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The purpose of this document is to provide best practice procedures for the safe prescribing, preparation, administration and monitoring of intravenous (IV) iron administered to adult patients.
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· Subcutaneous leakage of iron - iron infusions that leak under the skin result in permanent discolouration of the skin and can happen in the absence of patient reports of discomfort. Refer to Section 22 of this procedure for management.

· Infusion rates, maximum doses and dilutions are not interchangeable between intravenous iron preparations.

· Oral iron supplements should not be given together with parenteral iron.

· Anaphylactoid reactions may occur with intravenous iron so an emergency trolley, and facilities for cardiopulmonary resuscitation must be readily accessible should a hypersensitivity reaction occur.

· Red cell transfusion is inappropriate therapy for Iron deficiency anaemia unless an immediate increase in oxygen delivery is required, such as when the patient is experiencing end-organ compromise (e.g., angina pectoris or cardiac failure), or if iron deficiency anaemia is complicated by serious, acute ongoing bleeding.
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This document applies to the following team members working within their scope of practice at North Canberra Hospital (NCH):
Medical Officers
Nurses and Midwives  
Pharmacy team members.
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· Anaemia is defined as haemoglobin (Hb) less than 130 g/L in men, less than 120 g/L in non-pregnant women and less than 110 g/L in pregnant women1. Patients with suspected iron deficiency should have iron studies performed and the results correlated with red cell indices. 
· Serum ferritin levels correlate with total body iron stores and is used to diagnose iron deficiency. Levels less than 30 g/L are considered diagnostic of iron deficiency. However, ferritin is also an acute phase reactant and may be elevated in co-existing inflammatory states in the context of iron deficiency. 
· Transferrin saturation reflects total iron binding and transportation capacity. Levels less than 16 % can indicate insufficient iron supply to support normal erythropoiesis. 
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· Iron polymaltose (Ferrosig, Ferrum H) and ferric carboxymaltose (Ferinject) are the intravenous (IV) iron formulations available at NCH.
· Iron polymaltose is the treatment of choice at NCH.
· Ferric carboxymaltose is restricted at NCH and may only be prescribed in patients who meet the criteria listed on the NCH formulary. Prescribing restrictions apply due to the higher cost compared to iron polymaltose. 
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IV iron is indicated in patients with Iron deficiency anaemia (IDA) and one or more of the following: 
Demonstrated intolerance, non-compliance, or lack of efficacy with oral iron
Pregnancy (beyond the first trimester) and post-partum, for the above reasons or to avoid imminent blood transfusion (E.g. severe anaemia)
Intestinal malabsorption (E.g. inflammatory bowel disease) 
Chronic renal impairment receiving erythropoiesis-stimulating agents 
Peri-operative where oral iron is not expected to provide adequate repletion 

IV iron should also be considered in patients with heart failure with reduced ejection fraction who are iron deficient, independent of the presence or absence of anaemia. 
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Intravenous (IV) iron should not be given to patients with any of the following conditions: 
Known allergy or hypersensitivity to iron polymaltose or ferric carboxymaltose
Anaemia due to causes other than iron deficiency 
Iron overload – E.g. haemochromatosis, haemosiderosis
Acute systemic infection (E.g. sepsis) – Though clinical data is limited, consider delaying due to potential risk of promoting bacterial growth
Infectious hepatitis – Avoid due to tendency of elemental iron to accumulate in inflamed tissue
Decompensated hepatic cirrhosis. 
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· Oral iron therapy should be withheld for at least five days after ferric carboxymaltose administration and at least one week after iron polymaltose administration as the oral absorption of iron is reduced by parenteral iron. Multivitamin preparations containing iron may be continued as the absorption of the other minerals and vitamins are not affected. 
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· Premedication is not routinely required and should be reserved for patients with a history of adverse reaction to iron infusion. A suggested regimen is IV hydrocortisone 100 mg and an antihistamine (PO loratadine 10 mg or IV/IM promethazine 12.5 mg), given at least 30 minutes prior to commencing IV iron administration. 
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· Obtain patient consent to administer IV iron and ensure patient is well informed of the risks and benefits, including the possibility of life-threatening allergic reactions, and permanent skin discolouration. 
· A patient information sheet addressing some common questions about IV iron is available from SA Health: SA Health Fact Sheet Template - Red - Double Page.
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The dose of iron polymaltose to be given is expressed in milligrams of elemental iron (100 mg of elemental iron is equivalent to 318 mg of iron polymaltose)5. Iron polymaltose can be administered as a ‘total dose’ infusion, whereby iron stores can be replenished as a single treatment2,4. Dose calculation by the Simplified method is preferred (see Table 1). An alternative method (Ganzoni) is outlined in Appendix 5.6.2.
[bookmark: _Ref108295298][bookmark: _Ref111287018]
Table 1. Dose recommendations for iron polymaltose – the Simplified method4 
	Hb (g/L) 
[Note 1]
	Body weight [Note 2]

	
	35 to 70 kg
	≥ 70 kg

	< 100 
	1500 mg
	2000 mg

	≥ 100
	1000 mg
	1500 mg



Note: One unit of packed red blood cells (PRBC) contains approximately 200 to 250 mg of iron9. Use the post-transfusion haemoglobin to calculate dose. 

Note:  Use actual body weight, except in overweight patients, use ideal body weight3

Note: Refer to appropriate section for additional considerations in special populations: Pregnancy (Section 15), Chronic Kidney disease (Section 16), Heart failure (Section 17), and Preoperative (Section 18).
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· Iron polymaltose is available from Pharmacy as pre-made infusion bags (see Table 2). Contact ward pharmacist or pharmacy dispensary to discuss alternative doses or volumes that may be prepared by Pharmacy team members.
· The pre-made bags should be kept refrigerated (2 to 8°C) until for administration and do not require additional protection from light during storage or administration10. If the infusion is removed from refrigeration, the bag may be kept at room temperature (below 25°C) but must be used within 24 hours of removal from refrigeration. 

Back to Table of Contents 


	[bookmark: _Toc158726131]Section 11 – Administration and Monitoring



· Iron polymaltose must be administered via an IV infusion pump. An IV cannula (20 to 24 gauge) inserted in the distal veins of the forearm are preferred. Avoid cannulation at sites of flexion (e.g. antecubital fossa, wrist) and back of hand due to the risks associated with extravastation and tissue infiltration.
· Before commencing the infusion, confirm the patency of the IV cannula by administering 50 mL of sodium chloride 0.9% and noting minimal resistance to infusion and absence of any swelling or pain. Alternatively, demonstration of free aspiration of 10 mL of dark venous blood confirms the cannula as intravascular. 
· [bookmark: _Ref83378086][bookmark: _Ref104458836]IV fluids running freely under gravity or through a non-alarming infusion pump does not confirm that the cannula is intravascular. At the end  of the infusion, the IV cannula must be thoroughly flushed to ensure that residual iron within the cannula does not deposit as the cannula is withdrawn.

The Administration of alternative doses/volumes and by a slow infusion protocol are discussed in Section 24 of this procedure.


Table 2. Rapid infusion protocol for pre-made iron polymaltose bags

	Iron polymaltose preparation
	Total volume to be infused
	Total infusion time (approx.)
	Initial infusion rate
	If initial infusion is tolerated, increase rate to:
	Monitoring

	1000 mg in 250 mL sodium chloride 0.9%
	285 mL
	81 minutes
	40 mL/h
for 15 minutes
	250 mL/h
	Record vital signs at baseline, followed by every 5 minutes during the initial 15 minutes, then every 15 minutes for the remainder of the infusion. Vital signs include blood pressure, heart rate, respiratory rate, oxygen saturation and body temperature. 

Upon infusion completion, continue to monitor for any adverse reactions for at least 30 minutes or if patient experienced adverse reactions during administration, monitor for at least 60 minutes.

	1500 mg in 500 mL sodium chloride 0.9%
	575 mL
	82 minutes
	80 mL/h
for 15 minutes
	500 mL/h
	

	2000 mg in 500 mL sodium chloride 0.9%
	585 mL
	117 minutes
	80 mL/h
for 15 minutes
	332 mL/h
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Ferric carboxymaltose is restricted at NCH and may only be prescribed in patients who meet the criteria listed on the NCH Hospital Formulary. Refer to the NCH Hospital Formulary for details, accessible from the Clinical and business apps website under the “Health services” section.

The dose of ferric carboxymaltose to be given is expressed in milligrams of elemental iron. Dose calculation by the Simplified method is preferred (see Table 3). An alternative method (Ganzoni) is outlined in Section 23 of this procedure.

Note: Refer to appropriate section for additional considerations in special populations: Pregnancy (Section 15), Chronic Kidney disease (Section 16), Heart failure (Section 17), and Preoperative (Section 18).

A single administration of ferric carboxymaltose should not exceed 1000 mg or 20 mg/kg4.

Doses exceeding this maximum should be given as divided doses, at least one-week apart.
[bookmark: _Ref108843289][bookmark: _Ref111287022]
Table 3. Dose recommendations for ferric carboxymaltose – the Simplified method4. 
	Hb (g/L) 
[Note 1]
	Body weight [Note 2]

	
	35 to < 70 kg
	≥ 70 kg

	< 100
	1500 mg
	2000 mg

	100 to < 140
	1000 mg
	1500 mg

	≥ 140
	500 mg
	500 mg


Note: One unit of packed red blood cells (PRBC) contains approximately 200 to 250 mg of iron. Use the post-transfusion haemoglobin to calculate dose. 
Note: Use actual body weight, except in overweight patients, use ideal body weight.
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· Ferric carboxymaltose is available from Pharmacy as vials for IV administration containing 500mg/10mL of elemental iron. 
· The vials should be kept at below 30°C. The infusion solution should only be prepared immediately before use. If there are any delays to administration, the infusion solution may be stored at 2 to 8°C for up to 12 hours.
Back to Table of Contents 
	[bookmark: _Toc158726134]Section 14 – Ferric Carboxymaltose – Administration and Monitoring



· Ferric carboxymaltose may be administered by IV injection as an undiluted solution via an IV syringe pump or diluted with sodium chloride 0.9% and administered via an IV infusion pump. An IV cannula (20 to 24 gauge) inserted in the distal veins of the forearm are preferred. Avoid cannulation at sites of flexion (e.g. antecubital fossa, wrist) and back of hand due to the risks associated with extravastation and tissue infiltration.  
· Before commencing the infusion, confirm the patency of the IV cannula by administering 50 mL of sodium chloride 0.9% and noting minimal resistance to infusion and absence of any swelling or pain.
· This volume may be reduced to 20 mL of sodium chloride 0.9% when ferric carboxymaltose is to be administered as an IV injection. Alternatively, demonstration of free aspiration of 10 mL of dark venous blood confirms the cannula as intravascular. IV fluids running freely under gravity or through a non-alarming infusion pump does not confirm that the cannula is intravascular. 
· At the end of the infusion, the IV cannula must be thoroughly flushed to ensure that residual iron within the cannula does not deposit as the cannula is withdrawn. 

Note: In fluid-restricted patients, administer ferric carboxymaltose by IV injection as an undiluted solution via an IV syringe pump.
[bookmark: _Ref84080865][bookmark: _Ref84080860]
Table 4. Administration and monitoring for ferric carboxymaltose 
	Method
	Dose
	Volume of ferric carboxymaltose
	Suggested dilution volumes
	Total volume to be administered
	Suggested administration time
	Monitoring

	IV injection
	500 mg
	10 mL
	Undiluted
	10 mL 
	5 minutes
	Record vital signs at baseline and at 5 minutes after commencing administration. Vital signs include blood pressure, heart rate, respiratory rate, oxygen saturation and body temperature. 
Upon completion of administration, continue to monitor for any adverse reactions for at least 30 minutes or if patient experienced adverse reactions during administration, monitor for at least 60 minutes.

	
	1000 mg
	20 mL
	Undiluted
	20 mL
	15 minutes
	

	IV infusion
	500 mg
	10 mL
	50 mL or 100 mL
sodium chloride 0.9%
	60 mL /
110 mL
	6 minutes
	

	
	1000 mg
	20 mL
	100 mL or 250 mL
sodium chloride 0.9%
	120 mL /
270 mL
	15 minutes
	


[bookmark: _Toc83908634]Ferric carboxymaltose should not be diluted to concentrations less than 2mg/mL and the maximum rate of administration is 100 mg/minute.
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Iron deficiency anaemia (IDA) is the most common cause of anaemia in pregnancy. 

Table 5. Definition anaemia in pregnant women
	
	Hb concentration (g/L)

	First trimester
	< 110

	Second trimester
	< 105

	Third trimester
	< 105

	Post-partum
	< 100



A serum ferritin level < 30 g/L is indicative of iron deficiency. However, a normal ferritin level does not exclude iron deficiency due to changes in iron utilisation/metabolism and a physiological rise in acute phase reactants in pregnancy.
Safety:
· First trimester: Avoid IV iron due to uncertain foetal effects and risk of hypersensitivity reactions4. Consider treating IDA with oral iron supplementation. 
· Second & Third trimester: IV iron is considered safe to use as it provides a reliable and fast method of replenishing iron stores in patients who may be non-compliant or intolerant of oral iron.
Dose:
· For iron polymaltose, the IV iron dose can be calculated as per the general population using Table 1 (page 4). The body weight used for dose calculation should be the patient’s pre-pregnancy weight, or if not known, their current weight minus 10% (i.e. current weight x 0.9).
For ferric carboxymaltose, refer to Table 6 below.
[bookmark: _Ref111289310][bookmark: _Ref111289316]Table 6. Dose recommendations for ferric carboxymaltose in pregnant patients – the Simplified method
	Hb (g/L)
	Dose [Note 3]

	< 90
	1500 mg 

	90 to < 140
	1000 mg

	≥ 140
	500 mg


Note: Ferric carboxymaltose doses greater than 1000 mg should be given as divided doses, at least one week apart.  

Foetal monitoring and adverse reactions
· Foetal bradycardia may occur; it is usually transient and a consequence of a maternal hypersensitivity reaction. Monitor foetal heart rate at baseline and at the end of administration (prior to discharge). 
· In the event of an adverse reaction, a CTG should be undertaken. For hypotension, lay the patient in the full left lateral position to relieve possible aortocaval compression and perform foetal heart rate monitoring.
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· Anaemia in patients with chronic kidney disease (CKD) is defined as Hb level < 130 g/L in men and < 120 g/L in women. In patients on erythropoiesis stimulating agents (ESA) (e.g. darbepoeitin), current guidelines suggests that the Hb targets should be between 100 and 120 g/L, with the potential to cause harm if levels above 130 g/L are targeted
· IV iron therapy is suggested if serum ferritin levels  200 g/L and transferrin saturation  20%. However, as evidence to support these specific recommendations is limited, this should be carefully considered based on the benefits of avoiding/minimising blood transfusions, ESA therapy and/or anaemia-related symptoms, appropriately outweighing the potential for adverse events. Consult a specialist for further advice
· Intermittent IV iron injections for haemodialysis patients are not covered in this procedure. However, some patients may be referred to NCH for monitoring for their initial dose of iron polymaltose. A suggested regimen is 100 mg in 100 mL sodium chloride 0.9% infused at 10 mL/h for 15 minutes and if the initial infusion is tolerated, increase rate to 100 mL/h for the remainder of the dose
· The calculated IV iron dose should take into consideration the target Hb of this patient population (as discussed above) and the suggested approach of providing an initial dose of up to 1000mg elemental iron, followed by a repeat dose, only if this initial dose fails to increase Hb level and/or allow a decrease in ESA dose and if serum ferritin remains  200 g/L and transferrin saturation  20%. 
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· Iron deficiency, independent of the presence or absence of anaemia, is associated with reduced exercise tolerance, reduced quality of life, and increased risk of hospitalisation and mortality in heart failure patients
· In symptomatic patients with heart failure with reduced ejection fraction (HFrEF), IV iron therapy should be considered if patient is iron deficient, defined as serum ferritin level < 100 g/L, or serum ferritin level 100-300 g/L with transferrin saturation < 20%, with or without presence of anaemia.
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Pre-operative
Even after allowing for confounding factors, pre-operative anaemia is associated with poorer perioperative outcomes.  Where iron deficiency is suspected or identified, consideration ought to be given to the surgical urgency, the anticipated blood loss and the underlying cause.
Patients who present with iron deficient anaemia (IDA) who’s pathology for which they are having surgery doesn’t explain the IDA, should be referred to the GP for further investigation. 
Where pre-operative patients are found to be anaemic (Hb < 130g/L) and iron deficient (ferritin < 30mcg/L, or < 100mcg/L in the context of inflammation) , management will depend on: 
· The size and potential blood loss of the planned surgery:
· For minor procedure where minimal blood loss is anticipated, patients may be managed as would iron-deficient patients not undergoing surgery
· The urgency of the surgery
· For surgery within 21 days there is no advantage to pre-operative iron infusion versus a post-operative iron infusion.
· For surgery greater than 21 days away, IV iron infusion is likely to produce a faster response than oral iron replacement and may be appropriate.
· In selected cases with significant iron deficiency and low surgical urgency, it may be reasonable to delay surgery to allow adequate time for a sufficient response to IV iron therapy.

Post Operative
Any patient who has a post-operative IDA, should be considered for intravenous iron prior to discharge as it may enhance recovery and reduce risk of readmission. 
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Adverse reactions to IV iron are infrequent and can include:
Anaphylaxis 
Flushing, sweating, chills and fever
Nausea, vomiting, dyspepsia, flatulence, abdominal pain, constipation, diarrhoea
Headache, dizziness
Myalgia, arthralgia, muscle cramps
Hypotension, tachycardia, chest pain 
Bronchospasm, dyspnoea
Rash, urticaria 
Injection/infusion site reactions (See Section 22 of this procedure) 
Hypophosphataemia (Ferric carboxymaltose only)

Delayed adverse reactions may also occur one to two days after administration and can include headache, mild fever, nausea, and joint and muscle aches. These adverse reactions usually resolve within a week following administration. 

[bookmark: _Ref82291912][bookmark: _Toc83908335][bookmark: _Toc83908639]Note: If there are any concerns at any time during the administration of IV iron or an adverse reaction appears likely, stop the infusion, and request for medical support. 
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· Mild to moderate reactions can include headache, nausea, rash, myalgia, and cannula site discomfort
· Stop infusion and request for a review by a Medical Officer
· For mild dermatological reactions, consider an antihistamine and/or a corticosteroid (such as PO loratadine 10mg and IV hydrocortisone 100mg)
· For headaches or general discomfort, consider oral paracetamol 1gram
· For nausea or epigastric upset, consider slowing infusion rate (as suggested below)
· If reaction resolves within 10 to 15 minutes of pausing infusion, infusion may be restarted at the same rate. It may also be appropriate to recommence at a reduced rate of 60mL/hour.
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Severe reactions can include wheezing, dyspnoea, bronchospasm, and anaphylaxis. 
Stop infusion immediately and request for urgent Medical Officer review. 

If decision is made by a Medical Officer to restart infusion:
Recommence infusion at half the rate prior to reaction occurring. 
Cardiopulmonary resuscitation facilities must be readily available and an emergency tray containing the following must be always available at the patient’s bedside:
· Adrenaline ampoule (1:1000)
· Hydrocortisone ampoule (100 mg)
· Promethazine ampoule (50 mg) 
· Sodium chloride 0.9% (10 mL).

Adverse drug reactions may be reported by any health practitioner by completing the Adverse Reaction Reporting Form available from the NCH intranet site. 
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[image: Figure-1-Permanent-'suntan'-discoloration-of-right-arm-arising-from-extravasation-of]Paravenous leakage of all forms of IV iron may lead to skin irritation and potentially permanent brown discolouration at the injection site (See Figure 1).

Signs and symptoms of tissue infiltration
Tenderness/discomfort at insertion site
Swelling above or below insertion site
Taut skin above or below insertion site
Fluid leak at insertion site
Coolness/blanching around insertion site
Numbness or tingling above or below insertion site.


Signs and symptoms of extravasation
Any of the above in addition to any of the following Figure 1. Permanent discolouration of right arm arising from extravasation of IV iron.

Burning, stinging pain
Brown discoloration 
Redness followed by blistering, tissue necrosis and ulceration.

Prevention
Inform patient of the risk of skin staining and to closely monitor for signs and symptoms. 
Avoid cannulation at sites of flexion (e.g. antecubital fossa, wrist) and back of hand due to the potential for vessel damage related to movement of the cannula. 
Secure cannula and use an extension set to minimise cannula movement but avoid covering cannula site with bandages that obscure visualisation of the site.   

Management
· Immediately stop infusion, remove the cannula, and request for an urgent review by a Medical Officer
If skin staining is visible, measure the site and arrange for photographs to be taken
Document the volume of the infused fluid to help estimate the volume of iron infiltrated
Apply a cold pack to the infiltrated site and elevate the affected limb to facilitate local vasoconstriction and decrease fluid absorption
If extravasation has occurred, hydrocortisone cream may help to relieve the skin irritation
Reassure patient by providing a full explanation of the situation
Document the incident and management in the patient’s medical records and complete a clinical incident form in the clinical incident reporting system
If required, organise follow-up for the patient (E.g. dermatology for skin staining, plastic surgeons for sensory deficit).
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There are two methods for determining the dose of intravenous iron to be given, expressed in milligrams of elemental iron.
[bookmark: _Ref82162852]The Simplified method
The Simplified method may be used in adult patients weighing greater than or equal to 35 kg4. This method is based on a single clinical trial in adults with inflammatory bowel disease. Table 1 and Table 4 are derived from the Simplified method. 


The Ganzoni method
[bookmark: _Ref82169805][bookmark: _Ref82169808][bookmark: _Ref104372627]Equation 1. Determining iron dose using the Ganzoni method5
Dose (mg) = body weight (kg) x [target Hb (g/L) – actual Hb (g/L)] x 0.24 + iron store (mg)
	Body weight
	Use actual body weight, except in overweight patients, use ideal body weight3.

	Target Hb    
	If body weight is less than 35 kg, use 130 g/L. 
If body weight is greater than or equal to 35 kg, use 150 g/L. 

	Actual Hb
	If patient has received a blood transfusion to help correct Hb, use the post-transfusion Hb. 

	Iron store     
	If body weight less than 35 kg, calculate based on 15 mg/kg. 
If body weight greater than or equal to 35 kg, use 500 mg. 



For iron polymaltose, the calculated dose should be rounded to the nearest 100 mg.   
For ferric carboxymaltose, the calculated dose should be rounded to the nearest 50 mg.  
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· The rapid infusion protocol in Table 2 (section 11) is the preferred method of iron polymaltose administration and despite the reduced infusion time, it has not been associated with an increase in infusion-related adverse events compared to the slow infusion protocol (Table 6). The slow infusion protocol should be reserved for patients with a history of adverse reaction to iron infusion or patients requiring a single dose of greater than 2000 mg. 
· For doses above 2000 mg, iron polymaltose is not available as a pre-made bag and must be prepared in the Pharmacy aseptic suite. The pharmacy-made bags must be kept refrigerated (2 to 8°C) until for administration and protected from light during storage and administration11. The maximum dose of iron polymaltose that may be administered as a single treatment is 2500mg.


[bookmark: _Ref104451376]Table 7. Slow infusion protocol for iron polymaltose
	Iron polymaltose preparation
	Total volume to be infused
	Total infusion time (approx.)
	Initial infusion rate
	If initial infusion is tolerated, increase rate to:
	Monitoring

	1000 mg in 250 mL 
sodium chloride 0.9%
[Pre-made bag]
	285 mL
	153 minutes
	40 mL/h
for 15 minutes
	120 mL/h
	Record vital signs at baseline, followed by every 5 minutes during the initial 15 minutes, then every 30 minutes for the remainder of the infusion11. Vital signs include blood pressure, heart rate, respiratory rate, oxygen saturation and body temperature. 

Upon infusion completion, continue to monitor for any adverse reactions for at least 30 minutes or if patient experienced adverse reactions during administration, monitor for at least 60 minutes.

	1500 mg in 500 mL 
sodium chloride 0.9%
[Pre-made bag]
	575 mL
	298 minutes
	40 mL/h
for 15 minutes
	120 mL/h
	

	2000 mg in 500 mL 
sodium chloride 0.9%
[Pre-made bag]
	585 mL
	303 minutes
	40 mL/h
for 15 minutes
	120 mL/h
	

	Up to 2500 mg in 500 mL sodium chloride 0.9% 
[Non-standard bag to be made in pharmacy]
	Variable
	308 minutes
	40 mL/h
for 15 minutes
	120 mL/h
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Policies
· Informed Consent – Clinical 

Procedures
· Infection Prevention and Control
· NCH Risk Risk Medicines Management 
· NCH Medication Handling 
· Patient Identification and Procedure Matching 

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Medicines, Poisons and Therapeutic Goods Act 2008
· Medicines, Poisons and Therapeutic Goods Regulation 2008

Other
•      Australian Charter of Healthcare Rights
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