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Effective health record (HR) keeping practices are vital to support the delivery of high-quality patient care, operational efficiency, accountability and transparency. The effective maintenance of health records is a legislative requirement and is also essential for demonstrating compliance with the National Safety and Quality Health Service (NSQHS) Standards, in particular Clinical Governance and Communicating for Safety.  

The purpose of this procedure is to guide all North Canberra Hospital (NCH) and Clare Holland House (CHH) employees on the management of the health record.

This procedure, in conjunction with the CHS Clinical Records Management Policy forms the NCH Record Management Program: Clinical, to ensure that NCH meets its responsibilities under Section 16 (2) of the Territory Records Act 2002, the ACT Health Records (Privacy and Access) Act 1997 and the Australian Charter of Health Care Rights (the Charter). 
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This procedure applies to all NCH employees involved in the creation, use or management of health records across NCH, including CHH.
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Territory Records Office Record Management Principles
The Territory Records Office (TRO) Standard for Records, Information and Data Management outlines seven principles of record management for ACT Government agencies:  Strategy, Capability, Assess, Describe, Protect, Retain and Access.

The Australian Charter of Health Care Rights 
The importance of privacy is enshrined in the Australian Charter of Health Care Rights (the Charter), which commits to both the consumer’s right to access to information, including medical records, as well as to the security and confidentiality of personal health information.   Specifically, under the Charter, consumers have the right to: “access [my] health information” and “have information about me and my health kept secure and confidential”. 

The National Safety and Quality Health Service (NSQHS) Standards
Record keeping and timely access to information are important features of safe health care.  Actions 1.16 to 1.18 under Standard 1 (Clinical Governance – Patient Safety and Quality Systems) specifically address record keeping and state: 
1.16 The health service organisation has health records systems that: 
(a) Make the health record available to clinicians at the point of care
(b) Support the workforce to maintain accurate and complete health records
(c) Comply with security and privacy regulations 
(d) Support systematic audit of clinical information e. Integrate multiple information systems, where they are used 

1.17 The health service organisation works towards implementing systems that can provide clinical information into the My Health Record system that: 
(a) Are designed to optimise the safety and quality of health care for patients 
(b) Use national patient and provider identifiers 
(c) Use standard national terminologies 

1.18 The health service organisation providing clinical information into the My Health Record system has processes that: 
(a) Describe access to the system by the workforce, to comply with legislative requirements 
(b) Maintain the accuracy and completeness of the clinical information the organisation uploads into the system 

The intent of the actions under this Standard is that health record keeping supports safe health care for consumers through clear, accurate, accessible and secure information.
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The HR at NCH is a hybrid system which includes a paper-based health record, a scanned health record, Clinical Patient Folder (CPF) and the DHR for the management of patient information across the health facility.  
On the 12th of November 2022, ACT Health introduced a territory-wide electronic health record called the DHR, enabling NCH and CHH to have a fully electronic health record from this point in time.  
Preceding the introduction of DHR, clinicians working in all areas of the hospital would document clinical information on paper health record forms or in the applicable Electronic Medical Records (EMR). From the 23 October 2021, on discharge or following treatment, the paper documents were sent to the Health Information Service (HIS) for scanning into CPF. 
Prior to the introduction of CPF in 2021, all historical paper records that were used for patient care were stored in a paper-based record chart, these paper records are stored in filing storage areas on-site at NCH and off-site at Grace Record Storage facilities. The below EMR systems were used in conjunction with the paper-based record. 

Table 1: EMR used at NCH and Calvary Public Hospital Bruce(CPHB) prior to the introduction of DHR. See also the ACT Health Legacy System fact sheet.

	Area
	System
	Information / Documents
	Governance 

	ACT Pathology
	Clinical portal or CIS
	Attendance and reports 
	ACT Health DSD

	ACT Palliative Care (Clare Holland House) Medications
	EMM – Med Chart
	Medication Charts
	NCH

	ACT Palliative Care (Clare Holland House)
	PALCARE
	CHH inpatient and Home-based Palliative care clinical notes
	NCH

	Electronic Discharge Summaries (EDS)
	EDS - Clinical Portal
	EDS documents (excluding ICU & ED Discharge Summaries)
	ACT Health DSD

	Emergency Department
	EDIS
	Attendances and ED Discharge Letters
	NCH

	e-referrals
	Clinical Portal
	Referral documents
	ACT Health DSD

	Gastroenterology/Endoscopy 
	Endobase
	Endoscopy report
	NCH

	Intensive Care Unit
	Metavison
	Admissions and all clinical notes commenced when accommodated in ICU and Coronary Care (CC) including unit discharge summaries
	ACT Health DSD

	Maternity
	Birthpac
	Birth summary 
	LCM National ICT

	Medical Imaging
	IDIS
	Examinations and reports
	ACT Health DSD

	Mental Health Inpatient Unit
	MAJICeR
	Discharge summary and all documents 
	ACT Health DSD

	Patient Administration System 
	ACTPAS 
	Client registration, Admission/Transfer/Separation, visit/episode/contact information, HR tracking and Disease Index
	ACT Health DSD

	Territory-wide Scanned Health record
	CPF
	All ED attendances, inpatients notes, outpatient documentation, correspondence, and legal documentation
	ACT Health DSD
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All staff are responsible for ensuring that patient privacy and confidentiality are maintained at all times by protecting the access and use of the HR from unauthorised persons, observing relevant policies, and adhering to the requirements of and the ACT Health Records (Privacy and Access) Act 1997 and the Australian Charter of Health Care Rights (the Charter). 

[bookmark: _Int_ZNnV7jDS]Privacy beaches are managed by the applicable executive lead is responsible for notifying Health Information Managers, Consumer feedback and Engagement if required. The following process is to be followed when breaches or potential breaches are identified related to the NCH Health record:
· Health Care Record privacy breaches or potential breaches are to be reported to an executive, a manager, Health Information Manager (HIM) or to SERBIR (in situations where their Executive or IM is the suspected breacher).
· The HIM will investigate and if required run audit reports from Digital Health Record (DHR) as evidence and report to the applicable executive lead.
· The HIM will create a Riskman (if not already completed by the reporting officer), CGQU would then advise the consumer/patient of the breach as per open disclosure
· The incident will also be recorded on the HIS DHR Privacy breach log at: H:\Management\Privacy\Breaches\DHR Privacy Breach log.xlsx 
· The number of incidents and type of breach are then reported to the monthly NCH Clinical Leadership meeting in the Health Information Services report by the HIM  
· For significant breaches such as multiple patients or whole records these would follow the above process and also be reported directly to NCH General Manager by a Health Information Manager or the Executive lead. 

Refer also to Section 5 DHR Privacy Tools
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The implementation of the Digital Health Record (DHR) brings together ‘One patient, one record’ to improve patient safety and patient/clinician user experience. The DHR records all interactions between a person and ACT public health services including NCH and CHH.

To report issues with DHR contact ACT Health Digital Support by telephone 6205 5064 or email digital.support@act.gov.au and cc in the NCH ICT help desk nch.helpdesk@act.gov.au. If the issue impacts on patient care (printing labels, issues admitting patient) please state that this is an ‘URGENT’ as this will then get priority. 

MyDHR
MyDHR offers personalised and secure online access for consumers to access their Health record. It enables consumers to manage and receive information regarding their health. 

MyDHR enable consumers to:
· View ‘after visit’ and discharge summaries
· View pathology and imaging results
· Submit and review advance care planning documents
· Receive appointment reminders
· Complete pre-appointment surveys
· Book appointments for pregnancy glucose tolerance tests
· Only an individual or their nominated proxy can access their MyDHR account. Proxy access is when a patient gives another person access to their MyDHR account. Proxy access allows parents, legal guardians and caregivers to assist with the healthcare needs of others. The MyDHR Proxy Access Form must be completed to request access and submitted along with identification to Health Information Services. The Health Information Manager reviews this form and grants access when appropriate authorisation has been verified.

DHR Link
DHR Link provides a GP practice with access to the HR stored in the DHR after written patient consent has been obtained. A small pilot of GP practices has been included in trialling this component of the DHR. The participating GP practices will have access to review the status of patient’s referrals and update patient information, and easily access imaging and pathology undertaken at Canberra Health Services, NCH and CHH.
A patient can update their preferences about consenting to the sharing of information through DHR Link through their MyDHR account. A patient can also complete the DHR Link Consent Form from their GP practice which is forwarded on to Health Information Services. The Health Information Manager reviews the consent form, uploads the consent form to their HR in DHR, and updates their consent through their registration on DHR.

Access to DHR for External Providers
When DHR access is required to external providers such as coding auditors this must be approved by Executive before logging a Jira ticket with DSD. If the external providers can complete the task by viewing a PDF copy of the DHR health record then this would be the preferred option, which would then be shared by Objective Connect with restrictions such as cannot be download, printed or shared and only viewable for a specific time limit to prevent unauthorised or uncontrolled sharing.

DHR Continuity Plan
When normal access to the DHR is interrupted at any time affecting a user’s ability to document or access any health record information refer to the CPHB DHR Business Continuity Plan on the intranet.

DHR Point of Care Scanning 
There are still a small number of internal paper-based forms that are not built into the DHR, external documentation is received, such as patient transfer documentation, that needs to be scanned into DHR. 
NCH has adopted a point of care (POC) scanning strategy which utilises desktop scanners and multi-function devices to scan and upload files directly into the DHR. 
Administration clerks are responsible for scanning, however clinical staff may choose to scan documents to DHR. When POC scanning is not performed in a timely manner in inpatient areas a paper-based chart stores paper documents until scanned into DHR.
The governance of scanning will continue to be the responsibility of the Health Information Services (HIS), including the quality assurance of scanned documents into DHR. Scanned documents are retained for 3 months in HIS for the purposes of QA. 
Refer to DHR tip sheets in the F1 Learning Home Dashboard in DHR and the NCH Scanning Guide for more information regarding point of care scanning for more information. 

DHR Patient Identity
All patients attending any ACT public health service are allocated a unique ACT Health Patient Identifier, also known as Medical Record Number (MRN), in the DHR. It is the responsibility of all NCH staff to ensure that a patient has one HR in the DHR and complete accurate searches by using 3 core identifiers (Surname, given name and DOB)
In the instance that a staff member finds a potential patient duplicate in the DHR whilst completing a patient search, they must ‘Mark the patient for Merge’.
Health Information Services staff monitor the ‘Marked for Merge’ work queue in the DHR for NCH patients and make the determination whether to merge the records or mark them as ‘Known Non-Duplicates’ which puts a flag on the patient’s HR that there is a patient with similar demographics.

DHR Chart Correction
Chart correction is the DHR tool for clinicians and health information managers to correct error in DHR documentation. There is a Chart Correction manual and numerous tips for clinicians to guide them on chart correction within DHR. 
Refer to DHR F1 tip sheets for chart correction for more information.
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DHR Privacy Tools
DHR has various privacy tools and flags which may be assigned to restrict the access in some way to the patient record. 

[bookmark: _Toc158375337]Confidential Patient  
A patient’s record can be marked as ‘confidential’ or ‘VIP’ at the patient level in DHR, this is known as ‘patient type’ flag. This is generally by the request of the patient or authorised person. Access to a ‘confidential’ or ‘VIP’ patient can be accessed by breaking the glass (BTG). BTG is a functionality of the DHR whereby a user is prompted to identify the reason that they are accessing the protected HR. BTG events can be reported on to determine that there has been appropriate access on a protected HR. 
The Clinical Governance Unit (CGU) may also request that a patient type is changed to confidential when it deems a patient’s health record is sensitive or there needs to be monitoring of who is accessing a patients record. 
The removal of a ‘confidential’ or ‘VIP’ flag at the patient or encounter level should only be removed if the patient or authorised person makes this request. The ability to change a ‘confidential’ or ‘VIP’ patient level flag in DHR is limited to authorised user groups (HIS, Clinical Governance and Emergency Department).
[bookmark: _Toc158375338]
Department based Confidentiality
Departments such as Mental Health (Keaney wards) in DHR have limits in place on who has capacity to view the notes of patients who have attended or are in these wards.  All patient information is stored as BTG. The census report, for patients located in these wards, also obscurers patient names with ******. 
[bookmark: _Toc158375339]
Break the Glass
Once a record is marked with a ‘confidential’ or ‘VIP’ flag the access to this patient's information is only accessible by ‘Breaking the Glass’. Health Information Services has the responsibility to monitor the ‘Break the Glass’ function. Monthly reports identify any unauthorised user activity. Unauthorised activity or potential concerns are reported to the relevant manager and a Riskman is completed as required, ensuring follow-up appropriate action is taken, which may also involve Human Resources.   A confidential flag can also be added to the HR in DHR at the encounter or episode level which obscures the patient's name on census reports with ***** all users can access the patient information. 
[bookmark: _Toc158375340][bookmark: _Toc144115766]Refer to DHR F1 tip sheet Break the Glass quick guides for more information.
Confidential Encounter 
A confidential encounter can also be applied which Applies a warning for administrative staff in the form of a colour banner, BTG is not required. 
[bookmark: _Toc158375341][bookmark: _Toc144115767]
Confidential Address
In circumstances where it is deemed a patient safety risk to display a patient's permanent residential address in their record, a confidential address is created, and the patient’s permanent address replaced with a ###Secure Address### message.
Refer to the DHR F1 Confidential/Secure address tip sheet for more information.
[bookmark: _Toc158375342]Sensitive Notes
[bookmark: _Int_7plcYsS3]Sensitive Notes is a DHR tool which can be applied to a patient notes for the purpose of restricting access to the immediate treating team (a defined department). This functionality is generally used in the following departments across CHS; Sexual Health, Child at Risk Heath, all counselling services, Family Violence, Aboriginal liaison services, and social work services. Sensitive orders can also be applied and only visible by the treating or ordering team. 
[bookmark: _Toc158375343]
FYI Flags 
There are FYI flags in DHR to assist in protecting patient confidentiality and privacy in DHR. The available flags are Legal review and release restricted.
Refer to the DHR F1 Privacy Tools and Restrict Access to Patient Records tip sheets for all the above. 
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[bookmark: _Int_nv67zU54]A paper-based HR was created and maintained prior to the implementation of CPF for all occasions of service provided to a patient by a health professional, including inpatient, outpatient and emergency department presentations. 

Terminal Digit Filing
The historical, paper-based HR is filed using Terminal Digit Filing. Terminal Digit Filing divides the MRN into three sections:
Example: MRN: 01 23 45
	01
	23
	45

	Tertiary
	Secondary
	Primary



There are 100 Primary Sections (00 – 99) within the file area. These Sections are easily identifiable by the colour coded numbering of the Primary Digits. To locate or file a record within the filing bays, the following procedure applies:
1. All health records are filed according to the MRN entered on the colour-coded end of the file cover. First go to the section where files with the same Primary Digits are filed. From the table above, you can see that the Primary Digits are the two right hand numbers of the MRN (e.g.: 45).
2. Within this section, locate the correct area according to the Secondary Digits (e.g.: 23). Within each Primary Section, Secondary Digits range from 00-99 and are in numerical order with 00 at the start of the primary section and 99 at the end of the primary section.
3. Once you have located the correct area according to the Secondary Digits, refer to the Tertiary Digits (the two numbers immediately to the left of the Secondary Digits – e.g.: 01) to determine the numerical order, left to right, within the appropriate Secondary Digit section.

Mementos
[bookmark: _Int_bM8puBIK]When a baby is stillborn or is a neonatal death memento such as photographs, hand and footprints may be collected, at times the parents are not ready to accept these keepsakes however they may request these at a later date. If this is the case these mementos are retained in the paper health record in HIS. 

Deceased Persons
When a person is deceased, it is also important to record this in DHR. This is necessary for people that die in hospital, for people who die outside of hospital and are brought to the hospital (e.g. to the emergency department or to the morgue), and for other people when the health service obtains notice and confirmation of their death.
If a staff member is informed of the patients passing outside of the health service, they are required to obtain the date of death and contact the Health Information Services (HIS) to notify and request the patient status be updated to deceased in DHR. Recording in the DHR that a person is deceased will ensure that any outstanding referrals or appointments ACT wide can be cancelled and can prevent further activity in relation to the patient (such as automatically generated letters). 
If the death of a patient is known, the following information fields must be updated on the patient’s registration record under Additional Patient Information by HIS:
· Date of death
· Date of death estimation flag if exact date is unknown

Health Record Tracking
To ensure that paper health records are always accessible, the tracking must be updated in the File Room Clerk Module in DHR whenever the paper-based HR is moved to another location. Prior to tracking, staff must have completed their File Room Clerk DHR training. 
Tracking labels are affixed to the front cover of the file to identify the type of record, the volume of the record and the bar code which can then be used to track the record’s movement within NCH. The record can also be tracked by entering the MRN and selecting the relevant document. 
Tracking is a shared responsibility of all adminstrative staff, however clinical staff must inform clerks of HR movement. Tracking is the responsibilty of the adminstrative staff of the deptarment/unit/ward that the HR is moving from and ward clerks must be aware of after hours HR movements and action any untracked HR.  
Refer to the DHR Tip sheet File Room Clerk- Fill and make chart requests for more information.
Missing Health Records
A paper-based HR is deemed missing if it is not located at the last tracking point in DHR. If the record cannot be located following an extensive search, a RiskMan incident report must be completed. 
Refer to the Missing Health record Standard Operating Procedure for more information.
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Access to the DHR is via ACTGOV Citrix on the NCH home page. Access to pre DHR EMR such as Clinical Patient Folder (CPF) can also be accessed from ACTGOV Citrix, however access maybe limited to certain users.  
Access to a historical, paper-based record is done by contacting HIS on 6201 6280 or emailing the HIS inbox CHSNCH.HIS@act.gov.au during business hours Monday to Friday 7:30-17:00. Paper based health records must be returned to HIS on completion of use. 

Outside of business hours the Emergency Department Clerk can assist by contacting 6201 6255. See Section 9 for additional information on Storage and Security of Health records.
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All attendance and contacts with patients are required to be documented in DHR or on an authorised paper-based form to support the ongoing care of the patient.  Refer to the Health Record Documentation Procedure for guidance on requirements related to documentation.
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[bookmark: _Toc128479644][bookmark: _Toc144115777][bookmark: _Toc158375353]Storage Areas of Paper Based HR file 
Primary storage is located in the main HIS Department and holds HRs with a last attendance/date of contact prior to 23 October 2021 (introduction of CPF) or paper created records to hold information such as mementos. 
[bookmark: _Int_o6JMyM7G]Secondary storage is located in a separate space along the corridor from the main HIS Department (on the other side of the Pathology Department) and holds HRs with a last attendance of approximately 2017- 2019. 
Offsite storage is located at Grace Record Management, Hume ACT and they hold all culled records with a last attendance/date of contact prior to 2016. Those HRs stored off-site are identified on DHR by the document location ‘CAL OFFSITE GRACE’. During normal working hours, HIS can arrange for these health records to be retrieved and delivered to NCH. If urgent and required for direct patient care, Grace can be contacted by the Afterhours Manager on 6201 6165 to arrange retrieval and delivery.
Refer to the NCH Grace Record Management SOP for details on off-site HR retrieval
[bookmark: _Toc128479645][bookmark: _Toc144115778][bookmark: _Toc158375354]Transporting Paper-based Health records
When transporting paper-based HRs or paper-based clinical notes within the facility, it’s important to ensure the patient’s privacy. 
It is important that care is taken to protect against unauthorised access. For example, the HR of current inpatients should be kept at the nurses’ station where access can be observed and monitored. 
The following guidelines should be followed for transporting records:
· Within NCH - used sealed envelopes or satchels or ensure that no patient details or labels are showing.
· Externally such as to CHH, Hospital in the Home, GRACE, Midcall and Antenatal Outreach Services - health records must be placed in sealed envelopes or satchels with no patient details or labels showing. The security of the HR must be maintained at all times and any breaches must be immediately reported to the unit manager and reported on Riskman. 

Where a patient has been transferred or discharged to another health facility for continuing care, the original NCH paper-based HR cannot be transferred with the patient. Information from the patient’s HR of direct relevance to the ongoing care of the patient may be copied and released. Transfer documentation should be completed, and a transfer letter or discharge referral should accompany the patient.
Refer to Patient Transfer inter-hospital/facility Procedure for more information and DHR tip sheets.	
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The collection and use of personal health information is governed by the Health Records (Privacy and Access) Act 1997, and the Health Records (Privacy and Access) Amendment Bill 2005 (No 2). Access to Health Records must be in accordance with this legislation. The protection of a consumer’s privacy is the responsibility of all NCH staff. 

In accordance with current legislation, health records or personal health information can be shared with:
· The consumer/patient or carer/authorised person of a young person or legally incompetent person
· A third party, with the consumer’s written consent (solicitors, insurers, NOK, AFP or the Executor of will or Administrator of Estate)
· An order of the Court (subpoena / summons)
· The treating team (health service providers involved in the diagnosis, care or treatment of the consumer): 
with consumer consent
when necessary to improve or maintain the consumer’s health or manage a disability 
when the access to the information is necessary for the treating team to prevent or lessen significant risk to the patient or another person.

Generally, the responsibility for the release and sharing of the health record is with HIS and all requests for access should be directed to HIS. Treating teams can share information with other health professionals as stated above. For the release or sharing of mental health records the patients Mental Health Team must approve the release of any information or be referred to HIS. 

With the transition to NCH on 3 July 2023 advice was requested with the Government Solicitor to provide direction on the required naming convention of documents requesting information such as authorisations from solicitors, insurance providers and subpoenas. The following advice was received. 
Note: Requests for clinical records and information by a patient or their authorised representative referencing treatment at those institutions may be addressed to Calvary Public Hospital Bruce, Clare Holland House or North Canberra Hospital and all documents held pre or post 3 July 2023 will be provided as appropriate.
Court ordered provision of clinical records and information such as via subpoena, summons, or Notice for Non-Party Production, must be addressed to the North Canberra Hospital regardless of where or when treatment was obtained.
[bookmark: _Toc158375356]Person who can access records
In accordance with current legislation, the following persons can access health records or personal health information.

The Consumer 
The Health Records (Privacy and Access) Act 1997 (Section 12) provides the consumer with a legal right to access their health record. Requests for access to the record by consumers who are not currently admitted to NCH must be in writing and will be processed by the Health Information Services.

Patients who are currently admitted may request to view their HR by speaking with a member of their treating team.  Refer to Section 11 for more information.   

[bookmark: _Int_y9dPUAO6]Carer (a person who gives care, support or assistance to the consumer but does not include a carers through a commercial arrangement or voluntary organisation or a someone that gives short term care or assistance)  
1. To prevent or lessen a significant risk to the life or physical, mental, or emotional health of the consumer or another person. 
2. [bookmark: _Int_TmbU3dgm]If the information is required so the carer can safely and effectively provide appropriate services or care for the consumer, and the consumer cannot give or withhold consent to the disclosure, whether or not because the consumer is a young person or legally incompetent person.

Family Member (parent, domestic partner, child or sibling (over 18) or another relative or close friend who lives with the consumer) 
1. For compassionate reasons where the consumer would expect the disclosure and has not previously expressed a wish contrary to this. 
2. For compassionate reasons where the consumer would expect the disclosure and has not previously expressed a wish contrary to this and the consumer cannot give or withhold consent to the disclosure, whether or not because the consumer is a young person or legally incompetent person. 
A Third party, with the consumer’s written consent 
1. Next of kin or spouse 
2. Solicitors, Insurers 
3. The Police
4. Executor of will or Administrator of estate (where client is deceased)

 Authorised personnel 
1. Members of the treating team, including student health professionals where the patient has consented. 
2. Individuals who require access for the management, funding or quality of the health service. 

Court Order or Law of the Territory or Australian Government 
1. Subpoena / Summons 
2. Search Warrant 
3. Notice of Non-Party Production 
4. Adoption Act 1993
5. Coroners Act 1997

Responsibility for the release and sharing of the HR rests with HIS and all requests for access should be directed to the HIS. However, some information can be released by the treating team for ongoing care and the NCH General Practice Liaison Unit. 

Back to Table of Contents 
	[bookmark: _Toc159860928]Section 11 – Digital Health Record – Release of Information



[bookmark: _Toc158375358]DHR Consent
On admission or presentation to ED or an outpatient service patients’ consent to the release or sharing of their health record is recorded in DHR (for assistance in locating this information please ask an administration clerk). Additional consent from the consumer can be obtained at any time and recorded as a note in DHR. Any concerns regarding consent to release information should be referred to your manager, Health Information Services or the Afterhours Manager. 
[bookmark: _Toc158375359]
Releasing Information from DHR 
The treating team and other authorised persons (GP Liaison Unit, HIS and ED Clerks) can print and release information held in the DHR by a process called Quick Disclosure (see tip sheet in DHR F1). The printing and release of DHR documents should be limited to minimal quantity such as discharge summaries, correspondence letters and other limited information required to inform patient care. Faxing of healthcare information is the preferred method, as a last resort external emails can be sent however the email must be encrypted as per the NCH Acceptable access and use of IT Policy. 
[bookmark: _Toc144115788][bookmark: _Toc144115789][bookmark: _Toc158375360]
Quick Disclosure 
The release of information (ROI) held in the DHR can be released by a process called Quick Disclosure, clinicians, and other authorised persons such as the NCH General Practice Liaison, HIS and ED Clerical teams.  
[bookmark: _Int_FkMTo45F]Generally limited information such as the discharge summary or the after-visit summary can be released to the patient/authorised persons or the treating team in accordance with the ROI direction in this section. 
Refer to DHR tip sheets on Quick Disclosure and Release of Information for more information.
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Clinicians may discuss and explain their own clinical entries at the time-of-service provision, if requested by patients. 

If a member of HIS receives a request from an inpatient to access their own health record, the request should be directed to the senior treating Medical Officer. These requests can be actioned in the clinical area, providing the circumstances for exemption do not apply. See Section 16 Exemptions - grounds for non-production or refusing access. 

Health professionals are required to supervise the patient or consumer accessing their health record. 

Any access or release of information by the treating team must be in accordance with legislation and NCH policy regarding obtaining consent.  The treating team must document any access or release of information in the HR. 

For routine enquiries from friends or relatives regarding the patient’s condition, ward staff should check with their Clinical Nurse Consultant or supervisor and DHR for any restrictions on the release of information such as confidential patient.  Personal health information should not be released over the telephone without verifying the identity of the caller and confirming that the release of information is permitted and complies with legislation. 
If the release is permitted, provide a one-word general condition statement (e.g. satisfactory, stable, serious or critical) unless a patient has requested that NO information be released. The ward Clinical Nurse Consultant (CNC) should be consulted if there are any concerns.
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If a coronial referral is made under the Coroners ACT 1997, a copy of the DHR must be released to the coroner. Generally, this will be a requested from the Coroner to HIS or at times the Australian Federal Police (AFP) working on behalf of the coroner may request a copy at the time of death to assist in their report to the coroner. 
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Personal health information can be shared with the treating team for ongoing patient care. Under the Health Records (Privacy and Access) Act 1997, the treating team is defined as including anyone who is involved in the provision of health services to a patient. This would include a variety of health professionals and providers who have referred the patient for treatment or have been identified by the patient or in the HR as being involved in their care. 
When the patient is no longer currently being treated at NCH HIS or the Hospital Afterhours Manager (if urgent) will process the request. For all requests released by HIS, the Call Back SOP must be followed. 

Afterhours Managers must document the details of the release in the health record.  
1. The sharing of personal health information is permitted:
· with members of the treating team, including referring doctors/health professionals and GPs;
· with health professionals providing follow-up care; 
· with other community support services, if the patient is aware of the referral and has consented to the referral and release of information;
· in an emergency situation to another healthcare facility; 
patient consent is not expressly required for the sharing of clinical and personal health information between members of the treating team involved in the care of a patient for a particular episode of care, if it is likely that the patient would be aware of the members of the treating team. 
if it cannot be determined that the healthcare provider is a part of the treating team then patient consent is required and must be documented.  
2. The sharing of personal health information is not permitted:
· if the patient has refused or withdrawn consent to release or share their personal health information.
3. The transmission of personal health information via: 
· email with members of the treating team or other health professionals through personal email accounts (e.g., Yahoo or Gmail) outside of the NCH network (email accounts ending in @calvary-act.com.au) or ACTGOV network (email ending in @actgov.com.au) must be sent with encryption as per the Acceptable Access and Use of IT policy  
· personal digital devices are not permitted to be used for the reproduction and/or sharing of the clinical record or personal health information unless in strict compliance with the Information and Communication Technology Resources: Acceptable Use Procedure and Mobile Communication Devices Management and Use Procedure, which can be found on NCH Polciy Repository on SharePoint.
· capturing screen dumps of clinical information systems or using mobile phones or other portable devices to take digital photos of clinical record documents is not permitted.

For more information refer to the Call-back SOP and fact sheet for more information and DHR tip sheets on Quick Disclosure and Release of Information 
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Requests for access to HR or personal health information should be referred to the HIS during office hours or to the Hospital Afterhours Manager (if urgent) and it does not relate to a current inpatient episode.
[bookmark: _Toc128479657][bookmark: Submission_of_requests]
Submission of consumer access requests
Requests for access to health records or personal health information can be made by the patient, a parent or guardian of a child, a third party or delegate on behalf of the patient (with the patient’s written consent dated within the last three months) or by other lawful authority (e.g. by Order of a Court or with legislated authorisation such a power of attorney). 

All requests must be received in writing on the application form published on the NCH website and include the following elements:
· consumer details (full name, date of birth and address)
· valid consumer consent (dated within the last three months)
· details of records/information required e.g. dates, type of treatment etc.
· consumer signature 

Requests should be forwarded as follows:
	In person
	Via post
	Via email

	North Canberra Hospital  
Health Information Services    Ground Floor Xavier Building
	North Canberra Hospital 
Health Information Services
PO Box 254
Jamison Centre ACT 2614
	CHSNCH.HIS@act.gov.au 





HR Information that would normally be given to the consumer as a part of their ongoing care can be released directly to the consumer once identification has been verified, for example a discharge summary, medical certificate, or referral. These documents cannot be released via email without encryption as per the Acceptable Access and Use of IT Policy.  Refer to Attachment A Release of Information matrix.  Consumer access forms can be found on the NCH or CHS webpage 

Child or Young Person
Where the patient is classified as a “Young Person” under the Act (under 18 years) or otherwise subject to a guardianship order, consent from the child’s parent or legal guardian is required. 

Where a patient is less than 18 years of age, the patient may be provided with access to their health record without parental consent if the patient is assessed as being capable of providing informed consent. If a “Young Person” has sufficient understanding and is deemed capable of giving consent to his or her own medical treatment, the young person is able to consent to access their own record without parental consent. The treating health professional must make the assessment of the patient’s capability. 

[bookmark: _Toc128479659][bookmark: _Toc144115794][bookmark: _Toc158375366]Mental Health admission or presentation
Where the patient has had a mental health (MH) admission or presentation and a consumer access request has been received, approval must be obtained from the mental health treating team before any information can be released. All health records with a mental health admission or presentation must be referred to Mental Health Clinical Nurse Consulant or MH treating team for approval 
[bookmark: _Toc128479660][bookmark: _Toc144115795][bookmark: _Toc158375367][bookmark: Deceased_Patients]
Deceased Patients
Where the patient is deceased, authority from the patient’s legal representative is required (e.g. executor of the patient’s will or administrator of the patient’s estate). In circumstances where there is no legal representative, an immediate family member who is the nominated next of kin in DHR may be granted access to personal health information of a deceased patient for compassionate reasons where such disclosure would have been expected by the patient and is not contrary to any wishes expressed by the patient see Health Records (Privacy and Access) Act 1997, Section 13b (3) (c) ii B). Refer to Attachment A Release of Information matrix

Back to Table of Contents 
	[bookmark: _Toc159860933]Section 16 – Exemptions – Grounds for Non-production or Refusing Access



[bookmark: complaint_Child_Young_person]The requestor must be notified in writing of any decision to exempt all or part of the health record from disclosure and be advised of the reason for the exemption (i.e. the section of the Act that applies). Any such decision regarding exemption can be the subject of review by the Health Services Commissioner at the request of the patient. The Commissioner’s decision can also be subject to review by the ACT Magistrate’s Court. Current exemptions under the Act are: 
· Record relates to a report made under Children and Young People Act 2008
[bookmark: risk_to_life_or_health]Consumer access cannot be given to a health record or part of a health record if the record (or part of the record) relates to a report made under the Children and Young People Act 2008, section 354 or 356, or if the identity of the person who made the report can be determined from information in the record.
· Risk to the life or health of the patient or another person 
Section 15 of the Health Records (Privacy and Access) Act 1997 prevents consumer access to records where provision of the information would constitute a significant risk to the life or the physical, mental or emotional health of: 
The patient; or 
Any other person
Where the health service provider considers that provision of the information would constitute a significant risk to the life or the physical, mental or emotional health of the patient, they can offer to discuss the health record with the patient (Section 16 of the Health Records (Privacy and Access) Act 1997)

· [bookmark: given_in_confidence]Record contains information specified as “Given in Confidence”
Consumer access may not be granted where all or part of the record consists of material or information given in confidence to the person writing the record, and the entry is marked as “given in confidence” at the time the entry was made. (Section 17 of the Health Records (Privacy and Access) Act 1997)
[bookmark: counselling_records]
· Counselling records regarding sexual assault 
Division 4.2.5 of the Evidence (Miscellaneous Provisions) Act 1991, Sections 55 and 56 provides for counselling 'communication' regarding sexual assault to be deemed to have protected confidence. Sections 57 and 58 provide immunity from disclosure under subpoena for documents recording a protected confidence in both criminal proceedings and preliminary criminal proceedings.

For more information refer to:
Attachment A Release of Information matrix
Consumer Access SOP and fact sheet 
Information and Communication Technology Resources: Acceptable Use
Further information for consumers can be found at on the NCH website.
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[bookmark: _Toc128479663][bookmark: _Toc144115798][bookmark: _Toc158375370]Solicitors / Insurers /AFP
Any request from a third-party including solicitors and insurers must have the consumer's consent. The Australian Federal Police (AFP) may request a health record as a third-party request with the consumer consent. 


The request should be in writing and contain sufficient detail to identify the consumer, the requestor and the records required and should include the following: 
· consumer’s details e.g. full name, Date of Birth and address 
· the date of the written consent, (less than three months) 
· the purpose for which access is sought 
· details of records or information sought (e.g. dates of treatment, type of treatment etc.) 
· the consumer’s signed consent with the name of the health service provider (i.e. North Canberra Hospital) included in the authorisation. This is pursuant to Section 10, Clause 7 of Schedule 1 of the Health Records (Privacy and Access) Act 1997. 
Any Personal Injury Claim Notification or Statement of Claim where NCH or an employee of NCH is named as a party should be immediately forwarded to the Clinical Governance and Quality Unit.  Refer to Attachment A Release of Information matrix  
[bookmark: _Toc144115799][bookmark: _Toc128479664][bookmark: _Toc158375371]
ACT Government Solicitor access on behalf of NCH 
When the ACT Government Solicitor is acting on behalf of NCH, Privacy Principle 9(e) and 10(e) allows for the disclosure of personal health information:
· If the disclosure is necessary for the management, funding, or quality of the health service provided or;
· The disclosure is required or allowed under—
1. A law of the Territory (including this Act); or
2. A law of the Commonwealth; or
3. An order of a court 

Release of information should be made through the Health Information Service. Requests from the ACT Government Solicitor, when acting on behalf of an ACT Government Department, will be treated as routine third party requests and therefore require patient consent. These requests will incur the standard third party request fee. 

If additional information that is held outside of the HR, such as a human resource file the CG&Q team will manage this request.   Refer to Attachment A Release of Information matrix
[bookmark: _Toc128479665][bookmark: _Toc144115800][bookmark: _Toc158375372]
Private Health Fund Requests
 Health insurance funds may require additional information for privately insured and non-eligible patients in order to make a determination if the claim is going to be accepted. At all times the consumer must consent to any information being released.  
Generally, on admission privately insured patients are asked to sign a ‘National Private Patient Hospital Claim Form’ known as a HC21. If this form has been signed by the patient or the authorised person a discharge summary can be released to the health fund. The Patient Office (billing) can release this information after viewing the signed HC21 and keeping a documented record of the release. 

If the fund requires additional information, then specific consumer consent must be obtained by the health fund, or the consumer can request the information via a consumer access request to Health Information Services the consumer can then choose to provide this information to the health fund. Generally, there will be no fee for this service as it is in NCH best financial interest that the claim is approved, however this must be done in accordance with the NCH Financial Delegations Manual. 
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[bookmark: _Toc144115802][bookmark: _Toc158375374][bookmark: _Toc128479667][bookmark: Subpoena_Summons_Coroners_Direction]Subpoena / Summons 
A subpoena is an order from the ACT Supreme Court, a summons is an order from the ACT Magistrate’s Court and Coroner’s Directions is an order received from the Coroner’s Court. 
· Any subpoena or summons served on NCH for health records or health information are to be addressed to CPHB or NCH. HIS will action the subpoena and raise the appropriate fee, in accordance with the Health Records (Fees) Determination by the Minister for Health.
· If subpoenas are received by Visiting Medical Officers (VMOs) at their private rooms requesting ACT Health clinical records, the VMO must advise the Clinical Governance and Quality Unit (CG&Q) upon receipt of the subpoena. Refer to Attachment A Release of Information matrix.
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ACT Law requires compliance with a search warrant; Health Information Service will process any official demand for access to health records. Request for data or any other information should be referred to CG&Q. There is no fee for search warrant requests.
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The Court Procedures Act 2004, states that a party to an action can apply to the Registrar of the Supreme Court to issue a Notice requiring NCH to produce documents for inspection to the Applicant or the Applicant’s solicitor within 14 days (or longer if specified in the notice). The same fee for production of records under a court order will apply.
All other parties to the action are served with a copy of the Notice of Non-Party Production. Any other party can inspect the documents for the purpose of deciding whether or not to make a claim to the Court for privilege or objection in relation to certain documents, before the Applicant inspects them. Refer to Attachment A Release of Information Matrix.
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Where access to health records or provision of access is required or authorised by a law of the Territory, a law of the Commonwealth or an order from a court of competent jurisdiction, patient consent is not required. Access authorised by statute include requests from tribunals. There will be no fee charged for access authorised by statute. 

Under Section 6 of the Health Records (Privacy and access) Act 1997, the Privacy Principles can be disregarded if, to adhere to them would contravene a law of the Territory, Commonwealth or an order of a court of competent jurisdiction.

Requests must be in writing and include details of the relevant legislation and section that authorises the access. The fact that a law authorises disclosure may not be sufficient to require disclosure in every case. 

The following list includes some of the applicable legislation. Each request should be assessed on merit and if in doubt of the validity of such a request, confirmation from the NCH Legal team should be obtained: 
[bookmark: _Toc144115806][bookmark: _Toc158375378]
Coroners Act 1997
[bookmark: _Hlk159858455]Under Section 19B of the Coroners Act 1997, the coroner may issue a Coroner’s Direction requiring NCH to produce the original or copies of document(s), including a health record, to the Coroner’s Court. This Coroner’s Direction must be complied with in the same manner as a subpoena or summons. Coroner’s Directions are issued directly to the HIS and actioned. CG&Q are notified of the request, which may be after the release. There is no charge for coroner’s directions. 

When an NCH patient is referred to the coroner; NCH will provide a copy of the patients HR on request from the Coroner’s Office.  The HR is not required to be provided to the AFP when they arrive at the hospital. 
[bookmark: Adoption_Act_1993]
Adoption Act 1993
Requests by an adopted person for information from their mother’s record (without the mother’s written consent) must be refused under the Health Records (Privacy and access) Act 1997. However, in some circumstances, release of information may be authorised under the Adoption Act 1993 (Part 5). The request must be in writing, provide specific details of the section authorising access, and sufficient information to meet the necessary requirements of the Adoption Act.
[bookmark: Children_and_Young_People_Act_2008]

Children and Young People Act 2008 
Section 862 and 362 of this Act permits release of personal health information without patient consent to Care and Protection Services in some circumstances. The requests must be in writing and provide specific details of the section authorising access. All requests need to be referred to the CGQU for approval and a cover letter, HIS will process the request.  
[bookmark: Privacy_Act_1988_Commonwealth]
Privacy Act 1988 (Commonwealth) 
[bookmark: _Toc492297171]In circumstances where the Health Records (Privacy and access) Act 1997 regarding the disclosure of personal information, Australian Privacy Principle (APP) 11—security of personal information of the Privacy Act 1988 should be referred to. This principle limits the disclosure of personal information in the following circumstances where: 
· “An APP entity holds personal information about an individual; and
· The entity no longer needs the information for any purpose for which the information may be used or disclosed by the entity under this Schedule; and
· The information is not contained in a Commonwealth record; and
· The entity is not required by or under an Australian law, or a court/tribunal order, to retain the information;
· The entity must take such steps as are reasonable in the circumstances to destroy the information or to ensure that the information is de‑identified.”

[bookmark: _Toc144115810][bookmark: _Toc158375382]Social Security Administration Act 1999 (Commonwealth) 
Section 196 of this Act permits the release of personal health information to Centrelink without patient consent in some circumstances. The requests must be in writing and provide specific details of the section authorising access.
Health Practitioner Regulation National Law (the National Law) Act 2009
· Please note that the Health Practitioner Regulation National Law (the National Law), under section 237, provides protection from liability (civilly, criminally or under an administrative process) for persons, who in good faith, provide information to a person exercising functions under this law. 
· The giving of the information does not constitute a breach of professional etiquette or ethics or a departure from accepted standards of professional conduct; and no liability for defamation is incurred by the person because of the giving of the information. 
· The protection given to the person by this section extends to, a person who, in good faith, provided the person with any information on the basis of which the information was given; and a person who, in good faith, was otherwise concerned in the giving of the information.
[bookmark: _Toc144115811][bookmark: _Toc158375383]
Public Health Act 1997
· Under Division 6.2 Notification of notifiable conditions the hospital must release information to the authorised officer on written request such as the person’s contact details, information about the circumstances under which the condition was acquired
· Release information to the authorised officer on written request regarding any contact details for person’s believed to be a contact with the person with the notifiable condition. Refer to Attachment A Release of Information matrix.
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Additional precautions are required for sensitive records such as sexual assault, drug and alcohol, HIV/AIDS, blood borne infections, domestic violence, mental health and records of children considered, to be at risk as per the Health Records (Privacy and access) Act 1997, and other relevant Acts. See also above ‘Exemptions - grounds for non-production or refusing accesses. 
When such records are identified the following to action will apply: 
[bookmark: _Toc128479672][bookmark: _Toc144115813][bookmark: _Toc158375385]Court Orders 
· Forward the record to the court in a sealed envelope marked “Judge Only”; 
· Send a covering letter to the Judge requesting that before the envelope is opened, it be ensured that access to the records is necessary and, if it is found to be so, to inspect the record to ensure that only relevant information is produced in court and that the subject’s privacy is protected as far as possible.
[bookmark: _Toc128479673][bookmark: _Toc144115814][bookmark: _Toc158375386]Third Party requests
· [bookmark: _Toc128479674]If third party request contain sensitive records, CG&Q may redact information or refuse access, then if applicable inform the requestor of the decision. Refer to Attachment A Release of Information matrix  
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Fees will be in accordance with the ACT Health Records (Fees) Determination by the ACT Minister for Health.  These fees are updated in January or June each year.  Where access to the health record with explanation of the contents is provided, the health professional can charge the standard consultation rates for the provision of the service in addition to the standard access fee. 
Refer to the Medico-legal SOP for more information on the release of any information contained in the HR to a third party or a court order or Access authorised by Statute
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HIS will provide copies of clinical notes in response to requests for Medical Reports, and forward to Medical Administration who will arrange completion of the report. HIS will verify the patient’s authorisation and charge the required fee. Medical reports will not be dispatched until payment is received. 
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[bookmark: _Int_aQ3wOysp]Access to health records for research purposes must be in accordance with Privacy Principles, 2, 9 and 10 of the Health Records (Privacy and Access) Act 1997, which limits the use and disclosure of personal health information. Researchers are bound by the confidentiality provisions of these Principles and will be required to sign a statement restricting the use of information to that approved in the research proposal. All such request are made to the NCH Human Research Ethics Committee and approved according to the NCH Research Practice Policy.

HIS will retrieve requested health records for research following approval for the Human Research Ethics Committee, supporting documentation must be submitted with the request. 

Access to DHR for research purposes will be completed by a HIS staff member downloading DHR documents into a PDF and sharing this via Objective Connect. The following restrictions must be applied in Objective Connect- the documents cannot be download, printed or shared and only viewable for a particular time limit to prevent unauthorised or uncontrolled sharing.
Refer to Research Practice Policy for more information regarding research  
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No information about any patient should be released without the patient’s express permission. Enquires must be in writing or via email to the NCH Communications Manager or General Manager. Refer to the Media Policy for more information  
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Policies
· Media Policy
· CHS Clinical Records Management Policy
· Research Practice Policy
· CHS Informed Consent - Clinical

Procedures
[bookmark: _Hlk159860721][bookmark: _Hlk159860582]Information and Communication Technology Resources: Acceptable Use
Mobile Communication Devices Management and Use 
Medico-legal SOP
NCH Grace Record Management SOP
Call back SOP
Consumer Access SOP
Health Records Disposal Schedule
[bookmark: _Hlk159859693]Photo Video and Audio Capture Storage Disposal and Use
Health Record Documentation
Missing Health record Standard Operating Procedure
Patient transfer inter- hospital/facility

Legislation
· [bookmark: _Toc102896221]Coroners Act 1997
· Crimes Act 1900
· [bookmark: _Toc102896222]Electronic Transactions Act 2001
· [bookmark: _Toc102896223]Evidence Act 1971 
· [bookmark: _Toc102896224]Financial Management Act 1996
· [bookmark: _Toc102896225]Freedom of Information (FOI) Act 1989
· [bookmark: _Toc102896226]Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Information Privacy Act 2014
· Mental Health Act 2015
· Ombudsman Act 1989
· Privacy Act 1988 (Commonwealth)
· [bookmark: _Toc102896227]Public Sector Management Act 1994
· Territory Records Act 2002  
· Work Health and Safety Act 2011
· Working with Vulnerable People (Background Checking) Act 2011

Other
· Australian Charter of Health Care Rights
· CHS Clinical Record Digitisation Plan
· Guide to Health Privacy (2019) 
· ACT Government Code of Conduct
· ACT Government Code of Ethics
· [bookmark: _Toc102896219]Australian Standard (AS2828.1) Health records paper-based health records
· Australian Standard (AS2828.2) Health records digitized (scanned) health records
· Territory Records Office Standard for Records, Information and Data
· Australian Commission on Safety and Quality in Health Care (the Commission) National Safety and Quality Health Service (NSQHS) Standard 1 – Clinical Governance
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Clinical Record or Healthcare can be used interchangeably: Any record, or any part of a record:
· held by a health service provider and containing personal information; or
· containing personal health information.

Confidentiality: The assurance that written and spoken information is protected from access and use by unauthorised persons. With respect to confidentiality, NCH staff members are to refer to the Public Sector Management Act 1994 and are to note that disclosure or misuse of confidential information held in official records is illegal.

Health Service:
· any activity that is intended or claimed (expressly or by implication), by the person providing it, to assess, record, improve or maintain the physical, mental or emotional health of a consumer or to diagnose or treat an illness or disability of a consumer; or
· a disability, palliative care or aged care service that involves the making or keeping of personal health information;
· but does not include any service declared by regulation to be an exempt service.

Health Service Provider: An entity that provides a health service.

Inpatient: In this document the term ‘inpatient’ refers to a refers to patients, consumers and clients that currently being treated at NCH being treated 

Patient: In this document the term ‘patient’ refers to patients, consumers and clients under the care of NCH.

Privacy: The freedom from intrusion and public attention.

Record: A record in documentary or electronic form that consists of or includes personal health information in relation to a consumer (other than research material that does not disclose the identity of the consumer), and includes—
· A photograph or other pictorial or digital representation of any part of the consumer; and
· Test results, medical imaging materials and reports, and clinical notes, relating to the consumer; and
· Any part of a record; and
· A copy of a record or any part of a record.

Recordkeeping: The making and maintaining of complete, accurate and reliable evidence of business transactions in the form of recorded information.

Records Management: The organisational function of managing records to meet operational business needs, accountability requirements and community expectations. Records Management covers but is not limited to the creation, keeping, protecting, preservation, storage and disposal of, and access to records of the agency.

Treating Team: In relation to a consumer, means health service providers involved in diagnosis, care or treatment for the purpose of improving or maintaining the consumer’s health for a particular episode of care, and includes —
· if the consumer named another health service provider as his or her current treating practitioner—that other health service provider; and
· if another health service provider referred the consumer to the treating team for that episode of care—that other health service provider.
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Health Care Record, Clinical, Patient, Access, DHR, Digital, information, notes, privacy, confidentiality, 
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Attachment A – Release of Information Matrix

	Requestor
	Point of entry
	Department Responsible for the Release of Information

	
	
	Health Information Services 
	CGQU or Medico-legal Claims Coordinator

	Australian Heath Protection Regulation Authority
	Medical 
	· Assist in identification of all records (e.g., EMR, paper, investigation reports, digital, etc.)
· Assist CGQU by scanning paper documents onto CPF 
	· Request processed in the DHR ROI navigator


	ACT Coroner’s Office
	HIS
	· Request processed in the DHR ROI navigator

	· Upon notification of ROI, CGQU will conduct a file search within the CGQU department files and RiskMan registers

	Child Youth Protection Services
	HIS
	· Request processed in the DHR ROI navigator
· Prepare ROI and provide to CGQU for review for relevant redactions

	· Upon notification of ROI, CGQU will conduct a file search within CGQU department files and RiskMan registers
· Review record for relevant redactions
· Provide cover letter to CYPS regarding redactions made and authorising release for HIS to perform

	ACT Policing
	HIS / CGQU
	· Request processed in the DHR ROI navigator

	· Upon notification of patient record request, CGQU will conduct a file search within CGQU department files and RiskMan registers

	ACT Government Solicitor
(medical negligence / injury claims)
	CGQU
	· Assist in identification of all records (e.g., EMR, paper, investigation reports, digital, etc.)
· Assist by scanning paper documents onto CPF 
	· Request processed in the DHR ROI navigator
· Release entered into RiskMan
· FYI notification to HIS Manager via RiskMan distribution system

	ACT Human Rights Commission
	CGQU
	· Assist in identification of all records (e.g., EMR, paper, investigation reports, digital, etc.)
· Assist CGQU by scanning paper documents onto CPF 
	· Request processed in the DHR ROI navigator
· Release entered into RiskMan
· FYI notification to HIS Manager via RiskMan distribution system

	Court subpoenas
	HIS
	· Request processed in the DHR ROI navigator

	· Upon notification of patient record request, CGQU will conduct a file search within CGQU department files and RiskMan registers

	Consumer access request
	HIS
	· Request processed in the DHR ROI navigator
· All HR with a mental health component must be referred to Mental Health CNC or MH treating team for approval
· For HR with CYPS notifications send to CGQU for review for relevant redactions
· Special considerations for maternity requests or any other specialty may be required in some circumstances: notify CGQU and relevant Director of Clinical Services for advice regarding release
	· Generally nil or limited involvement unless CYPS notification identified in record by HIS
· CYPS records review for relevant redactions and provide cover letter regarding redactions

	External Healthcare provider
	HIS 
	· Request processed in the DHR ROI navigator or via Quick Disclosure
	· N/A

	Other 3rd party requestor
	HIS
	· Request processed in the DHR ROI navigator
· Release request entered into RiskMan
· FYI notification to CGQU (CGQ Manager and Policy, Incidents and Claims Coordinator) via RiskMan distribution system
	· Upon notification of patient record request, CGQU will conduct a file search within CGQU department files and RiskMan registers
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