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Introduction 
 
The Australian Nursing and Midwifery Federation (Vic Branch) welcomes the opportunity to respond 
to the proposed draft regulations to replace the Drugs, Poisons and Controlled Substances 
Regulations 2006.  
 
The Australian Nursing and Midwifery Federation (Victorian Branch) (ANMF) was established in 
1924.  The ANMF (Vic Branch) is the largest industrial and professional organisation in Australia for 
registered nurses and midwives, with Branches in each state and territory of Australia.  
 
ANMF (Vic Branch) has more than 74,000 members.  Our members are employed in a wide range of 
enterprises in urban, rural and community care locations. The ANMF (Vic Branch) participates in the 
development of policy relating to nursing and midwifery practice, professionalism, regulation, 
education, training, workforce, and socio-economic welfare, health and aged care, community 
services, veterans’ affairs, occupational health and safety, industrial relations, social justice, human 
rights, immigration, foreign affairs and law reform. 
 
We represent registered nurses and midwives working across  all areas of  health  and community 
services, including, but not limited  to, the specialist mental health sector, aboriginal health, aged 
care, alcohol and other drug services, community health, district nursing (including the RDNS 
Homeless Person Program), emergency departments, general hospitals, local councils, maternal and 
child  health, midwifery services, nurse-on-call, occupational health, palliative care, primary health 
and general practice clinics, private hospitals and healthcare, prisons and the justice system, 
rehabilitation services and schools.  We are well placed to contribute to the consultation for the 
draft regulations to replace the Drugs and Poisons Regulations 2006 on behalf of the largest 
component of the health workforce, midwives and nurses.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recommendations Summary 
 
Recommendation 1 
To include a definition of “carer” as a person who provides care (as defined) who is not a nurse 
or midwife. 
 
Recommendation 2 
Ensure the regulations distinguish between nurses and carers, whereby under delegation from a 
Registered Nurse a carer can assist a resident with self-administration, but cannot administer 
medication themselves. 
 
Recommendation 3 
Include definition-Role of [unregulated] care workers 

A care worker may only physically assist a consumer in the administration of their medicine 
using their Drug Administration Aid (DAA) if the consumer is responsible for their own 
medication management. 
 
The care worker may remove medicines from a DAA, or prompt a consumer to remove and 
take the medicine. Care workers should have competency-based training in accordance with 
organisational policy and Australian, state or territory legislation. Care workers may perform 
these activities only on delegation by the Registered Nurse responsible for the management 
of the medication.  
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Recommendation 6 Require the Registered Nurse to administer the medications personally, or 
delegate to a medication ‘NMBA medication authorised’ Enrolled Nurse.  
 
  

Recommendation 4 

Prescribe that an aged care provider must ensure that a Registered Nurse is on duty at all 
times at the facility to manage the medications.  
 
Recommendation 5  
The Registered Nurse on duty on the shift be responsible for the management of medications and 
be identifiable to other nursing and care staff as such.  
 
Recommendation 6 
Require the Registered Nurse to administer the medications personally, or delegate to a 
medication ‘NMBA medication authorised’ Enrolled Nurse unless the consumer has been assessed 
by the Registered Nurse as competent to administer their own medication.  
 
Recommendation 7 
The Act and Regulations stipulate that where a medicine is packed in a container, other than that 
of the manufacture of the medicine, that medicine can only be packaged in a single drug 
packaging system and not a multidose packaging system in order for the administering health 
practitioner to be able to identify the individual medicine. 
 
Recommendation 8 
Definition of medication chart– a written medication order having the same effect as a 
prescription 
 
Recommendation 9 
Page 10 Column 1 PART 2 changed wording to- 
23. Emergency response workers who hold current certification in Advanced First Aid or nurses 
employed at inaccessible locations, mine sites, and power stations. 

 
Recommendation 10 
(3) Subject to sub regulation (4) the Secretary may approve the possession of a Schedule 4 
poisons, Schedule 8 poisons or Schedule 9 poison by a nurse or registered midwife or a class of 
registered midwife. 
 
Recommendation 11 
Remove draft wording in 35 (2) and replace with  
“The security in the use of electronic storage and recording equipment for Schedule 8 and 
Schedule 9 poisons security must include ……” 
 
Recommendation 12 
Inclusion of a new part (5b) 
A person required to keep records under this division must take all reasonable steps to ensure 
that records of access codes allocated to individuals for making an electronic transaction record 
for Schedule 8 or Schedule 9 poisons is kept confidential and secure. 
 
Recommendation 13 
To include in 51 (2)(a) “in the presence of another nurse practitioner or authorized eligible 
midwife”. 
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Response to draft regulations 
 
Page 3, the statement “the intent of the proposed draft regulations is to define the limits of 
professional practice but not encroach on what is the appropriate clinical practice” is difficult to 
conceptualise. The most obvious example of this is the requirement for the regulations to apply to 
nurses and registered midwives, defining “professional practice” while staying silent on the 
obligations of other workers (not regulated in any other way) who may undertake some of those 
activities, for example, a personal care worker (PCW) or an assistant in nursing (AIN). The ANMF 
believe it is a failure of the new draft Regulations to not consider what the professions view as 
appropriate clinical practice that provides for safety and quality in medicines management. 
 
  

Recommendation 14 
51 (3) be amended to “it is destroyed by a registered medical practitioner, pharmacist, veterinary 
practitioner, dentist, nurse, or registered midwife in the presence of another person who is a 
registered medical practitioner, pharmacist, veterinary practitioner, dentist, nurse, registered 
midwife, nurse practitioner or authorised registered midwife”. 
or 
Alternative recommendation   
51(2) (a) could be amended further to the above recommendation to include nurses and  
registered midwife to read… 
“it is destroyed by a nurse practitioner, authorized registered midwife, nurse, registered midwife 
in the presence of another person who is a registered medical practitioner or a pharmacist, 
veterinary practitioner, dentist, nurse or registered midwife, nurse practitioner or authorized 
eligible midwife; and…” 
 
Amend the requirement under Part 7, so that Health Services must clearly publish and make 
available to all health practitioners any permit that is related to the Regulations. 
 
Recommendation 15 
Agree to the inclusion of a  note be created which clearly identifies drugs of dependence  certain 
Schedule 8 medicines, some Schedule 4 and Schedule 3 medicines that are subject to misuse and 
trafficking and which comprise drugs and poisons in Schedule 11. 
 
However for consistency it would be preferable for the term Schedule 11 to be utilised rather 
than drugs of dependence  
 
Further to ensure the term is used consistently in reference to all appropriate category of 
practitioner 
 
Recommendation 16 
Amend the requirement under Part 7, so that Health Services must clearly publish and 
make available to all health practitioners any permit that is related to the Regulations.  
 
Recommendation 17 
Provide clarity in relation to the provision of “Standing Orders” so that nurses and registered 
midwives can practice and administer Schedule 4 poisons within a legal framework. 
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Page 4 Regulation 4 Definitions  
Removal of the definition of “high level of residential care” does provide for clarity and reflect 
appropriate terminology. 
 
“Care” is defined  as “includes but is not limited to, care given by a person who provides care in the 
course of their employment, under contract of service or a contract for the provision of services”, 
however the Regulations refer to “carer” (page 8) without providing a definition for this term. 
Clearly this could be remedied by a definition that states a “Carer” to be a person who provides care 
(as defined) who is not a nurse or midwife.  
 
In addition, it is not clear if the absence of reference to unregulated carers particularly in residential 
and community aged care settings indicates unregulated carers are not able to administer 
prescribed medicine or they have carte blanche authority to administer prescribed medicines as they 
are not considered to be bound by the draft Regulations. The latter outcome would do nothing to 
protect those which rely on the regulations to provide professional practice, and those consumers 
reliant on professional practice. Adopting this philosophy in no way provides the public with 
protection that the person administering their medicine is educated and competent to do so in 
accordance with agreed professional standards applicable to health practitioners. 
 
At this time, the only accredited education available for unregulated carers in residential aged care 
relates to single units of competence from the Community Training Package titled ‘Assist the client 
with  medication CHCCS305C’ or Administer and Monitor Medications CHCCS424B. Both of these 
units of competency were developed for use in community settings and not residential high care 
aged care environments where a client cannot prompt assistance of a carer.  Consequently a 
reference to carer should be removed and substituted with specific identification of nurse/ 
registered midwife in regard to the administration of Schedule 4 poisons, Schedule 8 poisons or 
Schedule 9 poisons. 
 
Page 11 Division 2-Treatment  
 
The commentary identifies that the regulations can provide limits on professional practice, therefore 
it would seem reasonable to identify a carer as being able to assist a resident or person in their carer 
to self-administer their medication, as distinct from who can administer medication. This would 
ensure safety in the quality use of medicines is achieved and remove the ambiguity that currently 
exists in relation to who accepts responsibility for the administration of medicines from a Dose 
Administration Aid (DAA). 
 
There appears to be inconsistent information available to identify what is appropriate and safe 
practice in the use of DAAs. The Australian Government Department of Health provides Guiding 
Principles for Medication Management in Residential Aged Care Facilities (2012) and makes 
reference to the state legislation and regulations that may apply – yet it appears the Victorian 
regulations remain silent or limited in determining what appropriate practice is. This provides a void 
which allows for practices in medication administration to be implemented which has no sound basis 
in safety or quality. 
 
These guiding principles state:- 
 
Guiding Principle 14.  
Administration of Medicines by RACF Staff 
The RACF should ensure that staff are appropriately qualified and authorised to administer 
medicines, and that administration practices are monitored for safety and quality.  
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Context and Definition 
 

National, state and territory legislation and regulation, and relevant professional standards govern 
medicines administration roles, responsibilities and practice by a number of health professionals in 
RACFs. Nursing staff are most commonly responsible for the administration of medicines in RACFs.  
Registered nurses are qualified and legally authorised to administer medicines under the Health 
Practitioner Regulation National Law Act 2009, and relevant state and territory legislation and 
regulation.  
 
Enrolled nurses work under the direction and supervision of registered nurses. Under the Health 
Practitioner Regulation National Law Act 2009, all enrolled nurses may administer medicines except 
for those who have a notation on the register against their name that reads ‘Does not hold Board-
approved qualification in administration of medicines’. 
Registered and enrolled nurses are professionally regulated through the Nurses and Midwives Board 
of Australia and are accountable to professional standards.  
 
In some jurisdictions, assistants in nursing/personal care workers (however titled) perform medicines-
related tasks in accordance with state or territory legislation and regulation and RACF policy and 
procedures. These staff are not professionally licensed, so are not bound by standards set by a 
licensing authority.  
 
Implementation Guide 
The primary focus of medicines administration practice is on ensuring quality outcomes for residents 
through the safe and correct administration of medicines. This includes ensuring that the right 
medicine is administered to the right person in the right dose at the right time via the right route.  
Monitoring the outcomes of medicines administered to residents, and having effective processes for 
recording medicines-related problems are especially important given the correlations between age, 
use of multiple medicines, adverse drug events, medication errors and medication incidents.  
 
The RACF, in consultation with the MAC, should develop medication management policies and 
procedures to ensure safe, quality medicines administration practices. Policy and procedures should 
be consistent with:  
 national, state or territory legislation and regulation;  
 professional practice guidelines;  
 the qualifications, authorisation and competencies of staff administering medicines; and  
 evidence-based best practice (e.g. clinical or therapeutic guidelines). 

RACF policy and procedures for medicines administration should address:  
 identification of the resident;  
 checking for allergies and adverse drug reactions;  
 medicines checking and reconciliation processes;  
 recording of medicines administration;  
 monitoring and recording effects of medicines;  
 reporting medicine-related errors, incidents and adverse drug events;  
 special requirements for administering ‘high risk’ medicines such as those with a narrow 

therapeutic index or at risk of misuse or abuse; and  
 appropriate administration practices, for example use of oral and injectable forms, ointments, 

drops, inhalers, and nebulisers. 
 
The RACF policy and procedures should specify the circumstances under which registered nurses can 
delegate medicine administration tasks to appropriately trained and competent staff, where this is 
permitted by relevant state or territory legislation and regulation. Where medicine administration 
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tasks are delegated to staff by registered nurses, the delegated staff should have formal training in 
medicine administration, be assessed by the RACF and the registered nurse as competent to 
administer medicines, accept the delegation, and be appropriately supervised. 
 
The RACF should use ongoing quality improvement activities such as staff education and training and 
ongoing competency assessment, developed in consultation with the MAC, to support appropriate 
medicines administration, monitoring and reporting practices.  

 
Guiding Principle 15.  
Dose Administration Aids 
The RACF should develop policies and procedures to guide dose administration aid needs 
assessment, preparation, use, monitoring and quality assurance. 
 
Context and Definition 
Dose administration aids (DAAs) are devices or packaging systems such as blister packs, bubble packs 
or sachets for organising doses of medicines according to the time of administration. A DAA can be 
either a unit-dose pack (one single type of medicine contained within each blister or sachet) or a 
multi-dose pack (different types of medicines contained within each blister or sachet).  
 
DAAs are designed to assist medication management for a resident by having medicines divided into 
individual doses and arranged according to the dose schedule throughout the day. 
 
Whilst the use of DAAs in RACFs is widespread, it should be noted that guidance on the stability of 
medicines re-packaged in DAA systems is very limited. From the perspective of the pharmaceutical 
manufacturer, the removal of any medicine from the environment in which it has undergone stability 
testing, to one where it has not, reduces or invalidates the shelf life indicated on the label. The 
pharmacist will need to make a risk assessment on the basis of individual medicines and individual 
consumers. 
 
Medicines in DAAs may include prescription, non-prescription and complementary and alternative 
medicines (CAMs), but only solid oral medicines can be packaged in this way. In addition, some 
medicines with particular storage, stability or schedule requirements are not suitable for use in DAAs 
or may need to be packaged in a specific manner. For example, PRN medicines should be packed 
separately; cytotoxic medicines should be packed separately with appropriate cautionary labels; and 
Schedule 8 medicines should be packed according to national, state or territory legislative 
requirements. 
 
Community pharmacists usually prepare DAAs. This is done in accordance with professional 
guidelines and standards and relevant state or territory legislation. In some states and territories, in 
exceptional circumstances and where a pharmacist is not available, a health professional such as a 
medical practitioner, registered nurse or Aboriginal Health Worker may be authorised to prepare a 
DAA.  
 
Where DAAs are used, they should be prepared, labelled, distributed, stored and used according to 
relevant legislation and regulation, and professional guidelines and standards. 
 

DAAs offer a number of benefits, but they are not an infallible system. Benefits include their 
convenience and support for medication management, particularly in providing an audit trail for 
medicines dispensed and administered. Potential problems include:  
 errors in packing and delivery;  
 inflexibility of ordering and supply systems when medicine orders change;  
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 interruptions to the continuity of medicines supply, for example when a resident moves across 
care settings; and  

 the cost to residents and the facility, which can be a barrier to some residents.  
 
Implementation Guide 
The RACF, in consultation with the Medication Advisory Committee (MAC), should develop policy and 
procedures that address the supply, use and monitoring of DAAs. The following areas should be 
addressed: 
 
Assessment of resident need and ability to use a DAA safely and effectively 
Where medication management for a resident may be assisted by the use of a DAA, the need for this 
should be assessed systematically and routinely. Residents who self-administer their medicines 
should also be formally assessed for their suitability and capacity to use a DAA safely and effectively, 
and whether they require additional help or information in using a DAA.  
 

Some residents may be limited by physical factors such as arthritis or vision impairment; literacy 
barriers in reading and interpreting label instructions; or difficulty in managing a complex medicines 
regimen. Some categories of resident may not be suitable for DAA supply, for example temporary 
residents who have an existing community supplier of medicines. 
 

Assessment of a resident’s suitability for a DAA should also take into account the person’s rights, 
such as choice of pharmacy service, and any costs associated with obtaining his or her medicines in 
DAAs. Regular medication reviews should reassess the continuing requirement for use of DAAs by the 
resident. 
 

Administration of medicines from DAAs 
Medicines packed in DAAs may be self-administered by a resident who has been assessed as being 
able to do so, either with or without assistance, or be administered by a registered or enrolled nurse. 
Assistants in nursing/personal care workers (however titled) may be authorised and delegated to 
assist in administration of medicines from a DAA, where permitted by state or territory legislation 
and regulation, and RACF policy and procedures.  
 
RACF policy and procedures should address administration of medicines from DAAs for all residents 
and staff who use these tools, and should be consistent with Guiding Principle 13: Self-administration 
of Medicines; and Guiding Principle 14: Administration of Medicines by RACF staff. 
 
RACF policy and procedures should also cover the following:  
 ensuring packaging integrity: DAAs use tamper-evident packaging features that show if the 

container has been accessed before the medicine has been administered. Medicine from any 
DAA that has been tampered with should not be administered, the incident should be reported 
to the MAC, and the DAA should be returned to the supply pharmacy;  

 monitoring for deterioration of medicines: RACF staff, and residents self-administering 
medicines from a DAA should also monitor packs for any changes such as changes in colour or 
disintegration of the medicine. If any deterioration is detected, the medicine should not be 
administered, the incident should be reported to the MAC as a medication incident and the DAA 
should be returned to the supply pharmacy;  

 preventing cross-contamination of medicines where oral dose forms are altered using crushing 
tools that are not adequately cleaned between uses (see Guiding Principle 16: Alteration of Oral 
Dose Forms); and  
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 reducing risks to infection control: There may be a risk to infection control from the re-use of 
soiled non-disposable components of DAA packs (e.g. plastic covers).1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The ANMF (Vic Branch) acknowledges that the Drugs, Poisons and Controlled Substance Act 1981 
(the Act) is not being reviewed in this round of consultation. Nonetheless, the review of the 
regulation is an opportunity to address, via regulation, the parts of the Act that would benefit from 
further clarity. In this respect the ANMF (Vic Branch) notes the Regulation making powers at section 
129(1) (ba) of the Drugs, Poisons and Controlled Substances Act 1981: 
 

"regulating, for the purposes of Division 10A of Part II, the administration of drugs of 
dependence, Schedule 9 poisons, Schedule 8 poisons and Schedule 4 poisons to residents of 
aged care services;". 

 
It is the registered nurse who is responsible for the contemporaneous assessment of the health 
status and the care planning of all people in their care and for making any subsequent decision 
about the appropriateness of delegating any element of nursing care [tasks and/or activities] to any 
other nurse or carer (however titled). In respect to medication administration, this 
contemporaneous assessment determines not only that the correct medication be given, but 
importantly in some clinical circumstances, the medication not be given.  
 
When the Act was written, s36F referred to a code, the ‘Code for Guidance’ issued by the then 
Nurses Board of Victoria. With the transition to national regulation and registration of nurses, the 
code ceased operation on 31 May 2010, and no subsequent code was issued by the Nursing and 
Midwifery Board of Australia. 
 
As an interim measure, the ANMF (Vic Branch) met with the Department of Health to create a 
‘psuedo’ code to provide guidance in that vacuum.  
 
This is code is titled Managing Drugs in Residential Aged Care Services2 and can be found at 
http://www.health.vic.gov.au/dpcs/agedcare-manage.htm.   

                                                           
1 http://www.health.gov.au/internet/main/publishing.nsf/Content/guide-med-mgmt-aged-care 
2
 Managing drugs in residential Aged Care services: Drugs and poisons in Victoria - Victorian Government Health Information, Australia. 

Available at http://www.health.vic.gov.au/dpcs/agedcare-manage.htm accessed 23.4.15 

Recommendation 1 - to include a definition of “carer” as a person who provides care (as 
defined) who is not a nurse or midwife. 
 

 
Recommendation 2 - ensure the regulations distinguish between nurses and carers, whereby 
under delegation from a Registered Nurse a carer can assist a resident with self-administration, 
but cannot administer medication themselves. 

Recommendation 3 –  
Role of [unregulated] care workers 

A care worker may only physically assist a consumer in the administration of their medicine 
using their Drug Administration Aid (DAA) if the consumer is responsible for their own 
medication management.The care worker may remove medicines from a DAA, or prompt a 
consumer to remove and take the medicine. Care workers should have competency-based 
training in accordance with organisational policy and Australian, state or territory legislation. 
Care workers may perform these activities only on delegation by the Registered Nurse 
responsible for the management of the medication.  

 

http://www.health.vic.gov.au/dpcs/agedcare-manage.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/guide-med-mgmt-aged-care
http://www.health.vic.gov.au/dpcs/agedcare-manage.htm
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An adjunct to this is the Key requirements for nurses in residential aged care services available at 
http://www.health.vic.gov.au/dpcs/agedcare-requirements.htm.  
 
These documents provide a non-binding code for the management of medications under the Act. 
 
A number of difficulties have arisen with both the original Code for Guidance, and the subsequent 
Drugs and Poisons Unit guidance. Typically they fall into the following examples: 
 

 The provider fails to nominate a Registered Nurse as being responsible for the management 
of medications;  

 Staff cannot identify the Registered Nurse responsible for the management of medications; 

  The nominated Registered Nurse is not the Registered Nurse on duty; 

 The nominated Registered Nurse does not have the freedom to manage the delegation of 
medication due to the human resources policies of the employer, i.e. there are not sufficient 
appropriately skilled and competent staff to delegate to. 
 

Significantly, since that time, Victoria has a workforce of educationally prepared enrolled nurses, 
authorised by the Nursing and Midwifery Board of Australia (NMBA), as skilled and competent in the 
nursing practice of administering medications. Historically, enrolled nurses were not educationally 
prepared and therefore not allowed to administer medications, and ironically the role (in part) fell to 
personal carers who (not being regulated workers) were argued to be under no such preclusion. This 
anomaly was clarified in Australian Nursing Federation v Alcheringa Hostel Incorporated [2004] FCA 
375, however the Regulations have since been amended.  
 
There is no specified common minimum qualification for a personal care worker, nor is there a 
medication administration course that would give the registered nurse the required confidence in 
delegating medication administration to an unregulated worker.  
 
A registered nurse can make a decision to delegate in accordance with the NMBA Decision Making 
Framework3, and only after they have made a comprehensive clinical and physical assessment of the 
person in their care. Once this assessment has been completed, the registered nurse can make a 
decision about the appropriateness to delegate any nursing activity or task, and the registered nurse 
remains responsible for the supervision of the delegation, as well as the evaluation of any delegated 
responsibility to another person in accordance with the NMBA professional practice standards.  
 
A registered nurse can, with confidence, delegate aspects of medication administration to an (NMBA 
authorised) enrolled nurse who has completed their medication education as approved by the 
NMBA. Indeed most aged care providers now employ medication authorised enrolled nurses [also 
formerly termed endorsed enrolled nurses] and registered nurses. However, this is not true of all 
aged care providers.  
 
The ANMF (Vic Branch) makes the following recommendations pending any review or amendment of 
the Act, the Regulations: 
 
 
 

 
 

 
                                                           
3
 Nursing and Midwifery Board of Australia - Codes and Guidelines. 2014. Nursing Practice Decision Making Framework. 

http://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Codes-Guidelines.aspx#dmf Accessed: 29.4.15 

Recommendation 4 - Prescribe that an aged care provider must ensure that a 
Registered Nurse is on duty at all times at the facility to manage the medications. 

Recommendation 5 - The Registered Nurse on duty at the facility be responsible for the 
management of medications; and be identifiable to other nursing and care staff as such. 
 
 

http://www.health.vic.gov.au/dpcs/agedcare-requirements.htm
http://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Codes-Guidelines.aspx#dmf
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The Commonwealth Government’s recent reforms to aged care mean only people requiring high 
care level care will be admitted to a residential aged care home from 2015 and the Act and the 
Regulations must be amended to reflect this fundamental change since the last review of the 
Regulations, especially where a facility has transitioned from a low care home or hostel to a high 
care home under the new arrangements.  
 
Page 6:  Regulation 4 Definitions (cont’d) 
The residential medication chart is defined as a written instruction, other than a prescription, given 
by an authorized prescriber to a pharmacist to supply a Schedule 4 poison to the resident named on 
the residential medication chart, in accordance with the National Health (Pharmaceutical Benefits) 
Regulation 1960. 
 
This definition has the potential to be misunderstood particularly in residential aged care facilities 
where non registered health professionals maybe involved in medication administration. 
It may be perceived as just a written instruction which poses the risk of these instructions being 
copied onto other documents /cards.  
 
There have been instances noted where a facility has had the orders from medication chart re 
written onto other materials, for example, a card. It might be more appropriate to consider a 
definition of medication chart as a written medication order having the same effect as a 
prescription. 
 
 
 
 
 
Page 7  “Regulation 5(1) item 23 is added to authorize emergency response workers trained in 
Advanced First Aid to possess certain approved Schedule 4 poisons to provide pain relief to injured 
worker in inaccessible locations, at mine sites, power stations and large industrial operations until 
the ambulance service arrives. There can of course be good reason for pain relief to be provided to 
employees injured at work and waiting on the attendance of an ambulance within limited 
circumstances, however without knowing which specific Schedule 4 poisons are being suggested, we 
would not be able to agree or disagree with this inclusion. Depending on the injury, e.g. neurological 
symptoms being displayed, use of and administration of analgesics should not be the decision of the  
emergency response worker without an appropriate clinical assessment undertaken by an 
appropriately educated and qualified person – whether this be utilising telehealth, Ambulance 
clinicians via telephone or other such resources.  

Recommendation 6 - Require the Registered Nurse to administer the medications 
personally, or delegate to a medication ‘NMBA medication authorised’ Enrolled Nurse 
unless the consumer has been assessed by the registered nurse as competent to 
administer their own medication.  
 
 Recommendation 7 - The Act and Regulations stipulate that where a medicine is packed 
in a container, other than that of the manufacture of the medicine, that medicine can 
only be packaged in a single drug packaging system and not a multidose packaging 
system in order for the administering health practitioner to be able to identify the 
individual medicine. 
 
 

Recommendation 8 -definition of medication chart – a written medication order having the 
same effect as a prescription 
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There is no definition of “emergency response worker” in the definitions section of these regulations 
only in the document body. A person can be trained in advanced first aid, however this can be 
limiting – perhaps the definition should include an emergency response worker is a person who 
holds current certification in Advanced First Aid. In addition there are nurses employed in some of 
these sites and it would also need to include them as being able to administer those certain 
Schedule 4 poisons otherwise there would be an anomalous situation that would allow a less 
qualified individual at administer Schedule 4 Poisons in emergency situations but not the more 
qualified worker.  
 
The consultation paper asks for a definition of ‘large industrial operations’.  In the context of 
authorizing actions of emergency response workers we believe this is fraught with difficulty as there 
can be industrial organisations of a small or medium size – would these be disadvantaged? 
Should it be limited to State based organisations, Australian organisations, or multinational 
organisations. Will it be determined by the number of sites?  In fact what is an industrial 
organisation? 
 
We believe the use of the previous terms “workers in inaccessible locations, at mine sites, power 
station” should be sufficient.  Alternatively the Regulations could provide clear direction that any 
organisation can have emergency response workers/nurses authorized to provide the Schedule 4 
poisons approved by the Secretary. 
 
 
 
 
 
 
Page 10 
Regulation 5 Possession of schedule 2 poisons, Schedule 4 poisons, Schedule 8 poison or Schedule 
9 poison 
 (3) Subject to sub regulation (4) , the Secretary may approve the possession of a Schedule 4 poisons, 
Schedule 8 poisons or Schedule 9 poison by a nurse or registered midwife or a class of registered 
midwife. 
We welcome the removal of the term “without the requirement for direct supervision” and 
replacement of “without the requirement for supervision” as this provides clarity in that no 
supervision whether direct or indirect be required and certainly is more consistent with 
contemporary definitions. However it may be more appropriate to remove all reference to 
supervision. 
 
In addition it is unclear what is meant by “a class of registered midwife” - is this term the same as an 
authorized eligible midwife and if it is this should be the term used. If this is a new term then there 
should be a definition provided for “a class of registered midwife”. 
 
 
 
 
 
 
 
 
 

Recommendation 9 -  
Page 10 Column 1 PART 2 changed wording to- 
23.  Emergency response workers who hold current certification in Advanced First Aid or 

nurses employed at inaccessible locations, mine sites, and power stations 
 

Recommendation 10 -  
Suggested rewording 
Regulation 5 Possession of schedule 2 poisons, Schedule 4 poisons, Schedule 8 poison or 
Schedule 9 poison 
(3) Subject to sub regulation (4) the Secretary may approve the possession of a Schedule 4 
poisons, Schedule 8 poisons or Schedule 9 poison by a nurse or registered midwife or a class of 
registered midwife. 



Page 12 of 17 

Page 29:  35 Storage of Schedule 8 and Schedule 9 poisons, 
The suggested draft inclusion of  
35 (2) Not less security might include the use of electronic storage and recording equipment where: 

(a) Access is restricted to persons who are authorized by the Act or these Regulations and 
are permitted to have access ; and 

(b) Access is restricted to the Schedule 8 or Schedule 9 poisons specified by the person 
permitted to have access; and  

(c) Security features to record and report access, attempted access, tampering and 
movement of the unit are engaged; and  

(d) An alarm sounds if security features are breached; and  
(e) A message alert is sent to the security service in real-time if security features are 

breached. 
 
The statement in (2) “not less security might include…..” is perhaps lacking in clarity, perhaps a 
better terminology:- 
“The security in the use of electronic storage and recording equipment for Schedule 8 and Schedule 
9 poisons security must include ….”. This removes the suggestion that it is optional (use of might). 
 
 
 
 
 
 
 
35 (2) (c) Security features to record and report access – who will this notification be made to and 
within what time frame and should this include a reference to page 15 14 Notification of fraudulent 
obtaining of drugs or poisons? 
 
In relation to page 30- 35 (d) what sort of alarm is expected to be installed and in respect to an 
audible alarm this may be an issue depending on the site of the electronic storage and recording 
system particularly within or near patient care areas and in relation to 35 (e) there does not appear 
to be a requirement in these regulations for a security service to be engaged. 
 
Page 34 An additional point should include the maintenance of secure records identifying the 
individual electronic codes  allocated to individuals permitted to have access (5a) only covers the 
individual obligation to protect their access codes not the health service obligation who may be the 
provider/allocator of such access codes. 
 
 
 
 
 
 
 
Will the new regulations require these functions retrofitted to all health care facilities that are 
currently utilizing electronic storage and recording of Schedule 8 and Schedule 9 poisons? And if so 
what time frame for retro fitting will be permitted for such modifications? 
 
  

Recommendation 11 -  
Remove draft wording in 35 (2) and replace with  
“The security in the use of electronic storage and recording equipment for Schedule 8 and 
Schedule 9 poisons security must include ……” 

 
 
 

Recommendation 12 -  
Inclusion of a new part (5b) 
A person required to keep records under this division must take all reasonable steps to ensure 
that records of access codes allocated to individuals for making an electronic transaction record 
for Schedule 8 or Schedule 9 poisons is kept confidential and secure. 
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Page 38:  Division 7 Destruction of Schedule 8 poisons and Schedule 9 poison – 
 
Regulation 51 Exceptions is amended to enable a nurse, amongst other registered health 
practitioners to destroy unused half tablet or unused transdermal patch of a Schedule 8 or Schedule 9 
poison during the process of administration.   
The current and proposed exceptions Page 39 seem to disadvantage and treat registered nurse and 
midwives quite differently from other registered health practitioners. 
 
Specifically 51 (2) (a) if it is destroyed by a nurse practitioner or an authorized registered midwife in 
the presence of another person who is a registered medical practitioner or a pharmacist, veterinary 
practitioner, dentist, nurse or registered midwife, and… 
This does not allow a nurse practitioner or an eligible midwife to destroy it in the presence of 
another nurse practitioner or authorized eligible midwife. 
 
 
 
 
Page 39 Regulation 51 (3)   “it is destroyed by a registered medical practitioner, pharmacist, 
veterinary practitioner or dentist in the presence of another person who is a registered medical 
practitioner, pharmacist, veterinary practitioner , dentist, nurse, or registered midwife” 
 
This regulation prevents nurses and registered midwives from being able to destroy Schedule 8 or 
Schedule 9 poisons with another nurse or registered midwife. Given the activity of medication 
administration is in many cases carried out exclusively by nurses and registered midwives it would 
simplify processes both in practical and administrative terms if they were able to destroy these 
poisons in the presence of another nurse or registered midwife. There is no evidentiary basis for why 
nurses and registered midwives should be treated differently to other category of health 
professionals.  
 
It is well publicised that nurses and midwives are considered the most trustworthy occupation and 
consistently come first in various polls measuring this. In fact the exclusion of nurses and 
registered midwives capacity to destroy Schedule 8 poisons and Schedule 9 poisons in the 
presence of another nurse or registered midwife (as well as the other category of health 
professionals) is denigrating to the nursing and midwifery professions as well as being inefficient 
and time consuming.  
 
The question of destruction of schedule 8 and Schedule 9 poisons that are in a liquid form, e.g. 
morphine elixir/mixture would also be assisted with the inclusion of nurse and registered midwife 
particularly in the circumstances of spills as there is a much higher probability of having access to 
another nurse/registered midwife. 
 
This current regulation also has not included nurse practitioner or authorised registered midwife  
 
 
 
 
 
 
 
 
 

Recommendation 13 - to include in 51 (2)(a) “in the presence of another nurse practitioner or 
authorized eligible midwife”. 
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Page 40 Regulation51 (5) This inclusion is welcomed and will assist those circumstances where only 
one health practitioner is present. This does identify some flaws within the regulations, specifically a 
nurse and other health professionals can destroy the unused half a tablet, but should a full tablet 
(Schedule 8 or Schedule 9 poison) drop on the ground – it cannot be destroyed by the nurse or 
registered midwife in the presence of another nurse or registered midwife. This exclusion appears to 
be without any evidentiary basis for the exclusion. Awaiting the presence of one of the acceptable 
health professionals could create more of an issue with regards to safety (see recommendation 15). 
 
If these recommendations are accepted amendment to 4(f) and /or (g) would require minor 
amendment to reflect the changes 
 
Part 7 – Licences and Permits under the Act 
Health Services Permit (HSP) – residential Aged Care Services imprest  
 
Most medications in residential aged care services are supplied on prescription by the resident’s 
treating medical practitioner. However, if a residential aged care provider holds a Health Services 
Permit (HSP), they can hold and supply selected Schedule 4 and Schedule 8 poisons (without a 
prescription) with the intention of the medications being available for urgent administration, to any 
resident, in accordance with instructions of the prescriber.  
 
Each HSP prescribes conditions that are specific to the type of health service and refers to a Poisons 
Control Plan (PCP), which outlines the particulars of how the medications will be managed. 
 
It should be noted that the Registered Nurse responsible for the management of the medication is 
rarely privy to the HSP. The ANMF (Vic Branch) recommends that the Regulations be amended to 
include an obligation on the HSP Holder to display the HSP and PCP prominently in the same place as 
the scheduled poisons are held. 
 
Specifically, the permit holder should store imprest drugs separately from medications supplied on 
prescriptions and should manage them as described in the approved PCP.  
 
When a nurse has a medical practitioner’s written or verbal instructions, to administer an imprest 
drug to a patient, the nurse may remove the required dose(s) of medication from the imprest store 
and must make a record of the transaction. 
 

Recommendation 14 -  
51 (3) be amended to “it is destroyed by a registered medical practitioner, pharmacist, 
veterinary practitioner, dentist, nurse, or registered midwife in the presence of another person 
who is a registered medical practitioner, pharmacist, veterinary practitioner, dentist, nurse, 
registered midwife, nurse practitioner or authorised registered midwife”. 
or 
Alternative recommendation   
51(2) (a) could be amended further to the above recommendation to include nurses and  
registered midwife to read… 
“it is destroyed by a nurse practitioner, authorized registered midwife, nurse, registered 
midwife in the presence of another person who is a registered medical practitioner or a 
pharmacist, veterinary practitioner, dentist, nurse or registered midwife, nurse practitioner or 
authorized eligible midwife; and…” 
 
Amend the requirement under Part 7, so that Health Services must clearly publish and make 
available to all health practitioners any permit that is related to the Regulations. 
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Where a medical practitioner provides a prescription, authorising the pharmacist to supply the 
medication for the patient, the pharmacist must supply (dispense) the quantity specified on the 
prescription. The pharmacist must also label the corresponding container in the manner described in 
Regulation 29 and must make a record of the transaction.  
 
ANMF (Vic Branch) is aware that some providers are replenishing imprest stock with prescribed 
medications once the patient’s prescription is filled. Rightly or wrongly, such activity is likely to 
expose the provider, or the nurse, to a breach of Regulation 45.  
 
Regulation 45 makes it an offence to administer drugs, obtained on prescription, to any person other 
than the person named on the prescription. Hence, a container of medication, obtained on 
prescription, must not be used to replace a container that was removed from the imprest store. 
 
With the advent of pharmacist’s dispensing medicine in either single or multidose sachets known as 
dose administration aids, the administration of prescribed medicine to vulnerable elderly residents 
has become more complex in terms of nurses recognising the drug packaged in a multidose aids. 
 
Inconsistent nomenclature 
 
The current regulations refer to drugs of dependence in a number of clauses; however this term is 
not defined. The Drugs Poisons and Controlled Substances Act 1981 does define the term drugs of 
dependence, however this is simply to refer to them in a detailed manner as being in Schedule 11. 
We note there is a draft suggestion to include this definition as a Note in the new regulations and 
that is a positive change. However for the sake of clarity it would be preferable for the regulations to 
use consistent language and in this instance it would be to make reference to Schedule 11 drugs and 
poisons rather than refer to drugs of dependence. 
 
In addition it would appear that if the decision is to include this terminology there are some 
regulations/sub regulations that make reference to them inconsistently. Examples of this include:-  
 
Division 2- Treatment  
8 Patient identity and therapeutic need to be determined- registered medical practitioners 

(1) A registered medical practitioner must not administer, prescribe, sell or supply a drug of  
dependence or Schedule 8 poison unless…… 

8 (2) A registered medical practitioner must not administer, prescribe, sell or supply a Schedule 4 
poison unless….(no mention of the term drug of dependence) 
9. Patient identity and therapeutic need to be determined- nurse practitioners 
(1) A nurse practitioner must not administer, prescribe, sell or supply a Schedule 8 poison unless … 
….. (no mention of drugs of dependence) 
(2)  A nurse practitioner must not administer, prescribe, sell or supply a Schedule 4 poison unless 
….. (no mention of drugs of dependence) 
The same lack of terminology in relation to authorised registered midwife in 9B (1) and (2) is also 
apparent  
 

However in- 
10 Patient identity and therapeutic need to be determined – dentists 

(1) A dentist must not administer, prescribe, sell or supply a drug of dependence or Schedule 
8 poison unless ….. (again refers to drugs of dependence) but not in  

(2) A dentist must not administer, prescribe, sell or supply a Schedule 4 poison unless… 
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So there is clearly suggested differences in the ability of practitioners to administer, prescribe, sell or 
supply drugs of dependence but without any clarifying descriptions. Drugs of dependence can be 
both schedule 8 and schedule 4 poisons. This is further confusing when you consider: 
 

12 Patient identity and therapeutic need to be determined for drugs of dependence – pharmacists 
(1) A pharmacist who supplies a drug of dependence to or for a person other than by 

wholesale or on the prescription of a registered medical practitioner, dentist, nurse 
practitioner or an authorised registered midwife or …. seems to suggest that nurse 
practitioners and authorised registered midwives can administer, prescribe, sell or supply 
drugs of dependence. 

33 Retention of original prescriptions or orders once dispensed 
 (5) A pharmacist who supplies a Schedule 4 poison that is a drug of dependence on a 
prescription or order. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Should consideration be given to the inclusion in the Regulations of approvals granted to certain 
healthcare professionals in the period of time since the last review of the Regulations? Those that 
might be worthy of consideration include those Schedule 4 poisons approved for use by nurse 
immunisers.  
 
Currently although the regulations refer to “a class of nurse” there is no recognition of what/who 
that class of nurse includes or conversely does not identify which nurses are not covered by this 
term, or what specific Schedule 4 poisons they are approved to use. 
 
With the advent of national practitioner regulation and the differences in relation to drugs, poisons 
and controlled substances regulation/legislation in the various states and territories of Australia it 
would seem practical to ensure the ease of determining the requirements for Victoria health 
practitioners without the need to check multiple websites.  
 
Regulation 47 Administration of Drugs and poisons by a nurse or registered midwife 
 
Another area of concern that has been raised by our members is the use and legality of “standing 
orders”. These orders have previously been identified on the health services permit with a condition 
authorising the hospital to generate Standing Orders to be used for the emergency administration of 
certain drugs in specified circumstances without prior reference to an authorised prescriber.  
 
  

Recommendation 15-  
Agree to the inclusion of a  note be created which clearly identifies drugs of dependence  
certain Schedule 8 medicines, some Schedule 4 and Schedule 3 medicines that are subject to 
misuse and trafficking and which comprise drugs and poisons in Schedule 11. 
 

However for consistency it would be preferable for the term Schedule 11 to be utilised rather 
than drugs of dependence  
 

Further to ensure the term is used consistently in reference to all appropriate category of 
practitioner. 

 
 
 
Recommendation 16 :-Amend the requirement under Part 7, so that Health Services 
must clearly publish and make available to all health practitioners any permit that is 
related to the Regulations. 
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Issues identified include:- 

 the types of drugs/poisons being identified as part of “Standing Orders” particularly as 
health services do not routinely publicise the health services permit.  

 There is no reference to “Standing Orders” in this regulation which calls into question the 
legality of nurses and registered midwives administering Schedule 4 poisons under a 
“Standing Order” protocol. 

 In addition it appears that the original intent for “standing orders” to be limited to the use 
of emergency administration of certain drugs in specified circumstances without prior 
reference to an authorised prescriber has over time been misinterpreted to cover other 
clinical situations. 

 
It is our understanding that the Department is no longer providing these conditions for “Standing 
Orders” however this does not assist those practitioners working at health services that have current 
health services permits providing for Standing Orders who may be practicing outside of the legal 
framework. 
 
 
 

Recommendation 17 - provide clarity in relation to the provision of “Standing Orders” so that 
nurses and registered midwives can practice and administer Schedule 4 poisons within a legal 
framework 
 


