SERVICE IMPROVEMENT – THE AUSTIN & REPATRIATION MEDICAL CENTRE EXPERIENCE

Problems identified by consumers of the services provided by any major public hospital are usually across the spectrum, ranging from major to minor and anywhere in between.   They offer a remarkable opportunity to view the particular service from the point of view of the patient and/or relative, which can give a quite different perspective to that of the provider.  Members of the clinical team are often most distressed to learn that the patient is unhappy with what they believe has been the best care that can be offered.   The role of the Patient Representative, or Health Complaints Liaison Officer, is, in the first instance, to assist with resolving the situation to the satisfaction of all concerned and then to make recommendations for improvements, to prevent a recurrence.  In almost every complaint I have dealt with over the past five years, the common thread is the complainant’s wish that no-one else suffers the same experience.  Therefore, at the outset, we have a common goal, which is a very positive factor in seeking a successful resolution.

It needs to be stressed that management must have a strong commitment to the complaints process to enable this to be effective. At the Austin & Repatriation Medical Centre, this commitment is clearly evidenced by the recent launch of a corporate Code of Ethics.  We are led to believe that this is the first such Code for a non-denominational public hospital in Australia. Patients’ rights are strongly entrenched by the values and principles contained in this Code.  Copies are available for those interested.

As it is always better to be proactive rather than reactive, in my discussions and training sessions with staff members, I strongly encourage them to alert me to early signs of dissatisfaction or distress exhibited by patients and/or relatives.  This enables my involvement at an early stage in a preventative capacity and, in the majority of cases, prevents the situation from escalating.  However, investigating and responding to complaints and also undertaking proactive intervention work, including the necessary follow up, is time consuming.  Finding additional time to analyse complaints and identify system improvements can seem an impossible goal.  There is strong pressure to deal with each complaint as expeditiously as possible, in order to move on to the many other problems which continue to arise, with little time for reflection.  Nevertheless, it is essential to review and analyse complaints on an ongoing basis. This facilitates recognition of ways in which improvements can be made, identifies any trends and should be a major focus for the whole process of complaints management. 

The adverse effects arising from a particular system or policy often become evident in the first instance to the person dealing with complaints. It should therefore be an integral part of the role to make recommendations for change where necessary.  Failure to do so would be deny the huge potential for the complaints mechanism to act as a catalyst for change within the organisation.  For example, I have recently made a recommendation that any inpatients with an intellectual disability be accompanied at all times by either a staff member or a relative when having a procedure which they may not fully understand, such as x-rays or scans. This arose from a single incident, which, although fairly quickly resolved, caused considerable angst for all concerned in the interim period.  This highlighted the fact that preventative measures are required to prevent future similar misunderstandings.

I have identified three different ways in which such changes occur, and will give an example from each category.  The three groups are: 
1. Where identification of a trend in complaints has led to a major improvement.

2. Where attitudinal change has occurred as a result of investigation of a series of complaints.

3.
Where a significant improvement has occurred as the result of a single complaint.

The first of these instances related to my involvement with relatives following the death of a patient.   We are all aware that dealing with grief is a complex and often long term process, and dealing with families seeking help after a loved one has died can be time consuming and emotionally draining.  There are a variety of reasons for contact under these circumstances – a family may be seeking further information relating to the patient’s last days or hours, they may believe that duty of care has been lacking, they may believe there has been some negligence or they may simply be unclear regarding practicalities, such as obtaining a death certificate or arranging a funeral, with many variations on each of these themes.  In all  instances where concern is expressed about some aspect of care, I ensure that the family members have the opportunity to sit down with relevant members of the clinical team and myself, for full discussion.  This practice has proved to be very useful in terms of assisting families to understand what has occurred and why.   Sometimes there are questions which cannot be answered, and, for a senior consultant to simply state “I’m sorry, I can’t answer that definitely and we will never know for sure, but I believe this is what occurred …” can be extremely powerful. Complainants generally respond very well to an honest answer of this nature.

After a time, I became aware of a common theme being articulated by many families, particularly those where their loved one had died late at night, or on the weekend.  At such times, they were probably dealing with medical and nursing staff with whom they may not have had any previous contact.  In many instances, the family may be unfamiliar with the Medical Centre, as their relative may have had an illness of very short duration.  I received many comments such as “No-one cared” “We heard nothing further from the hospital”, “We didn’t know who to get in touch with to talk about this afterwards”.   In some instances, it was months after the patient’s death before the family member made contact with me, and in one notable instance it was four years later.  In that instance, a GP rang me asking for help in assisting his patient to come to terms with her father’s death.   She was convinced that more could or should have been done for him, and blamed herself for not intervening.  She had been unable to get on with her life, leading to depression and illness. She had not previously raised this with the Medical Centre.  I arranged for the complainant to meet with the Surgeon concerned, together with her husband and myself.  The Surgeon spent considerable time and effort going through the patient’s medical history with his daughter and answering all her questions.  At the end of this meeting, she expressed herself as completely satisfied that everything possible had been done for her father, and later the GP sent a letter of thanks, confirming that this “unfinished business” had at last been resolved.

In seeking to improve communication in these circumstances, it was noted that a number of complainants said that they didn’t know who to contact.  In many other instances, complainants said that, as they had given permission for a post mortem, they assumed that they would be contacted when the results were available.  As this does not automatically occur, when nothing further was heard, they became quite angry and disillusioned in terms of their perception of lack of care on behalf of the Medical Centre. Many patients in these instances were also unaware that, whilst it can be some time before post mortem results are available, a preliminary result is available within a relatively short period of time.  

Therefore, although we may well have provided the best possible quality of care for the patient, the family members felt disenfranchised and believed that their interaction with the Medical Centre had been most unsatisfactory. 

In addition, there were continuous calls to various areas of the Medical Centre, simply requesting information on how to obtain a Death Certificate.  Many people were under the impression that this was issued directly from the Medical Centre rather than from the Registry of Births, Deaths and Marriages.  This often led to further confusion, with misinformation being given, or calls transferred from one area to another and I often ended up with a caller who was not only distressed but now also very angry. 

Hence, I was convinced that there was a strong need for the development of a leaflet to meet the following identified needs: 
1. To assure relatives that staff of the Medical Centre did care about them and recognised their loss, and to provide contact details of people who could assist them in dealing with their grief.

2. To provide relevant practical information.  

3. To inform about the process of obtaining preliminary post mortem results.

Identifying the need for such a brochure was simple, but implementing this was quite complex.   Our patients reflect today’s multicultural society and represent a broad range of cultures and religions. Therefore, unless the brochure was to be limited in its application, it was essential to ensure that the wording did not offend any cultural and religious sensitivities.  Similarly, it was originally intended to have an illustration of some kind on the cover of the brochure, however every suggestion was rejected for one reason or another, and the end result was a very simple design.   I was concerned to ensure that people recognised that this was a positive attempt on behalf of the Medical Centre to indicate that we cared about them, hence the wording on the front page “We care about you in your loss … and recognise that this is a difficult time for you”.  The next step was to obtain approval from a number of different Committees, to ensure that everyone was satisfied with the wording and design. 

Once the brochures were produced, the next step was to educate nursing staff regarding the appropriate distribution.  To this end, it was decided that the brochure should be officially launched, to ensure that it had a high profile throughout the Medical Centre, and to stress that this project was strongly supported by management.   I am pleased to report that this has been most successful, and a large re-print has just taken place.   This is an evolving process, however, and we are currently trialing sending out a brochure in the mail to the next of kin a week or so after death, under cover of a simple letter signed by me, expressing sympathy and access details.  We are hopeful that this additional follow-up will mean that no-one misses out.  To date this seems to be working well, and I have received a number of letters and cards expressing appreciation for this gesture, in addition to the usual requests for information and assistance.

As we are all aware, part of the problem solving process often highlights other areas for improvement.  As a result, we are in the course of developing a further leaflet, in this instance providing information relating to various issues surrounding the performance of autopsies, primarily in the form of simple questions and answers, and we are hopeful that this will further assist families at a very difficult and distressing time for them. 

For my second illustration I would like to discuss attitudinal changes which have occurred as a result of complaints.  We are all aware of the defensive response which sometimes occurs when we contact a clinician of “Oh, no, what I have done wrong?” often followed by “And where do I go to complain about the patients?”  I am pleased to say that such a response in our Medical Centre is becoming very rare, as clinicians have become aware of the benefits to them of successful resolution of complaints.  I am regularly requested by clinicians to sit in on a patient’s consultation in cases where they are keen to ensure that the patient fully understands the relevant situation and possible options.  This was not the case in the early stages of my appointment to this position.  At that time, some clinicians were wary of what this new position entailed, and were obviously concerned about the possibility that their actions and behaviour may be subject to unwelcome criticism.   Patients today are very conscious of their rights and have access to huge amounts of information from a variety of sources, including the Internet.   However, this is a relatively recent phenomenon, and in the past patients were, for the most part, unquestioning in their acceptance of  all aspects of their interaction with health care professionals.  The fact that the community is now well educated and informed with regard to health care is recognised in medical training today.  There is strong emphasis placed on the importance of good communication skills whereas formerly some doctors relied on their clinical expertise and abilities, and were not as conscious of the necessity to ensure that patients clearly understood the options available to them and the ramifications of their decisions.  They were, therefore, often less aware of the need to quickly address any queries or expression of concern.

I noted that I was receiving a number of complaints regarding a particular surgical discipline.   Although the type of complaints varied, in each there was a common thread relating to the attitude of the clinician concerned, not necessarily the same person.   Whilst these complaints were satisfactorily sorted out, I was concerned that they continued to occur.   In studying these complaints, it became evident that, whilst there was a high level of expertise within the Unit, clinicians were not comfortable with their abilities and methods being questioned.  It is a particularly busy Unit, and the clinicians also resented the time spent in having to sort out what to them, in many instances, seemed to be minor problems.

One of the cases which arose at this time directly involved the Head of the Unit, and a meeting was arranged with the various parties.  Although the family were threatening litigation, the problems related to misinterpretation and misunderstanding rather than any lack of ability or care, hence were quickly and successfully resolved as a result of the meeting.  The clinician then became converted to the cause of directly discussing and sorting out issues rather than dealing with these “on the run”, on an ad hoc basis or simply assuming the situation would resolve itself.   He particularly recognised that good communication in the very early stages, when people first express concern, is essential in avoiding potentially serious problems.  I am pleased to state that I have rarely had a complaint from that Unit since, and, in fact, the Head of the Unit when he sees me now makes a point of informing me that he ensures that he arranges a meeting of all concerned at the slightest hint of dissatisfaction.     I have been quick to compliment him on his communication skills, resulting in lessening of my workload!

I think we would all agree that effecting a change in attitude is one of the most  difficult things to achieve, and it is extremely gratifying when this occurs.   In addition, as the hospital grapevine is a very powerful tool, the positive flow on effects are far reaching.  

Whilst usually a number of complaints arise about a particular matter before it becomes evident that changes are necessary, in some instances a significant change has occurred as a result of a single complaint.  My third example illustrates how a change in the consent form used throughout the Medical Centre arose as the result of a single complaint.

I initially received a telephone call and subsequently a supporting letter from an extremely distressed patient.    The patient has chronic fatigue syndrome, and has strong reactions to chemicals.  He required a minor procedure and, as he had a similar procedure performed several years previously under local anaesthetic and was able to leave hospital within an hour or two with no after effects, he requested that the current procedure be performed under similar conditions.  The same Surgeon was performing the procedure as had done so previously.

When requested to sign the consent form on the day of the procedure by a hospital medical officer, the patient stated that he was not prepared to do so, because there was nothing on the consent form to indicate that he was only having a local anaesthetic. He believed that the wording implied that he could be given any anaesthetic or sedation deemed necessary by the Anaesthetist.   However, on receiving reassurance that he would definitely be only given a local anaesthetic, he agreed to sign the form.  He stated at this point that he did not want any other chemicals in his body.  In response, he was told he might need to have a slight amount of sedation, and he replied that, in this instance, he wanted the minimum chemical intervention possible because of his chronic fatigue.  Although these details were noted in the anaesthetic record, there was no space to record such information on the consent form.

In theatre, a drip was put in the patient’s arm and he questioned this, but was told he was only being given water, as he hadn’t had liquids for 12 hours.   At this stage, he was also told that he was being given a little sedation.   He did not remember anything further, and woke up half an hour later in recovery, feeling nauseated.   He queried the time and whether he had been given a general anaesthetic, in view of his lack of consciousness for the past half-hour.  He was reassured that he had not been given a general anaesthetic, but rather a sedative with an amnesiac, which had been given because he seemed to be in pain.  It was explained that he had not been unconscious, but rather didn’t remember what had happened.   The patient was very upset that he had not been informed that the sedative could affect his memory, and he was also concerned that he was nauseated.

The patient advised me that, as a result of the medication, he was limited in what he could achieve.  As he had planned to go away on holiday the next day, this caused not only a delay in departure but also unpleasant physical effects for the first week of the holidays as a result of having chemicals in his body.  He said he had joint pain and stiffness for two months following the procedure, requiring attention, whereas normally he is free of pain at that time of year, and this affected all facets of his life.

It seemed that, although the patient had not been given a general anaesthetic, the amount of sedative he had been given had certainly had unpleasant after effects for him, which he had specifically sought to avoid by making his feelings known prior to surgery.

The patient said that his objective in contacting me was to ensure other patients did not have the same experience, and he identified the necessity for the consent form to be altered to allow the inclusion of additional information.  He believed this would obviate the problems he had encountered.  However, he expressed doubt that any notice would be taken of his concerns.   I explained that the current consent form was the result of a long and extensive consultative process, and that any changes would be subject to the same intensive scrutiny.   Nevertheless, I assured him that, as the major focus of complaints process was to identify areas for improvement, I would make every effort to progress his suggestion.

Following discussion with the patient’s Surgeon, who validated his concerns and confirmed that he had encouraged the complaint, I met with the Director of Anaesthesia, who strongly supported the patient’s suggestion and put forward some further ideas for improvement.    Subsequently, following my written recommendation to the Director of Clinical Services, and further discussion and amendments made by the Division of Surgery, the suggested changes were incorporated into a re-designed consent form, incorporating a range of positive changes.   The patient was satisfied that his concerns had been addressed and convinced that future patients would not experience the problems he encountered.  

Many improvements have occurred in the Medical Centre as a result of patient complaints, in addition to the examples given.  These include establishment of a volunteer service in the Emergency Department, provision of individual bedside phones, establishment of a secured room for patients with post traumatic amnesia, establishment of a Baby Change Room, improved access and additional car parking for disabled patients,  development of information brochures in various areas, improved signage and many others.

However, I strongly believe that the major change which occurs when there is an effective complaints system is the recognition that, whether or not a complaint on investigation proves to be justified, if a patient or relative has expressed dissatisfaction with the service they have received, there is a need to objectively review what has occurred in an effort to identify any areas for improvement.  This may be simply changing the manner in which information is provided, or may involve a major change to service delivery.  As continuous quality improvement is now widely recognised as an integral and essential part of all health care delivery, all staff members must be alert to ways in which complaints can positively impact upon quality of care.

Lyn Roberton, Patient Representative

March, 2001.
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