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<<INSERT THE NAME OF PRACTICE HERE>>
Policy and Procedure Manual

WELCOME!

Welcome to the QIP/AGPAL Policy and Procedure Manual (Edition 1, 2005 – aligned with the RACGP 3rd Edition Standards).

 

QIP/AGPAL have developed this Manual to assist practices with the policies and procedures that are required for accreditation and the day-to-day running of a general practice.

We know that every practice is very different so the QIP/AGPAL Manual has been created in a way that it can be easily customised.  Instructions on how to customise your Manual can be found below.

RESOURCE REQUIREMENTS 

To access all of the information on this CD-ROM, you will need Microsoft Word. 

We recommend that you read the Customisation Instructions on the next page.

 

If you have any queries or if you would like to provide us with feedback on the QIP/AGPAL Policy and Procedure Manual, please contact us via phone 1300 362 111 or e-mail info@agpal.com.au.

IMPORTANT NOTES

· Make sure that the disclaimer is read and understood prior to making changes.

· Always refer to local, State or Territory and/or Federal legislation to ensure that your policies and procedures are aligned with these requirements.
· Always refer to the latest edition of the RACGP Standards for General Practices to ensure that your policies and procedures are aligned with these requirements
· This Policy and Procedure Manual has been developed by QIP/AGPAL to align with the RACGP 3rd Edition Standards.

DISCLAIMER

Whilst every effort is made to ensure accuracy, Australian General Practice Accreditation Ltd and Quality in Practice Pty Ltd do not accept any liability for any injury, loss or damage incurred by use of, or reliance on the information included within this document. Users of this document are required to customise it according to local, State or Territory and/or Federal legislative requirements as well as that which is listed in the latest version of the RACGP Standards for General Practices.

© QIP/AGPAL Pty Ltd
CUSTOMISATION INSTRUCTIONS

Step 1
Enter your practice name on the first page.

Step 2
In the QIP/AGPAL Policy and Procedure Manual, there are instances where specific information needs to be inserted such as names of staff and your practice procedure.  These can be identified by parentheses, eg <<Name of Practice>>. To input your information, press F11 to jump from field to field and type over with your details.

Step3
To reduce the onus of updating the Manual every time someone leaves or changes position in the practice, try to refer to positions rather than specific staff members.

Step 4
You will find options located throughout the document which will assist you in customising the Manual to reflect the way your practice functions.  These can be identified by parentheses and also if they are in blue, eg <<option 1>>. To input your information, press F11 to jump from field to field.  Once you have selected which <<option>> you would like to keep, delete the <<option>> field and the other <<options>> that are not applicable.  Ensure that you customise each section according to your practice arrangements. 


The relevant RACGP Standards criterion has also been added throughout the document and is in red for ease of reference.

Step 5
Once you have customised the Manual, you will need to update the table of contents.  To update it, place your cursor in any area of the table of contents and select FCN Key F9 >> Update entire table.

Step 6
The next step is to implement the new policies and procedures.  Ask all administrative staff to read the new Manual and to ask questions once they have finished.  Provide the doctors with a verbal overview of the key sections they should know about.

Step 7
You may wish to “password protect” the document if you want to ensure that staff can only view and not change the document.  To do this select File >> Save As >> Options and enter a password.
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– About Us

1.1 Mission statement

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

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

<<Option 2: Add your own practice mission statement here>>
1.2 Practice background

<<Write a short description of your practice here. Areas you may wish to include are the history behind your practice, location, particular interest areas, communities the practice services and other important information you would like to add>>
1.3 Practice profile

	Name of practice
	<<name of practice>>

	Street address
	<<street address>>

	Postal address
	<<postal address>>

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

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

	Fax number
	<<fax number>>

	Email address
	<<email address>>

	Web address
	<<web address>>


1.4 Practice team

	Medical

	<<Medical position>>
	<<name of medical person>>

	<<Medical position>>
	<<name of medical person>>

	<<Medical position>>
	<<name of medical person>>

	<<Medical position>>
	<<name of medical person>>

	<<Medical position>>
	<<name of medical person>>

	Allied health

	<<Allied health professional>>
	<<name of allied health professional>>

	<<Allied health professional>>
	<<name of allied health professional>>

	Nursing

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

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

	Administrative

	<<Administrative position>>
	<<name of administrative person>>

	<<Administrative position>>
	<<name of administrative person>>

	<<Administrative position>>
	<<name of administrative person>>

	<<Administrative position>>
	<<name of administrative person>>


1.5 Practice services

In addition to general medical consultations, our practice offers the following services:

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

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

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

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

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

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

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


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

· the consultation rooms.

Helpful Resources: QbAY >> Reception Area
1.6 Practice hours

	Monday to Friday
	<<Monday to Friday hours>>

	Saturday
	<<Saturday hours>>

	Sunday
	<<Sunday hours>>

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


1.7 Practice consultation fees (Criterion 1.2.4)
An up-to-date copy of our schedule of fees is located: <<Customise this section as appropriate>>
· at reception

· in the practice information sheet.

Further information about informing patients of the cost of care can be found in Practice fees.

Helpful Resources: QbAY >> Reception Area
– Practice Administration

1.8 Practice contacts

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

	
	
	

	
	
	

	
	
	

	
	
	


1.9 Practice information sheet (Criterion 1.1.2 and 1.2.1)
Practice policy

<<Customise this section as appropriate>>
Our practice information sheet is a useful way of informing patients of current practice information and as such, it is made available to all patients of our practice.

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

· verbally

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

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

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

Practice procedure

<<Customise this section as appropriate>>
Our practice information sheet contains the following minimum essential information: (Criterion 1.2.1)
· names of GPs working in our practice

· names of staff providing clinical care to patients (subject to their consent)

· practice address and telephone numbers

· consulting hours

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

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

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

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

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

· whether translating services are available

· fees for cancelled or missed appointments.

In our practice, we make the practice information sheet available to all patients by:

· providing a copy of the practice information sheet to all new patients

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

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

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

Helpful Resources: QbAY >> Reception Area
1.10 New patient registration

Practice policy

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

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

Practice procedure

<<Customise this section as appropriate>>
In our practice, we ask all new patients to complete a ‘new patient registration form’ and supply them with a copy of the practice information sheet.

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

Helpful Resources: QbAY >> Reception Area
1.11 Patient telephone contact (Criterion 1.1.1, 1.1.2 and 1.7.3)
Practice policy

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

Our practice may choose to charge a fee for telephone communication, however the cost must be clearly conveyed to the patient at the beginning of the call and in appropriate written documentation.

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

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

· to identify situations when it is appropriate to transfer telephone calls to GPs or other clinical staff

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

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

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

If the patient is unable to clearly communicate with GPs and other clinical staff, arrangements must be made to enable mutual understanding. For example, communication could be facilitated through the:

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

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

Further information about translating through bilingual staff members, family and/or friends, is provided in Interpreter services.

Telephone confidentiality (Criterion 4.2.1 and 4.2.2)
<<Customise this section as appropriate>>
Communication with patients via telephone must be conducted with appropriate regard to the privacy and confidentiality of the patient and their health information.

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

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

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

Practice procedure

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

In our practice, the procedure for ensuring the privacy and confidentiality of the patient and their health information when communicating with patients via the telephone is to:

· transfer the call to a private room or area so that other patients and persons cannot hear the conversation 

· refrain from the disclosure of personal health information to anyone other than the patient and referring the call to a GP if the query is pursued.
Helpful Resources: QbAY >> Reception Area
1.12 Patient electronic contact (Criterion 1.1.2)
Practice policy

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

Our practice may choose to charge a fee for electronic communication, however the cost must be clearly conveyed to the patient at the beginning of the email and in appropriate written documentation.

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

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

Further information about our practice procedure for maintaining privacy and confidentiality when communicating electronically with patients is included in Emails.

Practice procedure

In our practice, the procedure for receiving and returning emails by the practice staff or GPs is <<insert your practice procedure here>>.

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

Helpful Resources: GPCG Security in General Practice
1.13 Incoming mail

Practice policy

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

Practice procedure

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

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

2. record the date that the mail was opened

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

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

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

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

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

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

9. record the date that the mail was opened

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

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

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

Helpful Resources: QbAY >> Reception Area
1.14 Appointment management (Criterion 1.1.1)
Practice policy

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

Urgent access

Practice policy

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

Continuity of care

Practice policy

<<Customise this section as appropriate>>
Patients need to be able to request their preferred GP when making an appointment or attending our practice, and as a result, reception staff make every endeavour to ensure that patients have the opportunity to request their preferred GP and accommodate this in the appointment schedule. This principle also applies to practices that employ general practice nurses and/or allied health professionals as part of the practice team. These areas are extremely important for continuity of patient care. (Criterion 1.5.2)
If patients are unable to obtain an appointment with the GP of their choice they should be advised of the availability of other GPs at this time.

Consultation length

Practice policy

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

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

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

Wait times

Practice policy

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

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

For excessive wait times, it is preferable that patients are contacted approximately ½ hour prior to their scheduled appointment.

Urgent access

Practice procedure

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

Continuity of care

Practice procedure

<<Customise this section as appropriate>>
To ensure patients have the opportunity to request their preferred health care provider, our practice asks the patient who their preferred GP, nurse or allied health professional is at the time of making the appointment.

Consultation length

Practice procedure

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

	Appointment
	Types of issues
	Length (minutes)

	Short
	Renewed prescriptions and ongoing referral letters
	5 minutes

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

	Long
	New patients, excisions, complex conditions
	30 minutes

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


Wait times

Practice procedure

<<Customise this section as appropriate>>
Our practice ensures patients are informed, on arrival, if there is a significant wait time. We also encourage patients to ring before they make there way to the practice <<insert your practice procedure here>>.

Helpful Resources: QbAY >> Reception Area
1.14.1 Booking an appointment (Criterion 1.1.1)
Practice procedure

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

1. ask the patient when they would like an appointment. Determine if the appointment is urgent or non-urgent

2. ask the patient which GP they would like to see or whom they would normally see

3. ask the patient if they have more than one issue to discuss and how long they feel they would need with the GP. Outline the different types of appointments available and their length

4. advise the patient that one appointment will be allocated per person if they have multiple family members

5. provide the nearest available time for the patient to see their preferred GP

6. ask if another GP would be suitable if the patient’s preferred GP is not available, or if non-urgent, planned chronic care or preventative health care, ask if they would prefer another time and date

7. provide the patient with a time and date for the appointment

8. record the patient surname and given name in the agreed timeslot

9. inform new patients of practice location, parking, costs and payment methods (if applicable). Obtain phone number and other demographics as required

10. reconfirm the appointment time and date and the patient’s phone number

11. encourage the patient to call ½ hour prior to their appointment to see if the GP is running on time.

1.14.2 Patients attending scheduled appointments (Criterion 1.1.1 and 2.1.1)
Practice procedure

<<Customise this section as appropriate>>
Our practice procedure for patients attending scheduled appointments is as follows:

12. greet patients warmly by saying ‘Good morning/afternoon, how can I help you today?’

13. greet patients personally if you know them by name

14. ask the patient if any of their details have changed, such as their Medicare number, address or phone numbers

15. inform the patient if the GP is running late how many patients are in front of them

16. if there is a significant wait inform the patient that they are welcome to do a few things prior to their appointment such as have a cup of coffee at the nearby café

17. mark in the appointments schedule that the patient has arrived and complete any other tasks associated with the patient’s arrival <<you may wish to list all the things reception staff need to do here>>
18. monitor the waiting area frequently to identify very unwell patients and take action as detailed in Triage and medical emergencies
19. provide individual patients with periodic updates regarding how many patients are in front of them.

1.15 Did not attend appointments (Criterion 1.5.4)
Practice policy

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

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

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

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

Our practice may choose to charge a fee for multiple cancelled or DNA appointments, however the patient must receive ample advice that a fee will be incurred after a set amount of missed appointments.

Practice procedure

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

Our practice procedure for identifying and following up patients who cancel or DNA is as follows:

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

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

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

16. action any requests

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

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

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

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

<<The following paragraph is optional and can be deleted if not applicable>>
In our practice, we apply penalties if patients miss or cancel <<insert here number of appointments>> appointments. Such penalties include <<detail penalties applied here>>, and patients are informed of these penalties through <<insert your practice procedure here>>.

Helpful Resources: QbAY >> Reception Area
1.16 Access and parking (Criterion 5.1.3)
Practice policy

<<Customise this section as appropriate>>
Access to general practice facilities and services is of importance to patients and as a result GPs and staff need to consider the ways in which they can help facilitate reasonable access.

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

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

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

· a unisex wheelchair accessible toilet for patients with disabilities.

If physical access is limited, our practice provides home or other visits to patients with disabilities.

Our practice is familiar with the Federal Disability Discrimination Act 1992 and legislation regarding the right to access general practices. Details can be found on the Human Rights and Equal Opportunity Commission website.

Helpful Resources: QbAY >> Reception Area
1.16.1 Wheelchair access (Criterion 5.1.3)
Practice procedure

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

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

1.16.2 Car parking (Criterion 5.1.3)
Practice procedure

Our practice provides adequate car parking facilities within a reasonable distance from our practice for patients <<insert your practice procedure here>>.

– Patient Management

1.17 Patient rights (Criterion 1.7.1 and 2.1.1)
Practice policy

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

Specifically, all staff need to:

· have strong interpersonal and communication skills

· provide a high level of customer service

· be warm, caring, friendly, helpful and empathetic

· identify, be sensitive toward and accommodate personal and cultural needs

· provide non-discriminatory care

· provide continuity of care

· provide adequate information to help patients make informed decisions

· respect a patient’s right to seek another opinion or alternative care

· record all essential information in the patient’s health record

· foster a collaborative relationship based on trust and mutual respect.

Patients must not be refused access to care on the basis of gender, race, disability, Aboriginality, age, religion, ethnicity, sexual preference or medical condition.

Patients need to be encouraged to self-identify cultural background (eg Aboriginal and Torres Strait Islander self-identification), with this information recorded in active patient health records.
Our practice is familiar with the Federal Disability Discrimination Act 1992, as well as various State or Territory Disability Services Acts and Equal Opportunity Acts regarding anti-discrimination. Details can be found on the Human Rights and Equal Opportunity Commission website.

Practice procedure

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

In our practice, we encourage patients to self-identify cultural background (eg Aboriginal and Torres Strait Islander self identification) on their ‘new patient registration form’ and this information is recorded in their health record.

Helpful Resources: QbAY >> Reception Area
1.18 Courtesy and respect (Criterion 2.1.1)
Practice policy

<<Customise this section as appropriate>>
GPs, clinical and non-clinical staff need to respect the rights and needs of patients. Friendliness, fairness and open communication are considered the best antidote to the risk of patient dissatisfaction, grievance, complaint or legal action.

It is for these reasons that the following should apply:

· staff need to be courteous at all times

· patients should be spoken to clearly with information repeated where necessary

· staff need to be understanding of patients who may be anxious, frightened or unfamiliar with our practice

· patients need to be treated with warmth, empathy and consideration

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

Practice procedure

<<Customise this section as appropriate>>
In our practice, GPs, clinical and non-clinical staff respect patients’ rights and needs by treating them with courtesy and respect.  In our practice, we provide training to ensure GPs, clinical and non-clinical staff communicate in a clear, understanding and considerate manner.

Helpful Resources: QbAY >> Reception Area
1.19 Interpreter services (Criterion 1.2.3)
Practice policy

<<Customise this section as appropriate>>
Our practice provides a health service that accommodates a diverse multicultural population including those with disability.

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

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

	· quality patient care
	· confidentiality

	· risk management
	· efficiency and effectiveness

	· impartiality
	· accuracy

	· professional conduct
	· experience.


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

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

Practice procedure

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

	· reception staff
	· GPs

	· clinical staff
	· practice information sheet.


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

	Name of staff member
	Language

	
	

	
	

	
	


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

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

· reluctance for the patient to disclose some information

· biased translation of information.

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

· Victorian Government Health Information, Health Translations Directory
· NSW Health, Multicultural Health Communication Service
· Safety and Quality Council, 10 Tips for Safer Health Care
In our practice, we follow this procedure when accommodating patients who speak a language other than English: <<Customise this section as appropriate>>
21. ask the patient if they would like the use of an interpreter and offer translation services available in the practice

22. check the patient’s health record to see if an interpreter has been used before (if an existing patient)

23. record the patient’s preferred language and if they have requested an interpreter (if a new patient)

24. ask the patient what time they would prefer an appointment and whether they would prefer a male or female interpreter

25. ask the patient how they prefer to be addressed and their preferred order of name (eg family name first, then generation name, given name last)

26. record this information in the patient’s health record

27. make a longer appointment to accommodate interpreting time

28. ask the patient to repeat appointment details to confirm they have understood

29. contact the TIS on 1300 131 450 to book an interpreter (if requested). Advise the TIS operator of a nominated patient code for easy identification, patient name, language, preferred gender of interpreter and appointment details

30. ask the patient to call if they are unable to attend the appointment. Alternatively, call the patient the day before to confirm the appointment.

1.20 Culturally appropriate care (Criterion 1.4.1, 1.7.1 and 2.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice identifies the cultural background of our patients, particularly those of Aboriginal and Torres Strait Islander status to assist with disease prevention and delivering culturally appropriate care.

To do this, our practice does the following activities:

· encourage and record self-identification of the cultural background of our patients (particularly those of Aboriginal and Torres Strait Islander status). A patient registration form is useful in assisting with ‘self identification’ of cultural background. See New patient registration for further information

· identify important/significant cultural groups within the practice to meet their needs

· be able to access guidelines for the specific clinical care of patients who self-identify as Aboriginal and Torres Strait Islander.

Further information on the health issues of Aboriginal and Torres Strait Islanders can be found in the Australian Institute of Health and Welfare (AIHW) Australia’s Health Report 2004.

Practice procedure

<<Customise this section as appropriate>>
In our practice, the procedure for ensuring culturally appropriate care of our patients is:

· utilise the new patient registration form to encourage patients to self-identify their cultural background

· ask during the consultation if patients identify with a particular culture.

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

· <<list strategies implemented to meet the needs of significant cultural groups identified within our practice>>
· <<list strategies implemented to meet the needs of significant cultural groups identified within our practice>>.
Our practice accesses guidelines for clinical care of patients who self-identify as Aboriginal or Torres Strait Islander.  These guidelines are accessible in each consulting room or via the internet at the NACCHO website.

1.21 Local health and community services (Criterion 1.2.2 and 1.6.1)
Practice policy

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

Our practice engages with the following services:

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

· allied health services

· disability and community services

· health promotion and public health services and programs.

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

Practice procedure

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

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

· details on local allied health professionals

· details on local diagnostic services

· details on local pathology services

· Doctors/specialists listings

· AMA/RACGP

· yellow pages

· local medical specialist centres and hospitals.

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

· consulting room

· treatment room

· computer system

· kitchen/tea room.

It is the responsibility of <<insert staff member responsible here>> to maintain the health and community service resources for both patients and GPs and staff of our practice.

1.22 Health information for patients (Criterion 1.2.2, 1.3.1 and 1.6.1)
Practice policy

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

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

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

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

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

Information from the Australian Council for Quality and Safety in Health Care such as ‘Ten tips for safer health care’ should also be made available to encourage patients to discuss the purpose, importance, benefits and risks relating to decisions about their health care.

This brochure plus other information can be downloaded from the Safety and Quality Council website.

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

Helpful Resources: QbAY >> Reception Area
Practice procedure

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

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

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

· information on the practice’s no smoking policy. (Criterion 5.1.1)
Helpful Resources: QbAY >> Reception Area
1.23 Presence of a third party (Criterion 2.1.3)
Practice policy

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

· GP may feel more comfortable having a third party present during an examination, such as the attendance of a nurse (chaperone)

· GP registrar observing for training purposes

· patient may be accompanied by a third person such as a carer or family member.

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

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

Helpful Resources: QbAY >> Consulting Room
Practice procedure

<<Customise this section as appropriate>>
Our practice collects consent from patients for medical students and other persons receiving training by advising at the time of making an appointment, or at the very least, when they arrive at reception. GPs must not ask in the consulting room, as the patient may feel too awkward or uncomfortable to refuse.

Our practice collects consent from patients if they are accompanied by a third person into the consultation room by asking the patient if they wish to have the carer of family member present. 

1.24 Patients in distress (Criterion 2.1.1)
Practice policy

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

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

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

Helpful Resources: QbAY >> Reception Area
Practice procedure

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

· transferring patients to a private room

· contacting a GP

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

1.25 Triage and medical emergencies (Criterion 1.1.1)
Practice policy

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

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

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

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

Triage Support Guide - Instructions
Triage Support Guide - Front Cover & Spine
Triage Support Guide - Handbook Flip Cards
Triage Support Guide - Prioritisation of Patients Wall Chart
To save the files to your computer, use Right-Click >> Save Target As.

This is an excellent document and your practice can purchase an assembled in a folder with laminated wall chart from the DDDGP on 02 9706 7311.
Practice procedure

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

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

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

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

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

21. advise the operator that you are calling from a general practice

22. answer the questions asked by the operator including:

· the address where the ambulance is required

· what the problem is

· number of people injured

· the patient's age

· the patient's gender

· if the patient is conscious

· if the patient is breathing.

23. follow pre-arrival advice provided by the operator

24. do not hang up until the operator tells you to – you may have to hold while an ambulance is dispatched.

1.26 Home and other visits (Criterion 1.1.3 and 1.2.1)
Practice policy

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

Safe and reasonable care

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

Provision of visits

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

· reference to the timely exchange of clinical information about patient care

· how the service can access GPs in exceptional circumstances to obtain patient health information

· assurance that care will be provided by appropriately qualified health professionals.

Helpful Resources: QbAY >> Consulting Room
Practice procedure

<<Customise this section as appropriate>>
Our practice offers home and other visits to patients who: 

· live within a <<insert distance here, eg 10 kilometre>> radius of our practice

· <<insert criteria here>>
· <<insert criteria here>>.

In our practice, home and other visits are scheduled and confirmed by the patient’s treating GP through <<insert your practice procedure here>>.

Safe and reasonable care

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

Provision of visits

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

Continuity of care and exchange of clinical information is facilitated by <<insert your practice procedure here>>.
1.27 After hours care (Criterion 1.1.3 and 1.2.2)
Practice policy

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

Care supplied by an external provider

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

· the timely reporting of the care provided to the patient’s nominated practice

· a defined means of access for the deputising practitioner to patient health information and practice GPs in exceptional circumstances

· the care is provided by appropriately qualified health professionals.

Helpful Resources: QbAY >> Reception Area
Practice procedure

In our practice, we offer after hours care to patients of our practice by the following:

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

32. formal arrangements for cooperative care outside the normal opening hours of the practice exist through a cooperative of one or more local practices

33. formal arrangements exist with an accredited medical deputising service

34. formal arrangements exist with an appropriately accredited local hospital or an after hours facility, in the circumstances where we do not use an accredited medical deputising service or cooperative. 

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

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

· telephone answering machine

· call diversion system

· paging system

· sign visible from outside of the practice

· practice information sheet.

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

1.28 Practice fees (Criterion 1.2.4 and 1.2.5)
Cost of care provided by our practice

Practice policy

<<Customise this section as appropriate>>
To assist in making an informed decision about their health care, patients must be informed of the cost of care provided by our practice.  This includes practices who bulk bill all patients.

Costs may include the following:

· brief, standard and longer consultations

· late or missed appointments

· significant telephone or electronic communication (if applicable)

· nursing consultations

· home/other visits

· care outside our practice’s normal opening hours.

GPs and clinical staff advise patients of additional costs before treatments, investigations or procedures are performed by our practice. 

Additional costs may include the following:

· excisions

· sutures

· ECG

· spirometry

· application of plasters and casts

· <<insert additional items here>>
· <<insert additional items here>>
· <<insert additional items here>>.
Practice procedure

<<Customise this section as appropriate>>
Our practice informs patients of our fees and billing arrangements via:

· the practice information sheet

· sign displayed in the waiting area.

Cost of care provided outside of our practice

Practice policy

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

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

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

Helpful Resources: QbAY >> Reception Area

Practice procedure

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

– Patient Health Records and Confidentiality

1.29 Patient health records (Criterion 1.7.1, 1.7.2 and 1.7.3)
Practice policy

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

· identify a person accurately

· record symptoms and signs

· support diagnosis

· justify management decisions.

Format of health records

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

· all clinical information relating to the patient

· contact and demographic information including the patient’s full name, date of birth, gender and contact details

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

· the preferred contact in an emergency.

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

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

Practice procedure

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

· adverse medicines events

· current medicines list

· current health problems

· past health history

· risk factors

· immunisations

· relevant family history

· relevant social history.

Our practice also ensures that:

· 90% of active health records contain a record of allergies in the health summary

· significant face-to-face, telephone or electronic communication is recorded in the patient record

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

1.29.1 Consultation notes (Criterion 1.7.3)
Practice policy

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

Consultation must include the following:

· date of consultation

· reason for consultation

· relevant clinical findings

· diagnosis

· recommended management plan and where appropriate expected process of review

· prescribed medicine (including medicine name, strength, directions for use/dose frequency, number of repeats, and date medicine started/ceased/changed)

· any relevant preventive care undertaken

· documentation of referral to other health care providers or health service

· any special advice or other instructions

· identification of who conducted the consultation, eg by initial in the notes, or audit trail in electronic record

· evidence that problems raised in previous consultations are followed up.

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

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

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

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

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

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

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

Helpful Resources: QbAY >> Consulting Room
Practice procedure

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

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

· the GP and clinical staff verbally informing patients at the time of request

· the practice information sheet

· a notice in the waiting area.

1.30 Recall and reminder systems (Criterion 1.3.1 and 1.5.4)
Practice policy

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

In the first instance, it provides patients with the safety and comfort of knowing that their doctor is monitoring their health from a distance by issuing reminders for follow up or preventive care and recalling them to discuss results of test requests and referrals.

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

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

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

Other positive aspects of a recall and reminder system include:

· continuity of care

· an increase in patient involvement in their health

· the ability to increase practice income

· better management of chronic conditions therefore leading to reduced acute care and greater preventive care

· better quality of life for patients.

An effective recall and reminder system comprises the following components:

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

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

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

Helpful Resources: QbAY >> Reception Area
1.31 Recall system (Criterion 1.5.4)
Practice policy

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

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

· ‘red flag’ (see explanation below) patients attend diagnostic test requests and/or referrals

· all test results or referral responses arrive at our practice and are seen by the GP

· the patient is given the result of the test or referral

· every contact or attempt to contact the patient is recorded

· the system is cost and time effective, fail-safe and sustainable.

Parts of a recall system

Practice policy

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

· identifying ‘red flag’ (see explanation below) patients and registering them on the recall system

· tracking outgoing diagnostic test requests and referrals to identify and follow-up patients who are not complying with treatment plans

· ensuring results or referral responses arrive at our practice and are viewed by the GP

· recalling the patient to receive the result of test requests or referral responses.

‘Red flag’ patients or situations

Practice policy

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

· when a condition is serious or life-threatening

· when delayed treatment or not receiving treatment has the potential to increase the risk of morbidity

· whether the test results are abnormal

· patients that may be unhappy with their management

· patients referred for a specialist consultation

· patients who have not attended a scheduled appointment and need to be seen

· patients with a condition that requires monitoring

· any other situation by which the GP feels the patient needs to be monitored.

Contacting the patient

Practice policy

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

· 3 phone calls at different times of the day

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

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

Helpful Resources: QbAY >> Reception Area
Practice Procedure

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

In our practice, the following procedures apply to the Recall system:

· when the GP returns the results, follow the instructions provided by the GP – this may entail contacting the patient to make an appointment, transferring the call to the GP or advising the patient over the phone that their results are normal

· before contacting the patient, cross-reference the patient’s health record to ensure they have not already been contacted

· if contacting the patient to make an appointment to see the GP, make 3 phone calls at 3 different times of the day

· document in the patient’s health record all attempts to phone them and the times of the day called

· if the patient does not respond, send a letter via registered post asking the patient to contact our practice

· document in the patient’s health record the date that the letter was sent

· include a copy of the letter in the patient’s health record

· if the patient does not attend, advise the GP and repeat the above procedures

· once the patient has attended their appointment and the GP has actioned the results and initialled accordingly, remove the recall flag, and if paper-based, file the report.

1.32 Tracking system

Practice policy

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

To track red flag patients, our practice’s recall and reminder system includes:

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

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

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

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

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

Helpful Resources: QbAY >> Reception Area
1.33 Reminder system (Criterion 1.3.1)
Practice policy

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

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

Contacting the patient

Practice policy

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

· 2 letters marked private and confidential

· if the patient has not responded – a phone call.

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

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

Our practice participates in one or more of the following reminder systems: 

· flagging of patient health records for opportunistic preventive activities

· paper or electronic system showing due dates for preventive activities

· paper or electronic proactive reminder system

· <<insert other reminder system here>>
· <<insert other reminder system here>>.
Our practice also participates in National and State or Territory based reminder registers which include the following:

· Pap smear registry

· Australian Childhood Immunisation Register

· Familial cancer registry

· <<insert other registers here>>
<<insert other registers here>>.
Helpful Resources: QbAY >> Reception Area
Practice procedure

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

· on a weekly or monthly basis, generate the reminder letter to the patient

· document in the patient’s health record the date that the first letter was forwarded to the patient

· before contacting the patient, cross-reference with the patient’s health record to ensure that they have not already been contacted

· if the patient does not contact the practice after the first letter, send a second letter the next month

· document in the patient’s health record the date that the second letter was forwarded to the patient

· if the patient does not contact the practice after the second letter, phone the patient

· document in the patient’s health record all attempts to phone them and (if applicable) the times of the day called

· if the patient does not attend, advise the GP and repeat the above procedures

· once the patient has their appointment, remove the reminder flag.

Other important details surrounding reminding patients for preventive health care are <<insert your practice procedure here>>.
Helpful Resources: QbAY >> Reception Area
1.34 Retention of records and archiving (Criterion 4.2.2 and 4.2.4)
Practice policy

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

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

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

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

Helpful Resources: QbAY >> Consulting Room
Practice procedure

In our practice, the length of time inactive medical records are kept is <<insert length of time here>>.

In our practice, the length of time patient account records are retained is <<insert length of time here>>.

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

<<Customise this section as appropriate>>
When a patient requests for their health records to be transferred to a GP outside of our practice, the GP has an obligation to provide a copy or summary of the patient health record in a timely manner to facilitate care of the patient.

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

35. when a patient asks for their health record to be transferred to another practice

36. for legal reasons, eg record is subpoenaed to court

37. where an individual health record report is requested from another source.

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

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

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

<<Customise this section as appropriate>> Our practice charges a reasonable fee to the practice or the patient for transferring the patient’s health record to another practice.

1.35.1 Transfer to another practice

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this procedure when transferring health records to another practice: 

25. ensure that the patient has provided written consent and this is incorporated into the patient’s health record

26. stamp or record ‘copy’ on each page of the photocopy or summary report

27. send the health record to the requesting practice via registered post / patient / courier with a fee indicated (if appropriate)

28. make a note in the patient’s health record the date and destination of the records transferred.

Helpful Resources: QbAY >> Consulting Room
1.35.2 Transfer from another practice (Criterion 2.1.1 and 4.2.3)
Practice policy

<<Customise this section as appropriate>>
It is necessary for a doctor to become familiar with a new patient’s medical history via their health record from a previous practice. If a copy or summary of a health record is required, written patient consent must be provided to the former practice by the patient. Our practice assists new patients by providing a consent form and posting to the former practice.

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this procedure when transferring health records from another practice:

29. ask the patient to write a letter / sign a form indicating consent for their previous practice to forward a copy or summary of their health record

30. send a letter to the previous practice requesting that they provide a copy or summary of the patient’s health record and enclose the original copy of the patient’s consent

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

1.36 Request for personal health information (Criterion 4.2.1)
Practice policy

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

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

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

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

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

38. document the patient’s request and forward a request to the patient’s GP to check for exemptions

39. check the patient’s or legally nominated representative’s identification prior to access being granted.

1.37 Referral documents and services (Criterion 1.2.2, 1.2.5, 1.6.1 and 1.6.2)
Practice policy

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

Patients must be made aware that patient health information is being disclosed in the referral documents.

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

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

· be legible

· be on appropriate practice stationery

· include the purpose of the referral

· include the relevant history, examination, findings and current management

· include the list of allergies and current medicines.
For medico-legal and clinical reasons, copies of significant (non-routine) referral letters are kept in the patient’s health record. 

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

Helpful Resources: QbAY >> Consulting Room
Practice procedure

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

· computer based

· paper based.

In our practice, the procedure for informing patients that patient health information is disclosed in referral documents is via:

· the GPs

· the practice information sheet.

1.38 Privacy and confidentiality (Criterion 4.2.1 and 4.2.2)
Practice policy

1.38.1 Privacy Act

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

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

NPP 1

Collection

NPP 2

Use and Disclosure

NPP 3

Data Quality

NPP 4

Data Security

NPP 5

Openness

NPP 6

Access and Correction

NPP 7

Identifiers

NPP 8

Anonymity

NPP 9

Transborder Data Flows

NPP 10

Sensitive Information

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

1.38.2 Patient health information

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

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

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

In addition to Federal legislation, our practice also complies with State or Territory legislation.

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

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

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

Helpful Resources: QbAY >> Consulting Room
Practice procedure

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

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

In our practice, items for pathology couriers or other pickups are left <<insert location that is not accessible to the public here, eg behind reception desk>>.
1.39 Security (Criterion 4.2.2 and 5.1.1)
Practice policy

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

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

Practice procedure

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

In our practice, the facsimile, printers and other electronic communication devices are located <<insert location that is not accessible to the public here>>.
1.40 Research and quality program (Criterion 2.1.3 and 4.2.1)
Practice policy

<<Customise this section as appropriate>>
Practices involved in research need to give consideration to how ‘identifiable’ their patient information will be and who has access to this information.

There is a difference between identifiable patient information (by which a patient can be individually identified), de-identified patient information (which cannot be traced back to the individual patient) and potentially identifiable information (which can possibly be traced back to that patient).

Wherever possible, patient data should be de-identified, however if it is unavoidable, our practice ensures:

· the patient provides explicit and documented written consent

· the patient receives a written and verbal explanation about the research

· the patient can withdraw their consent at any time

· the project is approved by a relevant Human Research Ethics Committee (HREC) established under the National Health and Medical Research Council guidelines

· privacy laws are followed.

National Privacy Principle 6 relates to Use and Disclosure and further information can be found on the Office of the National Privacy Commissioner website.

The practice needs to determine whether Human Research Ethics Committee (HREC) approval is applicable, and this needs to be discussed with the research company. Refer to National Health and Medical Research Council (NHMRC) ‘National statement on ethical conduct in research involving humans’ for further information.

Research projects using de-identified data such as clinical audits should ideally have patient consent, however this can be in more general terms such as by placing a notice in the practice information sheet or in the waiting area. 

Helpful Resources: RACGP Handbook for the Management of Health Information
Practice procedure

<<Customise this section as appropriate>>
Our practice retains a record of the request for participation in any research project, including the research protocol, consent and withdrawal procedures and process for resolving problems in <<insert your practice procedure here>>.
1.41 Informed consent (Criterion 1.2.2)
Practice policy

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

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

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

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

· research projects where the patient can be identified (written consent)

· clinical training programs (verbal consent)

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

Types of consent

<<Customise this section as appropriate>>
The Privacy Amendment (Private Sector) Act 2000 states that consent may be 'express' or 'implied'. The definitions for express and implied are:

· express consent – is given explicitly, either verbally or in writing

· implied consent –is agreement that can be inferred from an individual’s conduct.

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

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

– Computer Administration

1.42 Computer security (Criterion 4.2.2 and 4.2.3)
Practice policy

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

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

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

· screensavers or other automated privacy protection devices are enabled

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

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

· backups are tested

· antivirus software is installed and updated

· all internet connected computers have hardware/software firewalls installed

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

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

Our practice has the following information to support the computer security policy:

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

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

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

Helpful Resources: GPCG Computer Security Policies and Procedures Manual
Practice procedure

<<Customise this section as appropriate>>
In our practice, the staff member responsible for coordinating IT security is <<insert staff member responsible here>>.

This staff member is responsible for the following activities: 

· overseeing the development of documented IT security policies and procedures

· overseeing the development of a computer disaster recovery plan

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

· ensuring revision of the disaster recovery plan at specified intervals

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

· ensuring that there is an access control policy in place

· ensuring that staff are aware of maintaining password security

· ensuring that screensavers are in place

· establishing a routine back-up procedure

· ensuring that restoration of data is tested at specified intervals

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

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

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

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

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

· coordinating the application, use and storage of digital certificates

· ensuring our practice understands encryption

· arranging computer security training for members of our practice.

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

1.43 Computer system maintenance

Practice policy

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

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

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

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

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

· checking remaining hard disk drive capacity

· checking logs for errors

· checking for the installation of unauthorised programs

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

· defragmenting the hard drive

· deleting temporary files

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

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

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

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

1.44 Access control (Criterion 4.2.1 and 4.2.2)
Practice policy

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

Practice procedure

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

	Position of staff member
	Program name
	Level of access

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


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

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

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

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

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

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

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

In our practice, we keep personal health information secure by <<insert your practice procedure here, eg use of screensavers, anti-viral software, passwords, firewall, data backups and regular maintenance>>.

1.46 Backup and restore (Criterion 4.2.2)
Practice policy

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

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

Backup media

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

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

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

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

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

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

	Step
	Activity

	1
	

	2
	

	3
	

	4
	

	5
	

	6
	


Backup testing

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

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

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

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

· what personal information is being collected

· who is collecting personal information

· how personal information is being used

· access to personal information collected on this site

· security of personal information collected on this site.

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

Practice procedure

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

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

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

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

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

1.48.1 Online Security and Technology (Criterion 4.2.2 and 4.2.3)
Practice procedure

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

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

· location certificates which relate to a building, location or the practice

· individual certificates for persons who will be corresponding electronically with the HIC and other health care professionals and locations. 

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

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

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

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

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

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

Confidential information is not sent over the internet unless encrypted.

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

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

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

1.49 Firewalls (Criterion 4.2.2 and 4.2.3)
Practice policy

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

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

Practice procedure

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

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

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


1.50 Scanning documents and digital images (Criterion 1.7.1)
Practice policy

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

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

· scanning and/or recording digital images are a normal procedure for storing patient information for our practice

· when the document or image was created, eg document or image is time and date stamped

· who created the document or image and that this person was capable and responsible

· there is a defined procedure for creating and checking electronic documents

· the system that created the document or image was not susceptible to tampering or hacking (ie the document could not be edited)

· audit logs are available to track access.

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

<<Customise this section as appropriate>>
In our practice, we scan patient correspondence received into the patient’s electronic record.

Our scanning processes consist of the following steps:

	Step
	Activity

	1
	

	2
	

	3
	

	4
	

	5
	

	6
	


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

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

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

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

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

<<Customise this section as appropriate>>
Our practice uses <<insert the name of anti-virus software here>> anti-virus software on all computers.

Approval is sought from <<insert staff member responsible here>> before any removable media is inserted into the practice computers.

Education on scanning for viruses on removable media is sought and provided by <<insert staff member responsible here>>.

1.52 Disaster recovery plan (Criterion 4.2.2)
Practice policy

<<Customise this section as appropriate>>
Our practice has a disaster recovery plan in place in the event of an emergency such as power failure to ensure the information on the computers is saved and protected.

Our practice uses the template disaster recovery plan from the GPCG Computer Security Policy and Procedure Manual Template.

Some of the functions which need to continue when a computer ‘disaster’ occurs are:

· making appointments for patients

· giving patients invoices and receipts

· allowing GPs to provide adequate clinical care while not having access to electronic health records

· knowing who to phone for technical advice on getting the system operational again

· knowing how to restore data using the backup medium, and, together with technical support, ensuring that computer hardware and software are restored to normal working conditions

· outlining any of the additional roles that staff might need to undertake during the disaster.

To ensure that quality consultations continue in the event of computer failure, our practice prints templates from the clinical software program and stores in a central location. These can then be used as part of the consultation with hand written notes scanned or entered into the clinical software when the computers come online.

Practice procedure

Our practice disaster recovery plan is stored <<insert location that the disaster recovery plan is stored>>.
Our practice disaster recovery plan is tested on a <<insert frequency of testing here, eg 6 monthly>> basis. The plan was last updated <<insert date>>.

<<Insert staff member responsible here>> is responsible for testing and updating the disaster recovery plan on a <<insert frequency of testing here, eg 6 monthly>> basis.

Helpful Resources: QbAY >> Practice Management, GPCG Computer Security in General Practice, RACGP Handbook for the Management of Health Information and Australian Medical Association (AMA) Code of Ethics
– Clinical Management

1.53 GP autonomy (Criterion 1.4.2)
Practice policy

<<Customise this section as appropriate>>
GPs in our practice are free to make decisions that affect the management of their patients, in accordance with accepted clinical practice.

In particular, GPs need to be able to exercise full autonomy in determining:

· the consultants to whom they refer

· the pathology, diagnostic imaging or other investigation they order and the provider they use

· what type and frequency of follow-up appointments are made for patients and the scheduling of such appointments

· whether to accept new patients provided that this action is non-discriminatory.

GPs and clinical staff of our practice are consulted prior to the scheduling of appointments and the purchase of new equipment and supplies. Our practice seeks feedback from GPs and other staff concerning the use of this equipment both formally (in staff or clinical meetings) and informally.

Helpful Resources: QbAY >> Consulting Room
1.54 Clinical references and resources (Criterion 1.2.2 and 1.4.1)
Practice policy

<<Customise this section as appropriate>>
Our practice provides medical, nursing and allied health workers access to a range of resources and materials for reference on clinical matters and items of interest for professional development.

The references made available must contain information that is consistent with current practice guidelines or based on best available evidence. Our practice has an organised system of access to journals, clinical guidelines and other reference material. Reference material is kept in each consulting room and treatment room (as appropriate).

The provision of information about medicines and medicine safety (including Consumer Medicines Information) assists patients to make informed decisions about their medicines and therefore this information should be provided to patients when required.

Our practice provides GPs and clinical staff with access to up-to-date clinical practice guidelines and references including the following:

· Australian Medicines Handbook
· Australian Prescriber
· Central Australian Rural Practitioners Association (CARPA) Treatment And Reference Manuals
· Cochrane Library
· ‘5 step correct patient, correct site, correct procedure’ protocol by the Australian Council for Safety and Quality in Health Care
· Diabetes Australia
· National Aboriginal Community Controlled Health Organisation (NACCHO), National Guide to a Preventative Health Assessment in Aboriginal and Torres Strait Islander People
· National Asthma Council
· National Health and Medical Research Council
· National Heart Foundation
· National Prescribing Service
· RACGP Smoking, Nutrition, Alcohol and Physical Activity (SNAP) Framework for General Practice
· RACGP Guidelines for Preventive Activities in General Practice
· RACGP Putting Prevention Into Practice
· RACGP Medical Care of Older Persons in Residential Aged Care Facilities
· Rational Assessment of Drugs and Research (RADAR)
· Therapeutic Guidelines.

Practice procedure

<<Customise this section as appropriate>>
These clinical practice guidelines are accessible in the following areas and are kept up-to-date: 

· the practice library

· the consulting rooms

· the internet.

Helpful Resources: QbAY >> Consulting Room
1.55 Checking, rotating and resupplying perishable medical supplies (Criterion 5.3.3)
Practice policy

<<Customise this section as appropriate>>
Perishable medical supplies including vaccines, pharmaceutical consumables, medical consumables and supplies in the doctor’s bags must be correctly stored with stock rotated and not kept or used beyond their expiry dates.

Practice procedure

In our practice, it is the responsibility of <<insert staff member responsible here>> to maintain a log of areas to be checked such as the drug cupboard, doctors’ bags, and refrigerator and other cupboards containing perishable medical stock, and rotate stock in a uniform manner.

It is also the responsibility of <<insert staff member responsible here>> to ensure that items are disposed of according to the manufacturer’s instructions.

Helpful Resources: QbAY >> Treatment Room
1.56 Doctor’s bag (Criterion 5.2.2)
Practice policy

<<Customise this section as appropriate>>
Each GP needs to have access to a doctor’s bag when needed.

When in use, the doctor’s bag must contain equipment, drugs and stationery for diagnosis and treatment of common and urgent problems, including: <<All of the following items are listed as essential in the Standards>>
	· auriscope
	· disposable gloves

	· ophthalmoscope
	· in-date medicines for medical emergencies

	· sharps container
	· sphygmomanometer

	· stethoscope
	· syringes and needles in a range of sizes

	· thermometer
	· torch

	· equipment for maintaining an airway in both adults and children

	· practice stationery (including prescription pads and letterhead).


Our practice considers what other medicines and equipment are needed in the doctor’s bag, and this will depend entirely on the practice location, type of clinical conditions most likely to be encountered and other related factors.

Sensible security measures are taken in the storage of the doctor’s bag. Practices need to be familiar with related Schedule 8 and Schedule 4 State or Territory and/or Federal legislation.

Helpful Resources: QbAY >> Consulting Room and Treatment Room

Practice procedure

<<Customise this section as appropriate>>
In our practice, it is the responsibility of <<insert staff member responsible here>> to maintain the doctor’s bag and check for the presence of required equipment.

In our practice, checks of the doctors’ bags are to be conducted by <<insert staff member responsible here>> on a <<insert frequency here, eg weekly>> basis.

1.57 Continuity of patient care (Criterion 1.5.1 and 1.5.2)
Practice policy

<<Customise this section as appropriate>>
Continuity of care relates to the patient experiencing consistency in their care over time. This consists of the comprehensiveness of information detailed in their record, clinical management and the doctor-patient relationship. A detailed definition can be found in the Glossary of the RACGP Standards on page 82.

To support high quality care, our practice ensures the following:

· over 25% of active patient health records include entries extending back over more than 2 years (this applies to practices that have been established for longer than 2 years)

· all involved in the care of patients within our practice have access to patient records

· clinical care is documented in patient records

· plans for the management of patients with complex clinical conditions is documented in patient records

· clinical care is consistent with the best available evidence

· clinical care provided by different members of our practice is consistent

· health summaries are updated to reflect recent significant events

· all issues raised in consultations are documented in patient records. 

Our appointment management enables patients to develop an ongoing relationship with our practice staff, GPs, nurses and allied heath workers of their choice. 

Our practice implements strategies to encourage patients to continue to attend our practice over time. These strategies include:

· enrolling patients (subject to their consent) in disease prevention and health promotion activities

· provision of home visits and after hours care

· reminding parents of due childhood immunisations.

Helpful Resources: QbAY >> Consulting Room
Practice procedure

<<Customise this section as appropriate>>
In our practice, we encourage continuity of care for patients by:

· checking who the patient’s regular GP is when they request an appointment

· offering an alternative GP in the case of the patient’s usual GP being unavailable

· forwarding a copy or summary of the patient’s health record to the new practitioner when a patient leaves our practice or transfers to another practice (written consent provided by the patient before this occurs)

· referring the patient to another GP or health care provider if the patient’s medical condition requires management not within the capacity of our practice

· referring the patient to another GP or health care provider if the patient is unable to be effectively treated by a GP at our practice.

1.58 Management of a patient refusing treatment or advice (Criterion 2.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice takes an active approach to ensure the best outcomes for patients at all times even if they choose to reject investigation and/or management advice.

GPs and clinical staff need to respect the right of patients to make investigation and treatment choices. Patients should be encouraged to notify the GP or clinical staff if they choose not to follow advice or if they decide to seek another opinion.

Practice procedure

<<Customise this section as appropriate>>
In our practice, the procedure for managing a patient who refuses treatment or advice is:

· contact the GP’s medical defence organisation to request advice for appropriate action

· provide the patient with the full range of options available, including the risks and benefits of each to enable them to make an informed choice

· explain the consequences of the choices including those of non-investigation and treatment

· offer continued monitoring, support or referral appropriate to their choices

· document the patient’s decision in their record if they decide to seek further clinical options

· document all communication and actions taken in the patient’s health record.

1.59 Refusal to treat a patient (Criterion 2.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice has the right to refuse to treat patients in defined circumstances, however arrangements must be made for transferring the care of that patient. Emergency medical treatment must be administered to patients if it is necessary to:

· save their life

· prevent serious damage to their health

· prevent or alleviate significant pain or distress.

At times a GP may not be able to effectively treat their patient due to a breakdown in the therapeutic relationship (eg the patient is behaving in a threatening or violent manner).

In these cases, the GP does not need to persevere with the care of the patient but refer them to another GP or practice that would better suit the patient’s needs. This ensures appropriate care is provided to the patient and also to prevent potential litigation.

Our practice consults with State or Territory and/or Federal legislation with regard to cessation of patient care and transfer of patient health records.

Practice procedure

<<Customise this section as appropriate>>
In our practice, the procedure for ceasing the doctor/patient relationship is:

40. contact the GP’s medical defence organisation to request advice for appropriate action

41. advise the patient both verbally during a consultation and then followed up in writing that you are not able to effectively treat them because of a breakdown in the therapeutic relationship

42. advise the patient that you have a sincere desire for them to receive the appropriate care and that they may receive this by another GP

43. ask the patient if they have another GP in mind they would like to attend

44. if their answer is “no”, recommend another GP or practice

45. if the patient agrees, ask the patient if they would like you to make an appointment for them

46. if their answer is “yes”, make the appointment during the consultation and provide the patient with the appointment time and with the new GP’s contact and address details

47. document in the patient’s health record discussions, the action taken and the appointment date

48. obtain the patient’s consent in writing to send a summary or a copy of their health record to the new GP or practice

49. document all communication and actions taken in the patient’s health record.

– Human Resource Management

1.60 Staff code of conduct

Practice policy

<<Customise this section as appropriate>>
GPs, clinical and administrative staff are considered the most valuable resource of our practice, as patients come to our practice to receive a high standard of care and good quality service.

Our practice aims to recruit and retain the best available team of people by:

· attracting the highest standard of candidates for any vacant position

· selecting personnel equitably and thoroughly

· inducting and training in practice procedures

· treating staff with respect, fairness and honesty

· providing a safe, healthy, rewarding and satisfying working environment

· providing staff with the opportunity for personal and professional development.

GPs, clinical and administrative must also:

· behave according to acceptable professional and social standards at all times

· practice within their legal scope of responsibilities

· maintain their knowledge, skills and attitudes through their professional specialty organisations

· abide by State or Territory and Federal privacy legislation

· sign a confidentiality agreement

· refrain from inappropriate discussion about patients both inside and outside of our practice

· act according to practice policies and procedures and that which is detailed in their position description and/or employment contract

· refrain from inappropriate language, smoking and consumption of illegal drugs.

Helpful Resources: QbAY >> Practice Management
Practice procedure

<<Customise this section as appropriate>>
Our practice will counsel or discipline employees that fail to meet acceptable codes of conduct.

1.61 Identified leaders (Criterion 4.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice has identified leaders in the practice team in the areas of clinical improvements, information management, complaints/feedback and human resources to ensure action is taken.

In our practice, the following people are responsible for: 

· leading clinical improvements - <<insert staff member/s name>>
· responding to patient feedback - <<insert staff member/s name>>
· investigating and resolving complaints - <<insert staff member/s name>>.
Helpful Resources: QbAY >> Practice Management
1.62 Recruiting and appointing staff (Criterion 4.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice analyses the position requirements before any recruitment activities take place.

In order to do this, the following questions are considered: <<Customise this section as appropriate>>
· what are the most important routine tasks the person filling this vacancy will have to carry out?

· what other important tasks must be carried out on a periodic basis?

· what skills and experience are needed to perform these tasks?

· what knowledge and qualifications are needed to perform these tasks?

· what attitudes, beliefs and values are required to fulfil the requirements of the position?

· are there any particular attributes that would be especially helpful in fulfilling the requirements of the position?

· are there going to be any additional tasks that may be added to the role in the future?

· if so, what additional skills will be needed to perform those tasks?

· who will the position report to?

· who is the position responsible for?

· will the position be casual, part time or full time?

· what will be the remuneration for this position?

The above questions are discussed with team members and then answered in a structured format and used as the basis to create the following documents: <<Customise this section as appropriate>>
· selection criteria

· position description

· performance appraisal guidelines.

Helpful Resources: QbAY >> Practice Management
1.62.1 Appointment – non-medical staff (Criterion 3.2.1 and 5.3.4)
Practice procedure

<<Customise this section as appropriate>>
Our practice ensures that all terms and conditions of employment, including job offers, are in writing. This ensures:

· the information is provided in a clear and unambiguous manner

· all parties understand and agree to comply with the terms and conditions of employment

· our practice is prepared for the commencement of the new staff member

· the new staff member is able to start work without procedural delays.

As soon as practical after the applicant has accepted the position, a letter of appointment is sent, signed by the practice principal. 

The letter includes: <<Customise this section as appropriate>>
· starting date and time

· hourly wage rate, or annual salary, or details of other arrangements

· payment details

· hours of work

· induction arrangements

· leave entitlements

· superannuation arrangements

· the probationary period to be completed

· the performance review details

· requirement of maintenance of State or Territory based nursing registration (if applicable) (Criterion 3.2.2)
· recommended immunisations (staff members are offered immunisation appropriate to their duties). (Criterion 5.3.4)
Attachments to the letter include: <<Customise this section as appropriate>>
· position description

· confidentiality agreement

· current immunisation status and consent or refusal form (this is subject to informed consent)

· tax file declaration

· form for banking details

· personal particulars form.

The applicant is required to sign both letters of appointment and retain one for their records. The signed letter of appointment and the completed paperwork is then to be returned to the direct report as soon as possible.

Helpful Resources: QbAY >> Practice Management
1.62.2 Appointment – medical staff (Criterion 3.2.1)
Practice procedure

<<Customise this section as appropriate>>
Our practice ensures that all terms and conditions of employment, including job offers, are in writing. This ensures:

· the information is provided in a clear and unambiguous manner

· all parties understand and agree to comply with the terms and conditions of employment

· our practice is prepared for the commencement of the new staff member

· the new staff member is able to start work without procedural delays.

As soon as practical after the applicant has accepted the position, a letter of appointment is sent, signed by the practice principal. 

The letter should include: <<Customise this section as appropriate>>
· starting date and arrangements

· hourly wage rate, or annual salary, or percentage arrangements

· payment details

· hours of work

· induction arrangements

· leave entitlements

· superannuation arrangements

· the probationary period to be completed

· the performance review details

· providing copies of current State or Territory based medical registration (Criterion 3.2.1)
· advice to the GP that they are expected to participate in QA&CPD activities

· advice to the GP that they are to provide their own after hours emergency doctor’s bag

· advice to the GP that they are to maintain their own Professional Liability Insurance

· advice to the GP that they will not be paid until a provider number group-linked to the practice has been obtained.

Attachments to the letter should include: <<Customise this section as appropriate>>
· position description

· tax file declaration

· form for banking details

· personal particulars form

· current immunisation status and consent or refusal form (this is subject to informed consent)

· application for provider number

· application for prescription pads

· application to DVA to become an LMO

· form adding an additional GP for the PIP and GPII.

The applicant is required to sign both letters of appointment and retain one for their records. The signed letter of appointment and the completed paperwork is then to be returned to the direct report as soon as possible.

Helpful Resources: QbAY >> Practice Management
1.63 Induction of new staff members (Criterion 4.1.1 and 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice acknowledges that a well-planned and executed induction program will help not only in retention of employees, but also in productivity. Practices that have good orientation programs get new people up to speed faster, assist them in adjusting to their jobs and work environment, instil a positive work attitude and motivation at the onset and have lower turnover rates.

Inducting employees to their workplaces and jobs is one of the most neglected functions in many organisations – especially general practice.

A poor or non-existent induction program often leaves a new employee confused and non-productive, anxious and uncertain. They also require substantive supervisor and co-worker time, don’t feel welcomed and part of the team and are more likely to make mistakes.  All of these points ultimately lead to costing our practice lots of money.

Other benefits our practice may experience as part of a well coordinated induction program include increasing their understanding of:

· their responsibilities and legal obligations

· the culture of our practice (how we do things around here)

· reporting relationships in our practice

· the layout and whereabouts of resources in our practice.

As a result, our practice has an induction program for all new GPs and practice staff. Although it is not necessary to complete the induction program in one block of time, all components should be covered within a scheduled period. Our practice also requires the new GP or staff member to complete and sign the induction checklist as part of their employment agreement.

Helpful Resources: QbAY >> Practice Management
Practice procedure

In our practice, the induction program for all staff includes: <<Modify according to staff position>>
	Welcome to our practice

	· an introduction to other staff members

	· a tour of our practice including bathroom facilities and tea room

	· personnel administration – direct report, hours of work, salary, job description, performance review, tax declaration form, payment arrangements

	· collection of required documentation as per letter of offer (see Appointment – medical staff and Appointment – non-medical staff)

	· an overview of the organisation chart and direct reporting line

	· information about the culture of our practice – particularly ‘no blame’ philosophy

	· the importance of asking questions when you are not sure how to do something

	· how/where to access policies and procedures

	· information about available resources 

	· the opening and closing procedures of our practice

	· provide keys to the new staff member (staff member to sign key register)

	About our practice

	· the background of our practice – history

	· the practice profile – number of GPs, special interests, patient demographic

	· services provided by our practice

	· operating hours of our practice

	Practice administration

	· an introduction to the front desk

	· how to handle incoming and outgoing correspondence

	· the location and procedure for ordering stationery and other office supplies

	· the process and staff member responsible for distributing faxes

	· details about the practice consultation fees

	· information about billing arrangements

	· the arrangements for home and other visits

	· the arrangements for care outside of normal opening hours

	Telephone procedures

	· how to place callers on hold

	· when to transfer telephone calls to GPs and other clinical staff

	· information about each GP’s policy on receiving and returning patient phone calls

	· the importance of not interrupting patient consultations unless an ‘urgent situation’

	· a definition of an ‘urgent situation’

	· how to take and deliver messages

	· an outline of what fees apply for phone calls (if appropriate)

	Appointment management

	· information about the appointment system

	· how to determine the urgency of patient health care needs

	· how to accommodate patients with urgent, non-urgent, complex, planned chronic care and preventive health care needs

	· how to determine the most appropriate length and time of consultation at the point of booking

	· the types of appointments available at our practice

	· the process for handling new patients of our practice

	· how to offer patients the opportunity to request their preferred GP and other clinical staff 

	· how to book appointments

	· how to handle patients who attend for their scheduled appointment

	· the importance of informing patients of waiting times

	· the process for handling did-not-attend and cancelled appointments

	· how to identify and care for patients in distress

	Triage and medical emergencies

	· how to determine the level of urgency of patient health care needs 

	· how to handle a medical emergency – on the phone or in person and with or without a GP in attendance 

	Patient management

	· the importance of respecting patient rights

	· the importance of treating patients with courtesy and respect

	· how to handle patient requests for repeat prescriptions and referrals

	· how to handle incoming and outgoing pathology 

	· how to handle difficult or angry patients

	· information about each GP’s policy on receiving and returning patient emails

	· an outline of what fees apply for emails (if appropriate)

	· how to access services to help communicate with patients who speak a language other than that of the GPs and/or those with a disability

	· information about local health, disability and community services

	· how to provide important information to patients

	Patient health records and confidentiality

	· the importance of privacy, confidentiality and security of patient health information – including verbal, written and electronic information

	· the process for handling results, reports and clinical correspondence

	· information about the practice recall and reminder system

	· the practice policy on retention of records and archiving

	· the process for transferring patient health records

	· the practice security policy for prescription pads and computer generated prescription paper, letterhead, medical certificates, medications, patient health records and related patient health information including accounts

	Computer administration

	· information about privacy, confidentiality and security issues

	· allocating the appropriate passwords and permissions

	· how to lock the computer and activate screensavers

	· our email policy (if applicable)

	· our website policy (if applicable)

	· computer security procedures – firewall, disaster recovery procedures

	· how to scan documents and digital images (if applicable)

	· procedures for anti-virus management

	· procedures for backing-up electronic information

	· procedures for transferring patient health information over a public network – encryption

	Human resource management

	· staff code of conduct

	· staff requirements for continuing professional development

	· our practice policy on equal opportunity and sexual harassment

	· the frequency and procedure for staff meetings

	· what to do in the event of an incident or injury

	· our practice policy on lifting heavy objects

	· our practice policy on smoking, drugs and alcohol in our practice

	· how to handle violent situations in the workplace

	· ways to maintain staff health and wellbeing

	· how to handle non-medical emergencies – fire, bomb threats

	Infection control

	· information about the principles of infection control

	· the management of sharps injury

	· the management of blood and body fluid spills

	· information about hand washing and hand hygiene

	· information about the practice cleaning schedule

	· how to ensure instruments are sterile at point of use

	· our procedure for cleaning and sterilising instruments

	· our procedure for safe storage and disposal of clinical waste

	· our procedure for handling, sorting, laundering and storing linen

	· information about implementing standard and additional precautions

	· information about how to prevent disease in the workplace by serology and immunisation

	· requesting current immunisation status of all staff and immunisation appropriate to their duties arranged if consented

	· our procedure on handling and using chemicals

	· our procedure for safe handling of pathology specimens

	Treatment room

	· the process for using and maintaining practice equipment

	· the process for storing, ordering, documenting and disposing of controlled and restricted drugs

	· the process for storing, ordering, documenting and disposing of schedule 4 drugs and pharmaceutical samples

	· the process for checking, rotating and resupplying perishable medical supplies

	Cold-chain management

	· the process for receiving and transporting vaccines

	· information about the importance of managing the cold-chain

	· how to manage the cold-chain

	· the name of the staff member responsible for managing the cold-chain

	· the actions to take in the event of a cold-chain breach

	Continuous quality improvement

	· information about practice accreditation and what that means

	· the name of the staff member responsible for patient feedback

	· the name of the staff member responsible for investigation and resolution of complaints

	· the name of the staff member responsible for leading clinical improvements


1.64 Position descriptions (Criterion 4.1.1)
Practice policy

<<Customise this section as appropriate>>
All staff members in our practice have a specific job description that describes the position requirements, including:

· key selection criteria, eg skills and training required

· the duties, responsibilities and hazards associated with the position

· remuneration (eg hours of work/meal breaks/overtime, and applicable award)

· annual staff reviews.

Both parties agree to and sign the position description.

Job descriptions act as a guide to the duties of the position, however staff may also be required to complete other tasks that may not be listed on the job description. All staff have a responsibility to work within their scope of expertise.

Helpful Resources: QbAY >> Practice Management
Practice procedure

<<Customise this section as appropriate>>
In our practice, copies of all position descriptions are located <<insert the location here>>.

1.65 Continuing professional development (Criterion 3.2.1, 3.2.2 and 3.2.3)
Practice policy

<<Customise this section as appropriate>>
Our practice ensures the GPs maintain and improve the quality of care they provide to their patients by participating in the RACGP QA&CPD Program. Where this is not the case, our practice must be able to provide evidence that GPs participate in quality improvement and continuing professional development to at least the same standard as the RACGP QA&CPD Program. 

Records of GP activities including CPD point details should be retained by individual GPs with a copy given to the practice for personnel records.

Helpful Resources: QbAY >> Education and Training and RACGP Education and Training
Practice procedure

<<Customise this section as appropriate>>
Accreditation of our practice relies on all GPs undertaking continual professional development (CPD). In our practice, records of CPD point details for GPs and ongoing education and training for all other staff members are located <<insert the location here>>.

CPR requirements

Practice policy

<<Customise this section as appropriate>>
To maintain skills, all staff should undertake training in Cardiopulmonary Resuscitation (CPR) every 3 years. 

Our practice has a policy of training all staff members to be competent in the performance of all their assigned duties. Our practice also endeavours to provide each member of our practice team with opportunities for personal and professional development on a regular basis.

Our practice relies on a variety of inputs to identify staff training needs such as regular performance appraisals. All education sessions are recorded in each staff member’s personnel file.

Knowledge and skills need to be updated for equipment, drug, vaccine use and storage together with mandatory government information requirements, eg material safety data sheets, occupational health and safety posters for staff in work environment.

Helpful Resources: QbAY >> Education and Training and RACGP Education and Training
1.66 General practitioner qualifications (Criterion 3.2.1)
Practice policy

<<Customise this section as appropriate>>
Our GPs are appropriately trained and qualified and be either vocationally registered or have Fellowship of the RACGP (FRACGP). These documents are located <<insert the location here>>.

Doctors must provide evidence of current State or Territory based medical registration upon commencement of employment and annually as required.

Practices in areas of need may find it difficult to recruit recognised GPs.  In these cases, the GPs need to be appropriately trained, qualified and be supervised, mentored and supported in their education to the national standards of the RACGP.

Helpful Resources: QbAY >> Education and Training and RACGP Education and Training
1.67 Clinical staff qualifications (Criterion 3.2.2)
Practice policy

<<Customise this section as appropriate>>
Our clinical staff include nurses, allied health professionals or other staff members  who provide clinical care.

All non-medical staff involved in clinical care need to be appropriately trained for their role, including training in the use of any clinical equipment required for their role (eg electrocardiograph, spirometer, steriliser). Training may be gained through participation in external courses or ‘on the job’ training at the practice. 

All clinical staff must provide evidence of qualifications and current registration upon commencement of employment and annually as required. These documents are located <<insert the location here>>.

Helpful Resources: QbAY >> Education and Training
1.68 Administrative staff (non-clinical) qualifications (Criterion 3.2.3)
Practice policy

<<Customise this section as appropriate>>
Our administrative staff (such as receptionists and practice managers who do not provide clinical care) need training to be successful in their roles.

This may include formal training (eg a computer course, training in the use of software programs, first aid, practice management, medical terminology, medical practice reception, cross cultural training) or ‘on the job’ training provided by the GPs or other staff in our practice (eg learning how to use the patient health records system, making appointments, recognising urgent situations when patients present in reception, confidentiality requirements, familiarisation with the practice policy and procedures manual, how to recognise a medical emergency).

A summary of professional development and/or certificates are maintained by our practice for each staff member. These documents are located <<insert the location here>>.

Helpful Resources: QbAY >> Practice Management
1.69 Equal opportunity and sexual harassment

Practice policy

<<Customise this section as appropriate>>
Our practice abides by State or Territory legislation, where it is unlawful to discriminate on the basis of:

· age

· breastfeeding

· gender identity

· impairment

· industrial activity

· lawful sexual activity

· marital status

· parental status or status as a carer

· physical features

· political beliefs or activity

· pregnancy

· race

· religious belief or activity

· sex

· sexual orientation

· personal association (whether as a relative or otherwise) with a person who is identified by reference to any of the above attributes.

Anti-discrimination legislation is premised on the basis that all people should be treated on their ability to perform the task and not on any presumed assumption that the employer thinks may affect the person's performance. Legislation determines that employees or groups are not to be treated less favourably due to factors such as status, race, religion or gender etc.

Helpful Resources: Australian Human Rights and Equal Opportunity Commission
1.70 Staff meetings (Criterion 3.1.1 and 4.1.1)
Practice policy

<<Customise this section as appropriate>>
At our staff meetings, administrative processes are regularly reviewed and staff are given the opportunity to discuss administrative matters with the GPs and practice manager (if applicable) when necessary.

Helpful Resources: QbAY >> Practice Management
Practice procedure

<<Customise this section as appropriate>>
In our practice, staff meetings are held every <<insert frequency here>> and the meetings are recorded.

1.71 Clinical meetings (Criterion 1.5.3, 3.1.2 and 4.1.1)
Practice policy

<<Customise this section as appropriate>>
At our clinical meetings, each clinical staff member reports on clinical issues, updates, case studies and reports of continuous quality improvement activities, complaints and incident reviews to identify, report and prevent a slip, lapse or mistake in clinical care. These mistakes are discussed and action is taken as required to improve processes and patient outcomes. A clinical component is included to ensure consistency in the diagnosis and management of serious conditions.

Helpful Resources: QbAY >> Consulting Room
Practice procedure

<<Customise this section as appropriate>>
In our practice, GPs and clinical staff meetings are held every <<insert frequency here>> and these meetings are recorded.

1.72 Occupational health and safety (Criterion 4.1.2)
Practice policy

<<Customise this section as appropriate>>
Our practice is committed to providing and maintaining a safe work environment for GPs, staff, patients and all other visitors, and also complying with relevant State or Territory and/or Federal legislation. 

Our practice is responsible for ensuring all incidents involving both staff, patients and others are managed professionally and ethically, according to relevant medical standards, guidelines and State or Territory legislation.

Staff are instructed in safety and infection control protocols ensuring risks are known and precautions taken, including vaccinations during induction. All staff have a responsibility to ensure this education has been undertaken.

GPs and staff work together to maintain a safe physical work environment and all practice and office equipment is appropriate for its purpose.

Helpful Resources: QbAY >> Risk Management
Practice procedure

<<Customise this section as appropriate>>
To reduce occupational health and safety risks, our practice:

· records accidents and incidents (including sharps injuries) in the accident register and abide by any relevant State or Territory legislation reporting requirements

· provides equipment and facilities appropriate to each staff member’s role (ergonomics)

· rosters at least one staff member in addition to the GP during normal opening hours

· maintains immunisation and first aid records, eg relating to incidents or other staff medical follow-up are maintained

· requires new staff to complete a staff induction program to indicate awareness of specific policies and procedures

· schedules regular breaks for all staff members including GPs

· provides product data sheets (PDS) and material safety data sheets (MSDS)

· labels containers of chemicals and cleaning agents

· keeps and maintain a register of hazardous substances 

· provides staff with instructions on handling and documenting hazardous substances

· conducts regular risk assessment on the use of hazardous substances

· schedules maintenance checks on the extinguishers as per current State or Territory legislation

· arranges for equipment that requires calibration or that is electrically or battery powered (eg. electrocardiographs, spirometers, autoclaves, vaccine fridges, scales, defibrillators) to be serviced

· retains a schedule of maintenance for key clinical equipment.

Helpful Resources: QbAY >> Treatment Room
1.73 Incidents and injury (Criterion 3.1.2)
Practice policy

<<Customise this section as appropriate>>
It is a legal requirement under the occupational health and safety legislation and for insurance purposes, to report all injuries in the workplace. It should be recognised that good reporting also leads to effective prevention.

Our practice encourages the identification, analysis and prevention of errors. All incidents and accidents and ‘near misses’ must be reported immediately to <<insert staff member responsible here>> and recorded on an incident report form. Forms should then be filed as appropriate. This information should be shared amongst all relevant staff and the development of processes to reduce the likelihood of recurrences encouraged.

Incidents include needlestick injury, mucous membrane exposure to blood or bodily fluids, slip or fall, drug or vaccine incident (loss, misplacement or other) and adverse patient outcome.

Accidents or incidents may involve the following:

· staff (employed directly by our practice)

· non-staff (patients, visitors, contractors)

· events (an occurrence that has caused a ‘near miss’ or an incident, eg theft, non-patient assault, gas leak, bomb hoax, security breach, medication error or patient complication following medical intervention).

Helpful Resources: QbAY >> Risk Management
Practice procedure

<<Customise this section as appropriate>>
Potential risks should be identified and the following actions taken to increase safety and improve quality care:

· Reporting: Complete incident form immediately after the incident occurs. The form should be given to <<insert staff member responsible here>> and our practice‘s insurance company notified. If there are additional medical or other certificates or reports related to the accident/incident, the original should be given to <<insert staff member responsible here>>.

· Injury investigation: Our practice maintains a database of incidents reported. Specific cases and all clinical incidents reported are reviewed regularly at staff meetings.

· Risk assessment: Involves a thorough review of all the hazards relevant to the causes of any injury that has occurred and is conducted with a view to identify appropriate controls.

· Risk control: Involves identifying and implementing all the practicable measures to eliminate or reduce the causes of the injury or incident. 

· Documentation: Any action taken to minimise the re-occurrence of the incident should be documented in the register where relevant.

1.74 Lifting heavy objects

Practice policy

<<Customise this section as appropriate>>
Lifting heavy objects is more commonly known as ‘manual handling’ in the context of occupational health and safety. Manual handling is considered any activity requiring the use of force exerted by a person to lift, push, pull, carry, or otherwise move or restrain any animate or inanimate object. It includes activities involving awkward posture and repetitive actions.

Our practice aims to identify tasks involving manual handling and to undertake risk assessments. Risks to staff should then be reduced or eliminated as far as reasonable and practical.

Risk factors likely to cause manual handling injuries and therefore should be included in practice risk assessments including:

· force applied

· actions and movements used

· range of weights

· how often and for how long manual handling is done

· where the load is positioned and how far it has to be moved

· availability of mechanical aids

· layout and condition of the work environment

· work organisation

· position of the body whilst working

· analysis of injury statistics

· age, skill and experience of workers

· nature of the object handled

· any other risk factor considered relevant.

The following methods are employed by our practice to reduce or eliminate the risks associated with manual handling:

· using mechanical handling equipment where possible

· varying the task or having rest periods where repetitive tasks are carried out for long periods

· using adjustable working heights for benches or platforms so the majority of tasks carried out by standing workers are at waist height and within easy reach

· changing workplace layouts so twisting movements are kept to a minimum

· ensuring workers new to the workplace or returning from an extended absence are not required to perform prolonged repetitive movements

· ensuring adequate training and supervision are available to workers.

Helpful Resources: QbAY >> Risk Management
Practice procedure

<<Customise this section as appropriate>>
Our practice follows these procedures when lifting objects:

50. assess the item to be handled. Weight is not the only factor. Size and shape will also affect the degree of difficulty of the lift

51. decide if you can manage the lift alone or if help will be required. Get help if required. If assistance is not available, wait until it is. If you are not sure if you can manage the lift alone, you must seek assistance. Manual handling is only to be done alone when the staff member is 100% certain it is within their capabilities

52. items of light to medium weight and a small, regular size must be lifted using the procedure known as ‘leg lift’. This involves moving to a squatting position, grasping the object and lifting it by straightening the legs. The ‘back lift’, involving stooping and lifting by straightening the bent back, is to be avoided at all times as this places undue strain on the body

53. never attempt to lift a patient without first seeking medical help. If a patient collapses while you are assisting them, guide them to the floor without bearing their weight

54. leave the patient where they are, ensure privacy

55. children may like to be picked up or carried. The guidelines for this activity are dictated by a combination of common sense and accepted practice. Do not lift a child in the course of your duties that you would not attempt to lift under other circumstances

56. prevent slips and falls by wearing appropriate footwear, ensuring that the workplace has adequate lighting, removing obstacles and cleaning areas regularly. Spills must be wiped up immediately

57. check equipment is in good working order and there is adequate space in which to work.

1.75 Smoking (Criterion 5.1.1)
Practice policy

<<Customise this section as appropriate>>
For occupational health and safety reasons, there is a no smoking on our practice premises or in the immediate environment.

No smoking signs are clearly visible in our practice.

1.76 Violence in the workplace (Criterion 2.1.1)
Practice policy

<<Customise this section as appropriate>>
Violence is the unjust or unwarranted use of force and power. Many people in their workplaces are the victims of violence, including verbal abuse, threats, harassment, physical assault, serious bodily injury and death. Violence can occur in any occupation and in a variety of situations.

Helpful Resources: QbAY >> Risk Management
Practice procedure

<<Customise this section as appropriate>>
Our practice procedure for dealing with occupational violence is as follows:

58. Document:

· incidents, in as much detail as possible

· the names and addresses of people involved and willing to support your claims.

59. Report the incident to your employer and provide them with details.

60. Ask your employer or an outside organisation to provide advice, support and assistance in dealing with workplace bullying.

61. Document all incidents and appropriate measures taken to prevent recurrence (eg reporting to the police).

1.76.1 Personal threat

Practice policy

<<Customise this section as appropriate>>
Personal threat may be in the form of unarmed or armed confrontation. The definition of these is as follows:

· unarmed: a threat by others confronting in a violent or threatening manner; or where a person threatens self-harm or suicide

· armed: as above but where the person exhibiting threatening behaviour is armed with a weapon and there is a perception that the weapon will be used.

Practice procedure

<<Customise this section as appropriate>>
When experiencing a personal threat:

· keep further than arm’s length away from the subject

· maintain an exit path for own escape where possible

· avoid being trapped in a corner or small room

· clear the area of all persons not required to assist

· clear the area of all items that may be used as weapons or items that may cause damage

· notify another staff member if possible and ask them to contact 000 and ask for the police

· if no-one is available, try to call 000 and ask for the police

· preserve the scene until police arrive

· exclude media.

1.77 GP and staff health and wellbeing (Criterion 5.1.2)
Practice policy

<<Customise this section as appropriate>>
Our practice is committed to providing and maintaining a safe and healthy workplace for GPs, staff, patients and all other visitors.

Health and safety is an integral part of every activity our practice performs, and as such, the occupational health and safety of GPs and practice staff is a priority of our practice.

Our practice recognises that breaks may reduce fatigue and support the health and wellbeing of both the GP and practice staff, as well as enhancing the quality of patient care.

Helpful Resources: QbAY >> Practice Management and Consulting Room

Practice procedure

<<Customise this section as appropriate>>
Our practice implements the following strategies for GP and staff health and wellbeing:

· workflow management when staff of our practice require a break or are unexpectedly absent

· scheduling of regular breaks for all staff members, dependent upon the hours or shifts worked, and during consulting sessions for GPs

· ensuring staff take regular leave.

Occasionally staff may be confronted by physically or verbally aggressive patients or other stressful incidents or situations, including assisting with emergencies. To assist health and wellbeing, our practice provides staff with emotional debriefing or counselling within a reasonable period of time. Refer to Violence in the workplace for further information.

1.78 Non-medical emergencies

Practice policy

<<Customise this section as appropriate>>
Emergencies may occur that will require a quick, informed and effective staff response. Procedures are in place to ensure that all employees understand the action to be taken in the event of an injury, illness, fire or other emergency.

Types of non-medical emergencies may include:

· fire or false fire alarm

· bomb threats

· failure of electricity supply

· property damage

· break-in

· abusive or threatening telephone calls or persons at our practice

· leakage of toxic chemicals

· letter bombs.

The following factors have been considered as part of our emergency plan:

62. treatment of injuries and illnesses – means by which cases of serious, traumatic injury or illness are able to receive earliest possible access to treatment

63. evacuation procedures

64. accounting for all personnel

65. assign responsibilities – staff responsible for various actions determined and documented

66. provision of equipment/materials – suitable equipment and materials made available to minimise the outcome of a possible accident or emergency

67. training – training provided for staff in accident, emergency and evaluation procedures

68. review process – a periodic review process included to ensure the accident, emergency and evaluation procedures are able to meet changes in the environment

Helpful Resources: QbAY >> Risk Management
1.78.1 Security (Criterion 5.1.1)
Practice policy

<<Customise this section as appropriate>>
During routine practice hours at least one other practice staff member, in addition to the GP, is present in our practice. 

Another staff member in addition to the GPs can provide practical help in an emergency situation, reduce the risk of unauthorised access to patient health information, ensure the security of sensitive practice resources, and provide security and safety for patients, GPs and staff.

1.78.2 Fire protection

Practice policy

<<Customise this section as appropriate>>
Our practice believes that the first step to fire safety is prevention. Fire prevention measures our practice has in place are: 
32. smoking does not occur

33. passageways and exits are free from storage and waste

34. waste paper, packaging, old rags and other fire hazards are promptly removed

35. the last person in the practice is responsible for ensuring that appliances are switched off each night (never turn off the vaccine fridge)

36. where appropriate, electrical equipment is turned off at night

37. cracked, frayed or broken electrical cords or plugs are reported and replaced immediately

38. there is plenty of air circulation space around heat producing equipment (eg steriliser, photocopier, vaccine fridge and computers)

39. electrical leads and cords are placed behind or under furniture. They are never run across doors or walkways

40. power outlets and extension boards are not overloaded

41. if an appliance or item of equipment smells or gives off smoke, it is immediately turned off, unplugged and not used until it has been checked by a qualified technician

42. escape stairs and exit doors are not locked or blocked

43. fire protection equipment is regularly checked and maintained.

Fire safety

Practice policy

<<Customise this section as appropriate>>
In the event of a fire, our practice follows the RACE process:  Remove ( Alert ( Control ( Evacuate

In our practice we have a fire extinguisher located <<insert the location of fire extinguishers>>.

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow these procedures in the case of a fire:

44. sound the fire alarm and call the fire brigade, no matter how small the fire

45. only attempt to fight a fire if it is small (no larger than a wastebasket) and you have the correct equipment to handle it

46. leave the area, closing doors as you go (this will help limit the spread of fire and smoke)

47. follow the emergency plan

48. if smoke is present, crawl low (the air will be clearer near the floor)

49. account for all within the practice including patients, staff, visitors and workmen 

50. await the arrival of the fire brigade and follow their instructions

51. the fire brigade will forward a report of the fire incident or false alarm, after thoroughly investigating the scene.

– Infection Control

1.79 Principles of infection control (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Infection control procedures aim to prevent or minimise the spread of infection by limiting the exposure of susceptible people to microorganisms that may cause infection.

Because many infectious agents are present in health care settings, patients may be infected while receiving care, health care workers (which include GPs and nurses) may be infected during the course of their duties and other people (such as receptionists) may be infected when working or interacting with patients.

Infectious agents evolve and constantly present new challenges in the health care setting. Continually modifying and improving procedures is important in meeting these challenges and to minimise the risk of litigation.

Our practice has a written policy on infection control processes within our practice and this includes: <<All items listed are essential>> (Criterion 5.3.4)
· sharps injury management

· blood and body fluid spills management

· hand hygiene

· a regular cleaning schedule describing the frequency of cleaning, products and procedures in clinical and non-clinical areas of our practice

· the provision of sterile instruments whether by the use of disposables, or by onsite or offsite sterilisation of re-useable instruments

· procedures for all aspects of the sterilisation process if instruments are sterilised onsite or for those instruments sterilised offsite, procedures covering both their sterilisation and transport there should be procedures for validating or obtaining evidence of validation for all on and offsite aspects of sterilisation

· procedures for waste management including the safe storage and disposal of clinical waste (including sharps)

· the appropriate use of standard and additional precautions

· prevention of disease in the workplace by serology and immunisation.

Policies and procedures for each of the above areas are detailed in the following sections.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.80 Sharps injury management and other body fluid exposure (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
In our practice, we understanding that the management of occupational exposure to blood or body fluids must include:

· the rapid assessment of the staff member and the source patient

· full documentation of the incident to meet legal requirements

· counselling of the staff member

· timely administration of medications where appropriate. Refer to National Needlestick Hotline 1800 804 823

· investigation of the incident to enable modification of procedures if required.

Occupational exposure to needle stick injuries and body substances can be prevented by using standard precautions, wearing personal protective equipment (PPE) and implementing safe work processes.

Helpful Resources: QbAY >> Treatment Room and Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting
1.80.1 Procedure Following Occupational Exposure (Criterion 5.3.4)
Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure after occupational exposure: 

52. Clean/decontaminate:

· skin: wash with soap and water

· mouth/nose/eyes: rinse well with water or saline.

53. Notify the practice principal or GP on duty immediately.

54. If any of your blood went into the patient or onto instruments that were then used, the GP should immediately:

· obtain consent to have the source patient’s blood tested for Hepatitis B, Hepatitis C and HIV – the results should be available in 24 hours if marked “urgent-needlestick”

· obtain informed written consent from the source patient – maintain the source patient’s confidentiality and do not interview them in front of relatives

· reassure the patient that he/she has not been exposed and the test are part of a routine protocol which every health care facility follows after the occupational exposure of a health care worker.

55. Ask the source patient about 'at risk' activities especially in the past 6 months, which include:

· unprotected sexual intercourse

· sharing needles, or tattoos, or body piercing

· sharing razor blades or toothbrushes

· contact with another person's blood on their mucous membranes or on their non-intact skin

· blood transfusion prior to February 1990

· if the source patient has a history of at-risk activities inform them about the window period in diagnosis. 

56. Obtain informed written consent from the exposed staff member for baseline testing for Hepatitis B, Hepatitis C and HIV to establish if the staff member has previously acquired an infection from other exposures. The staff member's results should be sent to their own GP:

· the staff member’s confidentiality must be maintained

· the staff member may elect to have these tests performed at a different facility or the results sent to their own GP

· advise them to practice safe sex until their results and the patient's results and history have been reviewed

· give the staff member the telephone number for the National Needlestick Hotline (NNH) 1800 804 823

· if the needle has been in the rubbish or on the floor, administer ADT (Adult Diphtheria and Tetanus), if necessary

· if the injured staff member’s Hepatitis B result will not be available within 25-48 hours, and if their Hepatitis B status is not documented, then give Hepatitis B Immunoglobulin, and Hepatitis B Vaccine (first dose).

57. Chemoprophylaxis may be appropriate if you anticipate that the source patient’s HIV results will not be available within 24 hours, and if either:

· the source patient is likely to be positive or in the window period, or

· it was a high risk injury from an unknown source.

For advice consult the NNH 1800 804 823.

58. The exposed health care worker must be referred for immediate consultation with an infectious diseases specialist:

· if the injury is classified as high risk, or

· if the source patient has had at-risk activities, or

· if the source patient has a positive blood test.

59. State on the incident report form:

· what you were doing

· how the injury happened and the name of any one that witnessed it

· the nature and extent of the injury

· exactly what you were injured with (specify gauge of the needle)

· the body substance involved

· how much blood or body fluid was on the sharp or splashed on you

· what personal protective equipment (if any) you were using

· the full name and address of the source of the sharp/blood or body fluid. If the source cannot be identified document “source patient not known”.

Helpful Resources: QbAY >> Treatment Room
1.81 Blood and body fluid spills (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice has management systems for dealing with blood and body substance spills.

The basic principles of blood and body substance spills management are:

· standard precautions apply including the use of personal protective equipment as applicable

· spills must be cleared up before the area is cleaned (adding cleaning liquids to spills increases the size of the spill and should be avoided)

· generation of aerosols from spilled material should be avoided.

Using these basic principles, the management of spills should be flexible enough to cope with different types of spills, taking into account the following factors:

· the nature of the spill, for example sputum, vomit, faeces, urine or blood

· the pathogens most likely to be involved in these different types of spills, for example stool samples may contain viruses or bacteria, whereas sputum may contain Mycobacterium tuberculosis
· the size of the spill, such as a spot, small or large spill

· the type of surface, for example carpet or vinyl flooring

· the area involved, such as whether the spill occurs in a contained area such as a consultation room or in a public area such as the waiting area

· whether there is any likelihood of bare skin contact with the soiled surface.

Where there is the possibility of some material remaining on a surface where cleaning is difficult (eg between tiles) and there is a possibility of bare skin contact with that surface, then a disinfectant may be used after the surface has been cleaned with detergent and water.

To prevent harm to others, the spill area needs to be quarantined with the spillage dealt with as soon as possible.

For ease of access and to facilitate the management of spills, cleaning equipment must be readily available. A Spills Kit may be prepared. All staff must be familiar with the location of cleaning equipment or Spills Kit.

The following cleaning items must be readily available. It is recommended that a Spills Kit be developed and contain the following cleaning items:

· 1 small bucket to contain all equipment

· 1 pair heavy duty rubber gloves

· 1 pair safety glasses

· 1 disposable or heavy-duty reusable impermeable/plastic apron

· 1 pair forceps

· 1 roll of paper towelling

· 2 pieces of firm cardboard

· 1 scoop or small dustpan

· 2 sachets of body fluid clean-up absorbent powder or granules (10,000 ppm available chlorine or equivalent. Each sachet should contain sufficient granules to cover a 10cm diameter spill)

· 2 biohazard bags.

A cleaning agent may also be required depending on the type and size of the spill. 

With all spills management protocols, the affected area must be left clean and dry. Disposable items in the Spills Kit must be replaced after each use.

Helpful Resources: QbAY >> Treatment Room
Practice procedure

<<Customise this section as appropriate>>
In our practice, the Spills Kit is located <<enter the location of the Spills Kit here>>.

It is the responsibility of <<insert staff member responsible here>> to maintain the Spills Kit and to ensure all items are replaced after each use.

1.81.1 Spot spill

Practice procedure

<<Customise this section as appropriate>>
In our practice, this procedure is followed when cleaning a spot spill:

60. don PPE as considered appropriate

61. quarantine area

62. use disposable paper to absorb the bulk of the blood and body fluid

63. wash the surface with warm water and a neutral detergent

64. dry thoroughly with a clean wipe

65. dispose of waste in the infectious waste container

66. if broken glass or any other sharp is involved it must be picked up with forceps and disposed of in a sharps container before cleaning and disinfection is attempted.

1.81.2 Small or large spill

Practice procedure

<<Customise this section as appropriate>>
In our practice, this procedure is followed when cleaning a small or large spill:

67. don PPE as considered appropriate

68. quarantine area

69. cover the spill with paper towel and sprinkle/pour Sodium Hypochlorite (Sodium Hypochlorite solution is the usual agent used to decontaminate blood and body spills)

70. leave the solution on the surface for a minimum of 10 minutes or until dry

71. clean the surface again to remove the chlorine

72. dry thoroughly.

1.81.3 Carpet

Practice procedure

<<Customise this section as appropriate>>
In our practice, this procedure is followed when cleaning a spill on carpet:

73. blot up as much of the spill as possible using disposable towels, and then clean with a detergent

74. arrange for the carpet to be cleaned with an industrial cleaner as soon as possible.

1.82 Hand washing and hand hygiene (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Hand washing and hand hygiene is considered the most important measure in preventing the spread of infection.

Gloves are not a substitute for hand washing.

Correct procedures and frequent hand washing will remove visible dirt and soil and potentially harmful microorganisms. This minimises the risk of cross-contamination through physical contact with patients and co-workers, and touching inanimate objects which include door handles and telephones.

Correct procedures include using the right hand wash for the right job. For a routine hand wash, a mild liquid hand wash and water is sufficient.

Staff need to wash their hands before and after:

	· direct contact with a patient
	· donning gloves

	· performing any procedure
	· eating

	· giving an injection
	· smoking

	· taking blood
	· blowing your nose

	· handling pathology specimens
	· going to the toilet


Bars or cakes of soap can harbour contaminants, therefore a mild liquid hand wash is the preferred option for routine hand washing. Dispensers for liquid soap must be emptied and thoroughly cleaned and turned upside down to dry prior to refilling. It is imperative that topping up does not occur as bacteria can multiply within many products – use until empty. Pump mechanisms must also be cleaned as these have been implicated as sources of infection. 

Liquid hand wash dispensers with disposable cartridges, including a disposable dispensing nozzle, are recommended.

Dedicated hand washing facilities with hot and cold water, liquid soap and single use paper towel should be readily available in every clinical management or treatment area.

The Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting recommends the use of waterless hand cleaning with alcohol-based preparations in the following situations:

· emergency situations where there may be insufficient time and/or facilities

· when hand washing facilities are inadequate 

· in circumstances where an alcohol-based preparation provides a more effective option for individuals.

Visible soil must be removed by some means before use, and staff must wash their hands as soon as appropriate facilities become available.

Further research on the use of waterless hand cleaning is currently being undertaken and our practice remains cognisant of current recommendations.

If significant direct physical contact with a patient or patient’s blood or body fluids is likely to occur this should ideally take place in an area where access to hand washing facilities is available. 

Helpful Resources: QbAY >> Treatment Room
1.82.1 Hand washing techniques (Criterion 5.3.4)
Practice procedure

There are three hand washing procedures that can be used depending on the risk category.
Routine hand wash

The following procedure is followed for a routine hand wash:

75. wet hands thoroughly and lather vigorously using liquid soap

76. wash for 10-15 seconds

77. rinse under running tepid water

78. dry thoroughly with paper towel using a patting action

79. do not touch taps with clean hands – use paper towel to turn taps off.

Hand wash prior to aseptic (non-surgical)

The following procedure is followed for a non-surgical hand wash:

80. wash hands thoroughly using an anti-microbial soap

81. wash for 1 minute

82. rinse carefully under running tepid water

83. dry thoroughly with paper towel using a patting action

84. do not touch taps with clean hands – use paper towel to turn taps off.

Hand wash prior to invasive (surgical)

The following procedure is followed for a surgical hand wash:

85. wash hands, nails and forearms thoroughly using an antiseptic hand wash

86. first wash 5 minutes and each subsequent wash 3 minutes

87. rinse carefully under running tepid water, keeping hands above the elbows

88. do not touch taps

89. dry thoroughly with sterile towels.

1.82.2 Skin integrity (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Microorganisms may enter the body via breaks in the skin. Healthy, intact skin on hands is a natural barrier to the invasion of infectious agents, even when the hands become contaminated with blood and body fluids.

All staff within our practice therefore maintain the integrity of the skin on their hands and take precautionary measures if they have broken skin. This includes:

· daily inspection of the hands is to be carried out prior to commencement of work

· covering cuts and abrasions on the hands with an occlusive dressing and use gloves if there is a risk of contact with blood and body fluids

· not using scrub/nail brushes as they can break the skin and may be a source of infection

· seeking medical advice regarding treatment of weeping lesions or dermatitis.

Hand moisturiser should be applied whenever possible to nourish dry skin.

1.83 Environmental cleaning and disinfection (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Regular cleaning of work areas is necessary because dust, soil and microbes on surfaces can transmit infection.

Sound principles of basic hygiene are fundamental to effective infection control. Environmental cleaning must be regular and scrupulous. A good neutral detergent can be used for most of the cleaning requirements in a health care setting, and this includes floors, walls, toilets and other surfaces. Disinfectants are expensive, often toxic and require contact times to be effective.

Work surfaces must be made of smooth, non-porous material without cracks or crevices to allow for efficient cleaning. Work surfaces must be cleaned and dried before and after each session and any gross soiling or body substance spills must be cleaned as soon as possible. Sinks and wash basins must be either sealed to the wall or sufficiently far from the wall to allow cleaning of all surfaces.

Damp dusting and wet mopping is used in the cleaning of the environment. Dry dusting and sweeping will disperse dust and bacteria into the air and then resettle. It is potentially hazardous and inefficient, and must be avoided in patient treatment or food preparation areas.

All cleaning equipment is stored in a clean and dry condition, and in an area not accessible to the public.

Our practice has a cleaning schedule with procedures for cleaning clinical and non-clinical areas of our practice. All cleaning staff must receive training in occupational health and safety issues appropriate to general practice.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Practice procedure

Frequency of cleaning

<<How frequently is your practice cleaned? Add and amend this procedure as appropriate>>
<<Option 1: The practice is cleaned by a contracted cleaning service provider>>
<<Name of cleaning service provider>> cleans our practice <<frequency of cleaning>>. The duties of the cleaner are very specific and are detailed in the cleaning schedule and contract between the cleaner and our practice. <<Name of cleaning service provider>> can be contacted via <<insert contact details of your cleaning service provider>>.

<<Option 2: The practice is cleaned by internal staff>>
It is the responsibility of << staff member responsible for cleaning the practice>> to clean the practice <<frequency of cleaning>>. The cleaning duties are very specific and are detailed in the cleaning schedule.

The following clinical areas are cleaned and managed by appropriately trained practice staff: <<Customise this section as appropriate>>
· spillage of blood or body fluids

· medical instruments or items for reuse are cleaned according to the procedure for cleaning instruments and reusable items

· treatment room benches and trolleys

· consulting room benches containing medical equipment

· infectious waste and sharps containers

· <<insert items here>>
· <<insert items here>>
· <<insert items here>>
· <<insert items here>>.
The following non-clinical areas are cleaned and managed by <<insert the cleaning service provider or staff member responsible>>:

· carpets and hard surfaces vacuumed cleaned

· hard surfaces mopped and dried

· <<insert items here>>
· <<insert items here>>
· <<insert items here>>
· <<insert items here>>
· <<insert items here>>.
Cleaning staff adhere to the following principles when cleaning:

· don personal protective equipment (PPE) such as gloves and a waterproof apron

· make up water and detergent solution each day

· use clean dry cloths and mops

· wash and dry all surfaces

· promptly dispose of used cleaning solution in the dirty utility area, not in hand basins or clinical sinks

· wash and dry buckets, cloths, mops and PPE after use

· wash hands when each task is completed.

All cleaning staff should be appropriately immunised and further information about this is provided in Staff immunisation.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.84 Handling and use of chemicals (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice does not use cleaning agents or other chemicals, which are known to be toxic to the user, such as glutaraldehyde. Chemicals and cleaning agents used in our practice are used according to the manufacturer’s instructions.

Cleaning solution (detergents) that is mixed with other liquids by our practice is made at the beginning of each working day and discarded at the end of each working day with the container rinsed and left upside down to dry overnight. This is to avoid the spread of microorganisms, which may have contaminated the solution. To avoid wastage, only enough solution is made up for the day.

All containers of chemical agents are appropriately labelled. This is to ensure that the contents of containers can be readily identified and used correctly. For this reason, labels must be kept fixed to the container at all times and clearly understood.

Specifically, it is recommended that a container with diluted cleaning agent state:

· name, type and purpose of chemical agent

· instructions on preparing and discarding the solution

· warnings and/or health and safety instructions.

Material safety data sheets (MSDS) are made available for all substances used in our practice as required by State or Territory legislation. The use and handling of chemicals, including cleaning agents, must comply with the manufacturer’s instructions, and these can be found on the label or MSDS.

It is also important that chemicals are stored in a safe area, to prevent unauthorised access. Check local, state or territory legislation for specific handling and storage requirements. Containers of chemicals on the ground are an issue because they are accessible to children and the brightly coloured liquid inside may appear to be quite enticing.

It is better to place the container in a cupboard, and if the cupboard is below the waist, a childproof lock should be fitted. If you choose to store chemicals above waist level such as on the bench or in a cupboard above the bench, be mindful of occupational health and safety issues.

Staff members who are required to handle chemicals are trained in their correct and safe use, and this includes the correct use of personal protective equipment (PPE).

Practice procedure

<<Customise this section as appropriate>>
Our practice has the listed chemical and cleaning products for the following uses:
	Product
	Use
	Storage location
	MSDS available

	
	
	
	(
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	(

	
	
	
	(

	
	
	
	(


Material safety data sheets are located <<insert where your practices stores material safety data sheets here>>.

Helpful Resources: QbAY >> Treatment Room 

1.85 Single-use equipment (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Wherever possible, single use sterile disposable equipment is used when tissue, which is normally sterile, is penetrated. Single use packaging is the only acceptable presentation for dressings, suture materials, suture needles, hypodermic needles, syringes and scalpels.

Multiple dose containers of local anaesthetic (or other injectable substances) present an unacceptable infection hazard.

Sterile items marked by the manufacturer for single use must never be reused under any circumstances on another patient because of the difficulties of cleaning and/or sterilising them and also because these procedures may damage the materials used in their construction.

Single use items of equipment contaminated with blood or body fluid fall within the category of designated infectious waste and are to be disposed of.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
Practice procedure

<<Option 1>>
Our practice does not use reusable medical equipment.  All instruments used in our practice are disposable.

It is the responsibility of all staff to ensure that disposable instruments are placed in the correct waste bins (yellow topped contaminated waste bins) following use. This waste must be removed from our practice in such manner to prevent patient-to-patient or patient-to-staff cross contamination.

Appropriate PPE is worn when handling waste.

<<Option 2>>
Our practice has a supply of reusable equipment. The correct procedures must be followed to ensure that these instruments are cleaned and sterilised after each use.

Depending on the intended use of an item, medical and surgical equipment may be required to undergo the following processes between uses on different patients:

· cleaning, followed by sterilisation

· cleaning, followed by high, or intermediate level disinfection

· cleaning alone.

1.86 Equipment processing area (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
The RACGP Standards recommend that used items be cleaned in a designated area to prevent possible contamination of processed items. Work surfaces must be made of a smooth, non-porous material without cracks or crevices to allow for efficient cleaning.

The equipment processing area needs to include:

· hand washing facilities (separate from equipment decontamination sink)

· adequate bench space

· good lighting

· bins for specific waste

· adequate storage space for materials and equipment.

The workflow pattern must enable items to progress from the cleaning area to the sterile storage area without re-contamination.

Practice policy

<<Customise this section as appropriate>>
In our practice, our equipment processing area is located <<insert your practice policy here>>. The workflow pattern enables items to progress from the cleaning area to the sterile storage area without recontamination.

1.87 Instrument sterilisation (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Sterilisation involves the complete destruction of all forms of microbial life, including bacteria, viruses and spores. To be effective, meticulous cleaning (mechanical or manual) to remove all foreign material from objects prior to undergoing sterilisation must precede sterilisation. All items introduced into normally sterile tissue, sterile cavities or the bloodstream must be sterile.

There are two sterilising methods suitable for general practice health care facilities including steam sterilisation (autoclaving) and dry heat sterilisation. The sterilisation method chosen must be compatible with the items to be sterilised to avoid damaging the instrument and the correct type of packaging material. The manufacturer’s recommendations must be consulted.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.87.1 Cleaning of reusable instruments

Practice policy

<<Customise this section as appropriate>>
Thorough physical cleaning of instruments to remove blood and other debris is needed if effective disinfection or sterilisation is to be achieved. Preliminary cleaning must be done as soon as possible after use to prevent coagulation of blood and other proteins.

Any delay will increase the bio-burden (through bacterial multiplication) and also increases the difficulty of removing adherent soil. The effectiveness of sterilisation is dependent on the bio-burden being as low as possible.

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this procedure when pre-cleaning and cleaning instruments:

	Step 1
	Wash hands with liquid soap and dry thoroughly with paper or single use towel.

	Step 2
	Put on personal protective equipment including goggles, plastic apron and heavy duty kitchen gloves.

	Step 3
	At point of use, pre-clean dirty instruments by opening instruments, dry- or damp-wiping off gross soil and/or rinsing under gently running tepid water in the dirty sink/basin.

	Step 4
	If unable to clean instruments immediately after precleaning, open instruments and soak in a bowl or container with tepid water and detergent until they can be cleaned. Clean instruments as soon as possible as prolonged soaking damages instruments. 

	Step 5
	Prepare dirty sink/basin by filling with tepid water and detergent based on the manufacturer’s instructions. 

	Step 6
	Thoroughly wash each instrument in the dirty sink/basin to remove all organic matter. Scrub instruments with a clean, firm-bristled brush and use a thin brush to push through lumens, holes or valves.

	Step 7
	Inspect instruments to ensure all matter has been removed.

	Step 8
	Rinse the washed instruments in gently running hot water in the clean sink/basin.

	Step 9
	Place each washed instrument on lint free cloth and repeat the above process until all instruments have been cleaned and rinsed.

	Step 10
	Carefully discard dirty water down the sink with gently running tepid water. If using a basin, aim to pour the dirty water directly into the plughole.

	Step 11
	Wash cleaning brushes/cloths with detergent and tepid water after every use and sterilise the brushes/cloths in the last load of the day.

	Step 12
	Wash the dirty and clean sink/basin by rinsing it with tepid water and detergent. Wipe down the sink/basin with a disposable towel.

	Step 13
	Clean personal protective equipment by washing or wiping down and drying.

	Step 14
	Carefully dry each instrument with a clean, lint free cloth shortly after being cleaned (dry gloves must still be worn). Do not allow to air dry.

	Step 15
	Remove personal protective equipment including goggles, apron and kitchen gloves.

	Step 16
	Wash hands with liquid soap and dry thoroughly with paper or single use towel.


Does your practice use an ultrasonic cleaner to clean your instruments after pre-cleaning? If yes, refer to the current edition of AS/NZS 4815 for the latest instructions and always refer to the manufacturer’s instructions.
Helpful Resources: QbAY >> Treatment Room
1.87.2 Sterilisation of reusable equipment

Practice policy

<<Customise this section as appropriate>>
Our practice sterilises all instruments intended for penetrating skin or mucous membrane. These instruments sterilised and stored in prepared packs or pouches. Packs must not be used if the outer packaging has been damaged, placed on a wet surface or dropped on the floor.

Instruments/equipment do not have to be sterile at all times; this depends on the procedure and the patient’s health. The most efficient and reliable form of sterilisation of instruments is by steam under pressure.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.88 Onsite sterilisation

Practice policy

<<Option A: Delete Onsite Sterilisation if Not Applicable and Refer to Option B Offsite Sterilisation>>
Our practice uses steam at high temperature under pressure for sterilising cleaned instruments. This is the most reliable and cost effective method of sterilisation and is recommended for use in general practice.

Specific instructions on the packaging and use of the autoclave must be displayed next to the machine. These instructions must include a comprehensive workflow schedule to ensure that there is no possible contamination of the clean areas where the sterile instruments are unloaded and stored.

All items to be sterilised must be thoroughly cleaned first. Our practice documents each cycle in a sterilisation log.

Our portable steam steriliser has a drying cycle that must be used when processing wrapped articles so as to ensure that instrument packs are dry before unloading.

Our practice validates our sterilisation process annually at the servicing of the steriliser. Refer to Validation of the sterilisation process.

<<Insert staff member responsible here>> is responsible for correct operation and training staff on how to process instruments.

Does your practice use a dry heat steriliser? If yes, refer to the current edition AS/NZS 4815 for latest instructions and always refer to the manufacturer’s instructions.
Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.88.1 Holding times for steam sterilisation

<<Customise this section as appropriate>>
All times are based on the assumption that the items to be sterilised are thoroughly clean.

	Temperature @ (C
	Pressure
	Holding time for steam sterilisation (this includes safety factor)

	
	KPa
	psi
	

	121(C
	103
	15
	15 minutes

	126(C
	138
	20
	10 minutes

	134(C
	203
	30
	3 minutes


Reference: Recognised temperature, pressure, time relationships (AS 4185: Draft 2005).

The “holding time” does not include the time taken for heating the load (penetration time) to the desired temperature. If large volumes of material or heavily wrapped/packaged items are included in a given load, then the time taken to allow such contents to achieve the desired temperature must be added to the holding time.

STERILISATION TIME = PENETRATION TIME + HOLDING TIME.

1.88.2 Packaging of instruments

Practice policy

<<Customise this section as appropriate>>
Our practice ensures the packaging and wrapping of items for sterilisation provides an effective barrier against sources of potential contamination in order to maintain sterility and to permit aseptic removal of the contents of the pack.

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this procedure when packaging instruments:
	Step 1
	After instruments have been cleaned and dried, unhinge and open them.

	Step 2
	Pack instruments using wrapping, bags or pouches and the following principles:

· use tip protectors if necessary to prevent sharp instruments from perforating the material

· if using laminated pouches, pack hollow items such as bowls and kidney dishes open side against the paper

· do not use pins, staples, string or non-adhesive tape to seal packages.

	Step 3
	Place a Class 1 chemical indicator on the pouch or bag. Note that most pouches have a peel-off strip that is also a Class 1 chemical indicator which can be inserted inside the pouch. Other pouches or bags may have a Class 1 chemical indicator manufactured on the outside of packaging.

	Step 4
	· If the steriliser has a printer, check sufficient paper is in the printer.

        OR

· If the steriliser does not have a printer, then a Class 4, 5 or 6 chemical indicator must be included in one pouch and/or on the tray.

	Step 5
	· Remove peel-off strip from pouch and fold exactly along the dotted line.

        OR

· Seal or close the pack with tape (2-3 folds) or heat seal to ensure that no air is able to enter.

	Step 6
	Inspect pack to ensure packaging material is intact.

	Step 7
	· Use a felt-tip, non-toxic, solvent-based marker pen to label the pack with the date of sterilisation, load number and contents of the package (if opaque packaging). For example the 1st load on the 25th of July 2003 would look like 25/07/03–1. If you are using sequential numbering it may look like 25/07/03–456.

        OR

· Adjust the date and cycle number on the sterilising labeller and apply to pack.

	Step 8
	Record details in the sterilisation log.


1.88.3 Loading the steriliser

Practice policy

<<Customise this section as appropriate>>
Correct loading of sterilisers is needed for successful sterilising to:

· allow efficient air removal

· permit total steam penetration of the load

· allow proper drainage of condensation and to prevent wet loads

· prevent damage to items in the load

· maximise efficient utilisation of steriliser

· when loading the steriliser, care needs to be taken that the steam can circulate effectively and that all surfaces are accessible and exposed to steam. Never load the chamber when it is at 75% capacity.

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this process when packaging instruments:
	Step 1
	Load items into the steriliser following these points:

· allow enough space between each item to allow air removal, steam penetration and drying to occur

· do not crush items together

· do not allow items to touch the floor, top or walls of the chamber

· follow the pattern of loading described in the practice validation protocol when doing a full load.

	Step 2
	Fill the chamber with or ensure reservoir has sufficient deionised/demineralised water as per the manufacturer’s instructions.

	Step 3
	Turn on electricity, ensure printer is “on” and has sufficient paper.

	Step 4
	Monitor the sterilisation process by one of the following:

· automatic printout or computerised data logger download (records at a minimum of 60 second intervals)

· use of a class 4, 5 or 6 chemical indicator with every cycle

· manually record time and temperature throughout the cycle at least every 30 seconds.

	Step 5
	Close and secure chamber door as per manufacturer’s instructions.

	Step 6
	Press “Start” button or relevant button to commence the cycle as per manufacturer’s instructions.


1.88.4 Unloading the steriliser

Practice policy

<<Customise this section as appropriate>>
For items wrapped in porous packaging materials, the period of time between their removal from a steriliser (any type) and their return to room temperature is recognised as being the most critical time with respect to assurance of sterility.

Cooling generates a tiny flow of room air into the pack at flow rates demonstrated to breach porous packaging materials leading to their failure to provide a microbiological barrier.

Correct cooling practice is needed to maintain sterility. When a sterile item is not cooled in the correct manner the article can have moisture build up, which can contaminate stock. The item must be reprocessed if the packaging is torn, punctured or wet.

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this process when unloading the steriliser:
	Step 1
	When cycle is complete, check printout to ensure the temperature has reached the parameters of at least 3 minutes at 134(c and stayed above 134(c for the specified period determined during penetration study.

Note a minimum of 3 minutes at 134(c is required for unwrapped goods. For wrapped, packed or pouched items, these measurements need to be confirmed by a technician, known as penetration time and time at temperature testing at validation.

	Step 2
	Circle and sign these parameters on the printout and attach to the sterilisation log.

	Step 3
	Open the steriliser door to its maximum to allow contents to cool.

	Step 4
	Turn off electricity or as per manufacturer’s instructions.

	Step 5
	Wash hands with liquid soap and dry thoroughly with paper or single use towel or put on clean, dry gloves. Use gloves specifically designed for removing hot sterilising racks from the chamber to prevent staff receiving burns.

	Step 6
	Visually examine packages to ensure that:

· the load is dry

· the packages are intact

· the indicators have changed colour.

Any items that are dropped on the floor, torn, wet or have broken or incomplete seals are contaminated and must be repackaged and reprocessed.

	Step 7
	Take items from the sterilising chamber and place on a cooling rack on a clean field until cool (or allow items to cool inside the chamber once packages have been checked).

	Step 8
	Record details in the sterilisation log.


1.88.5 Storage of sterilised equipment

Practice policy

<<Customise this section as appropriate>>
All sterile items, including those processed in the practice facility and those procured from commercial supplies, shall be stored and handled in a manner that maintains the sterility of the packs and prevents contamination from any source.

Factors that influence shelf life are event-related (not time-related) and are dependent on storage and handling conditions.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Practice procedure

<<Customise this section as appropriate>>
Instruments in our practice are stored:

· in a clean, dry and well ventilated area

· in an area free from draughts

· in an area where there is reduced chance of contamination from dust and water

· with dust covers should items be stored for a long period of time

· in a manner which allows stock rotation, eg place recently used items at the back and take from the front

· with the contents of the package clearly visible to reduce handling of instruments.

1.88.6 Monitoring the sterilisation process

Practice policy

<<Customise this section as appropriate>>
Monitoring is a programmed series of checks and challenges, repeated periodically, and carried out according to a documented protocol, which demonstrates that the process being studied is both reliable and repeatable.

If the temperature or pressure of the steam inside the autoclave is above or below what it should be, the steam will not be able to condense and sterilisation will be unreliable. The efficiency of the sterilisation process should therefore be checked on a regular basis according to the manufacturer’s specifications or those documented in the current edition of AS/NZS 4815.

Helpful Resources: QbAY >> Treatment Room
Practice procedure

<<Customise this section as appropriate>>
Our practice follows these methods of monitoring:
	Test – Processed

	Method
	Class 1 chemical indicator

	Frequency
	A class 1 chemical indicator must be used for:

· every wrapped item (external), or

· every load, if unwrapped.

	Test – Time, temperature and pressure

	Method
	Time, temperature and pressure can be measured by using:

·  a steriliser with a print out facility, or

· data logger/computer download, or

· manually recording of temperature and pressure throughout the cycle, or

· Class 4, 5 or 6 chemical indicator (time and temperature only).

	Frequency
	Every load

	Test – Calibration

	Method
	By a qualified service technician

	Frequency
	6 – 12 monthly (or more frequently as per manufacturer’s instructions)

	Test – Validation

	Method
	See definition and process below

	Frequency
	12 monthly and as required


1.89 Validation of the sterilisation process (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>> 

“Validation” is a documented procedure for obtaining, recording and interpreting results required to establish that the sterilisation protocols/procedures followed by our practice will consistently yield sterile instruments and equipment, as exactly the same procedure is followed for every part of each sterilisation process.

 “Sterilisation” is more than simply putting loads through a steriliser. Successful sterilisation to achieve and maintain sterility of equipment and instruments reliably and repeatedly is a process which begins with pre-cleaning of equipment after use, cleaning of the instruments, drying, packaging, loading the chamber, the sterilisation cycle, unloading the chamber, monitoring of each cycle, recording cycle details and monitoring in the log book, storage and traceability of the sterilised equipment, detection of abnormalities in the process and corrective appropriate action, and daily, weekly and annual steriliser maintenance.

Validation covers three activities, which are:

· installation qualification (‘commissioning’)

· operational qualification (‘commissioning’)

· performance qualification.

The validation process must be carried out by our practice on installation and annually in conjunction with a maintenance contractor. A qualified service technician must ensure that all gauges and process recording equipment fitted to the steriliser are calibrated using independent test equipment. The contractor must also document results of heat distribution studies on an empty chamber and conduct a penetration test using our practice’s challenge pack.

Validation of the sterilisation processes must be completed as soon as possible after the routine annual calibration and service and immediately after any of the events listed below:

· commissioning a new steriliser (a service technician should install the steriliser according to manufacturer’s instructions and should then check the operation of the machine)

· significant changes are made to the existing steriliser, such as major repairs or re-calibration, which could adversely affect the result of the sterilisation process

· changes to any part of the sterilisation process, such as changes to the contents, packing or packaging of the “challenge pack” or to loading details of the “challenge load”.

If validation of the sterilisation process is successful then any load subsequently processed over the next twelve months can be treated as sterile. This is provided that:

· all the validated documented sterilisation procedures continue to be followed exactly

· the pack contents, packing, and packaging and chamber loading do not exceed the parameters of the validated packs/loading

· each cycle is monitored correctly and no changes are made to any part of the sterilisation process, which could adversely affect it.

Helpful Resources: QbAY >> Treatment Room 

Practice procedure

<<Customise this section as appropriate>>
Our practice follows this process when conducting validation:
	Step 1
	Review and perform your infection control policies and procedures including:

· workflow issues

· cleaning of instruments

· pack contents, packing and packaging

· loading of the steriliser

· sterilisation cycle

· unloading the steriliser

· storage of sterile items

· maintenance of the steriliser.

	Step 2
	Check that the procedures were successful in terms of performance and reliability and sign-off each one using the validation methodology checklist. Attach the validation methodology checklist to the validation record.

	Step 3
	Select the hardest to sterilise items (challenge pack) in terms of product or pack density to create your challenge pack and record details on the validation record.

	Step 4
	At time of routine service, request the service person to:

· calibrate the machine

· conduct a heat distribution or “cold spots” study in an empty chamber (usually performed only on installation, or available from the manufacturer or otherwise determined by the sterilisation technician)

· obtain the penetration time using a thermocouple or data logger by choosing the hardest to sterilise items in terms of product or pack density to create your challenge pack

· provide servicing/testing documentation detailing the outcome.

Where onsite technical support is not immediately available, please refer to the current edition of the AS/NZS 4815.

	Step 5
	Using the validation record template, record the following details:

· date of annual validation

· batch number and biological indicators

· cycle that is being used for validation

· temperature and time at which validation is being done

· attach your servicing/testing documentation to the validation record.

	Step 6
	Select the items that you will include in the load and record details on the validation record including the “challenge pack”.

	Step 7
	Label the biological indicators to reflect cycle as follows:

· 1st Cycle label one Indicator 1M (for the 1st Indicator placed in the 1st cycle challenge pack in the middle of the pack) and the other 1C (for the non packed Indicator placed on the tray nearest the coldest part of the steriliser chamber)
· 2nd Cycle label one Indicator 2M (for the 2nd Indicator placed in the 2nd cycle challenge pack in the middle of the pack) and the other 2C (for the non packed Indicator placed on the tray nearest the coldest part of the steriliser chamber)
· 3rd Cycle label one Indicator 3M (for the 3rd Indicator placed in the 3rd cycle challenge pack in the middle of the pack) and the other 3C (for the non packed Indicator placed on the tray nearest the coldest part of the steriliser chamber)
· the 7th Indicator can be labelled Z. This indicator is never sterilised and is usually placed beside the steriliser whilst the three (3) consecutive cycles are being run. This 7th indicator will prove that the batch of indicators was active.

	Step 8
	Place the biological indicators inside the challenge pack and in the coldest spot of the chamber and outside of the steriliser. Record the location in the test indicator diagram on your validation record.

	Step 9
	Load the steriliser as documented above and draw or photograph details in the loading diagram on your validation record.

	Step 10
	Perform three consecutive, identical loads and cycles including the test indicators as marked. With each load, unpack and repack the challenge pack. All items for each load must be at room temperature.

	Step 11
	Send the biological indicators for testing/incubation to the pathology company or use an in-house incubator set at correct temperature for incubation.

	Step 12
	Document the findings and investigate any failures (a pass result is 100%).

	Step 13
	Any load run subsequently and which does not exceed the parameters of the validated load can be treated as a load not requiring biological test indicators.

	Step 14
	Attach this checklist to the validation record.


Helpful Resources: QbAY >> Treatment Room 

1.90 Offsite sterilisation

Practice policy

<<Option B: Delete Offsite Sterilisation if Not Applicable and Refer to Option A Onsite Sterilisation>>
At our practice, we utilise a series of reusable medical instruments. There are no facilities for sterilisation on our premises, however, we have arranged for the instruments to be sterilised offsite. Our practice has contracted <<name of offsite sterilisation service provider>> to sterilise instruments and return them in sealed sterile bags.

<<Name of offsite sterilisation service provider>> validate their sterilisation process annually and provides our practice with copies of the validation report, unless it is an Australian Council on Health Care Standards (ACHS) accredited facility.

Practice procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to arrange items to be sterilised: 
69. ensure that all instruments that require sterilisation are cleaned by washing in a warm solution of detergent and water then dried as soon as possible after use. This process must be thorough enough to remove all visible soiling including blood, faeces, saliva and body fluids. Pay particular attention to joints and ensure instruments such as specula are disassembled

70. place all instruments in a plastic container labelled “contaminated” with a firmly fitting lid

71. document all instruments leaving the practice.

72. telephone to inform the offsite sterilisation service provider that a cycle of instrument sterilisation needs to be undertaken for our practice

73. arrange a delivery and pick-up time

74. on return of the instruments following sterilisation, check the packages for damage thoroughly before signing off.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.91 Management of waste (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice is familiar with relevant local, State or Territory and/or Federal legislation regarding the management of waste.

The National Health and Medical Research Council (NHMRC) National Guidelines for Waste Management in the Health Care Industry published in 1999 define three primary categories of waste produced by the health care industry including general practice.

These categories are defined as:

· clinical waste including discarded sharps, laboratory and associated waste directly involved in specimen processing, human tissues (but excluding hair, teeth, urine and faeces) and materials or solutions containing free flowing or expressible blood

· related waste including cytotoxic waste, pharmaceutical waste, chemical waste and radioactive waste

· general waste including all waste materials produced that do not fall into the clinical or related waste categories. General waste contaminated with blood or body substances (though not to such an extent that it would be considered clinical waste, ie not contaminated with ‘expressible blood’) may be disposed of through the general waste processes of the practice but must not be accessible to children. Gauze that has blood on it (but which cannot be expressed), used disposable vaginal spatulae, cervical spatulae and brushes, and tongue depressors are likely to be the most common items in this category.

The disposal of clinical waste is achieved by placing:

· clinical waste into a safely located yellow, leak proof container displaying a biohazard symbol

· sharps into a safely located yellow, leak proof and puncture resistant container displaying a biohazard symbol (eg mounted on a wall or on a bench) in all areas where sharps are generated.

Disposal of general waste is achieved by:

· mounting a small bin lined with plastic on the wall or on a bench (to hold contaminated general waste that is not clinical waste), eg cervical spatulae, tongue depressors, disposable specula. It can then be disposed of through the general waste stream

· the usual waste paper bin under the desk that can be used for waste not contaminated by blood or body fluids. 

Contaminated general waste and clinical waste is not accessible to children.

(Reference: RACGP, 3rd Edition Standards, p. 76)

Helpful Resources: QbAY >> Treatment Room, RACGP Sterilisation/Disinfection Guidelines for General Practice and NHMRC National Guidelines for Waste Management in the Health Care Industry
1.91.1 Pharmaceutical waste

Practice procedure

<<Customise this section as appropriate>>
Pharmaceutical waste may arise from:

· pharmaceuticals that have passed the recommended shelf life

· pharmaceuticals discarded due to batches not reaching specification or contaminated packaging

· pharmaceuticals returned by patients or discarded by the public

· pharmaceuticals that are no longer required by our practice

· waste manufactured during the administration of pharmaceuticals.

Non-hazardous materials such as normal saline or dextrin need not be considered as pharmaceutical wastes.

A suitable method of disposal is returning them to a relevant authority such as a pharmacy or collection centre for appropriate disposal or distribution. Pharmaceutical waste can be disposed of in the clinical waste bin providing final disposal is via high-temperature incineration. If unsure of the final disposal method of waste, the waste disposal service must be contacted.

1.91.2 Cytotoxic waste

Practice policy

<<Customise this section as appropriate>>
Cytotoxic waste is material that is or may be contaminated by cytotoxic drugs during the preparation, transport administration of chemotherapy. This type of waste may have carcinogenic, mutagenic and or teratogenic potential. Disposal of this type of waste is via an approved incineration facility.

1.91.3 Storage

Practice policy

<<Customise this section as appropriate>>
Clinical or related wastes is packaged, labelled, handled and transported appropriately to minimise the potential for contact with the waste and reduce the risk to the environment from accidental releases.

Waste is stored in an area not accessible to animals or unauthorised persons. It is also stored in a manner that will not create an environmental nuisance.

Clinical waste is placed in yellow bags and containers which are identified with the biohazard symbol. Normal plastic bags such as shopping bags are not a suitable alternative.

Infectious waste and sharps containers are only removed from the consulting rooms and treatment room by trained staff. 

Staff have been trained in the safe handling and disposal of medical waste with standard precautions adhered to when handling infectious waste.

1.91.4 Moving waste
Practice policy

<<Customise this section as appropriate>>
Good waste management practice involves minimising exposure to the waste.

Appropriate personal protective equipment (PPE) such as gloves, are worn to avoid potential injury. All persons responsible for handling waste (including staff and cleaners) are trained in correct handling techniques. Waste is not compressed by hand. To avoid potential spillage, bins are only filled to the mark. They are then securely tied and stored in leak proof bins in an area not accessible to the public.

Helpful Resources: QbAY >> Treatment Room, RACGP Sterilisation/Disinfection Guidelines for General Practice and NHMRC National Guidelines for Waste Management in the Health Care Industry
1.91.5 Disposal of waste
Practice procedure

Our practice contracts the services of an approved clinical waste agency that will treat and dispose of clinical and related waste according to the State or Territory regulation.

Our practice utilises the services of <<name of clinical waste disposal service provider>> for disposal of our clinical waste. The bins are collected every <<frequency clinical waste is collected>>.
1.92 Sharps disposal (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice makes every attempt to minimise the risk of injury to both staff and patients, and prevent the possible transmission of disease by discarded sharps.

Therefore the staff member who generates a sharp is responsible for the safe disposal of that sharp. This responsibility cannot be delegated.

Sharps disposal containers are placed in all areas where sharps are generated. Sharps are placed into rigid-walled, puncture-resistant containers that meet the relevant Australian Standard for the type of container, and are the appropriate colour for the type of sharp. In general practice, this is always yellow as it symbolises that the item has been contaminated with blood.

Once the sharps container has been sealed and secured, it is then placed directly into a secondary container for transportation. A suitable secondary container is the clinical waste bin. Purple for cytotoxic sharps may be used occasionally in some practices.

Containers are not stored on the floor nor are they stored in a location accessible to children.

Sharps represent the major cause of accidents involving potential exposure to blood-borne diseases. All sharp items contaminated with blood and body fluids is regarded as a source of potential infection. Safe handling and disposal of sharps is essential to protect the operator and staff from injury and possible transmission of disease.

Sharps may be defined as any object or device that could cause a penetrative injury.

· all needles/syringes

· scalpel blades

· other sharp items such as razor blades, pins used for neurosensory testing, skin lancets, stitch cutters, broken glass, etc.

Helpful Resources: QbAY >> Treatment Room, RACGP Sterilisation/Disinfection Guidelines for General Practice and NHMRC National Guidelines for Waste Management in the Health Care Industry
Practice procedure

<<Customise this section as appropriate>>
The following procedures are undertaken when disposing of sharps:

· the person using the sharp is legally responsible for its safe disposal

· sharps must be disposed of immediately or at the end of the procedure whichever is most appropriate

· sharps must be placed in a yellow puncture-resistant container bearing the black biohazard symbol (AS 4031)

· used sharps must not be carried about unnecessarily

· injection trays must be used to transport the needle and syringe to and from the patient

· needles and syringes must be disposed of as one unit

· needles must not be recapped (unless using specifically designed equipment)

· needles must not be bent or broken prior to disposal

· containers must not be overfilled as injuries can occur whilst trying to force the sharp into a too full container – close container securely when ¾ full

· the lid must be sealed once the container is full. For push-on lids, use both hands and apply pressure only to the edges of the lid

· sharps disposal units must be conveniently placed in all areas where sharps are generated

· sharps containers must not be placed on the floor or in areas where unauthorised access or injury to children can occur

· sharps containers must not be placed directly over other waste or linen receptacles

· assistance must be obtained when taking blood or giving injections to an uncooperative patient or to a child.

<<Option 1>>
For removal and disposal of the sharps container, contact <<name of sharps disposal service provider>> to arrange pick up and exchange with new containers. Ensure this is done when there is one empty container available. Do not wait for the last container to be filled before contacting to arrange exchange.

<<Option 2>>
All filled sharps disposal containers are treated as other contaminated waste. They are sealed and placed in the large contaminated waste bin. For removal and disposal of the bin, follow the instructions detailed under ‘Waste Disposal’ above.

1.93 Standard precautions (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Standard precautions are standard operating procedures that apply to the care and treatment of all patients, regardless of their perceived or confirmed infectious status. Standard precautions also apply to the handling of blood and other body fluids.

They represent the minimum requirements for the control of infection in all health care settings and all situations, as infectious patients may not show any signs or symptoms of infection.

Standard precautions are designed to protect both patients and staff, and comprise the following measures:

· hygienic hand washing (Hand washing and hand hygiene)

· use of appropriate personal protective equipment or PPE for example gloves, plastic aprons and eyewear (Personal protective equipment (PPE))

· use of aseptic technique to reduce patient exposure to microorganisms (Single-use equipment  and Instrument sterilisation)

· management of sharps, blood and body fluid spills, linen and waste to maintain a safe environment (Sharps disposal, Blood and body fluid spills, Laundry and Waste management)

· appropriate immunisation of GPs, clinical and administrative staff (Staff immunisation)

· routine environmental cleaning (Environmental cleaning and disinfection).

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.94 Additional precautions (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Additional precautions are measures used in addition to standard precautions when extra barriers are required to prevent transmission of specific infectious diseases.

Additional precautions require:

· ‘isolation’ of the infectious source to prevent transmission of the infectious agent to susceptible people in the health care setting

· a means for alerting people entering an isolation area of the need to wear particular items to prevent disease transmission.

There are three additional precaution categories based on routes of infection transmission in a health care environment. These are:

· contact precautions

· droplet precautions

· airborne precautions.

Outline of requirements for specified categories of additional precautions

	Requirement
	Additional precautions type

	
	Airborne transmission
	Droplet transmission
	Contact transmission

	Gloves
	None
	None
	For all manual contact with patient, associated devices and immediate environmental surfaces

	Impermeable apron/gown
	None
	None
	Use when health care workers’ clothing is in substantial contact with the patient (includes items in contact with the patient and their immediate environment)

	Respirator or mask 
	Particulate filter personal respiratory device for tuberculosis only

All others, surgical mask
	Surgical mask
	Protect face if splash likely 

	Goggles/face-shields 
	Protect face if splash likely 
	Protect face if splash likely 
	Protect face if splash likely 

	Special handling of equipment
	None
	None
	Single use or reprocess before reuse on next patient (includes all equipment in contact with patient) 

	Transport of patients
	Surgical mask for patient

Notify area receiving patient
	Surgical mask for patient 

Notify area receiving patient
	Notify area receiving patient

	Other
	Encourage patients to cover nose and mouth when coughing or sneezing and to wash their hands after blowing nose
	None
	Remove gloves and gown, and wash hands before


Adapted from the Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting
Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.95 Personal protective equipment (PPE) (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice uses PPE in all cases where there is potential for a staff member to come into contact with blood or body fluids. PPE is also used when handling chemicals such as cleaning products.

Personal protective equipment includes:

· gloves

· masks

· face and eye shields

· gowns and plastic aprons.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Practice procedure

<<Customise this section as appropriate>>
PPE is located <<location of personal protective equipment>>. The maintenance of PPE is the responsibility of <<insert staff member responsible here>>
Type of personal protective equipment and its appropriate use

	PPE
	Appropriate use

	Disposable gloves
	Disposable gloves should be used:

· when handling blood and body substances or when contact with such is likely

· when handling equipment or surfaces contaminated with such substances

· during contact with non-intact skin

· during venipuncture – although needlestick injury may still occur, the presence of the glove layer could reduce the volume of any inoculum.

	Sterile gloves
	Sterile gloves should be used:

· during any surgical procedure involving penetration of the skin or mucous membrane and/or other tissue

· when venipuncture is performed for the purpose of collecting blood for culture.

	Heavy duty gloves
	Heavy duty gloves should be used:

· during general cleaning and disinfection

· during instrument processing

· during cleaning blood or body fluid and other substance spills.

	Masks and protective eyewear
	Masks and protective eyewear should be used:

· during procedures that might result in splashing and the generation of droplets of blood, body substances or bone fragments

· when assessing patients with infections transmitted by respiratory droplets

· during instrument processing.

	Gowns and plastic aprons
	Gowns and plastic aprons should be used:

· to prevent contamination of wearer’s clothing or skin with blood and body substances if there is a risk of splashing or spraying

· during instrument processing.

	Sterile gowns
	Sterile gowns should be used:

· during all aseptic procedures that require a sterile field.


All staff use appropriate PPE when undertaking any of the following procedures:

· any examinations requiring contact with mucous membranes

· cleaning or dressing wounds, taking down bandages

· cleaning up after procedures

· preparing instruments and equipment for sterilisation

· assisting with or performing procedures

· vigorous scrubbing or cleaning of contaminated surfaces

· using chemicals

· taking blood

· handling all pathology specimens before they are bagged

· controlling bleeding.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
1.96 Staff immunisation (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Our practice refers to any relevant Federal or State or Territory legislation relating to immunisation of staff in health care environments.

Our practice stays informed of emerging requirements for immunisation and staff health and keeps up-to-date with these requirements through relevant professional bodies including the Department of Health and Ageing.

All GPs, clinical and non-clinical staff are encouraged to be immunised against vaccine-preventable diseases. A vaccination history is sought (subject to informed consent) from all new staff at induction due to the nature of the work in our practice, in dealing with members of the public who may have infectious diseases. Staff members have the right to decline from providing this information, however this should be documented.

Helpful Resources: QbAY >> Treatment Room, Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting, and RACGP Sterilisation/Disinfection Guidelines for General Practice
Practice procedure

<<Customise this section as appropriate>>
Records are initiated for all staff employed detailing their immunisation status for the above diseases. These are maintained and located in <<insert location of staff immunisation records>> and include details of:

· disease history

· vaccination

· serology

· a record of vaccines consented/refused.

For all work related immunisations, staff are given a verbal explanation about each disease (and its effects) with supporting documentation from the GP.

If vaccination is given the following details are recorded:

· informed written consent

· date vaccine administered

· brand name

· batch number

· expiry date.

Helpful Resources: QbAY >> Treatment Room
1.97 Laundry (Criterion 5.3.4)
Practice policy

<<Customise this section as appropriate>>
Soiled linen can be a potential source of large numbers of pathogenic microorganisms, however the risk of disease transmission is negligible and hygienic handling of linen will reduce the risk even further. Linen that has been protected with disposable paper or plastic does not need to be changed after each patient. However the disposable plastic or paper must be changed after each use.

Linen is cleaned regularly. If it becomes contaminated with blood or body fluids, linen must be removed immediately and placed in the laundry bag. Prior to fitting new linen, the couch or other surface must be cleaned thoroughly with a water and detergent solution to remove any fluid residue.

If the linen is saturated with blood or body fluids, it should be placed in a leak proof bag so that the person doing the laundry can assess the linen before handling it and prevent further leakage.

Clean linen should be separated from used linen when transported and when stored. The storage area should be clean and dry. Practice staff who handle used linen wear personal protective equipment (PPE) and keep all linen and linen bags away from body contact.

Great care is taken by GPs and staff not to accidentally dispose of sharps into linen. This puts the person processing the linen at risk of injury and infection.

Helpful Resources: QbAY >> Treatment Room and RACGP Sterilisation/Disinfection Guidelines for General Practice
Laundering

Practice procedure

<<Customise this section as appropriate>>
Normal hot water washing procedures and detergents are adequate for decontamination. Blood stained linen should be placed through a short cold cycle before the hot cycle to prevent fixing of blood onto linen.

Handling, sorting and separation of used linen

Practice procedure

<<Customise this section as appropriate>>
The following process is followed when handling, sorting and separating used linen:

· apply standard precautions

· handle used linen with care – avoid shaking and throwing in patient care areas

· place used linen in a laundry bag at the point of generation

· place linen soiled with blood or body fluids into a leak proof plastic bag

· do not sort or rinse used linen in patient care areas.

Transportation, processing and storage of linen

Practice procedure

<<Customise this section as appropriate>>
The following process is followed when transporting, processing and storing linen:

· separate clean and dirty linen during transportation, processing and storage

· ensure your hands are clean when handling clean linen

· the storage area for clean linen should be clean, dry and dust free

· the clean linen storage area should be separate from the soiled linen area

· clean linen should be used on a rotational basis.

1.98 Safe handling of pathology specimens

Practice procedure

<<Customise this section as appropriate>>
The following process is followed when handling pathology specimens:

· after collection of blood and body substances these should be placed in the appropriate specimen container, as specified by the testing laboratory

· wipe the container clean to remove any visible soiling

· securely seal to prevent any leakage during transport

· place the container upright in a waterproof bag or container

· take care to avoid contamination of pathology slips by keeping them separate from the clinical specimens

· for transport between institutions and interstate, pack the primary specimen, surrounded by sufficient material to absorb its contents, in a sealable inner container and provide a sealable outer container of waterproof, robust material. Label in accord with postal and other transport regulations. Keep cool if necessary.

Helpful Resources: QbAY >> Treatment Room
– Treatment Room and facilities

1.99 Practice equipment (Criterion 5.2.1)
Practice policy

<<Customise this section as appropriate>>
Our practice has all the basic equipment and emergency drugs expected in a general practice. This equipment is maintained to a safe and serviceable condition at all times.

Our practice also has the necessary medical equipment to ensure comprehensive primary care and resuscitation, including the following:

	· auriscope
	· blood glucose monitoring equipment

	· disposable syringes and needles
	· equipment for resuscitation

	· IV access
	· emergency medicines

	· examination light
	· eye examination equipment

	· gloves (sterile and non-sterile)
	· height measurement device

	· measuring tape
	· monofilament for sensation testing

	· ophthalmoscope
	· oxygen

	· patella hammer
	· peak flow meter or spirometer

	· scales
	· spacer for inhaler

	· specimen collection equipment
	· visual acuity chart

	· stethoscope
	· thermometer

	· torch
	· tourniquet

	· urine testing strips
	· vaginal specula

	· x-ray viewing facilities
	· equipment to assist ventilation – bag and mask

	· sphygmomanometer – small, medium and large cuffs

	· equipment for maintaining an airway – children and adults


Helpful Resources: QbAY >> Treatment Room
Practice procedure

<<Customise this section as appropriate>>
In addition to the above, our practice has the following equipment in line with the interests and requests of the GPs and the procedures our practice undertakes: <<List additional equipment you have in your practice>>
· <<insert equipment here>>
· <<insert equipment here>>
· <<insert equipment here>>
· <<insert equipment here>>
· <<insert equipment here>>.

Our practice also has timely access to the following equipment:

· Spirometry

<<detail how your practice can access a spirometer when needed>>
· Electrocardiograph

<<detail how your practice can access an ECG when needed>>.

Key clinical equipment needs to be maintained and tested in accordance with the maintenance schedule recommended by the manufacturer.

<<For ease of reference, record individual pieces of equipment and maintenance details in this table>>
	Equipment
	Maintenance activities
	Maintenance schedule
	Service provider

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Helpful Resources: QbAY >> Treatment Room
1.100 Cold-chain management (Criterion 5.3.2)
Practice policy

<<Customise this section as appropriate>>
The cold-chain is the system of transporting and storing vaccines within the safe temperature range of between 2(c – 8(c preferably stabilising at 5(c. Maintaining the refrigerator temperature in this range is essential to ensure viable vaccines.

A specially designed thermometer (indicating 2(c – 8(c range) needs to be used to monitor temperatures, and it must be placed in the vicinity of stored vaccines, preferably in a vaccine box.

In our practice we have a dedicated: <<Customise this section as appropriate>>
· purpose-built refrigerator

· domestic refrigerator.

Helpful Resources: QbAY >> Treatment Room and National Health and Medical Research Council guidelines
Practice procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to monitor and maintain the vaccine refrigerator. The minimum and maximum temperatures are monitored and recorded daily in the vaccine refrigerator logbook.

The vaccine refrigerator logbook records should be kept for the same length of time a practice would keep their patient health records, ie 18 years for a child, plus 7 years for an adult so 25 years altogether or as required by State or Territory legislation.

For more in depth cold-chain information please refer to the latest National Health and Medical Research Council guidelines.

Vaccine monitoring responsibility

Practice procedure

<<Customise this section as appropriate>>
For vaccine monitoring in our practice, we have:

· <<insert staff member responsible here>> is responsible for the vaccines and the monitoring/maintenance of the vaccine refrigerator

· <<insert alternative staff member responsible here>> is responsible for the vaccines and the vaccine refrigerator when the nominated person is away from our practice, or no longer works there.

Vaccine storage

Practice procedure

<<Customise this section as appropriate>>
For vaccine storage in our practice:

· vaccines are stored in a dedicated vaccine refrigerator if possible. Do not store food or drink in vaccine refrigerators. It is more difficult to maintain correct vaccine storage temperatures in ‘bar’ refrigerators.

· vaccine refrigerator door openings are kept to a minimum

· there is a sticker on the refrigerator door near the handle instructing staff to consider whether or not they need to open it

· maintain a space between vaccine packages and the evaporation plate to prevent the vaccines from freezing through contact with the plate

· vaccines are stored with earlier expiry dates to front to ensure that stock is rotated regularly

· expired vaccines are discarded upon expiry and recorded on the Vaccination Record Form. Always contact your State or Territory Health Department before discarding any government vaccines

· gaps are left around the vaccines to allow the cool air to circulate. A gap of at least 4cm from all walls and between large packages of vaccine vials is recommended

· the lower drawers and doors are filled with bottles of salt water. Salt water bottles help stabilise the temperature in the vaccine fridge. Add enough salt to make water undrinkable (approximately 1-2 tablespoons of salt per litre of water). Allow space between the bottles for air circulation

· the salt water bottles are labelled accordingly

· the vaccine refrigerator is not over filled to ensure that air is permitted to circulate around the vaccines

· there is a protocol to follow if vaccines have been exposed to temperatures outside the recommended 2(c – 8(c range. In this situation, it is recommended that vaccines be kept refrigerated and contact your State or Territory Health Department for advice.

Vaccine temperature monitoring

Practice procedure

<<Customise this section as appropriate>>
For vaccine temperature monitoring in our practice:

· the vaccine refrigerator has a minimum/maximum digital-type thermometer

· the thermometer probe is in a vaccine box labelled ‘thermometer’ and is next to a vaccine vial. This allows the probe to measure the air temperature closest to a vaccine vial

· the vaccine refrigerator thermometer minimum and maximum temperature is recorded everyday (preferably at the beginning of the first session) in the vaccine refrigerator logbook

· the vaccine fridge temperature is maintained at 5(c but not less than 2(c and not greater than 8(c

· an adhesive sticker has been placed over the dial instructing staff that only an authorised person is able to modify the temperature.

1.100.1 Packing a vaccine refrigerator

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure for packing the vaccine refrigerator:

90. put new stock to the rear and move existing stock forward

91. store vaccines with earlier expiry dates at the front

92. leave gaps around the vaccines to allow the air to circulate

93. store vaccines in their original packaging

94. do not crowd the vaccines by over filling the refrigerator; allow room for the cool air to circulate within the fridge.

1.100.2 Monitoring the cold-chain process

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure for monitoring the cold-chain process:

95. at the beginning of the first session, check the thermometer of the vaccine refrigerator

96. record the date, time and minimum and maximum temperature on the vaccine refrigerator logbook

97. reset the thermometer

98. if the thermometer indicates that the minimum and/or maximum temperature has exceeded the recommended range, notify the person responsible for cold-chain management immediately. Refer to Cold-chain failure.
1.100.3 Defrosting a vaccine refrigerator

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure for defrosting the vaccine refrigerator:

99. transfer the vaccines into another working refrigerator or pack them in an insulated container

100. if using a refrigerator, transfer the thermometer probe to the temporary storage refrigerator

101. if using an insulated container:

· wrap the vaccines and thermometer probe in bubble wrap, and place at the bottom of the container

· place a polystyrene separator on top of the bubble wrap

· remove freezer blocks from freezer and allow to ‘sweat’ for at least 30 minutes

· place freezer blocks on top of the polystyrene separator

· ensure that the container is packed in such a way that the freezer blocks do not come into direct contact with the vaccines

· close lid of container and seal with tape.

102. monitor the refrigerator or container to ensure vaccines are stored between 2(c – 8(c

103. defrost and clean the refrigerator, then restock the vaccines.

1.100.4 Maintenance of the vaccine refrigerator

Practice procedure

<<Customise this section as appropriate>>
In our practice, we ensure the vaccine refrigerator is maintained by:

· ensuring the domestic vaccine refrigerator is a ‘frost free’ model – not a cyclic or multi-flow defrost model

· ensuring the vaccine refrigerator is large enough to accommodate the vaccines through the year (taking into account busy periods such as the influenza vaccination period)

· storing vaccines in an alternative refrigerator or insulated container with freezer blocks when defrosting the vaccine refrigerator

· placing the refrigerator in an area where it does not receive direct sunlight

· ensuring there is a 10cm space around the refrigerator to allow ventilation

· placing a sticker above the power source warning people not to unplug or turn off the power

· reporting breakdowns to the nominated staff member immediately so that repairs can be made

· regularly checking refrigerator seals to ensure cold air cannot leak out – if the seals are brittle or torn, arrange for replacement

· defrosting the vaccine refrigerator on a monthly basis or as required to prevent ice build up

· ensuring the area around the vaccine refrigerator (including behind and under) is clean and dust free

· arranging for regular maintenance inspections by the manufacturer or local electrician – inspections may need to occur more frequently as the refrigerator ages.

1.100.5 Delivery of vaccines

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure for the delivery of vaccines:

104. check consignment immediately

105. ensure the freezer blocks in the consignment are still partly frozen on arrival

106. check the temperature monitor is included and of a satisfactory temperature

107. ensure that the quantities of the vaccines delivered are correct and have not expired

108. keep vaccines in their original packaging – removal from original packaging exposes vaccines to room temperature and/or lighting

109. transfer the vaccines to the refrigerator immediately

110. reset the thermometer following repacking of the refrigerator.

If freezer blocks are completely thawed, do not use the vaccines. Refrigerate them immediately and contact the supplier for advice.

1.100.6 Transport of vaccines

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure for the transport of vaccines:

111. Pack vaccines in an insulated container:

· wrap the vaccines and thermometer probe in bubble wrap, and place at the bottom of the container

· place a polystyrene separator on top of the bubble wrap

· remove freezer blocks from freezer and allow to ‘sweat’ for at least 30 minutes

· place freezer blocks on top of the polystyrene separator

· close lid of container and seal with tape.

112. Organise for the container to be transported as soon as possible.

1.100.7 Handling refrigerator power failures

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure during a vaccine refrigerator power failure:

113. During a power failure of 4 hours or less, keep the vaccine refrigerator door closed.

114. If the power failure lasts for more than 4 hours, store vaccines in an insulated container:

· wrap the vaccines and thermometer probe in bubble wrap, and place at the bottom of the container

· place a polystyrene separator on top of the bubble wrap

· remove freezer blocks from freezer and allow to ‘sweat’ for at least 30 minutes

· place freezer blocks on top of the polystyrene separator

· ensure that the container is packed in such a way that the freezer blocks do not come into direct contact with the vaccines

· close lid of container and seal with tape.

115. Monitor the container to ensure vaccines are stored between 2(c – 8(c.

1.100.8 Cold-chain failure

Practice procedure

<<Customise this section as appropriate>>
In our practice, we follow this procedure in the event of a known or suspected cold-chain failure:

116. isolate the suspect vaccines in the refrigerator in a labelled container and do not use them until advised otherwise

117. fill out the cold-chain variance form

118. contact your State or Territory Health Department and alert them to known or suspected cold-chain failure

119. follow all instructions provided by your State or Territory Health Department

120. if requested, fax through the cold-chain variance form

121. do not discard any vaccine unless directed to do so by your State or Territory Health Department.

Helpful Resources: QbAY >> Treatment Room and National Health and Medical Research Council guidelines
1.101 Controlled and restricted drugs (Criterion 5.3.1)
Practice policy

<<Customise this section as appropriate>>
Controlled and restricted drugs must be stored securely and only accessed by authorised personnel in accordance with State or Territory legislation.

The RACGP Standards require that “all sensible security measures are [sic] taken to prevent unauthorised access to these medicines”. (RACGP, p 72)

The difference between controlled and restricted drugs is detailed below:

	Controlled drugs
(Schedule 8)
	Regulated controlled drugs are Schedule 8 substances that have additional restrictions placed upon them due to their nature and potential toxicity. They are prescription only medications, which are mainly used for strong pain relief. The supply and use of these drugs is restricted because of their dependence-forming nature and potential for abuse.

	Regulated restricted drugs
(Schedule 4)
	Regulated restricted drugs are Schedule 4 substances that are dependence-forming and subject to abuse. They are medications that are available on prescription only. They are not as regulated as controlled drugs, but their supply is mainly restricted to doctors, dentists and veterinary surgeons because their use requires professional management and monitoring.

	Restricted drugs
(Schedule 4)
	Substances which in the public interest should be supplied only upon the written prescription of a medical practitioner, authorised nurse practitioner, dentist or veterinary surgeon.


Helpful Resources: QbAY >> Treatment Room
1.101.1 Schedule 8 drug storage

Practice procedure

<<Customise this section as appropriate>>
In our practice, we store Schedule 8 drugs <<insert the location and other details as to where the Schedule 8 drugs are stored>>.
1.101.2 Schedule 8 drug records

Practice procedure

<<Customise this section as appropriate>>
All GPs in our practice keep a record book containing details of all controlled drugs he/she purchases, obtains, supplies, dispenses or uses. The record book is maintained and stored in accordance with State or Territory legislation. A separate page of the record book must be used for each class of controlled drug.

Details of each transaction must be entered in the record book on the same day as the transaction is made.

The following particulars must be recorded in ink:

· the date of administration

· details of patient

· quantity of medicines coming in

· quantity of medicines going out

· quantity of medicines still held

· comments about conditions such as breakages

· signature of persons entering the data and administering the medicine.

No entry in the record book may be altered unless an error is to be corrected. Each correction must only be made by a marginal note or footnote, which provides the date of the correction and the correct particulars.

1.101.3 Schedule 8 drug expiry dates

Practice policy

<<Customise this section as appropriate>>
Drugs and perishables supplied to our practice have an expiry date. This is the date beyond which the manufacturer is not willing to guarantee the effectiveness of the product.

Helpful Resources: QbAY >> Treatment Room
Practice procedure

<<Customise this section as appropriate>>
In our practice, all Schedule 8 drugs that have passed their expiry date are forwarded or discarded in the manner prescribed by State or Territory legislation, which is <<insert how State or Territory legislation requires expired controlled substances to be forwarded or discarded>>.

1.102 Perishable materials (Criterion 5.3.3)
Practice policy

<<Customise this section as appropriate>>
Our practice has a procedure in place for checking the expiry dates of perishable materials and for disposing of such materials where necessary.

Perishable materials, which include medicines, vaccines and other health care products must be routinely checked to ensure potency.

All substances, consumables, drugs and vaccines are to be maintained in surroundings or conditions that will ensure optimal efficacy upon delivery to consumers.

Consumables are to be stored in a manner that minimises risks or hazards to patients and visitors as many substances used in our practice are toxic or harmful if swallowed.

Helpful Resources: QbAY >> Treatment Room
Practice procedure

<<Customise this section as appropriate>>
It is the responsibility of <<insert staff member responsible here>> to check medical supplies on a <<frequency that perishable materials are reviewed>> basis.

Any items that are due to expire within the designated review period are <<insert here how your practice disposes of expired materials>>.

It is the responsibility of all staff members to check the expiry date prior to using the product.

1.103 Practice facilities (Criterion 5.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice premises, including the facilities and equipment, should be adequate for the needs of the staff and patients, and should be well maintained and visibly clean with surfaces accessible for cleaning.

Every effort should be made to make the environment safe and comfortable for staff, patients and visitors to our practice. Where possible our practice should have heating and/or air conditioning to assist in the comfort of staff, patients and visitors.

Helpful Resources: QbAY >> Treatment Room
1.103.1 Consulting rooms (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our practice has at least one dedicated consulting or examination room for every GP working at any one time. 

Our practice consulting rooms must also:

· be safe for GPs, staff and patients

· be appropriate for the health and safety of GPs, staff and patients

· have sufficient space

· be free from excessive extraneous noise

· have adequate lighting for observation

· have adequate temperature (eg comfortable range to allow for the patient to undress if necessary for an examination)

· have an examination couch or an attached examination room (where possible this should be height adjustable)

· have visual and auditory privacy

· change linen (including gowns and sheets)

· be well maintained and visibly clean with surfaces accessible for cleaning.

Our practice also makes provision in the examination areas and treatment rooms for maintaining patient privacy when undressing or receiving treatment.

Visual privacy is afforded to patients during clinical examinations and in treatment rooms by the use of a curtain, screen, gown or sheet positioned in such a way as to maximise the privacy, respect and dignity of the patient. This includes situations in which there is a door opening to an area where the public may have access, and also when patients are required to undress/dress in the presence of the GP or the general practice nurse.

Helpful Resources: QbAY >> Consulting Room
1.103.2 Hand cleaning facilities (Criterion 5.1.1)
<<Customise this section as appropriate>>
Dedicated hand washing facilities with hot and cold water, liquid soap and single use paper towel should be readily available in every clinical management or treatment area.

Ideally every consulting room should also have a basin dedicated for the purpose of washing hands. Where this is not possible, washbasins are situated within close proximity. Cloth towels that are single use only can be provided, however single use disposable paper towel is recommended.

The Department of Health and Ageing Infection control guidelines for the prevention of transmission of infectious diseases in the health care setting recommends the use of waterless hand cleaning with alcohol-based preparations in the following situations:

· emergency situations where there may be insufficient time and/or facilities

· when hand washing facilities are inadequate 

· in circumstances where an alcohol-based preparation provides a more effective option for individuals.

Visible soil must be removed by some means before use, and staff must wash their hands as soon as appropriate facilities become available.

Further research on the use of waterless hand cleaning is currently being undertaken and our practice remains cognisant of current recommendations.

Helpful Resources: QbAY >> Consulting Room
1.103.3 Waiting area (Criterion 2.1.1 and 5.1.1)
<<Customise this section as appropriate>>
Our practice is able to provide appropriate care for patients and others in distress. Strategies should be in place to deal with distressed patients, ie vomiting, upset or in severe pain.

Privacy for such patients could be provided by allowing them to sit in an unused room, staff room or other designated area, rather than waiting in the general waiting area. Patients should be not left unattended or unobserved.

Our practice waiting area must:

· be sufficient to accommodate the usual number of patients and others who would be waiting at any one time with appropriate seating

· have auditory privacy which can be enhanced by using background music or a television to mask conversations

· have furniture and toys that are in good condition and without sharp edges

· have a sign indicating the location of toilets

· be maintained in a clean and tidy state with surfaces easily accessible for cleaning.

Our practice waiting area should:

· provide a range of posters, leaflets or brochures

· have a space or defined area to meet children's needs, with play equipment or toys that can be washed regularly.

Helpful Resources: QbAY >> Reception Area
1.103.4 Toilets (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our practice has toilets and hand washing facilities readily available for use by patients and others, so that they don’t have to walk through consulting rooms or up stairs. Ideally they should be located in our practice or within close proximity. 

Liquid soap and paper towel or hand air dryer are available and wash basins situated in close proximity to the toilets, to minimise the possible spread of contamination.

The toilets are well maintained and visibly clean with surfaces accessible for cleaning and if a baby change room is available then that also must be kept adequately maintained.

Helpful Resources: QbAY >> Reception Area
1.103.5 Telecommunication system (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our practice has a telecommunication system:

· that is well maintained and appropriate for comprehensive patient care

· that adequately meets the needs of our patients

· with sufficient inward and outward call capacity

· with a dedicated telephone line should staff need to summon assistance in an emergency

The telecommunications needs of our practice may change over time, in line with staffing changes and growth of our practice. Strategies are in place to monitor, review and make the appropriate changes to the telecommunications system.  

Patient feedback should be sought on an ongoing basis to ensure that ‘access’ to our practice facilities and services is easily available by telephone.

Our practice has a facsimile machine or other capability for electronic transmission.

Helpful Resources: QbAY >> Reception Area
1.103.6 Unauthorised access areas (Criterion 5.1.1)
<<Customise this section as appropriate>>
Our practice ensures patients and other people do not access unauthorised areas by:

· posting signage to prevent unauthorised access to resources stored in our practice and specified areas

· storing health records, prescription pads/paper, letterhead, administrative records and other official documents in areas not accessible to the public

· storing facsimile machines, printers and other communication devices in areas not accessible to the public

· safely securing Schedule 8 drugs according to State or Territory legislation

· safely securing Schedule 4 drugs according to State or Territory legislation.

Helpful Resources: QbAY >> Reception Area and Treatment Room

– Continuous Quality Improvement

1.104 Accreditation and continuous improvement (Criterion 3.1.1)
Practice policy

<<Customise this section as appropriate>>
Our practice is committed to attaining and exceeding the 3rd Edition of the RACGP Standards for General Practices, as well as committed to quality improvement activities. To develop, maintain and enhance the business and clinical management aspects of our practice, quality review activities should be used to monitor progress. These activities may include audits, routine data checks, account reviews and health record reviews. 

Our practice aims to continually improve processes that will result in the following outcomes:

· improved and increased documentation of routine monitoring and specific improvements in health care

· increased participation in continuing education for effective and personal work output

· identification and resolution of actual and potential deficiencies and risks in practice administration, care and management of patients

· improved staff communication

· increased staff awareness, participation and management of patient care, occupational health and safety, infection control and medico-legal standards

· increased safety for staff and patients of our practice

· improved quality of care for patients.

Our practice is able to demonstrate an aspect of activities that has been identified for improvement, and should have a planned approach for improvements. Our practice should utilise the information resulting from the quality improvement outcomes and use them as part of risk assessment and management program activities. They should also be documented and reviewed according to the PDSA cycle of quality as defined below.

Data about our practice population is collected and used by our practice for quality improvement. Although it is preferable to investigate our own data, where it is not easily accessible our practice utilises national registers, eg Australian Childhood Immunisation Register. (Criterion 3.1.1)

Helpful Resources: QbAY >> Practice Management
Practice procedure

<<Customise this section as appropriate>>
In our practice, we identify and action areas for quality improvement by <<insert here how your practice identifies and actions areas for quality improvement>>.

In our practice, we access data about our practice population by <<insert here how your practice accesses data about the practice population, eg in-house data or national registers>>. We use this data to improve our practice population by <<insert here how your practice uses data to improve practice population>>.

1.104.1 Plan Do Study Act (PDSA) cycle of quality (Criterion 3.1.1)
<<Customise this section as appropriate>>
A reliable methodology is needed to ensure that any quality improvement activities undertaken by our practice are successful. One such methodology is the Plan Do Study Act (PDSA) cycle.

The four steps involved in the PDSA cycle are as follows:

1. plan the improvement

2. do the improvement

3. study the improvement

4. act on any changes from the study.

Step 1 – Plan

When planning the improvement activity, the following should be identified:

· what the improvement is, who it will impact, what the outcome should be

· who needs to be involved, who needs to be made aware, where it should be documented

· how this information will be made available to staff, how often progress will be reviewed

· how feedback will be gathered.

Step 2 – Do

When doing the improvement activity, the following should be completed:

· the appropriate staff involved

· steps taken documented

· feedback sought from all involved.

Step 3 – Study

When studying the improvement activity, the following is reviewed:

· whether the improvement was successful

· if the results met expectations

· whether the changes were incorporated into the way staff work

· whether further improvements need to be implemented.

Step 4 – Act

Any improvements are acted upon and reviewed as per Steps 2 and 3.

If the CQI activity has been successful, our practice considers the following:

· how the new policy and procedure will be incorporated into the way staff work

· how staff will be made aware of the change

· where the new activity will be documented

· how the new activity will be monitored to ensure all staff are participating.

If the CQI activity has been unsuccessful, our practice considers the following:

· what the activity has shown 

· what different improvements might be able to be made.

Helpful Resources: QbAY >> Practice Management
1.105 Risk assessment and management (Criterion 3.1.2)
Practice policy

<<Customise this section as appropriate>>
Our practice has a system of risk assessment and management that ensures proper systems and procedures are in place within our practice. These systems and procedures are documented and regularly reviewed.

The aim of these systems and procedures are to:

· identify all strategic risks using a risk management process

· ensure risk management becomes part of day to day management

· provide staff with policies and procedures necessary to manage risk

· ensure employees are aware of risks and how to manage them

· assign accountability for risk

· monitor risk profile and implement continuous improvement approach to risk management.

Examples of these systems include:

· achievement of the RACGP standards via the accreditation process

· records of staff qualifications and training

· patient feedback obtained via surveys/suggestion box/logbook of complaints/comments

· documentation of sterilisation procedures including servicing, validation, details of individual loads/cycles and staff training

· patient health records

· documentation/tracking of abnormal results

· regular reviews of systems and procedures

· policy on telephone exchanges with patients.

Our practice undertakes a regular formal risk assessment and management in the areas of financial services, human resources, facilities (computers, telephones, storage, infection control), clinical services and patient services.

The annual risk assessment review can be conducted by completing the Practice Risk Self-Assessment (QbAY >> Risk Management).

Practice procedure

<<Customise this section as appropriate>>
In our practice, it is the responsibility of <<insert staff member responsible here>> to undertake a regular formal risk assessment and management in the areas of financial services, human resources, facilities, clinical services and patient services.

The annual risk assessment review can be conducted by completing the QbAY Practice Risk Self-Assessment ( >> Risk Management) 
on a <<insert the frequency with which risk assessment reviews are conducted>> basis.

1.106 Action following a significant event (Criterion 3.1.1 and 3.1.2)
Practice policy

<<Customise this section as appropriate>>
Our practice implements and maintains a safety management system to promote safety and high quality in patient care. Slips, lapses and mistakes, which are not appropriately dealt with, may expose patients to an increased risk of adverse outcomes, and practitioners to an increased risk of medico-legal action.

Discussing errors openly with colleagues is not a comfortable experience, nor is accepting advice on fixing the problem and how to prevent it from happening in the future. Therefore a safe, no-blame culture is essential if our practice team is to promote safe patient care and quality improvement.

One of the best ways to instil this culture and achieve the desired objectives of safe and quality patient care is to implement a significant events register with every slip, lapse or mistake in clinical care or practice procedures recorded. If a large extraordinary event occurs, a meeting should be scheduled immediately, however if a smaller event or risk is identified, items should be discussed at the next scheduled staff meeting.

Helpful Resources: QbAY >> Risk Management
Practice procedure

<<Customise this section as appropriate>>
Following an emergency or exceptional situation, in our practice we:

· detail comprehensive notes in the patient’s record, even if the patient has not presented to our practice before

· contact the medical defence organisation to make sure that the emergency has been handled correctly

· organise a formal debrief with all staff to discuss how the situation was handled and whether or not it could have been better handled and whether the current policies and procedures are adequate and if they require alteration.

The last step in this process is to record everything that has happened in the significant events register including:

· what happened

· why it happened

· how it was handled

· if it could have been handled better

· how it could be prevented

· actions to take to prevent recurrence, when they should be completed and by whom.

Helpful Resources: QbAY >> Risk Management
1.107 Patient feedback (Criterion 1.2.2, 1.3.1 and 2.1.2)
Practice policy

<<Customise this section as appropriate>>
Our practice has a process in place to collect feedback from patients whether this is through a patient survey and/or a focus group discussion and/or another method considered suitable for the patient demographic, eg in an Aboriginal community, talking with the Elders.

Patient feedback is critically important for identifying opportunities for improvement, and our practice should therefore be able to demonstrate that patient feedback has been used as the basis for implementing improvements.

Our practice collects the following essential patient feedback to verify that:

· patients are aware of the availability of longer consultations (Criterion 1.1.1)
· patients telephoning our practice have the urgency of their needs determined promptly (Criterion 1.1.1)
· patients are able to obtain advice or information related to their clinical care by telephone or if it is used – electronic means (Criterion 1.1.2)
· patients are aware of the arrangements for home and other visits both within and outside normal opening hours (Criterion 1.1.3)
· patients are aware of the arrangements for medical care outside normal opening hours (Criterion 1.1.4)
· patients receive sufficient information about the purpose, importance, benefits and risks of proposed investigations, referrals or treatments proposed by their GP to enable them to make informed decisions about their health (Criterion 1.2.2)
· patients are informed of costs before treatments, investigations, or procedures are performed by our practice in addition to the consultation (Criterion 1.2.4)
· patients are advised of the potential for costs when they are referred for investigation or for initial consultation with a medical specialist or allied health professional (Criterion 1.2.5)
· GPs discuss health promotion and illness prevention with patients (Criterion 1.3.1)
· patients are able to see the GP of their choice, if available (Criterion 1.5.2)
· patients are treated respectfully by GPs and staff (Criterion 2.1.1)
· patients are confident that any feedback and complaints they make would be handled appropriately (Criterion 2.1.2)
· patients who have a third person present at a consultation were asked prior to the consultation (Criterion 2.1.3)
· patients find it is easy to contact our practice by telephone (Criterion 5.1.1)
· patients are satisfied with facilities in the consultation areas (Criterion 5.1.1)
· patients think our practice makes adequate provisions for their privacy. (Criterion 5.1.2)
Helpful Resources: QbAY >> Reception Area
1.108 Complaints (Criterion 2.1.2 and 4.1.1)
Practice policy

<<Customise this section as appropriate>>
Despite the best intentions complaints may arise. Our practice deals with complaints in a courteous and understanding manner. Perceptions of what is reasonable and fair can change when patients are unwell or anxious.

Patient satisfaction affects health outcomes and our practice acknowledges that patient complaints are an important source of customer feedback. Our practice provides patients with the opportunity to provide compliments, complaints or suggestions.

This may be through the provision of information in the practice information sheet or brochures/posters about the following:

· practice commitment to quality of care through responding to patient feedback

· practice process for receiving and responding to patient complaints

· State or Territory health care complaint bodies (list available on Safety and Quality Council web site)

· Office of the Federal Privacy Commissioner
Our practice also has a suggestion box in the waiting area, conduct patient feedback surveys routinely or conduct patient feedback focus groups.

Helpful Resources: QbAY >> Reception Area and Safety and Quality Council ‘Better Practice Guidelines on Complaints Management for Health Care Services’.

1.108.1 Handling complaints (Criterion 2.1.2)
<<Customise this section as appropriate>>
When receiving complaints, staff should follow this process in order to minimise further patient anxiety and hostility, potentially leading to litigation:

· notify the staff member responsible for complaints

· take the patient to a private area of our practice (if the complaint is provided verbally)

· listen carefully to the patient, take notes and repeat the key messages to ensure that the complaint is understood

· assure the patient that the complaint will be taken seriously and thoroughly investigated

· document the complaint in a memorandum or file note format and place a copy in the patient’s health record

· record in the complaints register

· alert the treating GP

· acknowledge the complaint in writing within 2 working days and place a copy in the patient’s health record

· provide the patient with updates during the investigation to assure them the matter has not been overlooked

· if a clinically-based complaint, alert the treating GP’s medical defence organisation for appropriate action

· decide and action appropriate remedy, and notify the patient verbally and in writing

· record all contact with the patient including written responses in their health record

· hold a practice meeting to review the case and to see if it could have been prevented.

Helpful Resources: QbAY >> Reception Area
Practice procedure

<<Customise this section as appropriate>>
In our practice, we provide patients with the opportunity to give compliments, complaints and suggestions by <<insert your practice procedure here>>.

In our practice, the staff member responsible for investigation and resolution of complaints is <<insert staff member responsible here>>.

In our practice, the process for receiving and responding to feedback and complaints from patients and other people is <<insert your practice procedure here>>.

1.109 Management of potential medical defence

Practice policy

<<Customise this section as appropriate>>
GPs in our practice notify their medical defence organisation (MDO) immediately if there is suspicion that a claim will be initiated against the practitioner or practice. The GP is also contact with their MDO on the receipt of an impairment certificate served upon our practice or practitioner by a party making a claim.

Helpful Resources: QbAY >> Risk Management
A final word

Congratulations! You have arrived at the end of the QIP/AGPAL Policy and Procedure Manual.  We hope you found the manual and customisation process a simple but useful tool in getting your practice up-to-speed with the RACGP 3rd Edition Standards for General Practices.

We recommend that you use this Manual as a living document that is frequently used and updated based on the needs of your practice. As seen through the Manual, we also recommend that you visit QbAY for helpful resources, tools and templates, as well as a means of accessing the most current information available. We also recommend that you visit QexCHANGE question and answer forum to ask us questions, share ideas with your peers and generally see what other practices are experiencing in the world of accreditation.

Thank you for choosing the QIP/AGPAL Policy and Procedure Manual for your practice. We look forward to continuing our work with you in improving safety and quality in general practice.

For helpful resources, visit QbAY @ www.qip.com.au
QIP/AGPAL Template Policy and Procedure Manual
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