute behavioural or mental health
problems
NSW Hospitals admitting children and adolescents for acute mental health care must comply with the

NSW Health Policy Directive Children and Adolescents with Mental Health Problems Requiring
Inpatient Care (PD2011_016) and the Mental Health Act 2007.

NSW Hospitals must:
e apply the principle of least restrictive care

e maximise the child or adolescent’s choices, rights and freedom as much as possible whilst
balancing safety (people accessing services, staff and others) and health care needs

e ensure consultation with an appropriate clinician if assessment and management is required

e ensure staff providing care have the appropriate knowledge, skills and capabilities to work with
children and adolescents with acute behavioural or mental health issues. This includes
completion of all mandatory training required to work with people experiencing mental health
problems.

NSW EDs must have a Safe Assessment Room — a clinical area designed to accommodate the needs of
patients with, or at risk of developing Acute Severe Behavioural Disturbance (ASBD), who require
assessment in a therapeutically supportive environment.

Seclusion and restraint must only be considered as a last resort after less restrictive alternatives have been
trialled or considered and the safety of staff must be maintained at all times in accordance with NSW
Health Policy Directive Seclusion and Restraint in NSW Health Settings (PD2020 004).

Suggested links and reading

NSW Health Guideline Management of patients with Acute Severe Behavioural Disturbance in
Emergency Department (GL2015_007)

Provision of Trauma Informed Care
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https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2015_001
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2011_016
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_004
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2015_007
https://www.health.nsw.gov.au/mentalhealth/psychosocial/principles/Pages/trauma-informed.aspx
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3.9 Facilities for parents and carers

Facilities for parents/carers to stay nearby to their child or adolescent must be provided, for example a
lounge chair or folding bed in the ward or unit or a chair in ED. Allowing parents/carers to stay with their
child or adolescent in hospital has a positive impact on the child and parent/carer stress and increases the
child or adolescent’s coping ability.

NSW Hospitals must:

e make it possible for a parent/carer to always remain with their child or adolescent. The only
circumstance in which this does not apply is for exceptional cases where the adolescent states
they do not want their parent/carer to remain with them. In such cases a decision must be
documented in the clinical notes and regularly reviewed with the adolescent.

e Provide amenities to facilitate the comfortable stay of parents/carers at the child or adolescent’s
bedside.

e Facilitate culturally appropriate arrangements to support Aboriginal children and adolescents.

e Orientate parents/carers to the relevant areas within the facility and relevant practices to enable
them to safely assist with the basic care needs of their child/adolescent.

e Notify parents/carers of any pending transfer arrangements for their child/adolescent.

o Ensure that parents/carers of children and adolescents requiring surgery are able to accompany
their child/adolescent to the operating theatre and have access to the recovery room.

o Ensure parents/carers are able to be present at the induction of anaesthesia for children and
adolescents, and allowed into recovery as soon as possible.
Additional facilities for the parents/carers that must be provided are:
e facilities for nutrition, such as a kitchenette with fridge and microwave

o facilities for breastfeeding and for breast milk storage
e access to amenities such as a shower, toilet and washing facilities.

Suggested links and reading

NSW Health Guideline Safe Assessment Rooms (GL2020 001)

Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health Service
(NSOQHS) Standards User guide for acute and community health services organisations that provide care
for children

3.10 Gender Specific Accommodation
The needs and preferences of adolescent patients must be sought, recorded and respected, regardless of

their sexuality, gender identity or intersex variations.

Bathroom facilities do not need to be designated as gender specific as long as they accommodate only one
patient at a time and can be locked by the patient (with an external override for emergency use only).

Parents/carers accompanying children must use adult visitor bathroom facilities, except where their child
or adolescent is in a single room with an en-suite bathroom.

Suggested reading

NSW LGBTIQ+ Health Strategy 2022-2027. Implementation Plan 2022-2027 and Summary of Evidence
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https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2020_001
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/nsqhs-standards-user-guide-acute-and-community-health-service-organisations-provide-care-children
https://www.health.nsw.gov.au/lgbtiq-health/Pages/default.aspx
https://www.health.nsw.gov.au/lgbtiq-health/Pages/default.aspx
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3.11 Safe and Appropriate Transfers

NSW Hospitals must ensure the safe and timely transfer of children and adolescents whose medical
condition requires care at a different level from that of the presenting hospital in line with NSW Health
Policy Directive Children and Adolescents — Inter-Facility Transfers (PD2010_031).

When transporting children and adolescents around the hospital they must not be left unattended at any
time. If the child or adolescent is acutely unwell or post-operative an appropriate clinical escort must be
provided.

3.12 Transition of care

Health services must have a formal transition process in place to transition adolescents to adult services,
in line with the principles outlined within Key Principles for Transition of Young People from Paediatric
to Adult Health Care.

Facilities that manage children and adolescents with chronic conditions must identify a person within the
patient’s clinical team to act as a transition coordinator/facilitator. This person may be any member of the
multidisciplinary team.

Their role is to identify children and adolescents, ensure that they receive education packages and are
referred to appropriate services such as Trapeze and ACI Transitional Care Coordinators.
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https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2010_031
http://www.trapeze.org.au/content/paediatric-teams
http://www.trapeze.org.au/content/paediatric-teams
http://www.trapeze.org.au/content/paediatric-teams
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GUIDELINES FOR HOSPITALS AND MATERNITY STAFF IN THEIR RESPONSE TO
PARENTS CONSIDERING THE ADOPTION OF THEIR CHILD (PD2005_545)

PD2005_545 supersedes circulars 82/296 and 82/297, Health Commission Policy on Adoption.

This is a circular for the NSW Health system that outlines principles and guidelines for hospitals and
maternity staff in their response to parents considering the adoption of their child. These guidelines are
being issued to ensure that current legislation is complied with and contemporary good practice principles
are followed.

Local policies and protocols of public health organisations should be updated to reflect these guidelines.
These guidelines are also recommended to private health care facilities for general use as a standard of
good practice.

These guidelines are particularly relevant to and should be specifically noted by the following NSW
Health staff:

Maternity services - nursing, medical and allied health staff;
Paediatricians and Paediatric Registrars;

Hospital Social Workers;

Medical Records Staff to note section 3.7 of the Guidelines.

The NSW Department of Community Services is currently preparing new adoption legislation which will
repeal, replace and consolidate the Adoption of Children Act 1965 and the Adoption Information Act 1990.
In addition, it is anticipated that the new Children and Young Persons (Care and Protection) Act 1998 will
be proclaimed in the second half of 2000, and will replace the Children (Care and Protection) Act 1987.
This circular has been written to reflect the directions of this new legislation. Following the proclamation
of these new Acts this circular will be reviewed and updated.
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GUIDELINES FOR HOSPITALS AND MATERNITY STAFF IN THEIR RESPONSE TO
PARENTS CONSIDERING THE ADOPTION OF THEIR CHILD

1. PRINCIPLES

1.1 Parents considering offering their expected or newly born child for adoption, should be accorded
and advised of the same rights, privileges, responsibilities, treatment/s, information and support
services as any other parent in the hospital. Parents should be cared for with sensitivity and in a
non-judgemental manner.

1.2 As adoption severs a child’s legal relationship with his/her family of birth, it is important that
parents are informed of all alternative care options for their child and are assisted to consider these
options. Adoption is one of the placement options for parents who do not wish or are unable to
care for their child. It is the most radical form of substitute care for a child.

1.3 Parental choice throughout the process is to be respected. Parents should at all times be the ones
to make the decisions about contact with, feeding and care of the baby. The decisions of the
parent/s may change over time. For example, the decision to adopt is not always made
antenatally, or if considered antenatally may change following birth of the baby. It is also useful
to recognise that at any one point in time a parent may be ambivalent about adoption, that is have
diverse feelings simultaneously.

1.4 The rights of both the child’s parents to participate in decisions concerning the child should be
taken into account.

1.5 Parental wishes for confidentiality regarding a decision about adoption of their child are to be
respected by health professionals.

1.6 Parents are the legal guardians of their child, unless a Court has removed their parental
responsibilities or made them joint guardians with a third party. Consent to medical treatment for
the child is to be given by the child’s legal guardian. NSW Health PD2005_406 department’s
policies in relation to consent to medical treatment and the provision of information to patients.

1.7 The parents of the child have the right to name the child. The name given to the child by the
parents is the child’s legal name and should be used to identify the child. However, that name
may be changed by legal processes.

1.8 Unless specified in the medical report form required by the Adoption of Children Act 1965, a baby
for adoption does not require any specific tests as a result of the adoptive process. The baby
should receive the routine screening tests and any other that are medically indicated.

1.9 The loss experienced by parents through the adoption of a child may be profound and lifelong.
Feelings of grief and loss may be accompanied by significant distress. Affected parents should be
offered appropriate support and comfort. Follow-up counselling should be offered for persistent
or severe distress or those at highest risk (eg poor social support, a history of significant losses or
mental health problems) with identified pathways to specialist mental health care if required.


http://www.health.nsw.gov.au/policies/PD/2005/PD2005_406.html
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2. DEPARTMENTAL ROLES AND RESPONSIBILITIES
2.1 NSW Health System

2.1.1  The role of NSW Health staff is to ensure that the health needs of mother and baby are met. The
aim is to ensure the best physical and emotional health outcome for the family. NSW Health staff
also provide health care and assessment of the child. Information about the child is provided to
the Department of Community Services or licensed private adoption agency.

2.1.2  While the mother and baby are the primary focus of the maternity service, the role of the father
and extended family is also to be acknowledged and accommodated in the provision of care and
support.

2.1.3 The NSW Health system has no role in arranging adoption or witnessing adoption consent.
2.2 Department of Community Services and licensed private adoption agencies

2.2.1 The Department of Community Services and the licensed private adoption agencies are the only
bodies authorised to make adoption arrangements.

Making adoption arrangements involves:

o counselling which will include assisting the parents to explore their reasons for considering
adoption, explaining alternatives to adoption and ensuring their understanding of the effects
of an adoption order;

o witnessing consent;

o preparing the adoption plan;

o placement of the child;

and, facilitating the appropriate provision of:

o ongoing counselling and support for parent/s following consent;
. follow up for grief and loss issues of the parent/s and family.

2.2.2  Once all required consents to the child’s adoption have been given by the parent/s, or dispensed
with by the Court, the Director-General of the Department of Community Services becomes the
legal guardian of the child. This includes cases where the adoption arrangements are being made
by a private licensed adoption agency.

2.2.3  The Department of Community Services and the licensed private adoption agencies can make
arrangements for the temporary care of the child. Temporary care is usually arranged with the
consent of the parents, who are encouraged to maintain regular contact with the child. For most
infants the period of temporary care is likely to be of only several weeks duration to enable the
parents to resolve their situation.

2.2.4  The maximum period usually available for temporary care is 6 months. The temporary care
arrangement may be terminated at any time by the parents or the agency that made the
arrangement (the Department of Community Services or the licensed private adoption agency, as
the case may be).
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3.1

3.1.1

3.2

3.2.1

322

323

324

325

3.3

3.3.1

LEGISLATIVE FRAMEWORK
General

Adoption practice is principally governed by the Adoption of Children Act 1965 (ACA), the
Adoption Information Act 1990 (AIA), some sections of the Children (Care and Protection) Act
1987 (CC&PA), and their respective Regulations.

The NSW Department of Community Services is currently preparing new adoption legislation
which will repeal, replace and consolidate the Adoption of Children Act 1965 and the Adoption
Information Act 1990. In addition, it is anticipated that the new Children and Young Persons
(Care and Protection) Act 1998 will be proclaimed in the second half of 2000, and will replace the
Children (Care and Protection) Act 1987.

Parents are the legal guardians of their child, unless a Court has removed their parental
responsibilities or made them joint guardians with a third party. The Director-General of the
Department of Community Services becomes the child’s exclusive guardian under the adoption
process when all consents to the child’s adoption by a parent or guardian have been given or
dispensed with by the Supreme Court.

Adoption

Adoption is a legal process which ends the legal relationship and responsibilities between the child
and his/her parents and establishes a new legal relationship and responsibilities with the adoptive
parents. (Section 35 ACA)

Adoptive placements of non-related children can only be arranged by the Department of
Community Services or a licensed private adoption agency. Any other adoptive placement of a
child with a non-related person is an unauthorised adoption placement and in breach of the Act.
(Section 51 ACA)

Relative is defined in the adoption law as the grandparent, uncle or aunt of the child, whether by
blood, adoption or marriage. (Section 6 ACA)

Once all required consents to the adoption have been given by the parents or guardians of the
child, or dispensed with by the Supreme Court, the Director-General of the Department of
Community Services becomes the exclusive guardian of the child and remains exclusive guardian
until:

o the making of the adoption order or an order in licu of adoption;

o the adoption consent(s) are revoked; or

o the Director-General terminates the arrangement, including the return of the child to the
parents (Section 34 ACA);

o the Supreme Court makes an interim order that the child become a ward of the Minister
(Section 34(4) ACA).

Adoption orders are made through the NSW Supreme Court.
Adoption Consent
The Department of Community Services or the licensed private adoption agency is responsible for

making the arrangements for a qualified person, under the legislation, to witness the adoption
consent.
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3.3.2  For the mother of a child, consent to adoption may legally be given at any time on or after the fifth
day of the child’s birth. (Section 31 (2) ACA)

o for many women the consent to adoption is given at a time well beyond this minimum

period;

o a mother may be discharged from hospital without her child when she is ready/medically fit,

without signing an adoption consent.
3.3.3  The father of a child can give his consent at any time after the child’s birth.

a) The legislative provisions relating to the involvement of a child’s father in the adoption
decision are complicated. Men who acknowledge their paternity should be accorded the
right to be involved in decisions concerning their child, including the adoption decision.
(The Status of Children Act 1996, Sections 26 and 31A ACA)

b) Clarification of the adoption consent requirements in respect of fathers should be sought
from the Department of Community Services or the licensed private adoption agency. A
father’s consent to his child’s adoption is definitely required if:

o the child was born of his marriage; or
o the child was born of his defacto relationship and the child is part of the household;
or
) the father has been appointed a guardian by a court and has custody of the
child.
3.3.4 For adoption consent to be valid and legal (Sections 29 & 31 ACA, Regulations 21-24):

a) It must not have been obtained by fraud, duress or other improper means.

b) The parent must understand the nature of the consent and be in a fit condition to give
consent. For example: the parent should not be ill, receiving medication or treatment that
could affect decision processes, or suffering an acute psychiatric condition.

c) When medical certification of the mother’s fitness to consent is provided, consent to
adoption can legally be given by a mother before the fifth day of the child’s life. However
this situation is highly unusual. Adoption consent cannot be signed before the birth of the
child.

d) Consent must be given on the prescribed form and attested to by a qualified witness. Only
certain categories of people are qualified in the Adoption of Children Regulation to
witness a consent.

e) The qualified witness has certain obligations to fulfil under the Regulations before the
parent can sign the consent. These are:

o to be satisfied of the identity of the person giving consent;

o to ensure the parent received, at least 72 hours before signing consent, written
information about the effect of giving consent and the rights of the parties
concerned in an adoption;

o to afford the parent ample opportunity to read the consent documents;
. to be satisfied the parent understands the effect of signing the consent; and
o if the parent is under the age of 16, before consent is given, a report of a registered

psychologist, or other appropriate expert, is required of the capacity of the parent to
understand the effect of signing an adoption consent.
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3.3.5 Following consent, the period for a parent to revoke or withdraw their consent is 30 days.
(Section 28 ACA)
a) Consent is revoked by the parent notifying in writing the Deputy Registrar of the NSW
Supreme Court of their intention to revoke their consent.
b) A form for revocation is included in the parent’s consent documents.
c) The Department of Community Services or the licensed private adoption agency will

notify the parent of the impending expiry of the revocation period at least 7 days before its
expiry. (ACA Regulation 26)

d) On revocation, the parent resumes their guardianship of the child.

e) If a parent has revoked their consent, but is unable to resume the care of their child, a
temporary care agreement will need to be signed while the parent considers the child’s
future.

34 Leaving Hospital

3.4.1 Under Section 27 (2) of the Children (Care and Protection) Act 1987 it is an offence for a person
to permit a child, unless s/he is in the care of his/her mother, to be taken from hospital without the
consent of the Director-General.

3.4.2 When the child is ready to leave hospital, if a parent is unable to care for the child and has not
signed the adoption consent, temporary care arrangements should be made for the child by the
Department of Community Services/licensed private adoption agency. The parent/s will be asked
to sign a Temporary Care Agreement with the Department of Community Services or enter into a
private fostering arrangement with a licensed foster care or private adoption agency.

3.4.3 If the parent/s have not signed adoption consent, do not agree to sign a temporary care
arrangement and are unwilling to resume the care of the child, the child should be notified to the
local office of the Department of Community Services.

3.4.4 Where the child is to be discharged to the care of a Department of Community Services temporary
foster carer, the carer must provide the hospital with a letter containing the consent of the
Director-General of the Department of Community Services to their care of the child and show
identification. The letter and copy of the identification are to be placed on the child’s hospital
record.

3.4.5 Where a child is to be discharged to the care of a licensed private adoption agency carer, the carer
must provide the hospital with a letter signed by the Principal Officer of the agency and show
identification. The letter and copy of the identification are to be placed on the child’s hospital
record.

35 Contact

3.5.1 The adoption legislation does not place any statutory restrictions on the degree of contact a parent
may have with their child in hospital.

3.5.2  Asa general rule, prior to adoption consent the child’s parent/s decide on the level of contact they
wish with the child, whether the child is to room in with the mother, or be cared for in the nursery
etc. However, if an assessment of risk for the child has led to the Department of Community
Services assuming the care of the child under the Children (Care and Protection) Act (Section
62A), the level of contact should be determined by the Department of Community Services.
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3.5.3 Once all required adoption consents have been given, because the guardianship of the child has
changed, the level of contact should be negotiated between the parent/s, Department of
Community Services/licensed private adoption agency and the hospital.

3.6 Registering the birth and naming the child

3.6.1 The Births, Deaths and Marriages Registration Act requires a parent to notify the Registry of the
birth of a child within a month of the birth. Where the parents are not married to each other, the
father’s details can only be included on the registration if both parents sign the information form.
Both parents should be encouraged to record their names.

3.6.2 If'the child is subsequently adopted, this acknowledgment of a man’s paternity will affect the
rights of the adopted person and the father under the Adoption Information Act 1990.
Acknowledgment of a man’s paternity will allow the adoptee to receive identifying information
about his/her father and the father will be able to access identifying information about the child.

3.6.3 The name given to the child by the parents is the child’s legal name (unless changed as a result of
an adoption order) and should be used to identify the child.

3.7 Records

3.7.1  The Adoption Information Act 1990 (AIA) gives adopted persons, their birth parents and adoptive
parents the right to certain information about themselves and each other. This includes their
access to medical and social work records. The information that can be accessed is prescribed by
the AIA.

3.7.2  Access by an adopted person to records related to his/her birth parent require the person to present
a ‘Supply Authority’ from the Department of Community Services or a copy of their original birth
certificate released under the AIA prior to June 1998.

3.7.3 Similarly a birth parent cannot access information from an adopted child’s records without the
appropriate authority.

3.7.4 Since the NSW Archives Act 1960, adoption records have been retained in the State Archives in
perpetuity.

3.7.5 NSW Health PD2010_050, Adoption Act 2000 - Release of Information, outlines guidelines to be
followed in respect of adoption related enquiries to public hospitals.

4. HOSPITAL PRACTICE

4.1 Antenatal care

4.1.1 If adoption is being considered, the maternity/hospital social worker would normally be involved
in the management and care of the woman. A referral to a social worker should be made
following discussion and agreement by the woman/couple.

4.1.2 Information, education, support and counselling should occur regarding the birth plan and birthing

process. A birth plan should be agreed so that the hospital is able to offer appropriate care. The
birth plan is to include:
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o the wishes of the parent/s regarding their involvement with the baby after delivery;
o who else is to be involved, eg the grandparents of the baby and other support people;
o how much contact they will have with the baby;
o memorabilia of the baby that may be wanted by the parents, eg photographs, hand/foot

prints, cot cards, identification bands, the Blue Book.
4.2 Birth

4.2.1 Antenatal staff are to ensure the appropriate transfer of information to the delivery suite and
postnatal ward to ensure that appropriate care in line with the wishes of the parent/s is provided.
Confirmation of the birth plan is to occur, along with reassurance to the woman/ couple that they
are able to alter the birth plan at any time so that their needs are met.

4.2.2 At delivery there should be no obstacle to the parent/s being shown or handling their child should
they wish to do so, providing this is medically feasible.

4.2.3  Following the birth, the midwife usually informs the maternity/hospital social worker (if involved)
that the baby has been delivered. The decision and timing of notification of the birth to the
adoption agency is made by the parent/s who may wish to consult with and seek the assistance of
the hospital social worker.

4.2.4  If no prior discussion has occurred between hospital staff and the woman/couple and adoption is
discussed at this point in care (ie birth/postnatal) a referral to the maternity/hospital social worker
should be made as soon as possible.

4.3 Consent to medical treatment of the child

4.3.1 Generally, the parent/s are the legal guardian/s of the child, parental consent to medical treatment
or a Court order is required. However, in an emergency, medical practitioners may act without the
consent of a parent or guardian (Section 20A, Children (Care and Protection) Act 1987).

4.3.2 Ifthere is an arrangement in place for temporary care, consent to medical treatment may be
provided by the Department of Community Services or the licensed private adoption agency as the
case may be, if the consent of the parent/s is unable to be obtained (the Department of Community
Services or licensed private adoption agency will obtain parental consent where possible).

4.3.3  If the Director-General of the Department of Community Services has become the child’s legal
guardian, consent to medical treatment is required from the Department of Community Services.

4.4 Postnatal care

4.4.1 The parent/s choose where the baby is to be cared for following the birth, that is rooming in with
the mother or cared for in the nursery. The parent/s choose the degree of contact they have with
the baby and whether the baby is breastfed.

4.42 If an assessment of risk for the child has led to the Department of Community Services assuming
the care of the child under section 62A of the Children (Care and Protection) Act 1987, postnatal
care of the child and the degree of contact between the child and the parent/s should be determined
by the Department of Community Services.
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4.43 The parent/s have the right to name the child and are responsible for completing the birth
registration form. The baby is to be identified at all times by the name given by the parent/s.

4.5 Mementos

4.5.1 Having first obtained the permission of the parent/s, two sets of mementos of the baby such as
photographs, hand/foot prints of the baby, cot cards, identification bands should be gathered and
two Blue Books (Personal Health Records) issued.

4.5.2 Mementos of the baby and the Blue Book should be offered to the parent/s. If the parent/s do not
want to take these mementos at this time, permission from the parent/s should be requested for the
mementos to be forwarded the Department of Community Services/licensed private adoption
agency to be held on file for the parent/s if requested in the future.

4.5.3 It is usual practice for the Department of Community Services/licensed private adoption agency to
request mementos on behalf of the child. A set of these items is to be gathered for the child and
forwarded to the Department of Community Services/licensed private adoption agency on request.
Hospital staff should explain to the parents that these items are given to the adoptive parents to
provide the child with mementos of his/her birth.

4.5.4 No identifying details other than the baby’s first name should appear on the set of mementos and
Blue Book provided to the adoptive parent of the child.

4.6 Discharge
4.6.1 Temporary Foster Care

4.6.1.1 The baby should leave the hospital for temporary foster care as early as practicable. The
Department of Community Services or licensed private adoption agency arranges the temporary
foster care and ongoing access of the parent/s to the child in consultation with the parent/s.

4.6.1.2 The Nurse Unit Manager or delegate is to be advised by the Department of Community
Services/licensed private adoption agency when the foster parents will be coming to collect the
baby. The Department of Community Services or licensed private adoption agency provide the
foster parents with a letter giving consent for the child to be discharged into their care.
Identification should also be provided by the foster parents. This letter and a copy of the
identification is to be placed in the child’s hospital record.

4.6.2 Medical Report Forms

4.6.2.1 There are two statutory medical reports to be completed on a child to be placed for adoption
(Clause 19 Adoption of Children Act Regulation). These are Medical Report following Birth of a
Child and Medical Report on Child. These forms are to be completed by the relevant medical
officer prior to discharge and forwarded to the Department of Community Services or licensed
private adoption agency. Copies of the medical report forms are attached.

4.6.2.2 Before a child’s discharge from hospital, it is helpful for the relevant medical officer to provide a
referral to an appropriate medical practitioner for ongoing medical examination and care of the
child. This will assist the Department of Community Services or licensed private adoption agency
to comply with the relevant Regulation in regard to ongoing medical care.
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4.6.3 Discharge Planning

4.6.3.1 Prior to the child’s discharge from the hospital, the foster parent/s are to be advised by hospital
staff of their local Early Childhood Health Service and encouraged to access this service while the
child is in their care.

4.6.3.2 Discharge planning should also address the health needs of the parent/s, including the physical and
mental health needs. The maternity/hospital social worker may remain available to the parent/s
and their family following discharge for follow up consultation. Other options for ongoing
support should be identified in consultation with the adoption agency. Parent/s who are severely
affected by loss may be vulnerable to (postnatal) depression and may require specific follow-up to
monitor their mental health with access to appropriate treatment, if necessary.

4.6.3.3 Hospital staff should ensure that the mother is given appropriate advice and information on all
aspects of the postnatal period - physiological and emotional. As well as social work support this
should include:
e information and explanation about normal and abnormal physiological processes after child

birth;

e an offer of domiciliary midwifery visits after discharge;
e information on who to contact if problems arise;
e information on the importance of arranging a 6 week postnatal visit.

5. ADOPTION SERVICES

A parent considering the adoption of their child may be referred for information about adoption and
counselling to the NSW Department of Community Services or one of the private adoption agencies
licensed to make arrangements for an infant’s adoption.

The contact details for these agencies are:

Adoption and Permanent Care Section

Adoption Services Branch

NSW Department of Community Services

Level 13, 130 George Street

Parramatta NSW 2150

Telephone: 9865 5900, 9865 5911, 9865 5966, 9865 5974, 9865 5992.
Website: http://www.community.nsw.gov.au

Email: adoption@community.nsw.gov.au

Anglicare Adoption Services

19A Gibbons Street

Telopea NSW 2117

Telephone: 9890 6855

Facsimile: 9890 6899

Email: adoptions(@anglicare.org.au



http://www.community.nsw.gov.au/
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Centacare Adoption Services

9 Alexandra Avenue

Croydon NSW 2132

Telephone: 9745 3133

Facsimile: 9744 7123

Email: adoption@centacare.aust.com

Barnardos Find-a-Family Program is also a licensed private adoption agency, however provides services to
children over the age of 2 requiring adoptive placement.

These organisations also have information, pamphlets and resources on adoption.
6. MEDICAL FORMS

Copies of the two statutory medical reports to be completed on a child to be placed for adoption (Clause
19 Adoption of Children Act Regulation) are attached:

o Medical Report following Birth of a Child
o Medical Report on a Child


mailto:adoption@centacare.aust.com
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NAME OF CHILD:

ADOPTION OF CHILDREN ACT 1965

REGULATION 29 (1)

Medical Report Following Birth of Child

Sex:

Date of child’s birth:

Time of birth:

Place of child’s birth:

Birth Weight:

Length at birth:

Head circumference at birth:

Evidence of developmental defect, injury, infection or other disability:

APGAR RATING: (see overleaf)

Heart rate
Respiratory effort
Muscle tone
Colour of infant
Reflex irritability
Total

MOTHER’S NAME:

Score

Code

A-9to10

B-7to8

C-5t06

D-3to4

E-0to2

This baby is

(A
(B
(C
D
(E

Age:

Parity:

Height:

Ethnic group:

Serological tests for syphilis done on the mother in puerperium:
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Result:

Details of labour and delivery:

GENERAL COMMENT: (The examiner’s assessment of the child’s physical status)

Name and address of doctor:

Date of examination:

Signature:
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APGAR RATING -- at one minute

Estimated exactly 1 minute after birth -- preferably by 2 observers:

A heart rate of 100-140 is considered good
and given a score of two, a rate of under 100
receives a score of one, and if no heartbeat is
seen, felt or heard, the score is zero.

HEART RATE 0
= 1
= 2
0= No beat seen, felt or heard
1= Rate of under 100
2= Rate 100-140
RESPIRATORY EFFORT
= 0
= 1
2
0= Apnoeic at 60 secs.

(including one or more gasps,
then apnoea)

An infant who is apnoeic at 60 seconds after
birth receives a score of zero, while one who
breathes and cries lustily receives a two
rating. All other types of respiratory effort,
such as irregular, shallow ventilation are
scored one. An infant who has gasped once at
thirty or forty-five seconds after birth and who
then becomes apnoeic, receives a zero score,

1= Irregular shallow ventilation since he is apnoeic at the time decided upon
2= Breathed and cried lustily for evaluation.
MUSCLE TONE A completely flaccid infant receives a zero
= 0 score and one with good tone and
= 1 spontaneously flexed arms and legs, which
= 2 resist extension, is rated two points.
0= Completely flaccid
1= Poor tone
2= Good tone, spontaneously flexed
arms and legs
COLOUR 0 A score to two is given only when the entire
= 1 child is pink.
= 2
0= Cyanosed deeply
1= Slightly cyanosed
2= Entire child pink
REFLEX IRRITABILITY Response to external stimuli-lactile or
= 0 thermal.
1
2
0= No response
1= Feeble cry

2= Vigorous cry
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ADOPTION OF CHILDREN ACT 1965
REGULATION 29 (1)

Medical Report on Child
(To be made wherever possible by a Paediatrician but where necessary by other examining medical
practitioner.)

Note for the Guidance of Examining Doctor:

The examination is intended to provide a record, available to the adoptive parents, of the child’s apparent
mental and physical condition so that information which would have been available to them as natural
parents and which may be of importance for the future welfare of the child, so far as practicable will be
available. The doctor is not asked to give his opinion as to the suitability of the child for adoption.

NAME OF CHILD:
Sex:

Date of Birth:
Estimated Gestation:

Present Weight:
Present Length:

Present head circumference:

BEHAVIOUR: Startle reflex:

General activity and vigour:

Capacity to take feedings:

Abnormal behaviour or posture:

EVIDENCE OF DEVELOPMENTAL DEFECT, INJURY, INFECTION OR OTHER DISABILITY:*

LABORATORY DATA
( H.B. Film
Blood (

( Serological Tests for Syphilis
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( Reducing substances
(
Urine ( Albumin
(
( Phenyl Pyruvic Acid (or Guthrie Blood Test)

GENERAL COMMENT: (The examiner’s assessment of the child’s physical status and behaviour)

Name and address of doctor:

Date of examination:

Signature:

* The examination should include, if applicable, inter alia:

At any age

Capacity of infant to focus eyes on object held about 30 cms. from face and moved from side to side.
Squint. Visual activity. Nystaginus. Cataract. Retinopathy.

Mouth and Palate.

Hearing Bell. Watch. Human voice/whisper. If deaf - probable cause.

Evidence of developing head control. Size and tension of fontanelle.

Co-ordination. Laterality (Dominance). Posture. Tone. Congenital dislocation of hip. Talipes.
Descent of testes. Hernia. Naevi. Abdominal tumour or enlargement or organs.

Pyspnoea. Stridor. Productive cough. Asthma.
Evidence of Mongolian defect.

Pubescence, Menstruation.

Central or peripheral Cyanosis. Heart murmur or abnormal rhythm. Femoral pulse.

Additional matters in respect of child over three months of age:
Capacity to respond to invitation to smile; to follow movement of examiner; to grasp and hold rattle etc. Excessive
rhythmical activity (e.g. head rolling, banging). Developing power to maintain sitting posture, with support.

Let 135A
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MATERNITY - MATERNAL GROUP B STREPTOCOCCUS (GBS) AND THE MINIMISATION
OF NEONATAL EARLY - ONSET GBS SEPSIS (GL2017_002)

GL2017_002 rescinds GL2016_021, PD2005_240

PURPOSE

This Guideline provides guidance for two standard approaches used to identify women for whom
intrapartum antibiotic prophylaxis (IAP) should be offered to reduce the risk of intrapartum transmission
of Group B Streptococcus (GBS) to the neonate and minimise the risk of early-onset Group B
Streptococcus (EOGBS) sepsis.

KEY PRINCIPLES

This Guideline provides Local Health Districts (LHD) with current, evidenced-based information to
facilitate LHDs to ensure:

e  Women are identified for whom intrapartum antibiotic prophylaxis (IAP) should be offered to reduce
the risk of intrapartum transmission of GBS to the neonate and minimise the risk of EOGBS

e Appropriate assessment, detection, and escalation of neonates at risk of, or exhibiting signs and
symptoms of EOGBS which occurs in the first 0 - 7 days following birth

e The importance of information and support for maternal choice is acknowledged.

USE OF THE GUIDELINE
The Chief Executives of NSW LHDs are responsible to:
e Select either a routine antenatal culture-based approach or a risk factor-based approach

e Ensure the development and implementation of local protocols or operating procedures in line with
the approach chosen across all maternity facilities offering maternity services

e Ensure the chosen approach is consistently applied and neonatal morbidity and mortality associated
with EOGBS sepsis is monitored and reviewed as per NSW Health PD2011 076 Deaths - Review
and Reporting of Perinatal Deaths and NSW Health Policy Directive PD2009_003 Maternity -
Clinical Risk Management Program.

The guideline can be downloaded here:-
Maternity - Maternal Group B Streptococcus (GBS) and minimisation of neonatal early-onset GBS sepsis

271(19/1/17)


http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_076.html
http://www0.health.nsw.gov.au/policies/pd/2011/PD2011_076.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_003.html
http://www0.health.nsw.gov.au/policies/pd/2009/PD2009_003.html
http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_002
http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2017_002
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NSW PAEDIATRIC CLINICAL CARE AND INTER-HOSPITAL TRANSFER
ARRANGEMENTS (PD2023 019)

PD2023 019 replaced PD2010_030 and PD2010_031

POLICY STATEMENT

NSW Health is committed to providing the right care, in the right place, at the right time and as close to
home as possible. Many infants, children and adolescents will be able to receive the clinical care they
need at a local service. If their needs are outside a service’s capability and capacity to deliver the required
care, an inter-hospital transfer must be arranged.

SUMMARY OF POLICY REQUIREMENTS

To provide appropriate clinical care and inter-hospital transfers for paediatric patients, NSW Health
services must operate at their designated service capability level within agreed local health service
arrangements and in partnership with transport and retrieval services. NSW Health services may also
have local arrangements in place for paediatric inter-hospital transfers with specialist health services and
retrieval services in bordering jurisdictions.

NSW Health organisations are to develop local guidance in line with this Policy Directive. This guidance
must outline local arrangements for services (including Multipurpose Services) to follow when accessing
clinical consultation to support care delivered locally as well as care involving inter-hospital transfer.
Inter-hospital transfer processes are to include escalation of care to higher-level services and return
transfer close to home when medically appropriate.

All services must work together to provide a network of care for NSW paediatric patients. Within local
arrangements, higher-level services are responsible for providing lower-level services with support,
advice and management of paediatric patients, including patients requiring inter-hospital transfer.

As supra-Local Health District services, Level 5 and 6 neonatal and Level 6 paediatric services must
provide services for paediatric patients located within NSW and the ACT.

When an inter-hospital transfer is being considered, clinical decision-making must primarily match the
paediatric patient’s condition to the most appropriate service and consider:

e service capability and capacity of referring and receiving services

e capability and capacity of transport and retrieval services

e providing care as close to home as possible

e child and adolescent and family needs and preferences

e logistics such as weather and modes of transport.

Transfer decisions are to be made through discussion between responsible clinicians at the referring and
receiving services. The Newborn and paediatric Emergency Transport Service (NETS) must be involved
when an immediate response for transfer is needed and when clinical escort decisions require additional
specialist clinical advice. NETS will facilitate care plan decision-making for these transfers through
hosting conference calls with all clinical decision-makers.

Retrieval teams are responsible for the clinical care of a patient from the time of handover from the
referring treating team until the patient is handed over to the destination service.
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If an infant, child or adolescent in a hospital close to the border with an adjoining state requires a cross-
border inter-hospital transfer, NETS will arrange transport or retrieval via NETS or NSW Ambulance or
request the relevant jurisdiction’s retrieval service to respond.

If a bordering jurisdiction's retrieval team is conducting the transfer, NETS will maintain contact with the
referring treating team and provide clinical leadership until NETS confirms that the bordering retrieval
team has taken over direct patient care. On handover, governance of the transport process moves to the
bordering jurisdiction's transport/ retrieval service.

Management of urgency and risk are shared responsibilities of all parties involved in the transfer.

When transfer to higher-level care is required, the patient is to be appropriately transported within the
medically agreed time frame to the nearest service that can provide the needed care. Treating teams at
higher-level services are responsible for accepting referrals or finding an appropriate alternative if they
do not have capacity to provide the needed care.

For return transfers, destination planning (identification of most appropriate service and bed-finding) is
led by referring services and must be assisted by higher-level services if required.

Local health districts and the Sydney Children’s Hospitals Network will optimise access to appropriate
care close to home through services operating at their designated service capability level and actively
managing patient flow.

Infants, children, adolescents and their families/carers are to be provided with timely, culturally
appropriate and accessible information about clinical care, decisions and the transfer process.

A family member/ carer must be supported to travel with their child during an inter-hospital transfer
wherever possible and appropriate, in consultation with the transport/ retrieval service.

Infants, children, adolescents and their families/ carers are to be offered relevant services and supports
including through Aboriginal health workers, Aboriginal Maternal and Infant Health Service (AMIHS)
staff, interpreters, cultural and diversity supports, social workers and other services as required.

The NSW Paediatric Clinical Care and Inter-Hospital Transfer Arrangements policy is
available at: https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023 019
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NEONATAL CONSULTATION, REFERRAL AND TRANSFER
ARRANGEMENTS IN COLLABORATION WITH NETS (IB2020 015)

PURPOSE

This Information Bulletin clarifies the process for those seeking neonatal consultation, referral
and transfer arrangements for an unwell neonate.

KEY INFORMATION

Newborn and paediatric Emergency Transport Service (NETS) is a statewide emergency service
for clinical advice and/or retrieval of critically ill neonates, infants and children. NETS is a
single point of access for public and private hospitals in NSW and the ACT.

All neonatal critical care transfer requests must be made through NETS.

NETS will coordinate a conference call between the referring clinician and receiving consultant
in a tertiary and/or regional hospital to discuss neonatal patient care. This will include immediate
care, escalation of local and regional support and transfer or neonatal retrieval.

NETS will provide advice to the referring facility on the final destination of the neonatal transfer
and coordinate beds if required.

Where there is a difference of opinion regarding a neonatal transfer, the final decision to transfer
will be made by the NETS medical retrieval consultant, in line with the NSW

Health Policy PD2010_030 Critical Care Tertiary Referral Networks (Paediatrics).

The Tiered Perinatal Network (TPN) Level 6 facility has a responsibility to accept the neonate if
no other facility can accept the transfer.

The referring facility will update details on the Patient Flow Portal (PFP)/Inter-Hospital Transfer
(IHT) with the patient details. For non PFP users, the receiving facility will enter the PFP/IHT.

Contact NETS on 1300 362 500
Early notification will enable early assistance.
In a time-critical emergency, NETS notification can occur

prior to full patient assessment and investigation.

NETS can be contacted on www.nets.org.au
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PAEDIATRIC CLINICAL PRACTICE GUIDELINE (IB2020 041)

1B2020_041 rescinds PD2011_038, PD2013_053, GL2014_013, PD2012_056, PD2010_063,
PD2011_024 and PD2010_053

PURPOSE

This Information Bulletin is to notify NSW Health that Paediatric Improvement Collaborative (PIC)
Interstate Clinical Practice Guidelines have now been published and are hosted by the Royal Children’s
Hospital Melbourne.

The PIC is a collaboration between Royal Children’s Hospital Melbourne, Safer Care Victoria (SCV,
Victorian Department of Health), the NSW Agency for Clinical Innovation (ACI) and Clinical

Excellence Queensland.

Provision of Interstate Clinical Practice Guidelines through PIC aims to reduce variation in care.

KEY INFORMATION

The PIC adapts Victorian State-wide and Royal Children’s Hospital Melbourne Clinical Practice
Guidelines (CPG) so that they can be used by Queensland, New South Wales & Victorian clinicians.

Interstate Clinical Practice Guidelines are reviewed on a rolling 2-year cycle. When a new guideline is
required it is written using the tri-state collaboration process.

CPGs that have been reviewed and developed under the PIC process are hosted by the Royal Children’s
Hospital Melbourne webpage www.rch.org.au

Interstate clinical practice guidelines are now available at: https://www.rch.org.au/clinicalguide/
The Interstate Clinical Practice Guidelines are endorsed for use in NSW, therefore NSW Health policy

documents for Clinical Practice Guidelines on the same topics as PIC Interstate Clinical Practice
Guidelines are no longer current.
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MANAGEMENT OF INFANTS AND CHILDREN WITH CONGENITAL TALIPES
EQUINOVARUS (GL2014 014)

PURPOSE

The Management of Infants and Children with Congenital Talipes Equinovarus (CTEV) Practice
Guideline has been developed to ensure a consistent, evidence based approach to the multidisciplinary
management of infants and children born with structural CTEV in NSW. It is to be used in conjunction
with the ‘learnpaediatrics Congenital Talipes Equinovarus e-learning module’ and practical training such
as the Ponseti Education Day conducted by the Sydney Children’s Hospitals Network (Randwick and
Westmead).

The Practice Guideline was prepared for the NSW Ministry of Health by an expert clinical reference
group.

KEY PRINCIPLES

This Guideline reflects what is currently regarded as a safe and appropriate approach to care and should
be used as a guide to be followed in respect of each individual presentation. Each patient should be
individually assessed and a decision made as to appropriate management in order to achieve the best
clinical outcome. Local protocols may be developed based on this State-Wide guideline and all clinicians
involved in the treatment of patients born with structural CTEV should be educated in the use of the
guideline and locally developed protocols.

This document should be used as a guide, rather than as a complete authoritative statement of procedures
to be followed in respect of each individual presentation.

It does not replace the need for the application of clinical judgement to each individual
presentation.

USE OF THE GUIDELINE
Chief Executives should ensure:

= Local protocols are developed based on the Management of Infants and Children with Congenital
Talipes Equinovarus (CTEV) Practice Guideline.

. Local protocols are in place in all hospitals and facilities likely to be required to assess or manage
infants or children with CTEV.
. Ensure that all staff treating infants and children are educated in the use of the locally developed

paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of the new guideline.

To download the Guideline go to http://www.health.nsw.gov.au/policies/gl/2014/GL.2014 014.html
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INFANTS AND CHILDREN: ACUTE MANAGEMENT OF BRONCHIOLITIS (GL2018_001)
GL2018_001 issued 10/01/2018 rescinds PD2012_004.

PURPOSE

This Clinical Practice Guideline provides evidence based clinical direction for clinicians in the acute
management of bronchiolitis in infants. It is aimed at achieving the best clinical care in the assessment,
escalation and management of acute bronchiolitis in infants.

KEY PRINCIPLES

This Guideline applies to all facilities where paediatric patients are managed. It requires the Chief
Executives of all Local Health Districts and Specialty Health Networks to determine where local
adaptations are required or whether it can be adopted in its current format in all hospitals and facilities
required to manage acute bronchiolitis in infants.

The Clinical Practice Guideline reflects what is currently regarded as a safe and appropriate approach to
the management of acute bronchiolitis in infants. However, as in any clinical situation there may be
factors which cannot be covered by a single set of guidelines. This document should be used as a guide,
rather than as a complete authoritative statement of procedures to be followed in respect of each
individual presentation. It does not replace the need for the application of clinical judgement to each
individual presentation.

USE OF THE GUIDELINE
Chief Executives must ensure:
e This Guideline is adopted or local protocols are developed based on the Infants and Children:
Acute Management of Bronchiolitis, Clinical Practice Guideline
e Local protocols are in place in all hospitals and facilities likely to be required to manage
paediatric patients with bronchiolitis
e Ensure that all staff treating paediatric patients are educated in the use of the locally developed
paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating
paediatric patients of this revised guideline

The Guideline can be downloaded from Infants and Children - Acute Management of Bronchiolitis

296(10/01/18)


http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_001

MOH.9999.0815.0118

2. PAEDIATRICS 2.99

INFANTS AND CHILDREN: ACUTE MANAGEMENT OF SORE THROAT (GL2014 021)
GL2014_021 rescinds PD2006_019.
PURPOSE

The Infants and Children: Acute Management of Sore Throat, third edition Clinical Practice Guideline
has been revised to provide direction to clinicians and is aimed at achieving the best possible paediatric
care in all parts of the state. The Clinical Practice Guideline was prepared for the NSW Ministry of
Health by an expert clinical reference group under the auspice of the state-wide Paediatric Clinical
Practice Guideline Steering Group.

KEY PRINCIPLES

This guideline applies to all facilities where paediatric patients are managed. It requires the Chief
Executives of all Local Health Districts and specialty health networks to have local guidelines/ protocols
based on the attached Clinical Practice Guideline in place in all hospitals and facilities required to assess
or manage children with sore throat.

The Clinical Practice Guideline reflects what is currently regarded as a safe and appropriate approach to
the acute management of sore throat in infants and children. However, as in any clinical situation there
may be factors which cannot be covered by a single set of guidelines. This document should be used as a
guide, rather than as a complete authoritative statement of procedures to be followed in respect of each
individual presentation. It does not replace the need for the application of clinical judgement to each
individual presentation.

USE OF THE GUIDELINE

Chief Executives must ensure:

] Local protocols are developed based on the Infants and Children: Acute Management of Sore
Throat: third edition Clinical Practice Guideline.

] Local protocols are in place in all hospitals and facilities likely to be required to assess or manage
paediatric patients with sore throat.

] Ensure that all staff treating paediatric patients are educated in the use of the locally developed

paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this new guideline.

To download the Guidelines please go to
http://www.health.nsw.gov.au/policies/gl/2014/GL.2014_021.html
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YOUTH HEALTH AND WELLBEING ASSESSMENT GUIDELINE
(GL2018_003 issued 1/2/2018)

PURPOSE

This guideline presents the current best evidence for conducting a youth health and wellbeing
Assessment. Its purpose is to inform practice for healthcare providers to achieve the best possible care in
NSW.

This guideline is primarily for clinicians caring for young people (12-24 years old) in a paediatric,
adolescent or adult healthcare setting.

This guideline supports NSW Health’s commitment to implement appropriate psychosocial assessment
tools, such as HEEADSSS, to assess and respond to the holistic health and wellbeing needs of young
people outlined in the NSW Youth Health Framework 2017-2024 (PD2017_019).

KEY PRINCIPLES

Youth health and wellbeing assessments are important to assist clinicians to identify and respond early to
areas of concern in a young person’s life that might affect their health and wellbeing.

The youth health and wellbeing assessment is not a diagnostic tool. It is a holistic, flexible approach
designed to build rapport and engage with a young person in a clinical setting. The information gathered
can then be used to directly address any concerns and/or refer a young person for a specialist response.

The most widely used youth health and wellbeing assessment tool in Australia and internationally is
known as a HEEADSSS assessment. Each letter of HEEADSSS reflects a major domain of a young
person’s life. Capturing information in each domain helps reveal risks, behaviours and protective factors.
It helps to identify areas of intervention where the clinician can work with the young person to achieve
better health outcomes.

e H Home
E Education and Employment
E Eating and Exercise
A Activities, Hobbies and Peer Relationships
D Drug Use (cigarettes, alcohol)
S Sexual Activity and Sexuality
S Suicide, Self-Harm, Depression, Mood, Sleeping Patterns
S Safety and Spirituality

In general, a youth health and wellbeing assessment (12-24 years old) should be conducted with every
young person who attends a health service or hospital. Where appropriate young people in an adult or
paediatric inpatient area within a hospital should have a youth health and wellbeing Assessment
completed in conjunction with other screening assessment/admission processes.

Clinical judgement should be used to determine the appropriateness of the assessment for 12-24 year
olds. This includes considering the young person’s health condition, maturity, the environment and health
service context (for example, sufficient time or privacy may not be available in an Emergency
Department context).
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In general an assessment is done through conversation with a young person. On some occasions, where it
is more appropriate a young person can be asked to complete the Youth Health and Wellbeing
Assessment Chart (Appendix 1).

It is essential that clinicians/healthcare workers read and understand this guideline in particular Sections 6
to 11 of the Guideline.
e Section 6 Issues covered by a youth health and wellbeing assessment
Section 7 When to conduct a youth health and wellbeing assessment
Section 8 Youth health and wellbeing assessment flow diagram
Section 9 Self-completed assessment using Youth Health and Wellbeing Assessment Chart
Section 10 Setting up and concluding the assessment
Section 11 Contraindications and cautions

USE OF THE GUIDELINE

This guideline should be considered when conducting Youth Health and Wellbeing Assessment with
young people (12-24 years old) who attend a health service or hospital.

This document outlines the -
e approach that should be taken by NSW Health staff when conducting a youth health and
wellbeing assessment (Sections 7 - 10)
e ssues to consider when implementing the youth health and wellbeing assessment within different
health settings and with different age groups (Sections 11 - 12)

A range of resources for workers are available to support Youth Health and Wellbeing Assessment when
needed (Appendices 1 —4).

The document should not be seen as a prescriptive set of rules to be applied without the clinical input and

discretion of the managing health professionals. Each patient should be individually evaluated and a
decision made as to appropriate management in order to achieve the best clinical outcome.

To download the guideline go to Youth Health and Wellbeing Assessment
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INFANTS AND CHILDREN: INITIAL MANAGEMENT OF FEVER OR SUSPECTED
INFECTION IN ONCOLOGY AND STEM CELL TRANSPLANTATION PATIENTS
(GL2015 013)

PURPOSE

The Infants and Children: Initial Management of Fever or Suspected Infection in Oncology and Stem
Cell Transplantation Patients, first edition Clinical Practice Guideline has been developed to provide
direction to clinicians and is aimed at achieving the best possible paediatric care in all parts of the state.
The Clinical Practice Guideline was prepared for the NSW Ministry of Health by an expert clinical
reference group under the auspice of NSW Kids and Families.

KEY PRINCIPLES

This guideline applies to all facilities where paediatric patients are managed. It requires the Chief
Executives of all Local Health Districts and specialty health networks to determine where local
adaptations are required or whether it can be adopted in its current Clinical Practice Guideline format in
all hospitals and facilities required to manage infants and children undergoing therapy for cancer or stem
cell transplantation presenting with fever or suspected infection.

The clinical practice guideline reflects what is currently regarded as a safe and appropriate approach to
the management of fever or suspected infection in infants and children undergoing therapy for cancer or
stem cell transplantation. However, as in any clinical situation there may be factors which cannot be
covered by a single set of guidelines. This document should be used as a guide, rather than as a complete
authoritative statement of procedures to be followed in respect of each individual presentation. It does
not replace the need for the application of clinical judgement to each individual presentation.

USE OF THE GUIDELINE
Chief Executives must ensure:

= Hospitals and facilities either adopt this protocol or adapt local protocols to comply with the
Infants and Children: Initial Management of Fever or Suspected Infection in Oncology and Stem
Cell Transpantation Patients, first edition Clinical Practice Guideline

. Local protocols are in place in all hospitals and facilities likely to be required to manage paediatric
oncology and stem cell transplantation patients with fever or suspected infection

= Ensure that all staff treating paediatric patients are educated in the use of the locally developed
paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this new guideline.

The guideline Infants And Children: Initial Management Of Fever Or Suspected Infection In Oncology
And Stem Cell Transplantation Patients can be downloaded at the following link —

Infants and Children: Initial Management of Fever/Suspected Sepsis in Oncology /Transplant Patients
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PAEDIATRIC PROCEDURAL SEDATION - GUIDE FOR EMERGENCY DEPARTMENTS,
WARDS, CLINICS AND IMAGING

(GL2018_011 issued 4/5/2018)

PURPOSE

Paediatric Procedural Sedation - Guide for Emergency Departments, Wards, Clinics and Imaging
provides direction to clinicians and is aimed at achieving the best possible paediatric care in all parts of
the state. The guide was prepared for the NSW Ministry of Health by an expert clinical reference group.

KEY PRINCIPLES

This guide applies to all facilities where paediatric patients are managed. It requires the Chief Executives
of all Local Health Districts and Speciality Health Networks to determine where local adaptions are
required or whether it can be adopted in its current format in hospitals and facilities required to manage
procedural sedation of paediatric patients.

This guide applies to all facilities where paediatric patients are managed. It requires the Chief Executives
of all Local Health Districts and Speciality Health Networks to determine where local adaptions are
required or whether it can be adopted in its current format in hospitals and facilities required to manage
procedural sedation of paediatric patients.

This guide reflects what is currently regarded as a safe and appropriate approach to the management of
procedural sedation for paediatric patients. However, as in any clinical situation there may be factors
which cannot be covered by a single guide. This document should be used as a guide, rather than as a
complete authoritative statement of procedures to be followed in respect of each individual presentation.
It does not replace the need for the application of clinical judgement to each individual

presentation.

USE OF THE GUIDELINE

Chief Executives must ensure:
o This guide is adopted or local procedures are developed based on the PaediatricProcedural
Sedation Guide for Emergency Departments, Wards, Clinics andlmaging.
e Local protocols are in place in all hospitals and facilities likely to be required to manage
paediatric patients requiring procedural sedation
o Ensure that all staff treating paediatric patients are educated in the use of the locally developed
paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating
paediatric patients of this revised guideline.

To download this guidelines go to
Paediatric Procedural Sedation - Guide for Emergency Departments, Wards, Clinics and Imaging
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NEONATAL - JAUNDICE IDENTIFICATION AND MANAGEMENT IN NEONATES > 32
WEEKS GESTATION (GL2016_027)

GL2016_027 incorporates content from obsolete Guideline GL2007 001 Neonatal Exchange
Transfusions in NSW as notified in IB2016_062.

PURPOSE

This Guideline provides a framework for the early identification and management of jaundice in neonates
> 32 weeks gestation. Approximately 60% of neonates born at term and 85% of preterm neonates will
develop jaundice. Many of these neonates will develop ‘physiological jaundice’, which is usually benign.
However, when unconjugated serum bilirubin levels are too high, bilirubin can cross the blood brain
barrier. Bilirubin is neurotoxic, particularly to the auditory nerve and basal ganglia, which can result in
brain injury and lifelong disability. It is important therefore, to identify those neonates at risk of acute
bilirubin encephalopathy and kernicterus.

KEY PRINCIPLES

This Guideline applies to all NSW Public Health Organisations providing care for neonates > 32 weeks
gestation which should include:

e The identification at birth of neonates with risk factors for neonatal jaundice
e  Regular visual assessment from birth of all neonates

e Management of neonatal jaundice identified in the first 24 hours of age

e Management of neonatal jaundice identified > 24 hours of age

e Follow-up care for neonates discharged at less than 3 days of age with risk factors for jaundice or
jaundice at discharge

e Assessment and escalation of care for neonates with prolonged jaundice > 14 days of age in a term
neonate, and beyond 21 days in a preterm neonate.

USE OF THE GUIDELINE

The Chief Executives of all NSW Local Health Districts are responsible for the implementation of this

guideline within their services / facilities to ensure:

e Local processes and operating procedures are developed in line with this document to manage
neonates > 32 weeks gestation to ensure:

o Prompt appropriate identification, management and escalation of neonatal jaundice
o Equipment is used, maintained and its effectiveness is monitored
o Discharge is planned and follow up processes are in place

o Assessment and appropriate escalation of care for neonatal jaundice > 14 days of age in a term
neonate and beyond 21 days in a preterm neonate.

e The Directors of Clinical Governance inform relevant staff in maternity, neonatal services and
biomedical departments of this new Guideline

e Morbidity and mortality associated with neonatal jaundice is monitored and reviewed.

To download the Guidelines please go to
Neonatal - Jaundice Identification and Management in Neonates > 32 Weeks Gestation
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HYPOXIC ISCHAEMIC ENCEPHALOPATHY IN NEWBORNS - RECOGNITION,
MONITORING AND EARLY MANAGEMENT (1B2023_028)

1B2023_028 replaced PD2010_006

PURPOSE

This Information Bulletin notifies the NSW Health system of the publication of the Clinical Practice
Guide Hypoxic ischaemic encephalopathy in newborns - recognition, monitoring and early management.

KEY INFORMATION

The Hypoxic ischaemic encephalopathy in newborns - recognition, monitoring and early management
provides guidance on the management of newborns with hypoxic ischaemic encephalopathy who may
benefit from therapeutic hypothermia.

The Clinical Practice Guide is accompanied by a parent information sheet Therapeutic hypothermia
(cooling) to protect babies with hypoxic ischaemic encephalopathy (HIE) and the evidence check
document Therapeutic hypothermia in neonatal hypoxic ischemic encephalopathy.

The management of newborns with HIE includes:
= identification and management of newborns with encephalopathy through the use of the Newborn
Encephalopathy Pathway
= assessment of the severity of encephalopathy in newborns using the Encephalopathy Severity
Tool every hour in the first six hours of birth
= criteria for initiating therapeutic hypothermia for newborns and initial management in neonatal
units.

General principles
Resuscitation and stabilisation of the newborn should be prioritised before commencing therapeutic

hypothermia.

Therapeutic hypothermia must not be commenced without discussion with the Newborn and Paediatric
Emergency Transport Service (NETS) and a tertiary centre neonatologist.

All newborns for whom therapeutic hypothermia has been commenced should be transferred to a
neonatal intensive care unit (NICU) for ongoing management.

Reporting

Reporting processes via the incident management system (ims+) should be in place to monitor the
incidence of newborns with moderate or severe encephalopathy. Serious incidents, including term
newborns diagnosed with severe HIE or who receive therapeutic hypothermia, should be notified to the
NSW Ministry of Health via a Reportable Incident Brief in accordance with the NSW Health Policy
Directive Incident Management (PD2020_047).

347(27/07/23)


https://aci.health.nsw.gov.au/networks/maternity-and-neonatal/resources/hypoxic-ischaemic-encephalopathy
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_047

MOH.9999.0815.0125

2. PAEDIATRICS 2.106

CHILD WELLBEING AND CHILD PROTECTION POLICIES AND PROCEDURES FOR NSW
HEALTH (PD2013_007)

PD2013_007 rescinds PD2005_299, PD2006_104, PD2007_023, PD2011_057, PD2011_065,
GL2011_008, IB2010_005, IB2012_002.

PURPOSE

This policy articulates the professional and legal responsibilities of all health workers to promote the
health, safety, welfare and well-being of children and young people, working collaboratively with
interagency partners in the shared system of child protection in NSW. These responsibilities apply
whether workers are providing health care directly to children and young people or to adult clients who
are parents/carers or are pregnant.

This policy informs Local Health Districts, Specialty Health Networks, other health services and health
workers about the tools and resources available and the interagency arrangements in place to assist them
to meet their responsibilities and provide a consistent NSW Health response to child protection and
wellbeing.

MANDATORY REQUIREMENTS

Every health worker has a responsibility to protect the health, safety, welfare and wellbeing of children or
young people with whom they have contact.

The legal responsibilities of health services and health workers are identified in the following legislation:

Children and Young Persons (Care and Protection) Act 1998

. Collaborate with interagency partners and comply with information exchange provisions to
promote the safety, welfare and wellbeing of children and young people, including taking
reasonable steps to coordinate the provision of services with other agencies;

. Meet requirements for mandatory reporting of children and reporting of young people (or
classes/groups of children or young people) at suspected risk of significant harm (ROSH);

. Report unborn children where it is suspected they may be at ROSH after their birth;

. Respond to the needs of children and young people after making a report to Community Services
or to the NSW Health Child Wellbeing Unit;

] Respond to Community Services’ and Children’s Court requests to provide health services and or
Community Services and Police Force requests to provide medical examinations and treatment;

] Assist with Children’s Court proceedings when required.

Commission for Children and Young People Act 1998/Child Protection (Working with Children) Act
2012

= Meet requirements to ensure that only people with valid Working with Children Checks are
engaged in child related work (where a child is under the age of 18 years).

Ombudsman Act 1974

. Maintain systems to prevent ‘reportable conduct’ by health workers and for reporting and
responding to alleged reportable conduct involving NSW Health employees.

The policy responsibilities of health workers are to:
= Recognise and respond appropriately to the vulnerabilities, risks and needs of families, children
and young people when providing any health service;
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Collaborate across NSW Health services and with interagency partners to support and strengthen
families and promote child health, safety, welfare and wellbeing;

Use the Mandatory Reporter Guide and seek assistance from the NSW Health Child Wellbeing
Unit to help identify children or young people at suspected risk of significant harm (ROSH);

Seek assistance from the NSW Health Child Wellbeing Unit and the Family Referral Services to
help respond to vulnerable families, children and young people below the ROSH threshold;
Actively seek feedback from Community Services after making a child protection report and
continue to support the child, young person or family consistent with the health worker’s roles and
responsibilities;

Follow the Child Wellbeing and Child Protection - NSW Interagency Guidelines and other agreed
interagency procedures when working with children, young people and families, including in
relation to information exchange, High Risk Birth Alerts, Prenatal Reporting, escalation of child
protection concerns, assumption of care by Community Services and out of home care health
assessments;

Collaborate in joint investigation and response to matters involving alleged child sexual assault or
serious child abuse or neglect leading to criminal proceedings; and

Participate in mandatory and/or other child protection training for NSW Health workers.

IMPLEMENTATION

Chief Executives across the NSW public health system are responsible and accountable for:

1.

Ensuring that this policy and the associated Child Wellbeing and Child Protection Fact Sheet for
NSW Health Workers are understood and implemented by all health workers; and

Enabling frontline staff to operationalise this Policy Statement in accordance with the attached
Child Wellbeing and Child Protection Policies and Procedures for NSW Health.

To access the Child Wellbeing and Child Protection Policies and Procedures for NSW Health please
go to http://www.health.nsw.gov.au/policies/pd/2013/PD2013 007.html
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STATEWIDE EYESIGHT PRESCHOOLER SCREENING (StEPS) PROGRAM (PD2018_015)

PD2018 015 rescinds PD2012_001

PURPOSE

The purpose of this policy directive is to guide StEPS coordinators in the consistent implementation and
management of the Statewide Eyesight Preschooler Screening (StEPS) program at the Local Health
District (LHD) level.

This policy directive describes the roles and responsibilities of StEPS personnel and training
requirements, identifying four year old children for vision screening, vision screening protocols, referral
processes and reporting requirements so that childhood vision problems can be detected early and
treatment outcomes maximised.

MANDATORY REQUIREMENTS

LHDs must ensure compliance with the requirements set out in this policy directive as the basis for
administering the StEPS program in LHDs. Mandatory requirements for the StEPS program are:
e Vision screening protocols relating to consent, vision screening, assessment, referrals, referral
follow up, and reporting and data management (Section 2).

e All four year old children in LHDs, including disadvantaged groups and children with special
needs, should be offered the StEPS program, to meet StEPS performance benchmarks (Section
3).

e StEPS vision screening staff must be suitably trained and provided with the necessary equipment
and resources to conduct vision screening (Sections 4 and 5).

e All standardised templates attached to this policy are used by LHDs when administering the
StEPS program (Section 7).

e [HDs must develop operating processes consistent with this policy directive, to maximise
screening and meet local needs in each LHD.

IMPLEMENTATION

The Ministry of Health provides funding to assist LHDs in the implementation of the StEPS program in
NSW. This policy directive applies to all staff and relevant managers involved in delivering the StEPS
program in LHDs across NSW.

Roles and Responsibilities
Ministry:

e Provide mandatory requirements and guidelines for the implementation and management of the
StEPS program.

e Evaluate the overall efficiency and performance management of the StEPS program in LHDs
across NSW.

e Meet regularly with all LHDs through the StEPS Coordinators Meetings to review overall
progress and implementation of the StEPS program in LHDs.

e Ensure the content of this StEPS policy directive is effectively communicated to all staff
involved in coordinating the StEPS program in NSW.
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LHDs:

e Actively identify all four year old children in their LHDs to offer them a free StEPS vision
screen.

e Assign responsibility and personnel to implement the StEPS program in line with this policy
directive.

e Ensure appropriate vision screening staff are employed, that vision screening staff are trained to
undertake the StEPS vision screen, and staff are provided with appropriate equipment and
resources to carry out the functions of the StEPS program.

e Ensure compliance and full implementation of this policy directive in their LHD.

e Ensure that the budget provided for the StEPS program is expended on implementing the StEPS
program.

e Provide all required reports to the Ministry of Health relating to screening activity, referrals,
assessments, follow ups, monitoring and reporting.

e ensure that StEPS performance benchmarks are achieved and maintained (Section 3.3)

e Ensure the content of this StEPS policy directive is effectively communicated to all staff involved
in implementing the StEPS program in the LHD.

1. BACKGROUND

The Statewide Eyesight Preschooler Screening (StEPS) program is a universal, evidence based, free
vision screening program for all four year old children in NSW.

The program actively identifies all four year old children in NSW to offer them a free StEPS vision
screen and is designed to identify childhood vision problems early, prior to school entry, so that treatment
outcomes can be maximised.

The StEPS program is an important component of the NSW Child Health Screening and Surveillance
Program, as documented in the NSW Personal Health Record (PHR), the ‘Blue Book’. The NSW PHR
recommends a vision examination at the newborn health check, vision surveillance at the 1-4 week, 6-8
week, 6 month, 12 month, 18 month, 2 year and 3 year child health checks, and a monocular visual acuity
screen at the 4 year child health check.

Vision develops from birth to approximately eight years of age, and is fully mature by the mid-teenage
years. Early identification and treatment of eye and vision problems aims to optimise vision prior to
starting school and reduces the likelihood of permanent vision loss. The StEPS program targets children
at four years of age, the first opportunity for a child’s visual acuity to be reliably screened at a population
level.

While eye health surveillance can monitor a child for outward signs of eye or vision problems, the two
most common childhood vision problems, amblyopia and refractive error, cannot be detected by family
history, vision surveillance or observing a child’s behaviour or appearance. These vision disorders can
only be detected if a monocular visual acuity screen is conducted by a trained vision screener.
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2 VISION SCREENING PROTOCOLS

2.1 StEPS Referral Pathway Flowchart

The figure below outlines the StEPS Referral Pathway:

Obtain Parent/Carer Consent

No Yes Not returned

Vision not screened

) Vision screened
— o el If parent/carer requests

screening at a later
date, child screened at
catch-up or other clinic

No Yes

LHD to follow up Pass Borderline Pass Refer

——

Parent/Carer informed
To seek further assessment in
12 months from a GP or eye
health professional

Parent/Carer informed
Vision within normal limits for
age

| |
High Priority
referral

Routine referral Unable to screen

LHD to facilitate rapid referral

Refer to GP, eye health professional,
or Paediatric Ophthalmic Outpatient Clinic (POOC) if available

LHD to follow up outcome of referral
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2.2 Pathway for screening, referral, assessment and follow up

LHDs must have clearly documented protocols, consistent with this StEPS Policy Directive for
approaching services to offer the StEPS vision screening program, offering parents/carers the StEPS
vision screen for their child, the provision of the vision screening service, documenting the outcome of
the vision screen, informing parent/carers of the outcome of the vision screen, and for referral and follow
up of referrals.

Standardised templates attached to this policy (Section 7) must be used to implement and administer the
StEPS program in NSW.

2.3 Consent

Consent from parent/carer for child to participate in the StEPS program at a preschool, child care centre
or other service must be obtained prior to undertaking the StEPS vision screen. The following
standardised information letter and consent forms are to be used to obtain signed consent:

o StEPS Important Notice for all Parents/Carers (Attachment 2).

o StEPS Consent and Results Form (Attachment 3).

Consent forms, information letters and flyers about the StEPS program and LHD privacy information
should be provided to the preschool/child care centre where the screening will occur at least two weeks
prior to the screening date. Completed and signed consent forms must be collected prior to the screening
date or on the day of screening. Consent may be accepted by the StEPS vision screener up to and
including the day of screening. If verbal consent is provided, this must be documented on the consent
form by the vision screener.

If a consent form is returned and the parent/carer has consented to screening, but the child is absent on
the day of screening, a follow-up screening offer should be made. At least two vision screening follow up
offers should be made (and documented) where consent is obtained but screening is not conducted.

If the consent form is not returned, LHDs should have screening options available for parents/carers who
request screening for their child at a later date, such as catch-up and other clinics.

If consent is not provided, that is, the consent form is returned but consent is declined, this must be
recorded appropriately.

To monitor and assist in accurately recording the number of StEPS vision screenings offered, it is
recommended that LHDs enquire about the number of children who:
e Are four years of age, or who will be turning four years of age.

Are eligible to attend school in the following calendar year.

Are attending the centre where the StEPS vision screening will take place

Are able to provide the correct corresponding number of consent forms.

The target group of children for StEPS screening are those aged four years who are starting school the
following year. Children who are five years of age and have not previously received a StEPS vision
screen are also eligible to be offered the StEPS program. Three year old children who are eligible to start
school the following year may be screened at the StEPS coordinator’s discretion.
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2.4 Vision Screening

LHDs must coordinate and organise the StEPS vision screening with relevant parties at a suitable
screening location. Consideration should be given to preschools/childcare centres with specific
attendance patterns such as split week attendance to ensure a high uptake of screening and the number of
screening days required to screen all children appropriately. StEPS vision screening staff should arrange
an appropriate area to conduct the StEPS vision screening in consultation with the preschool/child care
centre.

Wherever possible, StEPS vision screening staff must conduct a monocular visual acuity screening test
using the approved 6 metre HOTV logMAR chart or Sheridan Gardiner Linear Chart. If the screening
location does not have the required space available for the 6 metre chart, the approved 3 metre HOTV
logMAR or Sheridan Gardiner Linear Chart can be used. The matching board corresponding to the chart
used is to be provided to all children to enable children to match the letter indicated to by the vision
screener with the letter on the matching board.

Vision screeners should also review the consent form carefully noting any parental/carer concerns,
perform a visual inspection of the eyes and observe the child carefully (for example, does the child
constantly close one eye in sunlight, do both eyes move together equally in all direction of gaze, does the
child consistently tilt their head or turn their face to one side) to determine if any abnormalities may be
present which could affect either the vision or the child’s general eye comfort. If there are concerns
following visual inspection of the eyes, for example, red eyes, red lid margins, or excessive watering, the
child should be referred to their General Practitioner. Vision screeners should carefully observe and refer
any possible eye or vision abnormalities even if the visual acuity result is within normal range.

To conduct a monocular visual acuity test, the screener must occlude the left eye first using the
recommended occlusion glasses. A folded tissue is placed between the occluded eye and the glasses. If
the child already wears glasses, use a single-use eye patch with a tissue between their glasses and the eye
patch. LHD infection control procedures must be followed.

The test results for each eye must be accurately recorded by the vision screener on the StEPS Consent
and Results Form (Attachment 3) and Notification of StEPS Vision Screening Results Letter (Attachment
4) as appropriate.

2.5 Documenting Results of the Vision Screening

2.5.1 Consent and Results Form
The vision screener must complete the results section of the StEPS Consent and Results Form
(Attachment 3) to document the vision screening results.

All sections of the StEPS Consent and Results Form must be completed, signed and dated.
Relevant actions relating to completing a StEPS Results Notification Letter and StEPS Referral
Letter must be identified on the form. All StEPS Consent and Results Forms must be promptly
forwarded to the StEPS Coordinator as per LHD procedures.

2.5.2 Notification of StEPS Vision Screening Results Letter

The Notification of StEPS Vision Screening Results Letter (Attachment 4) is used to inform
parents of the outcome of vision screening and must be completed and forwarded to all
parents/carers of children who participated in the StEPS program.

Notification of the vision screening result should be provided as soon as practical, preferably on
the day of the screening.
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If the parent/carer has indicated on the StEPS Consent and Results Form (Attachment 3) that the
child is under the care of an eye health professional, the vision screener must advise on the
Notification of StEPS Vision Screening Results Letter (Attachment 4) for parent/carer to continue
care. If there are any concerns about the child’s current treatment, vision screeners must discuss
this with their StEPS Coordinator. LHDs should encourage parents/carers to add the Notification
of StEPS Vision Screening Results Letter to their child’s Personal Health Record.

All parents are encouraged to ensure their child attends a Before School Health Assessment at 4
years of age, as per the NSW Personal Health Record (Blue Book).

2.5.3 Inclusion of forms and letters in the electronic medical record

If the child’s electronic medical record is available, the StEPS Consent and Results Form
(Attachment 3) is scanned and forms part of the child’s electronic medical record. The StEPS
Referral Letter (Attachment 5) may be scanned and included as correspondence accompanying
the child’s medical record.

2.5.4 Confidentiality

All information collected and results are confidential and must not be provided to or discussed
with others, including staff at the preschool or child care centre, without parent/carer consent. To
ensure privacy, all Notification of StEPS Vision

Screening Results letters (Attachment 4) are to be placed in a sealed envelope with the child’s
name on the outside of the envelope. Vision screeners must liaise with relevant parties (e.g.
preschool/child care director) at the screening location to determine the most appropriate
mechanism for providing the results of the StEPS vision screen to parents/carers.

2.5.5 StEPS Referral Letter

All parents/carers of children who require a referral must be provided with a StEPS Referral
Letter (Attachment 5). The referral letter may be completed by the vision screener, StEPS
Coordinator or Administration Officer as per LHD procedures.

2.6 Referral Criteria

The StEPS program uses pass/refer criteria that correlate to specific, evidence-based visual acuity results.
Following the StEPS vision screen, the criteria for making a referral based on the vision screening result
are as follows:

a) Pass - visual acuity of 6/9 (3/4.5) or above

e A child with visual acuity of 6/9 (3/4.5) or above in both eyes is considered to have
passed the StEPS visual acuity screen.

e  Referral is not required.
b) Borderline Pass - visual acuity of 6/9-1 (3/4.5-1) or 6/9-2 (3/4.5-2)

e A child with visual acuity of 6/9-1 (3/4.5-1) or 6/9-2 (3/4.5-2) in one or both eyes is
considered a borderline pass.

e  Parents/carers are advised to re-test in 12 months by an Eye Health Professional.
¢) Refer - visual acuity of less than 6/9-2 (3/4.5-2) in one or both eyes

e A child with visual acuity of less than 6/9-2 (3/4.5-2) in one or both eyes is considered to
have not passed the StEPS visual acuity screen.

e  Parents/carers are advised to have their child’s eyes tested by a General Practitioner or
Eye Health Professional.
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d) Refer - obvious pathology

e A child with obvious pathology on observation of external eye and adnexa that is
currently untreated should be referred for review.

e  Parents/carers are advised to have their child’s eyes reviewed by a General Practitioner.
e) High Priority Referral - visual acuity of 6/18 (3/9) or less in one or both eyes

o A child with visual acuity of 6/18 (3/9) or less in one or both eyes is considered a high
priority referral.

e Parents/carers are advised to have their child’s eyes tested by a General Practitioner or
Eye Health Professional as a matter of urgency.

e Referral may be made to Paediatric Ophthalmic Outpatient Clinics (POOCs) according to
StEPS Referral Protocols for POOCs (Attachment 6).

f) Refer - unable to be screened

e A child who has a valid consent but is unable to be screened, for example if they are
uncooperative or unable to perform the test, should be referred.

e Parents/carers are advised to follow up with an Eye Health Professional.
2.7 Follow-up of referrals

All referrals from the StEPS Program must be actively followed up by the StEPS Coordinator as per this
Policy Directive and LHD procedures. Wherever possible, StEPS Coordinators should ensure that High
Priority Referrals receive a diagnostic vision assessment within one month, and other referrals receive an
assessment within six months.

StEPS Coordinators are to offer assistance to families to ensure the child receives a diagnostic eye
assessment within the appropriate timeframe. This may include, but is not limited to, offering secondary
screening Orthoptic services and/or referral to the StEPS Paediatric Ophthalmic Outpatient Clinics
(POOCs). StEPS Coordinators should consider any barriers to receiving a diagnostic assessment and
subsequent treatment and assist families wherever possible to access appropriate services.

StEPS Coordinators must monitor all follow up referrals and report on the outcomes. If no eye health
professional report is received and the outcome is unknown, the parent/carer must be contacted to
determine the outcome and the result recorded. If possible, the name of the eye health professional who
provided the assessment/treatment should be sought from the parents and the eye health professional then
contacted to confirm the outcome.

The StEPS Referral Outcomes Report (Attachment 10) must be completed to record the outcome of the
referral as a result of the StEPS vision screening. These reports can be used to demonstrate the accuracy
of vision screening undertaken and the effectiveness of the StEPS program.

2.8 Mandatory Reporting for the StEPS program

StEPS Coordinators must complete and submit StEPS Screening Activity and StEPS Referral Outcomes
reports for the StEPS program to the Ministry. Where an electronic medical record system is available in
the LHD, electronic reporting and data extraction files should be submitted as reports to the Ministry. If
electronic medical records are not available, these may be submitted as manual reports using the
following templates:

o Quarterly StEPS Screening Activity Report (Attachment 9)

o Quarterly StEPS Referral Outcomes Report (Attachment 10)
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2.9 Data Management

LHDs are responsible for developing and maintaining a database to record all children who have
participated in the StEPS program. This will enable ease of scheduling, screening, tracking referrals,
follow up referrals, reporting on referral outcomes and responding to enquires from parents/carers on
vision screening.

All children who have participated in the StEPS program must be recorded on a database developed and
maintained by LHDs. This database must include client/patient identifying details and parents contact
details in accordance with PD2007_094 Client Registration Policy’, as well as screening location, date of
screening, result of screening, follow up of referrals, and the outcome and diagnosis following referral
where applicable. It is recommended that terminology used to record the outcomes of referrals is
consistent with language used in the referral outcomes report.

Where an electronic medical record system is available in the LHD, the appropriate electronic
documentation for StEPS should be completed and data extraction files submitted as reports to the
Ministry of Health.

2.9.1 Retention and Disposal of StEPS patient/client records

For all children who receive a StEPS vision screen, the StEPS Consent and Results Form
(Attachment 3) must be incorporated into the main Community Health client record system and
retained until the child attains or would have attained the age of 25 years. This applies to children
who are found to have no abnormality on screening, as well as those children who receive a
borderline pass or are referred for any reason.

Where the StEPS Consent and Result Form is in paper format and is not imaged or scanned, the
original paper form must be retained for 25 years. It can then be disposed of according to LHD
procedures.

Where the StEPS Consent and Result Form is imaged or scanned, the original Form should be
retained until it has been verified that the scanned copy clearly displays all elements of the
original record, as per NSW State Records ‘General Retention and Disposal Authority — Public
Health Services: Patient/Client Records’ (GDA 17). Once verified, the paper Form can then be
disposed of according to LHD procedures. The imaged Form must be retained for 25 years.

3 IDENTIFYING FOUR YEAR OLD CHILDREN
3.1 Identifying Four Year Old Children

All four year old children in NSW are to be actively identified to be offered a free StEPS monocular
visual acuity screen by StEPS Coordinators within their designated LHDs. Strategies to identify four year
old children may include, but are not limited to, contacting the following services to offer the StEPS
program:

e preschools

e child care centres

e family day care services

e carly intervention services

o refugee services

e Child and Family Health Services
e Playgroups

e immunisation clinics

e Department of Education and Communities, Schools for Specific Purposes
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¢ Community vision screening days

e School Orientation programs (this strategy should only be used where the eligible child
was not able to be identified through alternative strategies).

3.2 Disadvantaged groups of children and children with special needs

Disadvantaged groups of children and children with special needs are to be actively identified to ensure
they are offered StEPS screening. For the purposes of the StEPS program, the following groups of
children are classified as ‘disadvantaged groups’:

e Aboriginal and Torres Strait Islander children.

e  Children attending ‘Early Intervention Services’.

e  Children attending ‘Schools as Community Centres (SACCs) Playgroups’.
e  Children whose parents attend Mental Health Services.

e  Children in ‘Out of Home Care’.

e Refugee children.

e Socioeconomically disadvantaged children.

Children with special needs are children who have been identified with developmental delay and/or
neurological deficits.

StEPS Coordinators are to develop local strategies that meet the needs of their LHD in order to ensure
maximum vision screening and equity of access to the StEPS program for all four year old children.

3.3 Service Level Agreement

The Service Level Agreement of the StEPS program is:
e A minimum of 80% of eligible four year old children have screening conducted

Wherever a parent/carer completes a StEPS consent form and agrees to their child participating in the
StEPS program the LHD must make every effort to ensure that the child’s vision is screened according to
StEPS protocols.

LHDs are to ensure that the StEPS Service Level Agreement is maintained according to the estimated
target population numbers of four year olds in their LHD provided by the Ministry of Health.

4 StEPS PERSONNEL
4.1 Vision Screening Staff

StEPS vision screening staff are employed by LHDs, under the supervision of LHD StEPS Coordinators
to conduct monocular visual acuity screening assessments for four year old children.

StEPS vision screening must be conducted by suitably trained staff competent in using the StEPS vision
screening equipment to undertake vision screening for four year old children. Screening assessments are
undertaken in locations deemed appropriate by LHDs and can include settings such as preschools, child
care centres, community settings and Child and Family Health Services.

StEPS vision screening staft are responsible for:

e liaising effectively with preschool and child care centre staff, parents, team members and
other health care professionals in a professional and caring manner
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conducting vision screening according to vision screening protocols consistent with this
StEPS policy directive relating to obtaining consent, referral processes, appropriate
testing set up, vision screening equipment gathering and utilising information as required
for effective vision screening

ensuring the vision screening process creates minimal disruption to the location where
screening is undertaken

ensuring the confidentiality and privacy of the child is maintained at all times and all
relevant information about the screening process and vision screening results is provided
to parents/carers

ensuring all mandatory requirements and reporting mechanisms relating to vision
screening, consent, referrals processes, notification of results and LHD protocols are
undertaken

adhering to all LHD Work Health and Safety and Infection Control protocols

maintaining vision screening equipment and reporting malfunctioning equipment to the
StEPS Coordinator

advising the StEPS Coordinator of any issues, incidents, problems or concerns that arise
during a vision screening session.

4.2 StEPS Coordinator

StEPS Coordinators are employed by LHDs to implement, coordinate and manage the day to day
operations of the StEPS program.

StEPS Coordinators develop and maintain strong links with all relevant stakeholders in their LHD, such
as child health services, parents and carers, early childhood education and care providers, eye health
professionals, general practitioners, medical specialists, Aboriginal Community Controlled Health
Services, early intervention and coordination programs and other government and non-government
agencies, to promote the StEPS program and to ensure the StEPS program is delivered effectively in their
respective LHDs.

StEPS Coordinators are responsible for:

ensuring all four year old children in their LHD are actively identified and offered a
StEPS vision screen, including providing screening services as required

recruiting vision screening staff as required, training and/or arranging the training to be
provided to StEPS vision screeners by a suitably qualified health professional

supervision and professional development of StEPS vision screeners to ensure that
competency in vision screening is achieved and maintained, and that all applicable LHD
protocols are followed

ensuring transportation is available for StEPS vision screeners to travel to screening
locations, according to resources available in the LHD. This may include access to a
motor vehicle or approval to use private vehicles with the provision of a mileage
allowance according to LHD protocols

ensuring all appropriate supplies and maintenance of equipment, relevant forms and
promotional material is available to conduct StEPS vision screening

maintaining the confidentiality and privacy of the children screened and providing
support to parents as appropriate in the period between vision screening and diagnostic
assessment
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e developing vision screening protocols for screening, referral, assessment and follow up
consistent with the StEPS Policy Directive

e developing local processes to ensure disadvantaged groups of children and children with
special needs are actively identified for the StEPS program

e data management and monitoring of key performance indicators, vision screening referral
rates, referral outcomes, follow up referrals and submitting relevant reports to the NSW
Ministry of Health as required.

e setting up and maintaining a database to record information on all four year old children
who participated in the StEPS program for quality management

o effectively managing the LHD StEPS budget to ensure the program is implemented
efficiently in the LHD including all printing costs relating to information flyers,
brochures, letters and forms on the StEPS program

e attending NSW Ministry of Health StEPS Coordinators meetings as required and being
the main point of contact for the StEPS program in their LHDs

4.3 StEPS Administration Officer

StEPS Administration Officers are employed by LHDs to provide administrative duties as deemed
appropriate by the StEPS Co-ordinator. Duties may include, but are not limited to, arranging and
confirming vision screening bookings, organising consent form packages, StEPS data entry and general
office tasks.

4.4 Orthoptist

Orthoptists may be employed to provide comprehensive secondary vision screening for children referred
via the StEPS program. Orthoptists may also provide vision screening services for children identified
with ‘special needs’ and undertake additional vision screening tests considered appropriate to a child’s
individual developmental level. Orthoptists may also investigate and diagnose ocular motility disorders
and assist in transitioning the family to timely diagnostic assessment services where appropriate.

Orthoptists may also assist in the training of vision screening staff.
4.5 StEPS Outpatient Clinics

Dedicated StEPS tertiary Paediatric Ophthalmic Outpatient Clinics (POOCs) have been established for
children identified with potentially significant vision loss and referred as a ‘High Priority Referral’.
POOCs will ensure that such children receive a diagnostic vision assessment in a timely manner so that
treatment outcomes can be maximised. Ongoing management and treatment of a child diagnosed with a
vision problem via POOCs should be at the discretion of the eye health professional in consultation with
the parent/carer.

Referrals to POOCs are available from anywhere in NSW. Children can be referred according to StEPS
Referral Protocols for Paediatric Ophthalmology Outpatient Clinics (POOCs) (Attachment 6). The
StEPS Referral Form for POOCs is at Attachment 7.

5 TRAINING
5.1 StEPS Training Package
To be certified as competent, vision screening staff must:
e satisfactorily complete modules one and two of the StEPS Training Package through the NSW

Health Education and Training Institute (HETT).
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e complete a minimum of four hours practical experience at a screening location (with the StEPS
Coordinator or an Orthoptist if possible).

e Dbe assessed as competent after three months of screening using the StEPS Competency Checklist
for Vision Screeners (Attachment 8) and annually thereafter.

5.2 Supervision and Professional Development

Following completion of modules one and two, in addition to supervised practical experience, ongoing
professional development and mentoring opportunities for vision screeners should be locally arranged by
LHDs as appropriate. This may involve opportunities to work with an experienced vision screener for the
first three months of vision screening wherever possible; participation in Orthoptic clinics; and/or other
professional development opportunities identified by the LHD.

It is the responsibility of the StEPS Coordinator to ensure that all dedicated StEPS vision screening staff,
and all LHD staff who undertake StEPS vision screening, are proficient in undertaking a StEPS vision
screen prior to being deemed qualified to undertake a StEPS vision screen unsupervised.

Ongoing supervision and performance management of vision screening staff, and other health staff who
provide StEPS vision screening, is to be undertaken by LHDs according to LHD protocols. This should
include performance reviews of vision screening staff referral rates and where appropriate, actions
undertaken to address performance factors and skill development.

6 GLOSSARY OF TERMS

Adnexa

For the purposes of this document, adnexa refers to the appendages of the eye. These include but are not
limited to the eyelids, conjunctiva, lacrimal apparatus and orbit.

Amblyopia

Amblyopia is reduced or ‘dim’ vision in an eye which appears to be normal. It is sometimes called ‘Lazy
Eye’. This is a serious eye defect which often goes undetected in childhood. If amblyopia is not
diagnosed and treated early, the vision in the affected eye may be permanent and cannot be corrected
with glasses or surgery.

Eye Health Professional
For the purposes of this document, an Eye Health Professional refers to registered ophthalmologists,
orthoptists and optometrists.

Refractive Error

A refractive error occurs when the shape of an eye is abnormal or does not bend (or refract) light
properly, which results in blurred vision. The three most common refractive errors are myopia (short
sightedness), hyperopia (long-sightedness) and astigmatism.

HOTYV logMAR chart
A visual acuity screening chart used in the StEPS program. LogMAR charts feature the same number of
letters on each line, which progressively reduce in size according to a geometrical progression.

Sheridan Gardiner Linear Chart
A visual acuity screening chart used in the StEPS program. Linear charts feature an increasing number of
letters on each line, which linearly reduce in size.

Visual Acuity
Visual acuity refers to the measurement of the eye’s capacity to see an object, for example a letter on a
vision chart, at a certain distance. This measurement is taken one eye at a time with the child wearing
their correcting glasses or contact lenses (when needed). It is usually recorded in a format that compares
the child’s vision results to a certain standard.
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Visual Acuity Screening
Also referred to as vision screening, this is the testing of visual acuity using pass/fail criteria to a specific
standard correlated to an age appropriate level of acceptable vision.

Vision Surveillance

Vision surveillance is defined as the monitoring of vision development for signs of eye or vision
problems and includes observation, family history, reported visual behaviours and some vision tests, e.g.
corneal reflections, ocular movements and response to occlusion.

7 LIST OF ATTACHMENTS

To view attachments listed below please go to:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2018 015

Implementation Checklist

StEPS Important Notice for all Parents/Carers

StEPS Consent and Results Form

Notification of StEPS Vision Screening Results letter

StEPS Referral Letter

StEPS Referral Protocols for Paediatric Ophthalmology Outpatient Clinics
StEPS Referral Form for Paediatric Ophthalmology Outpatient Clinics

Competency Checklist for Vision Screeners

A S AT S o

StEPS Screening Activity report
10. StEPS Referral Outcomes report
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PAEDIATRIC PROCEDURAL SEDATION - GUIDE FOR EMERGENCY
DEPARTMENTS, WARDS, CLINICS AND IMAGING (GL2018 011)

PURPOSE

Paediatric Procedural Sedation - Guide for Emergency Departments, Wards, Clinics and Imaging
provides direction to clinicians and is aimed at achieving the best possible paediatric care in all parts of
the state. The guide was prepared for the NSW Ministry of Health by an expert clinical reference group.

KEY PRINCIPLES

This guide applies to all facilities where paediatric patients are managed. It requires the Chief Executives
of all Local Health Districts and Speciality Health Networks to determine where local adaptions are
required or whether it can be adopted in its current format in hospitals and facilities required to manage
procedural sedation of paediatric patients.

This guide reflects what is currently regarded as a safe and appropriate approach to the management of
procedural sedation for paediatric patients. However, as in any clinical situation there may be factors
which cannot be covered by a single guide. This document should be used as a guide, rather than as a
complete authoritative statement of procedures to be followed in respect of each individual presentation.
It does not replace the need for the application of clinical judgement to each individual presentation.

USE OF THE GUIDELINE

Chief Executives must ensure:
= This guide is adopted or local procedures are developed based on the Paediatric Procedural
Sedation Guide for Emergency Departments, Wards, Clinics and Imaging.

= Local protocols are in place in all hospitals and facilities likely to be required to manage
paediatric patients requiring procedural sedation

= Ensure that all staff treating paediatric patients are educated in the use of the locally developed
paediatric protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating paediatric patients
of this revised guideline.

This Guideline and the attachements are available at:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=g¢l2018 011
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NEW STREET SERVICE POLICY AND PROCEDURES (PD2018 035)

PURPOSE

This Policy specifies the procedures and minimum standards for delivering New Street Services, and sets
out the NSW Health framework for effective clinical practice in responding to children and young people
with harmful sexual behaviours and their carers.

MANDATORY REQUIREMENTS

This Policy requires that New Street Services:

prioritise the safety and wellbeing of young people who have been sexually harmed and those
who are potentially at risk

facilitate access to treatment for eligible families and caregivers of children and young people
aged between 10 and 17 years who have engaged in harmful sexual behaviour, with priority
given to those aged between 10 and 14 years, Aboriginal children and children with complex
needs

deliver services in ways which minimise harm

integrate with NSW Health Violence Abuse and Neglect services, particularly Sexual Assault
Services

collaborate with interagency partners at local and district levels

operate under a Service Agreement between the Local Health District in which the New Street
service is located and the Sydney Children’s Hospital Network, to receive clinical direction,
advice and support

comply with New Street staffing profiles as set out in the New Street Service Policy and
Procedures

deliver services in a culturally safe way
participate in the New Street Advisory Committee
apply the clinical processes and practices set out in the New Street Service Policy and Procedures

comply with NSW Health Violence Abuse and Neglect Service Standards.

IMPLEMENTATION

Chief Executives are responsible and accountable for:

establishing mechanisms to ensure the directives and requirements of the New Street Service
Policy and Procedures are applied, achieved and sustained

ensuring that NSW Health staff understand and are aware of their obligations in relation to the
New Street Service Policy and Procedures and related policies and procedures

ensuring resources are available to deliver and meet the directives and requirements of the New
Street Service Policy and Procedures

ensuring that NSW Health staff are trained to operationalise and implement the New Street
Service Policy and Procedures

communicating with the Ministry of Health through the Prevention and Response to Violence,
Abuse and Neglect (PARVAN) Unit on reporting, communications and performance in relation
to the New Street Service Policy and Procedures

ensuring NSW Health staff are advised that compliance with the New Street Service Policy and
Procedures is part of their patient / client care responsibilities.
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New Street managers are responsible for:
e ensuring the requirements of the New Street Service Policy and Procedures are disseminated and
implemented in their service

e monitoring implementation and compliance with the New Street Service Policy and Procedures.

NSW Health workers are responsible for:

e implementing and complying with the directives and requirements of the New Street Service
Policy and Procedures.

This policy and the procedures are available at:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=pd2018 035

321(21/09/18)

PASTEURISED DONOR HUMAN MILK FOR VULNERABLE INFANTS
(PD2018_043)
PURPOSE

NSW Health is committed to the safe, equitable and ethical provision of pasteurised donor human milk
(PDHM) to vulnerable infants in Neonatal Intensive Care Units (NICU).

Vulnerable infants refer to those infants at an increased risk of necrotising enterocolitis. This includes
preterm infants, very low birth weight infants and other infants assessed as clinically high risk.

A partnership between NSW Health and the Australian Red Cross Blood Service (ARCBS) has been
established in order to provide PDHM to these infants through the ‘NSW Health Agreement for
Pasteurised Donor Human Milk’. PDHM is supplied to NICUs on a cost-recovery basis.

This Policy supports mothers of vulnerable infants to optimise lactation; to supplement breast milk
feeding of vulnerable infants with PDHM when mothers own milk is insufficient and ensure access to
PDHM is equitable across NSW and in accordance with clinical need.

Only facilities with NICUs are eligible to receive PDHM. This Policy outlines the responsibilities of local
health districts (districts) and Sydney Children’s Hospital Network (SCHN) NICUs who choose to
participate in the provision of PDHM to vulnerable infants under the NSW Health Agreement.

MANDATORY REQUIREMENTS

To receive PDHM districts and SCHN must:
e Implement the attached, Pasteurised Donor Human Milk for Vulnerable Infants Protocol (the
Protocol)

e Ensure they have sufficient resources to meet the requirements of this service.

e Ensure each ARCBS Milk Bank Coordinator complies with:

o NSW Health Occupational Assessment, Screening and Vaccination Against Specified
Infectious Diseases policy.

o NSW Health Code of Conduct.
o National Criminal Record completed by ARCBS and sighted by facility.
o Local orientation procedures.
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e  Support donor recruitment within their facilities.

e Provide appropriately trained staff to ensure that adequate ongoing lactation support is offered,
and that NICU breastfeeding rates on discharge are optimal.

e Provide facility-specific data for the purpose of quarterly performance monitoring in accordance
with Section 1.6 in the Protocol.

e (Coordinate the management of reactive serology screening results for hospital-based donors as
per Appendix 1 in the Protocol.

IMPLEMENTATION

The districts/SCHN Chief Executives or delegated officers must ensure the NICUs undertake the

following actions:
* All NICU staff are made aware of the Policy and Protocol.

* Appoint an authorised person to act as the ‘Agency Contract Manager’, as outlined in Section 14
in the Protocol, who will also be the point of contact for supply management in case of PDHM
shortage.

* Key personnel are made aware of their responsibilities in the Protocol.

* Designated lead to develop local guidelines to support the implementation of the Policy and
Protocol.

Supply of PDHM to NICUs during a shortage is determined by the principles of state-wide equity, with
state-wide eligibility being determined as per the attached Protocol and not by the individual NICU.
The monitoring reports will be compiled quarterly by the Health and Social Policy Branch, Strategy and
Resources Division, Ministry of Health. These reports will be provided to the PDHM Governance
Committee and Clinical Advisory Group for review.

Documentation of ARCBS Milk Bank Coordinator compliance with NSW Health policy and Code of
Conduct can be performed at one site and these documents shared with other relevant sites to streamline
credentialing processes in NSW.

Other relevant NSW Health Policies are:
¢ Breastfeeding in NSW: Promotion, Protection and Support

¢ Breast Milk: Safe Management

This policy and the Pasteurised Donor Human Milk for Vulnerable Infants — NSW Health and
Australian Red Cross Blood Service Partnership Service Protocol is available at:

https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=pd2018 043
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FIRST 2000 DAYS FRAMEWORK (PD2019_008)
PURPOSE

The First 2000 Days Framework (the Framework) is a strategic policy document which outlines the
importance of the first 2000 days in a child's life (from conception to age 5) and what action people
within the NSW health system need to take to ensure that all children have the best possible start in life.

MANDATORY REQUIREMENTS

Local Health Districts and Speciality Health Networks will ensure that strategies to implement the First
2000 Days Framework appear within their local plans, commencing by 1 July 2019.

Local Health Districts and Specialty Health Networks will provide an annual report, on request, to the
NSW Ministry of Health on progress against their implementation plan.

IMPLEMENTATION

Local Health Districts and Specialty Health Networks have lead responsibility for implementing the
Framework within their district or network. They are to use the information provided in the Framework
about the first 2000 days and opportunities for action to inform local priority setting and planning against
the Framework’s strategic objectives. The three objectives of the Framework are:

1. All staff in the NSW health system understand and promote the importance of the first 2000 days and
the best opportunities for action

2. The NSW health system provides care to all and works in partnership to promote health, wellbeing,
capacity and resilience during the first 2000 days

3. The NSW health system provides additional services for those who need specialised help, when they
need it.

NSW Ministry of Health, will support implementation of the Framework. The Branch will monitor
implementation through annual reports that will be requested from Local Health Districts and Speciality
Health Networks about progress towards priorities in their local plans.

This policy and the First 2000 Days Framework are available at:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=pd2019 008

321(08/02/19)

FIRST 2000 DAYS IMPLEMENTATION STRATEGY (1B2021 011)
SUMMARY

The NSW Health First 2000 Days Implementation Strategy was developed to assist Local Health
Districts and Specialty Health Networks in implementing the First 2000 Days Framework, including
providing information to assist them in developing their local plans.

This information bulletin and the Frist 2000 Days Implementation Strategy are available at:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=IB2021 011
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MATERNITY - MANAGEMENT OF MONOCHORIONIC TWIN PREGNANCY
(GL2020 011)

PURPOSE

This Guideline provides best practice guidance to clinicians caring for women with
monochorionic (MC) twin pregnancies. It promotes consistent recognition, monitoring,
reporting, management and appropriate referral within the tiered NSW Maternity and Neonatal
(Perinatal) Networks to optimise fetal and maternal wellbeing.

KEY PRINCIPLES

This Guideline applies to all NSW Public Health Organisations (PHOs) providing maternity
services. The Guideline:

] endorses the Royal Australian and New Zealand College of Obstetrics and Gynaecology
(RANZCOG) recommendations for MC twin pregnancies (see Section 2)

] recommends that women with MC twin pregnancies require as a minimum, antenatal care
from a Level 4 maternity service in consultation with a Level 5 or 6 maternity service, and
planned birth at a Level 5 or 6 maternity service in line with NSW Maternity and Neonatal
Service Capability Framework GL2016_018 (see Section 1.6)

] defines minimum standards for the frequency of ultrasound scanning and ultrasound reporting
for women with a MC twin pregnancy (see Section 2.2 and Appendix 1)

'] recommends all Tiered Perinatal Networks have an agreed pathway to communicate
ultrasound scan results between ultrasound departments and maternity care providers in line with
Tiered Networking Arrangements for Perinatal Care in NSW PD2020 014 (see Section 1.6).

USE OF THE GUIDELINE

Chief Executives of Local Health Districts are responsible for:

e ensuring appropriate referral, escalation and transfer of care for women with MC twin
pregnancies in line with this Guideline and NSW Maternity and Neonatal Service
Capability Framework GL2016_018 (see Section 1.6)

e developing local referral to and reporting pathways for appropriate obstetric ultrasound
providers with capability to assess a twin pregnancy (see Section 1.5)

e monitoring and review of outcomes for women diagnosed with MC twin pregnancy (see
Section 6).

The Maternity - Management of Monochorionic Twin Pregnancy Guideline can be
downloaded at https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2020 011
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MANAGEMENT OF POSITIONAL PLAGIOCEPHALY BY ALLIED HEALTH
PROFFESIONALS (GL2020 013)

GUIDELINE SUMMARY

The Guideline was developed to provide best practice guidance for management of infants with
positional plagiocephaly.

The objectives of the Guideline are to:
e assist clinicians working in primary and secondary health service areas with early
detection and assessment and of infants with positional plagiocephaly
e provide clinicians with best practice guidance for management of infants diagnosed with
positional plagiocephaly
e provide clinicians with best practice guidance for referral of infants with positional
plagiocephaly to tertiary services (e.g. Craniofacial-Helmet clinic).

KEY PRINCIPLES

The Guideline should be used in conjunction with the Physiotherapy management of
plagiocephaly eLearning module available through the NSW Health Education and Training
Institute (HETT) online learning portal, My Health Learning.

Key principles for the Guideline are outlined further in Section 1.3. The Guideline is one
component of clinical decision making and provides a guide for best practice for clinicians
working with infants with suspected or diagnosed positional plagiocephaly.

USE OF THE GUIDELINE

Chief Executives must:
e cnsure that the Guideline is adopted and that local policies based on the Guideline are in
place in all hospitals and facilities likely to be required to care for children with
positional plagiocephaly.

Directors of Clinical Governance are required to:
¢ inform relevant clinical staff treating paediatric patients of this guideline
e ensure that all staff treating infants are educated and supported in the use of the locally
developed protocols for referral and management of positional plagiocephaly.

The Management of Positional Plagiocephaly by Allied Health Professionals Guideline can
be downloaded at https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL.2020 013
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CLINICAL DETERMINATION FOR BOARDER BABY REGISTRATION
(GL2020_020)

GUIDELINE SUMMARY

This Guideline clarifies when a neonate (a baby up to 28 days of age) is required to be registered in the
Patient Administration System (PAS) as a boarder. It sets out the responsibilities for the assessment
and care of neonates who are accommodated in a NSW Public Health Organisation (PHO) to ensure
patient safety and quality care.

KEY PRINCIPLES

= A neonate less than 10 days of age who is in hospital cannot be registered as a ‘boarder’. Neonates
under 10 days of age who remain in hospital or return to hospital because the caregiver (usually the
mother) is unwell must be an admitted patient.

= A neonate 10 or more days of age not requiring clinical care, may be a boarder when accompanying
the caregiver who is an admitted patient. In this case the neonate is not an admitted patient and
should be registered as a boarder.

= A neonate in a PHO must have a clinical assessment by an appropriate medical officer prior to
admission or registration as a boarder.

= Regardless of the admission status all neonates should have two identification bands in place
preferably on each ankle.

= (Care planning for the neonate should be individualised and take into consideration the caregiver’s
clinical condition, physical and mental health, the impact of treatment on the caregiver’s capacity to
care for the neonate, and any additional supports required for the family,

= Any neonate, irrespective of age, whose caregiver (or sibling of the same multiple birth) is admitted
for treatment of sepsis, must be physically assessed, investigated where appropriate and monitored
for sepsis. A neonate in these circumstances would usually be admitted and should not be registered
as a boarder.

=  Wherever possible caregivers and neonates should not be separated. Support, protection and
promotion of breastfeeding is essential.

LOCAL HEALTH DISTRICT RESPONSIBILITIES

Local health districts are responsible for developing local Guidelines, pathways and resources to ensure:

* neonates receive appropriate care in an appropriate place
= assessment, care and care planning is documented
= correct registration of all neonates in the PAS

The Clinical Determination for Boarder Baby Registration Guideline can be downloaded at
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=G1.2020 020
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SYPHILIS IN PREGNANCY AND NEWBORNS (PD2023 029)
POLICY STATEMENT

NSW Health is committed to addressing concerning increases in the number of women diagnosed with
syphilis in pregnancy (maternal syphilis) and mother-to-child transmission of syphilis (congenital
syphilis) resulting in adverse outcomes including preterm birth, low birth weight, congenital anomalies,
fetal loss or stillbirth, and neonatal death. Congenital syphilis is an entirely preventable disease and its
occurrence reflects a failure of delivery systems for antenatal care and syphilis control programs.

SUMMARY OF POLICY REQUIREMENTS

This Policy Directive introduces new antenatal syphilis screening intervals for all pregnant women, and
outlines Local Health Districts (Districts), Specialty Health Networks (Networks) and service level
responsibilities to ensure appropriate referrals, assessment and management of syphilis in pregnancy and
neonates.

This Policy Directive must be read as a supplement to existing gold-standard clinical guidance outlined in
the current edition of the Australasian Society for Infectious Diseases (ASID) guidelines Management of
Perinatal Infections.

Assessment, diagnosis, and treatment of maternal and congenital syphilis is multifaceted and requires a
multidisciplinary response. Leadership at Districts and Networks must ensure that local processes are in
place to enable effective implementation of this Policy Directive including identified referral pathways
and responsibilities for follow-up of women at risk of syphilis in pregnancy, and pregnant women
diagnosed with syphilis in pregnancy.

All pregnant women in NSW must be offered syphilis screening as part of their first antenatal visit blood
screen and again at 26-28 weeks gestation. Pregnant women who have received minimal or no antenatal
care, or are at risk of missing an appointment, should be opportunistically screened for syphilis and
blood-borne viruses Hepatitis B and HIV at the service they present at, regardless of gestation.
Documentation of all antenatal syphilis screening must be entered into the relevant District maternity
database and medical records.

All positive syphilis results in pregnancy should be discussed with a clinician who has expertise in
managing and treating syphilis. Local pathways must be developed to ensure pregnant women are
referred to maternity services, and all relevant services are informed including sexual health services, the
local public health unit and primary care services to facilitate appropriate contact tracing and treatment
where relevant.

Timely assessment and initiation of treatment is essential for all cases of maternal syphilis per the
Australasian Society for Infectious Diseases (ASID) guidelines Management of Perinatal Infections. All
pregnant women diagnosed and treated for syphilis in pregnancy need the details of their investigations
and management, and recommendations for future testing requirements clearly documented in their
medical records. Local pathways must be developed to ensure maternal and neonatal assessment is
clearly documented in the patient’s medical record in a manner that ensures this is flagged at the time the
pregnant women presents for birth.

Responsibility for neonatal follow-up must be clearly defined on discharge identifying the most
appropriate service as relevant to the local context and woman’s needs (such as paediatric outpatient
clinic or outreach service). Auditing processes must be developed to monitor and review follow-up care
and clinical outcomes.

All cases of congenital syphilis are to be investigated as a clinical incident and entered into the Incident
Management System (ims+) with a harm score relevant to the case. NSW Health employees must be
aware of the importance of reporting incidents and near misses to ensure timely investigation and ensure
lessons are learnt to facilitate the elimination of congenital syphilis in NSW

The complete Syphilis in Pregnancy and Newborns policy is available at
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2023 029
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NSW HEALTH & CIVIL CHAPLAINCIES ADVISORY COMMITTEE NSW
MEMORANDUM OF UNDERSTANDING (PD2011_004)

PD2011 004 rescinds PD2005 123.
PURPOSE

This policy sets out the privileges and requirements for accredited chaplains to provide chaplaincy
and pastoral care services in the NSW Health System. The process for appointment and accreditation
of chaplains is provided, as well as a description of the duties which accredited chaplains typically
undertake. Privacy and patient confidentiality issues are addressed, and chaplaincy terms are clearly
defined. Associated funding and financial agreements are also addressed together with the obligations
of NSW Health, the Civil Chaplaincies Advisory Committee (http://www.ccacnsw.org.au ) and their
member religious organisations.

MANDATORY REQUIREMENTS

Health Service Chief Executives and other NSW Health Agencies should have effective systems and
procedures in place in order to make sure that the provision of chaplaincy and pastoral care services
are managed according to the requirements set out in the memorandum of understanding.

IMPLEMENTATION

Health Network Chief Executives and other NSW Health Agencies are to ensure that the requirements
of this policy are communicated to all the appropriate staff (including Hospital Chaplaincy
Coordinators, Privacy Contact Officers, Hospital Accredited Chaplains and Pastoral Care Workers,
Hospital Administration, Clinical/Patient Services and Social Workers.

The CCAC will facilitate the distribution of the policy and its obligations on behalf of its member
organisations.

1. Introduction and background to the NSW Health & Civil Chaplaincies Advisory Committee
NSW Memorandum of Understanding (PD2011_004)

2. NSW Health & Civil Chaplaincies Advisory Committee NSW Memorandum of Understanding
(PD2011_004)

CHAPLAINCY SERVICES AND PRIVACY LAW (IB2008_044)

Introduction

This Information Bulletin replaces PD2005 412 Chaplaincy Services and Privacy Law and
complements PD2011_004 NSV Health & Civil Chaplaincies Advisory Committee NSV
Memor andum of Understanding.

This Information Bulletin and PD2011_004 NSW Health & Civil Chaplaincies Advisory Committee
NSW Memorandum of Under standing both support the role of chaplaincy services in the NSW public
health system. Chaplaincy services are considered an important part of the health support services
provided through hospitals and other health facilities to patients and their families.

Questions have arisen as to whether provision of information to hospital chaplains is within the terms
of NSW privacy law, particularly given the additional restrictions imposed by privacy laws on access
to information about religious and philosophical beliefs.
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A regulation has therefore been made under the Health Records and Information Privacy Act 2002 to
clarify the situation in relation to the provision and use of information for NSW Health chaplaincy
services, and to provide a sound legal basis for information sharing with chaplaincy services in the
NSW Health system.

The regulation is entitled Health Records and Information Privacy Amendment (Accredited
Chaplains) Regulation 2008.

This Information Bulletin provides guidance to NSW Health accredited chaplains and NSW Health
staff as to the operation of the regulation.

This Information Bulletin will become effective on the date of commencement of the regulation
which is 1 October 2008.

How will the regulation wor k?

The regulation recognises that chaplaincy services form part of the health services available at a
hospital or health facility.

It allows information to be released to a chaplain provided that release is for the purposes of
chaplaincy services and the release is within the reasonable expectation of the patient or other person
to whom the information relates.

Patient consent for release of personal information to accredited chaplains is not required under the
regulation. Consequently it is not necessary to include a consent question in admission procedures or

on admission forms.

It is important to recognise:

. Access to information under the regulation is limited to accredited chaplains, that is chaplains
who have been accredited by the Chief Executive of the public health organisation through
PD2011_004;

o The test that the disclosure is within “the reasonable expectation” of the patient is the same test

applied in relation to the sharing of information for the purposes of providing ongoing medical
care. To support compliance:

. steps should be in place to ensure that patients are aware that information will be
provided to a hospital’s chaplaincy department or chaplaincy services;

. where a patient indicates they do not wish information to be provided, steps should be
taken to ensure these views are complied with.

o Accredited chaplains are routinely provided with the name and religious faith or denomination
of patients. When necessary, accredited chaplains may also be provided with additional
personal and health information to enable the chaplain to fulfil his or her duties in a manner
which is within the patient’s reasonable expectation or that of the patient’s relatives.

The Information Privacy Leaflet for Patients has been revised to include reference to chaplaincy
services (see http://www.health.nsw.gov.au/utilities/privacy/patient.asp). Health services have
developed local Information Privacy Leaflet for Patients based on this. Facilities may also have local
information and brochures on chaplaincy services which can be used for this purpose.
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Compliance with Health Records and Information Privacy Act 2002

The regulation means that accredited chaplains will now be covered by the Health Records and
Information Privacy Act in relation to the information they obtain from hospitals and hospital
chaplaincy services.

This means chaplaincy services will need to comply with certain requirements under privacy law in
relation to access and retention of records. For assistance with these requirements, accredited
chaplains should refer to the ‘Information Sheet for Accredited Chaplains: Compliance with the
Health Records and Information Privacy Act 2002" which can be found on the NSW Health privacy
website: http://www.health.nsw.gov.au/utilities/privacy/info_chaplains.asp.

Public health organisations are encouraged to use their Chaplaincy Services Steering Committee to
establish local protocols and procedures for communication between hospital staff and accredited
chaplains and to provide support for chaplaincy services in complying with the terms of the Health
Records and Information Privacy Act and the regulation. Where no Chaplaincy Services or Pastoral
Care Department exist in a public health organisation, a process of accreditation of local clergy or
religious leaders should be established through the Human Resources Department or equivalent
personnel office.
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ELIGIBILITY OF PERSONS FOR PUBLIC ORAL HEALTH CARE IN NSW (PD2017_027)
PD2017_027 rescinds PD2016_050

PURPOSE

This Policy Directive establishes the eligibility criteria for NSW residents who wish to access NSW
Health public oral health services.

MANDATORY REQUIREMENTS
Public Oral Health Services managed by NSW Local Health Districts (LHD) must provide oral health
care to persons who meet the eligibility criteria set out in this document.

At each appointment, staff of NSW Public Oral Health Services must ensure a person meets the
eligibility criteria set out by this document prior to providing care.

IMPLEMENTATION

The NSW Ministry of Health is responsible for ensuring the requirements of this policy and attached
procedures are monitored and acted on accordingly, and that the eligibility criteria are openly
communicated to the public.

LHD Chief Executives are responsible for ensuring the public oral health services in their LHD
provide oral health care to eligible persons in accordance with this document.

Oral Health Managers, Clinical Directors and staff of public oral health services are responsible
for ensuring compliance with the eligibility criteria set out in this policy and attached procedures, and
that the eligibility criteria are openly communicated to the public.

This Policy Directive should be read in conjunction with the following NSW Health policies:
. Priority Oral Health Program and Waiting List Management
. Oral Health Fee for Service Scheme (OHFFESS)

. Oral Health Specialist Referral Protocols

. Oral Health Chart & Referral Form for Medical Emergency Departments

1 BACKGROUND
1.1  About this document

NSW Public Oral Health Services provide a range of dental care services through funding provided or
managed by the NSW Government. To ensure available resources are used efficiently, NSW Health
limits access to these services to those populations at higher risk of dental disease or who are less able
to afford dental care through private providers. This is achieved through the setting of eligibility
criteria through this Policy Directive.

Section 2 sets out the criteria for a person to be eligible to receive dental care through NSW Public
Oral Health Services. Public Oral Health Services managed by NSW Local Health Districts (LHDs)
must provide oral health care to persons who meet these criteria.

Staff of NSW Public Oral Health Services must ensure a person meets the eligibility criteria set out by
this document prior to providing care (section 2.3).
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Section 3 provides additional detailed information on how staff from public oral health services should
manage the delivery of patient care. It provides information on variations and exceptions to eligibility
criteria, including patients admitted to hospital for other health care, ineligible patients, and patients
who are accessing care outside their LHD.

The NSW Ministry of Health is responsible for ensuring the requirements of this policy are
monitored and acted on accordingly, and that the eligibility criteria are openly communicated to the
public (section 4).

LHD Chief Executives are responsible for ensuring the public oral health services in their LHD
provide oral health care to eligible persons in accordance with this document.

Oral Health Managers, Clinical Directors and staff of public oral health services are responsible
for ensuring compliance with the eligibility criteria set out in this policy and that the eligibility criteria
are openly communicated to the public (section 4).

1.2 Key definitions

An episodic course of care is defined as a limited course of care provided with the intent of only
addressing a specific, clinically urgent presentation.

An oral health emergency is defined as a child or adult patient categorised as Priority 1 through the
PD2017_023 Priority Oral Health Program and Waiting List Management policy directive triage.
Dental pain by itself is not considered an oral health emergency.

2 ELIGIBILITY
2.1  Eligibility of Adults for Non-admitted Oral Health Care Services
For an adult to be eligible for free public oral health services they must:

. Be normally resident within the boundary of the providing LHD , and

] Be eligible for Medicare, and
. Be 18 years of age or older, and
" Hold, or be listed as a dependent on, one of the following valid Australian Government?

concession cards:

= Health Care Card
= Pensioner Concession Card
= Commonwealth Seniors Health Card.

Note that holders of the State Seniors Card are not eligible for care unless they also hold one of the
other concession cards listed above.

2.2 Eligibility of Children and Young Persons for Non-admitted Oral Health Care Services
For a child or young person to be eligible for free public oral health services they must:

. Be normally resident within the boundary of the providing LHD , and

. Be eligible for Medicare, and

. Be less than 18 years of age.

Additional eligibility criteria may apply for some specialist oral health care. These are detailed in the
Oral Health Specialist Referral Protocols.
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2.3 Confirmation of Eligibility

At each visit the patient is responsible for proving their eligibility prior to receiving treatment, by
showing a valid Medicare card and, for adults, a valid concession card. Electronic versions of cards
may be used through the Centrelink mobile app on a smart phone.

If a valid concession card cannot be produced, the patient must seek a temporary concession card to
establish that they are eligible for treatment, except where the person requires emergency treatment (as
defined in Section 1.2).

The patient may also be asked to produce secondary identification such as a drivers licence to confirm
their identity. A formal letter of identification from a homelessness agency is also acceptable as a
secondary identification.

Where programs exist that involve partnerships and referral pathways between Oral Health Services
and Aboriginal Community Controlled Health Services or LHD Aboriginal Service, LHDs may apply
discretion to waive eligibility requirements for the clients of these programs. This may also be
extended to client’s partners and children.

3 PATIENT CARE

3.1 Inter-district agreements

Due to funding and reporting arrangements, dental care will normally be provided by the LHD in
which a patient lives. However, LHD’s may have inter-district arrangements that allow for patients to
receive care in a bordering LHD to facilitate accessibility to an appropriate service.

3.2 Admitted or Day Only Oral Health Care Patients.

Where a patient’s oral health treatment requires them to be treated as an inpatient, they may be treated
as:

» Non Chargeable Patients

= Compensable Patients

= Private Patients.
Standard LHD procedures for processing and charging patients should be followed, in accordance with
Section Two of the NSW Health Fees Procedures Manual.

3.3 Patients Admitted for Other than Oral Health Treatment

Free oral health care will only be provided to adult patients admitted for care other than oral health
treatment where:

= The oral health treatment is an emergency (as defined in Section 1.2), or

= The oral health treatment is an essential part of the surgical or medical management of the
patient, and

= They hold, or are a listed dependent of the holder of, a current concession card
(see section 2).

Treatment of hospital inpatients referred for oral health care will be negotiated with the LHD oral
health clinical director if the oral health treatment is not an intrinsic part of their medical treatment.
Patients who do not hold, or are not listed dependents on, a current concession card may be charged
for services. The treatment sought will need to be prioritised in adherence with current LHD and NSW
Health prioritisation policies for access to public oral health care.

Note that private admitted patients must pay for oral health care provided.
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3.4 Services Provided to Ineligible Patients at Oral Health Clinics or at an Emergency
Department

Persons not meeting the eligibility criteria set out above, including interstate visitors, may receive
emergency treatment only and should see their own private general dental practitioner for all other
treatment. Emergency treatment (as defined in section 1.2) may be provided to such patients who
present at either a public oral health clinic or at a hospital emergency department.

Unless covered by an inter-district agreement, residents of NSW who are outside of their LHD of
residence, but are otherwise eligible for free public oral health care, should only be provided with an
episodic course of care (as defined in Section 1.2) and / or an Oral Health Fee For Service voucher if
required. Additional dental care may be provided at the discretion of the clinical director, taking into
account any additional personal circumstances of the patient.

In consultation with the patient, the LHD that provides this episodic care should make arrangements
for the patient to receive any follow-up treatment required from the patient’s LHD of residence.

Emergency oral health treatment and an episodic course of care (as defined in Section 1.2) may be
provided to a person who is unable to prove eligibility because they are experiencing homelessness or
are seeking asylum on humanitarian grounds. The person must be referred to the oral health service by
an established agency and the requirement for proof of eligibility may be waived in these
circumstances. Identification and treatment of these patients should be provided in accordance with
PD2016_055 Medicare Ineligible and Reciprocal Health Agreement — Classification and charging

Compensable patients are to be charged at the compensable rate for an occasion of service (see Fees
Procedures Manual). These patients should be advised that oral health treatment does not attract
Medicare rebates and may not attract private health insurance rebates.

4 COMMUNICATION STRATEGY

Eligibility criteria and information on how eligible persons can access NSW Public Oral Health
Services is made available through the NSW Health website at
http://www.health.nsw.gov.au/oralhealth/Pages/eligibility.aspx.

The Centre for Oral Health Strategy, NSW Health has developed brochures that identify the eligibility
criteria and process for accessing public dental care. The brochures that are available include; ‘Public

Dental Services’, ‘Oral Health Fee for Service Scheme’, ‘Child Dental Benefits Schedule Fact Sheet’,
Child Dental Benefits frequently asked questions’.

These brochures can either be downloaded from Centre for Oral Health Strategy website

(http://www.health.nsw.gov.au/oralhealth/Pages/resources.aspx ) or, alternatively, be ordered free of
charge from Better Health Centre — Publications Warehouse 02 9887 5450
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ORAL HEALTH FEE FOR SERVICE SCHEME (PD2016_018)
PD2016_018 rescinds PD2008_065

PURPOSE

This Policy Directive establishes a clear, patient focused, referral pathway that ensures a care
management focus between public oral health services and private practitioners who participate in the
scheme.

MANDATORY REQUIREMENTS

Local Health Districts and participating private dental businesses and practitioners must establish
business rules that address the requirements in this policy’s procedures and change from a paper based
administration system to the NSW Health web-based administration system.

IMPLEMENTATION

The responsibilities of the key parties to ensure the mandatory requirements and standards of this
policy are monitored and acted on accordingly.

Chief Executives:
Assign responsibility and personnel to implement the policy.
Oral Health Clinical Directors and Oral Health Managers:

Ensure timely and open communication to establish a patient focused outsourcing dental
program with participating private practitioners.

All Local Health District Staff and contracted Private Dental Practitioners and Businesses:

Comply with the policy directive and actively participate in establishing efficient patient
referral processes and effective dental care.

1 BACKGROUND

The Oral Health Fee for Service Scheme (Scheme) provides a framework by which Local Health
Districts (LHDs) may engage private dental practitioners (practitioners) and associated dental
businesses (businesses) to provide care to public oral health service patients.

This document provides an overview of the Scheme and outlines the processes for:

o Web based administration

o Approving businesses and practitioners to participate in the Scheme
o Utilisation and payment for services under the Scheme

. Terms and conditions, and

o Governance of the Scheme.

1.1 Key definitions

In this document the term:
. 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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The following is clarification of key terms used throughout the document:

Episodic dental care Is the voucher type for emergency or acute course of care that is associated
voucher with a limited examination (013).

General dental care Is the voucher type for a general course of care (excludes dentures) that is
voucher associated with a full examination (011).

Denture provision Is the voucher for full or partial dentures and is associated to a limited
voucher examination (013) for dentists and consultation (014) for dental prosthetists.
Business Is a facility where dental services are rendered either by a single dental

practitioner or a group of dental practitioners, and/or, a business purely
associated with an ABN that has been identified as a place for payment of
Services.

Practitioner Is a dental practitioner registered with the Dental Board of Australia in the
appropriate division (dentist, dental therapist, dental hygienist, oral health
therapist and dental prosthetist) under the Health Practitioner Regulation
National Law http://www.dentalboard.gov.au/Registration.aspx

Clinical Director Is an LHD/Speciality Network clinician who is employed as an Area
Clinical Director Level 1 — 3, or is a LHD delegated senior clinician.

1.2 Regulatory and legislative framework

The regulatory and legislative framework within which this procedure operates is set out in the
Health Practitioner Regulation National Law (NSW)
(http://www.legislation.nsw.gov.au/maintop/view/inforce/act+86a+2009+cd+0+N), and further
information in relation to the registration of practitioners can be sourced from the Dental Board of
Australia and the Australian Health Practitioner Regulation Agency.

1.3 Related NSW Ministry of Health policies, guidelines and information bulletins

The implementation of this procedure should be read in conjunction with the following NSW Ministry
of Health policy directives, guidelines and information bulletins as updated from time to time:

o Clinical Procedure Safety

. Complaint Management Policy

o Complaint or Concern about a Clinician - Management Guidelines

. Complaint or Concern about a Clinician - Principles for Action

o Complaints Management Guidelines

o Consent to Medical Treatment — Patient Information

. Employment Checks — National Criminal Record Checks and Working with Children Checks
° NSW Health Privacy Manual for Health Information

o OHFFSS Schedule of Fees

° Oral Health - Eligibility of Persons for Public Oral Health Services in NSW

o Oral Health Record Protocols

° Oral Health: Cleaning, Disinfecting and Sterilizing

. Priority Oral Health Program and Wait List Management

NSW Ministry of Health policy directive, guidelines and information bulletins are public documents
and are available on their website. (http://www.health.nsw.gov.au/policies/pages/default.aspx)
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2 SCHEME OVERVIEW

The Scheme allows LHDs to engage private businesses and practitioners to provide dental care for
eligible child and adult patients that have requested care from the LHD directly. LHD representatives
will issue a voucher to eligible patients. Vouchers can be redeemed by patients at a business approved
to participate in the Scheme. Once the patient’s treatment is completed, the business or practitioner,
forwards the voucher to the LHD for payment. The principal of the business and practitioner agrees to
a set price schedule and the terms and conditions as listed in the current OHFFSS Schedule of Fees.
The Schedule of Fees is updated annually and is indexed against the Department of Veterans Affairs
fee schedule for dental care - http://www.dva.gov.au/Pages/home.aspx.

2.1 Participating Practitioners
All dental practitioners registered with the Dental Board of Australia are encouraged to apply to be
approved practitioners under the Scheme.

All dentists and oral health practitioners must only provide dental services within their scope of
practice under the OHFFSS.

The LHD may indicate to the patient the practitioner type most suitable for the treatment required.

2.2 Service Types

The OHFFSS provides the opportunity for referred public dental patients to receive dental care
through the following service types:

o Episodic care for children and adults

o General care for children and adults

. Dentures

o Domiciliary, and

o Specialist services such as oral surgery and periodontics.

2.3 OHFFSS Voucher

An OHFFSS voucher can only be provided through the Priority Oral Health Program triage
questionnaire, which assesses the patient’s oral heath need, or an authorised mechanism approved by
NSW Health.

There are three types of vouchers that may be issued, these are:

1. Episodic care — The intent of this voucher is to address the most urgent treatment needs of a
patient

2. General care — A voucher that covers comprehensive care identified by a full examination of a
patient

3. Denture provision — A voucher that specifically includes denture care.

2.3.1 Voucher expiry timeframes

An OHFFSS voucher has an expiry date from the date of issue. The expiry timeframes for the three
voucher types are:

. One (1) month for episodic care, and

o Three (3) months for general care and dentures.
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2.4 Specific conditions related to the provision of dental treatment under the Scheme.

o The items claimable are restricted by the voucher type (refer to Point 2.3) and the Schedule of
Fees.

. Generally dentures will be acrylic, unless specified by the LHD. If a patient wishes to have a
chrome denture that is not specified or approved on the voucher, or any other additional feature,
the business and/or practitioner may enter a private agreement with that patient to cover the
additional expense.

. Dentures are to comply with the Therapeutic Goods Administration (TGA) Standards
(http://www.tga.gov.au/).

o Surgical removal of tooth needs to be supported by a pre-surgical radiograph

. The provision of pulp extirpation and Root Canal Therapy (RCT) is limited to those vouchers
where the need for this item is specifically recorded/authorised.

. The provision of orthopantomogram radiographs (OPGs) is limited to those vouchers where the
need for this item is specifically recorded/authorised.

2.5 Recording of dental treatment provided under the Scheme.

The recording of dental care items for the Scheme is to be in accordance with the Australian Schedule
of Dental Services and Glossary (http://www.ada.org.au/publications/schedule.aspx).

3 OHFFSS ADMINISTRATION PROCESSES
3.1 Web Based System
To participate in the Scheme a business and practitioner must agree to the OHFFSS conditions of

access (Attachment A) and establish an electronic profile within the OHFFSS web based
administration system (System) that is located at http://ohffss.health.nsw.gov.au/

This web based participation process is divided into two profile pathways - business and practitioner -
each containing mandatory requirements (Point 5).

These two pathways support the process of the business profile allocating practitioner(s) to their
services, nominating the service type and LHD(s) of their choice. The practitioner’s profile
independently maintains their contact details and relevant mandatory requirements (refer to Point 5).

Upon receipt of the mandatory information (refer to Point 5) and subsequent processing by the
relevant LHD(s) and/or OHFFSS State-Wide Coordinator, all businesses and practitioners will be
notified of their participation status as accepted or not accepted via a system email.

3.1.1 Conditions of Access

To start a business and practitioner profile, or to login as an existing participant, the conditions of
access (refer to Attachment A) must be agreed to.

3.1.2 Conditions of Use

To access the System authorised LHD staff must agree to conditions of use (refer to Attachment B).
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3.1.3 System Security

All business and practitioner information uploaded to the OHFFSS online profile will be stored
securely and only authorised Local Health District staff, OHFFSS and Scheme administrators will
have access to this information. Business and practitioner information will only be used and disclosed
for the purposes of the OHFFSS.

The LHD must only allocate authorised staff to the System. The LHD must also ensure that any staff
who have left the employment of the LHD have their profile to access the System made obsolete.

3.1.4 Confidentiality

To ensure confidentiality businesses and practitioners will only be able to view and edit their profile.
Businesses and practitioners maintain responsibility for the username and password of their profile,
including changing the password regularly and ensuring proper use and access.

Authorised LHD staff and OHFFSS State-Wide Coordinator must comply with NSW Health Privacy
Manual for Health Information.

3.1.5 Finding a Participating Practitioner

The web-based System provides easy access for NSW residents and LHD staff to find a current
participating OHFFSS practitioner, dental clinic contact details, type of service/s provided, scope of
practice and other services such as languages spoken and disability access.

3.1.6 Mandatory Expiry Date Alerts

The System will send businesses and practitioners a reminder email twenty one (21) days, fourteen
(14) days and seven (7) days prior to the expiry date, and on the expiry date of the mandatory
requirements identified in Point 5.

If the associated information has not been updated, the business and/or practitioner name will be
suspended from the OHFFSS and patient referrals will be postponed until this has been rectified. After
30 days from the expiry date the business and/or practitioner profile will be made obsolete. If this
occurs the business and/or practitioner will be required to contact either the LHD or OHFFSS State-
Wide Coordinator to reactivate their profile.

3.2 NSW Ministry of Health Caveat

NSW Health and/or the relevant LHD/s retain discretion with regards to accepting a business or
practitioner for approval to the Scheme. A business or practitioner may be denied approval for a
number of reasons, including and not limited to:

o Not providing the required documentation
. Concerns about service standards, or the practitioner’s registration with the Dental Board of
Australia

. Infection control standards are inadequate and/or
No demand for the Scheme in the geographical region where the practitioner or business are
located.

3.3 Complaints and Disputes

Complaint/dispute handling processes are to follow NSW Ministry of Health policies and guidelines.

Complaints can be managed:
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o At the point of service
. Through a staged process, or

o Through referral to an external body/agency or NSW Health OHFFSS Governance Committee
(refer to Point 3.3.2).

If a dispute cannot be satisfactorily resolved or the business and/or practitioner does not comply with
the terms and conditions of this policy NSW Health and/or the relevant LHD retain discretion to
remove a business or practitioner from the Scheme.

3.3.1 Complaint/Dispute Issues
Complaint/dispute issues may include but are not limited to:

. Receipt of a complaint from a patient, family member or person external to the NSW Health
System

. Complaints or concerns raised by other clinicians

. Coronial Inquiries or Health Care Complaints Commission (HCCC) investigations

. Investigation of an incident

o Concerns about questionable claims or the quality of care, or

° Compliance with Code of Conduct and Scope of Practice.

3.3.2 OHFFSS Governance Committee

The OHFFSS Governance Committee is to be established and will meet on an as needs basis to
provide the following functions:

. Review clinical treatment procedures or manage waiting lists/times

. Provide a forum where issues can be discussed in a confidential manner

. Mediate unresolved disputes concerning the nature/quality or application of the OHFFSS

° Provide recommendations/actions for unresolved disputes to the Chief Health Officer and Chief
Executives of LHDs, and

° To allow opportunities for a complainant to contact the Chair regarding their grievance.

The membership of this Committee consists of:

. A NSW Health Manager (Chair),
. NSW Chief Dentist
. An LHD Clinical Director

. One representative of the Australian Dental Association NSW Branch and/or the Australian
Dental Prosthetists Association and/or the Australian Dental and Oral Health Therapists
Association, as relevant to the issues being discussed, and

) A minimum of two community representatives.

3.4 Leave Notification

Businesses and practitioners may either withdraw or have periodic leave from the Scheme at any time
by using the ‘leave request’ functionality in the System.

It is preferable to give two weeks written notice to the relevant LHD. Any outstanding claims must be
forwarded to the relevant LHD(s) prior to their withdrawal date.
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4 NSW HEALTH AND LOCAL HEALTH DISTRICT CONTACT DETAILS
4.1 OHFFSS State-Wide Coordinator

NSW Health provides a state-wide administration service for the implementation of the Scheme,
complaints/dispute handling and support to businesses, practitioners and LHDs in relation to the
System.

Contact details are:

Centre for Oral Health Strategy NSW

1 Mons Road, Westmead NSW 2145
Phone: 1800 938 133 (toll free)

Email: WSLHD-ohffss@health.nsw.gov.au
Fax: (02) 8821 4302.

4.2 Local Health Districts OHFFSS Coordinators

Each LHD employs an OHFFSS Coordinator whose role is to implement the Scheme and to respond
to businesses or practitioners inquiries regarding clarification of patient dental history, patient’s
treatment, approval status or non-payment.

Contact details for LHD OHFFSS Coordinators can be located in the OHFFSS System or oral health
call centre numbers at www.health.nsw.gov.au/oralhealth.

5 BUSINESSES AND PRACTITIONERS
51 Mandatory Participation Requirements

5.1.1 Businesses

e Company/Trading name

e Australian Business Number (ABN)

e Relevant bank details

o Certification of Public liability insurance to the value of $20 million*
e Relevant Workers Compensation Insurance policy*

¢ Radiation Management Licence* (excluding Dental Prosthetists), and

e Completed Health Share vendor form*. (http://www.healthshare.nsw.gov.au / or ring the Master
File Maintenance Team on 1300 477 679 option)

5.1.2 Practitioners

o Australian Health Practitioner Regulation Agency (AHPRA) registration number and conditions of
registration

o Certification of Professional indemnity insurance of $20 million*, and

e Working with Children Check number. (www.kidsguardian.nsw.gov.au)

Key: * indicates documents requiring uploading into the System.
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5.2 Terms and conditions

5.2.1 Proof of Documentation

All mandatory documentation (*) must be certified by an appropriately authorised person before being
uploaded on the OHFFSS System.

5.2.2 Environmental Protection Agency

For those practitioners who offer OPGs under the Scheme, evidence of a current Environmental
Protection Agency (EPA) licence (http://epa.nsw.gov.au/) will be required and uploaded into the
OHFFSS System.

5.2.3 Maintaining Participation
To maintain approval to participate in the Scheme:

o Businesses must update their profiles on changes to: their contact and banking details;
practitioner(s), service delivery type(s) and LHD(s); and the annual renewals of:

0 Public Liability Insurance certificate*
0 Workers Compensation Insurance policies*, and
o0 Radiation Management Licence*.

e Practitioners must immediately update their profiles with any changes of their AHPRA
registration status including AHPRA registration number and any conditions on registration;
contact details; banking details (if applicable); and also the renewal of:

0 Professional indemnity insurance annually*, and
0 Working with Children Check (WWCC) every five (5) years.

5.2.4 Patient Care
All practitioners are required to:
. Review and be satisfied with the patient’s medical history

. Review the treatment proposed (if provided) and if necessary to adjust the treatment plan
according to the current condition, first consult with the LHD for approval

. Document the informed consent from the patient before carrying out any treatment that is
covered by the voucher

. Complete all the required details of treatment provided on the voucher form (i.e. tooth number,
surfaces, denture teeth replaced, and date of service)

. Ensure that the patient signs the voucher at completion of treatment verifying that they have
received the treatment claimed, and

. Provide post-treatment instructions and any reasonable after care management.
° All practitioners understand they:

o must fully discuss any treatment that is not covered by the voucher with the patient for
which they will be charged (as part of a private agreement);

o0 they may be asked to provide radiological evidence for all surgical extractions, and any
pre-approved endodontic treatment;

0 they must provide at least three or more denture adjustments, as necessary, following the
issue of a denture(s).
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5.3  Businesses and Practitioners Joint Roles and Responsibilities
o All businesses and practitioners are required to:

o0 Be compliant with current infection control standards
(http://www.nhmrc.gov.au/quidelines-publications/cd33)

0 Cooperate with the LHDs in resolving complaints from patients and disputes about claims

0 Check that vouchers have not exceeded the expiry date and, if expired, contact the
relevant LHDs prior to commencement of the treatment

0 Check the patient’s identity, current Medicare Card, and Centrelink concession status if
the patient is an adult before treatment is started

5.3.1 Processing of Vouchers
. To ensure payment the following must occur:

0 The patient must provide an original OHFFSS voucher that has been approved by a LHD
(refer to Point 6)

0 The dental care outlined on the voucher must have been completed by the expiry date on
the voucher, unless otherwise agreed with the LHD

0 All details of the voucher must be completed

0 The voucher must be forwarded to the LHD within 30 days after completion of treatment,
and

0 The treatment must have been authorised by a LHD staff member.

o If payment is greater than the maximum entitlement, as identified in the Schedule of Fees, it
must be approved by the LHD Manager or Clinical Director before the treatment is carried out

. If goods and services tax (GST) is to be claimed a tax invoice is to be submitted for processing
as per LHD policy and procedures.

. Non-payment of a voucher may result if:
o Dentures provided are non-compliant with TGA standards

0 There has been a surgical removal of a tooth that is not supported by a pre-surgical
radiograph

o0 A pulp extirpation has been provided where the voucher has specifically stated ‘No Root
Canal Therapy (RCT)’

0 The voucher is received after 30 days from the date treatment is completed

o Treatment items have been provided after the voucher expiry date (unless prior
authorisation has been obtained from the LHD)

0 Services have been provided by a business or practitioner not currently approved to
participate in the OHFFSS

0 Treatment has been provided that is over and above that recommended
0 The treatment provided is not of a required standard, or
o |If treatment items used are not identified in the Schedule of Fees
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6 LOCAL HEALTH DISTRICTS
6.1 Administration Requirements

Once a business or practitioner is approved in one LHD, other LHDs can engage that business or
practitioner. Businesses and practitioners should therefore be advised that authorised officers from all
LHDs and System administrators can access their profiles.

LHDs are required to:

o Use the OHFFSS System to process and communicate with private businesses and practitioners
to approve participation in the Scheme

. Ensure that there is a designated employee who is responsible for the implementation of the
Scheme

. Confirm via email that the business or practitioner has been approved to participate in the
Scheme

. Ensure that all fields in the System have been completed
. Provide an explanation to the business or practitioner if they are not approved

. Request an Environmental Protection Agency (EPA) licence for those practitioners who have
offered to provide OPGs

. Provide accurate and complete information to patients about the Scheme and the patient’s right
to choose an approved practitioner

° Issue voucher(s) with or without undertaking a clinical assessment
° Either post the voucher to the patient or hand to the patient at the time of the appointment

° If an initial appointment is not made for the patient by the LHD, the patient should be advised
to make an appointment within ten working days

o Maintain a process of auditing and governing the efficient use of the Scheme, including periodic
audits of relevant businesses and practitioners records. This auditing should encompass the
following areas:

o Financial accountability (errors of accounting and claiming) and

o Clinical auditing (ensuring the quality of clinical care is within a reasonable standard and
that accurate and complete medical records are kept for each patient and each visit).

Note that: NSW Health agencies may not apply for or pay for WWCCs on behalf of individuals
(Section 5.3 Employment Checks — National Criminal Record Checks and Working with Children
Checks PD 2013_028)

6.2 OHFFSS Voucher
The OHFFSS voucher is a combined authority, claim form, and treatment plan.
o The LHD must use the OHFFSS voucher that is required to have:

o0 An oral health IT system unique ID authority number and bar code
Patient details
Date of issue
Maximum amount of the voucher as per Schedule of Fees, and

© O O O

Treatment required (if applicable).
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o The public dental practitioner should include on the voucher information relevant to the
patient’s clinical need:

(o}

(o}
(o}
(o}

Assessed treatment need and related tooth numbers,
Whether an OPG is authorised for the patient,
Number of teeth required for a denture, or

Indicate pre-prosthetic mouth preparation for clasps and rests if required.

6.2.1 Payment

. To ensure payment the following must occur:

(o}

Payment for one (1) diagnostic service per authorised voucher (episodic, general and
denture) as per the Schedule of Fees

Issue of the appropriate voucher type for the service type required
The voucher was submitted for payment by an approved business or practitioner, and

The business or practitioner has complied with the policy’s roles and responsibilities
(refer to Point 5).

o The following may result in non-payment of the voucher:

(o}

The business and practitioner has not complied with the policy’s roles and responsibilities
(refer to Point 5)

0 Vouchers received more than 30 days after the treatment has been completed

0 Vouchers with treatment items that were provided after the voucher expiry date (unless

(o}
(o}
(o}

prior authorisation has been obtained from the LHD)

Services provided by a business or practitioner that is not currently approved to
participate in the OHFFSS

Treatment over and above recommendation
Treatment not to a required standard, or

Treatment items not included in Schedule of Fees.

. Once the above procedures have been followed, the LHD are required to:

0]

o

Return any radiograph(s) supplied by the business or practitioner unless double
radiographic films have been used, and

Forward the claim to the relevant LHD Manager, or nominee, for authorisation and
HealthShare payment processing.

6.3 Quality Assurance

LHDs are accredited institutions and therefore undertake quality assurance activities on a regular
basis. The operation of the OHFFSS and the care provided under the Scheme is included in these
accreditation processes.

The NSW Ministry of Health, the Australian Dental Association NSW Branch and the Australian
Dental Prosthetist Association NSW support the use of quality assurance measures.

The evaluation of the Scheme may include relevant Australian Council of Healthcare Standards
clinical indicators and other quality activities.
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Attachment A: Conditions of Access to Web-based Oral Health Fee for Service Scheme

The conditions of access set out below need to be read in conjunction with the Oral Health Fee for
Service Scheme Implementation Procedures. Non-compliance with the conditions of access set out
here and in that Policy Directive could lead to suspension or removal from the OHFFSS.

1. Access to the facility is via a user name and password. The user is responsible at all times for
the proper use of an allocated password and for all access under the password, which should be
changed regularly to prevent misuse.

2. To protect both business and practitioner personal information that is uploaded onto the
OHFFSS web based system, users will only be able to view and edit their own profile.

3. It is the policy of NSW Health (the administrator of the Oral Health Fee for Service Scheme)
that:

o Access to the web-based scheme be monitored on an ongoing, continuous basis to guard
against intentional inappropriate use and

e Records of access are maintained and routinely audited to ensure appropriate use of the
web based system.

Personal information — In agreeing to be registered with the OHFFSS, you acknowledge that your
personal information will be stored and backed up securely and that only authorised Local Health
District or OHFFSS administrators will have access to the information. Your personal information will
only be used and disclosed for the purposes of the Oral Health Fee for Service Scheme or as lawfully
required.

If at any time you have concerns about how your personal information is being used, accessed or
disclosed, please contact the Local Health District’s Privacy Liaison Officer or State-Wide OHFFSS
Coordinator on 1800 938 133 or WSLHD-ohffss@health.nsw.gov.au .

Acceptance

In accepting entry | confirm that | have read, understood and will comply with the NSW Health Policy
Directive on the Oral Health Fee for Service Scheme and Schedule of Fees, and agree to the conditions
and requirements set out in that Policy Directive and Schedule of Fees. | agree that my use of the web-
based administration tools will be in accordance with the conditions and requirements set out in the
conditions of use and the Policy Directive. | understand and accept that my access and usage is liable
to be monitored on an ongoing and continuous basis. | understand and accept that my registration on
the OHFFSS may be suspended or removed if | breach the Policy Directive or the conditions of
access.

If I provide dentures | will comply with the Therapeutic Goods Administration Standards
(http://www.tga.gov.au/). | understand and accept that my participation in the Oral Health Fee for
Service Scheme will be monitored on an ongoing and continuous basis.

To read the Oral Health Fee for Service Scheme Policy and Schedule of Fees, click on Read for the
Policy and click on Read for the Schedule of Fees.

Click Accept to comply and to access the Oral Health Fee for Service Scheme and Schedule of Fees.

If you click on Reject it means that you do not wish to comply and you will not be able to proceed any
further.
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Attachment B: Conditions of Use to Web-based Oral Health Fee for Service Scheme

These conditions of use apply to staff of the relevant Local Health District and the NSW Ministry of
Health who as part of their role, have access to the Web-based Oral Health Fee for Service Scheme
system.

All staff are required to comply with the Health Records and Information Privacy Act (HRIP) 2002 to
protect the privacy of health information in NSW. All staff are also required to comply with the
Privacy and Personal Information Protection (PPIP) Act 1998 which covers other personal
information such as employee records.

NSW Health is committed to safeguarding the privacy of patient, employee and personal information
and has implemented measure, to comply with these legal obligations.

Guidance for staff in relation to their legal obligations is provided in the NSW Health Privacy Manual
for Health Information. All staff are also bound by a strict code of conduct to maintain confidentiality
of all personal and health information which they access in the course of their duties.

In addition to the legislative and policy related obligations, staff must comply with the following
conditions of access:

1. Staff may only access patient/employee, personal or health information where this is required in
the course of their employment.

2. Access to the OHFFSS web-based system is by staff employee number and password. The user
is responsible at all times for the proper use of an allocated password and for all access under
the password, which should be changed regularly to prevent misuse.

3. Personal and health information contained in the OHFFSS web based system must not be used
or disclosed for improper purposes.

4. To protect both business and practitioner personal information that is uploaded onto the
OHFFSS web based system LHD staff, unless approved to have super users rights, will only
view and edit records of businesses and practitioners who are participating in the OHFFSS
within their LHD.

5. It is the policy of NSW Health, the administrator of the Oral Health Fee for Service Scheme,
that:

o Access to the web-based scheme be monitored on an ongoing, continuous basis to guard
against intentional inappropriate use and

e Records of access are maintained and routinely audited to ensure appropriate use of the
web based system.

If at any time you have concerns about how system information is being used, accessed or disclosed,
please contact the State-Wide OHFFSS Coordinator on 1800 938 133 or WSLHD-
ohffss@health.nsw.gov.au .

Acceptance

In accepting entry | confirm that | have read, understood and will comply with the NSW Health
Privacy Manual for Health Information, the Code of Conduct (PD2015_049), the OHFFSS Policy
Directive and these Conditions of Use. | understand and accept that my access and usage will be
monitored on an ongoing and continuous basis.

To read the NSW Health Privacy Manual for Health Information
(http://www.health.nsw.gov.au/policies/manuals/Documents/privacy-manual-for-health-
information.pdf), click on Read and click on Read for the Code of Conduct PD2015_049.
(http://www0.health.nsw.gov.au/policies/pd/2015/pdf/PD2015_049.pdf)

Click Accept to comply with NSW Health Privacy Manual for Health Information and Code of
Conduct PD2015_049. If you click on Reject it means that you do not wish to comply and you will
not be able to proceed any further.
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SCHEDULE OF FEES FOR ORAL HEALTH FEE FOR SERVICE SCHEME
(IB2023_015)

I1B2023 015 replaced 1B2022_017

PURPOSE

This Information Bulletin provides information on the current Oral Health Fee for Service
Scheme (OHFFSS) Schedule of Fees. Fees have been indexed in alignment with movement in
the Department of Veteran’s Affairs Fee Schedules of Dental Services.

The Schedule of Fees can be found on the NSW Health Oral Health webpage Oral Health Fee
for Service Scheme.

KEY INFORMATION

This Information Bulletin is to be read in conjunction with NSW Health Policy Directive Oral
Health Fee for Service Scheme (PD2016_018), and Australian Dental Association 7The
Australian Schedule of Dental Services and Glossary, (Twelfth Edition).

Voucher limits

The maximum amounts payable for authorised vouchers are:
e Episodic Voucher: $450.00 or as printed on voucher
e General Voucher: $1000.00 or as printed on voucher
e Denture Voucher: $1750.00 or as printed on voucher

NSW Public Health Organisations may:
e raise or lower voucher limits in line with local policy
e pre-authorise and fund other Australian Dental Association items not listed in this
schedule where it is applicable to an individual patient or model of care.

Note that actual limits are printed on each voucher.
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ORAL HEALTH PATIENT RECORD PROTOCOL (GL2015_017)
GL2015 017 rescinds PD2008_024

PURPOSE

The Oral Health Patient Record has been updated to assist oral health care providers within NSW
Health maintain records that meet the Dental Board of Australia Guidelines on Dental Records (July
2010).

(http://www.dentalboard.gov.au/Codes-Guidelines/Policies-Codes-Guidelines.aspx)

KEY PRINCIPLES

The Oral Health Patient Record has been reviewed and updated to reflect a contemporary view of
patient centred care. The guideline applies to dentists, dental therapists, dental hygienists, oral health
therapists, dental prosthetists and dental specialists.

USE OF THE GUIDELINE

The Oral Health Patient Record will result in a review of current work practices in such areas of
odontogram, charting techniques and abbreviations. This will ensure that all Oral Health practitioners
create and maintain a high level of quality in record keeping including detailed documentation of
relevant patient information, both current and historical.

These practices are to serve the best interests of NSW residents who access public oral health services
and that contribute to their safety, confidentiality and continuity of dental care. This guideline
describes the base line requirements for oral health patient records whether they are in paper-based or
electronic form.

1 BACKGROUND

1.1 About this document

The Oral Health Record Procedures provides a standard of documentation in clinical dentistry with a
list of commonly accepted abbreviations and charting symbols for both paper based and electronic
software programs across NSW. Electronic software programs will differ in charting methods and
symbols. It is however prudent that these charting methods and symbols provide a clear definition of
presenting condition(s), treatment required and treatment provided.

This document provides an overview of the key elements of an oral health clinical record:
. Medical history

. Examination and treatment planning

. Primary and permanent odontograms and

. Charting symbols and definitions.
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Examination Includes the examination of both soft and hard tissues, and findings are recorded
using an odontogram and/or text. The charting needs to comply with the World
Dental Federation (FDI) system and should include: (i) restored teeth (tooth code,
surface/s involved and materials used) (ii) sound and unrestored teeth (iii) missing
teeth (iv) hard tissue and soft tissue abnormalities (v) occlusion, including tooth
mobility (vi) periodontal status including periodontal pocket depth, supra-gingival
calculus, sub-gingival calculus and oral hygiene status and type of prosthetic
appliances present.

1.3 Evaluation framework

LHDs to put in place an audit process to ensure compliance with the minimum requirements of this
guideline.

1.4 Associated NSW Health policies and guidelines

It is the role and responsibility of treating dental practitioner and supporting dental staff to read the
Oral Health Patient Protocol guideline in full and implement them accordingly. This guideline is to be
read in conjunction with:

. Clinical Procedure Safety

. Consent to Medical Treatment — Patient information

. Health Care Records — Documentation and Management

. Privacy Manual

. Record Management — Department of Health

. Records_ Disposal Authority (DA 25) (Use of functional) by NSW Department of Health
o State Health Forms

. Student Training and Rights of Patients

Ministry of Health policies and guidelines are public documents and are located on NSW Health
website. www.health.nsw.gov.au/

2 KEY ELEMENTS

2.1 Patient identification

Patient identification by the dental practitioner needs to be in compliance with NSW Health Clinical
Procedure Safety policy.

To ensure compliance the dental practitioner and clinical team must undertake the time out procedure
and note accordingly in patient’s progress notes with relevant signatures.
2.2 Medical History

The patient dental record should document a medical history as taken by the dental practitioner.
A medical history should include the following elements:

o Positive and negative responses

o Any adverse reactions, allergies, or events
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o Medical history updates are to be completed at the beginning of each course of care. Check
verbally, and if there are:

o0 No changes, document ‘medical history checked, no update’ (MH - nil update)
0 Amend changes to the existing history or if necessary document a new medical history.

o Each dental practitioner has to ensure and sign off that the medical history is completed to their
satisfaction.

2.3 Consent for treatment

Obtaining consent for treatment needs to be in compliance with the NSW Health ‘Consent to Medical
Treatment — Patient Information' and Multilingual Health Resources by AHS, DoH and NGOs Funded
by NSW Health (Guidelines for Production).

2.4 Emergency Care

Clinical notes should indicate the following elements:

o Chief complaint/reason for attendance

. Diagnostic data

. Clinical findings

. Radiograph(s) taken

. Results of investigations — imaging, vitality tests etc

. Management plan or treatment given.

25 Examination and Treatment Plan for a Course of Care

Clinical notes should indicate the following elements:

. Presenting complaint

° Past dental history

° Full dental charting of dentition on examination when providing a full course of care

° A separate charting of treatment required (which may be amended to note the progress of
treatment)

° Notes regarding:

Soft tissues,

Extra-oral findings,

Intra-oral findings,

Periodontal health,

Preoperative and postoperative risks and treatment options,

Sterilization tracking labels, and

Brochures, fact sheets and Oral Health Fee for Service vouchers provided, if required.
treatment plan of appropriate detail.

> O 0O OO0 O O
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2.6 Charting and Tooth Identification

The Federation Dentaire Internationale (FDI) notation for recording tooth number is to be used (Refer
to Diagram A), as follows:

Two digit codes for the jaws and sextants of the mouth are:
o 00 indicates the mouth

. 01 indicates the maxilla

o 02 indicates the mandible

. 10 to 40 indicate the quadrants in clockwise order starting on the top right.

Diagram A
03 04 05
N = -~ o
Primary 55 54 |53 52 51| 61 62 63 | 64 65 01 maxilla
Permanent 18 17 16 15 14 |13 12 11 | 21 22 23 | 24 25 26 27 28
Permanent 48 47 46 45 44 I43 42 41| 31 32 33 i 34 35 36 37 38
Primary 85 84 83 82 81| 71'72 73,74 75 02 mandible
" - - g
08 o7 06

2.6.1 General Odontogram

The odontogram for permanent teeth may have root surfaces and a primary odontogram should be
available where applicable (refer to Diagram B).
Diagram B

Dennison, P (1999) ‘A Modified Odontogram to enable Root Surface Charting’ Community Oral Health and Epidemiology,
Westmead Centre for Oral Health, Faculty of Dentistry University of Sydney Australia.

Root Surface Odontogram (Dennison, P. 1999)
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2.6.2

When a periodontal charting is required it should include the recording of:

2.7

Periodontal Charting

Recession

Pocket depth
Suppuration

Bleeding on probing
Furcation involvement
Mobility.

Anaesthetics

Clinical notes should indicate the following elements:

2.8

Type of anaesthetic used
Amount of anaesthetic used
Type of injection given

Any adverse reactions, allergies, or events.

Restorations

Clinical notes should indicate the following elements:

2.9

Tooth involved

Surface/s involved

Base/linings used

Restoration material and shades used
Unusual depth or other features

Pin placement, if used

Pulp exposure (size, location, mechanical/carious), if this has occurred.

Exodontia

Clinical notes should indicate the following elements:

Tooth to be extracted

Reasons for extraction

Tooth extracted

Radiographic evidence to support decision for extraction
Any complications

An indication if post-operative instructions were given
An indication if haemostasis has been achieved

Need for review, as required.
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2.10 Minor Oral Surgery

Clinical notes should indicate the following elements:

o Reason for procedure

o Procedure undertaken including technique used

. Supporting test/data/symptoms

. Any complications

o An indication if haemostasis has been achieved

o An indication if post-operative instructions were given

. Need for review, as required.

2.11 Medication

Clinical notes should indicate the following elements:

o The type of medication prescribed

o Reason for administration of prescription

o The dose of medication and indication of the method of delivery

o If antibiotic prophylaxis is used, the time of administration and the time of commencement of

treatment

. Any adverse reactions, allergies, or events

. Results of antibiotic sensitivity testing, as required

. Discussions with the patient’s medical practitioner.

3 TERMS, ABBREVIATIONS AND SYMBOLS

Abbreviations and symbols may vary depending on the patient record type (

aper or electronic).

charting notation (if

explanation (if

TERM ABBREVIATION - .
required) required)
ANATOMY
Anterior Ant
AC
Arrested Caries AC %\E}D
Bilateral(ly) bilat
Buccal B
Cardiovascular System CvVsS
Caries Free CF
Cemento-enamel
junction CEJ
Central Nervous System CNS




MOH.9999.0815.0178

4. DENTAL CARE

4.25

charting notation (if

explanation (if

TERM ABBREVIATION . .
required) required)
Centric Occlusion Cco
Centric Relation CR Contextual note
Distal D
_—
Drifted Tooth @ E '@'
Incisal |
Labial Lab
Lateral Lat
o
Left Hand Side LHS
Lingual L
LL - not to be used when
Lower Left LL referring to teeth
. LR - not to be used when
Lower Right LR referring to teeth
Maxillo-Mandibular
Relationship/record MMR
Mesial M
Mesial-occlusodistal MOD Sample of combination
for tooth surfaces
Missing tooth @
Occlusion (notes) Occl
Occlusal Vertical
Dimension ovD
On Examination O/E
Over Retained O/R
Overbite O/bite
Overjet Oljet
Palatal P
PE
Partially erupted PE @
Posterior Post
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TERM ABBREVIATION charting notation (if explanation (if
required) required)
Quadrant Q
Quadrant, lower left Q3
Quadrant, lower right Q4
Quadrant, upper left Q2
Quadrant, upper right Q1
Secondary Caries 2°C 2°C ( ]
—
RR
Retained Root RR @
—
RP

Retruded Position

(%)

Right Hand Side RHS
Supernumer ( |

P Y \ >/
Tgmporo-mandlbular ™I
joint

UE
Unerupted UE l-ﬁ\l
\ _h__’))"l

Upper Left UL
Upper Right UR
Vertical Dimension VD
EXAMINATION
Assessment Assess
BItE: Wing radiograph/s BW
or film/s
Cephalometry/ic Ceph
Cerebro-Vascular
Accident CVA
Chief Complaint cC

Cigarettes Cigs
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TERM

ABBREVIATION

charting notation (if

explanation (if

required) required)
Community Periodontal
Index of Treatment CPITN
Needs
Complains (ing) of C/O
Cone Beam Imaging CBCT
Consultation Consult
Decrease (d) (ing) l
Dental History DH Contextual note
Diagnosis Dx
Differential Diagnosis DDx
Division Div
Emergency Emerg
Examination Exam
Extra-oral E/O
Family History FH
Fa_tmlly and Social E/SH
History
Father @
Female $
=
Eracture " ,:}‘ - Fractured tooth —
( | contextual note
.
LN
|' \.I Fractured root
e
Gene_rgl Dental GDP
practitioner
Gene_ra_ll Medical GMP
Practitioner
History of Present HPC

Complaint

Increase (d) (ing)
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TERM

ABBREVIATION

charting notation (if

explanation (if

required) required)
Intra-Oral 1/0
Lateral Cephalometic ,
radiograph L.Ceph
Male 6
Medical History MH
Mother
Motor Vehicle Accident MVA
No Abnormalities
Detected NAD

NV

Non Vital NV @
Qcclusal radiograph/s or ocel
film/s
On Examination O/E
Orthopantomogram OPG
Past Medical History PMH
Periapical Film/s or PA
Radiograph/s
Perlodonta_l screening PSR
and recording
Prognosis Px
Provisional Diagnosis PDx
Social History SH
Tender to Percussion TTP
Toothache T/ache
Treatment TX
Treatment Plan TP
Within normal limit(s) WNL
ANAESTHESIA
Inferior Alveolar Dental IANB

Block
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TERM ABBREVIATION charting notation (if explana}tlon (if
required) required)

Infiltration Infilt
Local Anaesthetic LA
Nitrous Oxide N2O
Relative Analgesia RA
ENDODONTIC
Cotton Pellet CP
Endodontic (s) Endo
Ferric sulphate FeSO
Gutta Percha GP
Hydrogen Peroxide H-0:
Ledermix led
Master Apical File MAF
Number, size, gauge of N

- 0.
endo file
Root Canal Therapy RCT

|'//-_ -\-‘:\'I |'. -\‘\'l
I II ! - - -
Root Filling ' Root filling required
Root filling present

Sodium hypochlorite NaOCl
Working length WL
ORAL SURGERY
Black Silk Suture BSS

Extraction or Exodontia Exo [M] Tooth to be extracted

A
( } Tooth extracted
N
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TERM

ABBREVIATION

charting notation (if

explanation (if

required) required)
Haemostasis Achieved HA
Inter-maxillary Fixation IMF
Interrupted Cat Gut ICGS
Suture
Oral & Maxillo Facial OMES
Surgery
Oral Surgery 0S
_Post-op_eratlve_: POIG
instructions given
Removal of sutures ROS
Surgical removal SR
ORTHODONTIC
Cross bite X-bite
Full I_:lxed Orthodontic EEA
Appliance
Index of Orthodontic
Treatment Needs IOTN
Mandibular Removable LRA
Orthodontic Appliance
Maxillary Anterior
Crowding UAC Upper
Maxillary Removable
Orthodontic Appliance URA
Orthodontics Ortho
Rapid l\_/laxHIary RME
Expansion
PAEDIATRIC
Paediatric dentistry Paedo
Pulpectomy Pulpect
Pulpotomy Pulpot
Stainless Steel SS
Stainless Steel Crown SsC
To-be-left TBL

PERIODONTIC
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TERM ABBREVIATION charting notation (if explana}tlon (if
required) required)
Acute Necrotising
Ulcerative Gingivitis ANUG
Bleeding on Probing BOP
Hand Scale H/Scale
Loss of Attachment LOA
Mucogingival junction MGJ
Periodontics Perio
Root Planing RP Contextual comment
Subgingival Subging
Supragingival Supraging
PREVENTIVE
Audylated phosphate APE
fluoride
FS
Fissure Sealant FS i \ Fissure Sealant required
v
ES .
i I Fissure Sealant present
| )
F
Eluoride = Q '-. Fluo_rlde application
\ | required
F Fluoride application
-| given
Mouthguard M/guard
Oral Health Promotion OHP
Oral Hygiene OH
Oral Hy_glene OHI
Instruction
Preventlye Resin PRR
Restoration
Prophylaxis Prophy
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TERM ABBREVIATION charting notation (if explana}tlon (if
required) required)

Scale & Clean S+C

Sodium Fluoride NaF

Stannous Fluoride SnF2

Toothbr_ushmg TBI

Instruction

PROSTHETICS

FIXED

Acrylic Dentures Acr

Acrylic Jacket Crown AJC :%%;é]

Crown Crown required
Crown present (insert
other examples)

. Crown and bridge

Crown and Bridge C+B required
Crown and bridge
present

Full Gold Crown FGC [

Implant Implant

Metallo-ceramic
restoration/metal MCC
ceramic crown

Porcelain Jacket Crown pPJC

Post core P/core

PROSTHETICS

REMOVABLE

Addition Add
Chrome Cobalt CrCo
Full Denture, JE

Mandibular Only

Full Denture, E/E

Mandibular and
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TERM

ABBREVIATION

charting notation (if

explanation (if

required) required)

Maxillary
Full Denture, Maxillary £/
only
Immediate Denture Immed
Partial Denture, P
Mandibular Only
Partial Denture,
Mandibular and P/P
Maxillary
Partial Denture,

. P/-
Maxillary only
Primary Impression 1°Imp
Prosthetic Pros
Secondary Impression 2° Imp
RESTORATIVE
Amalgam Amal
Calcium Hydroxide Ca(OH)2
Class Cl
Composite Resin CR
Glass lonomer Cement GIC
Interim Restoration Temp
Intermedlate restorative IRM
material

oh
Overhang o/hang @,
Resin Modified Glass RMGI
lonomer
— Restoration required —
Restoration Rest outline entire surface
/ where lesion is identified
~— (eg. is two surfaces)

Vitrebond Vbond
Zinc Oxide Eugenol ZOE
Zinc Phosphate Z,PO4

OTHER
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TERM ABBREVIATION Cha”irg?qgi‘;gt)ion (if ex";g”u"’;trigé‘) (it

Adjustment Adj

Alginate Alg

Biopsy Bx

Carbon Dioxide CO:

Chlorhexidine CHx

Impression Imp

Issue Iss

Management mgt Contextual note

Not Caries Free NCF

Post-operative (ly) Post-op

Post-Operative

Instructions given POIG

Pre-operative Pre-op

Prescribe Rx

Rubber Dam RDam

Advise Adv

Appointment Appt

Date of Birth DOB

Dental Assistant DA Contextual note
Dental Hygienist DH Contextual note
Dental Officer DO Contextual note
Dental Prosthetists DP Contextual note
Dental Therapist DT Contextual note
Oral Health Therapist OHT

Fail to attend FTA

E]l;rét;er appointment EAM

New Patient N/P

Next Visit N/V
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TERM

ABBREVIATION

charting notation (if

explanation (if

required) required)
Patient Pt
Primary Oral Care POC
Priority Oral Health POHP
Program
Recall R/C
Refer Ref
Relief of Pain ROP
Required Req
Review(ed) Rev
School Assessment SAP
Program
Unable to attend UTA
Visiting Dental Officer VDO
Waiting list W/L

279 (17/12/15)
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ORAL HEALTH SPECIALIST REFERRAL PROTOCOLS (PD2011_071)
PD2011 071 rescinds PD2010_027.
PURPOSE

This policy statement and attached protocol aim to improve referral pathways from public and private
medical and dental practitioners to public specialist oral health services by establishing clear and
consistent patient flow pathways for eligible NSW residents who require specialist oral health
services.

MANDATORY REQUIREMENTS

Referral centres and referring practitioners are to ensure compliance with specific oral health speciality
referral criteria, as approved by Public Dental Services and the processes as detailed in the Oral Health
Specialist Referral Protocol.

The oral health specialist referral form is to be completed by a referring practitioner when referring a
patient to a specialist service.

IMPLEMENTATION

Chief Executives must:
= assign responsibility and personnel to implement the guidelines;
= approve specific public dental services specialist referral criteria.

Medical and Dental Practitioners, Oral Health Clinical Directors and Oral Health Managers must:
. promote efficient patient flow pathways;
" monitor the implementation of the policy and specific public dental services criteria.

Referral Centres must:
. comply with the responsibilities detailed at section 3.3

Local Oral Health Staff must:
" comply with public dental services approved specialist referral processes and specific public
dental services criteria.

1. BACKGROUND
1.1  About This Document

This policy directive is aligned to the NSW Oral Health Strategic Directions 2005-2010, which sets
the platform for oral health action in NSW into the next decade. The Oral Health Specialist Referral
Protocols reflects the operating principles:

" Create better experiences for people using health services.
] Make smart choices about the costs and benefits of health services.

The Oral Health Specialist Referral Protocols aims to improve referral pathways from public and
private medical and dental practitioners to public specialist oral health services. By standardising
procedures and protocols between referring practitioners and specialist oral health services the policy
will:

139(24/11/11)
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. increase the efficiency of specialist oral health services;

. improve the continuum of patient care;

. improve the level of feedback to referring practitioners.

The Oral Health Specialist Referral Policy and Protocols have been prepared by the Centre for Oral
Health Strategy NSW and the State Oral Health Executive through a specialist referral review working

group.
1.2 Key Definition

In this document the term:

. 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.

NSW Public Dental Service

Throughout this document the term public dental service is used to describe the team of administration
and clinical staff who provide public oral health services to eligible NSW residents.

1.3 Patient Management

As stated in NSW Health Policy Directive PD2008_056 ‘Priority Oral Health Program and List
Management Protocols’, dental treatment provided during a general course of care will depend on the
patient’s oral health needs, as determined by the treating clinician and as per public dental service’s
policies. In a general course of care the treatment that is provided should result in the patient being
dentally fit.

Treatment flows depend on the severity and urgency of the condition; patients may be offered an
appointment or placed on a list. List options are: assessment, treatment, referral and managed care.
Should a patient require a specialist service following an assessment appointment, and they meet the
clinical criteria for that service, a referral to a specialist Dental Officer can be made.

It is important that each dental patient referred for specialist consideration has a general dental
clinician to act as his/her case manager. This clinician acts as the patient’s advocate, first point of
contact for specialist advice and follow-up and co-ordinator for referrals to other dental or medical
specialists. Without a general dental practitioner as case manager, patients have the potential to
undergo multiple cycles of specialist assessment and treatment, preventing other patients from
accessing specialist assessments and treatments.

A guiding principle of the referral process, in both medical and dental practice, is that the patient
remains under the clinical case management of the referring general practitioner. As such, the patient
is to be managed at the referring oral health clinic for all emergency dental procedures, and for all
presentations which are not covered by the referral and for ongoing management and follow-ups after
the specialist course of care is completed.

1.4  Eligibility for Public Oral Health Services
The NSW Health “Eligibility of Persons for Public Dental Care’ policy directive defines eligibility for
public dental care for NSW residents. Adult patients will require a valid health care card or pension

card to qualify for specialist oral health care.

139(24/11/11)
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Only adults (18yrs and over) who are self holders of a valid Centrelink concession card are eligible for
inpatient specialist dental services including orthodontic surgery and for non-admitted procedural
dental specialist services such as endodontics, orthodontics, oral surgery, prosthodontics and
periodontics.

All children and young persons (0-<18yrs) are eligible:

. to be referred for consultation;

. for the provision of non-admitted treatment in all specialties, except orthodontics;

. for admitted paediatric dental specialty services for conditions outlined in 11.2.1 - 11.2.4.

However, only children and young persons (0-<18yrs) who are self holders or whose parents/
guardians are holders of a valid Centrelink concession card, are eligible for admitted paediatric dental
specialty services for conditions outlined in 11.2.5 and 11.2.6 and for any orthodontic specialty
service.

Exemption to these eligibility criteria can only be made for patients for teaching purposes and those
patients with special clinical needs as authorised by Clinical Directors of Local Health District Oral
Health Services or their formally authorised delegate/s. For these cases a service charge may be
applicable.

1.5 Related Policy Directives and Guidelines

This Policy Directive should be read in conjunction with:

" Prevention of Osteonecrosis of the Jaw (ONJ) in Patients on Bisphosphonate Therapies?!

" Consent to Medical Treatment - Patient information?

] Correct Patient, Correct Procedure and Correct Site®

. Data collections - Disclosure of unit record data held for research or management of health
services?

. Eligibility of Persons for Public Dental Care™®

= Medical Records in Hospitals and Community Care Centres®

. Oral Health Record Protocols’

. Priority Oral Health Program and Wait List Management?®

= Student Training and Rights of Patients®

= Waiting Times and Elective Patient Management Policy*°

2. ORAL HEALTH SPECIALIST SERVICES
2.1 Referral Centres
Public oral health services in NSW provide specialist dental care at the three major oral health

teaching facilities (Referral Centres) which are mainly associated with the University of Sydney,
Faculty of Dentistry.

139(24/11/11)
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These Referral Centres are:
. Sydney Dental Hospital (SDH), 2 Chalmers Street, Surry Hills 2010, telephone: 02 9293 3200.

] Westmead Centre for Oral Health (WCOH), Darcy Road, Westmead 2145 or PO BOX 533,
Wentworthville 2145, telephone: 02 9845 7178.

" The Children’s Hospital Westmead, Dental Department, Westmead, corner of Hawkesbury
Road and Hainsworth Street, NSW 2145, 02 9845 2582.

Other NSW Local Health District Oral Health Services may also provide a limited range of specialist
services. For further information contact the local Oral Health Service Call Centre (refer to
http://www.health.nsw.gov.au/cohs/contacts.asp) closest to the patient’s place of residence.

2.2  Specialist Service Type

The following specialist services are offered:
General Anaesthesia

Conscious sedation for dental procedures
Endodontics

Oral and maxillofacial surgery

Oral radiology

Oral medicine, oral pathology
Orthodontics

Paediatric Dentistry

Periodontics

Prosthodontics

Special Care Dentistry

2.3  List Management

Referral Centres who place referred patients on a wait list for either assessment or treatment are
required to inform both the patient and the referring practitioner. NSW Health has developed a policy
directive for Waiting Times and Elective Patient Management, which identifies benchmark waiting
times.

Note: that specialist waiting lists are not to be included in LHD general wait lists (refer to POHP and
List Management Protocol Policy Directive).

3. REFERRAL PROCESSES

3.1 Reason for Referral

Referrals may be made for the following reasons:

. an opinion only, regarding a specific condition or particular aspect of the patient’s care;

. management of a specific complaint or condition, subject to acceptance of the referral; or

. ongoing management of a patient whose oral health condition/overall medical status dictates
that his/her oral health treatment needs be undertaken by a specialist clinician/institution,
subject to acceptance of the referral.

3.2 Referring Practitioner Responsibilities

. Complete the oral health specialist referral form and write the date of the referral on the form.
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. Ensure that all fields are completed for every patient. This includes:

o patient’s full name, address details and phone number;

o Medicare card number, including the eleventh digit and expiry date;

o any entitlement card numbers, stipulating type and expiry dates;

o copies of relevant radiographs including OPGs (to avoid unnecessary repeat radiation

exposure);

o access issues and special requirements where relevant;

o any medical test results; and

o a brief medical history and indication of disability

. Ensure that the contact details of the referring practitioner are clearly recorded on the form.

. Ensure that the contact details (including telephone numbers) of the patient’s general and
specialist medical practitioner/s are clearly recorded on the form.

. When complete, post or transmit the referral form to the appropriate specialist service/referral
centre.

. Send only one referral per clinical issue. That is, do not send a referral to multiple referral
centres to increase the probability of an early outcome. Similarly, do not refer for multiple
clinical issues on the same referral form, e.g TMJ, exodontia and endodontics, as this risks the
referral being held up in one specialist department, while the second or third issue do not get
prioritised.

. Inform the patient that waiting times for assessment and treatment usually apply, and that, until
a specialist course of care commences, all dental treatment is to be managed at the local general
dental practice level.

3.3 Referral Centre Responsibilities

Acknowledge receipt of the referral in a timely manner.

Log patient details into the NSW Health Information System for Oral Health (ISOH), attach the

referral form to the patient’s paper record and place a scanned copy into the patient’s electronic

record in ISOH.

Review the referral (to a Specialist or Department Head) in accordance with the Specialist

Referral Policy and Protocols and specific LHD referral criteria.

Prioritise the patient according to identified need.

Contact the patient to offer a consultation appointment. Inform the patient and the referring

practitioner if wait lists are applicable for either consultation or treatment appointments.

When an offer of assessment has been returned unacknowledged, the Referral Centre is to

discontinue the referral and return the referral to the referring clinician for local management.

Advise the referring practitioner of the outcome of the consultation/s and the proposed course of

care, or the reasons for not proceeding with specialist service.

Advise the referring practitioner on how to best manage the patient whilst waiting for a general

anaesthesia if deemed required.

Consult with the referring practitioner when proposed specialist care will impact on ongoing

general oral health care and when necessary return the patient for general treatment to be

completed before specialist services can commence. Maintain patient records by:

o retaining a copy of the Specialist Referral Form and the original or duplicated radiographs
as appropriate; and

o attaching relevant documentation on the feedback process

Comply with NSW Health Consent to Medical Treatment - Patient Information policy directive

by informing the patient and/or carer/guardian about the risks and benefits of procedures such as

intravenous sedation or general anaesthesia.
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3.4 Referral Centre Caveats

. All referrals will be logged for consultation if they meet Specialist Referral criteria.

. Depending on the outcome of the specialist consultation, including further tests or analyses, a
referral may not necessarily lead to treatment.

. Patients who do not meet the criteria for specialist referral will not automatically qualify for
general treatment at the Referral Centre and will be returned to the referring clinic.

" Post-graduate trainees, students, registrars, or general dentists/therapists/hygienists may provide
some or all of the treatment as appropriate under supervision of a specialist.

3.5 General Advice for Referred Patients

The Referral Centre should advise the referred patient and/or their carer/guardian that:

= they need to bring their valid Medicare card and any other entitlement cards (e.g. health care
card or pension card) to their consultation appointment and their first treatment appointment;

. should a patient’s eligibility status change during the course of treatment, they may be required
to meet the costs of completing the treatment;

= if they are unable to consent to treatment a legal guardian must accompany them to the
assessment appointment;

= treatment will continue only if patients actively maintain good oral health status, including
compliance with recommended changes of behaviour (e.g. effective oral hygiene, cessation of
nail-biting, wearing of functional appliances) and attendance for diagnostic tests;

. patients have a right to an interpreter or Aboriginal Liaison officer/health worker if they require
assistance (Consent to Medical Treatment - Patient information PD). The interpreter or
Aboriginal Liaison officer/health worker may attend the patient’s appointments and the Referral
Centre can organise this. (Note: that this information is to be logged into ISOH.);

= the initial specialist appointment is a consultation only to assess dental needs;

= if accepted for a specialist course of care, patients will invariably be placed on a treatment wait
list, in accordance with the urgency of their assessed dental needs;

= treatment under oral sedation, intravenous sedation or general anaesthesia will be determined by
the appropriate specialist service and not by the referring clinician.

4. GENERAL ANAESTHESIA FOR DENTAL PROCEDURES

The need for general anaesthesia (GA) represents the clinician’s ultimate solution to treating a
patient’s dental problem. The decision to recommend general anaesthesia is not to be taken lightly as
a risk of serious complications always exists. When deciding to place a patient under general
anaesthesia, the treating dental clinician must consider the whole care of the patient.

To be exempt from a service charge, referred patients must hold a valid Centrelink entitlement card
(e.g. valid health care card or pension card) (Point 1.4).

4.1 Key Referral Information
Prior to GA assessment appointments must be made to ensure a suitable treatment plan has been
proposed and consented to, the patient’s behaviour is such that a satisfactory outcome can be achieved

and a home-care program is established which includes such aspects as tooth brushing instruction,
referral to a dietician, instruction on the use of home fluorides and follow-up visits, as appropriate.
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4.2 Index of Treatment Needs

Certain clinical situations strongly indicate the need for general anaesthesia, these are:
] severe odontogenic cellulitis or abscess/s;

" facial trauma;

" surgical management of pathology;

. multiple carious teeth requiring extraction and/or restoration.

Patients indicated for GA are to be assessed in accordance with the American Society of
Anaesthesiologists (ASA 2008) categories of anaesthetic risk. These are:

. ASA Class 1 Health patient

ASA Class 2 Mild to moderate systemic disease without significant limitations
ASA Class 3 Severe systemic disturbance without limitations

ASA Class 4 Life-threatening systemic disorder

ASA Class 5 Moribund patient not expected to survive >24hrs

ASA Class E Emergency patient

Most patients who are ASA 1 or 2 will be suitable for day-stay anaesthesia.

However, patients with more severe systemic disease (ASA 3 or 4) may need overnight hospital care
to ensure that they are maintaining their airway, tolerating oral food and fluids, that any pain is
satisfactorily managed and that there is no ongoing bleeding. This overnight hospitalisation would be
in an acute or general hospital.

4.3 General Anaesthetic Services

General anaesthetic services for dental procedures are provided by a multidisciplinary anaesthetic and
anaesthetic assistant workforce with specialist dental expertise in the management of the patient’s
presenting oral health condition (QG 2009).

Dental treatment made available under GA can be provided by a dental specialist, a general dentist
who has been appropriately credentialed by local public dental services and/or a post-graduate
specialist registrar under appropriate supervision.

The patient will have a pre-anaesthetic assessment with an anaesthetist prior to the GA to ensure that
the patient is in an optimal state of health for the planned procedure (QG 2009).

The GA may be postponed if the anaesthetist determines risk factors such as:

. medications have not been attested by the patient, such as warfarin and/or bisphosphonate;
. respiratory tract infection; or

= patient has not fasted according to hospital instructions.

5. CONSCIOUS SEDATION FOR DENTAL PROCEDURES

Sedation for dental procedures (with or without local anaesthesia) includes the administration by any
route or technique, of all drugs that result in depression of the central nervous system. Conscious
sedation offers an efficient and effective way of providing the patient with profound anxiety relief and
pain management during dental procedures.

For further information, refer to the Australian & New Zealand College of Anaesthetists, Faculty of
Pain Medicine Australian and New Zealand College Of Anaesthetists, Gastroenterological Society of
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Australia, Royal Australasian College of Surgeons, Australasian College for Emergency Medicine,
College of Intensive Care Medicine of Australia and New Zealand, Royal Australasian College of
Dental Surgeons, Royal Australian and New Zealand College of Radiologists Professional Document
PS9 (2010): “Guidelines on Sedation and/or Analgesia for Diagnostic and Interventional Medical,
Dental or Surgical Procedures”.

To be exempt from a service charge, referred patients must hold a valid Centrelink entitlement card
(e.g. valid health care card or pension card) (Point 1.4).

5.1 Key Information

The choice of general anaesthesia or conscious sedation will be decided at the specialist assessment/
consultation using specific criteria based on health assessment, treatment complexity, behavioural
problems and an anxiety assessment.

Detailed instructions will be given to the patient before any appointment for sedation or general
anaesthesia. The patient must have a responsible adult to drive them home after the procedure.

5.2 Index of Treatment Needs

Referral for Conscious Sedation procedures includes patients in the following categories:
. Paediatric.

. Dento-alveolar surgery.

= Special Care Dentistry.

. Dental and/or needle phobias.

Patients who are unsuitable for Conscious Sedation include:

= IV drug users.

. Methadone patients.

= Patients with psychiatric disorders.

= Patients with significant health problems, e.g. ASA Il or higher.

6. ENDODONTICS

All referred patients must hold a valid Centrelink entitlement card (e.g. valid health care card or
pension card). (Point 1.4)

Prior to referral for endodontics it is essential that:

" the tooth is functional, free of active dental caries and well temporised by the referring
practitioner. This may require placement of an orthodontic band;

= the referring clinician understands and accepts responsibility for all emergency and other dental
care of the patient whilst waiting for specialist treatment;

" all other restorative treatment is completed prior to referral.

Where the patient is advised that a tooth is assessed as endodontically untreatable, they will be
returned to the referred clinician for management.

6.1 Key Referral Information
Teeth that can be added to an existing functional partial denture without detriment to a patient’s oral

condition will not be considered for endodontic treatment.
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Additional factors that must be considered are the:

. status of the root canal per se and the reason for treatment (calcified, blocked, perforated,
incompletely filled);

= condition of apical third of the root canal (i.e. open, closed, resorbed or eroded);

. strategic value of the tooth to the patient’s future restorative needs, for example, as an abutment
tooth for a denture;

= patient’s medical and psychological conditions, age or infirmity which may impact on treatment
provision or outcome;

. number of teeth already lost in the arch and presence of a partial denture;

= overall extent of treatment required in the mouth.

6.2 Index of Treatment Needs

Patients will be placed on a waiting list for definitive endodontic treatment according to the following
Priority Codes:

6.2.1 Priority 1 (High Priority)
o traumatized and avulsed teeth. These include luxated, avulsed and fractured teeth;
o teeth with resorptive lesions or abnormalities. These include dens invaginatus & dens
evaginatus, external or internal root resorption.
6.2.2 Priority 2 (Medium Priority)
o multi-rooted, restorable teeth important for function with difficult access to pulp chamber,
or complications following attempted endodontic treatment, in a well maintained mouth;
o re-treatment cases, with history of pain, involving removal of root filling materials,
procedural errors and cases involving surgery.
6.2.3 Priority 3 (Low Priority - Unlikely to be offered specialist care)
o single rooted teeth in a well maintained mouth that require straightforward endodontic
treatment not necessarily requiring specialist attention;
o unopposed multi-rooted restorable functional teeth:
~ in a poorly maintained mouth with no prospects of sustainable improvement in
periodontal condition, or
~ in a heavily restored mouth requiring multiple endodontic therapies.

7. ORAL AND MAXILLOFACIAL SURGERY

Oral and maxillofacial surgery offers treatment to patients requiring surgical management of trauma,
developmental disorders or diseases involving the dento-facial, dento-alveolar or dento-maxillary
complexes and associated structures.

To be exempt from a service charge, including anaesthetic, theatre and ancillary fees, referred patients
must hold a valid Centrelink entitlement card (e.g. valid health care card or pension card). (Point 1.4)

7.1  Index of Treatment Needs
The scope of Oral and Maxillofacial Surgery Services is broad and includes:

7.1.1 Emergency treatment
o trauma - management of fractures of the facial skeleton including the primary and
secondary management of hard and soft tissues and other injuries involving the mouth,
jaws and associated structures;
o other - management of acute infections of the jaws and associated areas including
complications following dental treatment, eg bleeding, infection.
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7.1.2 Dento-alveolar surgery
o management of complex oral surgical procedures such as, endodontic surgery, removal of
impacted teeth, management of benign tumours and cysts of the oral cavity, and oral
surgical management of patients with significant medical problems

7.1.3 Orthodontic/Orthognathic Surgery
o the investigation, diagnosis and surgical correction of deformities of the face, jaws and
related structures, including cleft lip and palate, utilising the principles of, and in
association with, orthodontic management

7.1.4 Prosthetic and pre-prosthetic surgery
o surgical preparation of hard and soft tissues for prosthodontic treatments;
o the placement of implants into the jaws to provide retention for prostheses which replace
missing teeth and/or missing tissues;
the placement of extra-oral implants can provide retention for a range of prostheses, such as
maxillo-facial prostheses. These procedures are usually managed in conjunction with a maxillo-
facial prosthodontist.

8. ORAL RADIOLOGY

This service provides intra-oral imaging for specific diagnostic needs, extra-oral planar and panoramic
imaging, including cone beam volumetric imaging for:

pathology screening and case work-up;

oral surgery case work-up;

prosthodontic case work-up including implant case work-up;

orthodontic/Orthognathic case work-up;

endodontics screening;

paediatric dental screening; and

periodontal screening.

With the advent of digital radiography, it is possible to take radiographs at referral centres or remotely,
e.g. at acute care hospitals or private radiology practices, and have an oral radiologist or other dental
specialist interpret the images. This electronic transmission or teleradiography may assist in rapid
diagnosis, or even avoid patient travel.

9. ORAL MEDICINE/ORAL PATHOLOGY

Oral Medicine/Oral Pathology provide tertiary diagnostic and clinical services to the state of NSW by

referral only. Services include:

= oral medicine/oral pathology;

. management of the severely medically-compromised patient requiring oral/dental care and
treatment;

. management of conditions including the diagnosis of malignancy and treatment in conjunction
with the Head and Neck clinical team;

. the investigation and management of diseases of the salivary glands;

. the diagnosis and management of patients with oral manifestations of auto-immune diseases;

" facial pain.

9.1 Key Referral Information
To be exempt from a service charge, referred patients must hold a valid Centrelink entitlement card,

for example valid health care card or pension card (refer to point 1.4).
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9.2 Index of Treatment Needs

Indications for referral are patients with:

. any form of suspicious oral lesion or disease;

" suspected cases of mouth/oral cancer and pre-cancerous conditions;

" complex oro-facial pain whose cause has defied explanation and treatment; and

. extensive or complex medical conditions that are best treated in a hospital environment, for

example:

B haemophiliacs,

o post organ- and bone marrow-transplant recipients; and

o patients who have had radiotherapy treatment to the head and neck region.

There are 3 priority categories as identified below:
9.2.1 Priority 1 (to be seen within two (2) working days/48 hours)
o suspected oral malignancy;
o severe, incapacitating (unable to eat or drink) oro-pharyngeal ulceration;
o severe, intractable, incapacitating oro-dental pain unrelieved by narcotic opiate agents;
o active dental/periodontal infection in a seriously immuno-compromised patient
(chemotherapy or head and neck radiotherapy recipient, patients on significant immuno-
suppressant therapy, especially anti-T-cell agents or cytotoxic drugs).

9.2.2 Priority 2 (to be seen at the next available appointment, or within four (4) weeks)
o significant intractable oro-pharyngeal ulceration or oro-dental pain unrelieved by narcotic

analgesics;

B patients with suspected oral malignancy awaiting definitive radical surgery, radiotherapy
or chemotherapy;

o prior to head and neck radiotherapy treatment;

o pre-transplant (organ or haematopoietic stem cell) or pre-heart valve replacement dental
assessment.

9.2.3 Priority 3
o all other cases.

10. ORTHODONTICS

The criteria for referral of patients for public orthodontic services are as follows:

. orthodontic treatment will not be offered to patients who are not dentally fit, that is, who have
active caries, chronic marginal gingivitis or whose oral hygiene is not sound,;

] referrals must include details of the malocclusion, as listed in the table of treatment need
(Table A), and a recent panoramic radiograph (OPG);

" if the patient is assessed as eligible for, and in need of, public orthodontic care the supervising
Dental Officer should refer the patient to a designated Dental Officer for prioritisation of care.
Note: A designated Dental Officer is a public dental officer who has sufficient orthodontic
knowledge and expertise which includes:
o the ability to recognise the need for interceptive care;
o the ability to undertake minor orthodontics; and
o the ability to prioritise severe cases for referral to specialists.

1.1 Key Referral Information:

To be exempt from a service charge, referred patients must hold a valid Centrelink entitlement card
(e.g. valid health care card or pension card). (Point 1.4)
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10.2

Orthodontic treatment will only be offered to those patients who are dentally fit and who
maintain an excellent standard of oral hygiene.

If a patient does not maintain excellent oral hygiene during treatment and does not respond to an
improvement program, treatment may be discontinued.

Patients must bring a valid health care card or pension card to every visit.

Any patient with a severe classification is likely to be accepted for treatment.

Any patient with a moderate classification should be referred and assessed for suitability.

Any patient with a mild classification will not be accepted for treatment.

Any patient falling into the *Other’ category may be referred for assessment.

All patients accepted for orthodontic treatment who are assessed as requiring a combined
orthodontic/surgical (orthognathic) treatment must be a self holder or whose parents/guardians
are holders of valid Centrelink concession card at the time of Request For Admission for
surgery. If the patient under orthognathic treatment is no longer the holder or dependant of a
Health Card Holder, then the patient’s orthognathic surgery may be treated as private or
compensable and the patient or parents/legal guardian will be responsible for payment of all fees
raised by the hospital and providers. Such fees may include medication, bed costs, special
nursing, surgical plates and screws, anaesthesia fees etc.

The referring clinician should be able to recognise the need for early interceptive treatments and
facilitate these treatments which may prevent more serious orthodontic problems in the future.
The patient should be at an appropriate stage of development for the proposed orthodontic care.

Index of Treatment Needs

An internationally recognised system of classifying need, the Index of Orthodontic Treatment Need
(IOTN) has been adapted. It is presented in table format for ease of use and understanding by
referring clinicians (refer to Table A).

Seven occlusal traits have been listed:

overjet
overbite
crowding
crosshite
reverse overjet
hypodontia
open bite

For each trait, there is a description of severe, moderate and mild. This will determine whether the
patient is accepted for treatment.
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Table A: Orthodontic Treatment Needs
SEVERE MODERATE MILD

e (eligible) (Refer for opinion) (Not eligible)
Overjet >7 mm 5-7mm <5mm
Overbite _10Q% coverage of lower more t_han_ 70% coverage of | upto 50% coverage of

incisor or complete to palate | lower incisor lower incisor
Crowding > 9 mm per arch 5 -9 mm per arch <5 mm per arch

anterior/posterior crosshite anterior/posterior crossbite anterior/posterior

with: of more than 2 teeth crosshite of 1-2 teeth

= enamel loss and/or with no functional shift
Crossbite . gingival trauma unilateral posterior crossbite

and/or

anterior/posterior crosshite
with functional shift

Reverse overjet

Presence of reverse overjet

edge-to-edge

multiple missing teeth with

one tooth missing with

Hypodontia with no

Hypodontia major orthodontic moderate orthodontic need for orthodontic
implications implications treatment
Open bite >4 mm 2—-4mm <2mm

Anterior or Posterior

Other

Impacted/ectopic teeth other
than third molars

severe skeletal
malocclusions/orthognathic
cases

facial deformities/congenital
abnormalities/cleft lip and
palate (CLD)

2. PAEDIATRIC DENTISTRY

All children and young persons (0-<18yrs) are eligible to be referred for paediatric specialist
consultation, for the provision of non-admitted treatment and for admitted services for conditions
outlined in 11.2.1 - 11.2.4.

However, only children and young persons who are self holders or whose parents/guardians are
holders of a valid Centrelink concession card, are eligible for admitted paediatric dental specialty
services for conditions outlined in 11.2.5 and 11.2.6.

Exemption to these eligibility criteria can only be made for patients for teaching purposes and those
patients with special clinical needs as authorised by Clinical Directors of Local Health District Oral
Health Services or their formally authorised delegate/s. For these cases a service charge may be

applicable.

11.1 Key Referral Information

For children in Group 6 (Point 11.2.6 below), attempts should be made to treat them using behaviour
management techniques prior to referral. Referrals in this category should document these attempts to
demonstrate which techniques have been successful and which have not worked.

11.2

Index of Treatment Needs:

The sub-sections below list conditions for which specialist paediatric dental services are provided at
Sydney Children’s Hospitals Specialty Network (Randwick and Westmead), Sydney Dental Hospital
and Westmead Centre for Oral Health.

139(24/11/11)



http://www.health.nsw.gov.au/lhn/##
http://www.health.nsw.gov.au/lhn/##

MOH.9999.0815.0202

4. DENTAL CARE 4.49

11.2.1Group 1: Emergency Care
phone the department directly if necessary for all children and young persons aged 0-17 years,
including:
o facial swelling or acute oro-facial infection;
o haemorrhage;
o dento-alveolar trauma.

11.2.2Group 2: Children/Young persons
whose medical condition or general health is threatened if dental care is not provided, such as
but not limited to:
o congenital/acquired cardiac condition;
o oncology, and/or;
o haematological diseases.

11.2.3Group 3: Children/Young persons
with severe/chronic disease and/or functional disability, or with special health needs, such as:
o intellectually or physically disabled:;
o requiring frequent medications.

11.2.4Group 4: Children/Young persons
with congenital or acquired malformations of the jaws, face or teeth, orofacial pathology, such
as:
o craniofacial malformations, e.g. clefts of lip and/or palate;
o dental anomalies, such as amelogenesis imperfecta, multiple supernumerary teeth;
B dento-alveolar pathology such as cysts, ulcers.

11.2.5Group 5: Children 0-5 years
at high caries risk, such as:
o early childhood caries (either white spot demineralisation or cavitated lesions);
o requiring management under general anaesthesia or sedation.

11.2.6Group 6: Children/Young persons
with behaviour management difficulties, such as:
o children over 6 years of age with extreme dental anxiety requiring management under
general anaesthesia or sedation.

3. PERIODONTICS

The criteria for referral of patients for periodontic services are:
. Assessment and management of periodontitis.
o patients must demonstrate a commitment to good oral hygiene, smoking cessation and
attendance at appointments.
. Specialist consultation for reasons other than periodontitis as follows:
o pre-surgical consultations;
o management of soft tissue lesions;
o assessment for crown-lengthening;
o management of oral manifestations of systemic disease;
o assistance with treatment planning etc.

12.1 Key Referral Information

Patients with gingivitis only are generally not accepted for treatment in the specialist department.
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4. PROSTHODONTICS

Referring practitioners are advised, when practical, to discuss the referral with a specialist before
referring their patient. It is essential that the patient has received a course of comprehensive care to
ensure no pathology remains and the only remaining treatment need is that for specialist consideration.

If there is found to be outstanding treatment needs other than those specifically addressed in the
referral, these will be directed back to the referring clinic, resulting in delayed specialist treatment.

13.1 Key Referral Information

. Patients who have lost their dentures, who are dissatisfied with a recently fabricated denture or
who have only one or two teeth missing do not need a specialist prosthodontic referral. These
are general denture services which are within the capability and responsibility of Local Health
Districts.

. The referring practitioner remains responsible for the oral health and well being of the patient,
including pain relief during the waiting period. Provision of temporary restorations is essential
to ensure the stability of the remaining dentition while awaiting a specialist appointment.

. Any additional laboratory costs arising from specialist treatment are to be borne by the patient.
The patient must be made aware of this prior to the referral.

" Ocular prostheses (prosthetic eyes) are provided by ocular prosthetists and not by maxillofacial
prosthodontic specialists.

13.2 Index of Treatment Needs:
Patients will be considered for:

13.2.1Fixed dental prosthodontics
crown and bridge work for dentate and partially dentate patients, for example:
o excessive incisal/occlusal wear;
o coronal restoration of endodontically treated teeth;
o over-closed vertical dimension; and
o cases requiring cast-metal based dentures which are not responsive to local efforts.

13.2.2Removable prosthodontics
in cases identified below:
o a history of serious problems, chronic clinical complaints or dissatisfaction where all
generalist efforts have been exhausted, for example:
~ chronic non-retention;
chronic denture soreness; and
~ inability to wear an otherwise satisfactory prosthesis.
o A medical condition such as
~ undergoing head and neck radiotherapy;
~ salivary hypofunction/xerostomia;
~ severely atrophic maxillary or mandibular ridges;
~ flabby ridges;
~ severe gag reflex; and
~ significant anatomical defects such as mandibular or maxillary tori or cleft palate.

i
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13.2.3Fixed and/or removable prosthodontics
for complex cases involving
o precision attachments;
o osseo-integrated implants; and
o hybrid therapies.

13.2.4Complex cases may include:
o gross occlusal wear not consistent with the patient’s age;
o advanced tooth wear resulting from uncontrolled erosion, attrition, abrasion;
o occlusal collapse, or
o where restorative treatment will require multi-disciplinary management.

13.2.5Jaw function and oro-facial pain
where there is no untreated pathology

13.2.6Chronic TMJ dysfunction
it is essential that the referring practitioner has commenced occlusal splint therapy and advised
the patient on other pain relieving actions, e.g moist heat packs when the case is acute.

13.2.7 Specialist dental prosthetic treatment

is provided to patients with oro-facial deformities, such as:

o intraoral - dentures, speech appliances or other appliances for alveolar resections, hard or
soft palate fenestrations, cleft palate, mandibular resection and deviation, velo-pharyngeal
incompetence, glossectomy of deformities resulting from surgical resection,
reconstruction and/or radiotherapy;

o maxillo-facial - these mostly involve developmental or acquired facial disfigurement in
which plastic surgery is contraindicated and a cosmetic prosthesis is required. Typically
these cases involve an auricular, nasal or orbital prosthesis.

5. SPECIAL CARE DENTISTRY

The Referral Centres offer special services to a diverse client group with a range of disabilities and
complex additional needs. This includes individuals and groups who have a physical, sensory,
intellectual, mental, medical, emotional or social impairment or disability or, more often, a
combination of a number of these factors.

14.1 Key Referral Information

= If the patient is unable to consent for his/her own dental treatment, the treatment plan will need
to be discussed and consent for treatment signed by the legal guardian prior to commencement
of care. Ability to consent must be noted in the referral and, if the patient does not self-consent,
the name and address and contact details of the legal guardian must also be provided.

= A parent/carer/guardian is required to be present at all appointments for those patients who are
unable to consent, or have significant physical or communicative disability.

14.2 Index of Treatment Needs

To achieve positive outcomes for the referred patient, the Referral Centres offer special services to

address specific medical and/or social needs. These Referral Centres need the commitment of the

patient/carer/parent/guardian to aspire to good oral hygiene!! and attendance of appointments.
139(24/11/11)
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14.3 Special Care Dentistry Services

Specialist services are as follows:

. Persons with mental illness/disorder/condition or disability (behavioural, and/or intellectual)
who are not suitable for routine dental care or are living in:
o aged residential care (retirement villages) or nursing homes;
o hostels, group homes or boarding houses;
o the community with their families or with help from professional carer.

. Persons who are homeless.

" Persons with serious medical conditions.

" Persons with physical disabilities (unable to walk unattended by carers, or using wheelchairs,
walking frames, callipers, scooter or other mobility aid.

. Persons with sensory disabilities of a severity which preclude routine attendance at Public Oral
Health Clinics.

6. SHORTENED TERMS

ASA American Society of Anaesthetists
CJD Creutzfeldt-Jakob Disease

CLD Cleft lip and palate

GA General Anaesthesia

HIV Human Immunodeficiency Virus
HIV/AIDS HIV/Acquired Immune Deficiency Syndrome
IOTN Index of Orthodontic Treatment Needs
OPG Panoramic Radiograph

POHP Priority Oral Health Program

SDH Sydney Dental Hospital

T™J Temporomandibular Joint

WCOH Westmead Centre for Oral Health

7. DEFINITION OF TERMS

Term Definition

In-patient Someone who stays overnight or for some time in a hospital for treatment or observation
(Collins 2004 pg 198)

Non-admitted The type of clinical service provided to a non-admitted patient in a non-admitted patient

service event, such clinical services that are included are; allied health and/or clinical
nurse specialist; dental; imaging; medical; obstetrics and gynaecology; paediatrics;
pathology; pharmacy; psychiatric; surgical and emergency department (Australian
Institute of Health and Welfare 2005)

Dental Caries A chronic multifactorial life style based oral disease of microbial origin affecting the hard
tissues of the tooth, commonly known as dental decay or cavities. Dissolution of the
calcification tissues of the tooth by acid produced from ingested refined carbohydrates
and micro-organisms in dental plaque. The process by which cavities are formed in teeth
by gradual destruction of enamel and dentine. (Barnett, L.V 2000)
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Appendix A - Paediatric Patient - Referral Flowchart (Sample)
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DENTAL AMALGAM CLINICAL USE AND DISPOSAL (GL2020_015)
GL2020_015 rescinded GL2011_002

GUIDELINE SUMMARY

This Guideline provides recommendations on the clinical use and the safe disposal of dental amalgam
when treating patients in public dental clinics.

It is to be read with NSW Health Clinical and Related Waste Management for Health Services
(PD2017_026).

KEY PRINCIPLES

NSW Health supports the specific measures outlined in the Minamata convention, by firstly improving oral
health through systems and health promotion support, minimising the need for dental restorations. Where
dental restorations are needed, current evidence-based approaches are supported, and cost-effective
mercury free alternative materials are available to dental practitioners.

This Guideline also provides amalgam disposal practices to support environmental best practice to
minimise the release of mercury compounds generated from dental clinics.

CLINICAL USE OF AMALGAM

Existing amalgam restorations remain safe and should not be removed or replaced with alternative
restorative materials unless deemed strictly necessary by the dental practitioner. There is no evidence to
justify the removal of dental amalgam restorations to relieve other systemic medical conditions or treat
medical conditions (other than a proven allergy).

Cost effective, mercury-free alternative materials are available to dental practitioners to support modern
evidence-based approaches to restorative care. These alternative materials should be favoured when
treating patients who are pregnant, especially in the first trimester, breastfeeding mothers and those patients
with severe renal disease and children under the age of 15.

Only pre-encapsulated amalgam is used when dental practitioners deem its necessity based on the specific
medical and dental needs of the patient.

If placing or removing dental amalgam, clinical measures to reduce exposure to mercury vapour would
include the use of rubber dam, ample water supply and evacuation.

WASTE MANAGEMENT OF DENTAL AMALGAM

The Minamata Convention on Mercury outlines measures to minimize the emission of mercury from dental
practice into the environment to protect human health and the environment.

All clinics should be equipped with dental units that have amalgam waste traps that comply with ISO
11143.

Amalgam and amalgam-filled extracted teeth should not be placed in the ‘general’, yellow ‘contaminated’,
or ‘sharps’ disposal containers, where contents are often incinerated.

Dental clinics should collect, store and ensure amalgam waste is sent to a licensed mercury waste
processing facility for mercury recovery. These facilities recycle the mercury present in all the dental
amalgam waste. If necessary, the Environment Protection Authority should be contacted for specific
requirements for the disposal of mercury.

The Guideline can be downloaded from
https://wwwl.health.nsw.qgov.au/pds/Pages/doc.aspx?dn=GL.2020 015
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EMERGENCY DEPARTMENT DENTAL REFERRALS (GL2023 005)
GL2023_005 rescinded GL2010_008

GUIDELINE SUMMARY

This Guideline provides direction on making appropriate dental follow-up referrals from NSW Health
hospital Emergency Departments (EDs).

This Guideline is to be read in conjunction with the NSW Health Policy Directive State Health Forms
(PD2009_072), NSW Health Policy Directive Eligibility of Persons for Public Oral Health Care in NSW
(PD2017_027) and NSW Health Policy Priority Oral Health Program (POHP) and Waiting List
Management (PD2017_023).

KEY PRINCIPLES

Dental conditions feature as a common reason for presentation to NSW Emergency Departments (ED).
Information on the management of dental emergencies, within EDs can be accessed through the Agency for
Clinical Innovation’s Emergency Care Institute webpage on Dental Emergencies.

At the point of discharge some patients may require further dental care related to their initial presentation at
the ED. Without adequate follow-up care, these patients may re-present to the ED.
Commonly this may include patients that have presented with:

= Dental trauma

= Swelling of the face or neck of dental origin

= Swelling in the mouth of dental origin

= Significant bleeding from a dental origin

= Difficulty opening jaw and/or swallowing as a result of a dental infection

= Difficulty breathing due to a swelling of dental origin.

A discharge summary is to be provided to the patient for follow up dental care. The patients
discharge summary must include:

= Details about the presenting condition

= Test completed (such as imaging, blood pathology)

= Details about the management of the presentation and any medications administered
Some patients presenting to the ED may be eligible for a referral to NSW public dental clinics.

Patients requiring routine dental care should seek care from their private dental practitioner or at a NSW
public dental clinic (eligibility criteria apply). Patients are eligible to access public dental clinics if they
meet all section criteria, on the Dental Referral for Emergency Departments to NSW Public Dental Clinics
form. This includes all children under 18 and adults with a Pensioner Concession Card, a Health Care Card
or a Commonwealth Seniors Health Card. This criterion is also outlined in the NSW Health Policy
Directive Eligibility of Persons for Public Oral Health Care in NSW (PD2017_027).

If a referral to a NSW public dental clinic is required, the state-wide form Dental Referral for
Emergency Departments to NSW Public Dental Clinics is to be used. This form is to be given
to the patient on discharge.

Contact details for public dental clinics are on the form. In most cases the patient will be required to contact
the public dental clinics. Vulnerable or priority patients may require staff assistance. The patient is required
to bring the form to their dental appointment.

The Guideline can be downloaded at
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2023 005
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EARLY CHILDHOOD ORAL HEALTH GUIDELINES FOR CHILD HEALTH
PROFESSIONALS, 3rd EDITION (GL2014_020)

GL2014 020 rescinds GL2009 017.
PURPOSE

The Early Childhood Oral Health Guidelines (the Guidelines) aim to improve the health and wellbeing of
children in NSW by integrating oral health into general health interventions provided by child health
professionals. The Guidelines add value to the NSW Personal Health Record, which includes oral health
information for parents and a requirement to “lift the lip” and check for signs of dental disease during Child
Health Checks.

KEY PRINCIPLES

The key principles of the Guidelines are that child health professionals should:

1. Advise pregnant women to visit a dentist for a dental examination and restoration of all active decay.

2. Provide preventive interventions to pregnant women and to new parents/caregivers.

3. Lift the lip of children aged 0-5 years to examine the upper front teeth and look for early signs of
tooth decay (e.g. white or brown spots that don’t brush off) and existing cavities.

4, Assess child’s level of risk for oral disease. Provide preventive interventions to new
parents/caregivers.

5. Advise parents/caregivers to reduce the frequency of sugar intake by limiting night time on-demand
feeding after six months.

6.  Advise mothers and carers to avoid transfer of oral bacteria to their child by maintaining good oral
health themselves and by not placing food, utensils, dummies or teats into their own mouths and then
into their child’s mouth.

7. Provide dietary counselling to parents/caregivers that is specific to the child and their family and
monitor compliance.

8. Provide oral hygiene and fluoride advice to parents/caregivers.

9. Provide information on teething to new parents/caregivers.

10.  Provide an oral health assessment to a child by their first birthday.

11.  Refer children at high risk for tooth decay to an Oral Health Call Centre, Early Childhood Oral
Health Coordinator or Private Dentist.

12.  Advise parents to talk to their children about dental visits in a positive way.

13.  Provide oral health education for all child health professionals.

USE OF THE GUIDELINE

The Guidelines provide support material for child health professionals about oral health that complements
their existing expertise by:

o Providing accurate oral health information to parents of children aged 0-5 years

o Assessing levels of oral disease risk for children aged 0-5 years

o Making decisions about appropriate referrals to oral health services.

To download the Guideline please go to
http://www.health.nsw.gov.au/policies/gl/2014/GL2014 020.html
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EARLY CHILDHOOD ORAL HEALTH (ECOH) PROGRAM: THE ROLE OF
PUBLIC ORAL HEALTH SERVICES (PD2013_037)

PD2013 037 rescinds PD2008_020.
PURPOSE

Oral Health is essential for health and wellbeing and early childhood is the time when most lifetime
habits are established. It offers the greatest opportunity for prevention of disease, which, in turn, can
contribute to better health in adulthood. This policy sets the framework for Public Oral Health Services
in NSW to work collaboratively with key partners to implement the Early Childhood Oral Health
Program in order to improve the oral health of the population.

MANDATORY REQUIREMENTS

o All child health professionals receive core oral health training and have access to regular periodic
updates in oral health.

o All members of the oral health team are educated and trained to address the issues of children
aged 0-5 years and are responsive to the prioritisation process for children who are at risk of Early
Childhood Caries (ECC), including siblings.

o Referral information and supporting resources are available and accessible to child health
professionals.

. Culturally appropriate oral health information and resources are available to Aboriginal people.

. Child health professionals who refer children receive timely feedback from the treating oral
health professional.

. Administrative structures and procedures support the referral and feedback processes.

IMPLEMENTATION
An overview of responsibilities of key parties required in implementing this policy:

Centre for Oral Health Strategy (COHS) NSW:

. Develop, promote and review state-wide resources & training packages.

. Engage with Aboriginal Health personnel and communities in the development of culturally
specific resources.

Promote education of oral health personnel in early childhood oral health.

Maintain a high level of consultation & liaison with key stakeholders.

Monitor ECOH Program uptake.

Monitor oral health outcomes.

LHD Oral Health Managers and Clinical Directors:

. Allocate adequate resources to implement and sustain the ECOH program.

° Support ongoing professional development for oral health staff.

° Prioritise 0-5 year olds and all eligible family members, who are in the ‘high risk’ category.

° Focus actions on higher risk groups, such as Aboriginal communities and others as identified by
epidemiological and/or socio-demographic data.

. Ensure that administrative structures and procedures support referral, appointment, treatment
and feedback processes where appropriate.

. Provide preventive information, resources and treatment to improve the oral health status of
high risk groups.

. Ensure all children referred by a child health professional are enrolled in the Information
System for Oral Health (ISOH).

191(07/11/13)
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ECOH Coordinators (or delegated Oral Health Professional):

o Train and provide periodic updates for child health professionals, including Aboriginal Health
personnel.

. Distribute ECOH resources & relevant supporting information to both child health professionals

and public oral health professionals.

Monitor ECOH program uptake at the LHD level.

Train oral health teams in ECOH prioritisation and appointment protocol.

Participate in ECOH professional development sessions.

Build collaborative LHD partnerships between oral health and general health professionals.

Provide timely and accurate reports to LHD Management and to COHS.

Provide timely feedback to referring agents.

Oral Health Clinicians:

. Provide timely feedback to referring professionals/agencies.

. Implement a family centred model of oral health care that recognises eligible family members
for dental treatment where one family member has been referred for prevention and early
intervention under the ECOH Program.

. Distribute resources and relevant material that support the ECOH program to parents/carers of
young children.

. Liaise with and support the ECOH coordinator and participate in ECOH professional
development sessions.

Oral Health Intake/Reception:

o Prioritise referrals from the ECOH Program.

o Record all children who enter the oral health service with a referral from a child health
professional as a referral during their Priority Oral Health Program (POHP) triage in ISOH.

o When required, liaise with ECOH coordinators, child health professionals and oral health
clinicians as required to facilitate a family centred approach to oral health care.

1. BACKGROUND

Early childhood caries (ECC) is a serious dental condition occurring during the preschool years of a
child’s life when developing primary (baby) teeth are especially vulnerable. ECC can occur as soon as
the first tooth erupts. During the first 12 months post-eruption susceptibility of teeth to decay is high.

It can be a devastating condition often requiring hospitalisation and dental treatment under general
anaesthesia (GA). The majority of children on GA waiting lists in NSW are under the age of 5 years.
In 2010 - 2011, 1,509 children aged between 0-4 years of age received dental treatment under general
anaesthesia in NSW=,

The pain, psychological trauma, health risks, and costs associated with restoration of carious teeth for
children affected by ECC can be substantial.

Family circumstances, such as low socio-economic background, increase the risk of ECC. Thus, to be
more effective and efficient, a holistic family-oriented approach is necessary.

The evidence strongly shows that ECC is one of the few chronic diseases that, if preventive messages
are implemented, can be mostly prevented.

191(07/11/13)
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Oral health checks are recommended during child health checks at 6-8 months, 12 months, 18 months,
and 2, 3 and 4 years of age.

2. DEFINITION OF EARLY CHILDHOOD CARIES (ECC)

The disease of ECC is defined as “the presence of 1 or more decayed (non-cavitated or cavitated
lesions), missing (due to caries), or filled tooth surfaces” in any primary tooth in infants and preschool
children?®. In children younger than 3 years of age, any sign of smooth-surface caries is indicative of
severe early childhood caries. Major contributing factors include prolonged and/or frequent bottle
feeding, especially at night.

3. ASSOCIATED DOCUMENTS

This Policy Directive should be read in association with the following documents:

. Early Childhood Oral Health Guidelines for Child Health Professionals, 3rd Edition:
GL2014_020.

. Pit and Fissure Sealants: Use of in Oral Health Services in NSW: PD2013_025.

. Oral Health — Eligibility of Persons for Oral Health Care in NSW: PD2009_074.

. Priority Oral Health Program and List Management Protocols: PD2008_056.

It should also be consistent with whole of government policies & plans:
. Healthy Mouths Healthy Lives: Australia’s National Oral Health Plan 2004-2013

. National Partnership Agreement on Closing the Gap in Indigenous Health Outcomes
Implementation Plan
. National Partnership Agreement for Oral Health

. Oral Health 2020: A Strategic Framework for Dental Health in NSW
. Department of Health and Aging MBS Primary Care Items: Healthy Kids Check

4. PRINCIPLES

4.1  Oral health is essential for health and well-being and must be integrated into the ‘general’ health
agenda.

4.2 Poor oral health can have a serious impact on quality of life and good oral health in infancy and
early childhood contributes to better health in adulthood.

4.3 Dental caries is a multifactorial disease and in early childhood is linked strongly to family
behaviours and practices. Oral health services need to prioritise all eligible family members
where one child is at high risk.

4.4 Intervening early makes good economic sense. Interventions targeted at young children will
have much higher economic returns than later interventions. Policies that focus on the
treatment of established problems or conditions are not sustainable.

4.5 Primary teeth are important for normal development, function and health. If children lose their
primary teeth too early there can be an adverse effect on self-esteem, eating and the position of
the adult teeth.

4.6  Generally, child health professionals®® have more opportunities to engage with and influence
new parents, and to conduct risk assessments, than do oral health professionals.

191(07/11/13)
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5. IMPLEMENTATION PLAN
Training
Procedure Who When How
e Provide child health professionals, ECOH When required Train the

including Aboriginal Health personnel,
with core ECOH Program training and
annual oral health updates

Coordinators

trainer model
developed by
COHS.

e Provide oral health teams with COHS In conjunction with | Regional in-
professional development in early ECOH Program services,
childhood oral health roll-out supported by

DVD

e Provide oral health teams with training in | ECOH Prior to Develop local

referral and feedback procedures Coordinators implementation. LHD
Include in AHS protocols
orientation &
training programs

e Provide ECOH Program participants with | COHS As appropriate ECOH Policy
access to supporting state-wide policies, Directive,
guidelines and resources evaluation of

resources,
development
of culturally
specific
resources for
Aboriginal
and CALD
communities
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MOH.9999.0815.0214

4. DENTAL CARE

4.61

Referral and feedback

Procedure

Who

When

How

e  Check the mouth and assess the
risk for dental disease in children
aged 0-5, following participation
in ECOH Program training

Child health
professionals

e Document findings and refer

children at risk of dental disease to

Child Health
Checks and other
opportunistic
interventions

As per ECOH guidelines

Following
identification of

Use referral template
provided in ECOH

oral health services, using either risk of dental guidelines
paper-based or electronic referral disease
system

e  Prioritise referrals from the ECOH | Oral Health First client Through the Priority Oral
Program Services contact Health Program (ISOH)

referral protocols

e Routinely collect statistics on total | Oral Health Quarterly Through LHD data
number of referrals received Services collection processes

e Provide timely feedback to Oral Health Following the Develop local LHD
referring professionals/agencies Professional child’s protocols

appointment

Monitoring

Procedure Who When How

e Record all children who enter | Oral Health During POHP triage Tick “Do you have a
the oral health service with a Services referral from an NGO,
referral from a child health Community Health, GP,
professional as a referral DoCSs?”
during their Priority Oral
Health Program (POHP) triage

e Monitor ECOH Program Oral Health Quarterly Through LHD data
uptake Managers & collection processes

e Report to COHS in a timely ECOH
and uniform manner Coordinators

e  Monitor the number of Oral Health As appropriate Refer to Waiting list
families participating in the Services, protocol. Participation in
ECOH program COHS population oral health

surveys
e Develop an indicator that COHS After general release of | Through ISOH

identifies ECOH referrals

ISOH version 7
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6. ADDITIONAL INFORMATION

6.1 Web links

. ECOH Guidelines for Child Health Professionals, 3 Edition
http://www.health.nsw.gov.au/policies/gl/2014/GL2014_020.html

o My First Health Record: Personal Health Record
http://www.health.nsw.gov.au/Kids/Pages/my-personal-health-record.aspx

. Lift the Lip Posters

. Lift the Lip Translations http://www.mhcs.health.nsw.gov.au/topics/Dental_Care.html

o See My Smile brochure, Better Health Centre — Publications Warehouse

. Lift the Lip brochure, Better Health Centre — Publications Warehouse

. NH&MRC Public Statement on the Efficacy and Safety of Fluoridation 2007 www.nhmrc.gov.au

o Online learning: early childhood oral health: case studies from general practice
www.gplearning.com.au

. Oral Health Promotion Clearing House http://www.adelaide.edu.au/oral-health-promotion/programs/

6.2 For information on Oral Health Resources contact:

The Centre for oral Health Strategy (COHS) www.health.nsw.gov.au/cohs/
The Better Health Centre — Publications Warehouse (02) 9887 5450
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PRIORITY ORAL HEALTH PROGRAM (POHP) AND WAITING LIST MANAGEMENT
(PD2017_023)

PD2017_023 rescinds PD2008_056.

PURPOSE

This policy directive outlines the processes of dental triage, clinical assessment, and waiting list
management for NSW residents who access public oral health services.

MANDATORY REQUIREMENTS

Public oral health services managed by NSW Local Health Districts (LHD) and Specialty Networks (SN)
must prioritise and manage patient flows according to the processes set out in this Policy Directive.

IMPLEMENTATION

Chief Executives are responsible for:

e Ensuring that this Policy Directive is implemented throughout the Local Health District/Specialty
Health Network.

e Supporting the efficient and equitable delivery of oral health services including proactive
management of demand.

¢ Regularly evaluating oral health service performance and ensuring that relevant reporting
requirements are met.

e Ensuring that oral health services communicate effectively with patients and carers and treat all
clients with respect and dignity.

Oral Health Service Clinical Directors and Service Managers are responsible for:
e Ensuring that clear administrative and clinical procedures are in place to facilitate the
implementation of the Policy Directive.
e Conducting quality assurance activities to ensure that the triage, clinical assessment and waiting list
management procedures and timeframes outlined in this Policy Directive are adhered to.
o Ensuring that excellent customer service practices are in place to facilitate effective and timely
communication with patients. All patients and carers must be treated with respect and dignity.

Oral Health Contact Centre Staff are responsible for:
e Ensuring that excellent customer service practices are in place to facilitate effective and timely
communication with patients. All patients and carers must be treated with respect and dignity.
e Ensuring that all patients are triaged in accordance with this Policy Directive.
e Ensuring that patient encounters are documented accurately and appropriately.

Dental Practitioners are responsible for:

e Complying with the procedures and clinical criteria set out in this Policy Directive.

e Prompt and appropriate communication with referring Medical Practitioners regarding the
management of a referred patient.

o Contributing to the performance of the oral health service by providing services to patients in an
efficient, conscientious manner.

e Providing excellent customer service to patients and carers.

o All patients and carers must be treated with respect and dignity.

297(13/07/17)
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Referring Health Practitioners are responsible for:
e Ensuring that adequate demographic and clinical details are provided when referring patients to
oral health services.
¢ Initiating prompt and appropriate communication with oral health services should there be a
change in indications for treatment or change in a patient’s health with implications for treatment.

Patients and carers should:
e Seek public dental care by telephoning an oral health contact centre for triage.
e Inform the oral health contact centre of any change in patients’ oral health complaint.
e Attend pre-treatment appointments as required by the oral health service (such as a clinical
assessment appointment) and attend all appointments for treatment.
e Clearly communicate with oral health service staff:
0 Any change of address or other contact details
0 Inability to attend an appointment
0 Any change in decision to undergo a procedure

RELATED NSW MINISTRY OF HEALTH POLICIES

This Policy Directive should be read in conjunction with, but not restricted to:

e Early Childhood Oral Health (ECOH) Program: The Role of Public Oral Health Services

(PD2013 037)

e Health Assessment of Children and Young People in Out-of-Home-Care (Clinical Practice
Guidelines) (GL2013 010)
NSW Patient Safety and Clinical Quality Program (PD2005_608)
Oral Health - Eligibility of Persons for Public Oral Health Care in NSW (PD2016_050)
Oral Health Fee for Service Scheme (OHFFSS) NSW (PD2016_018)
Waiting Time and Elective Patient Management Policy (PD2012_011)
Oral Health Specialist Referral Protocols (PD2011 071)
Oral Health Referral Form for Medical Emergency Departments (Guidelines) (GL2010_008)
Oral Health Patient Record Protocol (GL2015_017)

Ministry of Health policies, guidelines and information bulletins are public documents and can be sourced
from NSW Health’s website: www.health.nsw.gov.au.
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Priority Oral Health Program (POHP) and Waiting List Management: Procedures

CONTENTS
1 BACKGROUND
1.1 About This Document
1.2 Introduction
1.3 Key Definitions
2 GENERAL DENTAL AND ORAL HEALTH SERVICES
2.1 Contact and Triage
2.1.1 Re-Triage Of Patients with Deteriorating Conditions
2.1.2 Telephone Advice
2.1.3 Rationale For Recommended Maximum Waiting Times
2.1.4 Adult Triage Codes
2.1.5 Child Triage Codes
2.2 Clinical Assessment
2.3 Treatment Pathways
2.3.1 Episodic Care
2.3.2 Comprehensive Care
2.3.3 Adult General Dental Treatment Waiting List Codes
2.3.4 Child General Dental Treatment Waiting List Codes
3 SPECIALIST / SPECIALISED ORAL HEALTH SERVICES
3.1 Specialist/Specialised Dental Referral Waiting List Codes
3.2 Specialist/Specialised Dental Treatment Waiting List Codes
4 MANAGED CARE PROGRAMS
5 ADMINISTRATIVE PROCESSES
5.1 Movement of Patients between Local Health Districts
5.2 Management and Auditing Of Waiting Lists
5.3 Missed or Cancelled Appointments.

1 BACKGROUND
1.1  About This Document

The Priority Oral Health Program and Waiting List Management Policy Directive has been developed to
promote clinically appropriate, consistent and equitable management of patient access and waiting lists in
NSW public oral health services.

1.2 Introduction

There is no Commonwealth scheme similar to Medicare that provides universal access to dental services.
NSW Health provides a public dental system offering a range of services to children as well as adults who
meet the eligibility criteria outlined below.

All children under 18 years of age in NSW are eligible for general dental services. To be eligible, adults
must hold or be listed as a dependent on one of the following valid Australian Government concession
cards:

e Health Care Card,
e Commonwealth Seniors Health Care Card or

e Pensioner Concession Card (includes Centrelink and Department of Veteran Affairs).
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These criteria are outlined in more detail in the NSW Health Eligibility of Persons for Public Oral Health
Care in NSW policy directive (PD2016_050).

Providing oral health care to eligible patients and the effective management of waiting lists is a priority for
the Government and NSW Health. Public dental services are provided according to criteria that prioritise
emergency situations, as well as patient groups in most need and at highest risk of disease.

Access to public dental services is mostly via an oral health contact centre, through which eligible patients
are triaged and given a clinical priority depending on the seriousness of their condition. There is high
demand for public dental services and therefore priority is given to the treatment of patients with urgent
conditions within clinically appropriate timeframes. Patients with non-urgent conditions may be required to
wait on a waiting list for care.

It is recognised that a patient may need to be re-triaged if their condition changes or deteriorates while on a
waiting list. At the time of triage, patients and/or carers should be informed of what to do if their condition
changes or they become concerned while waiting for care.

Patients and/or carers who are concerned about urgent medical conditions at point of contact should be
encouraged to seek appropriate care through a General Practitioner, Aboriginal Medical Service or Hospital
Emergency Department.

NSW Health services must actively manage access to oral health services in compliance with the contents
of this document.

297(13/07/17)
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1.3 Key Definitions

Term

Definition

Indicates a mandatory action requiring compliance by staff at public

“must” health facilities, in accordance with a legislative requirement and/or policy
directive.
. ., Indicates a recommended action that should be followed unless there is a
should : : .
sound reason for taking a different course of action.
Adult A person 18 years of age or over.

Assessment appointment

An appointment where the treating practitioner diagnoses the patient’s
clinical condition and may provide treatment to stabilise the condition.
The patient may then be assigned to an appropriate waiting list.

Assessment waiting list

A waiting list that patients are placed on after triage until an assessment
appointment is made.

Assessment waiting time

Waiting time between the date the patient is placed on the assessment
waiting list and the date an offer of care is made and/or the date they
attend an assessment appointment.

Child

A person less than 18 years of age.

Comprehensive course of
care

An appointment or series of appointments following a comprehensive
examination (usually item number 011 or 012) that addresses all of the
patient’s oral health needs.

Episodic course of care

A limited course of care provided with the intent of only addressing a
specific, clinically urgent patient presentation (usually following a limited
examination, item number 013).

Failure to Attend (FTA)

A patient has failed to attend a scheduled appointment when they:

a) Do not arrive prior to the appointment time; or
b) Do not ring to cancel the appointment

Oral health emergency

An oral health emergency is defined as dental trauma or injury; significant
bleeding in the mouth; swelling of the face; swelling in the neck or mouth;
or acute difficulty opening jaw and/or mouth. Dental pain by itself is not
considered an oral health emergency.
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Definition

Dental Hygienist, Dental Officer, Dental Therapist, Oral Health Therapist,
Practitioner Dental Prosthetist or Specialist Dentist working in public oral health
services.

The recall waiting list is only for patients waiting for treatment review of a
Recall waiting list specific clinical need within a defined timeframe where follow up dental
care is required.

A waiting period that oral health services must attempt not to exceed prior
to an offer of care or an appointment being made. A RMWT is specified
for all assessment and treatment waiting lists.

Recommended Maximum
Waiting Time (RMWT)

Services provided by a dental practitioner who is registered with the

Specialist services Dental Board of Australia as a specialist in a recognised oral health
speciality.

Specialised Services provided by an oral health practitioner who has had specialised

services training or experience.

A list that patients are placed on to wait for an appointment for a

Treatment waiting list .
comprehensive course of care.

Waiting time between the date the patient is placed on the treatment

R EA Gl waiting list and the date a treatment appointment is made.

A phone or face-to-face interview using standard questions designed to

Triage determine a patient’s oral health needs.

2 GENERAL DENTAL AND ORAL HEALTH SERVICES
2.1 Contactand Triage

Triage is the systematic prioritisation of patients according to the urgency of their need for care and is used
to allocate oral health assessment and treatment priorities. Triage is an integral feature of the NSW Health
system and allows limited resources to be allocated on the basis of clinical need and socioeconomic risk-
factors. More information regarding triage can be found in the Triage of Patients in NSW Emergency
Departments policy directive (PD2013_047).
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All patients seeking access to public oral health services must be triaged by telephone, in person or by
correspondence via a Local Health District or Specialty Health Network oral health contact centre. The
patient is triaged and assigned an assessment priority code and then either wait listed or given an
appointment, depending on the priority assigned and service capacity. A patient’s triage priority is
determined by a number of criteria including clinical condition, acuteness of any symptoms, and
socioeconomic factors. The triage process utilises a standardised questionnaire, resulting in a triage code.
The triage code will be assigned according to the patient’s highest priority condition.

In addition to the telephone triage, patient referrals can be received from medical and allied health
practitioners and through Local Health District/Specialty Health Network-specific strategies for priority
populations (e.g. Early Childhood Oral Health, Out of Home Care).

2.1.1 Re-Triage Of Patients with Deteriorating Conditions

It is recognised that a patient may need to be re-triaged if their condition changes, deteriorates or additional
relevant information is received. The purpose of re-triage is to acknowledge any change in clinical
condition of the patient and reassign a new triage category if appropriate. Patients and/or carers should be
informed at the time of triage what to do if their condition changes or they become concerned while waiting
for care.

2.1.2 Telephone Advice

Oral health contact centre staff cannot provide clinical advice to the public. If the caller is requesting oral
health clinical information, a senior dental practitioner may be asked to speak with the caller if available.

If the Triage Officer identifies that a caller requires general medical advice they should direct the caller to
phone their General Practitioner or call the National Triage Telephone Advice Line (Healthdirect
Australia) on 1800 022 222.

If the Triage Officer identifies that the call may be a medical emergency, they should direct the caller to
hang up and phone 000 for assistance.

If the Triage Officer identifies that a caller is ringing about a mental health problem, they should direct the
caller to phone the NSW Mental Health Line on 1800 011 511.

2.1.3 Rationale For Recommended Maximum Waiting Times

The Priority Oral Health Program and Waiting List Management policy directive has been developed to
promote clinically appropriate, consistent and equitable management of oral health patients and waiting
lists in NSW public oral health services and has been approved by the State Oral Health Executive
Committee (SOHE).

Categorisation of both children and adult oral health patients by clinical priority is required to ensure they
receive care in a timely and clinically appropriate manner. The priority codes and associated criteria are
detailed in sections 2.1.4 Adult Triage Codes and 2.1.5 Child Triage Codes of this document.

The recommended maximum wait times used throughout this document are considered clinically
appropriate in consideration of the likelihood of the patient’s condition to:

o Deteriorate quickly to the point that it may become an emergency, or
e Impact on other medical conditions, or
e Impact the patient’s general health and well-being

If a patient has a condition that has the potential to deteriorate quickly or become an emergency, they will
be prioritised for care over a patient whose condition has less potential to become an emergency.
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2.1.4 Adult Triage Codes
Recommended
Priority Adult Triage Criteria Maximum
Waiting Time
e Patients with dental trauma or injury
e Patients with symptoms of suspected dental origin that may include:
o0 Swelling of the face or neck
o0 Swelling in the mouth
o Significant bleeding from the mouth
1* o Difficulty opening jaw and/or swallowing 24 hours
* Priority 1 patients should be given the earliest possible appointment and
concurrently advised to attend an emergency department if they experience
an acute deterioration prior to their appointment, or to seek medical attention
if otherwise concerned.
Patients referred from a specialist medical practitioner requiring specific life-
2 saving medical care (e.g. radiotherapy, chemotherapy, organ transplant, heart 3 days
surgery or urgent assessment for specialist service)
e Patients with pain of suspected dental origin causing disturbed sleep
e Patients who have had an ulcer for 3 weeks or more
3a** | **Priority 3a patients should be given an appointment, and concurrently 1 week
advised to consider seeking medical attention from a general practitioner if
their condition deteriorates, or to re-contact the contact centre to be re-
triaged.
e Patients with pain of suspected dental origin during waking hours
3pn ~Priority 3b patients should be given an appointment or waitlisted, and 1 month
concurrently advised to consider seeking medical attention from a general
practitioner if their condition deteriorates, or to re-contact the contact centre
to be re-triaged.
e Patients who have a denture request involving missing upper front teeth
that is required because:
0 There is no existing denture, OR
3c - e 3 months
0 The existing denture causes pain, OR
0 The existing denture falls out while talking
e Patients who are pregnant
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Recommended
Priority Adult Triage Criteria Maximum
Waiting Time
For adult patients who meet one or more of the criteria below:
e Has a serious medical condition AND:
0 Takes medication regularly for this medical condition, OR
0 Sees a doctor regularly for this medical condition, OR
0 Has been hospitalised in the last 12 months for this medical
condition
e Has a physical or intellectual disability
e Uses a wheelchair or is unable to leave home
4 e Patient has the following living conditions: 6 months
0 Homeless
o Boarding house/refuge/rehabilitation facility
o0 Institution/group home
o Care facility (hospice/aged care facility)
e Arrived as a refugee within the last 12 months
¢ Identifies as an Aboriginal and/or Torres Strait Islander
o Referred from a medical practitioner
o Referred from an Aged Care Assessment Team (ACAT)
e Meets the criteria for a LHD-specific referral pathway
For adult patients requesting a check-up with one of the following concerns:
e Extractions
e Needs fillings or complains of a broken filling
e Broken or chipped tooth
e Bleeding or sore gums
e Loose teeth
e Other denture requests including broken plate or clasp
5 e Ulcers for less than three weeks™ 12 months
e Crown and bridge
e Scale and clean
e Clicking/grating in jaw joint
e Halitosis (bad breath)
Mthese patients will be given an appointment or placed on a waitlist and at
the same time advised to see their medical practitioner for symptomatic
management and to assess for medical causes of mouth ulceration.
6 For patients who request a check-up without any of the above concerns. 24 months
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2.1.5 Child Triage Codes
Recommended
Priority Child Triage Criteria Maximum
Waiting Time
e Dental trauma or injury
e Symptoms of suspected dental origin that may include:
o0 Swelling of the face or neck
o0 Swelling in the mouth
o Difficulty opening jaw and/or swallowing
o Significant bleeding from the mouth
1* . . 24 hours
o0 Fever and/or refusing food and fluids
* Priority 1 patients should be given the earliest possible appointment and
concurrently advised to attend an emergency department if they experience
an acute deterioration prior to their appointment, or to seek medical
attention if otherwise concerned.
Referral from a specialist medical practitioner for patients who require
2 specific life-saving medical care (e.g. radiotherapy, chemotherapy, organ 3 days
transplant, heart surgery or urgent assessment for specialist service)
e Symptoms of suspected dental origin that may include:
o0 Swelling in the mouth
0 Pain in the mouth causing disturbed sleep
o Ulcers in the mouth
3a** 1 week
**Priority 3a patients should be given an appointment, and concurrently
advised to consider seeking medical attention from a general practitioner if
their condition deteriorates, or to re-contact the contact centre to be re-
triaged.
e Pain in the mouth during waking hours
"Priority 3b patients should be given an appointment or waitlisted, and
3bn . . . . . 1 month
concurrently advised to consider seeking medical attention from a general
practitioner if their condition deteriorates, or to re-contact the contact
centre to be re-triaged.
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Priority

Child Triage Criteria

Recommended
Maximum
Waiting Time

3c

e Children 0-5 years of age

e Referral from the Department of Family and Community Services
(FACS) or Agency providing services to children under temporary care
(includes Out Of Home Care).

e Symptoms of suspected dental origin that may include:

0 Decayed tooth (may need filling or extraction)

Minor bleeding or sore gums

Over-retained primary tooth

Severe crowding affecting speech/eating

Broken or chipped tooth

Broken or chipped filling

O 0O 0 o0 O

3 months

For child patients who meet one or more of the criteria below:
e Has a serious medical condition AND:
0 Takes medication regularly for this medical condition, OR
0 Sees a doctor regularly for this medical condition, OR
0 Has been hospitalised in the last 12 months for this medical
condition.
e Has a physical or intellectual disability.
e Uses a wheelchair or is unable to leave home.
e Patient reports one of the following living conditions:
0 Homeless or Out of Home Care
0 Refuge/rehabilitation facility
0 Institution/group home
e Arrived as a refugee within the last 12 months.
e ldentifies as an Aboriginal and/or Torres Strait Islander.
e Meets the criteria for a LHD-specific referral pathway.

6 months

e For patients requesting a check-up with one of the following concerns:
0 Loose teeth
o0 Crowded teeth
o0 Halitosis (bad breath)
0 Scale and clean
e Child has a referral letter from:
0 Aboriginal Health Services (e.g. LHD AHW)
Aboriginal Community Controlled Health Services
Child and Family Health Nurse
Medical Practitioner
Practice Nurse
Private Dentist
Public Health Service (e.g. Allied Health, Maternity, Public
Hospital)

O O O O O O

12 months

For patients who request a check-up without any of the above concerns.

24 months
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2.2  Clinical Assessment

A clinical assessment is performed by a dental practitioner to confirm the clinical care priority of the
patient. When the clinical care requirements of the patient are confirmed by the practitioner, one of the
following courses of actions can occur:

a) An episodic course of care is provided, then the course of care is closed.

b) An episodic course of care is provided, then the course of care is closed and the patient is placed on
a waiting list for other treatment needs.

¢) The patient is placed on a treatment waiting list for their treatment needs.

d) No treatment is required.

2.3 Treatment Pathways
2.3.1 Episodic Care

The scope of episodic care is to provide relief of pain, treatment of infection, or to address dental trauma
only.

Episodic care is provided after clinical need has been confirmed at the clinical assessment appointment,
either at a public dental clinic or through the Oral Health Fee for Service Scheme (OHFFSS). In some
limited circumstances, such as when a dental practitioner is not available to provide a clinical assessment,
an OHFFSS voucher may be issued. More information about the OHFFSS can be found in NSW Health
Policy Directive PD2016_018.

2.3.2 Comprehensive Care

The scope of comprehensive care is to address all treatment needs of the patient, as appropriate.

All adults should be offered a course of comprehensive care after coming off a treatment waiting list.
Where possible, children should receive a full comprehensive course of care after being appointed from
triage. LHD/SN’s must use the definitions of the codes and clinical criteria outlined in the tables below.
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2.3.3 Adult General Dental Treatment Waiting List Codes

Priority | Clinical
Code Categorisation

Criteria

Recommended
Maximum
Waiting Time

Confirmed Medical
Priority

The patient has been referred from a medical

practitioner who has requested a dental examination
preceding treatment for a medical condition. The

condition should be of equal significance to:

Head and neck cancer

Other cancers that require radiotherapy,
chemotherapy or significant
immunosuppression

Transplant surgery
Cardiac surgery

Intravenous antiresorptive therapy

2 weeks

B Pregnancy

The patient presents with poor oral health during
pregnancy.

3 months

Chronic Disease/
C Medically
Compromised*

*QOther conditions of equal clinical significance may
be considered in consultation with a Clinical Director.

At risk of developing endocarditis

At risk of developing medication-related
osteonecrosis of the jaw

Has a significant psychiatric illness (e.g.
requiring recent hospitalisation)

Dementia

Degenerative diseases

Has coagulopathy

Is living with HIV

Patient has poorly controlled diabetes
Patient has Special Needs

Significant Salivary hypofunction

Organ transplants / immunosuppressed

6 months
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. _ Recommended
E:[)Ig:ty g:iltne;cs:’isation S AUEBUTUTT
g Waiting Time
The patient is confirmed to have urgent denture needs
due to:
¢ No existing denture and missing maxillary
anterior teeth
D Hrgent Denture e Existing maxillary denture that is displaced 9 months
eeds . )
whilst speaking
¢ No existing maxillary denture with social
impairment, or where lack of denture will
result in damage to supporting structures
e Three or more teeth present with carious
lesions
High Treatment e Periodontal Screening & Recording Code 3 or
E Needs greater 12 months
e All other denture needs not included in Code
D
F Low Treatment o All other assessed treatment needs 24 months
Needs
2.3.4 Child General Dental Treatment Waiting List Codes
Priority | Clinical . Reco_mmended
Code Categorisation Sl Ma>_<|_mum_
Waiting Time
) Situations where failure to provide dental treatment
A Confirmed would delay the commencement or progress of urgent 2 weeks
Medical Priority | megical treatment.
e Special need patients who have extensive
treatment needs
Urgent e Dental anomalies are present that require
B Treatment management 3 months
Needs e Dental anomalies are present in the permanent
dentition
High Treatment e Carious lesions and/or periodontal disease are 6 months
C Needs present
Low Treatment o All other assessed treatment needs
D Needs 12 months
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3 SPECIALIST / SPECIALISED ORAL HEALTH SERVICES

LHD/SN’s may operate specialist and/or specialised child and adult services that are prioritised according
to the tables below. Specialist and specialised services are those identified in the Oral Health Specialist
Referral Protocols Policy Directive (PD2011_071). The clinical priority categories in the tables below

align with the Australian National definitions for elective surgery urgency categories.

It is recognised that there may be slight variation in the waiting times for different specialties based on

clinical staging.

3.1 Specialist/Specialised Dental Referral Waiting List Codes

Recommended
Priority | Definition Maximum Waiting
Time
1 Assessment clinically indicated within 7 days 7 days
2 Assessment clinically indicated within 30 days 30 days
3 Assessment clinically indicated within 90 days 90 days
4 Assessment clinically indicated within 365 days 365 days
3.2 Specialist/Specialised Dental Treatment Waiting List Codes
Recommended
Priority | Definition Maximum Waiting
Time
X Procedures clinically indicated within 30 days 30 days
Y Procedures clinically indicated within 90 days 90 days
Z Procedures clinically indicated within 365 days 365 days

4  MANAGED CARE PROGRAMS

Managed care programs seek to improve health outcomes for particular patient groups. Adults and children
who receive care under managed care programs may be placed on a recall list. Recall lists are only for
patients that need review of a specific clinical need within a defined timeframe.

It is recommended that patients who require recall are allocated only by dental practitioners following a
course of care, consultation or referral/review.

Local guidelines should be established to ensure a structured approach to managed care.
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5 ADMINISTRATIVE PROCESSES

5.1 Movement of Patients between Local Health Districts

When a patient moves to a locality serviced by another LHD/SN:

e The previous LHD/SN oral health service must advise the receiving service of the patient’s current
waiting list status, if requested; and

o The transferred waiting list status must include the original listing date to avoid disadvantaging the
patient.

Due to funding and reporting arrangements, oral health care will normally be provided by the LHD/SN in
which a patient lives. However, LHD/SN’s may have inter-district arrangements that allow for patients to
receive care in a bordering district to facilitate accessibility to an appropriate service.

5.2 Management and Auditing Of Waiting Lists

Managing waiting lists is a key priority for the Government and NSW Health. LHD/SN’s should have
appropriate staff training programs, protocols and processes in place to ensure a high standard of data
quality is maintained within oral health information systems.

Waiting list monitoring should be undertaken on a regular basis (at least monthly).
Measures should be put in place to ensure that documentation provides a clear audit trail that can identify:
¢ Any changes made to a patient’s wait list status and type
o Patients who have completed their treatment and should be removed from the waiting list
e Duplicate list entries
e Whether waiting times are within timeframe

Any one patient should only be waiting on one type of treatment waiting list (the highest priority that they
meet the clinical criteria for) at any point in time.

297(13/07/17)



MOH.9999.0815.0232

4. DENTAL CARE 4.79

5.3 Missed or Cancelled Appointments.

Type of Non- L
Attendance Definition
5. A patient has failed to attend a scheduled appointment when they:
i' l(::'ll'l,l:\;e to Attend a) do not arrive prior to the appointment time; or
' b) do not ring to cancel the appointment (Refer to UTA)
A patient or carer has notified the service prior to the appointment time

b Unable to Attend that the patient will not be able to attend for the appointment. The
7. (UTA) patient’s reason for nonattendance should be documented.
9. Dental

Organisation 11. The oral health service cancels or reschedules an appointment. An

Cancelled apology and explanation should be given to the patient in these

Appointment circumstances.
10. (DOC)

Local processes should be implemented to minimise/manage non-attendance.

Patients must be fully informed that a requirement for ongoing care is to inform the oral health
service if they are unable to attend their scheduled appointment.

A patient who has two (2) FTA appointments during a course of care may have their course of care
discontinued. The LHD/SN should exercise discretion on a case by case basis to avoid
disadvantaging patients in cases of a genuine hardship, misunderstanding and other unavoidable
circumstances.

LHD/SN’s should have an active strategy to identify and assist vulnerable persons who regularly
fail to attend (FTA) appointments without adequate prior notification, for example people with a
mental illness, the frail and aged, and people experiencing homelessness.

When the patient contacts the oral health contact centre after an FTA they may be required to re-
register their oral health needs via a POHP triage. Local LHD/SN policies regarding patients who
FTA their appointments should be complied with.
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SMOKING CESSATION BRIEF INTERVENTION IN ORAL HEALTH
SETTINGS (PD2021_016)

PD2021 016 rescinds PD2021 014 and PD2015 030

POLICY STATEMENT

Tobacco smoking is a leading cause of preventable chronic disease, including periodontitis and oral
pharyngeal cancer, and premature death in Australia. Tobacco use is more prevalent in disadvantaged
groups who are served in public oral health settings. Dental practitioners and dental assistants in NSW
public oral health settings can play a pivotal role in engaging with patients and supporting them to modify
their risk practices. Dental practitioners must consider providing brief advice and support to patients,
through smoking cessation brief interventions as appropriate to the clinical situation.

SUMMARY OF POLICY REQUIREMENTS

Dental practitioners and dental assistants are expected to be appropriately trained in delivering smoking
cessation brief interventions. Mandatory training is available via My Health Learning.

All patients aged 14 years and over are to have their use of tobacco or other similar substances assessed and
recorded in the oral health record, unless doing so would be clinically inappropriate.

Where the setting is appropriate, all patients who smoke are to be approached in a nonjudgmental way
about their smoking and be provided advice to quit. Dental practitioners must record the smoking cessation
advice offered in the patient’s oral health record.

Consenting patients are to be offered a referral to a smoking cessation support service. Oral health
executives must ensure that supporting resources are available. Local health districts and the Ministry of
Health are to monitor local smoking cessation brief intervention activities.

Go to https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=pd2021 016 to view the Smoking
Cessation Brief Intervention in Oral Health Settings Policy and Procedures.
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ORAL HEALTH: CLEANING, DISINFECTING AND STERILISING (PD2013_024)
PD2013_024 rescinds GL2005_037.

The purpose of this policy directive is to provide minimum standards for cleaning, disinfecting and
sterilizing in oral health care settings for the maintenance of a safe and healthy environment for patients,
visitors and staff. This policy must be read in conjunction with NSW Health Infection Control Policy
PD2007_036 and Hand Hygiene Policy PD2010_058.

MANDATORY REQUIREMENTS

NSW Health is committed to ensuring health and safety for patients in the oral health care setting and

providing a healthy working environment for all oral health employees. This includes adopting and

maintaining infection prevention processes that minimise the risk of oral health patients and oral health

providers acquiring a health-care associated or occupational infection. For this to be achieved NSW Local

Health Districts must implement the ‘Oral Health: cleaning, disinfecting and sterilizing standard operating

procedures’, and:

o successfully promote and implement the Oral Health cleaning, disinfecting and sterilizing procedures
through annual auditing processes;

o implement facility wide auditing of oral health practices, which is reported to the Local Health
District Chief Executives; and

. set the example: Chief Executives, Health Service Executives, Directors of Clinical Governance,
Oral Health Managers and Oral Health Clinical Directors implement and sustain infection prevention
practices in all patient care activities.

All health care services and health care workers have a common law duty of care to take all reasonable
steps to safeguard patients, staff and the general public from infection. The Work Health and Safety Act
2011*" (WH&S) prescribe the employer’s duty of care to provide a safe and healthy working environment
for all employees and other persons on their premises.

The WH&S Act also prescribes responsibilities for managers (who manage WH&S within the areas they are
responsible for) and employees (who must cooperate with the employer and not put anyone at risk by their
acts or omissions). There is also a requirement for employers to provide the information, instruction,
training and supervision necessary to ensure the health and safety of employees at work.

IMPLEMENTATION

The policy directive and standard operating procedures are to be used in the public dental services, as well
as providing guidance to private oral health facilities, such as universities, TAFE and private practices. To
implement the policy effectively the following roles and responsibilities are required.

Roles and Responsibilities

NSW Ministry of Health
o Ensure the mandatory requirements and standards of this policy are monitored and acted on
accordingly.

Chief Executives of Local Health District
o Assign responsibility and personnel to implement the cleaning, disinfecting and sterilization
processes identified in Oral Health: cleaning, disinfecting and sterilizing standard operating
procedures.
182(15/08/13)
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Oral Health Clinical Directors and Oral Health Managers

o Provide oral health clinicians, patients and visitors with the means to perform infection control
processes;

. Provide support to oral health line managers to implement and sustain infection control processes in
oral health settings; and

. Manage oral health staff/s who doesn’t comply with the policy, in accordance with NSW Health
policy directives for staff performance management.

1. BACKGROUND

The Oral Health: cleaning, disinfection and sterilizing standard operating procedures’ document has been
developed in accordance with the NSW Health Infection Control Policy*®; Acts and Regulations that define
the registration requirements for Dentists, Dental Therapists, Dental Hygienists, Oral Health Therapists,
Dental Prosthetists and Dental Technicians®?; available scientific evidence; and consultations with key
stakeholders.

The standard operating procedures (SOP) was developed by the Centre for Oral Health Strategy NSW and
State Oral Health Executive through a working group consisting of representatives from Department of
Health, Local Health Districts and Infection Control Experts. The SOP was reviewed by the NSW Health
Healthcare Associated Infections (HAI) Expert Advisory Group and the Clinical Excellence Commission
for accuracy.

In this standard the term:

Must — indicates a mandatory action required that must be complied with.

Should - indicates a recommendation action that should be followed unless there are sound reasons for
taking a different course of action.

The SOP is to be read in conjunction with the following NSW Health policies and programs:
Environmental Cleaning?

Hand Hygiene?2

Hand Hygiene In Out Patient Care?

HIV, Hepatitis B and Hepatitis C — Management of Health Care Workers Potentially Exposed?*
HIV, Hepatitis B or Hepatitis C — Health Care Workers Infected®

Incident Management?®

Infection Control Management of Reportable Incidents?’

Infection Control Policy?®

Infection Control Policy: Animals as Patients in Health Organisations?®

Infection Control Policy: Prevention & Management of Multi-Resistant Organisms (MRQ)*°
Infection Control Program Quality Monitoring®!
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. Lookback Policy??

o Occupational Assessment, Screening & Vaccination Against Specified Infection Diseases®

o Sharps Injuries — Prevention in the NSW Public Health System3*

o Waste Management Guidelines for Health Care Facilities®®

. Work Health and Safety: Better Practice Procedures®

2. GOAL

The goal of this standard operating procedure document is to identify processes that aim to provide a safe
clinical environment that protects the health and wellbeing of all patients who access public dental services
and all dental staff.

3.
Anti-reflux valve

Cleaning

Clinical Area

Clinical Waste

Decontamination

Disinfection

KEY DEFINITIONS

is a valve that only allows liquid to flow one direction. Previously known as

Anti-retraction value.

is the physical removal of soil and organic matter from surfaces and other

objects using a detergent and water. Cleaning reduces the numbers of
microbes on surfaces and prevents multiplication with the production of
many organisms by removing organic matter. A clean dry surface is
generally hostile to the reproduction of microorganisms.®

is an area that is made of one or more collocated dental surgeries.

is waste which has the potential to cause sharps injury, infection or offence.

When packaged and disposed of appropriately there is virtually no public
health significance. Clinical waste contains the following types of waste:

sharps;

human tissue (excluding hair, teeth and nails);

bulk body fluids and blood;

visibly blood stained body fluids and visibly blood stained disposable
material

and equipment;

laboratory specimens and cultures;

animal tissues, carcasses or other waste arising from laboratory
investigation or for medical or veterinary research®®,

is a process that renders equipment, or environmental surfaces safe to handle

by cleaning and disinfection or sterilization (PD2007_036).

means the destruction of pathogenic and other kinds of micro-organisms by

thermal or chemical means. Disinfection is less lethal than sterilization,
because it destroys the majority of recognised pathogenic micro-organisms,
but not necessarily all microbial forms (eg bacterial spores). Disinfection
does not ensure the degree of safety associated with sterilization processes.
(PD2007_036 page iv).
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Four-handed dentistry is the cooperative action of the treating clinician and assistant to significantly
enhance overall productivity, efficiency and effectiveness.

NSW Health Services  consists of staff employed in all Local Health Districts, all statutory health
corporations, the Ambulance Service of NSW, Institute of Medical Education
and Training, Health Technology, Health Support and any declared affiliated
health organisations.

Operating Area is the area set aside as the primary working area includes patient’s mouth,
bracket table and dental assistant’s kit.

Patient includes (but is not limited to) a person who is accessing medical or health
services or who is undergoing any medical or health procedure.

Sharp is any object capable of inflicting a penetrating injury, which may or may not
be contaminated with blood and/or body substances. This includes needles
and any other sharp objects or instruments designed to perform
penetrating procedures (PD2007_036 page V).

Sterile is free from all living micro-organisms, usually described
as a probability (eg the probability of a surviving
microorganism being 1 in 1 million) (PD2007_036 page V).

Sterilization is the destruction of all living organisms, including spores (PD2007_036
page v)
Surgery Zones are developed to keep the surgery as clean as possible during the course of

treating patients. The zones are clean, grey and dirty.

Technical Procedures  are those procedures carried out by dental technicians within the dental
laboratory.

4. DENTAL AND CLINICAL PRACTICE
4.1  Surgery Zones

The surgery zones are designated as clean, grey and dirty and are to be identified in the clinical area (refer
to picture below). Clean zones are where no contaminated items enter. The grey zone is centred on the
patient’s mouth and includes the clinician and assistant work surfaces. Dirty zones are where contaminated
instruments are placed to start the cleaning and/or disinfection and/or sterilizing process. Dirty zones are
not in the surgery.

Clean zone

Clean zone

39 Nepean Blue Mountains dental clinic Penrith taken by J Conquest
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4.2  Placement of equipment

Equipment should be positioned as follows:

o primary work surface (grey zone), usually on top of the assistant’s cart and on the bracket table,
where instruments and equipment of direct relevance to the appointment should be placed,;

. when using equipment that cannot be sterilized such as amalgamators and curing lights, barrier film/s
and/or disinfection must be carried out as per manufacturer’s instructions after each patient;

. all other items that are not involved in the procedure such as the clinical record, patient notes,
radiographs, computer key board and mouse must remain in the clean zone. To access these items in
the clean zone gloves must be removed and hand hygiene performed;

. if other items, equipment or consumables are required during the procedure they should be retrieved
by the assistant by:

- using transfer forceps that are cleaned and disinfected between patients, or single use only, and
stored in the clean zone; or
- removing gloves and performing hand hygiene before and after retrieving equipment.

Exemptions may occur depending on the design of the dental unit as some equipment may be attached to
the unit, such as the curing light and would therefore remain in the grey zone. This equipment must be
covered with a barrier film to minimize bacterial/microbial load. Decontamination of this equipment must
be carried out as per the manufacturer’s instructions.

4.3 Dental practice processes

Clinicians and assistants should be trained in four handed dentistry techniques to improve safety and
performance as it is considered to be the ideal way to deliver of care*° 4*

4.3.1 Pre-plan, pre-set, pre-dispense, reprocessing, dispense

All instruments should be set up and materials dispensed prior to treatment commencing and remain in
their sterile pack until the patient is seated in the dental chair. This reduces the need to enter drawers or
cupboards during an appointment.

Adherence to the following guidelines is recommended:

o all materials should be pre-dispensed, where appropriate. (Some volatile materials deteriorate
quickly in air, so should be prepared for dispensing, but not dispensed.);

. hand hygiene must be performed immediately prior to the procedure commencing and after finishing
(refer to 5 moments for hand hygiene+), and appropriate personal protective equipment shall be
used. Please refer to NSW Health Hand Hygiene*® and Infection Control Policy — Standard &
Additional Precautions for personal protective equipment (PPE) requirements;

o materials that require hand mixing should be mixed on a single sheet of non-porous clean paper; and

. a bib, tray or paper towel should be used to define the work surface. Pre-set/pre-dispensed items
should be placed on the primary work surface.

182(15/08/13)

40 paul (1980) ‘A Manual of Four Handed Dentistry’

1 Robinson and McLaughin (1996) ‘Annals Royal Australasian College of Dental Surgeons’
“2 http://www.hha.org.au/home.aspx

“3 http://www.health.nsw.gov.au/policies/pd/2010/PD2010_058.html
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4.4  Methods of Limiting Contamination

4.4.1 Dental dam

The use of dental dam is an effective measure in confining and limiting contamination.
Silicone dams must be used for patients who have a known sensitivity or allergy to latex.
4.4.2 Suctioning

Effective suctioning at the tooth site will markedly reduce contamination from aerosol. This is achieved

by:

o using a four-handed technique with a trained dental assistant;

o utilising high speed evacuation suction tips that have a posterior and anterior end. Suction tips must
not be reversed during a procedure. If the other end of the tip is required, a new tip must be used;
and

o disposable single use low speed suction tips may be pre-bent to increase effectiveness.

Cleaning of suction is guided by the manufacturer’s “Instructions for Use’. Detergents and disinfectants
must be registered with the Therapeutic Goods Administration (TGA) and listed on NSW State Contract.

5. DENTAL CLINIC EQUIPMENT
5.1 Chair controls

The chair should be pre-set at the commencement of treatment. Where possible the chair should be foot
controlled allowing adjustment at any time, however if the chair is hand controlled then barrier film must
be used.

The entire chair including the controls located on the back of the head rest or the side of the chair must be
wiped clean with neutral detergent and water and/or detergent wipes at the conclusion of the appointment.
Single use barrier film may be used in addition to this procedure, but must not be used instead of this
procedure.

52 Lights

The patient light should be pre-set at the commencement of treatment. Only the handles of the overhead
light should be touched, and these must be covered with barrier film where light sensor controls are not in
place. The barrier film must be changed between patients. The light and handles must then be wiped clean
with neutral detergent and water at the conclusion of the appointment and between patients (NSW Health
Infection Control Policy).

5.3  Mouth rinsing

Spittoons must not be used. If mouth rinsing is required the mouth can be rinsed with a triplex and high-
speed suction or a funnel connected to the high speed suction. Funnel attachments must be sterilized
between patients or single use only. Following impressions, a two-cup technique may be used by patients
to rinse their mouth. The used cups are to be disposed of into general waste whilst their contents can be
discarded into a designated dirty sink in a utility/disposal room or by suction.

182(15/08/13)
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5.4 Hand Hygiene - Clinical Sinks*

‘Hand washing should be undertaken in dedicated (clean) sinks preferably fitted with non-touch taps (or
done with a non-touch technique) and not in the (contaminated) sinks used for instrument cleaning. If
touch taps are used the taps may be turned on and off with a paper towel” (ADA 2008a).

Hands must not be washed in a sink which is used for processes such as:
o instrument cleaning

disposal of blood, body substances or chemicals

cleaning of impressions and impression bowls

flushing of lines

where bleach or other antiseptic solutions are disposed

5.5 Air, water and suction lines

Air, water and suction lines*®,* must be flushed for a minimum of 2 minutes at the start of the day and for
30 seconds after each patient.*’

55.1 Air

Triplex heads must be wiped clean with neutral detergent and water and covered with a barrier film after
each use.

Triplex tips must be changed after each patient use and sterilized or if disposable these need to be discarded
after each use.

5.5.2 Suction

Suction lines should be non-convoluted with a flat bore and not covered with woven fabric. Suction lines
should be flushed thoroughly with water after each patient and at the end of the day using neutral detergent
or following manufacture’s ‘Instructions for Use’.

5.5.3 Water

All dental equipment which supplies water to the oral cavity is to be fitted with anti-reflux valves. Routine
maintenance of anti-reflux valves is necessary to ensure their effectiveness. Manufacturer’s Instructions
for Use” must be considered to establish an appropriate maintenance routine.

Australian Dental Association Inc. state that “sterile irrigants such as sterile water or sterile saline as a
coolant are required for surgical procedures such as dentoalveolar dental implant placement’.

Water for tooth irrigation during cavity preparation and for ultrasonic scaling should be of no less than
potable standards as identified in the Australian Drinking Water Guidelines 2011.% When treating
immunocompromised patients, it is recommended that water from dental unit waterlines contain less than
200 colony forming units per mL. Bacterial levels can be tested using commercially available test strips or
through commercial microbiology laboratories.*

182(15/08/13)

4 http://www.nhmrc.gov.au/node/30290

“ http://shop.standards.co.nz/scope/ ASNZS4187-2003.scope.scope.pdf
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47 http://www.nhmrc.gov.au/node/30290

“8 National Health and Medical Research Council (2011) National Water Quality Management Strategy : Australian Drinking Water Guidelines 6
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/eh52_aust_drinking_water_guidelines 120323 0.pdf

4 Wirthlin, M.R., Marshall, G.W., Rowland, R.W. (2003) Formation and decontamination of biofilms in dental unti waterlines, J Periodontal 2003
Nov; 74 (11): 1595-609
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5.6 Transportation of Instruments

Where dental care is provided in a location separate to the sterilization, all sterilized instruments and
equipment must be transported in metal or rigid plastic (puncture proof) containers with secure lids to
prevent damage and/or spillage. There are to be separate dedicated containers for sterile and contaminated
instruments/equipment that are clearly labelled and in a different colour to identify its contents.

The labels must be worded “clean’ or ‘dirty’. These containers should be cleaned with neutral detergent
and water and are to be dedicated for this purpose only. All transport equipment shall be maintained in a
clean, dry state, and in good working condition.

Public Dental Services must provide all staff with personal protective equipment to undertake this task.

The motor vehicles used to transport equipment should have adequate means of segregation between
‘clean’ and “dirty’ instruments.

6. DENTAL PROSTHETICS/LABORATORY
6.1 Clinical Area®
6.1.1 Mixing of impressions

For mixing of impressions, a flexible bowl and spatula are used. The flexible bowl and spatula must be
cleaned with neutral detergent and water and dried after use.

6.1.2 Cleaning of Impressions/Prosthesis®!

When taking an impression either single use trays or sterilized metal trays must be used. All impressions
must be rinsed clean with neutral detergent and running water to remove all debris. A neutral detergent
must be used according to the manufacturer’s instructions for the cleaning of impressions and dental
prostheses. This process must occur prior to transportation from the clinical area. If a designated sink is
not available in the clinical area an alternative location must be provided.

Public Dental Services must consider the DOHA guideline statement; ‘Although the efficacy of disinfection
of dental materials is still undetermined, standard precautions must be applied whenever people handle
dental material. The most important step is the thorough cleaning of material that has contacted oral
tissue (e.g. impressions). Thorough rinsing with tepid running water, followed by the application of a
neutral detergent and further rinsing, should continue until all visible contamination is removed’®.

6.1.3 Transportation of Dental Prosthesis Impressions
Transportation to the laboratory of any items is to be placed in a designated container with a lid or single
use sealable plastic bag. Such containers and lids or bags must be single use or cleaned and

decontaminated before and after use. The container/s or bag/s must be marked identifying the disinfecting
procedure for the impression or dental prostheses that has been undertaken.
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6.1.4 Polishing

For all items and appliances it is recommended that:

o fresh pumice must be used to polish each patient’s dental prostheses and must be discarded after use;

. the pumice tray must be cleaned after each use;*

o denture polishing brushes and denture mops should be cleaned as per the manufacturer’s
“Instructions for Use’, and

. detergents and disinfectants must be registered with the Therapeutic Goods Administration (TGA)
and listed on NSW State Contract.

6.1.5 Minor Adjustments

Where possible, denture adjustments are to be done in the laboratory. Dentures and dental prostheses are to
be cleaned with a neutral detergent and water before extra oral adjustments.>* Minor adjustments may be
performed at the chair side in the surgery over a bin. Reusable burs used for adjustments must be cleaned
and sterilised after use in accordance with manufacture’s “Instructions for Use’. Single use burs must be
discarded at the chair-side in the sharps container.

6.1.6 Return to the Clinic®

Dental prostheses and appliances must be cleaned with neutral detergent and water before leaving the
laboratory for patient areas.

Items must be transferred in sealed containers or in single use sealable plastic bags with appropriate
identification. If disposable containers are not used and reusable containers are used, they must be cleaned
between uses.

6.2 Radiographs

Between patients the head of the x-ray tube must be wiped down with neutral detergent and water after
each use. Single use barriers must be used on parts that come into contact with non-intact skin or mucous
membrane. All parts including lead aprons must be thoroughly cleaned with neutral detergent and water
after each use and stored dry.5®

Radiographic films should be covered by single use barrier envelopes or be single use films, which are
wiped over with neutral detergent prior to processing.®’

6.3 Extra-Oral Radiological Equipment

Single use barrier film must be used for extra-oral radiological equipment,® such as bite piece for OPG,
chin rests, head frames, cephalostat earpieces and extra-oral cassettes and are to be thoroughly cleaned with
neutral detergent and water after each use.

6.4  Use of Covers or Sheaths on Radiological Equipment

Single use barrier film designed to protect the equipment must be disposed of between patients. Barrier
film use does not negate the need to clean the equipment after each patient.>® Manufacture’s ‘Instructions
for Use” must be followed.
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GROWTH ASSESSMENT AND DIETARY ADVICE IN PUBLIC ORAL HEALTH
SERVICES (GL2019_001)

PURPOSE

This document introduces routine measurement of height and weight of patients in public oral health
services, as part of addressing the NSW Premier's priority on Tackling Childhood Obesity to reduce
childhood overweight and obesity by 5% by 2025.

This document complements the NSW Health Guideline Growth Assessment in Children and Weight Status
Assessment in Adults (GL2017_021). It provides specific directions on the implementation of growth
assessment and dietary advice for children in public oral health services.

KEY PRINCIPLES

A strategic direction under the NSW Premier’s priority on Tackling Childhood Obesity is the routine
collection of height and weight across NSW Health Services. Routine weight status assessment and
management by public oral health services, including the provision of brief advice and referral pathways to
healthy lifestyle programs, is important for inter-professional collaboration to address the issue of
childhood obesity.

This Guideline provides the recommended approach for public oral health services to implement routine
growth assessment and advice into clinical care. This includes:
o Professional development for staff (Section 2);
e Processes for growth and dietary assessments (Section 3);
e Provision of brief intervention for children above a healthy weight (Section 4.1);
e Provision of dietary and physical activity advice to address both oral health and obesity risk
(Section 4.2), and;
o Referral pathways and processes for children identified as being outside of a healthy weight
status (Section 5).

Successful implementation of this Guideline will require oral health service to establish partnerships with
other key health services in their Local Health District, such as Health Promotion, to obtain additional
support for staff and patients.

USE OF THE GUIDELINE

Public oral health staff should be aware of the recommended professional development (Section 2), and
the processes for:

e Measuring and recording height and weight of patients (Section 3);

e Providing an appropriate brief intervention (Section 4); and

e Providing referrals to other health services (Section 5).

Public oral health service managers and clinical directors should support staff in completing
recommended professional development, and in the implementation of the measurement of height and
weight, brief interventions, and referrals as part of standard clinical practice.

The Growth Assessment and Dietary Advice in Public Oral Health Services guideline can be
downloaded from: https://www1.health.nsw.qgov.au/pds/Pages/doc.aspx?dn=GL2019 001
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TELEDENTISTRY (GL2020_019)

GUIDELINE SUMMARY

This Guideline provides a framework for the use of teledentistry-enabled models of care by NSW
Health Districts. Specifically, this Guideline is designed to provide information for live patient —
provider teledentistry interactions and store-and-forward episodes and to establish standard item
codes for teledentistry services.

KEY PRINCIPLES

» Provide a framework for teledentistry utilisation in NSW public dental services for:
0 Live patient and provider teledentistry services
o Store and forward teledentistry services

= Establish standard item codes for teledentistry services

= Establish a consistent approach to recording and reporting of teledentistry episodes

USE OF THE GUIDELINE

This Guideline is intended for use by NSW Health public dental and medical organisations which

provide teledentistry services.

= Support public dental services to use teledentistry to improve access to oral healthcare

= Clinicians should follow these guidelines when providing teledentistry-enabled services

= Standardise the use of item codes for recording teledentistry utilisation

= Dental clinicians should use the described, standard teledentistry item codes when providing
treatment

= Teledentistry services should be monitored, evaluated and improved

The Teledentistry guideline can be downloaded from:
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL.2020 019
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EMERGENCY DEPARTMENT PATIENTS AWAITING CARE (PD2018_010)
PD2018 010 rescinds PD2010_075.

PURPOSE

The purpose of this Policy is to outline the mandatory requirements and procedures for emergency
department (ED) staff for patients, their families and carers immediately following the triage process and
while awaiting the commencement of clinical care and medical assessment in the ED.

Although this Policy seeks to provide guidance on the clinical safety and care of patients while they are
waiting; of equal importance is the outcome of patient satisfaction related to the waiting environment.
Factors identified by patients, families and carers related to poorer waiting experience include lack of
communication in general whilst waiting, uncertainty about waiting times and lack of information about the
functions of the ED. Communication and early symptom management have been identified as key
measures to prevent patients from leaving without being seen following triagel; which is an important
monitoring measure of quality in the ED environment. Medical, nursing, clerical, allied health and other
ED support staff all have a role in ensuring clear communication for patients and their families.

This Policy does not seek to outline the triage process — please refer to NSW Health policy PD2013_047
Triage of Patients in NSW Emergency Departments for information on triage in NSW.

MANDATORY REQUIREMENTS

All NSW Public Health Organisations must ensure that local processes are in place which comply with this

Policy and support the mandatory requirements detailed here:

e This Policy applies to all adult and paediatric patients, following triage in the ED waiting for clinical
care to commence and/or medical assessment, regardless of their location.

e In addition to the parameters of this Policy; people brought to the ED involuntarily for the purpose of
initial health assessment, care and treatment, will be cared for in accordance with the relevant
legislative framework for example The Mental Health Act 2007 (NSW) or the Crimes (Administration
of Sentences) Act 1999.

e Undifferentiated patients can be at risk of deterioration — for those located in the waiting room, lack of
supervision adds to this risk. Ensuring the safety of patients in the waiting room is the responsibility of
the senior medical and nursing staff in charge of the shift.

e The ED waiting room should be a pleasant, safe environment where patients, families and carers can be
comfortable. When designing or redesigning ED waiting rooms, emphasis should be on ensuring that
adequate signage, a culturally appropriate setting and access to toilets and refreshments are
accommodated.

e Regular communication with waiting patients is essential, particularly in relation to ED processes and
waiting times. Communication should be via a range of methods that accounts for the patient and
family/carer’s understanding of information and any cultural, language, social or disability
requirements that are identified.

e Patients waiting for clinical care to commence and those accompanying them may become frustrated,
particularly in the absence of regular communication. Local practices that focus on taking action to
recognise and respond to escalating behaviour are safer, for both patients and staff, than those that rely
solely on managing behaviour that has already become aggressive or violent.

e NSW Health has a zero tolerance policy? to violence and aggression where, as far as reasonably
practicable, action will be taken to prevent and mitigate aggressive behaviour and violence.
Appropriate action will be taken to protect staff, patients and visitors from the effects of such
behaviour, while ensuring clinical services continue to be provided.

298(16/03/18)

1 Ibanez, G. Guerin L. Simon N. Which improvements could prevent the departure of left-without-being-seen patients? Emerg Med J
2011, 28: 945-947

2 NSW Health Policy 2015 Preventing and Managing Violence in the NSW Health Workplace - A Zero Tolerance Approach (available
at http://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2015_001 )


http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_047.html
http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_047.html
http://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2015_001
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¢ Clinical care of waiting patients may commence according to locally endorsed and statewide clinical
pathways whilst the patient is in the waiting room or other area of ED awaiting medical assessment.
Regular reassessment of the patient’s clinical condition should occur, particularly if the waiting time
exceeds the allotted triage category maximum waiting time. Documentation of all assessments and
clinical care commenced must be entered into the patient’s health care record.

e During triage and any interaction with ED staff, patients and families/carers should be encouraged to
speak up if they feel their condition is deteriorating whilst waiting for examination, this is especially
true in departments where constant patient observation is not possible in the waiting room. Where a
patient’s deterioration in condition has been detected by ED staff, established local clinical emergency
response system processes should be followed.

e ED clinicians retain responsibility for the overall clinical management of patients transported to ED via
Ambulance; this occurs as soon as the patient enters the ED. In recognition of occasions of Transfer of
Care delays between Ambulance and ED staff, this Policy outlines a shared care responsibility for the
care of patients.

e Local processes should be in place to monitor numbers of patients who ‘Did not Wait’ for treatment
following triage, including rates for Aboriginal and non-Aboriginal patients. Strategies to address
issues identified should be implemented and evaluated.

IMPLEMENTATION

Local Health District Chief Executives are responsible for:

i Assigning responsibility, personnel and resources to implement this policy.

ii. Establishing mechanisms to ensure that the Mandatory Requirements are applied, achieved and
sustained as usual processes for patients awaiting care. This should include nomination of an
executive sponsor to support staff responsible for implementation of this policy.

iii. Ensuring that any local policy reflects the requirements of this policy and is written in consultation
with hospital executive, Clinical Governance Unit, ED senior management, and clinical staff.

Emergency Department Patients Awaiting Care Procedures

1. BACKGROUND
1.1 About this document

This Procedure document supports and further explains the mandatory requirements of the Emergency
Department Patients Awaiting Care policy statement through the following components:

e The waiting room environment; including safety.

e Procedure for managing waiting patients; including communication, assessment and escalation of
care.

e Guidance on patients who arrive with other services staff such as NSW Police, NSW Ambulance
and custodial officers.

e Patients who decide not to wait for treatment.

This procedure applies to all patients, following triage in the emergency department (ED) awaiting clinical
care to commence and/or medical assessment, regardless of their location.

298(16/03/18)
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Key definitions

Key Definitions are only included in this section where there may be multiple uses for terminology used
and so detailed here to provide clarification on the use in this document.

Absconding For the purposes of this document, an absconding patient refers to an involuntary patient

Patient detained under the Mental Health Act 2007 or the Mental Health Forensic Provisions Act,
who leaves an Emergency Department, without permission, or a voluntary patient who
leaves an Emergency Department who is considered at risk.

Did Not Wait Refers to a patient who decides not to wait for clinical care to commence or medical
assessment following triage in the emergency department

Medical For the purposes of this document, medical assessment also indicates assessment by a
assessment Nurse Practitioner

Transfer of Transfer of Care is defined as the transfer of accountability and responsibility for a patient
Care from an ambulance paramedic to an emergency department clinician. Transfer of Care is

deemed complete when clinical handover has occurred, the patient has been offloaded from
the ambulance stretcher and the care of the paramedics is no longer required.

2. THE WAITING ROOM ENVIRONMENT

2.1 Waiting room design

Waiting rooms are areas specifically for patients, families and carers before and after clinical care. Waiting
rooms that are not comfortable have been demonstrated to play a key role in patients leaving the ED before
treatment®, In light of this, specific attention should be given to the design of the waiting room including
making modifications and improvements. Waiting areas should not be cluttered with posters and
unnecessary signs as this creates confusion for those visiting the ED.

The waiting room should be well lit with access to natural light if possible.

If able to be accommodated; EDs and waiting rooms should be designed with unobstructed views of the
entrances and exits. An open plan design allows staff to visually monitor the movements within and outside
the waiting room as well as changes in patients’ conditions. Similarly waiting room and triage staff should
be visible to patients and relatives in the waiting room, which then allows patients to interact with staff
when they have concerns and updates. An open visual environment allows staff to quickly assess the
waiting area at any given time. Reception and triage areas should have convex mirrors or CCTV in place to
ensure reception and triage staff can see all parts of the waiting room.

The use of different coloured seating or different areas of seating as a visual cue indicating where the
patient is in the triage process may be used. Chairs should be comfortable, easy to clean and robust.
Consideration should be given to multimedia activities that can provide some distraction in the waiting
room including the use of televisions and videos. Consideration should also be given to provision of a
mobile device charging station.

For further guidance on waiting room design and NSW requirements please see Chapter 15 of Protecting
People and Property: NSW Health Policy and Standards for Security Risk Management in NSW Health
Agencies. Additionally, information is available in the Australasian Health Facility Guidelines —
Emergency Unit document.

298(16/03/18)

3 Ibanez, G. Guerin L. Simon N. Which improvements could prevent the departure of left-without-being-seen patients? Emerg Med J
2011, 28: 945-947


http://www.health.nsw.gov.au/policies/manuals/Documents/prot-people-prop.pdf
http://www.health.nsw.gov.au/policies/manuals/Documents/prot-people-prop.pdf
http://www.health.nsw.gov.au/policies/manuals/Documents/prot-people-prop.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0300_6_0.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0300_6_0.pdf
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2.1.1 Wayfinding

Clearly visible wayfinding solutions directing patients, families and carers to the various areas within the
ED must be used. Wayfinding plays a major role in the coordination of safety, process and patient flow in
the ED*.

Wayfinding solutions should be in culturally specific languages of the cultural groups that predominately
access the hospital’s services. It should include the use of universal pictorial symbols and also consider the
use of braille symbols.

2.1.2  Access to toilets and refreshments

EDs should make provision for adequate access to toilets and refreshments within or in close proximity to
the ED. Facilities for people with a disability, parents with babies and young children should also be
factored into the design and location of the toilets and refreshments. Larger EDs should consider access to
cafes and vending machines thereby providing 24 hour access to refreshments. Smaller EDs may have
access to vending machines or other means of providing refreshments.

The NSW Health Framework ‘Healthy food and drink in NSW Health facilities for staff and visitors’
provides best practice guidelines to increase the availability of healthy options to make the healthy choice
an easy choice for our staff and visitors. It provides guidance on appropriate options in vending machines
(e.g. no sugary drinks and including everyday snacks such as dried fruit or lightly salted nuts).

The positioning of both toilets and refreshments is important and the design should not impede the flow
and movement within the waiting room.

2.1.3 Considerations for Aboriginal patients

Section 4.1 acknowledges the higher rates of Aboriginal patients who choose not to wait for treatment in
ED when compared to non-Aboriginal patients. An important contributor to this issue is Aboriginal patients
feeling safe to stay and wait. The use of local Aboriginal art in ED waiting rooms can provide links to
culture and community; advice should be sought on appropriate art from the local Aboriginal community.
If available in the hospital, relatives may access the designated Aboriginal waiting room for families and
carers. If no room exists, a culturally appropriate space within the local hospital should be identified.

Patients identifying® as Aboriginal people should be provided with information regarding access to
Aboriginal Health Workers that may be available. Access to any of these services may include referral
pathways for patients that present out of business hours.

2.1.4 Cultural and age appropriate considerations

EDs should seek to cater for all community specific needs; this will be based on the demographic of the
local population and will include information in languages other than English that relate to the local
community’s needs.

Ideally there should be a dedicated waiting area for children that is easily observable by staff, and where
possible with age appropriate play equipment. Where there is not a separate waiting area, there should be
processes in place that, where possible, children can be fast tracked out of the waiting room area. Art that
specifically caters to the engagement of children should be considered.

298(16/03/18)

4 NSW Health publication 2008 Practical steps to improving Emergency Department signage (available at
http://internal.health.nsw.gov.au/pubs/2008/pdf/ed._signage.pdf )

5 NSW Health policy PD2012_042 Aboriginal and Torres Strait Islander Origin - Recording of Information of Patients and Clients
(available at http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2012_042.pdf )



http://www.health.nsw.gov.au/heal/Pages/healthy-food-framework.aspx
http://internal.health.nsw.gov.au/pubs/2008/pdf/ed_signage.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2012_042.pdf
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2.2 Waiting room personal safety

2.2.1 Organisational safety factors

Procedures to identify and manage risks in the clinical environment must be developed and implemented,
in consultation with staff and other duty holders. For more information see NSW Health Protecting People
and Property - Policy and Standards for Security Risk Management in NSW Health Agencies.

The occurrence of an incident of aggressive behaviour is to be reported and reviewed with the required
timeline in accordance with the PD2014 004 Incident Management Policy and local management
procedures.

2.2.2  Environmental safety factors
Factors for consideration when assessing potential risks in ED waiting rooms include:

o Areas of first contact should be designed to prevent unauthorised entry and provide security and
protection for staff members, patients and visitors while still allowing good communication.

e Main public entry access doors must be able to be secured and fitted with Closed Circuit Television
(CCTV) cameras and intercom systems for after-hours access and be able to be secured remotely.

e Procedures and physical design/layout must reflect the specific risks identified for that ED
environment, ensuring effective and safe access and egress from the ED.

e Consideration should be given to any objects or furniture that may be used to cause injury. Objects
like this should be fixed appropriately e.g. television screens and brochure stands.

e Consideration should be given to the installation of physical barriers to aggression such as security
screens for triage and clerical staff and must be appropriate to the environment, i.e. provide
protection for staff but not reduce the ability for patients or their carers to clearly communicate
with staff.

e Triage, reception, and interview rooms must include duress alarms, fixed and/or mobile alarms as
appropriate. All staff working in EDs must have and wear a mobile duress alarm.

e Triage, reception and interview rooms must have two doors to allow for appropriate access and exit
and where possible have doors that swing outwards.

e Access to clinical areas from the waiting room must be controlled, e.g. doors are secured by swipe
card access, with entry by permission of clinicians.

When patients presenting to an ED are considered to be at risk, or who have a particular security need,
a risk assessment to identify and address the identified security risks must be undertaken. These
patients may include (but are not limited to):

e victims of sexual assault®

e victims of domestic violence’

e patients affected by the use of drugs or alcohol

e patients with mental illness or mental disorder

e patients in custody

e patients who are confused or cognitively impaired

e patients with developmental disability

e children at risk of harm?, 298(16/03/18)

6 NSW Health Policy PD 2005_607 Sexual Assault Services Policy and Procedure Manual (Adults) (available at
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2005_607.pdf )

7 NSW Health Policy PD2006_084 - Identifying and Responding to Domestic Violence, Section 12.1 Emergency Departments
(available at http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2006_084.pdf )



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://www0.health.nsw.gov.au/policies/pd/2014/PD2014_004.html
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2005_607.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2006_084.pdf
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2.2.3 Response to escalation

Where patients, or their carers/guardians, present a known risk to the health and safety of staff or others, a
patient alert (or file flag) should be added to the health care record. Where a patient alert is added there
must be an up to date management plan documented in the health care record to ensure those staff
managing the presenting individual can do so in a safe and appropriate manner. Information on current
individuals with patient alerts must be highlighted during clinical handover.

Staff should use de-escalation techniques to prevent and address escalating behaviour. Where de-escalation
is not successful or a staff member continues to feel unsafe, the following actions should occur:

o Use of personal space and environmental awareness to keep safe.

e Calling for back up from colleagues, including from more senior staff.
e Activating duress alarms to alert the duress (code black) response.

e Scanning the environment for dangerous items.

e |dentifying exits.

e Activating the process for calling the police where a matter involves a weapon or continues to
escalate.

Where a duress alarm is activated summoning the organised response, the duress response team must be
multi-disciplinary and led by clinicians with assistance by security staff if necessary. Security staff should
act under the direction of the lead clinician and undertake actions consistent with the scope of their role.

2.2.4 Education and Training

Staff working in or moving through ED waiting rooms must maintain awareness of personal safety at all
times. All staff are responsible for engendering a workplace health and safety culture. Staff working within
the ED setting are to be provided with training, consistent with the standards set out in PD2017 043
Violence Prevention and Management Training Framework for NSW Health Organisations, to ensure they
are equipped to de-escalate or manage violent/aggressive behaviour. This training must include team based
training.

3 CARING FOR WAITING PATIENTS

3.1 Customer Service Approach for frontline ED staff

Frontline ED staff includes reception, triage, nursing, medical, porters and allied health staff who interact
with patients at all stages of their journey. These staff are often the first contact patients and their
families/carers will have with the health system and hospital; a specific focus on patient experience,
customer service and welcoming, caring communication is an important part of their role.

Education resources such as online learning, videos and locally delivered resources which allow for
simulation training should be provided (at state and local level) and will support the maintenance of a high
standard of interaction with all patients by staff.

Utilising a customer service approach in ED reception areas will also assist in minimising common issues
in ED such as patients who “Did Not Wait” for treatment, escalating behaviour and patient dissatisfaction
with their ED experience. Review of these types of incidents in NSW EDs is often traced back to unclear or
perceived uncaring interactions with staff at the beginning of the patient’s journey.

Local investment in real time opportunities for patients, families and carers to provide feedback on their
ED experience should be considered. 298(16/03/18)

8 NSW Health Policy PD2013_007_Child Wellbeing and Child Protection Policies and Procedures for NSW Health (available at
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2013 007.pdf



http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2017_043.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2017_043.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2013_007.pdf
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3.2 Communication with waiting patients and families/carers

Patients and families/carers should have access to information outlining the ED process, including
information brochures and/or audio visual information. Communication should be via a range of methods
that accounts for the patient and family/carer’s understanding of information and any cultural, language,
social or disability requirements that are identified®.

Patients from culturally and linguistically diverse backgrounds and patients with a disability should be
provided with specific information regarding their ED stay including access to Social Workers and
interpreters.

Patients and families/carers should be provided with regular, ongoing communication regarding changes to
waiting times and their management. In many cultures, family members have a specific role or
responsibility to carry out on behalf of the family member in the ED and these needs should be understood
and accommodated where possible by ED staff. Patients may be informed of alternatives to ED care for
their condition for example, general practitioner and medical centres if clinically appropriate.

Patients must be encouraged to speak with the triage/waiting room nurse prior to leaving the ED prior to
medical assessment.

All communication should be documented in the patients’ health care record.

3.3 Assessment of waiting patients following triage

Clinical care may commence whilst the patient is in the waiting room. Patients may be identified by the
triage nurse as appropriate for initiation of care according to locally endorsed and statewide clinical
pathways.

Regular reassessment of patients should occur, particularly if they wait longer than the allotted triage
category time. This may include regular visual observation and haemodynamic observations where
appropriate.

Documentation of the initiation of care and patient assessment must be completed in the patient health care
record.

ED processes should facilitate early contact with senior medical and nursing decision makers to ensure that
relevant tests are ordered and treatment commenced as soon as possible after arrival.

The waiting room nurse or Clinical Initiatives Nurse (CIN) (where these roles exist) should be responsible
for the regular reassessment and initiation of care of waiting room patients. The CIN may function under
the direction of the triage nurse or according to local policies. Where there is no CIN or waiting room
nurse, local processes must be in place to ensure safety of patients in the waiting room.

High risk patients should be positioned in a highly visual area of the waiting room and moved to an
appropriate clinical area as soon as possible. This may include patients at risk of harm to themselves/others
or at risk of absconding. Vulnerable patients including children or elderly patients or those unable to self
advocate in the waiting environment must to be allocated to an area of the ED where appropriate
supervision by ED staff is available.

Staff should be trained on how to identify patients at risk of highly contagious infectious diseases and to
quickly isolate patients and/or provide masks and other personal protective equipment to prevent the spread
of disease.

298(16/03/18)

9 NSW Health Policy PD2017_001 Responding to Needs of People with Disability During Hospitalisation (available at
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2017_001.pdf )
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3.4 Escalation of care for waiting patients

Recognition of a patient’s deterioration may occur through patients, families, carers and ED staff who
assess the patient following triage.
Deterioration in condition may be recognised through:

e Physiological abnormality including falling or trending “outside of the flags’ on the standard
patient observation chart.

e New or progressive clinical symptoms that require more urgent medical review.
e Deterioration in mental state.

e Escalation in behaviour.

o Patient, family or caregiver concern.

Any waiting patient whose condition deteriorates should be managed in accordance with the local clinical
emergency response system processes’® including notification to senior ED clinical staff and
documentation in the health care record.

Patients and families/carers should be informed of how to contact a staff member should they feel that the
patient’s condition is deteriorating whilst waiting for care to commence.

Should a patient or visitor who deteriorates in the waiting room need assistance to a more appropriate
location manual handling must be in accordance with Work Health and Safety safe working practices.

35 Patients arriving with other services staff

3.5.1 Patients who arrive by ambulance

The ED is responsible for the overall clinical management of any patient transported by ambulance as soon
as the patient enters the department**. The following principles apply for these patients:

o Local strategies should be in place to support early offload of ambulances.

e Local systems should be implemented to monitor the number of patients in the ambulance bay to
assist in quality care delivery, safety and patient flow.

e Clinical care should commence in accordance with locally endorsed or statewide clinical pathways
as appropriate.

¢ Following triage, patients suitable to be transferred into the waiting room are to be offloaded and
appropriate clinical handover undertaken.

e Patients remaining on an ambulance stretcher for longer than 30 minutes or who have escalating
care requirements are to be managed according to local clinical emergency response system
processes.

o If adelay in Transfer of Care of the patient between paramedics and ED clinicians occurs, a shared
care responsibility exists for monitoring and communicating changes in the patient’s clinical
condition, between Ambulance and ED staff. The triage nurse should inform the Paramedic of an
appropriate staff member to contact should the patient deteriorate whilst on the stretcher.

10 NSW Health Policy PD2013_049 Recognition and Management of Patients who are

Clinically Deteriorating (available http://www]1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2013 049.pdf')

11 ACEM Statement of Responsibility for Care in Emergency Departments (2012) http://www.acem.org.au/getattachment/1e5b1137-
43b5-4304-af42-de4c00884d01/Statement-on-Responsibility-for-Care-in-Emergency.aspx



http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2013_049.pdf
http://www.acem.org.au/getattachment/1e5b1137-43b5-4304-af42-de4c00884d01/Statement-on-Responsibility-for-Care-in-Emergency.aspx
http://www.acem.org.au/getattachment/1e5b1137-43b5-4304-af42-de4c00884d01/Statement-on-Responsibility-for-Care-in-Emergency.aspx
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e Ajoint risk assessment should be undertaken by ED clinical staff and paramedics for patients with
mental health issues who have been voluntarily brought to the ED but for whom presenting
paramedics have safety concerns.

e All care is to be documented in the patient’s health care record.

3.5.2 Patients who arrive with Police

For people presenting in Police custody or detained under the Mental Health Act/ Mental Health Forensic
Provisions Act, Police are to provide a comprehensive verbal handover to the triage nurse or assessment
clinician. The handover discussion should focus on:

e Facilitating the effective and safe management of the person.
¢ Maintaining the safety of staff, other patients and visitors.

¢ Include a risk assessment of the likelihood of the person’s behaviour escalating to become a safety
issue; particularly once any mechanical restraints are removed and/or police withdraw.

These processes will assist with expediting handover of patients to ED staff from Police at the earliest
opportunity.

Presenting police are to clearly communicate with clinical staff whether to notify police prior to the person
being discharged from the ED. ED staff are to ensure this information is conveyed to staff as part of safe
clinical handover between shifts and upon ward transfers.

People brought to the ED under the Mental Health Act by Police are not to be handed over to NSW Health
security staff only. Security staff should act under the direction of the lead clinician and undertake actions
consistent with the scope of their role.

3.5.3 Patients who arrive with custodial officers

Patients arriving from custody should be assessed and managed in the same manner as other patients. If a
private section of the ED is available, they should wait there with custodial officers. ED staff can contact
Justice Health & Forensic Mental Health Network (JH&FMHN) clinicians if required, especially for those
custodial patients requiring ongoing nursing care on discharge, as many custodial sites do not have 24 hour
nursing care. Patients transferred from an adult correctional or juvenile justice centre will have a letter with
them titled 'Information for Hospital Staff: Healthcare for People in Custody' including contact phone
numbers.

4 PATIENTS WHO DECIDE NOT TO WAIT FOR TREATMENT

The term *“did not wait” (DNW) or equivalent is used to describe patients who leave whilst awaiting
clinical care or medical assessment to commence. These patients have been triaged and may or may not
have had initial nursing assessments and observations as part of the triage process. DNW patients represent
an important subset of the ED patient population in relation to quality of care for both access to and the
process of ED care delivery®.

Signage must be prominently placed in ED waiting areas advising patients to notify the triage staff if they
leave the ED whilst awaiting clinical care to commence or medical assessment.

ED clinical staff should discuss the safety implications of leaving without being medically assessed with
the patient and family/carers. Communication of safety implications should be in line with guidance in
Section 3.1 Communication with waiting patients and families/carers. A senior clinician must be notified of
any concerns about patient’s safety. Documentation of conversations with the patient, family/carers and
senior clinician is to be recorded in the patient’s health care record. 298(16/03/18)
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Notification to a senior ED clinician and documentation should also be undertaken if the triage nurse is
concerned for patients who choose to leave without notifying staff.

Health practitioners should be mindful of their obligations with regard to Section 27 of the Children and
Young Persons (Care and Protection) Act 1998, which requires mandatory reporting by health care workers
where there are reasonable grounds to suspect a child is at risk of significant harm.

Health practitioners should also be mindful of whether the Mental Health Act provisions may be applied to
the patient. Involuntary patients detained under the Mental Health Act who have absconded are able to be
apprehended and returned to the ED in accordance with the Act. Notification of incidents should be as per
PD2014 004 Incident Management Policy

4.1 Monitoring of rates of patients who ‘Did not Wait’

EDs should maintain a local auditing system to monitor trends in rates of DNW. Review of data should
also be undertaken by Aboriginal and non-Aboriginal patients as there is significant evidence in the
literature of higher rates of DNW among Aboriginal patients presenting to ED*® **. Addressing this issue is
in line with the Australian Commission on Safety and Quality in Healthcare’s guidance on Improving care
for Aboriginal and Torres Strait Islander People.

Locally designed strategies to manage identified reasons for patients who DNW should be implemented
with outcomes reviewed. Consideration may be given to follow up of patients who DNW who are
considered to have high risk issues or are from a vulnerable patient group.

5 LIST OF RELATED DOCUMENTS

e PD2012_022 Maternity - Management of Early Pregnancy Complications (available at
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2012_022.pdf )

e PD2010_034 Children and Adolescents- Guide for care in Acute care settings (available at
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2010_033.pdf)

e PD2015_004 Principles for Safe Management of Disturbed and /or Aggressive Behaviour and the Use
of Restraint (available at http://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2015 004 )

298(16/03/18)

13 Tropea J, Sundararajan V, Gorelik A, Kennedy M, Cameron P, Brand CA. Patients who leave without being seen in emergency
departments: an analysis of predictive factors and outcomes, Acad Emerg Med. 2012 Apr;19(4):439-47

14 Wright, L. 2009 “They just don't like to wait"—A comparative study of Aboriginal and non-Aboriginal people who did not wait for
treatment or discharged against medical advice from rural emergency departments: Part 1 AENJ, vol 12 (3) 78-85
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EMERGENCY DEPARTMENT - NOTIFICATION OF SPECIALIST OR VMO REGARDING
PATIENTS ADMITTED THROUGH THE ED (GL2011_003)

GL2011_003 rescinds GL2005_026.
PURPOSE

The purpose of these guidelines is to provide advice on the development of hospital mechanisms for the
notification of Specialists or Visiting Medical Officers of patients admitted through the Emergency
Department.

KEY PRINCIPLES

Mechanisms should be in place for the appropriate Visiting Medical Officer or Staff Specialist to be
notified of each hospital admission through the emergency department. The notification should be made by
the rostered medical officer attending to the patient in the emergency department, prior to the end of his or
her shift. In hospitals with specialty registrars, this notification can be made to the appropriate registrar.

All relevant medical practitioners should be educated regarding the need for compliance with the above
guideline.

USE OF THE GUIDELINE
Following the recommendation of the State Coroner, these guidelines should be incorporated into written
hospital policy in relation to the notification of admitting Visiting Medical Officers or Staff Specialists

regarding patients admitting through the emergency department.

The Guideline can be downloaded at http://www.health.nsw.gov.au/policies/gl/2011/GL2011 003.html

119(10/02/11)
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TRIAGE IN NSW EMERGENCY DEPARTMENTS (PD2013_047)

PD2013 047 rescinds PD2008_009.
PURPOSE

The purpose of this policy is to outline the key components of triage of patients presenting to Emergency
Departments in NSW hospitals including the role, key responsibilities and the processes that support
efficient and safe triage.

This policy does not seek to outline the clinical components of this process; clinical information related to
triage is as indicated by the Australasian College for Emergency Medicine’s (ACEM) policy*® and
guideline®® on triage and the College of Emergency Nursing Australasia (CENA) Position Statements on
Triage.'"®

This policy should be read in conjunction with NSW Health Policy PD2010 075 Emergency Department
Patients Awaiting Care

MANDATORY REQUIREMENTS

o Triage is an essential function of an Emergency Department (ED). Triage (or an alternative local
‘sorting’ process by a senior ED clinician) should be the first interaction a patient has in the ED.

o ED and hospital processes must support the ability of triage to be carried out within five minutes or
less so as not to delay other patients awaiting triage. This includes limiting the responsibilities and
additional tasks required of the Triage Nurse, where appropriate, so that focus can remain on timely
triage of patients as they enter the ED.

o The triage process encompasses a brief clinical assessment of the patient on arrival to the ED to
determine the priority for clinical care. Assignment of triage category reflects the clinical urgency of
the patient’s condition.

) The patient’s level of urgency is indicated using the Australasian Triage Scale (ATS) and the Triage
Nurse determines (in consultation with relevant ED and Ambulance staff if required) the most
appropriate place for the patient to commence or wait for further treatment.

o It is recognised that triage is a dynamic process and may require that the patient be re-triaged if their
condition changes or deteriorates prior to being seen by a treating clinician.

) The physical location and environment of triage must ensure the safety of staff and patients and
accommodate privacy for the assessment of patients.

o The process of Triage involves the application of high-level patient assessment skills and knowledge
to determine the patient’s degree of urgency to see a treating clinician — it is for this reason that
triage in NSW EDs should be carried out by Registered Nurses. It is not appropriate for
clerical/administrative staff to undertake triage. In Hospitals with ED role delineation level 1 & 2,
there may be occasional circumstances where an Enrolled Nurse is the first point of contact for a
patient arriving in the ED. Contingencies for this occurring are described in section 2.5 - Triage
Education.

196(12/12/13)

15 ACEM Policy on the Australasian Triage Scale http://www.acem.org.au/getattachment/693998d7-94be-4ca7-a0e7-3d74cc9b733f/Policy-on-

the-Australasian-Triage-Scale.aspx

16 ACEM Guidelines on the implementation of the Australasian Triage Scale in Emergency Departments

https://www.acem.org.au/getattachment/d19d5ad3-e1f4-4e4f-bf83-7e09cae27d76/G24-Implementation-of-the-Australasian-Triage-

Scal.aspx

17 CENA Position Statement: Triage Nurse http://www.cena.org.au/wp-content/uploads/2014/10/CENA_Position_Statement_Triage Nurse.pdf

18 CENA Position Statement: Triage and the Australasian Triage Scale http://www.cena.org.au/wp-content/uploads/2014/10/2012_06_14 CENA_-
Position_Statement_Triage.pdf
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o Registered Nurses undertaking the triage role must demonstrate and maintain clinical expertise in
emergency nursing and have appropriate training in the triage role; the requirements of which will be
determined locally. Please see section 2.5 Triage Education for further information on ‘expertise in
emergency nursing.

IMPLEMENTATION

Local Health District and Specialty Health Networks are responsible for:
i. Assigning responsibility, personnel and resources to implement this policy.

ii. Establishing mechanisms to ensure that the essential criteria are applied, achieved and sustained as
usual processes for triage; this should include nomination of an executive sponsor.

iii. Ensuring that any local policy reflects the requirements of this policy and is written in consultation
with responsible executive, Clinical Governance unit, ED senior management, and senior clinical
staff.

iv. Providing opportunity for Registered Nurses to complete local triage education programs; ensure
adequate supervision for Registered Nurses learning the triage role and demonstrate local processes
for the ongoing evaluation of triage practice.

1. BACKGROUND
1.1  About this document

Triage is an essential function of an Emergency Department (ED) and must be the first interaction a patient
has in the ED. This Procedure Document supports and further explains the mandatory requirements of the
Triage in NSW Emergency Departments Policy through the following components:

) The purpose and role of Triage.

Use of the Australasian Triage Scale.

Re-triage of patients with deteriorating conditions.

Triage location and safety requirements.

Triage education.

Triage of Ambulance patients.

Telephone advice.

Mass Casualty Disaster and Triage.

1.2 Key definitions
For the purpose of the Policy Statement and this Procedures Document, the following definitions apply:

Acuity:

Acuity is a synonym for urgency, and they can be used interchangeably. An acuity-based description
should answer the question: “This patient should wait for assessment and treatment by a treating clinician
no longer than....”.

Australasian Triage Scale (ATS):

The Australasian Triage Scale (ATS) is a 5-point scale that is designed for use in hospital-based emergency
services throughout Australia and New Zealand. It is used to help sort patients by clinical urgency.

196(12/12/13)
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Competency:

Competency refers to the consistent application of knowledge and skill to the standard of performance
required in the workplace. It is also the ability to consistently perform work activities; applying skills and
knowledge; to agreed standards over a range of contexts and conditions.®

Complexity:

Complexity relates to the difficulty of the presenting problem and the resources involved in finding a
solution to the problem. A low ATS category with a highly complex problem may consume more
resources and workload than a high urgency but low complexity presentation.

Emergency Triage Education Kit (ETEK):

The Emergency Triage Education Kit (ETEK) is a teaching resource that aims to provide a consistent
approach to the educational preparation of Australian emergency clinicians for the triage role. In particular
the ETEK has been designed to promote the correct use of the ATS. The ETEK can be accessed via:
http://www.health.gov.au/internet/main/publishing.nsf/Content/casemix-ED-
Triage+Review+Fact+Sheet+Documents

Re-triage:

The process of re-triage involves an assessment of the waiting patient who has not been assessed by a
clinician responsible for care within the time frame allocated by the initial triage category. The purpose of
re-triage is to identify and escalate the care of a patient whose condition is deteriorating, reassign an
appropriate triage category and prioritise clinical resources to manage the patient.

Streaming:

Streaming is a predetermined method of allocating patients to a particular treatment cohort during the triage
process based on specific criteria. Such criteria may include urgency or complexity, age or presenting
problem. Streaming may include allocation to a specific area within the ED, a specific set of resources (eg.
medical and nursing teams) or to a patient service external to the ED (eg. specialty clinic). The practice of
streaming patient presentations from the point of triage into appropriate care areas is shown to result in
improvements in waiting times and ED length of stay.

Transfer of Care:

Transfer of Care in this policy refers to the NSW Health key performance indicator of the percentage of
patients arriving by ambulance whose care is transferred from paramedics to ED staff within 30 minutes of
arrival. Transfer of Care is defined as the transfer of accountability and responsibility for a patient from an
ambulance paramedic to a hospital clinician.

Triage:

Triage is the process of assessment of a patient on arrival to the ED to determine the priority for medical
care based on the clinical urgency of the patient’s presenting condition. Triage enables prioritisation of
limited resources to obtain the maximum clinical utility for all patients presenting to the ED. The triage
nurse applies an Australasian Triage Scale category in response to the question: “This patient should wait

for assessment and treatment by a treating clinician no longer than....”.
1.3 Legal and legislative framework

Duty of Care

By engaging with a patient as they present to the ED, the Triage Nurse enters into a health professional-
patient relationship. The Triage Nurse shares the responsibility of the hospital to ensure that patients who

present to the ED are offered an appropriate assessment of their urgency of treatment requirements.
196(12/12/13)
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All nurses should have an understanding of basic legal principles, which include consent, the elements of
negligence, definition and sources of the standards of care, and how policies and guidelines can influence
practice to maximise patient safety. There is an expectation that the Nurse performing the role of triage
will have adequate experience, training and supervision to perform the role. The employing institution also
has a responsibility to ensure that triage staff are adequately prepared to perform the role.

Patients who ‘Did Not Wait’ for treatment following Triage

Patients may choose to leave the hospital without being seen by the treating clinician in the ED; if the
patient is competent, the Triage Nurse cannot prevent them from leaving. However, the Triage Nurse has a
responsibility to advise the patient of the consequences of such a decision, and appropriate documentation
recording this event should be completed (see ‘Documentation’ section below). Issues must be escalated to
the appropriate senior ED clinician in charge of the department as required.

Patients who have a cognitive impairment (e.g. from drug use, alcohol use, a head injury, mental illness,
delirium or patients at risk of suicide or with self-harm ideation) are at risk from adverse events in such
situations. The Triage Nurse must therefore consider their duty of care in such cases. The Triage Nurse
must be aware of and fulfil his or her responsibilities with these patients and abide by any local policies or
protocols. For the purposes of triage, a rapid re-triage and/or escalation to senior ED staff may be
indicated.

Documentation

Medical records are a method of communication for health care team members and are a contemporaneous
record of events. They must be accurate, clear and succinct. It is also expected that the records will be
easily accessible and able to be understood?’.

Minimum information that is required to be recorded for any triage episode include the following:
Date and time of triage assessment.

Name of the Triage Nurse.

Presenting problem.

Relevant clinical assessment findings and limited relevant history.

Initial triage category allocated.

Area the patient is allocated or streamed to within the ED.

Diagnostic, first aid or treatment initiated at triage.

Type of visit code.

Any change in the patient’s condition prior to being seen by the treating clinician must be documented
clearly. If re-triage is required; documentation should include:

o The time of re-triage.

o Reason for the re-triage.

o Information about escalation of the patient’s change in condition to relevant senior ED staff.

Documentation regarding patients that choose to leave the ED without treatment should detail as much
information as is available, including the following:

o Information given to the patient or carer regarding the need to stay for treatment.

o Advice given regarding alternative or ongoing care.

196(12/12/13)
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The name and position of the clinician that concerns were escalated to.
The patient’s condition on departure.

The time that the patient left.

Any action that was taken subsequent to the patient leaving.

Any other relevant information.

2. COMPONENTS OF THE TRIAGE PROCESS
2.1 The Purpose and role of Triage

Triage is a critical component in the delivery of emergency care, and is the first point of contact and
assessment in the patient’s ED journey.?! The purpose and role of triage is to first identify patients with
life-threatening or emergency conditions and initiate appropriate interventions (eg. emergency first aid as
per local protocols), then second, allocate the patient to an appropriate area or stream within the ED.

ED and Hospital processes must support the ability of triage to be carried out within five minutes so as not
to delay other patients awaiting triage. This includes limiting the responsibilities and additional tasks
required of the Triage Nurse, where appropriate, so that focus can remain on timely triage of patients as
they enter the ED.

Triage is used to determine the patient’s clinical urgency; it is not an indicator of complexity of the
patient’s condition and should not be used as a substitute for this.

Triage involves rapid patient assessment, interpretation of the clinical history and physiological assessment,
while objectively discriminating between the ATS categories of urgency. Triage decision-making is
inherently complex, made under conditions of uncertainty and with limited or obscure information.

Assessment of clinical urgency is achieved by observation of general appearance, collection of a focused
history to identify presenting problem and clinical risk and collections and interpretation of physiological
data using a primary survey approach.

It is the responsibility of the Triage Nurse to escalate and engage further assistance from senior ED clinical
staff where appropriate.

It is recognised that the triage process relates to managing the queue of patients who present for treatment.
Currently this is done consistently by Triage Nurses, however EDs may choose to implement strategies to
manage the queue according to local needs (for example, decision making clinicians seeing patients
immediately on arrival to the ED).

It is important that the Triage Nurse is competent in identifying and promoting cultural safety for patients
that are triaged including access to interpreter services, notification of Aboriginal Liaison Officers where
appropriate and is able to access culturally appropriate information regarding triage and the waiting room
for patients.

Use of the Australasian Triage Scale

In all NSW EDs, emergency nurses perform the triage role using the ATS. The ATS is a five-point scale
used to prioritise patients. An ATS category from one to five is allocated according to the maximum time
the Triage Nurse determines the patient can wait for emergency care.

196(12/12/13)
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The Triage Nurse applies an ATS category in response to the question “this patient should wait for
assessment and treatment by a treating clinician no longer than...”.

ATS Category g?ﬁ?iﬁ )\?v(;ljtlltri/g time) Performance Indicator Threshold*
ATS1 Immediate 100%

ATS2 10 minutes 80%

ATS3 30 minutes 75%

ATS 4 60 minutes 70%

ATS5 120 minutes 70%

*Performance Indicator Threshold represents the percentage of patients assigned ATS Category 1 through
to 5 who commence clinical assessment and treatment within the relevant waiting time from their time of
arrival.?

2.3 Re-triage of patients with deteriorating conditions

It is recognised that triage is a dynamic process and may require that the patient be re-triaged if their
condition changes, deteriorates or additional relevant information is received prior to being seen by a
treating clinician.

Such relevant information may be received via a source such as: interpreters, Drs letter, family members,
past medical records etc.

The process of re-triage involves an assessment of the waiting patient who has not been reviewed by a
clinician responsible for care. The purpose of re-triage is to acknowledge any change in clinical condition
of a patient and assign a relevant triage category. A patient may be assessed as requiring a higher acuity
triage category (due to deterioration).

Documentation is to occur detailing the assessment, application of a new triage category, and necessary
discussions or escalation of the patient’s condition to a senior ED clinician (Registered Nurse, Medical
Officer, Team Leader).

Patients and/or carers should be informed at the time of triage what to do if their condition changes or they
become concerned while waiting for care and how the triage system works to prioritise care.

All waiting patients should be regularly assessed by either the Triage Nurse or Clinical Initiatives Nurse

(CIN) if available; particularly if the waiting time exceeds the allotted triage category maximum waiting

time.

2.4 Triage location and safety requirements

The triage environment must provide safety for the public, the Triage Nurse, staff and patients of the ED.

The triage environment must take into account the potential risk of aggressive behaviour of patients or their
relatives.

196(12/12/13)
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The environment:

o Must be immediately visible and well sign posted.

o Must allow for clear visibility of the waiting room by the Triage Nurse.

o Must have access to an area for patient examination and provision of first aid.

o Must be designed to maximize the safety of the Triage Nurse, staff and patients (eg. duress alarms,
egress routes for staff exiting the triage room and access to security personnel).

) Should enable and facilitate patient privacy (a private consultation room is recommended for patient
examination).

2.5 Triage education
It is recognised that triage should be completed by specifically trained and experienced RNs? as:

... clinical decisions made by triage nurses require complex cognitive process. The
Triage Nurse must demonstrate the capacity for critical thinking in environments
where available data is limited, incomplete or ambiguous.

The Registered Nurse must demonstrate clinical expertise in emergency nursing prior to commencing
triage education and training.

The LHD will determine the baseline level of clinical expertise expected of a prospective Triage Nurse;
however, new graduate (transitional) nurses should not be eligible to undertake a triage education program.
The following is recommended as baseline clinical expertise:®
o One-two years full time ED nursing experience (this does not include the New Graduate year).
o Successful completion of the NSW Health “Transition to Practice, Emergency Nursing Program’ or
equivalent transitional program.
. Completion of the Clinical Excellence Commission (CEC)?®
o] Between the Flags program
o D.ET.E.C.T.
o D.E.T.E.C.T. junior
) Advanced Life Support accreditation
o NSW Health Paediatric Clinical Practice Guidelines e-learning package.?’

Local decision making should be applied by ED Nursing Managers, Clinical Nurse Consultants and Nurse
Educators on readiness of nurses to undertake the triage role where appropriate. Local systems should be
in place for Recognition of Prior Learning to ascertain an equivalent level of the development of clinical
expertise.

It is the responsibility of the LHD Executive, the Medical Director of the ED (or equivalent), the Nurse

Manager of the ED (or equivalent) and LHD Nursing Education service to ensure an adequately resourced,

locally relevant, comprehensive triage training and assessment program. It is recommended that the

program should encompass the following elements:

. It should be based on the Emergency Triage Education Kit*® (ETEK).

) It should not teach ETEK in isolation, but use it as part of a training and competency based triage
program.

196(12/12/13)

2 Australasian College for Emergency Medicine (2006) Policy on the Australasian Triage Scale
2 College of Emergency Nursing Australasia (2009) Position Statement Triage Nurse

% Health Policy Priorities Principle Committee (2011) Australian Triage Process Review

% Clinical Excellence Commission (2013) Between the Flags

27 NSW Ministry of Health (2010) Paediatric Clinical Practice Guidelines e-learning package

2 Australian Department of Health and Aging (2009) Emergency Triage Education Training Kit



http://www.acem.org.au/getattachment/693998d7-94be-4ca7-a0e7-3d74cc9b733f/Policy-on-the-Australasian-Triage-Scale.aspx
http://www.cena.org.au/wp-content/uploads/2014/10/CENA_Position_Statement_Triage_Nurse.pdf
http://www.ecinsw.com.au/sites/default/files/field/file/Australian%20Triage%20Process%20Review.pdf
http://www.cec.health.nsw.gov.au/programs/between-the-flags
http://doh.edmore.com.au/login.php?logout=1
http://www.health.gov.au/internet/main/publishing.nsf/Content/casemix-ED-Triage+Review+Fact+Sheet+Documents

MOH.9999.0815.0266

6. EMERGENCY CARE 6.19
o It should include information about local procedures, processes and nuances.

o It should provide supernumerary support during practical triage training.

o It should ensure that novice triage nurses have access to senior medical and nursing staff for support

as they learn the triage role (either in person or via appropriate telecommunications).

At the completion of a triage training program, the Triage Nurse must be able to demonstrate knowledge
and/or competence as follows:*
Recall the science and practice of triage.
Outline the Australian health care system.
Describe the role of the Triage Nurse.
Apply the ATS.
Relate the legislative requirements and considerations.
Discuss epidemiology and population health.
Demonstrate effective communication skills including use of electronic medical record systems
where appropriate.
Application of the primary and secondary surveys.
o Apply and synthesize an assessment and triage decision making process by the following
presentation types:
o] Trauma.
Medical and surgical emergencies.
Older persons emergencies and delirium identification.
Paediatric emergencies.
Obstetric and gynaecological emergencies.
Mental health emergencies and the Mental Health Act 2007.
Rural and isolated triage practice.
o] Environmental emergencies.
. Discuss quality and safety in health care and apply it to triage decision making.
. Discuss cultural safety issues and ensure cultural competence of triage staf.f

O O0OO0O0O0Oo

It is recognised that in hospitals with ED role delineation level 1 & 2, there may be occasional
circumstances when an Enrolled Nurse is the first point of contact for a patient arriving in the ED.

For these contingencies, hospitals must:

1. Have clear processes established in order to rapidly notify a registered nurse of the patient's arrival.

2. Note that Registered Nurses are responsible for formal triaging in all circumstances.

3. Establish training for those Enrolled Nurses likely to encounter these circumstances so that they are
equipped to identify high acuity patients.

Ongoing evaluation of performance, updates of clinical practice and professional development must be in
place to ensure currency of knowledge and practice for the role of Triage Nurse.

2.6 Triage of Ambulance patients
Patients arriving to the ED via ambulance will be assessed and triaged as per normal ED triage procedures.

Some LHDs may have local protocols in place for rapid triage/triage bypass of specific clinical groups (e.g.
ST Elevation Myocardial Infarction, Trauma, Sepsis and Stroke). LHDs are required to ensure that all
triage staff are aware of local protocol agreements relating to the triage of specific clinical groups within
their ED.
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Following triage assessment, the Triage Nurse will determine the most appropriate location within the ED
to facilitate transfer of care of patients presenting by ambulance and release of paramedics from care of the
patient. This will include allocation of patients to defined clinical areas within the ED or transfer to the
waiting room where appropriate, particularly low acuity and low complexity patients for whom staying on
the ambulance stretcher is not necessary.

To facilitate Transfer of Care, a clinical handover using a structured approach such as ‘IMIST AMBO”’,
must occur between the treating Paramedic and accepting ED clinician. Transfer of Care is deemed
complete only when this clinical handover has occurred and the patient has been offloaded from the
ambulance stretcher and/or the care of the ambulance paramedics is no longer required.

In the event, that the patient is unable to be offloaded from the ambulance stretcher to an appropriate
location within the ED, joint care and monitoring of the patient by ED staff and paramedics will continue
until the patient can be offloaded. Transfer of Care should occur as soon as possible.

2.7  Telephone advice

It is not the role or responsibility of the Triage Nurse to provide clinical telephone advice to the public,
carers and non-health professionals who may telephone the ED in an attempt to seek emergency and other
medical advice.

If the Triage Nurse identifies that a caller is requiring general medical advice they should direct the caller
to phone the National Triage Telephone Advice Line (healthdirect Australia) on 1800 022 222. If the
Triage Nurse identifies that the call may be of an emergency nature, the Triage Nurse should direct the
caller to hang up and phone 000 for assistance. If the Triage Nurse identifies that a caller is ringing about a
mental health problem, they should direct the caller to phone the NSW Mental Health Line on 1800 011 51.

2.8 Mass Casualty Disaster and Triage
This procedure document outlines the process for ED triage under ‘usual’ circumstances.

Mass casualty triage, while similar, is distinct from the triage process that has been described in this
document. During mass casualty incidents, or ‘disasters’ the triage process may change. This decision will
be made by a hospital disaster controller, or their delegate.*

LIST OF RELATED DOCUMENTS
1. Australasian College for Emergency Medicine policy on the Australasian Triage Scale available:
http://www.acem.org.au/getattachment/693998d7-94be-4ca7-ale7-3d74cc9b733f/Policy-on-the-
Australasian-Triage-Scale.aspx
2. Australasian College for Emergency Medicine guidelines on the implementation of the Australasian
Triage Scale in Emergency Departments available:
https://www.acem.org.au/getattachment/d19d5ad3-e1f4-4e4f-bf83-7e09cae27d76/G24-
Implementation-of-the-Australasian-Triage-Scal.aspx
3. College of Emergency Nursing Australasia position statement: Triage Nurse available:
http://www.cena.org.au/wp-content/uploads/2014/10/2012 06 14 CENA -
Position Statement Triage.pdf
4, College of Emergency Nursing Australasia Position Statement: Triage and the Australasian Triage
Scale http://www.cena.org.au/wp-content/uploads/2014/10/2012 06 14 CENA -
Position Statement Triage.pdf
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5. Australian Triage Process Review report available:
http://www.ecinsw.com.au/sites/default/files/field/file/Australian%20Triage%20Process%20Re
view.pdf

6. Emergency Triage Education Kit available:
http://www.health.gov.au/internet/main/publishing.nsf/Content/casemix-ED-
Triage+Review+Fact+Sheet+Documents

7. Emergency Department Triage Method available:
http://www.ecinsw.com.au/sites/default/files/field/file/Triage%20Method-Oct%6202010-2.pdf

8. NSW Health Emergency Department Models of Care July 2012 available:
http://www.health.nsw.gov.au/Performance/Publications/ed-model-of-care-2012.pdf

9. PD2015_001: Preventing and Managing Violence in the NSW Health Workplace — A Zero
Tolerance Approach http://www.health.nsw.gov.au/policies/PD/2015/PD2015 001.html

10. NSW Health Policy PD2007_036 Infection Control Policy available:

http://www.health.nsw.gov.au/policies/pd/2007/PD2007 036.html
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DIRECT ADMISSION TO INPATIENT WARDS FROM EMERGENCY DEPARTMENT
(PD2009_055)

PURPOSE

Timely and efficient handover of clinical care of admitted patients from the Emergency Department
medical staff to in-patient medical staff is essential for the safe and effective care of each patient and for
maintaining the effective operation of the Emergency Department. An essential component of this
transition of responsibility for the clinical care of the patient is timely confirmation of acceptance of the
clinical handover by the relevant inpatient clinical team.

This policy directive seeks to avoid delays in the admission of patients from the Emergency Department
through the application of a clear local protocol in each hospital. As smaller rural hospital Emergency
Departments do not have full time separate Emergency Department medical staff and are supported by
general practitioners who also care for admitted patients, this policy directive applies to public hospitals
with Emergency Departments designated as level 3 or above.

The key benefit of the development and use of a local protocol is that it provides a prior written agreement
developed locally by clinicians setting out which clinical unit/team accepts which patients.

Application of this policy directive will enable a timely and clinically appropriate direct admission of a
patient from the Emergency Department where an inpatient clinical team has not confirmed acceptance of
the admission of the patient under that team within two hours of the clinical decision that the patient
requires admission to the hospital.

MANDATORY REQUIREMENTS

Each hospital must have in place by 31 October 2009 an agreed written local protocol that sets out a
decision framework for the transfer of care of a patient requiring admission from the Emergency
Department to an inpatient clinical team/unit.

The key components of the local protocol are set out in — Key Components Local Protocol — Admission
Decision Framework. Where a hospital already has a local protocol, the protocol should be reviewed to
ensure that it complies with this policy directive.

The local protocol should be reviewed on a six monthly basis and also updated when the clinical service
mix of the hospital materially changes.

IMPLEMENTATION

Chief Executives are to ensure a written local protocol as described in this policy and its associated
documents is in place for all hospitals designated level 3 or above with Emergency Departments.

Local protocols should be developed by a local hospital executive lead governance group with input from
Emergency Department senior medical staff, clinical units/teams and the Medical Staff Council. This
consultative process will ensure that gaps in the draft framework are identified and addressed and that the
requisite clinical engagement and commitment occurs.

KEY COMPONENTS LOCAL PROTOCOL - ADMISSION DECISION FRAMEWORK

1. A comprehensive list of clinical conditions for which the hospital is able to provide inpatient care and
the clinical team/unit that primarily provides inpatient care for each listed clinical condition. This list
will be based on the clinical team/unit skill set.

73(12/09)
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2. The senior medical staff who are appointed and credentialed to accept admissions in each clinical
team/unit listed.

3. If a hospital does not have the facilities or skills to admit certain patients, this should also be clearly
stated and an appropriate networked hospital identified which will accept such patients.

4. Aclearly set out admission process for patients presenting with co-morbidities, undifferentiated
illness or conditions involving more than one clinical discipline (eg. the protocol may set out that a
joint admission should occur).

5. An agreed mechanism for ongoing review, improvement and further development of the protocol as
issues arise (e.g. a periodic standing agenda item for local clinical unit and medical staff council
meetings)

6.  Aclearly defined dispute resolution process for dealing with unforeseen circumstances with these
circumstances then informing the ongoing review and improvement process. The dispute resolution
process must NOT delay the admission of a patient from the Emergency Department and transfer of
care to an inpatient clinical team in accordance with the protocol.

7. Aclear written outline of the agreed admission decision process for patients in the Emergency
Department requiring admission to the hospital. The process should comply with the following
principles.

Emergency Department inpatient admission process principles

8.  Following assessment in the Emergency Department, a senior doctor in the Emergency Department
will:
a. decide if the patient requires admission;
b. determine the condition(s) necessitating admission;
c. apply the agreed local protocol to determine the clinical team under whose care the patient will
be admitted;
d. request the clinical team to accept the admission.

9. In situations where there is not agreed acceptance of the admission by the inpatient consultant or
team, discussion should take place at the most senior clinical level possible, preferably consultant
level, based on the agreed local protocol.

10. If the appropriate admitting team for the patient is unable to be determined by the above steps in the
required time frame, then the most senior medical officer who has seen the patient will make the
admission decision. In the emergency department the specialist emergency physician would be the
most senior medical officer. If an emergency physician is not on duty, another senior medical officer
(specialist, registrar or CMO) who has seen the patient will make the decision.

11. A reasonable time for conclusion of this decision-making process would be no more than 2 hours
from the time of the clinical decision that the patient requires admission.

o This process must result in a clear decision to admit the patient under a specific consultant or clinical
team. The decision-maker must then notify the admitting team. The admitting team will accept the
patient once this decision is made. An inpatient consultant who remains unwilling to accept the
patient after all these steps have been followed may elect to see the patient and having done so, take
personal responsibility for discussing with, and arranging admission under, another consultant.

o Occasions requiring the most senior doctor to make a contested decision to admit the patient under a
specific consultant or clinical team must be the subject of a subsequent review at the local hospital
level to determine whether further refinement of the local protocol is required, as part of the ongoing
review, improvement and further development of the local protocol.
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o Should the patient subsequently require transfer to another clinical unit after admission from the
Emergency Department under the local protocol, the clinical team on call will arrange this. The
local protocol should include prior agreement about processes to expedite the transfer of such
patients between units where

This checklist can be used to review the implementation of this policy directive.

Assessed by: Date of Assessment:
. Assessment:
Requirement: Partial )
Not commenced In development compliance Full compliance

IMPLEMENTATION REQUIREMENTS

o o N d a a a
1. Com_prehgnswe list of_cllnl_cal conditions Comments: QO Not applicable
and inpatient teams primarily E—
responsible for these conditions by
October 315 2009
a a a a
. Comments: U Not applicable
2. Written Emergency Department
admission decision process in place
(W (W u a
3. Regular review process for the local Comments: U Not applicable
protocol in place
(W (W u a
4. Clearly defined dispute resolution Comments: O Not applicable

process in place
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NSW RURAL ADULT EMERGENCY CLINICAL GUIDELINES (GL2022 004)
GL2022_004 rescinds GL2020_004
GUIDELINE SUMMARY

This Guideline is provided to assist early appropriate clinical management of acute and lifethreatening
conditions, and to relieve pain and discomfort, for patients at hospitals where medical officers are not
immediately available.

KEY PRINCIPLES

The Guidelines reflects evidence based best clinical practice and expert consensus opinion to standardise
initial clinical management of specific adult conditions.

A graduated clinical response is required, dependant on:

o Severity of the presenting emergency condition e.g. the clinical response to patients with mild to
moderately severe asthma is different to that of a patient with immediately life-threatening asthma.

. Level of training and expertise of the nursing staff who initiate the management of the patient i.e.
Registered Nurses with advanced clinical training will practice more advanced interventions.

o Legal requirements for Nurses who initiate treatment and administer medications based on
medication standing orders.

o Need for flexibility to respond to input from senior clinical staff and medical officers to
accommodate local circumstances

Alignment with the principles outlined in the First Line Emergency Care Course (FLECC) for Registered
Nurses. These nurses have advanced knowledge and skills; and have been deemed competent to carry out
these advanced roles using contemporary assessment and ongoing credentialing processes.

The Guidelines can be used by any First Line Emergency Care Course (FLECC) credentialed nurse in the
following settings:

. Emergency Department in the absence of a medical officer

o In inpatient areas where a medical officer is not immediately available for patients who fall into the
“Clinical Review” or “Rapid Response” criteria of the NSW “Between the Flags” program.
Implementation is to occur in conjunction with the activation of the local clinical emergency
response system (CERS).

When a Registered Nurse who is recognised as a First Line Emergency Care Course credentialed nurse
uses these Guidelines, the designated Medical Officer will be notified immediately.

Medication standing orders contained and utilised in the Guideline will be reviewed and authorised by the
designated medical officer as soon as possible (within 24 hours) and the medical officer will countersign
the record of administration on the patients’ medication chart.

Enrolled Nurses and Registered Nurses who are not First Line Emergency Care Course credentialed can
use these Guidelines to inform assessment and management, however are not permitted to undertake
shaded interventions that require First Line Emergency Care Course credentialing unless formal previous
recognition of prior learning has been granted.

These Guidelines can be commenced on any adult patient who meets the clinical severity prompt criteria on
any specific condition within the guidelines.

In circumstances where the patient meets more than one guideline the most life-threatening condition must
take priority and the most appropriate corresponding guideline commenced.

The Guidelines can be downloaded from:
https://wwwl.health.nsw.gov.au/pds/Pages/doc.aspx?dn=G1L2022 004
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RESPONDING TO SEXUAL ASSAULT (ADULT AND CHILD) POLICY AND
PROCEDURES (PD2020_006)

PD2020_006 rescinds PD2005_614 and PD2005_607
PURPOSE

This Policy Directive provides policy and practice guidance to NSW Health services in responding to
children, young people and adults who have, or may have, been sexually assaulted and their families, carers
and significant others. It details the functions and governance of NSW Health Sexual Assault Services and
clarifies the responsibilities of other NSW Health services in responding to sexual assault.

SUMMARY OF MANDATORY REQUIREMENTS

This Policy requires that Local Health Districts (districts) and Speciality Health Networks (networks):

o Prioritise the health, safety and wellbeing of people who have experienced sexual assault (adult and

child).

Provide an integrated response to sexual assault within a public health approach.

Adhere to the identified principles of intervention for responding to sexual assault.

Comply with key reporting requirements related to sexual assault.

Follow identified procedures and protocols for responding to sexual assault in Emergency

Departments.

o Deliver services in ways that increase health, safety and wellbeing and minimise harm. This includes
services seeking to prevent re-traumatisation and to ameliorate the impact of sexual assault on the
person who has experienced it and their families/significant others.

o Deliver services in a way that is culturally safe and responds sensitively to people’s needs, including
the experiences of identified population groups with specific vulnerabilities and additional barriers to
accessing services.

o Collaborate with interagency partners at local and district levels in responding to sexual assault.

o Ensure every district has at a minimum one Level 4 (or Level 6) Sexual Assault Service (SAS)
within their geographic boundaries which provides 24 hour integrated psychosocial, medical and
forensic crisis responses for both adults and children as well as the full range of other identified
elements of the SAS service model. For a SAS to qualify as a Level 4 as per the NSW Health Guide
to the Role Delineation of Clinical Services it will meet the identified minimum requirements.

o Apply the clinical processes, practices and management requirements for SASs set out in the
Responding to Sexual Assault (adult and child) Policy and Procedures, including information sharing
and records requirements.

o Comply with the NSW Health Violence, Abuse and Neglect (VAN) Service Standards.

IMPLEMENTATION
Chief Executives are responsible and accountable for:

) establishing mechanisms to ensure the directives and requirements of the Responding to Sexual
Assault (adult and child) Policy and Procedures are applied, achieved and sustained:;

o ensuring NSW Health staff understand and are aware of their obligations in relation to the
Responding to Sexual Assault (adult and child) Policy and Procedures and related policies and
procedures;

o ensuring resources are available to deliver and meet the directives and requirements of the
Responding to Sexual Assault (adult and child) Policy and Procedures;

327(07/02/20)
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ensuring that NSW Health staff are trained to operationalise and implement the Responding to
Sexual Assault (adult and child) Policy and Procedures;

communicating with the Ministry of Health through the Prevention and Response to Violence, Abuse
and Neglect (PARVAN) Unit on reporting, communications and performance in relation to the
Responding to Sexual Assault (adult and child) Policy and Procedures; and

ensuring NSW Health staff are advised that compliance with the Responding to Sexual Assault (adult
and child) Policy and Procedures is part of their patient / client care responsibilities.

Managers of NSW Health SAS and other NSW Health services specified in the Responding to Sexual
Assault (adult and child) Policy and Procedures are responsible for:

ensuring the requirements of the Responding to Sexual Assault (adult and child) Policy and
Procedures are disseminated and implemented in their service; and

monitoring implementation and compliance with the Responding to Sexual Assault (adult and child)
Policy and Procedures.

NSW Health workers are responsible for:

Implementing and complying with the directives and requirements of the Responding to Sexual Assault
(adult and child) Policy and Procedures.

For the complete Responding to Sexual Assault (Adult and Child) Policy and Procedures
document go to:
https://www1l.health.nsw.qgov.au/pds/Pages/doc.aspx?dn=pd2020 006
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DOMESTIC VIOLENCE - IDENTIFYING AND RESPONDING (PD2006_084)

The Policy and Procedures for Identifying and Responding to Domestic Violence (2003)
http://internal.health.nsw.gov.au/pubs/p/pdf/procedures_dom_violence.pdf provides a framework for
informing domestic violence responses for staff in hospitals and community health services. This
document’s child protection focus has been improved by amendments as detailed below.

It is important to note the inclusion of the following additional text in section 3.1 Identification of domestic
violence (page 9), procedures section after the paragraph commencing “Ask about safety”:

“Ask about child safety:

o Do you have children? (If so) have they been hurt or witnessed violence?
o Who is/are your child/ren with now? Where are they?

o Are you worried about your child/ren’s safety?

Health workers must make a report to the Department of Community Services Helpline on 133 627
where he or she has reasonable grounds to suspect a child is at risk of harm.”

Procedures in Section 3.2.2, Counselling interventions with victims (page 13) have also been amended by
deleting and replacing dot point six under “Assess safety” with the following text:

“Are there children involved? Who is/are your child/ren with now? Are they safe? Was/were your
child/ren nearby when your partner was violent to you?”” Health workers must make a report to the
Department of Community Services Helpline on 133 627 where he or she has reasonable grounds to
suspect a child is at risk of harm (refer to Section 4.5 — Children and domestic violence)™

It is recommended that any hard copies of the document Policy and Procedures for Identifying and
Responding to Domestic Violence (2003) in circulation also be amended accordingly.

Living with domestic violence has a serious impact on short- and long-term psychological, emotional and
physical health of victims and their children. The aim is to help reduce the incidence of domestic violence
through the provision of primary and secondary prevention health care services, and to minimise the trauma
that people living with domestic violence experience, through tertiary prevention approaches including
ongoing treatment and follow-up counselling.

The term “domestic violence” is used to refer to abuse and violence between adults who are partners or
former partners. NSW Health has existing policies and strategies that address other forms of violence that
are commonly experienced. Health workers may find this policy can provide guidance in responding to
situations where similar dynamics occur, in particular the section on legal responses for domestic violence.

The policy and procedures were developed by the NSW Department of Health in consultation with Area
Health Services, interagency partners and non-government organisations.

A core component of the policy is routine screening for domestic violence, which is to be implemented for
women attending antenatal and early childhood health services and women aged 16 years and over
attending mental health and alcohol and other drugs services in accordance with the policy. Routine
screening for domestic violence in NSW Health: an implementation package provides the screening
protocol, guide for managers and the learning program:
http://www.health.nsw.gov.au/publications/Publications/Domestic_Violence_Screening.pdf
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DOMESTIC VIOLENCE - MEN’S BEHAVIOUR CHANGE PROGRAMS (1B2014_003)

PURPOSE

To provide information about Men’s Domestic Violence Behaviour Change Programs.

This information should be read in conjunction with the Policy and Procedures for Identifying and
Responding to Domestic Violence PD2006_084. Where the information differs, the information in this
bulletin applies.

The Policy and Procedures for Identifying and Responding to Domestic Violence are being reviewed in
2013 and the advice in this Information Bulletin will be incorporated into any new Policy Directive.

KEY INFORMATION

In NSW, there are a range of men’s domestic violence behaviour change programs, provided by
Government and non-government services. These are provided in custodial settings, by welfare groups and
by counselling services, and are a valuable service to men seeking to change their abusive behaviour.

The NSW Government has introduced minimum standards for men’s domestic and family violence
behaviour change programs. The standards will significantly improve the safety of victims of domestic
violence and assist those attending programs to stop the violent behaviour. The minimum standards aim to
reflect good practice, and foster programs that are safe and effective in changing behaviour.

The standards apply to all group programs for male perpetrators of domestic and family violence in NSW.
This includes programs run by government agencies, including NSW Health agencies. It also includes
programs run by non-government agencies.

NSW Health responsibilities

The minimum standards are NSW Government policy, and the Director General has signed a formal

agreement with the Department of Attorney General and Justice to implement the minimum standards. To

comply:

o NSW Health staff should only refer patients/clients to complying programs listed at
http://www.domesticviolence.lawlink.nsw.gov.au/;

. Where any NSW Health agency provides funding to Men’s Behaviour Change Programs, any new or
revised funding agreement should require compliance with the minimum standards;

) Where any NSW Health agency provides funding to relevant community services, new or revised
funding agreements should include a clause requiring those NGO staff to refer clients/patients only
to programs complying with the Minimum Standards. These services may include Aboriginal
Medical Services, Women’s Health Centres, multicultural services, Family Planning services,
Lifeline, mental health & drug and alcohol services, health services for the homeless, youth services,
and victim support services;

o NSW Health staff with concerns or complaints about programs, should report this directly to the
Domestic and Family Violence Unit, Crime Prevention Division, Department of Attorney General
and Justice at http://www.domesticviolence.lawlink.nsw.gov.au/ or 02 8688 3277.

The Principles and Minimum Standards
1. Principle: The safety of women and children must be given the highest priority.
1.1. Standard: Program providers will develop and operate from written procedures that address
risks to women and children.
1.2. Standard: Program providers will ensure that current partners of program participants are
provided with support prior to and during the program.
1.3. Standard: Partner support workers will prepare women for the participation of their partners
in the behaviour change group program.
1.4, Standard: Partner support workers will complete individual risk assessments and safety plans.
1.5. Standard: The contact worker is to disclose to women any new expressed or perceived threat
to their safety.
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1.6. Standard: Where women and children express an interest in having ongoing contact from a
partner support worker, additional contact will occur for the duration of the program.

1.7. Standard: Group facilitators and partner support workers will have approach knowledge and
training about the impact of domestic and family violence on women and children.

1.8. Standard: Partner support workers must have relevant knowledge, training and experience to

enable them to support and advocate for women and children.

Principle: Victim safety and offender accountability are best achieved through an integrated,
systemic response that ensure that all relevant agencies work together.

2.1.

Standard: To ensure program transparency, accountability and integration program providers
will develop a formal relationship with relevant local agencies.

Principle: Challenging domestic and family violence requires a sustained commitment to
professional and evidence-based practice.

3.1.
3.2.
3.3.
3.4.
3.5.
3.6.
3.7.

3.8.

Standard: Group facilitators must have relevant knowledge and training.

Standard: All programs will have a minimum of two group facilitators.

Standard: Group facilitators must undertake supervision.

Standard: Program providers will develop policies to ensure that group facilitators undertake
ongoing professional development.

Standard: Behaviour Change Group Programs will have a duration of at least 24 hours over
12 weeks.

Standard: Program providers will complete an operational review of each program focussing
on process and content.

Standard: Program providers will evaluate the impact of programs on the behaviour and
attitude of group participants.

Standard: Program providers will contribute to an evidence base for behaviour change
programs.

Principle: Perpetrators of domestic and family violence must be held accountable for their

behaviour.

4.1. Standard: Programs must be grounded in an evidence-based theory of change.

4.2. Standard: Program providers will document and implement thorough participant assessment
procedures.

4.3. Standard: Program provider will have procedures for engaging participants which challenge
them to acknowledge their abusive behaviour.

4.4. Standard: Program content will include explicit information about the impact of domestic and
family violence on women and children and women’s disproportionate experience of domestic
violence.

4.5. Standard: Program content will include information on different forms of domestic and
family violence and provide opportunities for participants to come to an understanding about
the nature of their offending behaviour.

4.6. Standard: Program providers will develop procedures for non-attendance of mandated
participants.

4.7. Standard: Program providers will have procedures for group facilitators to prevent their
implicit or explicit collusion with participants’ attitude that support violence against women.

4.8. Standard: Program providers will offer appropriate referrals to meet participants’ additional
needs.

4.9. Standard: Program providers must comply with the requirements of a referring agency for a

report on the participant’s completion of a program.

Principle: Programs should respond to the diverse needs of the participants and partners.

5.1.

5.2.

Standard: Program facilitators must undertake training to ensure culturally competent
practice.
Standard: Programs addressing other forms of family violence will be specific to the
participant’s needs.

200(30/01/14)



MOH.9999.0815.0278

6. EMERGENCY CARE 6.31

Further information can be found at http://www.domesticviolence.lawlink.nsw.gov.au/.

To view the Minimum Standards for Men’s Domestic Violence Behaviour Change Programs on the
Attorney General and Justice website go to
http://www.domesticviolence.lawlink.nsw.gov.au/agdbasev7wr/ assets/domesticviolence/m42200112/d
fv_behaviour change program standards april 2012.pdf

200(30/01/14)

DOMESTIC AND FAMILY VIOLENCE MIGRATION REGULATIONS: RELEVANCE FOR
HEALTH WORKERS (1B2018_017)

PURPOSE

This Information Bulletin outlines the special provisions relating to domestic and family violence (DFV)
contained in the Migration Regulations 1994 (the provisions) of the Migration Act 1958. It also describes
support which can be offered to victims of DFV, in addition to clinical services, by certain professional
experts within NSW Health.

This Information Bulletin expands on issues raised in the NSW Health Policy and
Procedures for Identifying and Responding to Domestic Violence 2006, regarding clients from culturally
and linguistically diverse backgrounds affected by DFV, who hold certain temporary visas.

KEY INFORMATION
The provisions ensure that persons in Australia on certain temporary visas do not feel compelled to remain
in abusive relationships in order to stay in Australia.

The provisions are usually invoked by persons on temporary partner visas or prospective marriage visas,
who are in the process of applying for a permanent partner visa. The provisions allow these persons to
remain in Australia and apply for permanent residence, even though, as a result of DFV and a relationship
breakdown, they do not meet the ordinary requirements to obtain a permanent partner visa.

The provisions can also be invoked by persons on certain skilled stream visas in some circumstances.

Victims of DFV seeking to invoke the provisions must substantiate their claims by proving their
relationship was genuine until it ended and that DFV took place during the relationship in Australia.

If the victim’s claim of DFV has not been heard by a court, that person can provide the following as
evidence that DFV took place during their relationship:
e astatutory declaration (form number 1410 for DFV claims first made on or after 24 November
2012, or form number 1040 for claims made on or after 15 October 2007); and
e two items of evidence from professional experts.

The Migration Regulations 1994 - Specification of Evidentiary Requirements - IMMI 12/116 (IMMI
12/116) provides information on acceptable items of evidence from professional experts. Victims of DVF
must present at least two of the types of evidence listed in IMMI 12/116 in support of their claim. They
cannot present two items of evidence of the same type.
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NSW Health workers categorised as professional experts include registered medical practitioners, nurses
or psychologists and members or eligible members of the Australian Association of Social Workers.
Professional experts within NSW Health may provide a statement in a statutory declaration or an official
letter with relevant supporting documents in their professional capacity, including a medical report,
hospital report or a discharge summary. Their evidence must include:

details of the violence, identifying all individuals involved:;

evidence or reasons for any opinion or assessment;

details about their professional relationship with the victim; and

information regarding services and support offered or provided to the victim.

Professional experts within NSW Health should proactively follow up by asking about the safety of the
victim - if they are safe to go home, if they need assistance to go home or a safe place as per the NSW
Health policy on Identifying and Responding to Domestic Violence PD2006_084.

Professional experts within NSW Health should also identify if children are involved in the violence by
asking victims directly. If so, questions should be asked about this - if children have been hurt or witnessed
violence, where and who are the children with, and if victims are worried about the children’s safety.

Professional experts within NSW Health are also required to follow mandatory reporting protocols if they
suspect that a child is at risk of significant harm.

The NSW Mandatory Reporting Guide should be used as part of this assessment and reports to the Child
Protection Helpline should be made where indicated.

REFERENCES
1. NSW Ministry of Health. 2006. Domestic Violence - Identifying and Responding. [ONLINE]
Available at: http://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2006 084

2. Australian Department of Home Affairs. 2016. Statutory Declaration - Form: 1410. [ONLINE]
Available at: https://www.homeaffairs.gov.au/forms/documents/1410.pdf

3. Australian Department of Home Affairs. 2016. Statutory Declaration - Form: 1040. [ONLINE]
Available at: https://www.homeaffairs.gov.au/forms/documents/1040.pdf

4. Minister for Immigration and Citizenship. 2012. Migration Regulations 1994 - Specification of
Evidentiary Requirements - IMMI 12/116. [ONLINE] Available at:
https://www.legislation.gov.au/Details/F2012L 022377

5. Australian Medical Association. 2016. Supporting Patients Experiencing Family Violence.
[ONLINE] Available at: https://ama.com.au/article/ama-family-violence-resource

6. Childstory Reporter. 2016. Mandatory Reporter Guide. [ONLINE] Available at:
https://reporter.childstory.nsw.gov.au/s/mrg
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NEW SOUTH WALES HEALTH SERVICES FUNCTIONAL AREA SUPPORTING
PLAN (NSW HEALTHPLAN) (PD2014_012)

PURPOSE

NSW HEALTHPLAN details the health emergency management arrangements to ensure that health
resources in NSW are effectively and efficiently coordinated in the event of emergencies through
prevention, preparation, response and recovery.

MANDATORY REQUIREMENTS

NSW HEALTHPLAN is the NSW Health Services Functional Area Supporting Plan to the NSW State
Emergency Plan (EMPLAN) developed pursuant to the State Emergency and Rescue Management Act
1989 (as amended).

The plan outlines the agreed roles and functions of the eight key contributing health services (Medical
Services, Ambulance Services, Mental Health Services, Public Health Services, Health Communications,
HealthShare NSW, NSW Health Pathology and The Sydney Children’s Hospital Network), which
constitute a whole of health response incorporating an all-hazard approach.

NSW Health is designated as the Combat Agency for all health emergencies within NSW under the NSW
State Emergency Plan (EMPLAN).

The principal position holder for health emergency management is the State Health Services Functional
Area Coordinator (State HSFAC) who is contactable on a 24 hour basis.

The policy directive Emergency Management Arrangements for NSW Health PD2012_067 outlines the
mandatory requirements, governance and operational arrangements for the Local Health Districts and the
Health Service Functional Area Coordinators.

IMPLEMENTATION

New South Wales Health Services Functional Area Supporting Plan (NSW HEALTHPLAN) will replace
NSW HEALTHPLAN PD2009_008 (v3.5 December 2009).

An e-learning package has been developed and distributed to the Local Health Districts to support the
release of this policy and an online learning package is available through Interaction Pulse for NSW
Ambulance.

PD2014 012 can be downloaded at http://www.health.nsw.gov.au/policies/pd/2014/PD2014 012.html
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MAJOR INCIDENT MEDICAL SERVICES SUPPORTING PLAN (GL2018_017)
GL2018_017 rescinds GL2010_011, PD2009_080 and PD2009_048

PURPOSE

The attached plan is the NSW Health Major Incident Medical Services Supporting Plan supporting the
NSW Health Services Functional Area Supporting Plan (NSW HEALTHPLAN) developed pursuant to the
State Emergency and Rescue Management Act 1989 (as amended).

The purpose of the NSW MAJOR INCIDENT MEDICAL SERVICES SUPPORTING PLAN (NSW
MEDPLAN) is to enable medical service resources to be varied from business as usual arrangements and
effectively and efficiently coordinate the resources in the event of major incidents requiring a significant
and coordinated medical response.

The NSW MEDPLAN details the arrangements to be adopted by NSW Health in order to coordinate all of
the hospitals and medical services resources available in NSW (both government and non-government) to
the State HSFAC and State Medical Controller for the response and recovery from the impact and effects
of a major incident.

The arrangements in this plan will also provide guidance for the preparation of the Local Health
District/Network medical services arrangements and procedures of the LHD HEALTHPLAN.

KEY PRINCIPLES

The following principles underpin the NSW MEDPLAN:
1. The Plan shall be read in conjunction with NSW HEALTHPLAN.
2. The provisions defined in the NSWHEALTHPLAN (Part 3) for prevention and preparation
responsibilities in a health emergency for NSW Medical services apply.
3. The provisions of the NSW MEDPLAN should not inhibit the LHD instigating a local response, if
required.

The plan assigns responsibility to the State Medical Services Controller for hospitals and medical services
once the NSW MEDPLAN has been activated by the State Health Services Functional Area Coordinator
(HSFAC) such that:
a. the management of multiple casualties and potential casualties is centrally coordinated (both
government and non-government)
b. definitive care is provided as rapidly as possible. This may require deployment to the incident,
receiving hospitals or other emergency centres.

The plan identifies recommended actions under four phases: Prevention, Preparation, Response and
Recovery. Actions under the Prevention and Preparation phases are identified in the NSW HEALTHPLAN
and are recommended to be carried out on a continual basis. Actions under the Response and Recovery
phases (Parts Three and Four) are recommended to be carried out once the NSW MEDPLAN has been
activated by the State Health Services Functional Area Coordinator (State HSFAC).

The primary role for medical services in the response phase will be to manage multiple casualties and
potential casualties using central coordination to ensure the provision of definitive care as rapidly as
possible.
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USE OF THE GUIDELINE

The NSW MEDPLAN:

a. Covers the governance structure for standby, response and recovery for major incident
management [Part Three — Four].

b. Addresses the coordination of all hospitals and medical services in NSW (both government and
non-government) for response to and recovery from major incidents [Annex One].

c. Assigns responsibility to the State Medical Services Controller for the statewide coordination of
hospitals and medical services so that the management of multiple casualties is centrally
coordinated. This ensures that definitive care is provided as rapidly as possible.

d. May require deployment of Scene Medical Commander(s) and Emergency Medical Teams either to
assist hospitals overwhelmed by casualties or to the incident.

e. Represents the first hours of a major incident and not a protracted event.

Responsibilities of key parties are detailed in Part Two of the NSW MEDPLAN. Action Cards for specific
position holders are listed in Annex Three with specific actions.

Details for the Concept of Operations for LHDs are listed in Annex Four. The plan should be
communicated to those with roles and responsibilities under this plan and the HEALTHPLAN.

Reporting and Governance of this Plan and key parties are outlined in Annex One.

To download the complete Major Incident Medical Services Supporting Plan Guideline please go to:
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL 2018 017
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MASS CASUALTY TRIAGE PACK - SMART TRIAGE PACK (PD2017_037)
PD2017_037 rescinds PD2011_044
PURPOSE

This policy specifies the use of Mass Casualty Triage Pack - SMART Triage Pack in a mass casualty
situation to denote the priority for treatment under the Medical Service Supporting Plan (GL2010 011).

MANDATORY REQUIREMENTS

This policy sets the requirements for the use of the SMART Triage Packs for mass casualty triage,
documentation in the field and when patients are immediately transported to hospital. The SMART Triage
Tags form part of the patient’s health record.

In Local Health Districts, the SMART Triage Packs form part of the Health Response Team Medical
Equipment list requirement (PD2009 _080). NSW Ambulance carries SMART Triage Packs across all
ambulance vehicles for use in mass casualty incident.

IMPLEMENTATION

This policy replaces PD2011_044 Mass Casualty Triage Pack — SMART Triage Pack which was
implemented across Local Health Districts and Ambulance Services of NSW in 2011.

SMART Triage Packs are included in the HealthShare NSW catalogue.
Local Health Districts

Local Health Districts are responsible for:

o Ensuring that the policy is brought to the attention of staff who are responsible for maintenance,
storing, management and use of the SMART Triage Packs.

) Ensuring staff are appropriately trained in the use of the Kits.

) Ensuring Health Response Team Kits within the Local Health District are stocked with two (2)
SMART Triage Packs.

NSW Ambulance

NSW Ambulance is responsible for:

o Ensuring that the policy is brought to the attention of staff who are responsible for maintenance,
storing, management and use of the SMART Triage Packs.

o Ensuring staff are appropriately trained in the use of the Kits.

o Replacing and maintaining the stock of SMART Triage Pack items in NSW Ambulance fleet.

NSW Health Emergency Management Unit
NSW Health Emergency Management Unit is responsible for:
) Reviewing and updating this policy every three (3) years or earlier if any request is made to NSW

Health Emergency Management Unit following a mass casualty incident or operation.
o E-learning package for Mass Casualty Triage Training.
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Mass Casualty Triage & SMART Triage Packs - Procedures

1. BACKGROUND
1.1 Triage Process

Triage was first introduced in a military context as a system of sorting the casualties for medical treatment
in the field. In recent decades, the triage concept has been adopted and implemented in the disaster medical
management and emergency departments.

In the context of medical management in a mass casualty situation, the aims of triage are not only to deliver
the right patient to the right place for optimal treatment, but also to ‘do the greatest good for greatest
number” with medical resources which should not be diverted to treating an irrecoverable condition.

1.2 Australian Standard Mass Casualty Triage Tags

In 2010, the SMART Triage Tags were approved as an Australian standard mass casualty triage label by
the Council of Ambulance Authorities (CAA) following consultation with jurisdictional Health
Departments.

The SMART Triage Tags provide a standard tool for mass casualty triage process in a mass casualty
incident. The tags provide a national consistent approach to mass casualty triage across Australia®"

The SMART Triage Tags meet world’s best practice and have been tested and evaluated for Australian
conditions.

2. SMART Triage Pack

21 Personal SMART Triage Pack
The personal SMART Triage Pack (Red colour for Ambulance Services and Green colour for Health
Response Teams) consists of:

SMART Triage Tags

Triage Sieve and Casualty Count Chart
Paediatric SMART Tape

CBR Tag

Light stick and pencils

Photo source: SMART TAG™
Health Response Team Kits are to have two (2) SMART Triage Packs per kit.
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2.2 Commander Triage Pack

The Commander Triage Pack, located in ambulance supervisor vehicles, includes:
¢ Incident Control Boards — detachable and Velcro to the Commander pack
e Document holders for maps and plans
e SMART Triage Tags
o Dispatch panels for holding the Transport tags
o Internal pockets for additional equipment

2.3 SMART Triage Tag

The SMART Triage Tag is a variable triage tag that enables field documentation. The tag is durable,
waterproof and can be written on when wet.

Each Mass Triage Tag has an individual barcode and unique identifier number. The unique identifier
number shall be recorded in all patient documentation. Each SMART Triage Tag also has a plastic bag
with main pocket for Triage Tag and a small front pocket when using a CBR (Chemical, Biological &
Radiation) Tag.

Figure 1:

The SMART Triage Tag has a prominent priority numbering and matching colour systemon the tag
(Figure 1). A separate Black colour triage tag is used for deceased persons (Figure 1).

The blue colour corner (Figure 2) of the SMART Triage Tag is referred to as the Fourth Priority or
Expectant. The Expectant priority refers to a patient whose condition is so severe that they cannot survive
despite the best available care. The Expectant category will only be used in NSW following a major or
catastrophic event where the number and criticality of patient(s) significantly diverts medical resources
from the salvageable patient who may then be compromised.

The authorisation to implement this category can only be given by the State Health Services Functional
Area Coordinator (HSFAC) following clinical discussions with the Medical Supervisor on site as outlined
in NSW Ambulance Major Incident Response Plan (NSW AMPLAN).
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Figure2: Expectant (Blue) category corner

The SMART Tag provides documentation for recording patient changes in condition. The tag can be
refolded to display a different priority without losing the important patient information already recorded on
the tag.

Time should be recorded on the tag using 24 hour time (00:00-23:59).

Figure 3:
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Before the patient is transferred to definitive health care facility, the Ambulance Loading Point Officer will
complete and remove the transport tag (at the side of the SMART Triage Tag) for records (Figure 4). This
documentation enables the tracking and accounting of the casualty’s movement and destination.

Figure 4:

PAST MEDICAL HISTORY

Transport Tag

The SMART Triage Tag will remain attached to the patient who is then transferred to the definitive care
destination.

The card allows further patient information to be recorded as necessary:

2.4 Casualty Count Chart

A double sided card with the casualty count chart (Figure 5) and adult triage sieve process is attached to the
SMART Triage Pack with an elastic band. The chart provides a quick reference of the triage sieve process
and a casualty count record is a document than can be used by to track the number of casualties and the
clinical acuity.

The care is made from the same durable material as the SMART Triage tags.

Figure 5:
CASUALTY COUNT

The Triage Sieve flow chart on the reverse
should only be used for adults.

For Paediatric Triage (0 to 10 years)
use the Smart Tape.

298(11/10/17)



MOH.9999.0815.0288

6. EMERGENCY CARE 6.41

2.5 Paediatric SMART Tape

The durable Paediatric SMART Tape is an evidence based system* *%and is to be used as a non-biased
triage decision for children from 3kg/50cm to 32kg/140cm®. The Paediatric SMART Tape allows a triage
sieve to be performed on any child less than 32kg. The use of this tool has been incorporated into the
existing Health and Ambulance training programs.

If resources or time do not permit, the adult triage sieve can be used for paediatrics, however this may
result in the over triage of a paediatric casualty.

o ke
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2.6 CBR Tag*

The Chemical Biological and Radiological (CBR) Tag provides a form to record the details for
contaminated casualties from an incident involving chemical, biological, radiological or infectious agents.
The CBR Tag allows recording of particular agents, decontamination and any use of auto-injectors.

The CBR Tag DOES NOT replace the SMART Triage Tag and does not have the unique identifier barcode
and number. The CBR Tag must be used in conjunction with the SMART Triage Tag.

298(11/10/17)
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The unique identifier number of the victim’s SMART Triage Tag is required to be documented on the CBR
Tag. The completed CBR Tag is to be inserted in the front clear plastic pocket of the SMART Triage Tag.

RADIOLOGICAL AGENT
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Photo source: SMART TAG™
3. Training
The SMART Triage Pack has been incorporated in the Major Incident Medical Management and Support
(MIMMS) course and Ambulance training programs.

An e-learning package has been developed for all staff within NSW Health and NSW Ambulance and is
available on My Health Learning. The course code for Mass Casualty Triage Training is 122605241.

NSW Health and NSW Ambulance have trainers that can provide education in th SMART Triage System.
4. Ordering Requirement and Details

SMART Triage items can be ordered through the HealthShare NSW catalogue with the following details
(as sock items):

HIMF Description
Number

710779 DISASTER TRIAGE TAG, SMART TRIAGE TAG

710789 DISASTER TRIAGE TAG, CBRN/HAZMAT TAG

710787 DISASTER TRIAGE TAG, DECEASED TAG -

710782 DISASTER TRIAGE TAG, SMART CASUALTY CARD, SIEVES (Pack5) — Triage Sieve
Algorithm / Casualty Count Card

710783 DISASTER TRIAGE TAG, SMART TAPE, CHILD - Paediatric Triage Tape

710780 DISASTER TRIAGE TAG, RE-SUPPLY FOR SMART TRIAGE KIT - Contents only — no bag

788136 DISASTER PACK, EMPTY, SMART TRIAGE, RED - Empty bag - for re-issue if contaminated
*Note: LHDs will need to order replacement green bags directly from Midmed

710790 DISASTER PACK, SMART TRIAGE KIT, RED - Full kit with contents
*Note: LHDs will need to order replacement green bags directly from Midmed

* For Replacement of the Green bags by LHDs, non-stock orders are to be quoted and ordered with the
Supplier: MIDMED PTY LTD - 1300 643 633 www.midmed.com.au
298(11/10/17)
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CLOSED HEAD INJURY IN ADULTS - INITIAL MANAGEMENT (PD2012_013)
PD2012_013 rescinds PD2008_008.
PURPOSE

The purpose of this policy is to advise that the Initial Management of Closed Head Injury in Adults clinical
practice guideline has been updated to reflect the latest evidence based practice for the management of
adults with a closed head injury. The guideline provides clinicians with practical evidence based
recommendations to assist in the initial management of adults with mild, moderate and severe head injury.

The policy is to ensure that all Local Health Districts have protocols in place based on the key principles of
the guideline.

The clinical practice guideline was prepared for the Ministry of Health by an expert clinical reference
group under the auspice of the NSW Institute of Trauma and Injury Management.

MANDATORY REQUIREMENTS

This policy requires all health services to have local guidelines/protocols based on the clinical practice
guideline in place in all hospitals and facilities likely to be required to assess or manage patients with a
closed head injury.

The clinical practice guideline reflects what is currently regarded as a safe and appropriate approach to the
acute management of head injury. However, as in any clinical situation there may be factors which cannot
be covered by a single set of guidelines. The document should be used as a guide, rather than as a
complete authoritative statement of procedures to be followed in respect of each individual presentation. It
does not replace the need for the application of clinical judgement to each individual presentation.

IMPLEMENTATION

Chief Executives must ensure:

o Local protocols are developed based on the Initial Management of Closed Head Injury in Adults
clinical practice guideline.

o Local protocols are in place in all hospitals and facilities likely to be required to assess or manage
patients with a closed head injury.

o Ensure that all staff treating patients with a head injury are educated in the use of the locally
developed protocols.

Directors of Clinical Governance are required to inform relevant clinical staff treating patients of the
revised protocols.

1. BACKGROUND
1.1 About this document
The NSW Institute of Trauma and Injury Management (ITIM) has updated the Initial Management of

Closed Head Injury in Adults clinical practice guideline to reflect the latest evidence based practice for the
management of adults with a closed head injury.

147(09/02/12)
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The guideline is intended for use by clinicians in all facilities which provide initial care to the mild,
moderate and severely head injured patient. The practical evidence based recommendations are regarded
as a safe and appropriate approach to the acute management of adults with closed head injury. However, as
with any clinical guideline the document should be used as a guide, rather than as a complete authoritative
statement of procedures.

Each LHD must have clear and readily available protocols incorporating the following principles.
1.2 Key definitions
Must — indicates a mandatory action that must be complied with.

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

Mild head injury — a patient with an initial GCS score of 14-15 on arrival at hospital following acute blunt
head trauma with or without a definite history of loss of consciousness or post traumatic amnesia.

Moderate head injury — a patient with an initial GCS score of 9-13 on arrival at hosp