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APPRAISAL LOG 
Health Sector (Clinical Records) Retention and Disposal Schedule

Date: 27 July 2021

Explanatory notes

Applicable legislation/standards for the Health sector in Queensland
There are numerous regulatory and legislative requirements – as well as professional codes, standards, guidelines and policies – that apply to creating, keeping and managing public records for the Health Sector in Queensland. Below is a comprehensive listing of applicable legislation and standards that have been identified as relevant to public records that are managed under the Health Sector (Clinical Records) retention and disposal schedule: 

Legislation that applies to Queensland Health:
· Adoption Act 2009 (Qld)
· Ambulance Service Act 1991 (Qld)
· Births, Deaths and Marriages Registration Act 2003 (Qld)
· Child Protection Act 1999 (Qld)
· Civil Liability Act 2003 (Qld), schedule 2
· Coal Mining and Safety and Health Act 1999 (Qld)
· Coal Mining Safety and Heath Regulation 2017(Qld)
· Coroners Act 2003 (Qld)
· Electronic Transactions (Queensland) Act 2001 (Qld)
· Explosives Act 1999 (Qld)
· Evidence Act 1977 (Qld)
· Food Act 2006 (Qld)
· Forensic Disability Act 2011(Qld)
· Guardianship and Administration Act 2000 (Qld)
· Health Act 1937 (Qld)
· Health (Drugs and Poisons) Regulation 1996 (Qld)
· Health Ombudsman Act 2013 (Qld)
· Health Practitioner Regulation National Law Act 2009 (Qld)
· Hospital and Health Boards Act 2011 (Qld)
· Hospital Foundations Act 2018 (Qld)
· Information Privacy Act 2009 (Qld)
· Limitation of Actions Act 1974 (Qld)
· Mater Public Health Services Act 2008 (Qld)
· Mental Health Act 2016 (Qld)
· Mining Safety and Health Legislation (Coal Workers' Pneumoconiosis and Other Matters) Amendment Regulation 2016 (Qld)
· Mining and Quarrying Safety and Health Act 1999 (Qld)
· Mining and Quarrying Safety and Health Regulation 2017(Qld)
· National Health Act 1953 (Cth)
· National Health (Pharmaceutical Benefits) Regulations 1960 (Cth) 
· Pest Management Act 2001 (Qld)
· Pharmacy Business Ownership Act 2001(Qld)
· [bookmark: _Hlk6921287]Private Facilities Health Act 1999 (Qld)
· Public Health Act 2005 (Qld)
· Public Health (Infection Control for Personal Appearance Services) Act 2003 (Qld)
· Public Records Act 2002 (Qld)
· Public Service Act 2008 (Qld)
· Queensland Institute of Medical Research Act 1945 (Qld)
· Queensland Mental Health Commission Act 2013 (Qld)
· Radiation Safety Act 1999 (Qld)  
· Research Involving Human Embryos and Prohibition of Human Cloning for Reproduction Act 2003 (Qld)
· Right to Information Act 2009 (Qld)
· Tobacco and Other Smoking Products Act 1998 (Qld)
· Termination of Pregnancy Act 2018 (Qld)
· Transplation and Anatomy Act 1979 (Qld)
· Water Fluoridation Act 2008 (Qld)
· Workers’ Compensation and Rehabilitation Act 2003 (Qld) 
· Workers’ Compensation and Rehabilitation Regulation 2014 (Qld)  

Published materials from Queensland government departments and professional bodies including, but not limited to, standards, guidelines, policies and codes
· Department of Child Safety, Youth and Women:
· Suspected Child Abuse and Neglect (SCAN) Team System Manual (2019)
· Child Safety Practice Manual 
· Department of Health (QLD)
· Assignment of Unique Unit Record Number Standard (QH-IMP-280-3:2014)
· Clinical Documentation Guideline
· Clinical Records Management Policy (QH-POL-280:2014)
· Coronavirus (COVID-19) data and application custodianship policy (QH-POL-477:2020)
· Coronavirus (COVID-19) data and application custodianship guideline (QH-GDL-477:2020)
· Documentation of date and time entry in the paper based health record Standard (QH-IMP-279-2:2013)
· Guideline for Medical Imaging – Patient identification and procedure matching (QH-GDL-957:2015)
· Guideline for the Provision of Diagnostic Imaging Reports (QH-GDL-017:2013)
· Governance of Outpatient Services Policy (QH-POL-300:2010) 
· [bookmark: _Hlk54954981]Health Innovation, Investment and Research Office, Health Service Directive, Research Ethics and Governance (QH-HSD-035:2016)
· Health Innovation, Investment and Research Office, Standard of Practice (No. 80): Case Report Forms, Source Documents, Record Keeping and Archiving
· Health Innovation, Investment and Research Office, Standard of Practice (No.130): Site Close Out and Archiving
· Hospital and Health Service Human Research Ethics Committee guidelines
· Maternity and Neonatal Clinical Guideline – Normal birth (2018)
· Maternity and Neonatal Clinical Guideline – Standard care (2018)
· Maternity and Neonatal Clinical Guideline – Stillbirth care (2018)
· Mental Health Alcohol and Other Drugs Branch, Chief Psychiatrist Policy – Examination and assessment (2020)
· Mental Health Alcohol and Other Drugs Branch, Chief Psychiatrist Policy – Judicial Orders: Examination Orders, Court Examination Orders and Other Judicial Orders (2020)
· Mental Health Alcohol and Other Drugs Branch, Chief Psychiatrist Policy – Support to the Mental Health Review Tribunal (2020)
· Office of Health and Medical Research, Researcher User Guide (2010)
· Queensland Clinical Trials Coordination Unit (QCTCU) - COVID-19: Queensland Health Operational Guidance for sponsors, trial sites, ethics committees, research governance officer/s and researchers (April 2020)
· Retention and Disposal of Clinical Records Standard (QH-IMP-280-1:2014)
· Reporting a Reasonable/Reportable Suspicion of Child Abuse and Neglect (QH-GDL-948:2015)
· Specialist Outpatient Data Collection (SODC) Manual 2018-2019 v2 (2018) 
· Specialist Outpatient Services Approved Letter Suite (QH-IMP-300-1-ATT1) (2016)
· Specialist Outpatient Services Implementation Standard (SOSIS) (QH-IMP-300-1:2017)
· Department of Natural Resources, Mines and Energy
· Standards for acquiring digital chest radiography images for medical surveillance of Queensland coal mine workers: Including technical quality grading guidelines for ILO classifications (September 2017)
· Department of Natural Resources, Mines and Energy (2018) Recognised standard 14: Monitoring respirable dust in coal mines [Recommendation 19]
· Office of the State Coroner Queensland, Information for Health Professionals (2019) 
· Queensland Government Customer and Digital Group (QGCDG)
· Records governance policy
· Records governance policy implementation guide
· Queensland Government, Mental Health Review Tribunal, Practice Direction Number 1 of 2017, Provision of Relevant material prior to hearing
· Queensland Parliament, Coal Workers’ Pneumoconiosis Select Committee, Report No. 2, 55th Parliament: Coal Workers’ Pneumoconiosis Select Committee: Inquiry into the re-identification of Coal Workers' Pneumoconiosis in Queensland (2017)

Published materials from Australian government departments and professional bodies including, but not limited to, standards, guidelines, policies and codes
· Australian Commission on Safety and Quality in Health Care (ACSQHC): 
· National Safety and Quality Health Service (NSQHS) Standards (2017)
· National Safety and Quality Health Service (NSQHS) Standards User guide for health services providing care for people with mental health issues (2018)
· National Safety and Quality Health Service (NSQHS): Communicating for Safety Standard (2017)
· National Safety and Quality Health Service (NSQHS) – Clinical Governance Standard (2017)
· Australian Government, Department of Health:
· Therapeutic Goods Administration (TGA) Note for Guidance on Good Clinical Practice (CPMP/ICH/135/95) (2000)
· Australian Health Ministers’ Advisory Council National Health Genomics Policy Framework 2018- 2021 (2019)
· Australian Health Ministers’ Advisory Council Supplementary Information to the National Health Genomics Policy Framework 2018 – 2021 (2019)
· Coronavirus Disease 2019 (COVID-19) - CDNA National Guidelines for Public Health Units (2020)
· Diagnostic Imaging Accreditation Scheme - Practice Accreditation Standards (2016)
· AS 2828.1:2019 - Health records, Part 1: Paper health records 
· AS 2828.2:2019 - Health records, Part 2: Digitized health records 
· Medical Board of Australia, Good Medical Practice: A Code of Conduct for Doctors in Australia (2014)
· National Health and Medical Research Council
· Australian Code for the Responsible Conduct of Research (2018)
· Commonwealth Department of Health & Therapeutic Goods Administration (TGA) – COVID-19: Guidance on clinical trials for institutions, HRECs, researchers and sponsors
· Ethical guidelines on the use of assisted reproductive technology in clinical practice and research (2017)
· Ethical Guidelines for organ transplantation from deceased donors April 2016 
· National Pathology Accreditation Advisory Council – Requirements for the retention of laboratory records and diagnostic material (Seventh Edition 2018)
· Parliament of Australia, Fifth Interim Report (Black Lung) (2016)
· Society of Hospital Pharmacists of Australia, Standards of Practice for Clinical Pharmacy Services (2016)
· Standards Australia, Information and documentation – Part 1: Concepts and principles (AS ISO 15489.1:2017)
· Standards Australia (2009) Workplace atmospheres – Method for sampling and gravimetric determination of respirable dust (AS 2985:2009) [Recommendation 19]

Published materials from international professional bodies including, but not limited to, standards, guidelines, policies and codes
· International Labour Organization (ILO) 
· Guidelines for the use of the ILO International Classification of Radiographs of Pneumoconiosis (Occupational Safety and Health Series 22) Revised edition 2011, p.17
· International Labour Organization (ILO) (2011) International Classification of Radiographs of Pneumoconioses [Recommendations 53, 57 and pages 85, 171]
· Royal Australian and New Zealand College of Radiologists, Clinical Radiology Written Report Guidelines - Faculty of Clinical Radiology (2017)
· Records management – Physical storage (AS/NZS 1015:2011)
· Thoracic Society of Australia and New Zealand (developed in partnership with Qld Government) (2017) Standards for the delivery of spirometry for coal mine workers [Recommendation 39(d)]


	[bookmark: _Toc2956363][bookmark: ClinicalRecordsGeneral][bookmark: _Hlk532568092]CLINICAL RECORDS – GENERAL 

	Records displaying evidence of clinical care and health status to an individual or groups of patients/clients.
For specific clinical records having different retention periods or special requirements other than those covered by this Section, see CLINICAL RECORDS – EXCEPTIONS
For non-clinical pharmacy records, including records of Schedule 8 controlled drugs and Schedule 4 restricted drugs that are not individual clinical records see PHARMACEUTICAL - Health Sector (Corporate Records) retention and disposal schedule , sections 2622, 2623 and 2624. 
Such records under the corporate schedule include records of Schedule 8 controlled drugs made in accordance with Chapter 2, Part 7, and Schedule 4 restricted drugs made in accordance with Chapter 3, Part 7 of the Health (Drugs and Poisons) Regulation 1996 (Qld). 




	[bookmark: _Hlk530996590]Disposal Authorisation
	Record class and retention period
	Justifying the retention period

	2654
	[bookmark: _Toc2956364][bookmark: ClinicalRecordsAdults]Clinical records - Adults
Records displaying evidence of clinical care and health status to an individual or groups of adult patients/clients attaining 18 years of age or over.
Records may include, but are not limited to:
· [bookmark: _Toc3302258][bookmark: _Toc536000292][bookmark: _Toc1549921][bookmark: _Toc2606365][bookmark: _Toc2955823][bookmark: _Toc2956365]Admitted, non-admitted or emergency.  
· [bookmark: _Toc3302259]Assessment, observation, screening or monitoring, diagnosis, investigation, management and care planning, coordination, consultation, treatment, follow-up and referral, crisis and general counselling, allied health consultations, disease prevention, early intervention, liaison and support, and advice provision.
· [bookmark: _Toc3302260]Medication orders, medication chart, discharge medication records, pharmacy copies of prescription forms and records relating to pharmacy or medication orders written by the prescriber and the record of administration written by health professionals.
· [bookmark: _Toc3302261]Requests for and results or reports of all laboratory, diagnostic or investigative tests or procedures performed (including pathology, X-ray or other medical imaging examinations).
· Diagnostic Imaging, Audio and Other Similar Material kept on the clinical file. Includes but is not limited to, request forms with pertinent diagnostic information and annotation diagrams, relevant video records and clinical photographs, radiologists working notes and microform master copies of clinical records and images. 
· [bookmark: _Toc3302262]Consent or authority to carry out any treatment, procedure or release of information.   Also, refusal of treatment or withdrawal of consent.
· Copies of death notifications, autopsy and post-mortem reports
See Forensic and Scientific Services retention and disposal schedule for Coronial autopsies 

[bookmark: _Toc530991368][bookmark: _Toc530994122][bookmark: _Toc530994427][bookmark: _Toc530994722][bookmark: _Toc530995008][bookmark: _Toc530996674][bookmark: _Toc530996971][bookmark: _Toc532905556][bookmark: _Toc532905870][bookmark: _Toc532906185]Excludes clinical records covered in CLINICAL RECORDS – EXCEPTIONS of this Schedule.

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc2955830][bookmark: _Toc2956372]Disposal action – 
Temporary.
Retain for 10 years after last patient/client service provision or legal action, whichever is the later.

	Date authorised: 27 July 2021 
[bookmark: _Toc530991369][bookmark: _Toc530994123][bookmark: _Toc530994428][bookmark: _Toc530994723][bookmark: _Toc530995009][bookmark: _Toc530996675][bookmark: _Toc530996972][bookmark: _Toc532905557][bookmark: _Toc532905871][bookmark: _Toc532906186][bookmark: _Toc2955831][bookmark: _Toc2956373]Why are these records created:
The Clinical records - Adults records are created to provide evidence of the clinical care of an individual patient/client or a group of patients/clients. These records are referred to when providing continued care for the patient/client for an ongoing medical condition and may also be accessed to provide information about past clinical care that may impact on current treatment and care for the patient/client. A unique record number (URN) is allocated to a patient at a facility. It is a permanent identification number that is assigned to the patient and used to identify the patient and their associated information. If a patient attends another health facility, they will be allocated another URN at this facility.
[bookmark: _Toc530991370][bookmark: _Toc530994124][bookmark: _Toc530994429][bookmark: _Toc530994724][bookmark: _Toc530995010][bookmark: _Toc530996676][bookmark: _Toc530996973][bookmark: _Toc532905558][bookmark: _Toc532905872][bookmark: _Toc532906187][bookmark: _Toc2955832][bookmark: _Toc2956374]Why the records are retained for this retention period:
[bookmark: _Hlk13738683]The retention period allows sufficient time for records to be retained for referral by practitioners to comprehensive medical histories for medical conditions that may require sporadic or ongoing treatment. The retention period also covers the limitation of action rights of the patient/client outlined in the Limitation of Actions Act 1974 (Qld). 
[bookmark: _Toc530991371][bookmark: _Toc530994125][bookmark: _Toc530994430][bookmark: _Toc530994725][bookmark: _Toc530995011][bookmark: _Toc530996677][bookmark: _Toc530996974][bookmark: _Toc532905559][bookmark: _Toc532905873][bookmark: _Toc532906188][bookmark: _Toc2955833][bookmark: _Toc2956375]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.

[bookmark: _Toc530991373][bookmark: _Toc530994127][bookmark: _Toc530994432][bookmark: _Toc530994727][bookmark: _Toc530995013][bookmark: _Toc530996679][bookmark: _Toc530996976][bookmark: _Toc532905561][bookmark: _Toc532905875][bookmark: _Toc532906190][bookmark: _Toc2955835][bookmark: _Toc2956377]Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after last action (see 019.169.002)
NSW: 	Destroy 15 years after last attendance or official contact or access by or on behalf of the patient, 
Or until patient attains or would have attained the age of 25 years, whichever is the longer, then destroy (see 1.1.0)  
NT: 	Destroy 15 years after last attendance or 15 years after last access on behalf of patient for whatever reason (provided that the patient has attained the age of 25 years) (Class 1.1.1)
SA: 	Destroy 15 years after last contact (see 1.1.1)
TAS: 	Destroy 15 years after last attendance or last access on behalf of patient (provided patient has attained the age of 30 years) and 15 years after resolution of the legal matter (see 2.1.1, 2.5.0)
VIC: 	Destroy 15 years after date of last attendance, or access by or on behalf of the patient provided they have reached 30 years of age (see 1.1.1)
WA: 	Destroy 15 years after last attendance or date of last access (provided the patient has attained the age of 25 years) (see 1.1).  

[bookmark: _Toc530991375][bookmark: _Toc530994129][bookmark: _Toc530994434][bookmark: _Toc530994729][bookmark: _Toc530995015][bookmark: _Toc530996681][bookmark: _Toc530996978][bookmark: _Toc532905563][bookmark: _Toc532905877][bookmark: _Toc532906192][bookmark: _Toc2955837][bookmark: _Toc2956379]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 1.1 Clinical Records – Adults: Retain for 10 years after last patient/client service provision or medico-legal action. 

	2655
	[bookmark: _Toc2956380][bookmark: ClinicalRecordsMinors]Clinical records - Minors
Records displaying evidence of clinical care and health status to an individual patient/client who is a minor prior to attaining adulthood at 18 years of age.
Records may include, but are not limited to:
· [bookmark: _Toc1549581][bookmark: _Toc1549929][bookmark: _Toc3302265]Admitted, non-admitted or emergency.  
· [bookmark: _Toc1549582][bookmark: _Toc1549930][bookmark: _Toc3302266]Assessment, observation, screening or monitoring, diagnosis, investigation, management and care planning, coordination, consultation, treatment, follow-up and referral, crisis and general counselling, allied health consultations, disease prevention, early intervention, liaison and support, and advice provision.
· [bookmark: _Toc3302267][bookmark: _Toc1549583][bookmark: _Toc1549931]Consent or authority to carry out any treatment, procedure or release of information. Also, refusal of treatment or withdrawal of consent.
· [bookmark: _Toc3302269]Dental records displaying clinical care provided to children by the Child and Adolescent Oral Health Services formally known as School Dental Services.
· [bookmark: _Toc3302270]Medication orders, medication chart, discharge medication records, pharmacy copies of prescription forms and records relating to pharmacy or medication orders written by the prescriber and the record of administration written by health professionals.
· [bookmark: _Toc1549585][bookmark: _Toc1549933][bookmark: _Toc3302271]Requests for and results or reports of all laboratory, diagnostic or investigative tests or procedures performed (including pathology, X-ray or other medical imaging examinations).
· Diagnostic Imaging, Audio and Other Similar Material kept on the clinical file.  Includes but is not limited to, request forms with pertinent diagnostic information and annotation diagrams, relevant video and clinical photographs, Child/neonate images, neonatal oximeter printouts and 3D images, radiologists working notes and microform master copies of clinical records and images.
[bookmark: _Toc1549588][bookmark: _Toc1549936]
See Clinical Records – Deceased Minors  for records of minors who have deceased before attaining 18 years of age

See OBSTETRIC RECORDS for records relating to stillbirth

Excludes clinical records covered in CLINICAL RECORDS – EXCEPTIONS of this schedule. 

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530991377][bookmark: _Toc530994131][bookmark: _Toc530994436][bookmark: _Toc530994731][bookmark: _Toc530995017][bookmark: _Toc530996683][bookmark: _Toc530996980][bookmark: _Toc532905565][bookmark: _Toc532905879][bookmark: _Toc532906194][bookmark: _Toc2955846][bookmark: _Toc2956388]Disposal action – 
Temporary. 
Retain for when patient/client reaches 28 years of age
AND
10 years after last patient/client service provision or legal action, whichever is the later.
	Date authorised: 27 July 2021
[bookmark: _Toc530991378][bookmark: _Toc530994132][bookmark: _Toc530994437][bookmark: _Toc530994732][bookmark: _Toc530995018][bookmark: _Toc530996684][bookmark: _Toc530996981][bookmark: _Toc532905566][bookmark: _Toc532905880][bookmark: _Toc532906195][bookmark: _Toc2955847][bookmark: _Toc2956389]Why are these records created:
[bookmark: _Toc530991379][bookmark: _Toc530994133][bookmark: _Toc530994438][bookmark: _Toc530994733][bookmark: _Toc530995019][bookmark: _Toc530996685][bookmark: _Toc530996982][bookmark: _Toc532905567][bookmark: _Toc532905881][bookmark: _Toc532906196][bookmark: _Toc2955848][bookmark: _Toc2956390][bookmark: _Hlk63844034]The Clinical records – Minors records are created to provide evidence of the clinical care of an individual patient/client or a group of patients/clients who are minors i.e. under the age of 18 at the time of treatment. These records are referred to when providing continued care for the patient/client for an ongoing medical condition and may also be accessed to provide information about past clinical care that may impact on current treatment and care for the patient/client.  A unique record number (URN) is allocated once to a patient at a facility. It is a permanent identification number that is assigned to the patient and used to identify the patient and their associated information. If a patient attends another health facility, they will be allocated another URN at this facility.
Once the individual patient reaches 28 years of age the record is then appraised and resentenced in line with Clinical records – Adults.  The URN allocated as a minor is retained.  The exception is records of Children’s Health Queensland (CHQ) which would not roll over as they are a designated children’s hospital. 
[bookmark: _Toc530991380][bookmark: _Toc530994134][bookmark: _Toc530994439][bookmark: _Toc530994734][bookmark: _Toc530995020][bookmark: _Toc530996686][bookmark: _Toc530996983][bookmark: _Toc532905568][bookmark: _Toc532905882][bookmark: _Toc532906197][bookmark: _Toc2955849][bookmark: _Toc2956391]Why the records are retained for this retention period:
The retention period allows sufficient time for records to be retained for referral by practitioners to comprehensive medical histories for medical conditions that may require sporadic or ongoing treatment. To ensure that minors have the same opportunities and rights to consult their clinical records and take legal action as adult patients, the retention periods for these records are retained for 10 years after the patient has reached the age of 18 years old. This is in addition to retaining records for 10 years after last patient/service provision or legal action. 
The retention period covers the limitation of action rights of the patient/client once they reach adulthood at 18 years, then he or she will have until they are 21 years old to commence personal injury proceedings as outlined in the Limitation of Actions Act 1974 (Qld).
[bookmark: _Toc530991381][bookmark: _Toc530994135][bookmark: _Toc530994440][bookmark: _Toc530994735][bookmark: _Toc530995021][bookmark: _Toc530996687][bookmark: _Toc530996984][bookmark: _Toc532905569][bookmark: _Toc532905883][bookmark: _Toc532906198][bookmark: _Toc2955850][bookmark: _Toc2956392]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530991383][bookmark: _Toc530994137][bookmark: _Toc530994442][bookmark: _Toc530994737][bookmark: _Toc530995023][bookmark: _Toc530996689][bookmark: _Toc530996986][bookmark: _Toc532905571][bookmark: _Toc532905885][bookmark: _Toc532906200][bookmark: _Toc2955852][bookmark: _Toc2956394]Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after the patient reaches the age of 18 years or 15 years after last action whichever is later (see 019.169.003) 
NSW: 	Destroy 15 years after last attendance or official contact or access by or on behalf of the patient, or until patient attains or would have attained the age of 25 years, whichever is the longer, then destroy (see 1.1.0)
NT: 	Destroy 15 years after the patient reaches the age of 18 years or 15 years after last action whichever is later (see 019.169.003, 019.169.011) 
Records relating to instances of arrangements for adoption - retain as Territory Archives (see 019.169.012) 
Records relating to clients of the Child at Risk - destroy 75 years after date of birth of patient (see 019.169.019)
SA: 	Destroy 15 years after last contact once child attains 18 years of age (see 1.1.2)
TAS: 	No specific record class
VIC: 	Destroy 15 years after date of last attendance, or access by or on behalf of the patient provided they have reached 30 years of age (see 1.1.1 and 1.3.1)
WA: 	Destroy 15 years after last attendance or date of last access (provided the patient has attained the age of 25 years) (see 1.1).
[bookmark: _Toc530991385][bookmark: _Toc530994139][bookmark: _Toc530994444][bookmark: _Toc530994739][bookmark: _Toc530995025][bookmark: _Toc530996691][bookmark: _Toc530996988][bookmark: _Toc532905573][bookmark: _Toc532905887][bookmark: _Toc532906202][bookmark: _Toc2955854][bookmark: _Toc2956396]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 1.2 Clinical Records – Minors: Retain for 10 years from patient/client attaining 18 years of age; AND 10 years after last service provision or medico-legal action.

	2656
	[bookmark: _Toc2956397][bookmark: ClinicalRecordsDeceasedMinors]Clinical records – Deceased Minors
Records displaying evidence of clinical care to an individual patient/client who was a minor and who has deceased prior to attaining adulthood at 18 years of age.

Records may include, but are not limited to:
· [bookmark: _Toc1549590][bookmark: _Toc1549938][bookmark: _Toc3302273]Admitted, non-admitted or emergency.  
· [bookmark: _Toc1549591][bookmark: _Toc1549939][bookmark: _Toc3302274]Assessment, observation, screening or monitoring, diagnosis, investigation, management and care planning, coordination, consultation, treatment, follow-up and referral, crisis and general counselling, allied health consultations, disease prevention, early intervention, liaison and support, and advice provision.
· [bookmark: _Toc1549592][bookmark: _Toc1549940]Child/neonate (28 days or less) deaths where the clinical record displays either no evidence of, or evidence of Artificial Insemination (AI) or In-Vitro Fertilisation (IVF) procedures.
· [bookmark: _Toc3302275]Consent or authority to carry out any treatment, procedure or release of information. Also, refusal of treatment or withdrawal of consent.
· [bookmark: _Toc3302276]Copies of death notifications, autopsy and post-mortem reports.
· [bookmark: _Toc3302277]Dental records displaying clinical care provided to children by the Child and Adolescent Oral Health Services formally known as School Dental Services.
· Medication orders, medication chart, discharge medication records, pharmacy copies of prescription forms and records relating to pharmacy or medication orders written by the prescriber and the record of administration written by health professionals.
· [bookmark: _Toc1549594][bookmark: _Toc1549942][bookmark: _Toc3302278]Requests for and results or reports of all laboratory, diagnostic or investigative tests or procedures performed (including pathology, X-ray or other medical imaging examinations).
· Diagnostic Imaging, Audio and Other Similar Material that may be kept on the clinical file.  Includes but is not limited to, request forms with pertinent diagnostic information and annotation diagrams, relevant video and clinical photographs, Child/neonate images, neonatal oximeter printouts and 3D images, radiologists working notes and microform master copies of clinical records and images
See OBSTETRIC RECORDS for records relating to stillbirth 

See Clinical records – Minors for records relating to individuals yet to attain 18 years of age 

See Forensic and Scientific Services retention and disposal schedule for Coronial autopsies

Excludes clinical records covered in CLINICAL RECORDS – EXCEPTIONS of this Schedule

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

Disposal action – 
Temporary. 
Retain for 10 years from patient/client date of death 
AND
10 years after legal action, whichever is the later.
	Date authorised: 27 July 2021
Why are these records created:
The Clinical records – Deceased Minors records are created to provide evidence of the clinical care of an individual patient/client or a group of patients/clients who are minors – and yet to attain 18 years of age at the time of treatment. Because the patient/client has deceased prior to attaining 18 years of age, the retention of these records are principally required to meet any requests for access to records relating to a legal action.  
Why the records are retained for this retention period:
Sections 5(2) and 29 of the Limitation of Actions Act 1974 (Qld) provide that the limitation period for actions on behalf of children is three years from the date of attaining age 18 or date of death, whichever occurs first.

Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after the patient reaches the age of 18 years or 15 years after last action whichever is later (see 019.169.003, 019.169.021)
NSW: 	Destroy 15 years after last attendance or official contact or access by or on behalf of the patient, or until patient attains or would have attained the age of 25 years, whichever is the longer, then destroy (see 1.1.0)
NT: 	No specific record class
SA: 	Destroy 15 years after last contact once child attains 18 years of age (see 1.1.2)
TAS: 	No specific record class
VIC: 	Destroy 12 years after the date of death of the patient or last access on behalf of the patient (see 2.2.4).
WA: 	No specific record class
Previous schedule reference:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 1.3 Clinical Records – Deceased Minors: Retain for 10 years from date of patient’s/client’s death; AND 10 years after last medico-legal action.






	[bookmark: _Toc2956406][bookmark: ClinicalRecordsExceptions][bookmark: _Hlk531255528]CLINICAL RECORDS – EXCEPTIONS

	Specific clinical records having different retention periods or other special requirements other than those covered in CLINICAL RECORDS – GENERAL of this Schedule.



	[bookmark: _Hlk531255706]Disposal Authorisation
	Record class and retention period
	Justifying the retention period

	[bookmark: _Toc532905891][bookmark: _Toc532906206][bookmark: _Toc2956407]Coal Workers’ Pneumoconiosis (Black Lung Disease)
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	[bookmark: _Toc532905578][bookmark: _Toc2955866][bookmark: _Toc2956408]Coal Workers’ Pneumoconiosis (Black Lung Disease) 
Records displaying evidence of clinical care for the treatment of an individual patient/client requiring long-term monitoring of Coal Workers’ Pneumoconiosis (Black Lung Disease) caused by the inhalation of fine coal dust particles.
Records may include, but are not limited to:
· Medical examinations and health assessments.
· All medical imaging irrespective of format or storage medium.
· Diagnostic measuring processes (e.g. audiology, spirometry, electroencephalograms, electrocardiograms, electromyograms or cardiotocograms).
See PUBLIC AND ENVIRONMENTAL HEALTH in the Health Sector (Corporate Records) retention and disposal schedule for records relating to public and environmental health notifications and orders

[bookmark: _Toc530991388][bookmark: _Toc530994143][bookmark: _Toc530994448][bookmark: _Toc530994743][bookmark: _Toc530995030][bookmark: _Toc530996696][bookmark: _Toc530996993][bookmark: _Toc532905579][bookmark: _Toc532905893][bookmark: _Toc532906208][bookmark: _Toc2955867][bookmark: _Toc2956409]Disposal action – 
Temporary. 
Retain for 85 years from patient’s/client’s date of birth
AND
10 years after last patient/client service provision or legal action, whichever is the later.
	Date authorised: 27 July 2021
[bookmark: _Toc530991389][bookmark: _Toc530994144][bookmark: _Toc530994449][bookmark: _Toc530994744][bookmark: _Toc530995031][bookmark: _Toc530996697][bookmark: _Toc530996994][bookmark: _Toc532905580][bookmark: _Toc532905894][bookmark: _Toc532906209][bookmark: _Toc2955868][bookmark: _Toc2956410]Why are these records created:
The Coal Workers’ Pneumoconiosis (Black Lung Disease) records are created to document health assessments for coal workers.
[bookmark: _Toc530991390][bookmark: _Toc530994145][bookmark: _Toc530994450][bookmark: _Toc530994745][bookmark: _Toc530995032][bookmark: _Toc530996698][bookmark: _Toc530996995][bookmark: _Toc532905581][bookmark: _Toc532905895][bookmark: _Toc532906210][bookmark: _Toc2955869][bookmark: _Toc2956411]Why the records are retained for this retention period:
QSA specifically requested Queensland Health to include a record class for Coal Workers’ Pneumoconiosis (Black Lung Disease).
The importance of long-term Workplace Health & Safety health monitoring (i.e. Black Lung disease) has been identified in Report No. 2, 55th Parliament:  Coal Workers’ Pneumoconiosis Select Committee which was published in May 2017 as part of a parliamentary inquiry. The recommendations have been endorsed by the Queensland Government along with amendments to the Coal Mining Safety and Health Regulation 2017 (Qld) and the Mining and Quarrying Safety and Health Regulation 2017(Qld). 
Longitudinal screening programs are crucial for monitoring the health of coal workers to identify individuals with early-stage disease and prevent progression from mild disease to progressive lung fibrosis. The proposed retention period provides sufficient time for the patient/client to exercise their limitation of action rights as outlined in the Limitation of Actions Act 1974 (Qld) and for ongoing claims.  
[bookmark: _Toc530991391][bookmark: _Toc530994146][bookmark: _Toc530994451][bookmark: _Toc530994746][bookmark: _Toc530995033][bookmark: _Toc530996699][bookmark: _Toc530996996][bookmark: _Toc532905582][bookmark: _Toc532905896][bookmark: _Toc532906211][bookmark: _Toc2955870][bookmark: _Toc2956412]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530991393][bookmark: _Toc530994148][bookmark: _Toc530994453][bookmark: _Toc530994748][bookmark: _Toc530995035][bookmark: _Toc530996701][bookmark: _Toc530996998][bookmark: _Toc532905584][bookmark: _Toc532905898][bookmark: _Toc532906213][bookmark: _Toc2955872][bookmark: _Toc2956414]Comparison with other schedules' retention period: 
· GRDS Disposal Authorisation 1220 Health monitoring–radiation – 75 years from date of birth or 30 years after last assessment, whichever is later.
· GRDS Disposal Authorisation 1221 Health monitoring–asbestos – 40 years after business action completed.
· GRDS Disposal Authorisation 1222 Health monitoring–hazardous chemicals – 30 years after business action completed.
Confirmed by jurisdictional mapping of other states and territories, with confirmation from the Victorian State Archives, that there is no specific retention and disposal record class in their schedule for clinical records of patients/clients with the Black Lung Disease.  
[bookmark: _Toc530991394][bookmark: _Toc530994149][bookmark: _Toc530994454][bookmark: _Toc530994749][bookmark: _Toc530995036][bookmark: _Toc530996702][bookmark: _Toc530996999][bookmark: _Toc532905585][bookmark: _Toc532905899][bookmark: _Toc532906214][bookmark: _Toc2955873][bookmark: _Toc2956415]Other comments/factors for consideration:
· This is a new record class. 
· Includes all mediums: diagnostic images, paper-based and electronic clinical records.
· Report No. 2, 55th Parliament:  Coal Workers’ Pneumoconiosis Select Committee, Inquiry into the re-identification of Coal Workers’ Pneumoconiosis (CWP) in Queensland: 
· Coal Workers’ Health Scheme health assessment form includes all respiratory components, including radiology report using the International Labour Organisation (ILO) format, spirogram tracings and results, comprehensive respiratory history and respiratory symptom questionnaire (Recommendation 39). 
· All underground coal mine workers should be required to undertake assessment every three years (Recommendation 45).
· All other coal workers should be required to undertake a health assessment at least every six years (Recommendation 46).
· Cases of CWP identified or diagnosed by medical professionals are to be compulsorily reported to the Chief Health Officer, Queensland, as a notifiable disease under the Public Health Act 2005 (Recommendation 59). 
· The Workers’ Compensation and Rehabilitation Act 2003 (Qld) and Workers’ Compensation and Rehabilitation Regulation 2014 (Qld) should be amended as necessary to provide for statutory clarification that a worker with CWP who experiences disease progression can apply to reopen their workers’ compensation claim to access further benefits under the workers’ compensation scheme (Recommendation 62).
· The Coal Workers’ Health Scheme should be extended to provide for continuing health assessments of retired and former coal workers, on a voluntary basis, under the scheme.  These assessments should include the same elements and criteria as routine assessments under the scheme, and be provided for in addition to the ‘retirement examinations’ provided for by the current scheme (Recommendation 63)
· Coal Mining Safety and Heath Regulation 2017 (Qld): 
· s46A – Content of health assessments
· Results of 1 or more previous respiratory function examinations of the person are to be available and an examination of the person’s respiratory function including a comparative assessment of the person’s respiratory function levels and occupational dust exposure limits for coal mines.
· s50 – Records about health assessments and retirement examinations
· A nominated medical adviser must, on behalf of the chief executive, keep the following records for each health assessment or retirement examination carried out by the nominated medical adviser.
· s53 – Records of monitoring for workers’ exposure to hazards 
· The site senior executive for a coal mine must ensure a record about monitoring carried out under section 49 for coal mine workers at the mine is kept for 30 years after the record is made; or the lesser period agreed with the chief executive.
· The proposed retention period for these significant diagnostic records will ensure that an ongoing medical history of health monitoring records are available for review to identify potential changes in the health or physical condition of workers in this industry over time.
[bookmark: _Toc530991395][bookmark: _Toc530994150][bookmark: _Toc530994455][bookmark: _Toc530994750][bookmark: _Toc530995037][bookmark: _Toc530996703][bookmark: _Toc530997000][bookmark: _Toc532905586][bookmark: _Toc532905900][bookmark: _Toc532906215][bookmark: _Toc2955874][bookmark: _Toc2956416]Previous schedule references:
N/A

	[bookmark: _Toc2955875][bookmark: _Toc2956417][bookmark: _Hlk532563864]Clinical Research Records
Records of ethical investigation or study of patients/clients or subjects to improve and maintain the health of individuals and the wider community, and to prevent, diagnose and treat disease. Encompasses the work of both research practitioners as well as the business of Human Research Ethics Committees set up within public health units to monitor and advise on ethical behaviour within the pursuit of research.
Clinical records created before, during and after relating to clinical research (including clinical trials) where:
· Queensland Health has been the investigator and/or the institution in accordance with the Therapeutic Goods Administration in section 4.9 and 5.5.11 of the Integrated Addendum to ICH E6(R1): Guideline for Good Clinical Practice ICH E6(R2) and the Australian Code for the Responsible Conduct of Research 2018.
· Health Innovation, Investment and Research Office Standard of Practice (No. 80): Case Report Forms, Source Documents, Record Keeping and Archiving.
· Health Innovation, Investment and Research Office Standard of Practice (No.130): Site Close Out and Archiving.
· The sponsor has notified Queensland Health in writing that the records are no longer required in accordance with section 5.5.11 of the Therapeutic Goods Administration Integrated Addendum to ICH E6(R1): Guideline for Good Clinical Practice ICH E6(R2).
See GRDS COMMON ACTIVITIES – Committees for records created and maintained by Committees formed to oversee the conduct of research activities (e.g. Research Ethics Committees)
See RESEARCH in the Health Sector (Corporate Records) retention and disposal schedule for records relating to ethics, treatment and analysis of diseases and medical research funding

	[bookmark: _Hlk528839511]2658
	[bookmark: _Toc2956418]Clinical Research Records - Adults
Clinical research records (including clinical trials) where the patients/clients or subjects were adults.
Records may include, but are not limited to:
· Clinical questionnaire and surveys.
· Laboratory results.
· Other diagnostics or investigative reports.
· Patient/client or subject’s consent for participation.
· Patient/client or subject’s authorisation for use of his/her information from the study
See RESEARCH in the Health Sector (Corporate Records) retention and disposal schedule for records relating to ethics, treatment and analysis of diseases and medical research funding

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530991397][bookmark: _Toc530994152][bookmark: _Toc530994457][bookmark: _Toc530994752][bookmark: _Toc530995039][bookmark: _Toc530996705][bookmark: _Toc530997002][bookmark: _Toc532905589][bookmark: _Toc532905904][bookmark: _Toc532906219][bookmark: _Toc2955878][bookmark: _Toc2956420]Disposal action – 
Temporary. 
Retain for 15 years from completion of clinical research/trial or after date of publication or termination of the study
AND
10 years after last patient/client service provision or legal action, whichever is the later.
	Date authorised: 27 July 2021
[bookmark: _Toc530991400][bookmark: _Toc530994155][bookmark: _Toc530994460][bookmark: _Toc530994755][bookmark: _Toc530995042][bookmark: _Toc530996708][bookmark: _Toc530997005][bookmark: _Toc532905590][bookmark: _Toc532905905][bookmark: _Toc532906220][bookmark: _Toc2955879][bookmark: _Toc2956421]Why are these records created:
The Clinical Research Records – Adults records are created to document clinical research, including clinical trials, involving Queensland Health and patients/clients or subjects that were adults at the time of the research or trial. Records can include laboratory results, reports, questionnaires and surveys obtained from consenting patients/clients or subjects for the specific purpose of research or clinical trial. 
[bookmark: _Toc530991401][bookmark: _Toc530994156][bookmark: _Toc530994461][bookmark: _Toc530994756][bookmark: _Toc530995043][bookmark: _Toc530996709][bookmark: _Toc530997006][bookmark: _Toc532905591][bookmark: _Toc532905906][bookmark: _Toc532906221][bookmark: _Toc2955880][bookmark: _Toc2956422]Why the records are retained for this retention period:
The Therapeutic Goods Administration (TGA) requires clinical records to be retained for at least 15 years following completion of a clinical trial. The Therapeutic Goods Administration does not differentiate between a clinical research record of an adult or a minor.  As some participants will also be patients/clients of Queensland Health, the records also need to be retained for the same period as other clinical records. The retention period of 15 years from completion of clinical research/trial or after date of publication or termination of the study, also aligns with the National Health and Medical Research Council guidelines.  The retention period allows sufficient time for the patient/client or subject to exercise their limitation of action rights as outlined in the Limitation of Actions Act 1974 (Qld).
[bookmark: _Toc530991402][bookmark: _Toc530994157][bookmark: _Toc530994462][bookmark: _Toc530994757][bookmark: _Toc530995044][bookmark: _Toc530996710][bookmark: _Toc530997007][bookmark: _Toc532905592][bookmark: _Toc532905907][bookmark: _Toc532906222][bookmark: _Toc2955881][bookmark: _Toc2956423]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.

[bookmark: _Toc530991404][bookmark: _Toc530994159][bookmark: _Toc530994464][bookmark: _Toc530994759][bookmark: _Toc530995046][bookmark: _Toc530996712][bookmark: _Toc530997009][bookmark: _Toc532905594][bookmark: _Toc532905909][bookmark: _Toc532906224][bookmark: _Toc2955883][bookmark: _Toc2956425]Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after last action or date of publication of the research whichever is the later (see 019.091.002)
NSW: 	Destroy 15 years after date of publication or termination of the study, then destroy (see 8.0.0, 8.1.0)
NT: 	No specific record class
SA: 	Destroy 15 years after research project completed (see 6.7.1, 6.17.1)
TAS	Destroy 15 years after last attendance or last access on behalf of patient (provided patient has attained the age of 30 years) (see 2.1.1).
[bookmark: _Toc530991405][bookmark: _Toc530994160][bookmark: _Toc530994465][bookmark: _Toc530994760][bookmark: _Toc530995047][bookmark: _Toc530996713][bookmark: _Toc530997010][bookmark: _Toc532905595][bookmark: _Toc532905910][bookmark: _Toc532906225][bookmark: _Toc2955884][bookmark: _Toc2956426]Other comments/factors for consideration:
· Pharmaceutical companies have ownership of the information generated by a clinical trial unless stipulated otherwise in a contract. Queensland Health owns/is responsible for the patient/client records relating to the clinical care of the patient/client. 
· Pharmaceutical company sponsors will be responsible for adhering, at a minimum, to these record retention requirements for clinical research records involving Queensland Health Research.
[bookmark: _Toc530991406][bookmark: _Toc530994161][bookmark: _Toc530994466][bookmark: _Toc530994761][bookmark: _Toc530995048][bookmark: _Toc530996714][bookmark: _Toc530997011][bookmark: _Toc532905596][bookmark: _Toc532905911][bookmark: _Toc532906226][bookmark: _Toc2955885][bookmark: _Toc2956427]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.1.1 Clinical Research Records – Adults: Retain for 15 years from completion of clinical research/trial; AND 10 years after last patient/client service provision or medico-legal action.
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	[bookmark: _Toc2956428]Clinical Research Records - Minors
Clinical research records (including clinical trials) where the patients/clients or subjects were minors.
Records may include, but are not limited to:
· Clinical questionnaire and surveys. 
· Laboratory results.
· Other diagnostics or investigative reports.
· Patient/client or subject’s consent for participation.
· Patient/client or subject’s authorisation for use of his/her information from the study.
See RESEARCH in the Health Sector (Corporate Records) retention and disposal schedule for records relating to ethics, treatment and analysis of diseases and medical research funding

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530991408][bookmark: _Toc530994163][bookmark: _Toc530994468][bookmark: _Toc530994763][bookmark: _Toc530995050][bookmark: _Toc530996716][bookmark: _Toc530997013][bookmark: _Toc532905913][bookmark: _Toc532906228][bookmark: _Toc2955887][bookmark: _Toc2956429]Disposal action – 
Temporary. 
Retain until patient/client attains 18 years of age 
AND
Retain for 15 years from completion of clinical research/trial or after date of publication or termination of the study AND
10 years after last patient/client service provision or legal action, whichever is the later.

	Date authorised: 27 July 2021
[bookmark: _Toc530991409][bookmark: _Toc530994164][bookmark: _Toc530994469][bookmark: _Toc530994764][bookmark: _Toc530995051][bookmark: _Toc530996717][bookmark: _Toc530997014][bookmark: _Toc532905914][bookmark: _Toc532906229][bookmark: _Toc2955888][bookmark: _Toc2956430]Why are these records created:
The Clinical Research Records – Minors records are created to document clinical research, including clinical trials, involving Queensland Health and patients/clients or subjects that were minors who had not yet attained 18 years of age at the time of the research or trial. Records can include laboratory results, reports, questionnaires and surveys obtained from consenting patients/clients or subjects for the specific purpose of research or clinical trial. 
[bookmark: _Toc530991410][bookmark: _Toc530994165][bookmark: _Toc530994470][bookmark: _Toc530994765][bookmark: _Toc530995052][bookmark: _Toc530996718][bookmark: _Toc530997015][bookmark: _Toc532905915][bookmark: _Toc532906230][bookmark: _Toc2955889][bookmark: _Toc2956431]Why the records are retained for this retention period:
The Clinical Research Records – Minors records are retained for 15 years from patient/client attaining 18 years of age after the completion of clinical research/trial or after date of publication or termination of the study to align with the guidelines of the National Health and Medical Research Council on the retention of these types of records. The retention period also covers the limitation of action rights of the patient/client once they reach adulthood at 18 years, then they will have until they are 21 years old to commence personal injury proceedings as outlined in the Limitation of Actions Act 1974 (Qld).
[bookmark: _Toc530991411][bookmark: _Toc530994166][bookmark: _Toc530994471][bookmark: _Toc530994766][bookmark: _Toc530995053][bookmark: _Toc530996719][bookmark: _Toc530997016][bookmark: _Toc532905916][bookmark: _Toc532906231][bookmark: _Toc2955890][bookmark: _Toc2956432]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530991412][bookmark: _Toc530994167][bookmark: _Toc530994472][bookmark: _Toc530994767][bookmark: _Toc530995054][bookmark: _Toc530996720][bookmark: _Toc530997017][bookmark: _Toc532905917][bookmark: _Toc532906232][bookmark: _Toc2955891][bookmark: _Toc2956433]QSA permanent appraisal characteristics: 
Not applicable
[bookmark: _Toc530991413][bookmark: _Toc530994168][bookmark: _Toc530994473][bookmark: _Toc530994768][bookmark: _Toc530995055][bookmark: _Toc530996721][bookmark: _Toc530997018][bookmark: _Toc532905918][bookmark: _Toc532906233][bookmark: _Toc2955892][bookmark: _Toc2956434]Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after last action or date of publication of the research whichever is the later (see 019.091.002) 
NSW: 	Destroy 15 years after date of publication or termination of the study, then destroy (see 8.0.0, 8.1.0)
NT: 	No specific record class
SA: 	Destroy 15 years after research project completed (see 6.7.1, 6.17.1)
TAS: 	Destroy 15 years after last attendance or last access on behalf of patient (provided patient has attained the age of 30 years) (see 2.1.1)
WA: 	No specific record class.
[bookmark: _Toc530991414][bookmark: _Toc530994169][bookmark: _Toc530994474][bookmark: _Toc530994769][bookmark: _Toc530995056][bookmark: _Toc530996722][bookmark: _Toc530997019][bookmark: _Toc532905919][bookmark: _Toc532906234][bookmark: _Toc2955893][bookmark: _Toc2956435]Other comments/factors for consideration:
· The Therapeutic Goods Administration requires records to be retained by the trial sponsor for at least 15 years following the completion of a clinical trial. The Therapeutic Goods Administration does not differentiate between a clinical research record of an adult or a minor.  
· Pharmaceutical companies have ownership of the information generated by a clinical trial unless stipulated otherwise in a contract. Queensland Health owns/is responsible for the patient/client records relating to the clinical care of the patient/client. 
· Pharmaceutical company sponsors will be responsible for adhering, at a minimum, to these record retention requirements for clinical research records involving Queensland Health Research.
· Revised and updated the record class description for further clarification on the retention and destruction of Clinical Research Records – Minors.
[bookmark: _Toc530991415][bookmark: _Toc530994170][bookmark: _Toc530994475][bookmark: _Toc530994770][bookmark: _Toc530995057][bookmark: _Toc530996723][bookmark: _Toc530997020][bookmark: _Toc532905920][bookmark: _Toc532906235][bookmark: _Toc2955894][bookmark: _Toc2956436]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.1.2 Clinical Research Records – Minors: Retain for 15 years from patient/client attaining 18 years of age; AND 10 years after last medico-legal action.

	[bookmark: _Toc532906236][bookmark: _Toc2955895][bookmark: _Toc2956437][bookmark: DiagnosticImaging]Diagnostic Imaging, Audio and Other Similar Material

	2660
	[bookmark: _Toc532905922][bookmark: _Toc2956438]Diagnostic Imaging, Audio and Other Similar Material
[bookmark: _Toc530994486][bookmark: _Toc530994772][bookmark: _Toc530995059][bookmark: _Toc530996725][bookmark: _Toc530997022]The production of images, audio and other similar material records displaying evidence of clinical care for the treatment of an individual patient/client.
Records may include, but are not limited to:
· All medical imaging irrespective of format or storage medium.
· Duplicate reports (not sent to requesting clinician).
· Production of grading, measurements and readings of organs and/or tissues.

See CLINICAL RECORDS – GENERAL for examples of other diagnostic imaging, audio and other similar material kept on the clinical record 
See OBSTETRIC RECORDS for diagnostic imaging, audio and other similar material related to obstetrics
See Routine clinical worksheets for Sonographer worksheets

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc532905924][bookmark: _Toc532906239][bookmark: _Toc2955898][bookmark: _Toc2956440]Disposal action – 
Temporary. 
Retain for 7 years after image or recording was made.

	Date authorised: 27 July 2021
[bookmark: _Toc530994487][bookmark: _Toc530994773][bookmark: _Toc530995060][bookmark: _Toc530996726][bookmark: _Toc530997023][bookmark: _Toc532905925][bookmark: _Toc532906240][bookmark: _Toc2955899][bookmark: _Toc2956441]Why are these records created:
This record class comprises of images, audio and other similar material records displaying evidence of clinical care to patient/clients. The records may include:
· All medical imaging irrespective of format or storage medium.
· Duplicate reports (not sent to requesting clinician).
· Production of grading, measurements and readings of organs and/or tissues.
[bookmark: _Toc530994488][bookmark: _Toc530994774][bookmark: _Toc530995061][bookmark: _Toc530996727][bookmark: _Toc530997024][bookmark: _Toc532905926][bookmark: _Toc532906241][bookmark: _Toc2955900][bookmark: _Toc2956442]Why the records are retained for this retention period:
The proposed retention period ensures that a suitable medical history of diagnostic audio, images and other similar material is available for review over time by practitioners providing treatment and care to patients/clients.
[bookmark: _Toc530994489][bookmark: _Toc530994775][bookmark: _Toc530995062][bookmark: _Toc530996728][bookmark: _Toc530997025]The retention period allows sufficient time for the patient/client to exercise their limitation of action rights as outlined in the Limitation of Actions Act 1974 (Qld).
Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994490][bookmark: _Toc530994776][bookmark: _Toc530995063][bookmark: _Toc530996729][bookmark: _Toc530997026][bookmark: _Toc532905927][bookmark: _Toc532906242][bookmark: _Toc2955901][bookmark: _Toc2956443]QSA permanent appraisal characteristics: 
Not applicable
[bookmark: _Toc530994491][bookmark: _Toc530994777][bookmark: _Toc530995064][bookmark: _Toc530996730][bookmark: _Toc530997027][bookmark: _Toc532905928][bookmark: _Toc532906243][bookmark: _Toc2955902][bookmark: _Toc2956444]Comparison with other schedules' retention period: 
ACT: 	Destroy 7 years after the patient reaches the age of 18 years or 7 years after last action whichever is later (See 019.169.033, 019.169.034)
NSW: 	Destroy 7 years after last attendance for diagnostic procedure, or until patient attains or would have attained the age of 25 years, whichever is the longer, then recycle or destroy (see 3.3.1, 3.3.2)
NT: 	Destroy 7 years after last attendance or 7 years after last access on behalf of the patient for whatever reason (provided that the patient attained or would have attained the age of 25 years) (see 2.1, 2.1.1)
SA: 	Destroy 8 years after last film taken (Adults) or 8 years after child attains 18 years of age (Minors) (see 1.17.2)
TAS: 	No specific record class
WA: 	Destroy 7 years after date of last attendance for diagnostic imaging (see 13.2)
VIC: 	Destroy 5 years after creation (3.2.2).
[bookmark: _Toc530994492][bookmark: _Toc530994778][bookmark: _Toc530995065][bookmark: _Toc530996731][bookmark: _Toc530997028][bookmark: _Toc532905929][bookmark: _Toc532906244][bookmark: _Toc2955903][bookmark: _Toc2956445]
Other comments/factors for consideration:
· [bookmark: _Toc530994493][bookmark: _Toc530994779][bookmark: _Toc530995066][bookmark: _Toc530996732][bookmark: _Toc530997029][bookmark: _Toc532905930][bookmark: _Toc532906245]Revised and updated the record class description for further clarification and increased the retention period from 5 years to 7 years.

Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.3.1 Films and other visual material – Retain for 5 years after image or recording was made.

	[bookmark: _Toc532905931][bookmark: _Toc532906246][bookmark: _Toc2955904][bookmark: _Toc2956446]Genetic Health Records 

	2661
	[bookmark: _Toc2956447]Genetic Health Records 
Records resulting from genetics consultations by clinical geneticists.
Records may include, but are not limited to:
· Family history of cancer.
· Inherited cardiac condition.
· Genetic counselling and screening the diagnosis of genetic diseases and birth defects including antenatal and newborn screening. 
· Congenital metabolic, genetic or inherited disorder testing by laboratories, including investigations conducted by metabolic laboratories.

Excludes records related to the abuse of vulnerable persons. See GRDS Proactive Protection of Vulnerable Persons – relevant records

[bookmark: _Toc530994495][bookmark: _Toc530994781][bookmark: _Toc530995068][bookmark: _Toc530996734][bookmark: _Toc530997031][bookmark: _Toc532905933][bookmark: _Toc532906248][bookmark: _Toc2955906][bookmark: _Toc2956448]Disposal action – 
Temporary. 
Retain for 120 years after last patient/client service provision.

	Date authorised: 27 July 2021
[bookmark: _Toc530994496][bookmark: _Toc530994782][bookmark: _Toc530995069][bookmark: _Toc530996735][bookmark: _Toc530997032][bookmark: _Toc532905934][bookmark: _Toc532906249][bookmark: _Toc2955907][bookmark: _Toc2956449]Why are these records created:
Genetic Health Records comprise of records created by Genetic Health Queensland (GHQ) for the retention of genetic, inherited disorder and neoplasm health records for patients/clients.  GHQ provides diagnoses for patients/clients, counselling and management advice to individuals and family members who have or are at risk of having a genetic or inherited condition.  
The clinical records contain clinical information of the patient/client and their family history of genetic or suspected inherited genetic conditions including preconception and prenatal counselling and diagnostic service to minors and adult patients/clients; and counselling families following the death of an affected relative.   
These clinical records are created specifically for the attendance at specialist genetics clinics, or treatment by a unit under the care of a clinical geneticist and include: 
· Results from genetic (DNA) testing by laboratories, including investigations conducted by metabolic laboratories. 
· Routine genetic screening, including antenatal and newborn screening, as well as metabolic screening.
· Genetics consultations by clinical geneticists, including genetic counselling and the diagnosis of genetic diseases and birth defects.
· Screening and risk factor assessment for genetic conditions.
· Consent that is obtained for all the relevant records including death certificates for family members, providing an invaluable resource when providing genetic assessment and counselling to other family members including future generations.
· Written consent to share the information with other family members. 
[bookmark: _Toc530994497][bookmark: _Toc530994783][bookmark: _Toc530995070][bookmark: _Toc530996736][bookmark: _Toc530997033][bookmark: _Toc532905935][bookmark: _Toc532906250][bookmark: _Toc2955908][bookmark: _Toc2956450]Why the records are retained for this retention period:
These records need to be retained for 120 years to allow for ongoing reference by family members and their subsequent descendants for the next 3-4 generations (approximately 120 years based on a generation being 25-30 years).
Research interests include dysmorphology, paediatric genetics, cardiac genetics, renal genetics and cancer genetics with major research collaborations looking at translating genomics into clinical care.
These records are created, maintained and stored separately from the main health facility clinical records and are shared across several regional sites in Queensland.  GHQ undertakes record-keeping practices in line with Queensland Health policies in accordance with legislative, agreed organisational and clinical requirements.
There can be a delay between when the presymptomatic genetic testing is done and when the clinical information is sought by family members exceeding the standard requirements for disposal of medical records for Clinical Records – General.
[bookmark: _Toc530994498][bookmark: _Toc530994784][bookmark: _Toc530995071][bookmark: _Toc530996737][bookmark: _Toc530997034][bookmark: _Toc532905936][bookmark: _Toc532906251][bookmark: _Toc2955909][bookmark: _Toc2956451]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994500][bookmark: _Toc530994786][bookmark: _Toc530995073][bookmark: _Toc530996739][bookmark: _Toc530997036][bookmark: _Toc532905938][bookmark: _Toc532906253][bookmark: _Toc2955911][bookmark: _Toc2956453]Comparison with other schedules' retention period: 
ACT: 	Retain permanently (see 019.169.001) 
NSW: 	Retain permanently (see 1.6.0, 1.6.1, 1.6.2)
NT: 	No specific record class
SA: 	Destroy 100 years after action completed (Applies to both Adults and Minors) (see 1.12.1)
TAS: 	No specific record class 
VIC: 	No specific record class 
WA: 	Record must be retained for 100 (one hundred) years (see 11.8).
[bookmark: _Toc530994501][bookmark: _Toc530994787][bookmark: _Toc530995074][bookmark: _Toc530996740][bookmark: _Toc530997037][bookmark: _Toc532905939][bookmark: _Toc532906254][bookmark: _Toc2955912][bookmark: _Toc2956454]Other comments/factors for consideration:
· This is a new class. 
· During the jurisdictional mapping of other states and territories, it was identified that Queensland does not have a specific record class for genetic, inherited disorder and neoplasm health records of patients
· Persons seeking presymptomatic genetic testing can only be offered testing if the gene fault (mutation) causing the genetic disease in the family is known (e.g. breast cancer with BRCA testing or whole exome/genome testing of tumours).
· GHQ are frequently contacted by interstate and overseas genetic services seeking health information for their relatives of Queensland patients.  
· GHQ services provided include the Queensland Familial Cancer Registry, Queensland Cardiac Genetics Clinic and Queensland Renal Genetics Clinic.
[bookmark: _Toc530994502][bookmark: _Toc530994788][bookmark: _Toc530995075][bookmark: _Toc530996741][bookmark: _Toc530997038][bookmark: _Toc532905940][bookmark: _Toc532906255][bookmark: _Toc2955913][bookmark: _Toc2956455]Previous schedule references:
Nil

	[bookmark: _Toc532905941][bookmark: _Toc532906256][bookmark: _Toc2955914][bookmark: _Toc2956456]Handover worksheets

	2662
	[bookmark: _Toc2956457]Handover worksheets
Handover worksheets and notes made to facilitate the handover and change of shifts.
Records may include, but are not limited to:
· Records relating to the changeover of nursing shift and the documentation of any events required by the next shift (e.g. records created as part of patient/client monitoring and/or shift activities it includes shift handover sheets and day/night reports).
[bookmark: _Toc530994790][bookmark: _Toc530995077][bookmark: _Toc530996743][bookmark: _Toc530997040][bookmark: _Toc532905943][bookmark: _Toc532906258][bookmark: _Toc2955916][bookmark: _Toc2956458]Disposal action – 
Temporary.
Retain until the accuracy of the outcomes/results have been transferred to the patient/client clinical record and have been verified.
	Date authorised: 27 July 2021
[bookmark: _Toc530994791][bookmark: _Toc530995078][bookmark: _Toc530996744][bookmark: _Toc530997041][bookmark: _Toc532905944][bookmark: _Toc532906259][bookmark: _Toc2955917][bookmark: _Toc2956459]Why are these records created:
Handover worksheets cover ephemeral material of a facilitative nature comprising detailed and frequent observations of patients/clients. These worksheets are not the principal clinical record of the patient/client.
[bookmark: _Toc530994792][bookmark: _Toc530995079][bookmark: _Toc530996745][bookmark: _Toc530997042][bookmark: _Toc532905945][bookmark: _Toc532906260][bookmark: _Toc2955918][bookmark: _Toc2956460]Why the records are retained for this retention period:
These records are transitory in nature and created as a means of recording observations about the patient/client during a work shift. The information is recorded in the clinical record of the patient/client which is retained as the principal record of the care and treatment of the patient/client. The proposed retention period allows sufficient time to ensure that accurate information is transferred to the patient/client clinical record from the handover worksheets. 
[bookmark: _Toc530994793][bookmark: _Toc530995080][bookmark: _Toc530996746][bookmark: _Toc530997043][bookmark: _Toc532905946][bookmark: _Toc532906261][bookmark: _Toc2955919][bookmark: _Toc2956461]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994795][bookmark: _Toc530995082][bookmark: _Toc530996748][bookmark: _Toc530997045][bookmark: _Toc532905948][bookmark: _Toc532906263][bookmark: _Toc2955921][bookmark: _Toc2956463]Comparison with other schedules' retention period: 
ACT: 	No specific record class
NSW: 	No specific record class
NT: 	No specific record class
SA: 	Destroy when information summarised or edited, and placed on the clinical or client-related record (applies to both adults & minors). If the information is not summarised or edited – as for item 1.1.1 (Adults) or item 1.1.2 (Minors) (see 1.18.1) 
TAS: 	Destroy when information has been transcribed, summarised or edited (see 1.1.0)
VIC: 	No specific record class
WA: 	Destroy when information is transcribed, summarised or edited (see 10.1).
[bookmark: _Toc530994796][bookmark: _Toc530995083][bookmark: _Toc530996749][bookmark: _Toc530997046][bookmark: _Toc532905949][bookmark: _Toc532906264][bookmark: _Toc2955922][bookmark: _Toc2956464]Other comments/factors for consideration:
· Included to ensure these records are managed confidentially when reference ceases.
[bookmark: _Toc530994797][bookmark: _Toc530995084][bookmark: _Toc530996750][bookmark: _Toc530997047][bookmark: _Toc532905950][bookmark: _Toc532906265][bookmark: _Toc2955923][bookmark: _Toc2956465]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.2.2 Handover worksheets - Retain until the end of the corresponding shift.

	Inappropriate Referrals

	2663
	[bookmark: _Toc2956466]Inappropriate Referrals
Referrals for no further action where the patient/client is not treated because the patient/client is either deemed unsuitable or did not attend.
The patient/client has no clinical record created within the health facility. 
Records may include, but are not limited to:
· Records of assessment that does not result in treatment or care but include records of triage activities (e.g. admission forms, general correspondence, letters, clinical notes, referral forms and investigation/pathology reports).

See CLINICAL RECORDS – GENERAL for records displaying evidence of clinical care and health status to an individual or groups of patients/clients.
[bookmark: _Toc2955925][bookmark: _Toc2956467]Disposal action – 
Temporary.
Retain for 2 years after last action.
	Date Authorised:  27 July 2021
Why are these records created:
Referrals received that do not meet referral criteria and/or Clinical Prioritisation Criteria (CPC) (where available) or are not suitable for treatment within a medical specialty and where no clinical record was created and the patient/client has no history with the health facility.  This aligns with the Specialist Outpatient Services Implementation Standard (SOSIS) 2017.
If the patient/client has a clinical record, a record of the receipt of referral and non-acceptance of the referral must be maintained in the patient’s medical record and/or outpatient services information system.
The inappropriate referral may contain a record of clinical assessment, investigation results, treatment and/or care received for the condition(s) for which the referral was made. 
Why the records are retained for this retention period:
[bookmark: _Hlk3198195]Inappropriate referrals are to be retained for 2 years after last action (e.g. awaiting further information, reviewed, classified as non-referral and outcome recorded in a register or outpatient services information system).  
[bookmark: _Toc2955926][bookmark: _Toc2956468]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc2955927][bookmark: _Toc2956469]QSA permanent appraisal characteristics: 
Not applicable
[bookmark: _Toc2955928][bookmark: _Toc2956470]Comparison with other schedules' retention period: 
ACT: 	Destroy 7 years after the patient reaches the age of 18 or 7 years after last action whichever is later (see 019.169.020, 019.169.021) 
NSW: 	Retain minimum of 2 years after action completed, then destroy (2.2.1) 
NT: 	No specific record class
SA: 	No specific record class
TAS: 	No specific record class
VIC: 	Destroy 2 years after last action (1.1.3)
WA: 	Destroy 12 months after date of receipt of document (5.11).
[bookmark: _Toc2955929][bookmark: _Toc2956471]Other comments/factors for consideration:
· [bookmark: _Hlk2847014]This is a new class. 
· Clinical Excellence Queensland have provided the Clinical Prioritisation Criteria.  A patient/client may be unsuitable for a health service where the:
· Referral does not comply or meet with the clinical prioritisation criteria 
· Referral validity timeframe has expired for a single course of treatment (i.e. 3 or 12 months)
· Referral is illegible or does not contain sufficient information to accurately categorise the level of clinical urgency
· Referral is for a service that the health facility does not have the capability to provide and may be redirected to another appropriate health facility or an alternative care pathway
· Patient/client lives outside of the HHS catchment area
· Patient/client is ineligible for Medicare
[bookmark: _Toc2955930][bookmark: _Toc2956472]Previous schedule references:
N/A


	[bookmark: _Toc2956473]Mental Health Records 
Revised and updated the record class for further clarification on the retention and destruction of Mental Health Records.
Mental health records displaying evidence of an individual patient/client’s clinical care at a mental health facility including the assessment, examination, treatment and care planned to be provided, and that is provided, to the patient/client under the Mental Health Act 2016 (Qld).  
In addition, mental health records also include records displaying evidence of an individual patient/client’s clinical care at a mental health facility under the repealed Mental Health Act 2000 (Qld) or Mental Health Act 1974 (Qld).
See CLINICAL RECORDS – GENERAL for mental health clinical records not described below
See Mental Health Registers for a central register of mental health patients
See MENTAL HEALTH in the Health Sector (Corporate Records) retention and disposal schedule for non-clinical records related to mental health treatment and services 
See Disability Services retention and disposal schedule for records relating to forensic disability facilities

Excludes records related to the abuse of vulnerable persons. See GRDS Proactive Protection of Vulnerable Persons – relevant records 

	2664
	[bookmark: _Toc2956474]Mental Health Facility Clinical Records – Mental Health Act 2016 (Qld) Forensic Order and Treatment Support Order Patients 
A Forensic Order (mental health) or Forensic Order (disability) is made when the Mental Health Court decides a person was of unsound mind at the time of an alleged prescribed offence or is unfit for trial under Chapter 5 Part 4 of the Mental Health Act 2016 (Qld).
A Treatment Support Order is made by the Mental Health Court under s.143 of the Mental Health Act 2016 (Qld) or the Mental Health Review Tribunal under s.450 of the Mental Health Act 2016 (Qld) where a less restrictive order than a forensic order is required. These orders are subject to periodic review by the Mental Health Review Tribunal. 

Records may include, but are not limited to: 
Records made in accordance with the Mental Health Act 2016 (Qld)  or a repealed Mental Health Act (Mental Health Act 2000 (Qld) or Mental Health Act 1974 (Qld) and displaying evidence of clinical care at a mental health facility of an individual patient/client subject to a Forensic Order or Treatment Support Order. 
See also the Forensic Disability Act 2011 (Qld) for the purposes of provision for the involuntary detention, and the care and support and protection, of forensic disability clients.
See Clinical Records-General for mental health clinical records not described in 2664 and 2665


Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530994799][bookmark: _Toc530995086][bookmark: _Toc530996752][bookmark: _Toc530997049][bookmark: _Toc532905953][bookmark: _Toc532906269][bookmark: _Toc2955935][bookmark: _Toc2956477]Disposal action – 
Temporary.
Retain for 100 years from patient’s/client’s date of birth
AND
10 years after last patient/client service provision or legal action, whichever is the later. 
	Date authorised: 27 July 2021
[bookmark: _Toc530994800][bookmark: _Toc530995087][bookmark: _Toc530996753][bookmark: _Toc530997050][bookmark: _Toc532905954][bookmark: _Toc532906270][bookmark: _Toc2955936][bookmark: _Toc2956478]Why are these records created:
The Forensic Order and Treatment Support Order records display evidence of clinical care at a mental health facility of an individual patient/client. Under the Mental Health Act 2016, the health record of the patient/client must provide details of the treatment and care planned to be provided as well as details of the treatment and care that is provided to the patient/client.
A Forensic Order (mental health) or Forensic Order (disability) is made when the Mental Health Court decides a person was of unsound mind at the time of an alleged prescribed offence or is unfit for trial under Chapter 5 Part 4 of the Mental Health Act 2016 (Qld).
A treatment support order may be made by the Mental Health Court (the Court), if the Court decides a person was of unsound mind at the time of an alleged offence or is unfit for trial. Treatment support orders are made by the Court to protect the safety of the community in circumstances where a forensic order is not warranted. A treatment support order authorises involuntary treatment and, if necessary, detention in an authorised mental health service. The Tribunal must review treatment support orders every six months. 
When the Mental Health Review Tribunal (the Tribunal) reviews a forensic order, the Tribunal may revoke the forensic order and make a treatment support order. The making of a treatment support order by the Tribunal acts as a ‘step down’ from a forensic order as part of a person’s recovery.  
The relevant person, someone on the person’s behalf, or the Chief Psychiatrist can apply for a review at any time.
[bookmark: _Toc530994801][bookmark: _Toc530995088][bookmark: _Toc530996754][bookmark: _Toc530997051][bookmark: _Toc532905955][bookmark: _Toc532906271][bookmark: _Toc2955937][bookmark: _Toc2956479]Why the records are retained for this retention period:
The retention period for these clinical records is intended to cover the life span of the patient/client and to ensure that there is sufficient time for the patient/client to exercise their limitation of action rights as outlined in the Limitation of Actions Act 1974 (Qld) and Forensic Disability Act 2011 (Qld).
[bookmark: _Toc530994802][bookmark: _Toc530995089][bookmark: _Toc530996755][bookmark: _Toc530997052][bookmark: _Toc532905956][bookmark: _Toc532906272][bookmark: _Toc2955938][bookmark: _Toc2956480]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994804][bookmark: _Toc530995091][bookmark: _Toc530996757][bookmark: _Toc530997054][bookmark: _Toc532905958][bookmark: _Toc532906274][bookmark: _Toc2955940][bookmark: _Toc2956482]Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after last action (adult) or destroy 15 years after the patient reaches the age of 18 years or 15 years after last action (minor) whichever is later (see 019.169.013, 019.169.014)
NSW: 	Required as State archives (created prior to 1960 see 1.5.1) 
	Destroy 15 years after last attendance or official contact or access by or on behalf of the patient, or  until patient attains or would have attained the age of 25 years, whichever is the longer, then destroy (see 1.5.2)
NT: 	Destroy 15 years after last attendance or 15 years after last access on behalf of patient for Whatever reason (provided that the patient has attained the age of 25 years) (see 1.1.1)
SA: 	Destroy 33 years after last contact (see 1.6)
TAS: 	Destroy 15 years after date of last contact (see 7.2)
VIC: 	Destroy 25 years after date of last attendance, or access by or on behalf of the patient provided  they have reached 43 years of age (see 2.2.1, 2.3.1, 4.4.0, 4.5.0, 4.7.0, 5.1.2, 5.2.2) 
WA: 	Destroy 7 years after death for all psychiatric patient records. (see Section 1, Part 3.7 Psychiatric Patient Records).
[bookmark: _Toc530994805][bookmark: _Toc530995092][bookmark: _Toc530996758][bookmark: _Toc530997055][bookmark: _Toc532905959][bookmark: _Toc532906275][bookmark: _Toc2955941][bookmark: _Toc2956483]Other comments/factors for consideration:
· [bookmark: _Toc530994806][bookmark: _Toc530995093][bookmark: _Toc530996759][bookmark: _Toc530997056][bookmark: _Toc532905960][bookmark: _Toc532906276][bookmark: _Toc2955942][bookmark: _Toc2956484]There has been a change in the disposal trigger for this record class. Increase from 85 years to 100 years endorsed by the Office of the Chief Psychiatrist. 

Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.4.2 Mental Health Facility Clinical Records – Mental Health Act 1974 – Forensic Patients - Retain for 85 years from patient’s/client’s date of birth; AND 10 years after last patient/client service provision or medico-legal action

	2665
	[bookmark: _Toc2956485]Mental Health Facility Clinical Records – Mental Health Act 2000 (Qld) Special Notification Forensic Patients 
A person who was or was liable to be, detained in an authorised mental health service under a Forensic Order as a Special Notification Forensic Patient under the repealed Mental Health Act 2000 (Qld).
Records may include, but are not limited to:
Records made in accordance with the repealed Mental Health Act 2000 (Qld) displaying evidence of clinical care at a mental health facility of an individual patient/client with a ‘Special Notification Forensic Patient’ status.
Note:  The category ‘Special Notification Forensic Patient’ has been repealed under the Mental Health Act 2016 (Qld)

See  CLINICAL RECORDS – GENERAL  for mental health clinical records not described in 2664 and 2665 

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530994808][bookmark: _Toc530995095][bookmark: _Toc530996761][bookmark: _Toc530997058][bookmark: _Toc532906279][bookmark: _Toc2955946][bookmark: _Toc2956488]Disposal action – 
Temporary.
Retain for 100 years from patient’s/client’s date of birth
AND
10 years after last patient/client service provision or legal action, whichever is the later.
	Date authorised: 27 July 2021
[bookmark: _Toc530994809][bookmark: _Toc530995096][bookmark: _Toc530996762][bookmark: _Toc530997059][bookmark: _Toc532906280][bookmark: _Toc2955947][bookmark: _Toc2956489]Why are these records created:
The Special Notification Forensic Patients (SNFP) records display evidence of clinical care at a mental health facility of an individual patient/client. Under the repealed Mental Health Act 2000 (Qld), the health record of the patient/client must provide details of the treatment and care planned to be provided as well as details of the treatment and care that is provided to the patient/client. These patient/clients have committed violent offences and SNFP patient/clients’ status are recorded in the Mental Health Information System.
The Mental Health Facility Clinical Records – Mental Health Act 2000 (Qld) Special Notification Forensic class remains relevant to be included in the Schedule for the previously identified SNFP who have not yet attained the 85 years from patient’s/client’s date of birth. 
[bookmark: _Toc530994810][bookmark: _Toc530995097][bookmark: _Toc530996763][bookmark: _Toc530997060][bookmark: _Toc532906281][bookmark: _Toc2955948][bookmark: _Toc2956490]Why the records are retained for this retention period:
The proposed retention period for these clinical records is intended to cover the life span of the patient/client and to ensure that there is sufficient time for the patient/client to exercise their limitation of action rights as outlined in the Limitation of Actions Act 1974 (Qld). 
[bookmark: _Toc530994811][bookmark: _Toc530995098][bookmark: _Toc530996764][bookmark: _Toc530997061][bookmark: _Toc532906282][bookmark: _Toc2955949][bookmark: _Toc2956491]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994812][bookmark: _Toc530995099][bookmark: _Toc530996765][bookmark: _Toc530997062][bookmark: _Toc532906283][bookmark: _Toc2955950][bookmark: _Toc2956492]QSA permanent appraisal characteristics: 
Not applicable
[bookmark: _Toc530994813][bookmark: _Toc530995100][bookmark: _Toc530996766][bookmark: _Toc530997063][bookmark: _Toc532906284][bookmark: _Toc2955951][bookmark: _Toc2956493]Comparison with other schedules' retention period: 
ACT:	Destroy 15 years after last action (adult) or destroy 15 years after the patient reaches the age of 18 years or 15 years after last action (minor) whichever is later (see 019.169.013, 019.169.014)
NSW: 	Required as State archives (created prior to 1960 see 1.5.1) 
	Destroy 15 years after last attendance or official contact or access by or on behalf of the patient, or  
until patient attains or would have attained the age of 25 years, whichever is the longer, then destroy (see 1.5.2)
NT: 	Destroy 15 years after last attendance or 15 years after last access on behalf of patient for  Whatever reason (provided that the patient has attained the age of 25 years) (see 1.1.1)
SA: 	Destroy 33 years after last contact (see 1.6)
TAS: 	Destroy 15 years after date of last contact (see 7.2)
VIC: 	Destroy 25 years after date of last attendance, or access by or on behalf of the patient provided they have reached 43 years of age ((see 2.2.1, 2.3.1, 4.4.0, 4.5.0, 4.7.0, 5.1.2, 5.2.2) 
WA: 	Destroy 7 years after death for all psychiatric patient records. (see Section 1, Part 3.7 Psychiatric Patient Records)
[bookmark: _Toc530994814][bookmark: _Toc530995101][bookmark: _Toc530996767][bookmark: _Toc530997064][bookmark: _Toc532906285][bookmark: _Toc2955952][bookmark: _Toc2956494]Other comments/factors for consideration:
· There has been a change in the disposal trigger for this record class. Increase from 85 years to 100 years endorsed by the Office of the Chief Psychiatrist. 
[bookmark: _Toc530994815][bookmark: _Toc530995102][bookmark: _Toc530996768][bookmark: _Toc530997065][bookmark: _Toc532906286][bookmark: _Toc2955953][bookmark: _Toc2956495]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.4.1 Mental Health Facility Clinical Records – Persons of Special Notification (PSN) – Retain for 85 years from patient’s/client’s date of birth AND 10 years after last patient/client service provision or medico-legal action.

	[bookmark: _Toc532906296][bookmark: _Toc2956507]Notifiable Disease Treatment Records

	2666
	[bookmark: _Toc2955966][bookmark: _Toc2956508]Notifiable Disease Treatment Records
[bookmark: _Toc528833890][bookmark: _Toc528941240][bookmark: _Toc528941596][bookmark: _Toc528941802][bookmark: _Toc528942172][bookmark: _Toc528942329][bookmark: _Toc531092571][bookmark: _Toc531332767][bookmark: _Toc532906298][bookmark: _Toc2955967][bookmark: _Toc2956509]Records displaying evidence of clinical care for the treatment of an individual patient/client for notifiable conditions maintained by health facilities fulfilling obligations to report notifiable diseases under public health legislation.
Refer to current legislation for the list of all notifiable conditions. 
Notifiable conditions include, but are not limited to: 
· Human immunodeficiency virus (HIV).
· Leprosy.
· Q Fever.
· Severe Acute Respiratory Syndrome (SARS).
· Syphilis.
· Tuberculosis.

See CLINICAL RECORDS – GENERAL for records of Hepatitis B and Hepatitis C 
[bookmark: _Toc530994826][bookmark: _Toc530995113][bookmark: _Toc530996779][bookmark: _Toc530997076][bookmark: _Toc532906299][bookmark: _Toc2955968][bookmark: _Toc2956510]Disposal action – 
Temporary.
Retain for 85 years from patient’s/client’s date of birth
AND
10 years after last patient/client service provision or legal action, whichever is the later.  

	Date authorised: 27 July 2021
[bookmark: _Toc530994827][bookmark: _Toc530995114][bookmark: _Toc530996780][bookmark: _Toc530997077][bookmark: _Toc532906300][bookmark: _Toc2955969][bookmark: _Toc2956511]Why are these records created:
These records display evidence of clinical care for the treatment of an individual patient/client for notifiable conditions and are created to document the initial reporting, diagnosis and treatment of instances of notifiable diseases at health care facilities.
[bookmark: _Toc530994828][bookmark: _Toc530995115][bookmark: _Toc530996781][bookmark: _Toc530997078][bookmark: _Toc532906301][bookmark: _Toc2955970][bookmark: _Toc2956512]Why the records are retained for this retention period:
The Queensland Health Communicable Diseases Branch has identified a list of conditions in this disposal authorisation where records of initial reporting/diagnosis of the condition at a health care facility need to be retained for future reference and research purposes.  For a definitive list of all notifiable conditions, refer to current public health legislation. 

These diseases were selected by the Queensland Health Communicable Diseases and Infection Management reference group from the list of notifiable diseases contained in Schedule 2 of the  Public Health Regulation 2018 as requiring a longer retention period than other clinical records.  This is due to the effect previous treatments have on the choice of subsequent treatments (e.g. the development of resistances to drugs, etc) and the need for the records to be available for the life span of the patient/client.
A longer retention period for these records is recommended to ensure sufficient access to clinical information about the initial diagnosis and treatment of these conditions for the patient/client and for the broader community who may be at risk of contracting these serious illnesses.
[bookmark: _Toc530994829][bookmark: _Toc530995116][bookmark: _Toc530996782][bookmark: _Toc530997079][bookmark: _Toc532906302][bookmark: _Toc2955971][bookmark: _Toc2956513]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
 
[bookmark: _Toc530994830][bookmark: _Toc530995117][bookmark: _Toc530996783][bookmark: _Toc530997080][bookmark: _Toc532906303][bookmark: _Toc2955972][bookmark: _Toc2956514]QSA permanent appraisal characteristics: 
Not applicable
[bookmark: _Toc530994831][bookmark: _Toc530995118][bookmark: _Toc530996784][bookmark: _Toc530997081][bookmark: _Toc532906304][bookmark: _Toc2955973][bookmark: _Toc2956515]Comparison with other schedules' retention period: 
ACT: 	Destroy 15 years after last action (adult) or destroy after the patient reaches the age of 25 years (minor) (see 019.088.003, 019.008.004)
NSW	Treatment and care - Destroy 15 years after last attendance or official contact or access by or on 	behalf of the patient, or until patient attains or would have attained the age of 25 years, whichever 	is the longer, then destroy (see 1.1.1)   
	Records of notification maintained by hospitals - Destroy 15 years after last attendance or official 	contact or access by or on behalf of the patient, or until patient attains or would have attained the 	age  of 25 years, whichever is the longer, then destroy (see 6.2.1)
NT: 	Destroy 10 years after date of death or if deceased status unknown then when patient would have attained the age of 80 years provided it is 15 years since last attendance or 15 years since last access on behalf of patient for whatever reason (see 1.7, Class 1.7.1 Tuberculosis)
SA: 	No specific record class but records relating to medical conditions required by legislation to be 	reported to the Department of Health and Ageing or similar body
	Destroy 10 years after action completed if maintained separately (see. 2.6.1) 
TAS: 	Multiple record classes - - Statutory Health Reports 9.2.0 – sentence according to 2.1.1, 2.1.2, 	2.1.3, 2.2.1 or 2.2.2):
· 2.1.1 - Destroy 15 years after last attendance or last access on behalf of Patient (provided patient has attained the age of 30 years).
· 2.1.2 - Destroy 10 years after date of death or last access on behalf of deceased.
· 2.1.3 - Destroy 7 years after attendance.
· 2.2.1 - Destroy 10 years after last attendance or last access on behalf of patient (provided patient has attained age of 25 years).
· 2.2.2 - Destroy 10 years after date of death or last access on behalf of deceased.
VIC: 	Destroy 6 months after date of notification (reporting of notifiable diseases) (see 4.2.1)
WA: 	Individual patient record: 
· Destroy 15 years after last attendance or date of last access (provided the patient has attained the age of 25 years) (see 1.1, 1.2, 1.3, 2.1 or 2.2) OR
· Destroy 10 years after date of death or date of last access (provided the patient has attained the age of 25 years) 
	Agency notification files
· [bookmark: _Toc530994832][bookmark: _Toc530995119][bookmark: _Toc530996785][bookmark: _Toc530997082]Destroy 7 years after date of notification, provided there is no reasonable expectation of legal implication at time of disposal.
Other comments/factors for consideration:
· The Queensland Health Communicable Diseases Branch has identified and provided an amended list of notifiable diseases in this disposal authorisation.  The following notifiable diseases have been removed and are to be sentenced under Clinical Records - General:
· Hepatitis B
· Hepatitis C
[bookmark: _Toc530994833][bookmark: _Toc530995120][bookmark: _Toc530996786][bookmark: _Toc530997083][bookmark: _Toc532906305][bookmark: _Toc2955974][bookmark: _Toc2956516]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.5 Notifiable Disease Treatment Records – Retain for 85 years from patient’s/client’s date of birth AND 10 years after last patient/client service provision or medico-legal action.

	[bookmark: _Toc2956517][bookmark: ObstetricRecords]Obstetric Records
Obstetrics records without or with evidence of artificial insemination and in-vitro fertilisation relating to attendance and/or admittance to the following: antenatal clinics, postnatal clinics, delivery, obstetric or birthing wards/units, or any other primary care, inpatient, outpatient and/or emergency care related to obstetrics.
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	[bookmark: _Toc2956518][bookmark: ObstetricsNOIVF]Obstetric Records without evidence of Artificial Insemination (AI) / In-Vitro Fertilisation (IVF)
[bookmark: _Toc528833894][bookmark: _Toc528941244][bookmark: _Toc528941600][bookmark: _Toc528941806][bookmark: _Toc528942176][bookmark: _Toc528942333][bookmark: _Toc531092575][bookmark: _Toc531332771][bookmark: _Toc1549623][bookmark: _Toc1549973][bookmark: _Toc2955977][bookmark: _Toc2956519][bookmark: _Hlk3214543]Records displaying evidence of obstetric care to an individual patient/client where there is no evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures.
[bookmark: _Toc528833895][bookmark: _Toc528941245][bookmark: _Toc528941601][bookmark: _Toc528941807][bookmark: _Toc528942177][bookmark: _Toc528942334][bookmark: _Toc531092576][bookmark: _Toc531332772][bookmark: _Toc1549624][bookmark: _Toc1549974][bookmark: _Toc2955978][bookmark: _Toc2956520]Records may include, but are not limited to:
· Clinical record of the mother.
· Clinical record of the child /stillborn where there is no evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures. 
· Health facility’s copy of the statutory notification of the Perinatal Data Collection Form (MR63D) to be filed in the individual patient/client record.
· Diagnostic Imaging, Audio and Other Similar Material kept on the obstetric file.  Includes but is not limited to Child/stillborn images, neonatal oximeter printouts and 3D images

See Obstetric Records with evidence of Artificial Insemination (AI)/In-Vitro Fertilisation (IVF) for records with evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures 

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530994835][bookmark: _Toc530995122][bookmark: _Toc530996788][bookmark: _Toc530997085][bookmark: _Toc532906310][bookmark: _Toc2955980][bookmark: _Toc2956522]Disposal action – 
Temporary. 
[bookmark: _Hlk3214699]Retain 28 years after last delivery
AND
10 years after legal action, whichever is the later.

	Date authorised: 27 July 2021
[bookmark: _Toc530994836][bookmark: _Toc530995123][bookmark: _Toc530996789][bookmark: _Toc530997086][bookmark: _Toc532906311][bookmark: _Toc2955981][bookmark: _Toc2956523]Why are these records created:
As defined by the Statewide Maternity & Neonatal Clinical Network (SMNCN), obstetrics is a branch of medical science that deals with pregnancy, childbirth, and the postpartum period involving the provision of maternity care. An obstetric record is the clinical record of the pregnancy and/or delivery of the mother which will contain comprehensive information about the treatment and care of the patient/client throughout the pregnancy and delivery. This disposal authorisation covers records that display evidence of obstetric care throughout the pregnancy and records of the attendance or admittance of an individual patient/client for obstetric care, including delivery where there is no evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures. This disposal authorisation also covers records relevant to obstetric care diagnostic imaging and associated written reports created about these records.
[bookmark: _Toc530994837][bookmark: _Toc530995124][bookmark: _Toc530996790][bookmark: _Toc530997087][bookmark: _Toc532906312][bookmark: _Toc2955982][bookmark: _Toc2956524]Why the records are retained for this retention period:
[bookmark: _Toc532906313]The retention period is based on the recommendation of the Statewide Maternity & Neonatal Clinical Network (SMNCN) that the mother’s clinical record be retained until the child born reaches  28 years of age and 10 years after last patient/client service provision or legal action. This is to allow for ongoing reference by the patient and for the child/stillborn, adoption and research information.  The SMNCN has also recommended that the clinical records of the child/stillborn remain as being retained for a minimum of 28 years after last delivery. 
The SMNCN advised events during pregnancy and birth have lifetime implications for the health and wellbeing of children. There is a need to maintain records for future access by the child. Important aspects of the pregnancy and birth history are not recorded in the child’s record and need to be retained for the period aligning to that of the child records. 
[bookmark: _Toc530994838][bookmark: _Toc530995125][bookmark: _Toc530996791][bookmark: _Toc530997088][bookmark: _Toc532906315][bookmark: _Toc2955983][bookmark: _Toc2956525]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994840][bookmark: _Toc530995127][bookmark: _Toc530996793][bookmark: _Toc530997090][bookmark: _Toc532906317][bookmark: _Toc2955985][bookmark: _Toc2956527]Comparison with other schedules' retention period: 
[bookmark: _Toc532906318][bookmark: _Toc2955986][bookmark: _Toc2956528]ACT: 	Retain permanently (see 019.169.010, 019.169.012)
[bookmark: _Toc532906319][bookmark: _Toc2955987][bookmark: _Toc2956529]NSW: 	Retain a minimum of 50 years after date of birthing episode, or 15 years after last action completed (1.4.1) Records documenting arrangements for adoptions that proceed – Retain in agency (1.4.2)
NT: 	Destroy 25 years after last delivery or 15 years after last access whichever is the latest (see 1.5.1)
SA: 	Destroy 33 years after last obstetric care contact (which includes antenatal, delivery and post-natal care (see 1.21.1)
[bookmark: _Toc532906320][bookmark: _Toc2955988][bookmark: _Toc2956530]TAS: 	Destroy 15 years after last attendance or last access on behalf of patient (provided patient has 	attained the age of 30 years) (2.1.0, 2.2.0) 
VIC: 	Destroy 15 years after date of last attendance or access by or on behalf of the patient provided the child has reached 30 years of age (see 2.2.5)
WA: 	Uncomplicated delivery - destroy 15 years after the mother’s last attendance or after the date of last access (provided the mother has attained the age of 25 years) (Section 1, Part 3.8)
	Complicated delivery – destroy 15 years after the date of last attendance of the newborn/patient or after the date of last access (provided the newborn has attained the age of 25 years) (Section 1, Part 3.8). 
[bookmark: _Toc530994842][bookmark: _Toc530995129][bookmark: _Toc530996795][bookmark: _Toc530997092][bookmark: _Toc532906322][bookmark: _Toc2955990][bookmark: _Toc2956532]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.6.1 Obstetric Records without evidence of Artificial Insemination/In-vitro Fertilisation (IVF) – Retain for 10 years from the child attaining 18 years of age AND 10 years after last patient/client service provision or medico-legal action.
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	[bookmark: _Toc2956533][bookmark: ObstetricsWithIVF]Obstetric Records with evidence of Artificial Insemination (AI) / In-Vitro Fertilisation (IVF)
[bookmark: _Toc1549627][bookmark: _Toc1549977][bookmark: _Toc3302312][bookmark: _Toc528833898][bookmark: _Toc528941248][bookmark: _Toc528941604][bookmark: _Toc528941810][bookmark: _Toc528942180][bookmark: _Toc528942337][bookmark: _Toc531092579][bookmark: _Toc531332775][bookmark: _Toc532906324][bookmark: _Toc2955992][bookmark: _Toc2956534]Records displaying evidence of obstetric care to an individual patient/client where there is evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures which include consent to artificial insemination (AI), in-vitro fertilisation (IVF) or/and use of semen, ova or embryos and the withdrawal of consent for such procedures.
Records may include, but are not limited to:
· Clinical record of the mother.
· Clinical record of the child/neonatal death /stillborn where there is evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures.
· Clinical records of each other individual or family unit involved in the artificial insemination or in-vitro fertilisation procedures.
· Records relating to consent to treatment, use of semen, ova or embryos and withdrawal of consent.
· Health facility’s copy of the statutory notification of the Perinatal Data Collection Form (MR63D) is to be filed in the individual patient/client record. 
· Diagnostic Imaging, Audio and Other Similar Material that may be kept on the obstetric file.  Includes but is not limited to Child/stillborn images, neonatal oximeter printouts and 3D images

See Obstetric Records without evidence of Artificial Insemination (AI)/In-Vitro Fertilisation (IVF) for records with no evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures 

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530994844][bookmark: _Toc530995131][bookmark: _Toc530996797][bookmark: _Toc530997094][bookmark: _Toc532906325][bookmark: _Toc2955993][bookmark: _Toc2956535]Disposal action – 
Temporary. 
Retain 28 years after last delivery
AND
10 years after legal action, whichever is the later.
	Date authorised: 27 July 2021
[bookmark: _Toc530994845][bookmark: _Toc530995132][bookmark: _Toc530996798][bookmark: _Toc530997095][bookmark: _Toc532906328][bookmark: _Toc2955994][bookmark: _Toc2956536]Why are these records created:
As defined by the Statewide Maternity & Neonatal Clinical Network (SMNCN), obstetrics is a branch of medical science that deals with pregnancy, childbirth, and the postpartum period involving the provision of maternity care. An obstetric record is the clinical record of the pregnancy and/or delivery of the mother which will contain comprehensive information about the treatment and care of the patient/client throughout the pregnancy and delivery. This disposal authorisation covers records that display evidence of obstetric care throughout the pregnancy and records of the attendance or admittance of a patient/client for obstetric care, including delivery where there is evidence of artificial insemination (AI) or in-vitro fertilisation (IVF) procedures. Information pertaining to artificial insemination (AI) or in-vitro fertilisation (IVF) procedures can be found within a patient clinical file if the patient shares this information with the treating clinician, or if the AI/IVF clinician shares correspondence with the treating clinician. This disposal authorisation also includes records relevant to obstetric care diagnostic imaging and associated written reports created about these records where there is evidence of artificial insemination (AI) or in-vitro fertilisation (IVF). 
[bookmark: _Toc530994846][bookmark: _Toc530995133][bookmark: _Toc530996799][bookmark: _Toc530997096][bookmark: _Toc532906329][bookmark: _Toc2955995][bookmark: _Toc2956537]Why the records are retained for this retention period:
The proposed retention period is based on the recommendation of the Statewide Maternity & Neonatal Clinical Network (SMNCN) that the mother’s clinical record be retained for when the child born reaches 28 years of age and 10 years after last patient/client service provision or legal action to allow for ongoing reference by the patient and the child/neonatal death/stillborn for adoption and research information.  The SMNCN has recommended that the clinical records of the child/stillborn remain as being retained for a minimum of 28 years after last delivery. 
The SMNCN advised events during pregnancy and birth have lifetime implications for the health and wellbeing of children. There is a need to maintain records for future access by the child. Important aspects of the pregnancy and birth history are not recorded in the child’s record and need to be retained for the period aligning to that of the child records. Assistive reproductive technologies and pre-treatment screening have improved since 1996, when the permanent retention period was determined. Permanent retention offers no additional advantage to the parent, child or healthcare provider.
[bookmark: _Toc530994847][bookmark: _Toc530995134][bookmark: _Toc530996800][bookmark: _Toc530997097][bookmark: _Toc532906332][bookmark: _Toc2955996][bookmark: _Toc2956538]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
 
[bookmark: _Toc530994848][bookmark: _Toc530995135][bookmark: _Toc530996801][bookmark: _Toc530997098][bookmark: _Toc532906333][bookmark: _Toc2955997][bookmark: _Toc2956539]QSA permanent appraisal characteristics: 
Not applicable
[bookmark: _Toc530994849][bookmark: _Toc530995136][bookmark: _Toc530996802][bookmark: _Toc530997099][bookmark: _Toc532906334][bookmark: _Toc2955998][bookmark: _Toc2956540]Comparison with other schedules' retention period: 
Please see the following jurisdictions for the retention of clinical records for Obstetric Records with evidence of Artificial Insemination (AI) / In-Vitro Fertilisation (IVF):
ACT: 	Destroy 75 years after date of birth of the child or date of insemination if the date of birth is unknown (see 019.169.015)
NSW: 	Retain prescribed information in accordance with legislative requirements, all other records retain 	for minimum of 15 years after last access by or on behalf of the patient, then destroy (1.7.1)
NT: 	Destroy 25 years after last delivery or 15 years after last access whichever is the latest (see 1.5.1)
SA: 	Retain permanently (see 1.26.1)
TAS: 	Destroy 75 years after action completed (see 3.1.1)
VIC: 	Retain permanently – Records of Assisted Reproductive Technology patients where a child is born or pregnancy achieved using donated gametes or embryos (see. 2.4.1)
	Destroy 75 years after date of last attendance, or access by or on behalf of the patient – Records of Assisted Reproductive Technology patients where a child is born from non-donated gametes or embryos (see 2.4.2) 
	Destroy 15 years after date of last attendance, or access by or on behalf of the patient – Records of  Assisted Reproductive Technology patients where a child is not born (see 2.4.3) 
WA: 	Retain permanently (see. 5.2).
[bookmark: _Toc530994850][bookmark: _Toc530995137][bookmark: _Toc530996803][bookmark: _Toc530997100][bookmark: _Toc532906335][bookmark: _Toc2955999][bookmark: _Toc2956541]Other comments/factors for consideration:
[bookmark: _Toc532906336][bookmark: _Toc2956000][bookmark: _Toc2956542][bookmark: _Toc530994851][bookmark: _Toc530995138][bookmark: _Toc530996804][bookmark: _Toc530997101]The proposed retention period of 28 years has been reduced from the previous permanent retention period for this disposal authorisation.  
· Revised and updated the record class description for further clarification on the retention and destruction of Obstetric Records with evidence of Artificial Insemination (AI) / In-Vitro Fertilisation (IVF).
[bookmark: _Toc532906337][bookmark: _Toc2956001][bookmark: _Toc2956543]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.6.2 Obstetric Records with evidence of Artificial Insemination/In-vitro Fertilisation (IVF) – Retain permanently.
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	[bookmark: _Toc2956544][bookmark: IVFDonorRecords]Artificial Insemination (AI) / In-Vitro Fertilisation (IVF) Donor Records
[bookmark: _Toc528833900][bookmark: _Toc528941250][bookmark: _Toc528941606][bookmark: _Toc528941812][bookmark: _Toc528942182][bookmark: _Toc528942339][bookmark: _Toc531092581][bookmark: _Toc531332777][bookmark: _Toc532906339][bookmark: _Toc2956003][bookmark: _Toc2956545]Records relating to information about individual donors involved in Artificial Insemination (AI) or In-Vitro Fertilisation (IVF) procedures.
Records may include, but are not limited to records relating to semen supply, including: 
· Full name and date of birth of donor.
· Name of each individual person or family unit.
· Donor’s written consent.
· Results of tests.
· Name of the medical practitioner to whom semen was supplied.
· Use of semen, ova or embryos.
· Withdrawal of consent for such procedures or processes.
[bookmark: _Toc530994853][bookmark: _Toc530995140][bookmark: _Toc530996806][bookmark: _Toc530997103][bookmark: _Toc532906340][bookmark: _Toc2956004][bookmark: _Toc2956546]See Obstetric Records for information relating to obstetrics 
Disposal action – 
Permanent.
Transfer to QSA after business action completed.

	[bookmark: _Toc530994854][bookmark: _Toc530995141][bookmark: _Toc530996807][bookmark: _Toc530997104][bookmark: _Toc532906341][bookmark: _Toc2956005][bookmark: _Toc2956547]Date authorised: 27 July 2021
Why are these records created:
Artificial Insemination (AI)/ In-Vitro Fertilisation (IVF) donor records are created to document individual donors involved in AI / IVF procedures. Artificial Insemination (AI)/ In-Vitro Fertilisation (IVF) donor records relate to information about individual donors involved in AI / IVF procedures. These donor records relate to the clinical record of both the mother and the child/neonate.
[bookmark: _Toc530994855][bookmark: _Toc530995142][bookmark: _Toc530996808][bookmark: _Toc530997105][bookmark: _Toc532906342][bookmark: _Toc2956006][bookmark: _Toc2956548]Why the records are retained for this retention period:
Due to the need for records establishing the biological parents of the child/neonate, and on the recommendation of the National Health and Medical Research Council (NHMRC) Ethical guidelines on the use of assisted reproductive technology in clinical practice and research (2017), the Artificial Insemination (AI) / In-Vitro Fertilisation (IVF) Donor Records need to be retained permanently. 
9.2.2 - Information about all parties involved in a donor conception program or surrogacy arrangement must be kept indefinitely (or at least for the expected lifetime of any persons born). 
[bookmark: _Toc530994856][bookmark: _Toc530995143][bookmark: _Toc530996809][bookmark: _Toc530997106][bookmark: _Toc532906343][bookmark: _Toc2956007][bookmark: _Toc2956549]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994857][bookmark: _Toc530995144][bookmark: _Toc530996810][bookmark: _Toc530997107][bookmark: _Toc532906344][bookmark: _Toc2956008][bookmark: _Toc2956550]QSA permanent appraisal characteristics: 
These records provide evidence of the following characteristics from the Queensland State Archives Appraisal Statement and should be retained as archival records for future research:
· 3 – enduring rights & entitlements
· 4 – significant impact on individuals
· 5 – substantial contribution to community memory
[bookmark: _Toc530994858][bookmark: _Toc530995145][bookmark: _Toc530996811][bookmark: _Toc530997108][bookmark: _Toc532906345][bookmark: _Toc2956009][bookmark: _Toc2956551]Comparison with other schedules' retention period: 
ACT: 	Destroy 10 years after last action or after donor reaches the age of 30 years whichever is longer 	(019.169.048)
NSW:	 Retain prescribed information in accordance with legislative requirements, all other records retain 	for minimum of 15 years after last access by or on behalf of the patient, then destroy (1.7.1) 
NT: 	No specific record class for AI/ IVF donor records
SA: 	Retain permanently (see 2.8.2)
TAS: 	Destroy 75 years after action completed (see 3.1.1)
VIC: 	Retain permanently (see 2.4.4)
WA: 	Retain permanently (see 5.1).
[bookmark: _Toc530994859][bookmark: _Toc530995146][bookmark: _Toc530996812][bookmark: _Toc530997109][bookmark: _Toc532906346][bookmark: _Toc2956010][bookmark: _Toc2956552]Other comments/factors for consideration:
· [bookmark: _Toc2956011][bookmark: _Toc2956553]This class comprises records relating to information about individual donors involved in Artificial Insemination (AI) / In-Vitro Fertilisation (IVF) procedures.
[bookmark: _Toc530994860][bookmark: _Toc530995147][bookmark: _Toc530996813][bookmark: _Toc530997110][bookmark: _Toc532906347][bookmark: _Toc2956012][bookmark: _Toc2956554]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.6.3 
Artificial Insemination/In-vitro Fertilisation (IVF) Donor Records – Retain permanently.

	2670
	[bookmark: _Toc2956555]Unborn Child at Risk Notifications 
[bookmark: _Hlk12968441][bookmark: _Toc3302316][bookmark: _Toc528833902][bookmark: _Toc528941252][bookmark: _Toc528941608][bookmark: _Toc528941814][bookmark: _Toc528942184][bookmark: _Toc528942341][bookmark: _Toc531092583][bookmark: _Toc531332779][bookmark: _Toc1549631][bookmark: _Toc1549981][bookmark: _Toc2956014][bookmark: _Toc2956556]The Department of Children, Youth Justice and Multicultural Affairs will issue an Unborn Child High Risk Alert (HRA) to Queensland Health maternity services where they believe that a pregnant woman, who they want to provide support to, will present to give birth.
[bookmark: _Toc3302317]This record class comprises of notifications where the patient/client does not present at that health facility for delivery. 
Records may include, but are not limited to:
· Child Safety HRA Form 1 – Unborn Child High Risk Alert Form: Request for immediate notification when pregnant woman presents for delivery.
· Child Safety HRA Form 2 – notification that a pregnant woman has presented for delivery.
· Child Safety HRA Form 3 – is sent to maternity services by the Child Safety Services when a HRA Form 1 Unborn Child High Risk Alert is no longer required.

See Obstetric Records when a patient/client delivers at a health facility.

Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530994862][bookmark: _Toc530995149][bookmark: _Toc530996815][bookmark: _Toc530997112][bookmark: _Toc532906351][bookmark: _Toc2956016][bookmark: _Toc2956558]Disposal action – 
Temporary.
Retain for 3 months after expected presentation date.
	Date authorised: 27 July 2021
[bookmark: _Toc530994863][bookmark: _Toc530995150][bookmark: _Toc530996816][bookmark: _Toc530997113][bookmark: _Toc532906352][bookmark: _Toc2956017][bookmark: _Toc2956559]Why are these records created:
The Department of Children, Youth Justice and Multicultural Affairs will issue an Unborn Child High Risk Alert (HRA) to Queensland Health maternity services where they believe that a pregnant woman, who they want to provide support to, will present to give birth. 
The notifications (such as the Child Safety HRA Form 1 – Unborn Child High Risk Alert Form) received by Queensland Health facilities advise that an unborn child may be at risk of harm. It is the practice of The Department of Children, Youth Justice and Multicultural Affairs to send these forms to a number of health facilities in the area where the patient/client is expected to present for delivery and retains a record of the unborn child at risk notifications that they issue.
[bookmark: _Toc530994864][bookmark: _Toc530995151][bookmark: _Toc530996817][bookmark: _Toc530997114][bookmark: _Toc532906353][bookmark: _Toc2956018][bookmark: _Toc2956560]Why the records are retained for this retention period:
This disposal authorisation comprises unborn child at risk notifications where the patient/client does not present at that health facility for delivery.
The retention period is appropriate as this disposal authorisation only covers notifications received by health facilities where the mother does not present for delivery. Unborn child at risk notifications received by the health facility where the mother presents for delivery are retained under Obstetric Records of this Schedule. 
The Unborn Child High Risk Alert Forms do not meet the definition of a “Clinical Record” but are required to be managed as a clinical record due to policy and/or legislative obligations placed upon them.  Health facilities where the mother presents manage the form in the clinical record.  Health facilities where the mother does not present manage these forms separately.
[bookmark: _Toc530994865][bookmark: _Toc530995152][bookmark: _Toc530996818][bookmark: _Toc530997115][bookmark: _Toc532906354][bookmark: _Toc2956019][bookmark: _Toc2956561]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994867][bookmark: _Toc530995154][bookmark: _Toc530996820][bookmark: _Toc530997117][bookmark: _Toc532906356][bookmark: _Toc2956021][bookmark: _Toc2956563]Comparison with other schedules' retention period: 
ACT: 	No specific record class for Unborn Child High Risk Notifications
NSW: 	No specific record class for Unborn Child High Risk Notifications
NT: 	No specific record class for Unborn Child High Risk Notifications
SA: 	No specific record class for Unborn Child High Risk Notifications
TAS: 	Destroy 1 year after action completed (see 9.2.2)
VIC: 	No specific record class for Unborn Child High Risk Notifications
WA: 	No specific record class for Unborn Child High Risk Notifications.

[bookmark: _Toc530994869][bookmark: _Toc530995156][bookmark: _Toc530996822][bookmark: _Toc530997119][bookmark: _Toc532906358][bookmark: _Toc2956023][bookmark: _Toc2956565]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.6.4 Unborn Child at Risk Notifications – Retain for 3 months after expected presentation date.

	[bookmark: _Toc532906359][bookmark: _Toc2956024][bookmark: _Toc2956566]Organ and Tissue Donor Records

	2671
	[bookmark: _Toc2956025][bookmark: _Toc2956567]Organ and Tissue Donor Records
[bookmark: _Toc3302320][bookmark: _Toc528833905][bookmark: _Toc528941256][bookmark: _Toc528941612][bookmark: _Toc528941818][bookmark: _Toc528942188][bookmark: _Toc528942345][bookmark: _Toc531092587][bookmark: _Toc531332783][bookmark: _Toc1549635][bookmark: _Toc1549985][bookmark: _Toc2956026][bookmark: _Toc2956568]Organ and tissue donor records displaying evidence of clinical care to an individual patient/client who has donated organs/tissues.
Records displaying evidence of clinical care to an individual patient/client who has donated human organs and tissues, while the patient/client is living or after their death.  The focus is to identify transplants utilising biomaterials from another person or species against autologous procedures.
[bookmark: _Toc3302321]Records may include, but are not limited to:
· Clinical records of donors who are adults or minors.
· Clinical records of donors made prior to and after the organ/tissue donation.
· Clinical records of donors where the organ or tissue donation occurs. 
· Written consents to donate organs made by the patient/client, their parent or their senior available next of kin in accordance with s.10, s.11, s.12 and s.22 of the Transplantation and Anatomy Act 1979 (Qld):
· Living consent should reflect consent made by the patient/client/ parent or legal decision maker.
· Deceased consent should reflect the senior available next of kin.

See Artificial Insemination (AI) / In-Vitro Fertilisation (IVF) Donor Records for donor records related to Artificial Insemination (AI)/ In-Vitro Fertilisation (IVF).
[bookmark: _Toc530994871][bookmark: _Toc530995158][bookmark: _Toc530996824][bookmark: _Toc530997121][bookmark: _Toc532906363][bookmark: _Toc2956029][bookmark: _Toc2956571]Disposal action – 
Temporary.
Retain for 50 years from last patient/client service provision or legal action, whichever is the later.
	Date authorised: 27 July 2021
[bookmark: _Toc530994872][bookmark: _Toc530995159][bookmark: _Toc530996825][bookmark: _Toc530997122][bookmark: _Toc532906364][bookmark: _Toc2956030][bookmark: _Toc2956572]Why are these records created:
Organ and Tissue Donor Records include all clinical records of patients/clients (both adults and minors) who have donated organs/tissues either while they were alive or after their death. This class also includes records displaying evidence of clinical care prior to and after the organ/tissue donation.
[bookmark: _Toc530994873][bookmark: _Toc530995160][bookmark: _Toc530996826][bookmark: _Toc530997123][bookmark: _Toc532906365][bookmark: _Toc2956031][bookmark: _Toc2956573]Why the records are retained for this retention period:
The Transplant Clinical Advisory Committee of Queensland Health have advised that 50 years after the last patient/client contact is a sufficient retention period to cover the clinical need for these records.  
The Transplant Clinical Advisory Committee have identified a clinical need to retain these records for longer than General Clinical records.  Clinical history of the donor both prior to and after organ/tissue donation may be relevant to the patient/client receiving the donated organ/tissue.
[bookmark: _Toc530994874][bookmark: _Toc530995161][bookmark: _Toc530996827][bookmark: _Toc530997124][bookmark: _Toc532906366][bookmark: _Toc2956032][bookmark: _Toc2956574]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
 
[bookmark: _Toc530994876][bookmark: _Toc530995163][bookmark: _Toc530996829][bookmark: _Toc530997126][bookmark: _Toc532906368][bookmark: _Toc2956034][bookmark: _Toc2956576]Comparison with other schedules' retention period: 
Please see the following jurisdictions for the retention of clinical records for Organ and Tissue Donor Records:
ACT: 	No specific record class for Organ and Tissue Donor Records
NSW: 	No specific record class for Organ and Tissue Donor Records
NT: 	No specific record class for Organ and Tissue Donor Records
SA: 	Destroy 50 years after last contact (applies to both Adults & Minors) (see 1.22.1, 1.22.2)
TAS: 	No specific record class for Organ and Tissue Donor Records 
VIC: 	No specific record class for Organ and Tissue Donor Records
WA: 	Destroy 75 years after date of death (see 5.9).
[bookmark: _Toc530994877][bookmark: _Toc530995164][bookmark: _Toc530996830][bookmark: _Toc530997127][bookmark: _Toc532906369][bookmark: _Toc2956035][bookmark: _Toc2956577]Other comments/factors for consideration:
[bookmark: _Toc2956036][bookmark: _Toc2956578]DonateLife Queensland and Queensland Tissue Banks have agreed to maintain the retention period of 50 years for organ and tissue donor records displaying evidence of clinical care to an individual patient/client who has donated organs/tissues.
[bookmark: _Toc530994878][bookmark: _Toc530995165][bookmark: _Toc530996831][bookmark: _Toc530997128][bookmark: _Toc532906370][bookmark: _Toc2956037][bookmark: _Toc2956579]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.7 Organ and Tissue Donors Records – Retain for 50 years from last patient/client service provision or medico-legal action.

	[bookmark: RoutineClinicalWorksheets]Routine clinical worksheets
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	[bookmark: _Toc2956580]Routine clinical worksheets
Routine clinical worksheets where the outcome/results are transferred to the patient’s/client’s clinical records.
Records may include, but are not limited to:
Records relating to frequent or continuous observation or monitoring (e.g. daily fluid balance sheets, frequent observations, worksheets, journals, daily ward diary).
[bookmark: _Toc530994880][bookmark: _Toc530995167][bookmark: _Toc530997130][bookmark: _Toc532906372][bookmark: _Toc2956039][bookmark: _Toc2956581]Disposal action – 
Temporary.
Retain until the accuracy of the outcome/results have been transferred to the patient’s/client’s clinical record and have been verified.
	Date authorised: 27 July 2021
[bookmark: _Toc530994881][bookmark: _Toc530995168][bookmark: _Toc530997131][bookmark: _Toc532906373][bookmark: _Toc2956040][bookmark: _Toc2956582]Why are these records created:
Routine clinical worksheets comprise of records relating to frequent or continuous observation or monitoring (i.e. daily fluid balance sheets) where the outcome/results are transferred to the patient’s/client’s clinical record. 
[bookmark: _Toc530994882][bookmark: _Toc530995169][bookmark: _Toc530997132][bookmark: _Toc532906374][bookmark: _Toc2956041][bookmark: _Toc2956583]Why the records are retained for this retention period:
Routine clinical worksheets are transitory in nature and created as a means of recording observations about the patient/client during a work shift. 
· Information is recorded in the clinical record of the patient/client which is retained as the principal record of the care and treatment of the patient/client. 
· The proposed retention period allows sufficient time to ensure that accurate information is transferred to the patient/client clinical record from the routine clinical worksheets.
[bookmark: _Toc530994883][bookmark: _Toc530995170][bookmark: _Toc530997133][bookmark: _Toc532906375][bookmark: _Toc2956042][bookmark: _Toc2956584]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994885][bookmark: _Toc530995172][bookmark: _Toc530997135][bookmark: _Toc532906377][bookmark: _Toc2956044][bookmark: _Toc2956586]Comparison with other schedules' retention period: 
Please see the following jurisdictions for the retention of clinical records for Routine clinical worksheets:
· ACT:	No specific record class for routine clinical worksheets 
· NSW:	No specific record class for routine clinical worksheets
· NT:	No specific record class for routine clinical worksheets
· SA:	1.18.1 - Destroy when information summarised or edited, and placed on the clinical or client-related 2.3.4 - Records relating to the change-over of nursing staff and the documentation of any events required by the next shift – destroy 6 months after action completed 
· TAS:	Destroy when information has been transcribed, summarised or edited (see 1.1.0)
· VIC:	No specific record class for routine clinical worksheets
· WA:	Destroy when information is transcribed, summarised or edited (see 10.1,10.2).
[bookmark: _Toc530994887][bookmark: _Toc530995174][bookmark: _Toc530997137][bookmark: _Toc532906379][bookmark: _Toc2956046][bookmark: _Toc2956588]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 2.2.1 Routine clinical worksheets – Retain until the accuracy of the outcome/results, transferred to the patient’s/client’s clinical record, have been verified.



	[bookmark: _Toc2956589]REGISTERS AND INDICES


	Patient/client registers and indices including paper-based and electronic registers.  Where a single register is used to document multiple activities, retain for the longest minimum retention period for each individual register.
Registers and indices comprise of details including paper-based and electronic registers within a computerised patient/client administration system.  The function of clinical administration can be defined as the unique administrative processes that support and coordinate patient/client or patient/client care services in a health facility.
[bookmark: _Hlk528656981]If registers are combined, the longest minimum retention period for the register applies.  



	Disposal Authorisation
	Record class and retention period
	Justifying the retention period

	2673
	[bookmark: _Toc530997139][bookmark: _Toc2956590][bookmark: AdmissionDischargeRegisters]Admission and Discharge Registers
Register listing in date order each patient/client admitted and discharged from a health facility.
Records may include, but are not limited to:
· Registers comprising details of admission and discharge of patients/clients from health facilities such as the admission and discharge dates, name, unit record number, date of birth or age and sex of the patient/client.
· Registers may also include, admission and discharge times, address, next of kin, admitting diagnosis, discharge outcome (e.g. home, transferred, deceased, etc.), length of stay, health insurance details, guardian (if applicable), referring practitioner, concession eligibility, and summary note of the authority for admission and treatment (if applicable).
[bookmark: _Toc530994889][bookmark: _Toc530995176][bookmark: _Toc530997140][bookmark: _Toc532906382][bookmark: _Toc2956049][bookmark: _Toc2956591]Disposal action – 
Permanent. 
Transfer to QSA after business action completed.
	Date authorised: 27 July 2021
[bookmark: _Toc530994890][bookmark: _Toc530995177][bookmark: _Toc530997141][bookmark: _Toc532906383][bookmark: _Toc2956050][bookmark: _Toc2956592]Why are these records created:
In the absence of the patient/client clinical records, the admission and discharge registers document in summary form records of each patient/client admitted and discharged from Queensland Health facilities. 
[bookmark: _Toc530994891][bookmark: _Toc530995178][bookmark: _Toc530997142][bookmark: _Toc532906384][bookmark: _Toc2956051][bookmark: _Toc2956593]Why the records are retained for this retention period:
[bookmark: _Hlk55219794]In the absence of the patient’s clinical records, the admission and discharge registers would form the only public records documenting medical events in a person’s life and their interaction with Queensland Health.
The admissions and discharges to maternity hospitals would hold particular family history research value (including potentially identifying the birth of children who were then put up for adoption or where there may have been a stillbirth or miscarriage). Other potential research uses of these registers include identifying clusters of particular types of admissions in a specific region over time.

[bookmark: _Toc530994892][bookmark: _Toc530995179][bookmark: _Toc530997143][bookmark: _Toc532906385][bookmark: _Toc2956052][bookmark: _Toc2956594]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994893][bookmark: _Toc530995180][bookmark: _Toc530997144][bookmark: _Toc532906386][bookmark: _Toc2956053][bookmark: _Toc2956595]QSA permanent appraisal characteristics: 
These records provide evidence of the following characteristics from the Queensland State Archives Appraisal Statement and should be retained as archival records for future research:
· 3 – enduring rights & entitlements
· 4 – significant impact on individuals
· 5 – substantial contribution to community memory
[bookmark: _Toc530994894][bookmark: _Toc530995181][bookmark: _Toc530997145][bookmark: _Toc532906387][bookmark: _Toc2956054][bookmark: _Toc2956596]Comparison with other schedules' retention period: 
Please see the following jurisdictions for the retention of clinical records for Admission and Discharge Registers:
ACT: 	Retain permanently (see 019.026.004)
NSW: 	Retain permanently (see 2.1.4)
NT: 	No specific record class for Admission and Discharge Registers
SA: 	Retain permanently (see 2.3.1, 2.8.1)
TAS: 	Retain permanently (see 4.5.1, 4.6.1)
VIC: 	Destroy 75 years after last action (see 1.2.1)
WA: 	Retain permanently (see 9.5, 9.6).
[bookmark: _Toc530994896][bookmark: _Toc530995183][bookmark: _Toc530997147][bookmark: _Toc532906389][bookmark: _Toc2956056][bookmark: _Toc2956598]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.1 Admission and Discharge Registers.

	2674
	[bookmark: _Toc530997148][bookmark: _Toc2956599]Birth (Labour Ward) Registers
Register listing in date order of each birth occurring at a health facility providing a summary detail of medical procedure, episode or disease that is not captured elsewhere. This includes birth and labour ward registers, confinement books or their equivalent and may exist as a paper-based or electronically within a computerised patient/client administration system.
Records may include, but are not limited to:
· Registers comprising details of births, which occur at health facilities, such as date and time of birth, mother’s name, sex of baby, status of baby at birth (e.g. live, stillborn) and names of medical and nursing staff in attendance.
· Registers may also include mother’s unit record number, age, address and type of birth.
[bookmark: _Toc530994898][bookmark: _Toc530995185][bookmark: _Toc530997149][bookmark: _Toc532906391][bookmark: _Toc2956058][bookmark: _Toc2956600]Disposal action – 
Temporary.
Retain for 120 years after last action.
	Date authorised: 27 July 2021
[bookmark: _Toc530994899][bookmark: _Toc530995186][bookmark: _Toc530997150][bookmark: _Toc532906392][bookmark: _Toc2956059][bookmark: _Toc2956601]Why are these records created:
Birth (Labour Ward) Registers comprise registers that document births that occur at Queensland Health facilities. These registers are not the birth registers maintained by the Department of Justice and Attorney-General in accordance with s.5 of the Births, Deaths and Marriages Registration Act 2003 (Qld). 

[bookmark: _Toc530994900][bookmark: _Toc530995187][bookmark: _Toc530997151][bookmark: _Toc532906393][bookmark: _Toc2956060][bookmark: _Toc2956602]Why the records are retained for this retention period:
The registers comprise details of the date and time of birth, mother’s name, sex of the baby and the names of the medical and nursing staff in attendance. Other details that may be included in the registers are the mother’s record number, age, address, method of delivery and the baby’s status at birth (e.g. live or stillborn).
As these registers document in summary form each birth that occurred at Queensland Health facilities, they have research value in supplementing the Register General’s records and warrant long term retention.  The Queensland Health birth registers need to be retained for 120 years to allow for ongoing reference by the patient/client and their subsequent descendants for the next 3-4 generations (approximately 120 years based on a generation being 25-30 years) 
[bookmark: _Toc530994901][bookmark: _Toc530995188][bookmark: _Toc530997152][bookmark: _Toc532906394][bookmark: _Toc2956061][bookmark: _Toc2956603]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994903][bookmark: _Toc530995190][bookmark: _Toc530997154][bookmark: _Toc532906396][bookmark: _Toc2956064][bookmark: _Toc2956606]Comparison with other schedules' retention period: 
ACT: 	Retain permanently (see 019.026.005)
NSW: 	Retain permanently (see 2.1.5)
NT: 	No specific record class
SA: 	Retain permanently (see 2.8.2)
TAS: 	Retain permanently (see 4.8.1)
VIC: 	Retain permanently (see 4.1.2)
WA: 	Retain permanently (see 9.8).
[bookmark: _Toc530994905][bookmark: _Toc530995192][bookmark: _Toc530997156][bookmark: _Toc532906398][bookmark: _Toc2956066][bookmark: _Toc2956608]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule (QDAN 683 v1 – 3.2) – Retain for 120 years after last action.

	2675
	[bookmark: _Toc2956609]Death Registers
Register comprising details of deaths of patients/clients that occur at health facilities.  
Records may include, but are not limited to:
· Date and time of death, name and unit record number of patient/client.
· Sex, date of birth or age, cause of death and name of medical officer.
· Deaths on arrival.
· Notification of deaths that have occurred in a health facility to the Registry of Births, Deaths and Marriages.
[bookmark: _Toc530994907][bookmark: _Toc530995194][bookmark: _Toc530997158][bookmark: _Toc532906400][bookmark: _Toc2956068][bookmark: _Toc2956610]Disposal action – 
Temporary. 
Retain for 10 years after last action.
	[bookmark: _Toc530994908][bookmark: _Toc530995195][bookmark: _Toc530997159][bookmark: _Toc532906401][bookmark: _Toc2956069][bookmark: _Toc2956611]Date authorised: 27 July 2021
Why are these records created:
[bookmark: _Toc530994909][bookmark: _Toc530995196][bookmark: _Toc530997160][bookmark: _Toc532906402][bookmark: _Toc2956070][bookmark: _Toc2956612]Death registers comprise registers that document deaths that occur at Queensland Health facilities.
Why the records are retained for this retention period:
The registers comprise details of the date and time of death, name and record number of the patient/client. Other details that may be included in the registers are the sex, date of birth or age, cause of death and the name of the medical officer.

[bookmark: _Hlk3820479]These death registers are not the death register maintained by the Department of Justice and Attorney-General in accordance with s.26, 33 and 44 of the Births, Deaths and Marriages Registration Act 2003 (Qld).  The Death Registers are compiled by copying information from the death certificates and as such, contain no further information than that recorded by the Department of Justice and Attorney-General.

Queensland Health has a short-term business need to consult their death registers and have advised that generally all reference has ceased within 10 years. Queensland Health would be able to consult the Department of Justice and Attorney-General for information beyond 10 years if required.
The 10 year retention period is also consistent with the Clinical records – Adults and Clinical records – Deceased Minors.

[bookmark: _Toc530994910][bookmark: _Toc530995197][bookmark: _Toc530997161][bookmark: _Toc532906403]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994912][bookmark: _Toc530995199][bookmark: _Toc530997163][bookmark: _Toc532906405][bookmark: _Toc2956072][bookmark: _Toc2956614]Comparison with other schedules' retention period: 
ACT: 	Retain permanently (see 019.026.006)
NSW: 	Retain permanently (see 2.1.2)
NT: 	No specific record class for Death Registers 
SA: 	No specific record class for Death Registers
TAS: 	Retain permanently (see 4.9.1)
VIC: 	Retain permanently (see 4.1.4)
WA: 	Retain permanently (see 9.9).
[bookmark: _Toc530994913][bookmark: _Toc530995200][bookmark: _Toc530997164][bookmark: _Toc532906406][bookmark: _Toc2956073][bookmark: _Toc2956615]Other comments/factors for consideration:
[bookmark: _Toc530994914][bookmark: _Toc530995201][bookmark: _Toc530997165][bookmark: _Toc532906407][bookmark: _Toc2956074][bookmark: _Toc2956616]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.3 Death Registers – Retain for 10 years after last action 

	2676
	[bookmark: _Toc2956617]Diagnostic Images, Audio and Other Similar Material Registers
[bookmark: _Toc2956076][bookmark: _Toc2956618]Register comprising details including location of diagnostic images, audio and other similar materials used for tracking purposes.
[bookmark: _Toc2956077][bookmark: _Toc2956619]Records may include, but are not limited to:	
· [bookmark: _Toc2956078][bookmark: _Toc2956620]registers of radiographic images or diagnostically equivalent recording of medical images/material relating to the production of: 
· [bookmark: _Toc2956079][bookmark: _Toc2956621]Audiology, spirometry, grading, imaging, measurements and readings of organs and/or tissues, using radiological or other diagnostic medical procedures. 
· Diagnostic radiology, nuclear medicine, ultrasound, Computed Tomography and Magnetic Resonance Imaging and clinical photography records.
[bookmark: _Toc530994916][bookmark: _Toc530995203][bookmark: _Toc530997167][bookmark: _Toc532906409][bookmark: _Toc2956080][bookmark: _Toc2956622]Disposal action – 
Temporary.
[bookmark: _Hlk3821501]Retain until all diagnostic imaging, audio and other similar materials described in the register have been disposed of in accordance with Diagnostic Imaging, Audio and Other Similar Material  of this Schedule.
	Date authorised: 27 July 2021
[bookmark: _Toc530994917][bookmark: _Toc530995204][bookmark: _Toc530997168][bookmark: _Toc532906410][bookmark: _Toc2956081][bookmark: _Toc2956623]Why are these records created:
[bookmark: _Hlk13561399][bookmark: _Hlk3821237]Diagnostic Images, Audio and Other Similar Material Registers document details including location of diagnostic images, audio and other similar materials used for tracking purposes and not showing the final disposal of the diagnostic images that occur at Queensland Health facilities.
[bookmark: _Toc530994918][bookmark: _Toc530995205][bookmark: _Toc530997169][bookmark: _Toc532906411][bookmark: _Toc2956082][bookmark: _Toc2956624]Why the records are retained for this retention period:
[bookmark: _Hlk3821290]These registers do not form master control records and do not document disposal. Diagnostic Images, Audio and Other Similar Material Registers document the location of diagnostic films and other visual material and are used for tracking purposes.
[bookmark: _Toc530994919][bookmark: _Toc530995206][bookmark: _Toc530997170][bookmark: _Toc532906412]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994921][bookmark: _Toc530995208][bookmark: _Toc530997172][bookmark: _Toc532906414][bookmark: _Toc2956084][bookmark: _Toc2956626]Comparison with other schedules' retention period: 
ACT: 	Destroy 7 years after last action (see 019.026.019)
NSW: 	Retain until no longer required for administrative purposes, then destroy (see 3.4.1) 
NT: 	No specific record class for Diagnostic Images, Audio and Other Similar Material Registers
SA: 	No specific record class for Diagnostic Images, Audio and Other Similar Material Registers
TAS: 	No specific record class for Diagnostic Images, Audio and Other Similar Material Registers
VIC:	No specific record class for Diagnostic Images, Audio and Other Similar Material Registers
[bookmark: _Toc530994922][bookmark: _Toc530995209][bookmark: _Toc530997173][bookmark: _Toc532906415]WA: 	Destroy when all film and visual materials registered have been destroyed (see 13.3). 
[bookmark: _Toc530994923][bookmark: _Toc530995210][bookmark: _Toc530997174][bookmark: _Toc532906416][bookmark: _Toc2956086][bookmark: _Toc2956628]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.6 Film and Other Visual Material Registers – Retain until all the film and visual materials described in the register have been disposed of in accordance with Reference Number 2.3.1 of this Schedule.
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	[bookmark: _Toc2956629]Disease and Operation Indices
Indices listing each disease, condition, operation or procedure code numbers with the selected items for each patient/client having diagnoses or having undergone that operation or procedure that is not captured elsewhere. 
Records may include, but are not limited to:
· Register/indexes listing in date and time order, each operation or procedure carried out in the theatre.
· Register/indexes listing date of admission, length of stay, discharge status and destination, serial number of operation, time, patient's name, sex, age and unit record number, diagnosis and operative procedure, name of surgeon, assistant surgeon and anaesthetists, signatures of surgeon and anaesthetists, any anaesthetic complications and remarks.

[bookmark: _Toc530994925][bookmark: _Toc530995212][bookmark: _Toc530997176][bookmark: _Toc532906418][bookmark: _Toc2956088][bookmark: _Toc2956630]Disposal action – 
Temporary.
Retain for 120 years after last action.
	Date authorised: 27 July 2021
[bookmark: _Toc530994926][bookmark: _Toc530995213][bookmark: _Toc530997177][bookmark: _Toc532906419][bookmark: _Toc2956089][bookmark: _Toc2956631]Why are these records created:
Disease and Operation Indices document the diseases and operations of patients/clients at Queensland Health facilities. Disease and Operation Indices are used in locating patient/client records in a numerical filing system linking the patient’s name to the identification number.
[bookmark: _Toc530994927][bookmark: _Toc530995214][bookmark: _Toc530997178][bookmark: _Toc532906420][bookmark: _Toc2956090][bookmark: _Toc2956632]Why the records are retained for this retention period:
[bookmark: _Hlk3821817]Queensland Health advised that there is a long-term business need to retain these indexes not only for the life of the patient, but for the next 3 – 4 generations (approximately 120 years based on a generation being 25-30 years) 
[bookmark: _Toc530994928][bookmark: _Toc530995215][bookmark: _Toc530997179][bookmark: _Toc532906421][bookmark: _Toc2956091][bookmark: _Toc2956633]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994930][bookmark: _Toc530995217][bookmark: _Toc530997181][bookmark: _Toc532906423][bookmark: _Toc2956093][bookmark: _Toc2956635]Comparison with other schedules' retention period: 
[bookmark: _Toc2956094][bookmark: _Toc2956636]ACT:	Retain permanently (see 019.026.002)
[bookmark: _Toc2956095][bookmark: _Toc2956637]NSW: 	Retain permanently (see 2.1.2)
[bookmark: _Toc2956096][bookmark: _Toc2956638]NT: 	No specific record class for Disease and Operation Indices Registers 
[bookmark: _Toc2956097][bookmark: _Toc2956639]SA: 	Retain permanently (see 2.8.2)
[bookmark: _Toc2956098][bookmark: _Toc2956640][bookmark: _Toc2956099][bookmark: _Toc2956641]TAS: 	Retain permanently (see 4.10.1)
VIC: 	No specific record class for Disease and Operation Index Registers 
[bookmark: _Toc2956100][bookmark: _Toc2956642][bookmark: _Toc530994931][bookmark: _Toc530995218][bookmark: _Toc530997182][bookmark: _Toc532906424]WA: 	Retain permanently (see 9.2).
[bookmark: _Toc530994932][bookmark: _Toc530995219][bookmark: _Toc530997183][bookmark: _Toc532906425][bookmark: _Toc2956102][bookmark: _Toc2956644]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.4 Disease and Operation Indexes -  Retain for 120 years after last action
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	[bookmark: _Toc2956645]Emergency and Outpatient Attendance Registers
[bookmark: _Toc528833915][bookmark: _Toc528941267][bookmark: _Toc528941623][bookmark: _Toc528941829][bookmark: _Toc528942199][bookmark: _Toc528942356][bookmark: _Toc531092598][bookmark: _Toc531332794][bookmark: _Toc2956104][bookmark: _Toc2956646]Register listing in date and time order each patient/client attendance at a health facility emergency or outpatient department.  
Records may include, but are not limited to:
· Date and time of attendance, name, sex, date of birth or age of patients/clients, attending medical officer.
· Unit record number, address, reason for attendance, and where available, outcome of follow-up arrangements.
· Patients/clients who were dead on arrival.
Excludes any record listed above that relates to incidents, allegations, disclosures and investigations of abuse of vulnerable persons.  These records must be retained for 100 years after creation of the record.  
See GRDS 1558 Incidents, allegations, disclosures and investigations of abuse – vulnerable persons. 

[bookmark: _Toc530994934][bookmark: _Toc530995221][bookmark: _Toc530997185][bookmark: _Toc532906427][bookmark: _Toc2956105][bookmark: _Toc2956647]Disposal action – 
Temporary.
Retain for 10 years after last action.
	Date authorised: 27 July 2021
[bookmark: _Toc530994935][bookmark: _Toc530995222][bookmark: _Toc530997186][bookmark: _Toc532906428][bookmark: _Toc2956106][bookmark: _Toc2956648]Why are these records created:
[bookmark: _Toc2956107][bookmark: _Toc2956649][bookmark: _Toc530994936][bookmark: _Toc530995223][bookmark: _Toc530997187][bookmark: _Toc532906429][bookmark: _Toc2956108][bookmark: _Toc2956650]The Emergency and Outpatient Attendance Registers comprise registers that document the attendance of patients/clients at Queensland Health emergency and outpatient facilities.
The registers comprise details of patient/client time and date of attendance, name, date of birth or age, gender and attending medical officer. Other details that may be included in the registers are the patient/client record number, address, reason for attendance and outcome of follow-up arrangements.
Outpatient attendance registers are appointment scheduling records and contain no patient condition information.
Why the records are retained for this retention period:
Emergency and Outpatient Attendance Registers document in summary form each patient/client’s attendance at Queensland Health emergency and outpatient facilities that would not be documented in the admission registers.  
[bookmark: _Toc530994937][bookmark: _Toc530995224][bookmark: _Toc530997188][bookmark: _Toc532906430][bookmark: _Toc2956109][bookmark: _Toc2956651]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994939][bookmark: _Toc530995226][bookmark: _Toc530997190][bookmark: _Toc532906432][bookmark: _Toc2956111][bookmark: _Toc2956653]Comparison with other schedules' retention period: 
Please see the following jurisdictions for the retention of clinical records for Emergency and Outpatient Attendance Registers:
[bookmark: _Toc2956112][bookmark: _Toc2956654]ACT: 	Retain permanently (see 019.026.008)
[bookmark: _Toc2956113][bookmark: _Toc2956655]NSW: 	Retain permanently (see 2.1.7)
[bookmark: _Toc2956114][bookmark: _Toc2956656]NT: 	No specific record class for Emergency and Outpatient Attendance Registers 
[bookmark: _Toc2956115][bookmark: _Toc2956657]SA: 	Retain permanently (see 2.8.2)
[bookmark: _Toc2956116][bookmark: _Toc2956658]TAS: 	Destroy 7 years after date of last entry in register (see 4.7.1)
[bookmark: _Toc2956117][bookmark: _Toc2956659]VIC: 	No specific record class for Emergency and Outpatient Attendance Registers
WA: 	Retain permanently (see 9.7).
[bookmark: _Toc530994941][bookmark: _Toc530995228][bookmark: _Toc530997192][bookmark: _Toc532906434][bookmark: _Toc2956119][bookmark: _Toc2956661]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.5 Emergency and Outpatient Attendance Registers - Retain for 10 years after last action.
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	[bookmark: _Toc2956662][bookmark: MasterPatientIndex]Master Patient Indices (MPI) / Patient Master Indices (PMI) / Master Patient Registers (MPR)
[bookmark: _Toc2956121][bookmark: _Toc2956663]Master Patient Indices (MPI) / Patient Master Indices (PMI) / Master Patient Registers (MPR) record the names and unit record numbers of a patient/client who has received care at a health facility or where the intention is that they will receive a health service.  
[bookmark: _Toc2956122][bookmark: _Toc2956664]Records may include, but are not limited to:
· [bookmark: _Toc2956123][bookmark: _Toc2956665]Details which constitutes the patient master index such as the name of the health facility, patient’s/client’s unit record number, name, date of birth, sex, address, and date of patient’s/client’s registration (e.g. the date that the unit record number was assigned).
· [bookmark: _Toc2956124][bookmark: _Toc2956666]MPI, PMI and MPR are keys to locating an individual patient/client record in a numerical filing system, by providing a link between the name of the patient/client and the health facility’s unit record number. 
See Number Registers / Patient Number Registers / Client Number Registers for registers in number order
See Admission and Discharge Registers  where the MPI / PMI / MPR or their equivalent maintains a record of summary patient/client admission and discharge registration details not recorded elsewhere.
[bookmark: _Toc530994943][bookmark: _Toc530995230][bookmark: _Toc530997194][bookmark: _Toc532906436][bookmark: _Toc2956125][bookmark: _Toc2956667]Disposal action – 
Permanent in agency. 

	Date authorised: 27 July 2021
[bookmark: _Toc530994944][bookmark: _Toc530995231][bookmark: _Toc530997195][bookmark: _Toc532906437][bookmark: _Toc2956126][bookmark: _Toc2956668]Why are these records created:
These records document the unique number allocated to each patient. Alternative names for this index include Master Patient Indices (MPI) / Patient Master Indices (PMI) / Master Patient Registers (MPR). The registers comprise details of the name of the Queensland Health facility, patient’s/client’s number, name, date of birth, sex, address, and date of patient’s/client’s registration (i.e. the date that the unit record number was assigned). Traditionally these indices comprised large collections of index cards, but in recent decades, these records are created and maintained within electronic business systems.
[bookmark: _Toc530994945][bookmark: _Toc530995232][bookmark: _Toc530997196][bookmark: _Toc532906438][bookmark: _Toc2956127][bookmark: _Toc2956669]Why the records are retained for this retention period:
Master Patient Indices (MPI) / Patient Master Indices (PMI) / Master Patient Registers (MPR) form the master patient/client index and control record linking the names of Queensland Health’s patient/clients to their record number. They have research value and warrant permanent retention. 
[bookmark: _Toc530994946][bookmark: _Toc530995233][bookmark: _Toc530997197][bookmark: _Toc532906439][bookmark: _Toc2956128][bookmark: _Toc2956670]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994947][bookmark: _Toc530995234][bookmark: _Toc530997198][bookmark: _Toc532906440][bookmark: _Toc2956129][bookmark: _Toc2956671]
[bookmark: _Toc530994948][bookmark: _Toc530995235][bookmark: _Toc530997199][bookmark: _Toc532906441][bookmark: _Toc2956130][bookmark: _Toc2956672]Comparison with other schedules' retention period: 
ACT: 	Retain permanently (see 019.026.001)
NSW: 	Retain until no longer required for administrative purposes, then destroy (see 2.1.1) 
NT: 	No specific record class for Master Patient Indices (MPI) / Patient Master Indices (PMI) / Master Patient Registers (MPR) 
SA: 	Retain permanently (see 2.8.1) 
TAS: 	Retain permanently (see 4.1.1) 
VIC: 	Destroy 75 years after last action (see 1.2.1)
WA: 	Retain permanently (see 9.1).
[bookmark: _Toc530994949][bookmark: _Toc530995236][bookmark: _Toc530997200][bookmark: _Toc532906442][bookmark: _Toc2956131][bookmark: _Toc2956673]Other comments/factors for consideration:
[bookmark: _Toc530994950][bookmark: _Toc530995237][bookmark: _Toc530997201][bookmark: _Toc532906443][bookmark: _Toc2956132][bookmark: _Toc2956674]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.7 Master Patient Indexes (MPI)/Patient Master Indexes (PMI)/Master Patient Registers (MPR) – Retain permanently.
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	[bookmark: _Toc2956675][bookmark: MentalHealthRegisters]Mental Health Registers
[bookmark: _Toc2956134][bookmark: _Toc2956676]Registers at health facilities made in accordance with the Mental Health Act 2016 (Qld) or a repealed Mental Health Act (Mental Health Act 2000 (Qld) or Mental Health Act 1974 (Qld)) relating to the summarisation of details in a central registration system to register or identify current and returning patients/clients.
[bookmark: _Toc2956135][bookmark: _Toc2956677]Records may include, but are not limited to:
[bookmark: _Toc2956136][bookmark: _Toc2956678]The register of authorised doctors, register of patients/clients liable to be detained, restricted patient/client registers, seclusion registers, etc.
[bookmark: _Toc2956137][bookmark: _Toc2956679]Includes data sets contained within information systems which comprise the registers, such as:
· [bookmark: _Toc2956138][bookmark: _Toc2956680]Mental Health Information Systems. 
· [bookmark: _Toc2956139][bookmark: _Toc2956681]Consumer Integrated Mental Health and Addiction (CIMHA) application.
· [bookmark: _Toc2956140][bookmark: _Toc2956682]Electroconvulsive Therapy (ECT), sedation and seclusion registers.
[bookmark: _Toc530994952][bookmark: _Toc530995239][bookmark: _Toc530997203][bookmark: _Toc532906445][bookmark: _Toc2956141][bookmark: _Toc2956683]Disposal action – 
Temporary.
Retain for 120 years after last action.
	Date authorised: 27 July 2021
[bookmark: _Toc530994953][bookmark: _Toc530995240][bookmark: _Toc530997204][bookmark: _Toc532906446][bookmark: _Toc2956142][bookmark: _Toc2956684]Why are these records created:
The Mental Health Registers are used to locate the patient/client record in a numerical filing system linking the patient’s name to the identification number.
[bookmark: _Toc530994954][bookmark: _Toc530995241][bookmark: _Toc530997205][bookmark: _Toc532906447][bookmark: _Toc2956143][bookmark: _Toc2956685]Why the records are retained for this retention period:
Mental Health Registers document in summary form a patient/client’s treatment attendance at Queensland Health facilities in the area of mental health. Queensland Health advised that there is a long-term business need to retain these registers not only for the life of the patient, but for the next 3-4 generations (approximately 120 years based on a generation being 25-30 years).
They have research value and warrant long term retention.
The Mental Health Registers are to be kept at public and psychiatric hospitals under the Mental Health Act 2016 (Qld).  The registers are maintained on the Consumer Integrated Mental Health and Addiction (CIMHA) Application and World Health Organisation Mental Health Information Systems (MHIS).
[bookmark: _Toc530994955][bookmark: _Toc530995242][bookmark: _Toc530997206][bookmark: _Toc532906448]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994957][bookmark: _Toc530995244][bookmark: _Toc530997208][bookmark: _Toc532906450][bookmark: _Toc2956145][bookmark: _Toc2956687]Comparison with other schedules' retention period: 
ACT: 	No specific record class for Mental Health Registers
NSW: 	Registers or summary records documenting the administration of electro-convulsive therapy or sedation or seclusion of mental health patients - Retain minimum of 15 years after date of last entry, then destroy (2.1.12)
NT: 	No specific record class for Mental Health Registers
SA: 	No specific record class for Mental Health Registers
TAS: 	No specific record class for Mental Health Registers 
VIC: 	No specific record class for Mental Health Registers 
WA: 	No specific record class for Mental Health Registers. 

[bookmark: _Toc530994959][bookmark: _Toc530995246][bookmark: _Toc530997210][bookmark: _Toc532906452][bookmark: _Toc2956147][bookmark: _Toc2956689]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.8 Mental Health Registers – Retain for 120 years after last action.
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	[bookmark: _Toc2956690][bookmark: NumberRegister]Number Registers / Patient Number Registers / Client Number Registers
Number Registers / Patient Number Registers / Client Number Registers list the unit record numbers in numerical order, and as each number is issued, records the name of the patient/client to whom the number has been issued.
Records may include, but are not limited to:
· Registers (e.g. card register or equivalent) comprising details which constitute the Number Register such as unit record numbers, patient’s/client’s name, date of birth, sex, and date on which the number was issued.
[bookmark: _Toc530994961][bookmark: _Toc530995248][bookmark: _Toc530997212][bookmark: _Toc532906454][bookmark: _Toc2956149][bookmark: _Toc2956691]See Master Patient Indices (MPI) / Patient Master Indices (PMI) / Master Patient Registers (MPR) 
Disposal action – 
Temporary.
Retain until administrative use ceases.
	Date authorised: 27 July 2021
[bookmark: _Toc530994962][bookmark: _Toc530995249][bookmark: _Toc530997213][bookmark: _Toc532906455][bookmark: _Toc2956150][bookmark: _Toc2956692]Why are these records created:
The Number Registers / Patient Number Registers / Client Number Registers document the unique number allocated to each patient/client. The patient/client number is used as the key identifier for their clinical records. These registers are a chronological list of unit record numbers in numerical order, and as each number is issued, records the name of the patient to whom the number has been issued.
[bookmark: _Toc530994963][bookmark: _Toc530995250][bookmark: _Toc530997214][bookmark: _Toc532906456][bookmark: _Toc2956151][bookmark: _Toc2956693]Why the records are retained for this retention period:
As the information in these registers duplicates the information contained in the Patient Master Index, the Number Registers are a tool used to allocate patient numbers and only need to be retained until their administrative use has ceased. 
[bookmark: _Toc530994964][bookmark: _Toc530995251][bookmark: _Toc530997215][bookmark: _Toc532906457][bookmark: _Toc2956152][bookmark: _Toc2956694]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994966][bookmark: _Toc530995253][bookmark: _Toc530997217][bookmark: _Toc532906459][bookmark: _Toc2956154][bookmark: _Toc2956696]Comparison with other schedules' retention period: 
ACT: 	Retain permanently (see 019.026.001)
NSW: 	Retain until no longer required for administrative purposes, then destroy (see 2.1.1)
NT: 	No specific record class for Number Registers/Patient Number Registers/Client Number Registers 
SA: 	Retain permanently (see 2.8.1) 
TAS: 	Retain permanently OR Destroy when reference ceases (if duplicated in PMI) (see 4.4.1 OR 4.4.2)
VIC: 	No specific record class for Number Registers/Patient Number Registers/Client Number Registers
WA: 	Retain until no longer required for administrative purposes, then destroy (see 9.4.1). 
[bookmark: _Toc530994968][bookmark: _Toc530995255][bookmark: _Toc530997219][bookmark: _Toc532906461][bookmark: _Toc2956156][bookmark: _Toc2956698]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.9 Number Registers/Patient Number Registers/Client Number Registers – Retain until administrative use ceases.
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	[bookmark: _Toc2956699]Operation/Theatre Registers
[bookmark: _Toc528833923][bookmark: _Toc528941275][bookmark: _Toc528941631][bookmark: _Toc528941837][bookmark: _Toc528942207][bookmark: _Toc528942364][bookmark: _Toc531092606][bookmark: _Toc531332802][bookmark: _Toc2956158][bookmark: _Toc2956700]Registers comprising details of patient/client’s operations performed at health facilities.
Records may include, but are not limited to:
· Details of serial number of operation, date, time, patient’s/client’s name, sex, age and unit record number, diagnosis and operative procedure, name of surgeon, assistant surgeon and anaesthetists. 
· Includes both paper-based registers and electronic registers.
[bookmark: _Toc530994970][bookmark: _Toc530995257][bookmark: _Toc530997221][bookmark: _Toc532906463][bookmark: _Toc2956159][bookmark: _Toc2956701]Disposal action – 
Temporary.
Retain for 120 years after last action.
	Date authorised: 27 July 2021
[bookmark: _Toc530994971][bookmark: _Toc530995258][bookmark: _Toc530997222][bookmark: _Toc532906464][bookmark: _Toc2956160][bookmark: _Toc2956702]Why are these records created:
The Operation/Theatre Registers document patient/client operations performed at Queensland Health facilities.
[bookmark: _Toc530994972][bookmark: _Toc530995259][bookmark: _Toc530997223][bookmark: _Toc532906465][bookmark: _Toc2956161][bookmark: _Toc2956703]Why the records are retained for this retention period:
The registers comprise details of serial number of the operation, date, time, patient/client name, sex, age and record number, diagnosis and operative procedure, name of surgeon, assistant surgeon and anaesthetists. 
Queensland Health advised that there is a long-term business need to retain these registers not only for the life of the patient, but for the next 3 – 4 generations (approximately 120 years based on a generation being 25 – 30 years).
[bookmark: _Toc530994973][bookmark: _Toc530995260][bookmark: _Toc530997224][bookmark: _Toc532906466][bookmark: _Toc2956162][bookmark: _Toc2956704]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994975][bookmark: _Toc530995262][bookmark: _Toc530997226][bookmark: _Toc532906468][bookmark: _Toc2956164][bookmark: _Toc2956706]Comparison with other schedules' retention period: 
ACT: 	Retain permanently (see 019.026.011)
NSW: 	Retain permanently (see 2.1.8)
NT: 	No specific record class for Operation/Theatre Registers
SA: 	Retain permanently (see 2.8.2)
TAS: 	Retain permanently (4.10.1)
VIC: 	No specific record class for Operation/Theatre Registers
WA: 	Retain permanently (see 9.10).
[bookmark: _Toc530994976][bookmark: _Toc530995263][bookmark: _Toc530997227][bookmark: _Toc532906469][bookmark: _Toc2956165][bookmark: _Toc2956707]Other comments/factors for consideration:
[bookmark: _Toc530994977][bookmark: _Toc530995264][bookmark: _Toc530997228][bookmark: _Toc532906470][bookmark: _Toc2956166][bookmark: _Toc2956708]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.10 Operation/Theatre Registers – Retain 120 years after last action.
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	[bookmark: _Toc2956709]Short Term Registers
[bookmark: _Toc528833925][bookmark: _Toc528941277][bookmark: _Toc528941633][bookmark: _Toc528941839][bookmark: _Toc528942209][bookmark: _Toc528942366][bookmark: _Toc531092608][bookmark: _Toc531332804][bookmark: _Toc2956168][bookmark: _Toc2956710]Registers with the sole purpose of providing information of temporary, short term value to assist in the routine administration of hospital wards and the changing shifts of staff or information already recorded and available in an acceptable medium (e.g. paper-based or electronic) elsewhere in the health facility (e.g. admission registers).  Any pertinent information is to be transposed into the relevant clinical record(s).
Records may include, but are not limited to:
· Bed Return or Daily Bed Return – daily midnight census for a ward, listing all inpatients admitted, discharged, transferred, died and those remaining in at midnight. 
· Daily Inpatient Census – listing of all inpatients within a health facility at the time that the list was created.  List may also include current ward of inpatients, visitor access permission and a generic statement in regard to each patient’s general condition.
· Ward Registers – daily cumulative listing of inpatient movement within that ward (e.g. admissions, bed transfers, discharges).
[bookmark: _Toc530994979][bookmark: _Toc530995266][bookmark: _Toc530997230][bookmark: _Toc532906472][bookmark: _Toc2956169][bookmark: _Toc2956711]Disposal action – 
Temporary. 
Retain until administrative use ceases.
	Date authorised: 27 July 2021
[bookmark: _Toc530994980][bookmark: _Toc530995267][bookmark: _Toc530997231][bookmark: _Toc532906473][bookmark: _Toc2956170][bookmark: _Toc2956712]Why are these records created:
The Short Term Registers locate the patient/client record in linking the patient/client name to the identification number.
[bookmark: _Toc530994981][bookmark: _Toc530995268][bookmark: _Toc530997232][bookmark: _Toc532906474][bookmark: _Toc2956171][bookmark: _Toc2956713]Why the records are retained for this retention period:
The Short Term Registers provide information of temporary, short term value to assist in the routine administration of hospital wards and the changing shifts of staff or information already recorded and available in an acceptable medium (e.g. paper-based or electronic) elsewhere in the health facility (e.g. admission registers).   Other information contained in the registers relating to the patient’s/client’s condition and their admission/discharge is captured in their clinical records and the admission and discharge registers
[bookmark: _Toc530994982][bookmark: _Toc530995269][bookmark: _Toc530997233][bookmark: _Toc532906475][bookmark: _Toc2956172][bookmark: _Toc2956714]Applicable legislation/standards:
See the list of applicable legislation and standards for public records created, kept and managed by the Health Sector located at the beginning of this appraisal log.
[bookmark: _Toc530994984][bookmark: _Toc530995271][bookmark: _Toc530997235][bookmark: _Toc532906477][bookmark: _Toc2956174][bookmark: _Toc2956716]Comparison with other schedules' retention period: 
Please see the following jurisdictions for the retention of clinical records for Short Term Registers:
[bookmark: _Toc2956175][bookmark: _Toc2956717]ACT: 	No specific record class for Short Term Registers
[bookmark: _Toc2956177][bookmark: _Toc2956719][bookmark: _Toc2956178][bookmark: _Toc2956720]NSW: 	Retain minimum of 2 years after date of last entry, then destroy (see 2.2.1)
NT: 	No specific record class for Short Term Registers
[bookmark: _Toc2956179][bookmark: _Toc2956721]SA: 	No specific record class for Short Term Registers
[bookmark: _Toc2956180][bookmark: _Toc2956722]TAS: 	No specific record class for Short Term Registers
[bookmark: _Toc2956181][bookmark: _Toc2956723]VIC: 	No specific record class for Short Term Registers
[bookmark: _Toc2956182][bookmark: _Toc2956724][bookmark: _Toc530994985][bookmark: _Toc530995272][bookmark: _Toc530997236][bookmark: _Toc532906478]WA: 	Destroy when reference ceases (see 9.12).
[bookmark: _Toc2956183][bookmark: _Toc2956725]Other comments/factors for consideration:
[bookmark: _Toc530994986][bookmark: _Toc530995273][bookmark: _Toc530997237][bookmark: _Toc532906479][bookmark: _Toc2956184][bookmark: _Toc2956726]Previous schedule references:
Health Sector (Clinical Records) Retention and Disposal Schedule: QDAN 683 v.1 Reference 3.11 Short Term Registers – Retain until superseded.
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