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Recommendation 1: Funding of AOD treatment services  

1. Increased funding across the entire spectrum of AOD treatment and 

care services – from in-patient detoxification and rehabilitation 

facilities to community counselling services 

2. Increase in availability of beds within publicly funded, regulated, AOD 

treatment services 

3. Ensure funding for specific AOD services that are adequately 

configured to provide healthcare to people who are dependent on Ice  

4. Simplify the pathway from detoxification services to rehabilitation 

services, to ensure vulnerable, fragile clients have access to 

appropriate services  

5. Funding directed towards prevention, through health education 

campaigns and programs, targeted specifically to high-risk 

populations  

6. Explore available AOD services within correctional settings and 

consider increased funding for services – is there any linkage to care 

when inmates are released? 

Recommendation 2: Regulation and privatisation of AOD services 

1. There should be an additional class of facility that covers AOD 

rehabilitation facilities in NSW, under the Private Heath Facilities 

Regulation  



2. All AOD service providers should be regulated, to ensure service 

provision is evidence based and transparent.  

3. Ensure AOD services are not further privatised to ensure equitable 

access for all clients needing treatment and support services.  

4. Ensure publically funded, high-quality, evidence-based AOD services 

are available to all people in NSW who wish to seek treatment and 

support. 

Recommendation 3: Violence and aggression issues 

1. Violence Prevention Management Training should be essential for 

nurses and other frontline health workers, working in both AOD 

services and other key health services  

2. Nurses should be trained in the identification of Methamphetamine 

psychosis 

3. NSW Health should develop guidelines for the management of people 

who use Ice in healthcare settings 

Recommendation 4: Research and data collection 

1. NSW Health invest in research to provide a stronger evidence base for 

AOD interventions.  

2. Funding to explore alternative models to assist in the control of drug 

use and reduce the occurrence of adverse events relating to illicit drug 

use 

3. A national data collection mechanism that collects and collates data 

across all states and territories through a standard format 

 



4. Data collection should be transparent and readily available for the 

public, as well as health professionals / agencies  

5. Research into emerging areas of concern: Ice use within an ageing 

population and within pregnant women. This would inform potential 

funding requirements in these areas.  

Recommendation 5: Workforce issues   

1. That health professionals have access to learning and development 

opportunities to upskill in the management and care of people with 

drug dependencies   

2. That health professionals have training on trauma-informed care, with 

a focus on reducing stigma and discrimination relating to substance 

use  

3. All AOD treatment services must be staffed by appropriately qualified 

and regulated professionals 

4. The Government needs to commit to nurse-to-patient ratios to ensure 

appropriate skill mix and appropriate staffing levels for all AOD 

services 

5. Rural and remote health services must be adequately funded so they 

can effectively manage patients using Ice. 

6. A commitment is needed from management at all levels to ensure the 

psychological health of AOD nurses is protected 

Recommendation 6: Reorientating the focus of harm minimisation  

7. The NSWNMA urges the government to reorientate its approach to 

illicit drugs to one that recognises substance use as a health issue 

rather than a criminal issue.  



8. Reallocation of enforcement resources away from pursuing personal 

users, and moving toward convicting suppliers would be highly 

beneficial to individuals and the broader community  
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The NSW Nurses and Midwives’ Association (NSWNMA) welcomes the New South Wales’ 

Special Commission of Inquiry into the Drug ‘Ice’. Crystal methamphetamine (Ice) use in 

Australia is a complex problem; the use of Ice occurs along a spectrum – from those who 

use Ice infrequently, to those who are heavily dependent on Ice1.  

 

The 2016 National Drug Strategy Household Survey suggests that overall the rate of 

methamphetamine use has remained stable over recent years. However, among people 

who use methamphetamine, there has been a significant increase in the proportion of 

people using Ice.  

 

People who use Methamphetamine (including Ice) are reporting that they are using more 

frequently and there is an increase in the rate of dependence. A number of data sources 

indicate that harms relating to Ice have increased, and Ice is the drug of primary concern 

to the Australian population2. 

 

It is well known that a blanket ban on illicit drugs, and the application of criminal law to 

control illicit drug use in Australia, is an approach that is failing. Global research shows 

drug policy that recognises drug dependency primarily as a health issue, rather than a 

criminal issue, can result in a decrease in drug-related deaths and an increase in voluntary 

drug treatment3.  

 

                                        
1 Commonwealth of Australia, Department of the Prime Minister and Cabinet, National Ice 
Action Strategy 2015 
2 Department of Health & The University of Sydney, Matilda Centre, 2019, Cracks in the Ice, 
<https://cracksintheice.org.au/> 
3 Csete J, Kamarulzaman A, Kazatchkine M, et al. Public health and international drug policy. Lancet. 
2016;387(10026):1427–1480. doi:10.1016/S0140-6736(16)00619-X 



Furthermore, research shows that drug dependency is an illness that can be influenced by 

many factors: education; housing; social, community and family supports; culture; age and 

gender; and geographic location. Like any illness, drug dependency must be addressed 

through a health and social framework, rather than a criminal framework. 

  

The NSWNMA believes the response to Ice must focus on interventions that promote 

harm reduction, and recognise the complex socio-economic and cultural factors relating to 

drug dependency. The current approach to illicit drug use needs to change, not only to 

support clients who are seeking help, but also to reduce the occurrence of adverse events 

and to assist in the control of illicit drugs. By improving the substance use of individuals, 

the benefits can also be felt more broadly by their family and the wider community.  

 

We must strive to provide a world class health system to all people requiring medical 

assistance, including treatment for drug dependency or substance use. This requires the 

availability of detoxification and rehabilitation services, when and where the services are 

most required. Health services must always have the required resources in place to safely 

manage, and care for, people who use Ice.  

 

Nurses are well positioned in the support of people throughout their life span. Nurses are 

across all aspect of health and are the largest profession in the health workforce making 

up over 50% of the workforce in NSW. Our response to this inquiry is framed in the context 

of the NSW nursing perspective, as this is our core business and our member’s main area 

of practice. Key issues facing nurses working in the Alcohol and Other Drug (AOD) sector 

include: safe nurse to patient ratios, appropriate skills mix, chronic bed shortages, lack of 

adequate AOD community nursing positions, increasing workloads, funding models, and 

work health and safety issues. 

 

To provide evidence-based interventions to people who use Ice, a whole of government 

approach is required, across a variety of government portfolios, and at all levels of 

government.  

 
 

 

 

 



 

Funding of AOD treatment services and a focus on prevention through health 

education  

Service availability  

There is a need for more AOD treatment beds across NSW. Ice use cannot be addressed 

in isolation to other AOD use. Any increased funding must be across the whole AOD 

treatment sector; in addition to, and not diverted from, long standing AOD services across 

NSW. 

 

In 2015, The National Ice Taskforce (the Taskforce) found many AOD services are able to 

treat people with alcohol, cannabis and heroin dependency. However, people who are 

dependent on Ice have different treatment needs; some existing services might not be 

configured to provide effective treatment4. Furthermore, the Taskforce recommended that 

the service delivery needs to be improved so that people who use Ice can access a range 

of flexible treatment options that are best suited to their needs. It is crucial that NSW has 

adequate services available for people wishing to access treatment and care for an Ice 

dependency. 

 

In relation to Corrective Services, waiting times to access AOD services and programs can 

be excessive. When people are transitioning from correctional services to community 

settings, their treatment and care can be disjointed. It is crucial that services are available 

to people in need, at a time when they have a high risk of relapse (as well as the potential 

for re-offending).  

 

Pre-entry conditions 

Clients seeking a rehabilitation treatment bed – who have successfully completed their 

inpatient detoxification program – are required to keep constant contact with the 

                                        
4 Commonwealth of Australia, Department of the Prime Minister and Cabinet, National Ice 
Action Strategy 2015 

 



rehabilitation service every few days (to ensure they don’t lose the bed when it does 

become available). This condition appears to be specific to AOD rehabilitation services.  

 

A number of clients transitioning from detoxification to rehabilitation have lost their beds 

due to their fragile state. This is not a fair system, and it does not provide the support and 

care people need when they are trying to recover from a drug dependency. If appropriate 

numbers of beds where made available, this would not be occurring. It is crucial that all 

clients are able to access AOD treatment services, when required and in a timely manner. 

Furthermore, clients should be reassured that the service they are accessing is of a high 

standard, and publicly funded.  

 

Increase funding for prevention methods, including health education  

The Taskforce found that, in relation to Ice use in Australia, the largest gains are to be 

made through reducing the demand for the drug. To achieve this, investment in targeted 

prevention efforts is needed. These interventions should focus on high-risk populations: 

rural and remote communities, young people, people in contact with the criminal justice 

system, and people who identify as lesbian, gay, bisexual, transgender, queer and intersex 

(LGBTQI+)5. 

 

Recommendations:  

 Increased funding across the entire spectrum of AOD treatment and care services – 

from in-patient detoxification and rehabilitation facilities to community counselling 

services 

 Increase in availability of beds within publicly funded, regulated, AOD treatment 

services 

 Ensure funding for specific AOD services that are adequately configured to provide 

healthcare to people who are dependent on Ice  

                                        
5 Ibid 



 Simplify the pathway from detoxification services to rehabilitation services, to 

ensure vulnerable, fragile clients have access to appropriate services  

 Funding directed towards prevention, through health education campaigns and 

programs, targeted specifically to high-risk populations  

 Explore available AOD services within correctional settings and consider increased 

funding for services – is there any linkage to care when inmates are released? 

 

Regulation and privatisation of AOD services 

AOD detoxification and rehabilitation facilities (including Non-Governmental Organisations; 

NGOs) need to be covered by the Private Health Facilities Act. There should be an 

additional class of facility that covers AOD rehabilitation facilities in NSW under the Private 

Heath Facilities Regulation, in addition to the rapid opioid detoxification class, which is 

currently the only class of regulation related to the AOD sector6. 

 

All health service providers, including NGOs, must be fully transparent and accountable to 

their clients for the service they provide. Furthermore, all health service providers should 

be providing care that is evidence-based. The NSWNMA understands that from July 2018, 

NGOs contracted by NSW Health to provide AOD treatment services, will have five core 

performance indicators (PIs)7. We welcome this change, however, we strongly recommend 

that all AOD service providers are regulated, to ensure service provision is evidence based 

and transparent.  

 

For those in need of urgent intervention, when publicly funded services are not available – 

or excessively long waiting times prohibit access to timely treatment and care – the cost of 

private rehabilitation services has been quoted as high as $30,000. This is prohibitively 

expensive for most people seeking treatment, care and support to recover from a drug 

dependency. Publicly funded, high-quality, evidence-based AOD services must be 

                                        
6 NSW Government 2019, Private Health Facilities Regulation 2017, 
<https://legislation.nsw.gov.au/#/view/regulation/2017/483/part2/div1/sec6> 
7 NSW Health 2019, NGO AOD Performance Indicator resources,  
<https://www.health.nsw.gov.au/aod/Pages/ngo-aod-kpi-resources.aspx> 
 



available to all people in NSW who wish to seek treatment and support. This will ensure 

equitable access to services regardless of socio-economic status.   

 

Recommendations:  

 There should be an additional class of facility that covers AOD rehabilitation 

facilities in NSW, under the Private Heath Facilities Regulation  

 All AOD service providers should be regulated, to ensure service provision is 

evidence based and transparent.  

 Ensure AOD services are not further privatised to ensure equitable access for all 

clients needing treatment and support services.  

 Ensure publically funded, high-quality, evidence-based AOD services are available 

to all people in NSW who wish to seek treatment and support. 

 

Violence and aggression issues 

Research has shown that the use of Ice is directly related the increased incidence of 

violent behaviour, however it is important to understand that not every person who uses 

Ice will be violent. People using Ice are an increased risk of becoming violent when they 

are experiencing psychosis, or drinking heavily8.  

 

Methamphetamine psychosis is a serious potential side-effect of heavy methamphetamine 

use (including Ice). Almost one-quarter of regular methamphetamine users will suffer from 

a symptom of psychosis in a given year. People who have a history of schizophrenia are 

far more likely to experience psychosis after using methamphetamine than other users. 

Methamphetamine psychosis is the most challenging aspect of the frontline management 

of methamphetamine use9. Nurses should be trained in the identification and management 

of Methamphetamine psychosis.  

 

                                        
8 McKetin, R., Lubman, D.I., Najman, J.M., Dawe, S., Butterworth, P., & Baker, A.L. (2014). Does methamphetamine use 
increase violent behaviour? Evidence from a prospective longitudinal study. Addiction, 109 5, 798-806. 
9 Ibid 



Violence Prevention and Management Training must be a priority for nurses and other 

frontline health workers, in both AOD services as well as other health services (emergency 

departments, community health settings and mental health services). Violence Prevention 

and Management Training must be provided as a matter of priority, to all staff, including 

regional areas in NSW where staff are least likely to have access to training, security or 

sufficient staff to allow for a duress response in an emergency.  

 

The Taskforce recommended that to better support workers, national evidence-based 

guidelines and training - for the management of people using Ice – should be provided to 

frontline workers10. To our understanding, these guidelines are not yet in existence. The 

NSWNMA recommends that NSW Health develop guidelines for the management of 

people who use Ice in healthcare settings.  

Recommendations:  

 Violence Prevention Management Training should be essential for nurses and other 

frontline health workers, working in both AOD services and other key health 

services  

 Nurses should be trained in the identification of Methamphetamine psychosis 

 NSW Health should develop guidelines for the management of people who use Ice 

in healthcare settings 

Research and data collection 

Accessing current information and data on AOD is very difficult, largely due to different 

reporting mechanisms. There is a need for improved data collection at a national level, and 

any data collection needs to be openly transparent and easily accessible for ongoing 

research purposes. This would help state and territory governments, as well as LHDs, in 

future planning needs around workforce and strategic direction. The NSWNMA 

recommends that NSW Health invest in research to provide a stronger evidence base for 

AOD interventions. Furthermore, the NSWNMA recommends funding is provided to 

explore alternative models to assist in the control of drug use and reduce the occurrence 

of adverse events relating to illicit drug use. 

                                        
10 National Ice Action Strategy, above n 4.  



 

Substance dependence (including Ice) and subsequent behavioral problems could be a 

potential problem within our aging population. This needs to be explored further, with 

research and data collection essential to understand the impact of Ice use within our 

ageing population.  

 

The NSWNMA understands there is an increase in women presenting to Antenatal Clinics 

who report use of Ice. There is a lack of AOD resources or rehabilitation beds available to 

support these women, or their families. These clients need priority due to the impact and 

long term effects on children in the family unit. Research into Ice use within pregnancy is 

also needed, to determine the incidence as well as the impact on the family unit.  

 

Recommendations:  

 The NSWNMA recommends that NSW Health invest in research to provide a 

stronger evidence base for AOD interventions  

 Funding to explore alternative models to assist in the control of drug use and 

reduce the occurrence of adverse events relating to illicit drug use 

 A national data collection mechanism that collects and collates data across all 

states and territories through a standard format  

 Data collection should be transparent and readily available for the public, as well as 

health professionals / agencies  

 Research into emerging areas of concern: Ice use within an ageing population and 

within pregnant women. This would inform potential funding requirements in these 

areas.  

 

Workforce issues   

Appropriately trained and experienced staff  
 

The Taskforce reported that between 2009 and 2014, the number of hospitalisations 

related to methamphetamine increased five-fold, and specialist drug treatments provided 



for methamphetamines almost tripled11. It is therefore essential that nurses (and other 

frontline workers) in AOD services – and other key health settings, such as emergency 

departments, community health settings, acute care wards, and mental health services – 

are equipped with the appropriate knowledge and skills to effectively manage and care for 

people who use Ice.   

 

It is crucial that all staff working with people who use Ice (or other substances) have an 

understanding of the complexities of drug dependency. It is widely documented that 

people who use drugs (including Ice) experience high rates of stigma and discrimination 

when accessing health services. This impacts on their willingness to access health care 

services, and ultimately is detrimental for both the individual and the broader community12.  

 

It is important that nurses understand the potentially traumatic experiences of many people 

who use drugs (e.g. history of trauma, abuse or neglect; homelessness; co-morbid mental 

health issues), and are trained to respond appropriately. As discussed, people who use Ice 

– and have a history of schizophrenia – are far more likely to experience psychosis after 

using methamphetamine. It is crucial for nurses and other frontline workers to understand 

this. The NSWNMA recommends that nurses and other frontline workers have access to a 

range of learning and development opportunities to upskill in the management and care of 

people with drug dependencies. Furthermore, it is essential to provide frontline workers 

with training around providing trauma-informed care, with a focus on reducing stigma and 

discrimination relating to substance use.  

 

The NSWNMA believes all AOD treatment services must be staffed by appropriately 

qualified and regulated professionals. This is essential to ensure that patients receive safe, 

effective and evidence-based management and care, when accessing substance 

detoxification and rehabilitation services. Managing clients while they withdraw has a 

significant impact on various health services. It is essential that people requiring treatment 

                                        
11 National Ice Action Strategy, above n 4. 
12 Public health and international drug policy, above n 1.  



and care for substance use are able to access specialist trained health professionals, 

within AOD services, in a timely manner.  

 

Nurses working in AOD services need to have access to education and mentoring. 

Increasing the number of AOD Clinical Nurse Educators would provide an opportunity for 

increased education of staff in AOD services. Furthermore, creation of additional Clinical 

Nurse Educator positions – as well Nurse Practitioners positions – would assist with 

retention of senior nurses working in the AOD sector. The NSWNMA recommends that 

funding is allocated to allow for the expansion of Clinical Nurse Educator and Nurse 

Practitioners positions in the AOD sector.  

 

Staffing levels and skill mix  

In NSW ‘Nursing Hours Per Patient Day’ (NPPD) is used as the NSW government’s 

response to ‘Nurse to Patient Ratios’. The Government urgently needs to adopt Nurse to 

Patient Ratios and ensure appropriate skill mix in all AOD services. If the government truly 

wants to commit to a better drug and alcohol service provision, it must commit to 

enforceable staffing requirements13. This will ensure appropriate staffing levels for patient 

numbers, maximising client and staff safety through the extension of legally enforceable 

and minimum nurse-to-patient ratios.  

 

Based on data collected from wastewater analysis, methamphetamine use appears to 

disproportionately affect some regional areas in NSW14, yet these are the areas least likely 

to have access to training, sufficient staff, or security to manage potentially violent 

incidents. It is crucial that rural and remote health services are adequately funded so they 

can effectively manage patients using Ice.  

 

                                        
13 The Association’s claim for staffing in Drug and Alcohol Inpatient (discrete standalone units) and Drug and Alcohol 
Outpatients is attached (appendix 1). 
14 Drug and alcohol research connections, Wastewater analysis - what does it mean for AOD policy and practice? May 
2018,  
<http://connections.edu.au/opinion/wastewater-analysis-what-does-it-mean-aod-policy-and-practice> 



There needs to be a real transparent commitment from management at all levels to ensure 

the psychological health of AOD nurses is protected. Clear leadership with robust 

governance processes is required at all levels of management, this includes nursing 

leadership, with consistent State-wide processes and models of care will help drive the 

required culture change at all levels.  

Recommendations:  

 That health professionals have access to learning and development opportunities to 

upskill in the management and care of people with drug dependencies   

 That health professionals have training on trauma-informed care, with a focus on 

reducing stigma and discrimination relating to substance use  

 All AOD treatment services must be staffed by appropriately qualified and regulated 

professionals 

 The Government needs to commit to nurse-to-patient ratios to ensure appropriate 

skill mix and appropriate staffing levels for all AOD services 

 Rural and remote health services must be adequately funded so they can effectively 

manage patients using Ice. 

 A commitment is needed from management at all levels to ensure the psychological 

health of AOD nurses is protected 

 

Reorientating the focus of harm minimisation  

The three pillars of harm minimisation are: supply reduction, demand reduction and harm 

reduction. There is overwhelming evidence that substance use and dependence is best 

treated in a health model rather than a criminal one15. The NSWNMA has a long history of 

supporting harm minimisation measures. The NSWNMA urges the government to 

reorientate its approach to illicit drugs to one that recognises substance use as a health 

issue rather than a criminal issue.  

 

The focus of any harm minimisation efforts should be primarily on demand reduction and 

harm reduction. Demand reduction includes prevention programs (with a focus on 

education and information) that should be tailored to priority populations. Harm reduction is 

                                        
15 Public health and international drug policy, above n 1. 



focussed on keeping people who use illicit drugs, as well as frontline workers and the 

broader community, safe. Reallocation of enforcement resources away from pursuing 

personal users, and moving toward convicting suppliers would be highly beneficial to 

individuals and the broader community. When people who use drugs are continually 

coming into contact with the criminal justice system (e.g. for possession) it negatively 

impacts their future chances of recovery and employment.  

 

The NSWNMA recommends that the majority of funding for management of Ice is 

allocated to harm minimisation and demand reduction activities. Funding should be 

prioritised toward health services rather than law enforcement services. As the Taskforce 

found, the biggest gains can be made by reducing the demand for Ice – through health 

education and prevention messages – rather than through enforcement measures16.  

Recommendations:  

 The NSWNMA urges the government to reorientate its approach to illicit drugs to 

one that recognises substance use as a health issue rather than a criminal issue  

 Reallocation of enforcement resources away from pursuing personal users, and 

moving toward convicting suppliers  

 

 

 

 

 

 

 

 

                                        
16 National Ice Strategy, above n 4.  



                                                                                                                                                                                                                   
 

Ice use in Australia is a complex problem; the use of Ice occurs along a spectrum – from 

those who use Ice infrequently, to those who are heavily dependent on Ice. There is an 

urgent need to provide funding for AOD services, with the creation of innovative and 

flexible services needed to target people who use Ice.  

 

Substance use and dependency must be treated primarily through a health framework 

rather than a criminal framework. The focus of harm miniminsation should be reorientated 

toward harm reduction and demand reduction, rather than supply reduction. There needs 

to be a focus on health education and prevention messages, targeted toward high risk 

populations.  

 

Staffing and skill mix within AOD is crucial – the Government must adopt nurse-to-patient 

ratios to provide appropriate staffing levels for patient numbers. This is the only way to 

ensure client and staff safety in AOD services. This will not only benefit staff and patients, 

but also the broader community by providing better patient outcomes.  

 

It is critical that access to treatment and support services is available to people who need 

it, in a timely manner. Access to free, publically funded services that provide evidence-

based care is crucial to ensure equitable access. There is a need to ensure rural and 

remote communities are equipped with the services and resources they need to manage 

Ice within their communities.  
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Appendix 1: Ratios A claim to put patient safety first 2018. 
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Ratios claims in detail
The following table shows the minimum Ratios 
to be applied on a shift-by-shift basis and 
based on the number of patients in each ward, 
unit or service. Ratios will apply to all patients 
clinically assessed as requiring nursing care 
and provided in a bed, chair, treatment space/
room, where these spaces are regularly used to 
deliver care.

Only nurses or midwives providing direct clinical 
care are included in the Ratios. This does not 
include positions such as NUMs, NMs, CNEs, 
CNCs, dedicated administrative support staff 
and wardspersons.

In charge (however named) will not be allocated 
a patient load and will be in addition to the 
Ratios claim. Nurses for ‘specials’ will be in 
addition to the Ratios claim.

Where Assistants in Nursing/Midwifery are 
permitted to work in an identified unit or ward, 
they will not be allocated a patient load and will 
be in addition to the Ratios claim. 

Emergency Departments, Inpatient Mental 
Health, Palliative Care, Neonatal Intensive Care 
and Critical Care are areas where the use of AIN/
AIMs is not clinically appropriate and can only 
be used to assist a Registered Nurse who has the 
relevant skills and knowledge for that speciality. 
The AIN/AIM would assist the RN to perform 
patient care for specific duties such as manual 
handling, activities of daily living.

All wards, units or services will be staffed with 
nurses or midwives who have the relevant skills 
and knowledge for that speciality. 

Except in specific circumstances, wards or units 
will generally be staffed with a minimum of 
85% Registered Nurses. Where the proportion 
of RNs on each shift in any ward, as at the date 
of agreement, is higher than claimed, that 
proportion shall not be reduced.

Where the existing Ratio or skill mix provided 
in any particular ward or unit is better than the 
Ratios claim, as at the commencement of the 2018 
Award, the Ratio or skill mix will continue to apply.

General Adult Inpatient Wards – across all NSW Hospitals

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Medical/Surgical wards 1:4 + in charge 1:4+ in charge 1:7

This minimum claim applies to all medical and surgical units including mixed wards. Skill mix is a minimum of 85% RNs 
with the relevant skills and knowledge. Assistants in Nursing must be in addition to the Ratios and not have a patient load.

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

ICU / PICU / MHICU (however named) 1:1 + in charge 1:1 + in charge 1:1 + in charge

HDU / Close Observations (however named) 1:2 + in charge 1:2 + in charge 1:2 + in charge

CCU 1:2 + in charge 1:2 + in charge 1:2 + in charge

This minimum claim applies to all Critical Care Units across all Peer Groups. Additional nursing staff (e.g. access nurses) may be 
clinically required and if so, should be provided. The Ratios Claim will not include nurses who are part of a response team (however 
named). The Ratios Claim will apply to patients who are clinically assessed as requiring critical nursing care even if they are not 
situated in a designated ICU or HDU (however named). All intensive care patients must have a Registered Nurse with relevant critical 
care skills and knowledge allocated exclusively for their care. High Dependency (or stepdown patients within intensive care) who 
require a nurse to patient ratio of 1:2 should have a RN allocated exclusively to their care. The use of AINs is not clinically appropriate 
and AINs can only be used to assist a RN to perform patient care for specific duties such as manual handling, activities of daily living.

Critical Care (adult, paediatric, mental health)

APPENDIX 1: Ratios A claim to put patient safety first 2018
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RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Resuscitation Beds 1:1 1:1 1:1

Level 4-6 Emergency Departments 1:3 + in charge  
+ triage

1:3 + in charge 
+ 2 triage

1:3 + in charge  
+ triage

Level 3 Emergency Departments 1:3 + in charge  
+ triage

1:3 + in charge  
+ triage

1:3 + in charge

Level 2 Emergency Departments 1:3 + in charge 1:3 + in charge 1:3 + in charge

EMUs 1:3 + in charge 1:3 + in charge 1:4 + in charge

MAUs 1:4 + in charge 1:4 + in charge 1:4 + in charge

This minimum claim applies to adult and paediatric emergency departments according to their NSW Health designated level. 
This claim applies to beds, treatment spaces, rooms and any chairs where these spaces are regularly used to deliver care. The 
claim includes emergency departments, emergency medical units and medical assessment units (whether co-located with an 
ED or not) and other such services (however named). Additional hours must also be provided for in charge of shift and triage 
nurses across all shifts, where specified in the table above. Ratios will not include Clinical Initiative Nurses or any other nurse 
(however named) whose role has been introduced for a specific purpose. These roles are considered to be in addition to the 
Ratios. The Ratios Claim will not include nurses who are part of a response team (however named). Skill mix is a minimum of 
90% RNs with the relevant skills and knowledge in this speciality. The use of AINs is not clinically appropriate and AINs can 
only be used to assist a RN to perform patient care for specific duties such as manual handling, activities of daily living.

*NB: PECC and Mental Health Triage and Assessment Centres (however named) will be staffed in accordance with the Ratios 
Claims for Levels 4 – 6 Emergency Departments.

Emergency Department (adult, paediatric and mental health*)

1 This minimum claim applies to acute and subacute adult inpatient mental health and will not include nurses working in 
seclusion and providing care to patients who require Level 1 & 2 Observations, diversional therapists and nurses working in 
ECT or group therapy, nurse escorts and nurses who are part of a response team (however named).

2 Refer to Critical Care Claim for complete details for Mental Health PICU and MHICU. It has only been included in this table 
for completeness.

3 Refer to Critical Care Claim for complete details for HDU/close observation (however named). It has only been included in 
this table for completeness.

Inpatient Mental Health – excluding Forensic Health

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Adult – acute and subacute1 1:3 + in charge 1:3 + in charge 1:5 

Child and Adolescent 1:2 + in charge 1:2 + in charge 1:4

Acute Mental Health Rehabilitation 1:4 + in charge 1:4 + in charge 1:5

Long Term Mental Health Rehabilitation 1:6 + in charge 1:6 + in charge 1:10

Older Mental Health 1:3 + in charge 1:3 + in charge 1:5

MHICU / PICU (however named) or patients 
assessed requiring this care2

1:1 + in charge 1:1 + in charge 1:1 + in charge

HDU / Close Observations (however named)3 1:2 + in charge 1:2 + in charge 1:2 + in charge

This minimum claim applies to all inpatient mental health wards/units, ‘outlying’ inpatient mental health beds and for the care of 
inpatient mental health patients who are occupying non designated inpatient mental health beds. Skill mix is a minimum of 85% RNs 
with relevant mental health skills and knowledge levels for each shift. Additional RNs will be provided for peak times (e.g. admissions, 
discharges answering phones etc.). Early career nurses and novice practitioners will not be allocated an in charge role or be the most 
senior nurse on shift. The use of AINs is not clinically appropriate and AINs can only be used to assist a RN to perform patient care for 
specific duties such as manual handling, activities of daily living. In event that an adolescent is placed in an adult ward, an additional 
RN will be allocated to provide 1:1 care. Claim to support Clinical Supervision: 2 hours face to face paid clinical supervision leave per 
fortnight; Paid face to face specialised mental health training including de-escalation and responding to mental health emergencies.
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RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

General Inpatient Wards 1:3 + in charge 1:3 + in charge 1:3 + in charge

This minimum claim applies to all paediatric general inpatient wards, including medical, surgical and combined medical 
surgical wards and units across all Peer Groups. Additional hours must be provided for nurse escorts and work that in general 
adult hospitals would be described as ‘ambulatory care’.

Paediatrics

Neonatal Intensive Care Units

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

ICU 1:1 + in charge 1:1 + in charge 1:1 + in charge

HDU 1:2 + in charge 1:2 + in charge 1:2 + in charge

Special Care Nurseries 1:3 + in charge 1:3 + in charge 1:3 + in charge

This minimum claim applies across all Peer Groups. Additional hours must be provided for work that may be described as 
discharge nurse, neonatal family support and transport nurse (including retrieval). The Special Care Nurseries claim does not 
apply to special care nurseries that perform CPAP, where the HDU claim will apply instead. Skill mix is a minimum of 85% 
RNs with the relevant skills and knowledge. The use of AINs is not clinically appropriate and AINs can only be used to assist a 
RN to perform patient care for specific duties such as manual handling, activities of daily living.

Perioperative services

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Standards for Perioperative Nursing in Australia 14th edition (known as ACORN Standards),  
as amended from time to time, will apply to all perioperative services in NSW Hospitals.

Rehabilitation

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Rehabilitation 1:4 + in charge 1:4 + in charge 1:7

This minimum claim applies to dedicated hospitals and rehabilitation wards or units. Skill mix is a minimum of 85% RNs 
with the relevant skills and knowledge. Minimum of two (headcount) RNs on every shift. There will be no more than one 
(headcount) EN with the relevant skills and knowledge for this speciality and maximum of one (headcount) AIN with the 
relevant skills and experience in general rehab wards/unit.
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Community and Community Mental Health

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Community Health and Community Mental Health 
services, except for Acute Assessment Teams

Limit of 4 hours of face to face client contact  
per 8 hour shift, averaged over a week.

Community Mental Health Services  
(Acute Assessment Teams)

Limit of 3.5 hours of face to face client contact  
per 8 hour shift, averaged over a week.

Community Health and Community Mental Health: Work that is not included in ‘face to face hours’ includes travel, meal 
breaks and administration (e.g. phone calls to other health professionals or suppliers, paperwork), otherwise known as 
‘indirect care’. ‘Face to face hours’ may also be known as ‘direct care’. In addition, a Community Mental Health claim to 
support Clinical Supervision: 2 hours face to face paid clinical supervision leave per fortnight; Paid face to face specialised 
mental health training including de-escalation and responding to mental health emergencies.

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

High Volume Short Stay 1:4 1:4 1:7

Day Only Units 3.5 hours of face to face patient care. This includes 
nursing staff time spent doing preparations, 
transfer and post-operative care prior to discharge.

Short Stay Wards

Drug and Alcohol Units

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Drug and Alcohol Inpatients  
(discrete standalone units)

1:4 1:4 1:7

Drug and Alcohol Outpatients Each initial assessment: 90 minutes. 
Subsequent visits: 30 minutes (this includes case 
management). Dosing Visits: 5 minutes.

Palliative Care (wards and outlying beds)

RATIOS
SPECIALTY / WARD TYPE AM PM NIGHT

Palliative Care 1:4 + in charge 1:4 + in charge 1:7

This minimum claim applies to palliative care wards, ‘outlying’ palliative care beds and for the care of palliative patients 
who are occupying non palliative care beds. Where there is a patient occupying an ‘outlying’ bed a Registered Nurse will 
be allocated to their care. Skill mix is a minimum of 85% RNs with the relevant skills and knowledge. The use of AINs is not 
clinically appropriate and AINs can only be used to assist a RN to perform patient care for specific duties such as manual 
handling, activities of daily living.
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Maternity Services  
in detail
The Award will be varied to reflect the 
additional principles for Birthrate Plus® sites 
and for maternity services where Birthrate Plus® 
does not operate. 

• The results of Birthrate Plus® methodology is a 
minimum; it provides for midwifery hours and 
applies to midwives. The provisions in Clause 53 
Staffing Arrangements will continue to apply. 

• Additional midwives will be provided when 
patient care cannot be sufficiently met from 
the midwives available.

• Maternity services must undergo a Birthrate 
Plus® reassessment:

n Minimum every 3 years to monitor workloads 
and to recommend any necessary adjustments

n If major changes occur or are necessary to  
the models of care, service delivery or 
community practices

n At the request of employees, the employer 
or the NSWNMA, where there are major 
changes to the Unit statistics e.g. caesarean, 
epidural, induction rates. 

• Patients identified as outliers in a maternity 
service will require additional nursing staff 
to provide safe patient care. Staff within the 
maternity service will not be used.

• Experienced midwives will be on duty at all times.

• Newborns will be counted in patient numbers when determining reasonable 
workloads in postnatal wards.

• Further, additional midwives will be provided when safe patient care requires  
a higher level of staffing.

• Additional midwives will be provided for peak times involving admissions  
and discharges.

• In charge of shift will not be allocated a patient load.

• Assistants in Midwifery will not be allocated a patient load.

• Assistants in Nursing are not permitted as part of the profile (either as permanent, 
casuals or agency).

POSTNATAL WARD OR UNIT SKILL MIX 
ACROSS ALL MATERNITY SERVICES
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Staffing Model:  Maternity services 
where Birthrate Plus® does not operate
This is the NSWNMA claim for maternity units 
that do not use Birthrate Plus®. Generally, these 
units have under 200 births per year.

Intrapartum workload:
1:1 midwifery care in labour and birth.

1:1 ratio is a minimum and would increase in 
need to reflect the additional needs of higher 
risk categories of women.

Antenatal Care:
1.5 hours per booking-in visit.

Antenatal Care – Inpatients:
Minimum of 3 hours per case – need to assess 
the workload including non-admitted Occasions 
of Service.  The hours would increase as risk 
factors increase.

Postnatal Care – Inpatients:
A minimum of 6 hours per case. This would 
increase to reflect the additional needs of higher 
risk categories of women.

Travel Allowance –  
Community Midwifery:
As with Birthrate Plus®, a travel allowance (time 
factor) of 17.5% is added to the time allocated for 
each woman. This will be increased to 20% in 
some facilities to reflect local distances travelled.

Leave Relief, Mandatory and  
Essential Education for Midwives:
Leave relief of additional 18.7% FTE is factored in 
when determining appropriate staffing.

Unplanned Antenatal workload  
in Intrapartum Services:
The Birthrate Plus® score sheet is used to attach 
hours to the additional work.

Additional workload within 
Intrapartum services:
Additional hours are allocated to women with 
a 16 to 20 week gestation pregnancy loss and 
also for women with a pregnancy loss less than 
15 weeks where cared for in the birthing or 
antenatal/maternity unit.

Allocated midwife hours – elective 
caesarean section:
A minimum 4 hours per elective caesarean section.

Antenatal Care – Outpatients clinics:
Hours are determined by the type of treatment 
required.

Parental Education:
The Birthrate Plus® score sheet is used to attach 
hours to the additional work.

Midwifery Models of Care:
Hours are allocated for total continuity of care 
i.e. all antenatal, intrapartum and postnatal care 
provided in the woman’s home, community 
facility or hospital. Hours are inclusive of the new 
born assessment for normal risk cases.

Normal risk = 41 hours per case.

Note: No high risk births in the total continuity of care 
model. This is because women who have or develop risk will 
not be cared for within this type of model. This is due to the 
need for obstetric and/or medical and inpatient care.

Midwifery Models of Care:
Hours allocated for partial continuity of care 
i.e. all antenatal, intrapartum care with only 
postnatal care in the home. Care may occur in a 
woman’s home, community facility or hospital. 
Hours are inclusive of the new born assessment 
for normal risk cases.

Hospital postnatal care can be provided by 
hospital midwives (see above for hours).

Normal risk = 36 hours per case.

High risk = 40 hours per case.

Postnatal care in the Home:
A minimum of 3 hours per case and would 
increase to reflect the additional needs of higher 
risk categories of women. 

In addition, a travel allowance appropriate to 
the maternity service (see above) is added to the 
mean hours.
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ALL NEW REFERRALS
Initial assessments 90 minutes.

FOLLOW UP CLINICS
Minor consultation and clinical  
review clinics:
15 minutes: 4 patients per hour.

Medium consultation clinics:
30 minutes: 2 patients per hour. 

Complex treatment clinics within a 
multidisciplinary team:
60 minutes: 1 patient per hour. 

Certain Clinics may require 2 nurses for particular 
procedures (e.g. Vac dressings)

Hospital in home ambulatory clinic:
3.5 hours of face to face patient care. 

In addition:

• Appropriate hours for case management 
should be included in the funded FTE to 
maintain a safe and holistic level of care for 
patients. This principle is inherent in the 
needs for patients in the community.

• Appropriate time for travel in the context of 
the local geography and traffic conditions 
must be factored into hours required for 
clinical workload.

Oncology and Dialysis:
1:1 plus in charge for complex patients. 
1:3 plus in charge for non-complex patients.

Infusion/Treatment Centres:
1:1 plus in charge for complex patients. 
1:3 plus in charge for non-complex patients.

Outpatients Clinics  
in the hospital setting
This minimum staffing claim applies across all Peer Groups.

EXPLANATORY NOTES
Outpatient Clinic Type

Minor Consultation: Anti-coagulant screening, orthopaedic 
review, phone triage, screening tests, screening results, 
minor wound dressing, BCG vaccination.

Medium Consultation: Excision of minor lesions, rheumatology, 
cardiology respiratory function, immunology, co-morbidities /drug 
resistant/CALD clients, non-compliant, counselling /education, 
wound assessment and dressing, psycho-geriatric review.

Complex Clinics: Administration of infusions of less than 1 
hour, complex wound assessment and treatment/dressing, 
complex burns dressing, biopsies, lumbar puncture; multiple 
co-morbidities and complex management.

Oncology – Complexity Criteria Weight/
Score

2 or more anti-neoplastic drugs 2

Vesicant drugs (requires continual observation of 
infusion site during drug administration)

2

Potential for hypersensitivity reaction 2

Multiple vital sign measurement during infusion/
transfusion

2

ECG recording prior to or during/infusion 2

Pre-treatment checking of blood results 1

Pre-treatment assessment of toxicities from 
previous cycles/days of anti-neoplastic drug 
administration in the current course

1

Baseline vital signs prior to administration of anti-
neoplastic drug therapy or infusion or procedure

1

Observation period/measuring of vital signs post 
completion of anti-neoplastic drug therapy or 
infusion or procedure

1

Other assessments prior to treatment, e.g. 
urinalysis, weight

1

Total Score (if >5, categorised as a ‘complex patient’)
Criteria: For any treatment with a score of 5 or more, the 
treatment is complex. This would have the advantage of 
enabling a ‘complexity rating’ of new therapies.

Infusion / Treatment Clinics

1:1  Phototherapy and Dermal clinics Toxicity of treatment, 
Portacath access, Blood Transfusions, Biological agent 
injections, Iron infusions etc

1:3  All other infusion types.
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FAIR PAY RISE
The NSWNMA will seek a 4% increase to pay 
and wage related allowances per year, starting 
with July 2018.

IMPROVED STAFFING
Specials: it shouldn’t be a struggle  
to get them
Additional Nurses/Midwives will be allocated to 
patients who have been clinically assessed as 
needing specialised care in addition to mandated 
Ratios/rostered nursing hours for all wards or units.

Too often ‘specials’ are not provided, or the wrong 
classification is used, despite a clinically assessed 
need. The pressure to make do without additional 
nurses is unacceptable and it’s unsafe.

You need the right nurse, at the right time. 
Whatever the ward or unit, a patient who needs 
special care should get it.

Mechanisms for putting patients first
To put patients first, some measures need to be 
improved. These include:

• Vary subclause (ii) Principles in Clause 
53 Staffing Arrangements to include the 
following new principle:
n staffing review in consultation with the 

NSWNMA will be conducted when a new 
ward/unit/service is created, reconfigured or 
changes in the model of care. No changes will 
occur without agreement by the NSWNMA.

• Vary Clause 4 Hours of Work and Free Time of 
Em ployees Other Than Directors of Nursing and 
Area Managers, Nurse Education (xvi) (a) to days 
off must be consecutive, except by agreement.

• In addition, Clause 8 Rosters will specify 
rosters must be built to:
n ensure compliance with Clause 53 Staffing 

Arrangements
n ensure training is in paid time
n include paid handover
n include an appropriate skill mix and ensure early 

career nurses or novice practitioners are not the 
most senior nurse on shift or allocated in charge. 

Other important 
claims in detail

More CNEs/CMEs needed
In addition to the Ratios claim, there shall be  
1.4 Full Time Equivalent Clinical Nurse Educators/ 
Clinical Midwife Educators employed for every 
30 nursing staff, and a proportion thereof where 
there are less than 30 such staff in a unit/service. 
CNEs/CMEs should be rostered across all shifts, 
seven days a week.

An increased numbers of new graduates 
continue to be employed. To ensure new 
practitioners consolidate their practice, 
additional CNEs/CMEs need to be employed.

Achieving better skill mix will take more support 
than is currently provided, to genuinely take 
pressure off the most experienced RN/RMs.

The government can and must fund more 
CNEs/CMEs and not just on day shifts. This is a 
practical way to thoroughly and safely assist new 
practitioners to consolidate their practice.

CHANGES TO EXISTING  
AWARD PROVISIONS
• Vary Clause 8 Rosters to require local hospital 

management to display rosters at least four 
weeks prior to the first working day of the roster.

• Vary Clause 11 Leave for Matters arising from 
Family Violence to increase special leave from 
5 to 20 days and include the provisions from 
the model clause.

• Vary Clause 34 Maternity, Adoption and 
Parental Leave to provide for the payment of 
superannuation during paid parental leave.

• Vary Clause 34 Part C Parental leave 
(iii) Entitlements to increase leave from 
one week to two weeks in line with the 
recommendation of the Productivity 
Commission’s Report into Paid Parental Leave.

• NSWNMA and NaMo will work cooperatively 
over the terms of the Award to review the 
appropriate remuneration for NUMs/MUMs.

• Enrolled nurses who meet the criteria will 
be classified as Special Grade by personal 
grading, instead of by appointment.
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