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STATEMENT OF ACCOUNTABLE OFFICER
As an Accountable Officer I advise that, to the best of my knowledge and belief:
(a) proper records of all transactions affecting the Commission were kept and that
employees under my control observed the provisions of the Financial
Management Act, the Financial Management Regulations and Treasurer’s
Directions;
(b) procedures within the Commission afforded proper internal control, and a current
description of these procedures can be found in the Accounting and Property
Manual which has been prepared in accordance with the Financial Management
Act;
(c) no indication of fraud, malpractice, major breach of legislation or delegations,
major error in or omission from the accounts and records existed;
(d) in accordance with Section 15 of the Financial Management Act the internal audit
capacity available to the Commission is adequate and the results of internal
audits were reported to me;
(e) the financial statements included in this Annual Report have been prepared from
proper accounts and records and are in accordance with Part 2, Section 5 of the
Treasurer’s Directions where appropriate;
(f) all actions have been in compliance with all Employment Instructions issued by
the Commissioner for Public Employment; and
(g) The Commission has complied with Section 131 of the Information Act.
In addition, I advise that in relation to items (a) and (e) the Chief Executive Officer
(CEO) of DCIS has advised that to the best of his knowledge and belief, proper
records are kept of transactions undertaken by DCIS on my behalf, and the
employees under his control observe the provisions of the Financial Management
Act, the Financial Management Regulations and Treasurer’s Directions.
The CEO also advises all financial reports prepared by DCIS for this Annual Report,
have been prepared from proper accounts and records and are in accordance with
Treasurer’s Directions Part 2 Section 5 and Part 2 Section 6, where appropriate.

Carolyn Richards
Commissioner
November 2008
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CHAPTER 1
FORWARD AND OVERVIEW
COMMISSIONER’S FOREWORD
This is the Tenth Annual Report of the Commission which commenced operations on
1 July 1998.
In those ten years three thousand five hundred and sixty four people have
approached the Commission with concerns about their interactions with health and
community services in the Northern Territory. Territorians have expectations that are
reflected in the Code of Health and Community Rights and Responsibilities [Code].
The Code is Appendix 3 to this report [page 75 - 79]. It is based on the Principles
that are part of the Health and Community Services Complaints Act. Those
principles are:1. A person is entitled to receive appropriate health services and
community services of a high standard as promptly as circumstances
reasonably permit.
2. A person is entitled to be informed and educated about health and
community matters that may be relevant to him or her and about
available health services and community services.
3. A person who is capable of doing so is entitled to participate
effectively in the making of a decision dealing with his or her health,
including those about participation in research.
4. A person who is capable of doing so is entitled to participate actively
in his or her health care.
5. A person is entitled to be provided with health services and
community services in a considerate way that takes into account his
or her cultural and ethnic background, needs and wishes.
6. The confidentiality of information about a person's health is to be
preserved.
7. A person is entitled to reasonable access to information about his or
her health.
8. A person is entitled to reasonable access to procedures to redress
grievances about the way health services and community services
are provided.
9. A provider or person who provides care for a user is to be considered
and recognised for his or her contribution to health care.
Annual Report 2007-08

Page 5

10. A person who is capable of doing so is entitled to make his or her
own responsible contribution to the therapeutic partnership between
himself or herself and a provider.
The provision of health services over the last ten years has come within a national
focus associated with Commonwealth funding agreements, the national payment
system through Medicare, the increasing cost of providing affordable and safe
services, advances in technology, pharmaceuticals requiring capital and
specialisation not within the capacity of small clinics or practices to provide. In turn,
this has led to the need for greater skills and training of health service providers
corresponding with a shortage of people possessing those skills. There have been
instances where quality and safety has declined, swamped by the pressure of the
volume of services needed. It has been the Commonwealth Government who has
coordinated the strategies and policies for the future in consultation with the
Australian Council of Health Ministers. The Australian Commission on Quality and
Safety in Health Care has been established to research and advise on the standards
and features to be expected of health services throughout Australia.
In February 2008 the Rudd Government established the Hospital and Health Reform
Commission. The Health Minister Nicola Roxon commenced a Review of Maternity
Services in June 2008 and submissions have been sought on a National Disability
Strategy. The Council of Australian Governments [COAG] signed an agreement on
26 March 2008 to introduce a national system for the Registration and Accreditation
of Health Professionals. The first legislation which all other jurisdictions will adopt
was introduced in the Queensland Parliament in October.
The Health Complaints Commissions have been involved in consultations with and
submissions to the bodies implementing these initiatives.
One decision to be made shortly by the Minister for Health is whether the Territory
will retain its own Code or adopt the Code developed by the Australian Commission
on Quality and Safety in Health Care. That code provides as follows:
WHAT CAN I EXPECT FROM THE AUSTRALIAN HEALTH SYSTEM
MY RIGHTS

WHAT THIS MEANS

Access
I have a right to health care.

I can access services to address my
healthcare needs.

Safety
I have a right to receive safe and high
quality care.
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I receive safe and high quality health
services, provided with professional care,
skill and competence.
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WHAT THIS MEANS

MY RIGHTS

Respect
I have a right to be shown respect,
dignity and consideration.

Communication
I have a right to be informed about
services, treatment, options and costs in
a clear and open way.

Participation
I have a right to be included in decisions
and choices about my care.

The care provided shows respect to me
and my culture, beliefs, values and
personal characteristics.

I receive open, timely and appropriate
communication about my health care in a
way I can understand.

I may join in making decisions and
choices about my care and about health
service planning.

Privacy
I have a right to privacy and
My personal privacy is maintained and
confidentiality of my personal information. proper handling of my personal health
and other information is assured.

Comment
I have a right to comment on my care
and have my concerns addressed.

I can comment on or complain about my
care and have my concerns dealt with
properly and promptly.

Although stated differently, the essence of the Northern Territory Principles from
1998 is the same as now enunciated by the Australian Commission on Quality and
Safety in Health Care ten years on.
It is the function of this Commission to receive complaints from users of health
services, to resolve those complaints where possible and to extract from those
complaints information about any deficiencies, systemic shortcomings, examples of
good practice, steps taken by health service providers to improve services and any
breaches of the Code. The Commission has devoted most of its resources over the
years to the first function of resolving complaints. When it has made
recommendations about improving the quality or safety of health services those
recommendations have usually been accepted. The Commission relied on the
professionalism and integrity of the service concerned to implement the
recommendations. It was not the practice of the Commission to check whether or not
Annual Report 2007-08
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action had been taken by the service provider and the Commission did not evaluate
the effectiveness of recommended actions. Over the last three or four years it has
become apparent that in some health services the Commission’s recommendations
received only lip service.
One example is the number of patients who suffer falls while an inpatient in hospital.
In 2003 and 2004 as a result of a number of complaints about patients falling in the
Royal Darwin Hospital, the Department of Health and Families advised this
Commission that a program was being introduced and staff would be trained to
implement the Falling Stars Initiative to help reduce falls. It has become apparent
from an inquest into the death of Mrs Winter by the Coroner and from seeing patients
medical records in other matters that the initiative has not been entirely effective nor
complied with. The most recent Annual Report of the Department of Health and
Families also shows that the majority of staff at Royal Darwin Hospital may not be
receiving basic orientation training about the hospital’s policies and procedures.
According to the Annual Report 3068 new employees commenced in the Department
of Health and Families while 1138 participated in orientation programs. It is not
disclosed what proportion of those employees were working at the public hospitals
and clinics.
The Commission will, in future, be monitoring the implementation of its
recommendations and seeking reports on progress. This should not impose any
onerous obligation as the hospital should, as part of its clinical governance, be
generating those reports for submission to its Executive Committee.
The Commission also receives complaints about private health service providers.
Private health service providers account for more complaints than the public system.
The most frequent complaints are about difficulty accessing a health service and the
treatment given. During this reporting period twenty five percent of complaints were
about delay in admission for treatment, no service being available at all or a refusal
to give treatment or admit a patient. Twenty nine percent of complaints were about
issues of inadequate treatment, co-ordination of treatment between various
providers, inappropriate treatment, wrong or delayed diagnosis and medication
prescribing. Pages 71 to 74 of this report give a complete breakdown of the number
and issues involved.
An example of lack of co-ordination is that of a patient who was admitted to hospital
for tests to diagnose the cause of abdominal symptoms. He fell out of a wheel chair
while waiting to have an x-ray. He was well attended to and looked after for the
fracture he suffered but when his fracture was healing he was discharged without the
original cause for his admission being considered or acted on. He subsequently died
from cancer which was not diagnosed until it was well advanced. It was probable
that had the appropriate tests been carried out the cancer would have been
diagnosed earlier and treatment commenced.
At a national level the introduction of Australia-wide registration for all health
professionals has raised the issue of whether complaints about health professionals
Page 8
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and the details should be available to the National Registration Authority when a
health professional applies for registration. Discussion is occurring about whether
the Health Complaint Commissioners should have an altered role under the National
Scheme and whether that should be an expanded or reduced role. The Health and
Community Services Complaints Act was reviewed by an independent panel as
required by the Act after five years of operation. The review report was delivered to
the Health Minister in April 2004 for tabling in the Legislative Assembly. No decisions
on the recommendations have yet been announced. The growth of persons offering
cures for cancer and other diseases or conditions at very high, even exploitative
prices, when the treatments have no scientific basis or therapeutic value except as a
placebo, is a matter that needs addressing. This is not about safety it is about
preying on the desperate and vulnerable. Freedom of choice needs to be balanced
against the desire of those with serious and terminal illness to grasp at anything that
holds a promise of hope when medicine does not. The report of the Review Panel
makes recommendations on those “providers”.
I record my admiration for the staff of the Commission who act as sounding posts,
conciliators, investigators, counsellors, social workers, analysts and umpires. They
often withstand the anguish and ire of both users and providers of health services.
They smooth troubled waters and they rigorously maintain impartiality and patience
in the face of the tales of anger, disappointment, frustration, indifference and pain
that they hear daily. They deserve recognition and gratitude.
The work of the Commission is growing in complexity. The public education function
of the Commission is neglected and the ability of the Commission to contribute to the
national initiatives that will shape the future of health services in Australia is
handicapped by its small budget allocation and the dual appointments of the
Commissioner and the Deputy Commissioners as Ombudsman and Deputy.
The workload is heavy and there is, in this reforming environment, need to specialise
in health issues to contribute a voice to the national initiatives. The time has come,
after ten years, for the Health and Community Services Complaints Commission to
be operating independently of the Ombudsman and for the Commission to either
employ or contract more health skills to respond to the invitations for submissions,
information and collaboration on the national level and to embed in the Commission
the degree of health service knowledge that is needed to aid improved service
delivery by using lessons learned from the patients themselves.

PERFORMANCE OVERVIEW
The key performance indicators for the 2007/08 period were:
•

The number of approaches to the Commission was 25% more than the previous
year.

•

The average time taken to finalise enquiries and complaints was 50% less than
the previous year.
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•

97% of approaches to the Commission were resolved without a formal
investigation or conciliation process. Of these, 33% were resolved directly
between the provider and complainant with Commission facilitation.

•

The number of complaints received through the Commission’s website increased
threefold and represented 9% of all approaches.

•

Over the previous three financial years, activities associated with access and
awareness had substantially reduced by 60%. Access and awareness visits this
financial year remained similar to 2006/07.

•

Total visits to the Commission’s website increased by 15%.

This snapshot of the Commission’s activities over the 2007/08 financial year
demonstrates that it has continued to improve its performance and productivity while
maintaining a high standard of service delivery. Improvements continue to be made
in reducing the average time taken to finalise matters (from 48 days in 2006/07 to 25
days in 2007/08).

CAROLYN RICHARDS
COMMISSIONER FOR HEALTH AND COMMUNITY SERVICES COMPLAINTS
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CHAPTER 2
ABOUT THE COMMISSION
The Commission operates under the Health and Community Services Complaints Act
1998.

POWERS AND FUNCTIONS OF THE COMMISSIONER
The functions of the Commissioner are:
(a)

to inquire into and report on any matter relating to health services or
community services on receiving a complaint or on a reference from the
Minister or the Legislative Assembly;

(b)

to encourage and assist users and providers to resolve complaints directly
with each other;

(c)

to conciliate and investigate complaints;

(d)

to record all complaints received by the Commissioner or shown on returns
supplied by providers and to maintain a central register of those complaints;

(e)

to suggest ways of improving health services and community services and
promoting community and health rights and responsibilities;

(f)

to review and identify the causes of complaints and to —
(i)
suggest ways to remove, resolve and minimise those causes;
(ii)
suggest ways of improving policies and procedures; and
(iii)
detect and review trends in the delivery of health services and
community services;

(g)

to consider, promote and recommend ways to improve the health and
community services complaints system;

(h)

to assist providers to develop procedures to effectively resolve complaints;

(i)

to provide information, education and advice in relation to —
(i)
this Act;
(ii)
the Code; and
(iii)
the procedures for resolving complaints;

(j)

to provide information, advice and reports to —
(i)
the Boards;
Annual Report 2007-08
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(ii)
(iii)
(iv)

the purchasers of community services or health services;
the Minister; and
the Legislative Assembly;

(k)

to collect, and publish at regular intervals, information concerning the
operation of this Act;

(l)

to consult with —
(i)
providers;
(ii)
organisations that have an interest in the provision of health services
and community services; and
(iii)
organisations that represent the interests of users;

(m)

to consider action taken by providers where complaints are found to be
justified;

(n)

to ensure, as far as practicable, that persons who wish to make a complaint
are able to do so; and

(o)

to consult and co-operate with any public authority that has a function to
protect the rights of individuals in the Territory consistent with the
Commissioner's functions under this Act.

SERVICE STANDARDS
The Commission requires its services be of the highest quality, open to scrutiny and
accountable. To achieve this, the Commission has established service standards
against which it can be judged. These can be found at Appendix 1.

STAFFING
Table 1:

Commission’s establishment – By gender and position level

Position Level
Commissioner (ECO5)
Deputy Commissioner (ECO2)
Administrative Officer 7
Administrative Officer 63
Total

Male
0
1
0
1

Female
1
0
31
1
5

1

Total
1
1
32
1
64

One position was staffed by two people on a part-time basis.
2 x full time equivalent positions
3
This position was upgraded to Administrative Officer 7 during the course of the year
4
5 x full time equivalent positions
2
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The Commissioner and Deputy Commissioner for Health and Community Services
Complaints are also the Ombudsman and Deputy Ombudsman.

ORGANISATIONAL STRUCTURE

Commissioner
Ombudsman
Alice Springs
Office

Conciliation/
Investigation
Officer

Health & Community
Services Complaints
Review Committee

Deputy
Commissioner

Conciliation/
Investigation
Officer

Ombudsman
Business
Support Unit

Conciliation/
Investigation
Officer

Ombudsman
Enquiry Officers
Administrative support (through the Business Support Unit) and the handling of some
enquiries (through the Enquiry Officers) is undertaken on behalf of the Commission
by the Office of the Ombudsman, with which it is co-located. The Commission also
utilises the experience and expertise of two Ombudsman’s representatives in Alice
Springs to provide initial support and contact for those in the southern region wishing
to make a complaint or enquire about health services or community services. In
addition, the Director Investigations with the Ombudsman’s Office is responsible for
oversighting any investigations undertaken by the Commission.

FINANCES
Detailed financial statements for the Commission are not provided with this Annual
Report as they form part of the overall financial statements of the Office of the
Ombudsman and are included in its Annual Report. The Commission’s actual
expenditure for 2007/08 (when compared to the previous two years) was:
2004/05
• Personnel Costs
$390,108
• Operational Costs
$163,543
Total $553,651

2005/06
$416,592
$104,564
$521,156
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2006/07
$427,679
$94,090
$521,769

2007/08
$346,253
$78,641
$424,893
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I must continue to highlight the impact the annual reduction associated with the
“efficiency dividend” is having on the amount of funding available to the Commission.
In order to maintain actual expenditure within budget it has been necessary to:
•
•

Cease staffing a Conciliation/Investigation Officer position for 6 months of the
year; and
Reduce the amount of funds available for operational expenses. This option is
further restricted in that only ‘discretionary items’ are able to be reduced.

It can be seen from the above figures that operational expenditure over the past four
years has reduced by over 50% ($163,543 to $78,641). This reduction has mainly
occurred in the discretionary items of communication, training and study and
consultancy fees. This is impacting on the Commission’s ability to carry out its
community engagement activities in a satisfactory manner.

HEALTH AND COMMUNITY SERVICES COMPLAINTS REVIEW
COMMITTEE
A Health and Community Services Complaints Review Committee (the Committee) is
established under the Act to:
•
•
•

review the conduct of a complaint to determine whether the procedures and
processes for responding to the complaint were followed and, as it thinks fit, to
make recommendations to me in respect of the conduct of the complaint;
monitor the operation of the Act and make recommendations to the
Commissioner in respect of any aspect of the procedures and processes for
responding to complaints; and
advise the Minister and the Commissioner, as appropriate, on the operation of the
Act and the Regulations.

However it is not authorised to:
•
•
•

investigate a complaint;
review a decision made by me to investigate, not to investigate, or to discontinue
investigation of, a complaint; or
review a finding, recommendation or other decision by me, or of any other person,
in relation to a particular investigation or complaint.

The Review Committee consists of a Chairperson, two provider representatives and
two user representatives who are appointed by the Minister for Health. No
applications for a review were received by the Review Committee in the reporting
year.
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CHAPTER 3
THE COMPLAINT PROCESS
TAKING, RECORDING, RESOLVING AND ASSESSING COMPLAINTS
The Commission works independently
and impartially, and has a supportive
and primarily non-adversarial focus.
Support is provided to consumers to
make their complaints in the most
productive way and to providers to
respond appropriately to complaints.
The aim is to have the complainant,
where possible, resolve the matter
directly with the provider without the
need for the Commission to formally
intervene.

A complaint may be made electronically, orally or in writing, however it must be
reduced to a written form that contains sufficient details to enable it to be responded
to and assessed. Once received by the Commission the complaint may move
through any one of a number of stages.
On receipt, the Commission will make one of the following decisions:
1. That the person wants information only. Once the information has been provided
the enquiry will then be closed.
Advice about Commission may assist in future
The complainant approached the Commission seeking advice only. He had recently undergone
surgery on his nose and sustained significant damage to an eye. He said he was warned of the risk of
this happening but when he travelled interstate for the first bout of corrective surgery the doctors there
commented that they had never seen anything like that happen before. The complainant said he had
been told that his eye could be fixed but this now did not seem likely. He is to have another operation
shortly and has been advised that there is only a small chance that it will be fixed. The complainant
stated that he had been very satisfied with the way the doctors had tried to remedy the problem, and
was not yet ready to make a complaint. The complainant wanted to know whether the Commission
could help him, if he did complain. The complainant expressed a wish to avoid legal action if at all
possible. The role and functions of the Commission were explained to the complainant, particularly
the conciliation process. The complainant was encouraged to take some time to consider his options
and to review the information on the Commission’s website. It was also agreed that the Commission’s
complaint form would be sent to him. He was also advised of the two year time frame and the
Commission’s contact details. The complainant expressed his gratitude for the information and said
he would visit the website. No further action was taken by the Commission.
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Information on PSB Schedule provided to pensioner
The complainant was an aged pensioner who was concerned that she did not receive the correct
concession for medication she purchased at a local pharmacy. She normally paid $5.00 but was
charged $7.50 instead. The Commission referred to the current PBS schedule for the medication the
complainant had purchased and this revealed that the amount she paid was correct. The Commission
advised the complainant that she would have only had to pay $5.00 if she had purchased another
brand of the medication (non generic) and that the brand of medication she purchased was indeed
$7.50 under the PBS. No further action was taken after providing the information to the complainant.
Complainant advised to seek more specific information
The complainant stated she had heard that an acquaintance who works in the health sector had been
releasing confidential information from patient records to other people and called the Commission for
advice. The complainant was unable to identify the health organisation that the offender worked at and
did not wish to go into any further details regarding the names of the patients whose confidential
records had been breached and to whom. The Commission's eligibility requirements for lodging a
complaint were explained to the complainant and she was advised to encourage those patients whose
confidential medical records had been breached to contact the Commission. The complainant was
also advised that the Commission required sufficient details on the matter of complaint to enable the
complaint to be assessed, including the name of the user, details of the provider being complained
about and detailed information relating to the incident complained about. The complainant advised
that she would consider this information and thanked the Commission for its advice.

2. That the complaint is out of jurisdiction and therefore take no further action
Employment issues referred to OCPE
The complainant’s wife was employed at a public hospital and he had concerns, because of her
medical condition, that as part of her duties she was sometimes required to help lift patients. The
Commission advised the complainant that the issues he raised regarding his wife's employment
conditions were not within the jurisdiction of the Commission. The Commission advised him to contact
the Office of the Commissioner for Public Employment for assistance and advice and took no further
action.
Injury sustained at shopping centre referred to centre management
The complainant was an elderly woman who slipped over on a spilt soft drink at a major shopping
centre. As a result of the fall she stated that she was taken by ambulance to Royal Darwin Hospital
(RDH) where she had to wait 4.5 hours for an X-ray. She had a sprained ankle and bruised knee and
hip. The complainant expressed concern that the shopping centre was not required to reimburse the
public purse the cost of the ambulance and her care and treatment at RDH. This was her main
concern and not the standard of care and treatment provided by RDH. The role and functions of the
Commission were explained to the complainant and it was suggested that she talk over her concerns
with the shopping centre management. The Commission took no further action.
Cost of treatment referred to Health Insurance Commissioner
The complainant and his wife had received an unexpected bill from the private hospital for services
provided when their baby was born. The couple visited the Commission on the advice of the Darwin
Community Legal Service. Apparently the significant cost of care ($4000) could have been avoided
had the couple ensured that their child was registered on the mother's private health insurance.
Despite having a number of contacts with the insurance provider, this information was not provided.
Complaint resolution options were discussed with the complainant. The complainant agreed their
main concerns were with the actions of the insurer which were outside the jurisdiction of the
Commission. The complainant was advised of the role and function of the Health Insurance
Commissioner and they agreed they would contact them. No further action was taken by the
Commission.
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3. That the complaint should be referred to another body/organisation/agency and
therefore assist the complainant with the referral. Once referred the complaint will
then be closed, as the Commission has no further authority to consider the
matter.
Midwife alleged to be intravenous drug user
The complainant alleged that a midwife who practiced at a public hospital was Hep C positive and an
intravenous drug user. The complainant said he knew the provider well and was aware that she is
currently using. The complainant was concerned because the provider was involved in the delivery of
babies and emergency situations and felt that her drug use and her Hep C were risk factors. The
complainant was advised that the matter would be referred to the Nursing Board. The complainant
agreed with this approach.
Service provided to mental health patient not good enough
The complainant approached the Commission with a range of concerns regarding the standard of care
and treatment she was receiving from a mental health service. The complainant advised she was
unhappy about how her case was being managed and various other factors relating to her medication,
access to services, the attitude of staff, and the ongoing nature of the issues she had with the service.
During the discussion the complainant advised that she had spoken to someone else the day before
about her concerns. After some further enquiry it was established that the complainant had been
dealing with the Community Visitor Program (CVP) and was happy to continue dealing with them. The
Commission consulted with the CVP and it was agreed that they would continue to manage the
complaint.
Unhappy about care provided to elderly Aboriginal residents
The complainant worked at an aged care home that housed elderly Aboriginal people only. The
complainant stated she was unhappy that the residents were dressed in 'white mans' clothing from OP
Shops and the cultural backgrounds of the residents were not taken into consideration when they were
being dressed. When asked if the residents themselves had complained to her she said that they
couldn't, mainly because of the language barriers, being from communities that speak different
dialogue. The complainant stated she had brought her concerns to the attention of management, but
the staff just laughed it off and thought it was a big joke. The Commission consulted with the Aged
Care Complaints Resolution Scheme as to jurisdiction and they agreed that it could be referred to
them. The complainant thanked the Commission for the assistance and the file was closed.

4. That the complaint is within jurisdiction and the complainant chooses to approach
the provider direct without the need for any assistance from the Commission.
Complainant looses confidence in her treating practitioner
The complainant suffered what she thought was a 'mini stroke' two years ago. She said it took her a
long time to recover and she remained an in-patient for some time. She said a lesion was found on
her brain, she has had recurring neurological problems, and a second lesion was found. The
complainant said she recently went to a public hospital after an episode and was distressed by the
attitude of the medical practitioner who visited with her in Accident & Emergency. She had been
seeing the practitioner for a number of years, but no diagnosis had been made. At the last
appointment with the practitioner, the complainant’s husband had become angry and demanded to
know what was happening. The complainant said that when she attended Accident & Emergency the
practitioner treated her very differently and referred her for psychiatric assessment. The complainant
was clear that she just wanted adequate care and treatment. She said she was no longer confident in
the practitioner’s willingness to look for a treatment option because of his reliance on the "psychiatric"
explanation. After discussing options with the complainant it was agreed that her GP could assist her
to access relevant medical records, find out more about review options (visiting specialists, interstate)
and discuss the psychiatrist’s report, when it was received. It was also agreed that the Patient
Advocate at the hospital could facilitate communication with the practitioner and obtain information
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about PATS visiting services. It was agreed that the complainant did not need any assistance in
approaching the Patient Advocate or her GP and no further action was taken by the Commission.
Patient not given sufficient time at GP appointment
The complainant made a "long" appointment at a medical centre to discuss a range of medical
problems and alleged that the doctor, who she believed was a Registrar, would not give her sufficient
time during the consultation to discuss her other medical concerns despite the fact she had asked for
a 30 minute consultation. When she complained to the doctor, the doctor advised her that she "had
other people waiting" and ushered her down the corridor into the waiting room. The complainant
stated she had been going to the medical centre for many years and did not wish to cause any trouble
but felt that the level of service provided by the Registrar was insufficient. The options to resolve the
complaint were discussed with the complainant. As the complainant had not contacted the provider
directly and, given that she had maintained a good relationship with the provider and her regular GP
during the last five years, combined with the fact that the doctor she consulted with was a visiting
Registrar, the complainant agreed to contact the medical centre in the first instance to try and resolve
her concerns with them directly, without assistance from the Commission. The Commission advised
the complainant to write to the provider outlining her concerns and to contact the Commission if she
was unable to resolve her complaint with the provider.

5. That the complaint is within jurisdiction and the complainant, with their agreement,
requires assistance from the Commission to approach the provider direct. The
complaint will be registered and the Commission will assist the complainant to
resolve the matter directly with the provider (at point of service).
Dentist refuses to listen to patients wishes
The complainant’s husband had been consulting a dentist and needed a tooth repaired. The
complainant’s husband arranged an appointment and was advised by the dentist that the tooth would
need to be extracted. However, the husband did not want the tooth extracted and wanted it to be
repaired. The dentist refused the husband’s request stating that it would have to be removed; at
which point the husband refused treatment and pushed the dentist's hand away before he could
commence treatment. The dentist alleged that the complainant’s husband assaulted him and
threatened to have him charged with assault and kicked him out of the surgery. The complainant’s
husband located another dentist who indicated that he could fix the tooth but would need the records
from the other dentist who was refusing to provide them despite previous advice that he would. The
Commission called the dentist to find out where the records were and if they would be sent. However,
in the meantime, the new dentist advised the Commission that although the records had been
forthcoming he did not require them to undertake the procedure. The complainant at this point
decided not to pursue the complaint any further.
Patient has difficulty obtaining a doctor’s appointment
The complainant and his partner attended the Commission with a complaint about an Aboriginal health
service. Apparently they had visited the service a number of times over the past few weeks but had
been unable to see a doctor, nor had they been able to make an appointment. The Commission
agreed to contact the service regarding the complainants concerns. After the Commission had
spoken with the service they agreed to meet with the complainants to facilitate resolution of the
complaint directly. The complainant obtained his appointment with the doctor and the complaint was
resolved.
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Standards and scope of services
The complainant was a visitor to Darwin when she discovered a lump in her breast. The complainant
expressed concern regarding the standard and coordination of services for women in her situation.
The complainant made her complaint in the hope that it may contribute to an improvement in services
for Territory women. Resolution was facilitated at point of service through an exchange of emails.
The provider wrote to the complainant addressing the issues of complaint, providing a detailed
explanation of service standards and the scope of services provided. The complainant advised that
she was satisfied that her concerns had been registered with the agency and that the complaint was
resolved.

Complaining is a right
The complainant approached the Commission with concerns regarding the standard of care and
treatment provided to her grandson at a public hospital. While the complainant was being examined
(for another injury), the doctor noticed an abscess and advised the grandmother that antibiotics were
required. However, no prescription was provided. The grandmother returned to the hospital five days
later because of the abscess, as it required surgery to be removed. The complainant also alleged that
the doctor became angry when she returned to the hospital and advised she wanted to complain. The
Commission facilitated a resolution meeting at point of service. The complainant and the provider
were able to resolve the complaint.
Checking contact details may lead to obtaining a response
The complainant initially contacted the Medical Board who then referred the matter to the Commission
for action. The complainant was concerned that, although her surgeon had promised she would
undergo corrective plastic surgery she had not received any response to her emails and postal
correspondence for several months. The complainant stated that she did not wish to receive any
further corrective treatment from the provider but did wish to receive an explanation as to why there
had been no response to her emails and postal correspondence. The complaint was resolved at point
of service through the Commission obtaining the most recent correct postal, email and phone contact
details of the provider from the Medical Board and forwarding a copy of the complainant's concerns to
the provider. The provider agreed to write to the complainant and the Commission passed on the
provider's new contact details to the complainant.

6. That the complaint is within jurisdiction and cannot be resolved at ‘point of
service’ but may be resolved with the help of the Commission. In these cases the
complaint will be registered and the Commission will attempt to facilitate the
resolution of the complaint by:
• providing information;
• organising meetings;
• facilitating/mediating meetings; and
• providing advice and options.
Delayed examination after miscarriage
The complainant advised he and his wife presented at the hospital emergency department due to his
wife's miscarriage. The complainant stated they first contacted NT Health Direct who advised the
complainant's wife that she should see a doctor within 4 hours. The complainant stated his wife waited
eight and a half hours before seeing a doctor in the emergency department. The complainant stated
that the emergency department did not perform any blood tests or scans (took a urine sample) and his
wife was discharged home. The complainant stated the emergency department referred his wife to the
Early Pregnancy Unit.
The complainant stated staff at the Early Pregnancy Unit were surprised no blood tests or scans had
been performed and so these were arranged by the unit. The complainant stated his doctor referred
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his wife to a specialist Gynaecologist/Obstetrician who allegedly advised that the emergency
department had not provided the correct treatment or equipment to check on his wife's miscarriage.
The complainant further stated he and his wife were seeking an explanation why his wife was not
provided with the correct treatment/ equipment for an examination and used an eye examination room,
instead of a normal bed, to examine his wife while the complainant had to stand guard at the entrance.
The Commission referred the complaint to the public hospital for point of service resolution. A meeting
was arranged between the complainant, his wife and representatives of the public hospital who
provided an explanation. The complainant was satisfied with the explanation and so decided not to
pursue the complaint further.
Never take calls during surgery
The complainant attended an eye clinic at the public hospital for a procedure in late 2007. He stated
the surgeon arrived late for his procedure and while the complainant was on the day theatre bed he
stated the surgeon took a phone call in relation to an incident with the previous patient. The
complainant was of the belief that the call was in relation to surgery going wrong for the previous
patient. The complainant became agitated and afraid that the surgeon may make a mistake on his eye
and walked out of the clinic before his procedure commenced. The complainant stated that as a result
of the incident he did not wish to ever go back to the clinic and did not care if he went blind.
The Commission contacted the hospital who agreed to address the complaint at point of service. The
Commission also contacted the Director of the clinic. The Commission found that the Director had
contacted the complainant the next day, apologised to him, told him not to worry and offered an
explanation as to what had actually occurred. The complainant was informed that the patient prior to
him had a complication with bleeding, a rare complication that can occur under local anaesthetic and
not the fault of the surgeon. The Director informed the patient that this complication can occur to any
person undergoing eye surgery. The Commission also found that there was a small chance that the
complainant could go blind under the local anaesthetic, however, if he did not go ahead with the
procedure he could eventually go blind.
The Commission found that the Director had informed the complainant he would personally perform
his eye operation if he wanted to go ahead with the procedure.

7. That the complaint is within jurisdiction and after taking into account its issues,
will not be resolved expeditiously by directly approaching the provider or through
facilitation. These complaints will be registered, preliminary inquiries will be
undertaken and they will be formally assessed. Tasks undertaken during
preliminary inquiries can include:
• notifying various parties of the complaint;
• exploring and arranging resolution options;
• gaining responses to complaint issues;
• obtaining relevant documents and information, eg medical records, x-rays, etc;
• interviewing the parties;
• initiating and/or facilitating meetings; and
• obtaining independent clinical advice.
The objective of the Assessment process is to find out whether the complaint
warrants further enquiry or investigation and the Commission has 60 days in which to
make this decision.
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On completion of preliminary inquiries the Case Officer makes a recommendation to
the Commissioner as to what further action should be taken and this can be to:
•
•
•
•

take no further action;
conciliate;
investigate; or
refer to a Professional Registration Board or other body.

Once the assessment determination is made by the Commissioner, all parties to the
complaint are advised.
Of all complaints received by the Commission, 89% were resolved or finalised during
the assessment process. Only five complaints were finalised after being conciliated
(4) or investigated (1)
Billing practices result in unanticipated costs
The complainant approached the Commission with concerns about the billing practices of a private
hospital. The complainant alleged the complainant, her defacto partner, was quoted on a procedure,
but was billed for the same procedure on a different item number, resulting in $1300 of unanticipated
costs. From the information provided to the complainant during her attempts to resolve the complaint
with the provider, it appeared as if an administrative error had been made by either the surgeon's
administrative staff, or by the hospital's administrative staff. The complainant did not receive adequate
explanation at point of service and the matter was accepted for assessment.
The Commission sought further information from the surgeon's administrative staff, and the hospital to
clarify the quoting and billing procedures. The provider responded in writing to the complainant
offering an apology and a refund.
“No bulk billing policy” leads to poor doctor-patient relations
The complainant visited a doctor with her toddler son who was suffering from a skin infection on his
face. On entering the consultation room the complainant asked the doctor whether he would consider
bulk billing her. The complainant alleged the doctor responded rudely by ushering her out of his room,
stating it was not a bulk billing practice and that "rules are rules". The complainant said she was
humiliated by the doctor and reception staff as the conversation continued into the waiting room.
Attempts were made by the Commission to facilitate a point of service resolution, however, the
Practice Manager did not agree and requested the complaint in writing. The Commission sent the
complaint and requested a written response.
The provider’s response maintained that the doctor acted in accordance with current policy, and that
the complaint was without merit. The provider also suggested that had the complainant approached
the issue differently, there may have been a better outcome.
The Commission’s initial enquiries revealed that the complainant was a regular patient who had been
bulk billed, on occasion, prior to this consultation. The Commission also learned that the doctor who
saw the complainant on this occasion was new to the practice and was not aware that the "no bulk
billing" policy was in fact rather flexible. It was confirmed that the complainant had, on other
occasions, discussed her financial situation with the doctor concerned and an arrangement had been
made to bulk bill, or to pay at a later date.
The Commission provided feedback to the practice on the quality issues raised in the complaint as
these related to the no bulk billing policy and complaint handling procedures. The practice advised that
the feedback provided would be taken into consideration and quality improvements would be made in
both areas.
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TAKING NO FURTHER ACTION ON COMPLAINTS
The Commission will take no further action on a complaint if it is satisfied that:
•
•
•
•
•
•
•
•
•
•

the complainant is not eligible to make the complaint;
the complaint does not relate to a matter covered by the Act;
the user became aware of the circumstances giving rise to the complaint more
than 2 years before the complaint was made and doesn’t have an exceptional
reason for the Commissioner to exercise a discretion to consider it;
the complainant has not taken reasonable steps to try and resolve the complaint
with the provider;
depending on the circumstances and the enquiries made, there is no justification,
or it is unnecessary, to investigate the matters raised by the complaint further;
the complaint lacks substance;
the complaint is vexatious, frivolous or was not made in good faith;
the complaint is resolved;
the user has commenced civil proceedings seeking redress for the subject matter
of the complaint and the court has begun to hear the substantive matter; or
the complainant fails to provide additional information or documentation when
requested to do so by the Commissioner.

CONCILIATING COMPLAINTS
Cases involving serious or complex issues or substantial disputes that warrant
compensation or a detailed explanation will normally be recommended for referral to
a Conciliator. The functions of a Conciliator are clearly defined in the Act.
The conciliation process has statutory privilege. This means that anything discussed
during conciliation, or any document prepared specifically for conciliation remains
confidential and cannot be used in another forum. In addition, the process is nonadversarial, free of charge and stands as an alternative to civil litigation where claims
for compensation form part of the substantive complaint.
Enforceable agreements, documenting the outcome of conciliation, can be made as
part of the conciliation process.
During the course of the financial year the Commission finalised four (4) conciliations.
It would be a breach of faith and of confidence to describe the facts of the cases
concerned. It is important that parties have confidence that disclosures made during
conciliation will not subsequently be disclosed either in an Annual Report or even in
an application under the Information Act.

INVESTIGATING COMPLAINTS
An investigation using statutory powers is likely to be instigated in complaints:
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•
•
•
•

which are not suitable for informal resolution or conciliation, eg. patients may be
at imminent risk, or serious misconduct is alleged;
where conciliation has been declined or failed and further investigation is
warranted;
that appear to raise a significant question as to the practice of the provider; or
that appear to raise a significant issue of public health or safety or public interest.

The Commission has wide powers during the investigation process and may propose
remedies, or make recommendations which are usually furnished in a report and a
notice is provided to the complainant and the appropriate provider or body able to
implement the actions.
Any information, documents, reports, etc produced as a result of an investigation
cannot be used for any other purposes, eg. as evidence in a court of law.
During the course of the financial year one (1) investigation was completed. Refer to
Chapter 4, Activity 3.

REFERRING COMPLAINTS TO RELEVANT REGISTRATION BOARD
Complaints involving the practice or procedures of registered providers will, in most
cases, after consultation with the relevant Registration Board, be referred to them to
exercise their powers as appropriate. Once referred to a Board the Commission can
no longer take action in relation to the complaint unless formally referred back by the
Board and the file is therefore closed.
This financial year seven (7) complaints were finalised following referral to an
appropriate Board.

CONCLUSION
The Commission’s objective is to finalise complaints as quickly and informally as
possible. Only a small number of complaints (less than 10%) are assessed as
requiring one of the more formal processes under the Act, that is, either investigation
or conciliation.
The success of this expeditious resolution process can be attributed to the excellent
work undertaken on receipt of a complaint by the Enquiry Officers, Assessment
Officer and Investigation/Conciliation Officers through their skills in communication,
negotiation and mediation, combined with flexibility and common sense.
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CHAPTER 4
CASE STUDIES

DENTAL DELAY MAY RESULT IN DECAY
The complainant advised the Commission that towards the end of 2007 her school aged daughter was
seen by a dentist who advised she would probably need four teeth removed within 4 to 6 weeks. The
dentist further advised the Orthodontist would need to confirm the removal of the teeth so her
daughter could be placed on the waiting list. After six weeks (early December) the daughter’s teeth
had deteriorated further requiring two fillings. The complainant contacted the dental clinic to find out
about the delay. The dental nurse advised that the clinic had:
• misplaced the file, “which was happening all the time”;
• lost the x-ray; and
• didn't know where the complainant's daughter was on the waiting list.
The complainant contacted the dentist and arranged for a consultation as chunks of one of her
daughter's teeth had begun to fall out and required emergency treatment. At the end of 2007 a third of
the tooth had rotted away. The complainant went into the dental clinic and was led to believe that the
tooth would be removed. In early 2008 the complainant’s daughter had to return to the clinic. The
complainant states that on two occasions she was required to take her daughter back to the dentist
because chunks of her teeth were falling out. The dentist who treated the complainant's daughter
would not remove the teeth and instead repaired them with fillings. The complainant contacted the
dental surgery who advised that her daughter required urgent care and supported the complainant
lodging a complaint with the Commission. The complainant was advised that the earliest her daughter
could be seen by the Orthodontist was in a month.
The complainant's main concerns were the delay in obtaining treatment for her daughter’s teeth. The
complainant's other concern was she discovered the delay was, in part or wholly, the result of her
daughter's records, including x-rays, being misplaced.
The Commission initially attempted to facilitate a resolution through point of service, however, the
complainant was not satisfied with the provider’s response. The Commission wrote to the provider and
a meeting was organised with the complainant. The complainant subsequently contacted the
Commission to advise she had met with senior representatives from the provider and was more than
satisfied with the outcome of her complaint, which resulted in:
1. the development of a FAQ sheet for parents whose children have been placed on the waiting list
for procedures under general anaesthetic; and
2. the system used for managing children on the waiting list had been reviewed and upgraded to an
electronic system.

IMPLANON INSERTION DURING PREGNANCY
The complainant consulted a doctor at a medical clinic early in 2007 to have an IMPLANON implant.
During the consultation the doctor did not conduct a pregnancy test prior to implanting the
IMPLANON.
A couple of weeks after the IMPLANON was inserted the complainant began experiencing symptoms
of morning sickness that are usually associated with pregnancy and so she conducted a home
pregnancy test which revealed she was pregnant. The complainant returned to the surgery and saw a
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second doctor who conducted a blood test which confirmed her pregnancy and arranged for the
complainant to undergo an ultrasound.
The ultrasound revealed the complainant was six weeks pregnant and the pregnancy was normal.
However another ultrasound was taken when the foetus was 10 weeks old which revealed that the
foetus was not in an optimal position. The complainant was advised that she would most likely
miscarry and the process would occur naturally.
The complainant began to experience heavy bleeding which she assumed was the result of the
miscarriage process and so travelled to Melbourne. However, the heavy bleeding continued and she
consulted with a clinic who advised the complainant that she would have to undergo a curette
procedure. The complainant was admitted to a hospital where she had the procedural curette and a
hysterectomy due to the fact that she was haemorrhaging and medical staff advised they could not
stop the bleeding.
The Commission assessed the complaint and conducted preliminary enquiries which included
obtaining a response from the providers named in the complaint as well as the complainant's medical
records. The Commission also sought clinical practice guidelines regarding the proper use of
Implanon implants. As a result of the Commission's preliminary inquiries the Commission determined
that no further action would be taken pursuant to section 30 of the Health and Community Services
Complaints Act.
The Commission's enquiries revealed that the provider did not fail to meet a standard of practice by
not conducting a pregnancy test prior to inserting the Implanon and had acted in accordance with the
relevant guidelines.

Decrease in Schedule 8 medication results in questionable outcome
The complainant contacted the Commission to complain of his reduced level of Schedule 8
medication. The complainant had previously been prescribed a high dosage following neck and back
injuries sustained fifteen years ago. The complainant also suffered from primary pulmonary
hypertension, emphysema, abdominal hernia, degenerative disc disease, throat cancer in addition to
opiate dependency. When the complainant presented to the public hospital late in 2007 he was
assessed and informed his previous Schedule 8 dose was too high and so it was subsequently
reduced.
The Commission found that the complainant's dose had been reviewed at his request. Staff informed
the complainant of their concern over the original high dose and recent evidence it could cause
significant complications, such as hyperalgesia, which is lowered threshold to pain, and osteoporosis.
It was also explained to the complainant that he wanted to use Schedule 8 medication for the wrong
reasons such as treating his Hepatitis C, abdominal hernia and possible depression. The Commission
found that the provider had offered the complainant more appropriate management for his chronic
pain by referring him to a Psychologist and Physiotherapist, organising x-rays and MRI scans of his
neck and back in addition to arranging an independent review with a visiting interstate Pain Specialist.
The provider had also suggested the complainant seek assistance through the appropriate withdrawal
services and obtain appropriate treatment for his throat cancer from an ENT Specialist.
The complainant did not see any further use in returning to the provider if he could not be prescribed
an increase in his Schedule 8 medication and the Commission informed the complainant that it would
take no further action on the complaint as further action was unnecessary and unjustified.
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INVOLUNTARY ADMISSION TO MENTAL HEALTH FACILITY
Early 2007, the complainant was visited at home by two case workers employed by the provider. At
the time the complainant was in the process of taking her children to day-care and so asked the case
workers to return the following day as she was unable to meet with them at that time.
When the complainant returned to her residence she discovered that the case workers were still there
along with police officers. The complainant refused to exit her vehicle when asked to do so by the
police officers and inquired as to why they were there. The complainant invited the police officers to
join her in the vehicle to discuss the matter but they refused and she was eventually forced into the
police vehicle where she was taken to the provider's mental health unit. Upon arriving, the
complainant was initially advised she could return home after speaking to the doctors but, instead, she
was involuntarily admitted to the unit for a period of approximately four weeks.
The two key issues of the complaint were:
(1) the provider unnecessarily involved the police which resulted in the situation becoming violent; and
(2) the provider had the complainant involuntarily admitted to a mental health unit for no apparent
reason resulting in the complainant being separated from her children for approximately 4 weeks.
The Commission's preliminary enquiries revealed that the attendance of police was reasonable given
the severity of the complainant’s condition and her behaviour towards her family and the provider.
The action was undertaken in accordance with subsection 34(4) of the Mental Health and Related
Services Act which authorises a member of the Police Force to assist a person exercising powers
under subsection 34(3)(a) of the Act.
In respect of the issue raised by the complainant that she was involuntarily admitted, the
Commission’s preliminary enquiries revealed that the complainant was assessed by a Designated
Mental Health Practitioner (DMHP) appointed under section 23 of the Act. The DMHP recommended a
psychiatric examination of the complainant in accordance with section 34 of the Act, which authorised
the person making the recommendation to exercise reasonable control measures by taking the named
person to an approved treatment facility. The complainant was assessed as meeting the criteria for
involuntary admission on the grounds of mental illness under section 39 of the Act and was
subsequently reviewed by the Mental Health Review Tribunal, which confirmed her involuntary
admission for a further two weeks from that date.
The Commission’s preliminary inquiries into the complaint suggested that none of the principles of the
Code of Health and Community Rights and Responsibilities were breached.

DEATH OF A NEWBORN LEADS TO THE IMPLEMENTATION OF NEW PRACTICES
The complainant’s baby passed away shortly after birth in mid 2006 due to 'unknown' reasons. The
complainant advised that she was treated in an unacceptable manner by two doctors after the death of
the baby.
The complainant claims that since following her discharge, she was told by a doctor that the death
was due to lack of experience by delivery staff and that the death could have been prevented if staff
had known how to read a CTG trace. The trace indicated that the baby was in distress for several
hours during delivery. The complainant was also concerned that the death was not reported to the
Coroner.
The complainant stated she repeatedly contacted the hospital to ask why she was 'lied to' by the
delivering doctor. The delivering doctor told the complainant, her partner and mother that he had been
delivering babies for years, however, two days before the delivery it was revealed that he had never
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delivered a baby. The complainant had been asked if it would be alright for her to be seen by a
student midwife but had declined. The complainant felt that if she had been aware the delivering
doctor was a junior, she would also have declined and the death perhaps could have been prevented.
The complainant stated she had been told by one of the doctors that the head midwife often visited
mothers in labour, however, she did not visit her. It was alleged by the complainant that the doctor
was rude, inconsiderate and impolite and spoke of the baby as already deceased when she was still
alive. The complainant told the midwife that she did not want the doctor to enter the room and this was
written on the medical record, however, the doctor continued to enter the room. The complainant
claims that the doctor told her over the phone numerous times that they felt responsible for the death
of the baby.
The complainant claimed the doctor in question had told her, since the death, the obstetrics staff at the
hospital had put in place a sticker system that gets placed onto the CTG trace hourly. This was
considered an improvement as it would allow staff to read the trace better. The complainant, however,
did not feel that the system would resolve the fact that staff could not read the CTG.
The complainant stated that six weeks after the birth, she saw another doctor for less than five
minutes. The complainant felt she should have been reviewed for longer as she was referred for
incontinence and a swollen perineum. The complainant further claimed that this doctor could not
locate her medical record and hence she was not provided with appropriate treatment.
The Commission facilitated two meetings at the hospital. The first meeting was with senior nursing
representatives and the second meeting with the doctors involved. The meetings provided the
complainant with an explanation of the issues raised (including nursing handover, missing file), an
apology and details regarding recommendations, which were subsequently implemented.
The hospital informed the complainant that recommendations made following the Critical Incident
Review were directed to improve documentation and effectiveness of neonatal resuscitation. The
recommendations included:
• A documented management plan for review of high risk labour with continuous foetal monitoring;
• Hourly written interpretation of the CTG in the partograph;
• Regular CTG training for midwifery and medical staff;
• Consider audit of documentation in partograph;
• Increase awareness to familiarize and encourage midwives, O&G doctors and paediatricians in
the use of the hospital process of calling a neonatal resuscitation;
• Consider changing adrenaline on all the resuscitaires in birthing suite to allow for ease in drawing
up the required amount;
• Ongoing training in use of resuscitaires in Neonatal Resuscitation Program; and
• Upgrading of resuscitaires in Birth Suites.
The hospital stated that the recommendations spanned across midwifery, medical and paediatric
areas and apart from an audit of documentation in partograph, the other recommendations had been
implemented. The audit and review of the partograph was to follow the completion of the antenatal
handheld record review.
The death was subsequently reported to the Coroner who agreed that the death was reportable and
for investigation.

TEARING SUSTAINED DURING BIRTH TAKES TIME TO HEAL
The complainant gave birth to her first child in mid 2007 at a public hospital, and required four stitches
to repair tears. The complainant was advised that the stitches would dissolve after approximately two
weeks. While recovering in hospital the complainant's stitches were checked once prior to checking
out of hospital. A week after discharge the complainant found one of the stitches on the sanitary
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napkin she was wearing and so she examined the area to discover she was still partly split and the
area was still sore and bleeding. The complainant contacted the midwife at the public hospital the
same day, and was advised the wound/split should heal OK. The complainant was further advised to
consult with a doctor.
A number of days after speaking with the midwife the complainant consulted with her doctor who
examined the area and advised she was "fine". Four weeks after giving birth the complainant
examined the area again and was still not satisfied with what she saw and again contacted the public
hospital who advised again that the wound would heal OK. At this stage the complainant was
becoming concerned, decided to seek a second opinion and consulted with a doctor from a private
medical clinic. This doctor also advised the complainant that the wound was fine.
By this stage another stitch had dislodged and the complainant could only see two remaining stitches.
Some time later, the complainant examined the area again and saw the wound had not healed at all
and would not heal the way that the midwife had explained. The complainant called the public hospital
again to explain the situation, requesting an appointment to be examined. The complainant was
advised by the midwife to obtain a referral to the Gynaecologist.
The complainant arranged another consultation with her doctor (at a cost of $60 per consultation) who
immediately agreed that the problem wouldn't fix itself and would need to be trimmed, then re-joined
and re-stitched. The doctor asked the complainant if she had private health insurance, which she
confirmed but explained that she was not sure what it covered but it did not cover specialist’s visits.
Regardless of this advice, the doctor referred the complainant to a Gynaecologist. The doctor also
advised the complainant that she would need to wait at least another six weeks for the wound to heal
properly.
The complainant contacted the Gynaecologist, who was unavailable, and spoke to the receptionist
who advised that the complainant would not be able to consult with the Gynaecologist over the phone
and would have to book a consultation visit at a cost of $114.
The complainant stated she was not prepared to pay for any further consultation visits, surgery or
hospital stays when the stitches were not done properly and she had made every effort to have the
matter investigated by both private doctors and the hospital. The complainant was also concerned that
the stitches should have been a relatively straightforward procedure, which was complicated by the
lack of investigation and treatment by the various medical practitioners involved.
The complainant sought to be stitched at no cost to herself.
The Commission contacted the provider who advised that the complainant could have requested a
referral change from consulting a gynaecologist at the private hospital to the public hospital. The
provider stated he had advised the complainant to wait until all the stitches had dissolved and the
wound had time to heal. The provider then suggested he would fax the referral for the complainant to
a gynaecologist at the public hospital that day. The Commission was further advised that the
complainant could expect to be contacted by the public hospital in the next few weeks to arrange an
appointment at which time the wound would have healed sufficiently.
The Commission contacted the complainant and advised her accordingly. The Case Officer asked the
complainant to contact the Commission after four weeks to advise if she had received the referral and
had arranged an appointment with the gynaecologist.
Following the four week period the Commission was advised by the complainant that she had received
a referral. At the consultation the gynaecologist advised the complainant that the area could be
trimmed, rejoined and re-stitched but there was a risk of losing some sensation to the area. The
complainant advised that she was not sure if she would proceed with the surgery and needed time to
consider this option. The Case Officer agreed to contact the complainant in a couple of days to
discuss how she wished to proceed.
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The Commission contacted the complainant and discussed the outcomes of the preliminary enquiries
including the option for a clinical advisor to provide an informal opinion.
The complainant advised that she had decided to defer any surgery as she wanted to have more
children and felt that it made more sense to wait until after that time before having the tear repaired as
she may sustain further disfigurement when giving birth in the future.

ERROR IN SURGERY LEADS TO AUDIT
The complainant raised a complex range of issues relating to the care and treatment provided to her
mother by a specialist and nursing staff at a public hospital during 2005 - 2006 up to when her mother
passed away. The basis of the complaint was that the specialist and nursing staff at the public hospital
had acted unreasonably by failing to exercise due care and skill in providing care and treatment.
The specialist allegedly failed to adequately provide the complainant’s mother and her family with up
to date information regarding her prognosis and treatment.
The complainant alleged serious breaches of professional conduct against the specialist and nursing
staff. The Commission wrote to the public hospital and the specialist and sought a written response to
the complaint. The Commission discussed the response with the complainant, including an admission
by the public hospital that a stapling error had occurred during the surgical procedure. The
complainant advised she did not clearly understand the explanations provided in the response,
particularly the circumstances surrounding the procedures. The Commission suggested an informal
meeting with the public hospital, which would give both parties an opportunity to engage in open and
direct communication about the issues raised. The meeting would also provide an opportunity for the
complainant to develop a better understanding of the events surrounding the stapling error and the
issue of a colostomy bag. It was decided that the Commission would initially seek clarification of the
response from the public hospital. If the further response by the public hospital did not adequately
address the issues a meeting would be convened between the parties.
The Commission contacted the public hospital and requested the information. The second response
was discussed with the complainant who was still experiencing difficulties. As a result the
Commission arranged for a meeting between the complainant, her father and representatives from the
public hospital to facilitate this process.
During the facilitated meeting the parties discussed a range of issues in respect to the care and
treatment provided by the specialist and nursing staff. The discussion included:
• reasons for not inserting a colostomy bag during the initial procedure and whether this could
have prevented an anastomosis leak from the complainant’s mother’s bowel,
• the complainant’s concern that the stoma for the colostomy had been located too closely to
the surgical wound and faeces had leaked into it.
During the meeting representatives explained the different procedures performed, provided an
explanation of how the stapling error would have occurred by providing a visual presentation of the
stapling gun and its application. The explanation provided enabled the complainant to gain a better
understanding of the circumstances surrounding the stapling error and the colostomy bag, and was
very successful in terms of resolving the issues. At the conclusion of the meeting the complainant
advised both the Commission and the public hospital representatives that her complaint had been
resolved to satisfaction.
However due to the fact that the specialist was not at the meeting as requested by the complainant,
questions had been raised at the meeting that could only be addressed by the specialist. It was
agreed by both parties that this information would be sought from the specialist and provided to the
family through the Commission. This information was subsequently provided to the complainant
asking that she contact the Commission to discuss whether the response was adequate. The
Commission subsequently received a telephone call from the complainant’s father who advised the
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complainant was no longer satisfied with the response from the public hospital as the information
provided in their written response and at the informal meeting was “all lies”. The complainant’s father
advised that the complainant wanted nothing further to do with this matter and when the Commission
sought to speak with the complainant directly, they were advised the complainant would not speak to
the Commission.
In addition to obtaining written responses from the public hospital and facilitating an informal meeting
between the parties, the Commission also sought clinical advice to assist in the identification of
relevant clinical standards and practices and any departures from these. To this end the Commission
consulted with a medical expert in Victoria. The Commission also obtained a complete copy of the
complainant’s mother’s medical records and conducted a comprehensive review of the medical file.
The Commission’s preliminary enquiries could find no evidence to suggest that the providers had
acted unreasonably by failing to exercise due care and skill, or that there was a failure to adequately
provide up to date information regarding prognosis and treatment. There appeared to be considerable
confusion and misunderstanding on the part of the complainant and her family. Particularly with
respect to the care and treatment provided which was exacerbated by unfamiliarity with medical
terminology and protocols.
The death was thoroughly audited by the public hospital through a peer review process. This
involved general surgeons assessing and dissecting all aspects of the treatment, including the error
with the stapling gun and the issues of disclosure of information to the family, to ensure continuous
improvements in providing the best clinical care possible.

LACK OF COMMUNICATION RESULTS IN UNEXPECTED LEAVE
In 2006 the complainant was diagnosed by her GP with a “Bakers Cyst” behind her left knee and was
eventually referred to a specialist surgeon. The specialist surgeon examined the complainant and
advised she would need to undergo surgery to remove the cyst and placed her on the waiting list.
Early 2007 the complainant was contacted by the hospital informing her that her surgery had been
scheduled for the following day and she was required to attend the following morning. Based on the
information provided over the phone, the complainant assumed the surgical procedure was minor and
she would not be admitted overnight. The complainant tendered her request for sick leave on the
assumption she would be able to return to work immediately.
On the day of the surgery, the complainant was not asked to attend the pre-admission clinic to
determine if she had any allergies. In addition to this the complainant advised that neither the
specialist surgeon or his registrar explained the surgical procedure, the administration of a general
anaesthetic, or that she would be admitted overnight, nor did they explain the possible risks or
complications associated with the type of surgery. Following the surgery, the complainant continued to
experience swelling and discomfort and it was discovered that she had developed thrombosis, which
required additional time off work.
The main issue of the complaint was that the provider failed to explain to the complainant:
(i) the surgical procedure she would be undergoing;
(ii) the anaesthetic administered; and
(iii) the possible risks and complications associated with the surgery, which led the complainant to
believe that the surgical procedure would be minor and she would be able to return back to
work immediately.
The matter was referred to the provider for point of service resolution. The provider wrote to the
complainant responding to the issues of the complaint and re-credited the complainant’s leave
entitlements. The complainant advised the Commission that she was very satisfied with the written
response and the action taken.
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PERSISTENCE RESULTS IN POSITIVE OUTCOME
The complainant’s mother initially contacted the Commission early 2007 to complain about the delay
in receiving autopsy results for her deceased grandson. The complainant went into early labour late in
2006, however, the baby boy had died intrauterine. The complainant had received the birth certificate
but as they did not have the results of the autopsy report they were seeking answers to the cause of
death of the baby. This was to determine exactly what had happened, whether it was hereditary and
whether the blood test results which she had not received could reveal the cause of death.
At the time of contacting the Commission, the complainant’s mother, who was employed by the
provider, advised that they did not wish to make a complaint against the provider but rather to gain a
response to the issues they raised and were keen to meet with the provider to discuss the autopsy
results and cause of death. The complainant’s mother advised that she was happy for the matter to be
referred to the provider to resolve the complaint without the Commission’s further involvement. To this
end the Commission contacted the provider who advised that the matter had been raised with them by
the complainant’s mother and they had contacted the pathologist at that time to obtain the results but
had never received them. The provider expressed an apology for the delay, advised they had
contacted Pathology and undertook to email the report. It was further advised that upon receipt of the
report the provider would contact the family to arrange a meeting to provide the autopsy report and
discuss the results.
The provider contacted the Commission to advise that arrangements had been made for the
complainant to access the autopsy results through the provider in Darwin. Also the complainant had
decided to seek counselling from either one of the provider’s obstetric consultants or her own general
practitioner. However, the complainant contacted the Commission a month later to advise that the
matter had not been resolved to her satisfaction and that there were still a number of unresolved
questions, not the least being that she still did not know the cause of death.
As a result the Commission asked the complainant to list the questions she wanted the provider to
address. The Commission received a written letter outlining the issues of complaint in which the
complainant advised that the provider had contacted her mother, informing her that the autopsy report
had been incorrectly filed, and apologised for the error. The provider had invited the complainant to
meet with the doctor that treated her to obtain and discuss the autopsy results, however, as it was
difficult to arrange a time that suited both parties so agreement was reached to have the results
handed to the complainant by another doctor employed by the provider.
The Commission wrote to the provider seeking a response to the issues of complaint. The provider
responded to these issues and this was forwarded to the complainant for her consideration. The
complainant advised the Commission she was undecided as to how to proceed as she was not
satisfied with the response from the provider and wanted the photos and report of her ultrasound. The
Commission discussed options available to the complainant at that time, including drafting a list of
specific questions to her unresolved concerns and a request for the ultrasound report and photos from
the provider, meeting with representatives of the provider to discuss her concerns face-to-face or
consult her general practitioner on the response.
The complainant contacted the Commission indicating that she wanted to meet with the provider and
arrangements for the meeting were discussed. The Commission forwarded a list of questions which
the complainant had drafted to the provider for a response with a view that the response from the
provider may negate the need for a meeting between the complainant and the provider. The
Commission received a response from the provider and the letter was forwarded on to the
complainant for her consideration. The complainant contacted the Commission to advise that she was
satisfied with the response from the provider and asked that she be given the photographs of the
ultrasounds as a keepsake which the Commission organised with the provider.
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SPECIALIST SERVICES TO INTRODUCE ARRANGEMENTS WHILST ON LEAVE
The complainant was advised that he had a condition called achalasia which means that he cannot
eat solid food and was dependent on a liquid diet with the prospect of it continuing into the new year.
The complainant stated the management of his condition had been slow and when he asked the
original surgeon for a second opinion he was referred to a surgeon who was on long service leave.
So the complainant consulted a doctor in a private hospital.
The complainant stated that the lack of personnel and equipment led to unnecessary suffering and
lower work productivity. The complainant's main concerns were:
(i) the length of time taken to deal with his condition. He visited a doctor in early 2007 and by late
2007 stated he was still not on a waiting list;
(ii) there was only one surgeon in the NT who could operate in respect to his condition but he was on
extended leave so there had been no progress;
(iii) there was only one set of equipment for Manometry in the NT or Darwin and this was apparently
damaged and led to a delay of two months.
The Commission contacted the provider to advise a complaint had been received. The provider stated
that they wanted to resolve the complaint by meeting with the complainant. The Commission made
arrangements for an informal conciliation meeting.
The complainant met with the provider during which the issues were discussed and the outcomes
sought were agreed to. The Commission contacted both parties and confirmed that the issues raised
were discussed and resolved to the complainant’s satisfaction. As part of the conciliation the provider
agreed to write to:
(i) the specialist regarding the provision of specialist services provided by him and outlining a process
for managing his patients when he is unavailable for an extended period;
(ii) other surgeons at the public hospital regarding the provision of specialised investigations or
procedures normally performed by a single practitioner and outlining a process for managing this
when they are unavailable for extended periods; and
(iii) other surgeons at the public hospital directing them to refer patients who have nutrition issues
relating to their surgical condition to the Nutrition and Dietetics Unit.

QUESTIONS AND COMMENTS TO BE KEPT WITHIN THE SCOPE OF PROFESSIONAL RESPONSIBILITY
The complainant attended a doctor with her seven year old son who was suffering from frequent
headaches. The complainant alleged that the doctor asked her son inappropriate questions about his
family life. The complainant alleged the doctor attempted to discuss current arrangements in the
family for the child to visit with his father, who did not live at home. The complainant said the
questions were ill considered and upsetting, particularly because the doctor made a recommendation
about how much time the child should have with his father, without the benefit of any background
information. The complainant also alleged that the doctor made a number of assumptions about the
child's home life because of his indigenous descent.
The complainant attempted to resolve the complaint at point of service, and was given reassurance
that the issues would be followed up. The complainant contacted the surgery a few weeks later, and
was again advised she would be contacted, but she was not. The Commission agreed to assess the
complaint and a written response was requested from the named provider regarding the issues of
complaint, including management of the complaint at point of service. A written response was
received and forwarded to the complainant for consideration and comment.
The response from the provider included an apology and an explanation of the treatment provided.
The Commission recommended referral of the complaint to the Medical Board to address any
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professional standards issue emerging from the finding that the doctor did advise on the frequency of
parental visitation - a matter outside of his professional responsibility.

BACTERIAL INFECTIONS CAN BE QUITE SERIOUS
North Australian Aboriginal Justice Agency (NAAJA) wrote to the Commission to advise they had been
instructed to act on behalf of the complainant. According to NAAJA the complainant had already
raised her concerns with the public hospital and was dissatisfied with the way that they handled the
complaint.
The details of the complaint were that the complainant’s daughter was evacuated to a public hospital
with respiratory problems and admitted to intensive care. While in hospital, investigations were
undertaken to identify the cause of her illness, however, a bacterial infection was not detected. The
complainant’s daughter later died. The deceased was 23 years old at the time of her death and had a
six year old daughter.
The complainant signed a consent form for an autopsy to be carried out on the deceased and
requested that the report be sent to a nominated service. The deceased's discharge summary stated
that the autopsy was to be conducted, however, it was not conducted immediately. As a result the
complainant wrote to the public hospital and requested they conduct an investigation into her
complaint.
Over a three month period NAAJA made a number of requests to the public hospital for a copy of the
autopsy report on behalf of the complainant. A post mortem report was provided to NAAJA. It
contained a summary of macroscopic and microscopic post mortem findings. NAAJA requested the
deceased’s medical records relating to her admission and a full copy of the post mortem report.
NAAJA enclosed an authority from the complainant for the release of this information. NAAJA received
some of the requested records (including a full copy of the post mortem report) and the ICU notes.
The main issues of the complaint and the outcomes sought by the complainant were that:
(i) there be an investigation into why the autopsy was not carried out immediately;
(ii) there be an investigation into the delay in providing the autopsy report to the family;
(iii) an apology be made to the complainant and her family for the delays in carrying out the
autopsy and in providing the autopsy report;
(iv) an appropriate medical practitioner to hold a face to face meeting with the complainant and
other family members to explain the autopsy report and have an interpreter present during this
meeting.
The Commission agreed to assist the complainant to resolve the issues.
The Commission wrote to the provider seeking a written response to the issues raised in the
complaint, and the outcomes sought. The Commission received a response from the hospital which
was sent to the complainant. The Commission was subsequently advised by NAAJA that the
complainant was satisfied with the response and would discuss it with her family. The Commission
also arranged a meeting with representatives of the hospital to discuss the autopsy report.
In respect to the issue of delay in the autopsy being conducted, the Commission's preliminary
enquiries revealed that at the time of death a request for a post mortem was noted on the Occurrence
of Death Form. However, due to a failure in administrative procedures the pathologist did not receive
the form and so was unaware of the request. Once this was brought to the attention of the pathologist
the autopsy was performed immediately. The system failure was brought to the attention of
management who met with relevant staff to review processes.
In relation to the issue of delay in the autopsy report being provided to the family, the Commission's
preliminary enquiries revealed that full autopsy results are generally not released directly to the family
as they tend to be confronting. However, the Commission's enquiries also revealed that not only did
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the hospital write to the complainant offering both an apology and an opportunity to discuss the
autopsy results, a summary of the findings was sent to the family and a full copy of the report was sent
to NAAJA. Medical records also noted that a senior medical officer in ICU spoke to the family
regarding the post mortem findings.
The hospital apologised to the complainant and agreed to meet with NAAJA, the complainant and her
family, with an interpreter, to explain the results of the autopsy report

HAVING A BAD DAY? NO EXCUSE FOR RUDENESS.
The complainant's son sustained a dislocated elbow and required an X-ray. An X-ray was arranged at
the public hospital. During the procedure it was alleged by the complainant that the technician was
rude and, afterwards, as they were leaving, he slammed the door on her son's foot jamming it under
the door which was quite painful and required a bandage. Allegedly, the technician didn't appear to
care about what had occurred and offered no assistance. The complainant stated that she did not
want to lodge a formal complaint but wanted the technician to be aware of his behaviour so that it
didn't happen again.
The Commission discussed options to resolve the complaint with the complainant who gave
permission to forward the complaint to the hospital to have the matter resolved at point of service.
The complaint was forwarded to the provider and they agreed to resolve the issues directly with the
complainant.
The Commission subsequently contacted the hospital to inquire as to the status of the complaint. The
Commission was advised that the hospital had contacted the complainant and resolved her complaint.
The Commission subsequently contacted the complainant who confirmed the hospital had spoken to
her and apologised for the incident.

SUPPORT FOR PERSONS WITH DISABILITIES IS ESSENTIAL
The complainant initially lodged a complaint with the Commission about the undue delay in the repair
of his Power Assist wheelchair. The complainant raised several questions about the supplier with
respect to availability of parts and time taken to undertake repairs. Soon after lodging the complaint
the complainant received his repaired wheelchair. The complaint then focused around replacement
wheelchairs whilst primary wheelchairs are under repair and a sore shoulder allegedly aggravated
over the weeks the Power Assist wheelchair was under repair. In addition to this the complainant had
concerns about the capability of the Power Assist wheelchair ie. distance it could travel before the
battery went flat. The complainant had allegedly advised the service administering the scheme of
these concerns with no satisfactory outcome.
The Commission was able to facilitate a meeting between the complainant and staff from the service
at the complainant’s place of residence due to the complainant’s restricted mobility. The complainant
was given the opportunity to raise each of his concerns. Questions raised by the complainant were
answered but the responses were not to the complainant’s satisfaction. However, on the assessment
of the attending Case Officer, the responses were considered reasonable and the service appeared to
genuinely be making an attempt to address each of the complainant’s issues.
With regard to the complainants questions the meeting revealed:
• the repairs took approximately seven weeks as a result of the broken part having to be
custom made;
• a manual wheelchair was offered as a replacement wheelchair whilst the Power Assist
wheelchair was under repair. From a cost point of view it was not possible to have spare
Power Assist wheelchairs for temporary replacement purposes; and
Page 34

Annual Report 2007-08

•

only some spare parts are held by the supplier as it is not viable to hold very expensive parts
that may never be needed or may become outdated.

Recommendations made by the staff from the service addressing each of the concerns were:
(i) service to assess and confirm the capability of the Power Assist chair;
(ii) service to assess the terrain the Power Assist chair can travel on;
(iii) service to conduct a review of the chair’s seat;
(iv) complainant was to obtain referral from his doctor to the Rehab Specialist to establish his
current physical needs;
(v) service to ensure the equipment provided to the complainant met his needs and is practical for
his home environment in accordance with the Rehab Specialist assessment; and
(vi) service to follow up with spare parts being maintained by the supplier.

EYE TESTS CAN BE QUITE CHALLENGING
The complainant, with his daughter, attended a visiting optometrist at a regional centre early 2008 for
an eye test. The complainant stated his daughter was asked to read an eye chart but, after reading
four lines, the complainant's daughter said she could not read any further. The complainant stated the
optometrist told his daughter that she was not cooperating. The complainant and his daughter then left
after a short time and asked when they could attend again. The complainant stated that he and his
daughter returned the next morning and were seen by the same optometrist. At this appointment the
complainant stated his daughter was asked to read for a colour blindness test but she could not read
the numbers. The complainant stated the optometrist placed drops in his daughter's eyes and after a
few minutes said "I can't help you".
The complainant and his daughter then left. The complainant believed the optometrist must have
watched a program on ABC television the night before his visit called "Jihad Sheila's" and, as a result,
discriminated against him and his daughter because of their beliefs. The complainant approached the
Commission stating that the optometrist would not see his daughter again.
The Commission approached the optometrist who agreed to write an explanation to the complainant,
via the Commission, outlining the assessment and recommendations made for the complainant's
daughter's optical care. The optometrist outlined in detail the assessment and fact that another
appointment had already been scheduled for the complainant's daughter. The Commission was
satisfied that the treatment provided by the optometrist was reasonable and took no further action on
the file.
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CHAPTER 5
PERFORMANCE
OVERALL PERFORMANCE OF THE COMMISSION
Performance
Unit of Measure
Measures
Quantity
1. Number of access and
awareness sessions
2. Number of enquiries/ complaints
received
Quality
1. % of reviews of decisions
requested
2. Consumers and providers
satisfied with service:
• Consumers; and
• Providers
Timeliness
1. Percentage of inquiries &
complaints closed within 180
days of receipt.
Cost
1. Total output costs ($)

5

There were no satisfaction survey forms returned for complainants

Page 36

Annual Report 2007-08

05/06

06/07

07/08

10

12

10

380

312

385

2%

>1%

>1%

85%
100%
93%

80%
100%
94%

05
100
98%

521,156

521,769

424,893

ACTIVITY 1:

COMMUNITY ENGAGEMENT

OUTPUTS
1. Distribute Commission brochures to users and providers.
2. Provide a brochure in 10 different ethnic languages.
3. Give presentations to user and provider groups on the Commission’s role and
functions.
4. Utilise the media (radio, television and newspaper) to educate the public and
increase awareness about the Commission.
5. Educate users and providers about their rights and responsibilities under the
Code.
6. Monitor provider’s adherence to the Code.

PERFORMANCE
Performance
Measures
Quality

Quantity

Unit of Measure
1. Different brochures and information
available for:
• user groups;
• provider groups; and
• ethnic groups.
2. The 10 languages in the “Ethnic
Brochure” represent the majority of
NT’s ethnic community6.
1. At least 1000 brochures distributed.
2. Brochures provided to at least 10
different groups.
3. At least 20 presentations are given.
4. Utilise the media:
• newspaper X 40
• radio X 5
• television X 2

05/06

06/07

07/08

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes
500
500 1000
5
5
6
10

12

10

10
0
0

10
0
0

6
0
0

OVERVIEW
As no additional funding was provided during 2007/08 for this purpose, priority could
not be given to this activity and therefore the Commission’s ability to engage the
community in educational and awareness activities was again less than ideal.

6

Not including Aboriginal people who make up approximately 30% of the NT population.
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HIGHLIGHTS
MAINTAIN ACCESS AND AWARENESS AT THE NATIONAL LEVEL
The National Council of Health Complaints Commissioners consists of
Commissioners and Deputy Commissioners from each State and Territory, the New
Zealand Commissioner and the Private Health Insurance Ombudsman. They meet
on average every six months. These meetings enable the Commissioners to develop
national strategies, set common goals and objectives, and discuss issues of common
and national importance.
During 2007/08, two meetings of the National Council were held. The first in
Brisbane, Queensland on 24- 25 October 2007 and the second in Adelaide, South
Australia on 29-30 May 2008 Specific agendas are drawn up and actioned for each
meeting. This financial year some of the matters discussed included:
•
•
•
•
•
•
•
•
•

Reports from Commissioners
National E-Health Transition Authority
Code of Health Right and Responsibilities/Patient Charters
Unreasonable Complainant Conduct
National Open Disclosure Pilot
Assessment and Investigation of Complaints
National Health and Hospitals Reform Commission
Health Complaints Commissions – Dataset
Role of the Australian Commission on Safety and Quality in Health Care.

ACCESS AND AWARENESS THROUGHOUT THE TERRITORY
Access and Awareness Sessions
During the year, staff from the Commission undertook minimal education sessions
throughout the Territory. Specific visits were undertaken in Darwin, Alice Springs,
and Katherine. A total of 10 presentations (12 in 2006/07) on the role and operation
of the Commission were held. The participants came from agencies such as
community support services, ethnic groups and Aboriginal health services.
Written Material
The Commission has continued to distribute its pamphlets throughout the Territory, to
consumers, targeted organisations and consumer groups. Around 1000 pamphlets
were distributed to 6 groups throughout the year.
As reported in the previous financial year, there continues to be a need for the
Commission to update its pamphlets, brochures and other written material and, in
particular, to develop material that is more appropriate for our ethnic and indigenous
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populations. This objective cannot be achieved without additional one off funding in
the order of $60,000 being provided specifically for this purpose. A number of budget
submissions have been made over the years without any success.
Advertising
The Commission did place some newspaper advertising during the year. No use
was made of television or radio advertising. The Commission placed a total of 6
newspaper advertisements in Territory publications during the year at a total cost of
$860. These advertisements aim to increase public awareness of the Commission’s
existence and advise people on how they can access the Commission.
Website
People throughout the Northern Territory and, indeed, worldwide can access the
Commission through our website at www.hcscc.nt.gov.au. By logging onto the site
people can access the Commission’s Complaint Form to make a complaint, access
information (including the latest Annual Report and Brochures), review our legislation
or ask questions without the need to formally contact the Office.
The chart below is testament to the number of people accessing the website during
2007/08:

Total visits:
Average visits per day:
Average visits per week:

2005/06
11,180
31
214

2006/07
10,226
28
197

2007/08
11,869
110
770

The large number of visits to the website may account for a decline in direct
approaches to the Commission. By empowering consumers with information to
resolve their complaints direct with the service providers, they only approach the
Commission as a last resort.
The number of complaints received via the website rose from 1% in 2006/07 to 10%
in 2007/08.
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ACTIVITY 2: RESOLUTION OF COMPLAINTS

OUTPUTS
1.
2.
3.
4.
5.
6.

Accept enquiries and complaints.
Refer complainants to point of service for resolution.
Assess complaints in a timely, fair and independent manner.
Conciliate complaints.
Investigate unresolved complaints in a timely, thorough and independent manner.
Report to the complainant and provider and to other interested parties the results
of an investigation in a clear and concise manner.

PERFORMANCE
Performance
Measures
Quality

Quantity

Timeliness

Unit of Measure

1. % enquiries/complaints finalised
2. % enquiries/complaints informally
resolved
3. % recommendations supported
1. Number of enquiries and complaints
received
2. Number of enquiries and complaints
finalised
3. Number of approaches
4. Number of investigations finalised
5. Number of conciliations finalised
1. Average time to close a complaint

05/06

06/07

07/08

%
92
90

%
92
94

%
92%
97%

100
380

100
312

100
385

427

320

373

329
14
5
166
days

265
7
6
105
days

337
1
4
98
days

HIGHLIGHTS
APPROACHES
Enquiries and complaints are received in person, by telephone, in writing or
electronically. Many of these can be handled quickly and are recorded on a separate
database as enquiries. A total of 323 enquiries were received during 2007/08 of
which 48 (15%) became registered complaints. An additional 14 registered
complaints were received which were not the subject of an initial enquiry to the
Commission, but may have resulted from a visit to the Commission’s office or receipt
of a written or electronic complaint.
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Of the 337 approaches (refer to explanation below) to the Commission, 18% resulted
in a formal complaint being registered (35% in 2006/07).
There has been an increase in the number of approaches this financial year, from
265 to 337. In numbers, that is a 25% increase.
Explanation regarding approaches
Approaches registered as an enquiry
LESS enquiries moved to a complaint
Net enquiries received

323
48
275

Approaches registered as a complaint
PLUS enquiries moved to a complaint
Total complaints received

14
48
62

Total approaches for 2005/06

337

Although the number of approaches increased, substantial productivity and efficiency
gains continued to be made during the year. For example:

Average time taken to finalise all approaches
Average time taken to finalise an enquiry
Average time taken to finalise a complaint
Number of approaches informally resolved

2005/06
58 days
21.9 days
166 days
90%

2006/07
47.9 days
14.9 days
105 days
94%

2007/08
24.9 days
11.9 days
98.3 days
97 %

It should be noted that the statistics which follow have been extracted from the
Enquiry database and the Complaint database and the numbers quoted relate to the
gross figures in each instance, ie the 323 enquiries or 61 complaints.

WHO COMPLAINS?
Chart 1: Gender Breakdown
Number
500
400
300
200
100
0
2005/06
Male

Females

2006/07
Group

2007/08

Anonomous

Total

The male:female ratio over the past
seven years has hovered around the
45:55 mark. As depicted in Chart 1, this
year the ratio is 45:55 compared with
44:56 last year. This ratio is similar to
that experienced by other Health
Complaints Commissions.
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GEOGRAPHIC SOURCE OF COMPLAINT
Chart 2: Geographic source of complaint
The majority of enquiries/complaints
came from Darwin (39%), then Alice
Springs (14%) and interstate (11%).
The total number of enquiries/
complaints received from Katherine,
Tennant Creek and Nhulunbuy are still
very low (5%).

Unknown
Tennant Creek
Nhulunbuy
Katherine
Interstate
Darwin
Alice Springs
0

50

100

Number

150

200

HOW DO PEOPLE MAKE THEIR COMPLAINT
People approach the Commission in a number of ways. As depicted in Chart 3, 71%
do so by phone.
Chart 3: Manner of Approach
Written

The majority of approaches to the
Commission were made via the
telephone (71%). The number of written
approaches decreased from 16% to 9%,
however the number of electronic
complaints increased from 3% to 9%.
Only 9% of complainants made their
complaint in person.
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WHICH SERVICES DO PEOPLE COMPLAIN ABOUT?
Public providers received 49% of enquiries/complaints this financial year.
Chart 4: Public/Private Enquiries/Complaints
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A breakdown of the type of public or private providers complained about follows:
PRIVATE PROVIDERS

PUBLIC PROVIDERS

Chart 5: Private provider respondents

Chart 6: Public provider respondents
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The greatest number of private sector
enquiries/complaints
(43%)
were
about medical practitioners (40% last
financial year), followed by Dentists
(8%).
The
category
“Other”
includes
complaints
received
about
Chiropractors,
Nursing
Homes,
Optometrists, Naturopaths, Alcohol &
Other Drug Services, Radiographers
and Osteopaths.
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The
greatest
number
of
enquires/complaints about the public
sector related to services provided by
public hospitals (58% of all public
health complaints).
This is an
increase on last financial year when it
was 45%.
There has also been a 50% reduction
in the number of complaints received
about Correctional Medical Service
(CMS) when compared to 2006/07.

WHAT ISSUES DO PEOPLE COMPLAIN ABOUT?
Chart 7: Issues Raised in Enquiries/
Complaints
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Information is recorded about the
issues described in every enquiry and
complaint and there can be more than
one issue per complaint. Chart 7
provides a summary of the issues
complained about during 2007/08.
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It can be seen that issues associated
with treatment were the major
concern (29%) followed by access
issues (25%).
These are similar
results to last year.
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Issues relating to communication made up 11% of the complaints received (same as
2006/07).

OUTCOMES OF FINALISED COMPLAINTS
OUTCOMES ACHIEVED
Chart 8: Outcome Achieved
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Being provided with an explanation was the outcome most achieved (33%), followed
by referred elsewhere (18%). Changes to policies and procedures accounted for
10% of the outcomes. It should be noted that there were 53 complaints closed
during the year and 83 outcomes. The reason for this is that a complaint can have
more than one outcome.
EXTENT TO WHICH OUTCOME FAVOURED THE COMPLAINANT
Chart 9: Extent to which outcome favoured
the complainant
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It is pleasing to see that 33% of
complaints were resolved directly
between
the
provider
and
complainant
thanks
to
the
assistance of the Commission (20%
in 2006/07). 20% of complaints
were discontinued either because
the Commission lost contact with
the complainant or because the
complainant at some stage decided
they no longer required the services
of the Commission.
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PRESCRIBED PROVIDER RETURNS
A number of health service and community service providers are required under the
Health and Community Services Complaints Act 1998 to implement effective internal
complaints procedures (Section 100) and to lodge Annual Returns to the
Commissioner containing particulars of all the complaints that they have received
(Section 99). The providers prescribed under the legislation are:
•

Anyinginyi Congress, Tennant Creek

•

Central Australian Aboriginal Congress, Alice Springs

•

Danila Dilba Biluru Butji Binnilutlum Medical Service, Darwin

•

Darwin Private Hospital (DPH)

•

Miwatj Health Service, Nhulunbuy

•

Department of Health and Community Services (DHCS)

•

Wurli Wurlinjang Aboriginal Health Service, Katherine

Tables 2 and 3 provide an overall summary of all enquiries and complaints received
by the Prescribed Providers and the Commission.

ISSUES OF COMPLAINT
Table 2 provides an overall summary of the primary issues of all complaints received
by prescribed providers and the Commission.
Table 2: Comparison Between Commission and Prescribed Providers – Issues
HCSCC DHCS
CATEGORY
Access to Services
106
179
Community/Information
44
97
Consent/Dec Making
4
0
Corporate services
23
50
Costs
22
6
Grievances
9
4
Privacy/Discrimination
27
28
Professional Conduct
38
17
Treatment
121
109
7
Total
394
490

DPH

5
2
0
4
0
1
0
4
4
20

A/S Con

Wurli

1
0
0
0
0
0
2
0
1
4

Miwatj

1
0
0
0
0
0
0
1
0
2

0
0
0
0
0
0
0
0
1
1

Danila

0
0
0
0
0
0
0
2
0
2

Anyi

4
0
0
0
0
0
0
1
0
5

Total
296
143
4
77
28
14
57
63
236
918

Issues associated with accessing services (32%) and the quality of treatment (26%)
are the major concerns of users of health services and community services
7

Some complaints have more than one issue
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throughout the Northern Territory. Complaints about poor communication make up
16% of issues complained about.
I note that of the total 918 enquiries and complaints received from the above
organisations, only 14 or 1.5% relate to a grievance about the manner in which a
complaint was handled. This would tend to suggest that internal complaints
mechanisms set up as a result of the legislation are working effectively.

COMPLAINT OUTCOMES
Table 3 provides an overall summary of the outcomes of all complaints received by
prescribed providers and the Commission.
Table 3: Comparison Between Commission and Prescribed Providers – Outcomes
HCSCC
OUTCOME
Service obtained
2
Explanation provided
63
Apology given
7
Counselling/mediation
0
Concern registered
149
Change in procedures/
8
practice
Policy change effected
1
Account adjusted
1
Disciplinary action
0
Conciliated
4
Compensation paid
0
Complaint withdrawn
9
Resolved
60
Referred elsewhere
89
Other - pending
0
- unresolved
0
- unknown
7
8
Total
400

DHCS

A/S Con

Wurli

140
195
61
12
30
6

DPH

3
8
0
3
0
5

0
3
0
0
0
0

0
0
0
0
0
0

Miwatj Danila

0
1
1
0
0
0

0
1
0
0
0
0

Anyi

1
3
1
0
0
0

Total
146
274
70
15
179
19

1
1
0
0
2
0
0
6
0
0
21
475

0
1
0
0
0
0
0
0
0
0
0
20

0
0
0
0
0
0
0
0
0
1
0
3

0
0
0
0
0
0
2
0
0
0
0
2

0
0
1
0
0
0
0
0
0
0
0
3

0
0
0
0
0
0
0
0
0
1
0
2

0
0
0
0
0
0
0
0
0
0
0
5

2
2
1
4
2
9
62
95
0
2
28
910

The data at table 3 highlights the fact that complainants are more likely to obtain a
practical resolution to their complaint if they take up their concerns and issues
directly with the provider in the first instance. For example, only 0.5% of the
outcomes achieved by the Commission resulted in the complainant obtaining a
service, whereas in complaints made direct to the service provider 27% resulted in
the service being obtained.
The most effective means of resolving complaints was to provide an acceptable and
reasonable explanation (30%).

8

Some complaints have more than one outcome
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PROVIDER AND COMPLAINANT SATISFACTION SURVEY
As a means of assessing the quality of our service, the Commission seeks feedback
from providers and complainants as to their satisfaction with the complaints process.
Survey forms are sent to both complainants and providers when they are formally
notified that their file will be closed following assessment, investigation or conciliation.
During the year 18 surveys were sent out to complainants and 30 to providers. 1
complainant survey and 9 provider surveys were returned. The one return from a
complainant makes it impossible to draw any rational conclusions and therefore will
not be included this financial year.
OVERALL SATISFACTION WITH THE WAY THE COMPLAINT WAS HANDLED
•

Of the provider responses, 55% were satisfied and 45% were very satisfied.
Chart XXX: Provider Overall Satisfaction
80%
60%
40%
20%
0%
2004/05
Not satisfied

•

2005/06

2006/07

Satisfied

Very satisfied

There were no valuable statistics available for consumers.

DETAILED RESPONSES TO THE PROCESS
Providers
•
•
•
•
•
•

Providers found staff explained the complaint process and role of the Commission
clearly (55%) or very clearly (45%).
They found staff to be polite (33%) or very polite (67%) and were prompt (55%) or
very prompt (45%) in responding to letters and phone calls.
They found that staff kept them informed of the progress of their complaint well
(55%) or very well (45%).
In relation to the handling of their complaint, 55% of providers found it was
handled very professionally and 45% professionally.
Providers were given clear (45%) or very clear (55%) reasons for the final
decision.
100% would recommend others to use the Commission to resolve complaints.

Complainants
No valuable statistical information available.
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ACTIVITY 3: IMPROVE HEALTH SERVICES AND COMMUNITY SERVICES

OUTPUTS
1. Make recommendations to providers and other appropriate bodies.
2. Refer professional conduct matters to appropriate registration boards.
3. Follow-up on implementation of recommendations.

PERFORMANCE
Performance
Unit of Measure
Measures
Quality
1. Number of providers who improved their
practice following implementation of
investigation recommendations.
2. Percentage of providers responding to
recommendations.
Quantity
1. Number of recommendations made

05/06

06/07

07/08

14

7

1

100% 100% 100%
34

21

10

HIGHLIGHTS
A major objective of the Commission is to
utilise our complaint resolution processes to
facilitate improvements in the provision of
health services and community services. This
objective is often supported by complainants
who seek, as one of the outcomes to their
complaint, an assurance that what happened
to them will not happen to others.
The Commission has been very successful in
identifying and recommending changes that,
when implemented, will lead to improvements
in the provision of services. During the course
of the year 10 recommendations were made to
providers.
I have included the following example of an
investigation the Commission has undertaken
to reflect the Commission’s achievements in
this regard during 2007/08.
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RESPITE CARE NOT WHAT IT SHOULD HAVE BEEN
BACKGROUND
The complainant was a full-time carer for her 67 year old sister who was blind and
suffered from chronic schizophrenia with cognitive changes leading towards
dementia. The complainant’s sister also received personal care assistance from a
home care service.
The complainant stated she took her sister to a respite care house for a week in late
December 2006 and alleged that her sister received an overdose of her medications
during this period and was subsequently taken to hospital. The complainant stated
that she was not informed about what had happened to her sister despite the fact
that she had been trying to contact the service responsible for brokering out the
personal care support provided to her sister at the respite house and the brokered
out service.
The complainant sought an explanation from the responsible service provider and the
brokered service provider as to what happened to her sister regarding her medication
whilst in their care and why her sister needed to be taken to the hospital’s emergency
department. The complainant was also concerned that personal care respite workers
were appropriately trained and qualified.
In investigating this matter the Commission considered the following issues:
1. Alleged overdose of medication whilst in respite care.
2. Adequacy of record keeping in relation to the administration of medication whilst
in respite care.
3. Qualifications of staff administering the medications.
4. Adequacy of protocols in place between the responsible service provider and the
brokered agencies to ensure the provision of quality respite care.
5. Coordination of service delivery between the different agencies providing respite
care.
INVESTIGATION PROCESS
The investigation was carried out by conducting interviews with the complainant;
obtaining a written response and conducting interviews with the providers involved in
providing the respite care; obtaining copies of the discharge summary and relevant
medical records for the complainant’s sister’s presentation at hospital, a copy of her
sister’s medication list, a copy of the brokered services notes for the period of the
sister’s respite and copies of recorded medication dosages for her period of respite.
Copies of relevant guidelines for the administration of medication in residential aged
care and community settings from the Australian Pharmaceutical Advisory Council
were also obtained, as was information on the Home and Community Care (HACC)
National Standards pertaining to Respite Care from the Department of Health and
Community Services. The Commission also obtained information on training for
Annual Report 2007-08
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personal care workers from the Department of Health and Community Services, the
Human Services Advisory Council and Doveston Training and Assessment Centre.
Clinical advice was obtained in relation to qualifications and training expected of
personal care workers and administration of medications, in particular PRN9
medication, in the community respite care setting.
ISSUE 1

ALLEGED OVERDOSE OF MEDICATION WHILST IN RESPITE CARE

Findings
From the information obtained by the Commission in relation to Issue 1 it was able to
make the following findings:
1. The brokered service provider was provided with two different formats by the
responsible service provider to record the sister’s medication dosages during her
period of respite.
2. The responsible service provider had no clear procedure in place in relation to
which form they expected the brokered service provider to complete to chart the
administration of the sister’s medications.
3. The brokered service provider had no clear process in place in relation to its
expectations of employees to chart the administration of the sister’s medications
during her period of respite care.
4. The original medication list faxed to the responsible service provider by the
Aboriginal medical service was appropriate for use to chart administration of
medication dosages in a high level care setting such as a nursing home but not
appropriate for charting medication dosages in community respite settings.
5. The Overnight Respite Medication Sheet provided by the responsible service
provider was an appropriate form to chart administration of medication provided in
Webster Packs in the community respite setting.
6. Personal care workers must only administer Webster Pack medication dispensed
by a pharmacist. Registered and enrolled nurses, as well as personal carers with
a Cert 3 or 4 in Aged & Community Care with extra training in the administration
of medications, are qualified to administer PRN medication.
7. The brokered health service’s personal care workers were expected to administer
PRN medication during the sister’s period of respite care despite their’s and the
responsible service provider’s policies and procedures indicating that medications
were only to be administered in Webster Packs.

9

Administer medication “as required” by either a Registered or Enrolled Nurse or a person with a Cert 3 or 4 in
Aged & Community Services with extra training in administration of medications. PRN medication should have
specific instructions for use.
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8. Although staff of the brokered service provider responded promptly in notifying
the on call home care service about the change in the sister’s condition and she
was promptly taken to hospital for assessment, the complainant was not informed
at the time by either the responsible service provider or the brokered service
provider about the change in her sister’s condition nor of the outcome of her
sister’s assessment at the hospital.
9. Neither the responsible service provider or the brokered service provider had
clear policies or procedures in place specifically relating to the administration of
PRN medications within a community respite care setting.
10. The responsible service provider did not have a specific Protocol or Memorandum
of Understanding in place to use when engaging brokered agencies to provide
personal care services on behalf of their respite clients.
11. Such a Protocol or MOU should clearly outline the expectations of brokered
agencies and the responsibilities of service providers in relation to the charting of
medication dosages, acceptance of clients requiring PRN medications and who to
contact in case of a medical emergency etc. Instead, the responsible service
provider used a standard one page contract when engaging brokered agencies
that was not appropriate. In this instance the form was faxed to the brokered
service provider but they were not required to sign this contract.
Conclusions
The Commission was of the view that it could not be proven that the complainant’s
sister was overdosed on her medications during her period of respite care. The
recording of her medication dosages during the period was inconsistent and recorded
on two different forms, one of which was not suited to the community respite care
setting.
The Commission was also of the view that neither the responsible service provider or
the brokered service provider had clear policies or guidelines in place regarding the
administration of PRN medication to respite care clients despite both providers
stating in their procedure manuals that all medications must be in Webster Packs.
Each provider should have had guidelines and policies in place that stated who
should administer medications and work instructions on how to give medications. In
addition these guidelines should have been located at the premises of each respite
house. There should also have been specific guidelines and instructions for PRN
medications e.g. to specify what behaviour signs required the PRN medication to be
administered and who to contact if the medication did not have the desired or
expected effect.
The responsible service provider should have had a specific contract for each client
specifying the client’s specific medication needs. The responsible service provider
stated this information was provided to the brokered health service and that the loss
of this information in this case was a one off instance only.

Annual Report 2007-08

Page 51

The Commission also concluded that medication management, particularly
administration of PRN medication in the community respite care setting, was widely
recognised as a “grey area.” The Principal Service Development Advisor, Ageing
and Disability Services Unit, Department of Health and Community Services stated
that there was no specific reference to management of medication for respite clients
in the Home and Community Care (HACC) National Service Standards – respite care
being one of a number of different HACC service types.
Specific Practice Guidelines do exist for Medication Management in Residential Aged
Care Facilities. These Guidelines10 outline the proprietor’s responsibilities, the
importance of documentation and the requirements for a medication
management/administration policy.
The Commission concluded that in this issue there had been a breach of the
following principles of the Code of Health and Community Rights and
Responsibilities:
Principle 1: Standards of Service
1. Users have a right to:
a) timely access to care and treatment which is provided with reasonable skill and
care
Principle 2: Communication and the Provision of Information
1. Providers have a responsibility to:
a) provide accurate and up to date information responsive to the user’s needs and
concerns, which promotes health and well-being
Principle 6: Involvement of Family, Friends, Carers and Advocates
1. Providers have a responsibility to respect the role family members, friends,
carers and advocates have in the user’s care and treatment.
These breaches of the Code were in relation to the appropriateness of record
keeping in relation to the complainant’s sister’s medication dosages and the
timeliness of information provided to the complainant regarding her sister’s
assessment at the hospital.
ISSUE 2

ADEQUACY OF RECORD KEEPING IN RELATION TO THE ADMINISTRATION OF
MEDICATION

Issue 1 highlighted the inadequacy of record keeping relating to arrangements
between the responsible service provider and the brokered service provider to
ensure qualified staff administered the PRN medication to the complainant’s sister.
As the coordinator of the respite care arrangement, the responsible service provider
should have ensured that the brokered service provider was made aware of the
sister’s PRN medication requirements and that there would be appropriately qualified
and trained staff to administer this medication. The broker service provider
10

Guidelines for the Medication Management in Residential Aged Care Facilities, Australian Pharmaceutical
Advisory Council, November 2002, p80.
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responsible for delivering the respite service on behalf of the responsible service
provider should have had a policy in place relating to acceptance or otherwise of
clients on PRN medication and a staff instruction in their procedures manual in
relation to who can and cannot administer PRN medication.
The other record keeping area highlighted in Issue 1 related to the inconsistency in
record keeping of administration of the complainant’s sister’s medications and the
need for clear expectations by respite care staff to record administration of
medications on one standard form. Such a form should be suited to the community
respite care setting where personal care support workers are employed and
administer medications in Webster Packs only.
The Commission concluded that in this issue there was a breach of the following
principle of the Code of Health and Community Rights and Responsibilities:
Principle 2: Communication and the Provision of Information
2. Providers have a responsibility to:
a) provide accurate and up to date information responsive to the user’s needs and
concerns, which promotes health and well-being
3. Providers have a responsibility to:
a) provide accurate and up to date information responsive to the user’s needs and
concerns, which promotes health and well-being
ISSUE 3

QUALIFICATIONS OF STAFF ADMINISTERING MEDICATIONS

Issue 1 highlighted the fact that unqualified staff administered PRN medication to the
complainant’s sister during her period of respite care.
The Home and Community Care (HACC) Program personal Care Guidelines
recommends that personal care support workers receive appropriate training in
relation to administration of medications. The Certificate 3 and 4 Courses in
Community/Aged Care available to personal care support workers are designed for
personal care support staff working in low care community settings or for personal
care support staff working in high care hostel or nursing home aged care facilities
under the supervision of a registered or enrolled nurse. These courses train personal
care workers in competencies to administer medication in Webster Packs only. PRN
medication should only have been administered by a registered or enrolled nurse.
The Commission concluded that in relation to this issue there was a breach of the
following principle of the Code of Health and Community Rights and Responsibilities:
Principle 1: Standards of Service
1. Users have a right to:
a) timely access to care and treatment which is provided with reasonable skill and
care
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ISSUE 4

ADEQUACY OF PROTOCOLS IN PLACE BETWEEN THE RESPONSIBLE SERVICE
PROVIDER AND BROKERED AGENCIES TO ENSURE THE PROVISION OF QUALITY
RESPITE CARE

Issue 1 highlighted the fact that the responsible service provider had no formalised
protocol or Memorandum of Understanding (MOU) in place to use when engaging
brokered agencies to provide respite care services on behalf of their clients. The
lack of a formalised protocol or MOU meant that certain expectations were unwritten
and they therefore relied on good will. When the system broke down there was a lack
of accountability although in this instance the responsible service provider was
responsible to the complainant as their client.
The responsible service provider agreed that there needed to be clear
Memorandums of Understanding in place between them and brokered agencies
providing respite care in order to prevent any breakdown in communication and to
ensure that systems did not fall down for the carer and the person being cared for.
The Commission concluded that the individual Respite Care Plan did not cover all
expectations relating to the organisation of respite care for the complainant’s sister
and other future clients of the responsible service provider. Deficiencies included
acceptance or otherwise of clients on PRN medications, who can administer PRN
medications and which agency contacts the carer in the case of an emergency.
The Commission concluded that in regard to this issue there was a breach of the
following principles of the Code of Health and Community Rights and
Responsibilities:
Principle 1: Standards of Service
1. Users have a right to:
a) timely access to care and treatment which is provided with reasonable skill and
care
Principle 2: Communication and the Provision of Information
4. Providers have a responsibility to:
a) provide accurate and up to date information responsive to the user’s needs and
concerns, which promotes health and well-being
ISSUE 5

COORDINATION OF SERVICE DELIVERY BETWEEN DIFFERENT AGENCIES
PROVIDING RESPITE CARE

Four different agencies were involved in the coordination of the complainant’s sister’s
respite care. These agencies were the responsible service provider, the brokered
service provider, an Aboriginal health service and another home care service. This
complaint highlighted the importance of clear expectations on the part of the
coordinating agency, the need for clear policies and guidelines to staff and good
record keeping in relation to administration of medications. In this instance it is
fortunate that the complainant’s sister was not overdosed on her medications as was
alleged by the complainant. However, the complainant, rightly, was unhappy that
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she was not informed that her sister had been taken to the hospital for assessment,
nor informed of the outcome of that assessment.
The Commission concluded that in regard to this issue there was a breach of the
following principles of the Code of Health and Community Rights and
Responsibilities:
Principle 1: Standards of Service
1. Users have a right to:
a) timely access to care and treatment which is provided with reasonable skill
and care
Principle 2: Communication and the Provision of Information
5. Providers have a responsibility to:
a) provide accurate and up to date information responsive to the user’s needs
and concerns, which promotes health and well-being
Principle 6: Involvement of Family, Friends, Carers and Advocates
2. Providers have a responsibility to respect the role family members, friends,
carers and advocates have in the user’s care and treatment.
RECOMMENDATIONS
The Commission made the following recommendations:
1. That the responsible service provider and the brokered service provider use a
standard form such as the form provided by the responsible service provider titled
Overnight Respite Medication Sheet to chart medications administered to
respite clients. This form is suited to the community respite setting where respite
clients are prompted or assisted to take Webster Pack medication by personal
care support workers and not registered or enrolled nurses.
2. That the responsible service provider and the brokered service provider develop a
policy/procedure relating to acceptance or otherwise of clients on PRN
medications and specific instructions to staff on who can and cannot administer
PRN medications.
3. That management of the responsible service provider and the brokered service
provider clearly specify in their procedure manuals how and when a carer will be
informed if their family member is taken ill or taken to hospital for whatever reason
during the period of respite care.
4. That the responsible service provider develop a protocol or MOU to be used when
engaging brokered agencies to provide personal care services on behalf of their
clients that clearly outlines expectations of brokered agencies and their own
responsibilities in relation to:
• recording of medication dosages and behavioural changes
• acceptance or otherwise of clients on PRN medications
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• who to contact in case of a medical emergency etc.
5. That the responsible service provider and the brokered service provider formally
apologise to the complainant for not informing her that her sister had been taken
to the hospital for assessment and for not providing her with a timely explanation
to allay her concerns that her sister may have been overdosed on her
medications whilst in respite care.
6. That the responsible service provider and the brokered service provider provide
a report to the Commission on the action they have taken on each of these
recommendations.
The Commission can advise that the recommendations were accepted and are
currently being implemented
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ACTIVITY 4: MANAGEMENT OF COMMISSION

OUTPUTS:
1. Production of an Annual Report.
2. Compliance with the Health and Community Services Complaints Act.
3. Compliance with the Financial Management Act and Public Sector Employment
and Management Act.
4. Compliance with policies and procedures associated with:
• Equal Employment Opportunity
• Recruitment and appointment on merit
• Work Life Balance
• Occupational Health and Safety.
5. Compliance with the Carers Recognition Act.
6. Compliance with the Information Act.
7. Management of resources.

PERFORMANCE
Performance
Unit of Measure
Measures
Quality
1. Audit reports clear of major
issues.
2. Activities undertaken in
accordance with Business Plan.
Quantity
1. Number of copies of Annual
Report printed.
2. Policies and procedures up to
date for:
• Equal employment;
• Occupational Safety and
Health;
• Equity and Merit; and
• Information Technology.
Timeliness
1. Annual Business Plan prepared.
2. Annual Report tabled at the
Legislative Assembly’s October
sittings.
3. Policies and procedures available
to all staff at all times.
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05/06

06/07

07/08

N/A

N/A

N/A

Yes

Yes

Yes

150

150

150

Yes
Yes

Yes
Yes

Yes
Yes

Yes
No
Sept 05
Oct 05

Yes
Yes
Sept 06
Oct 06

Yes
Yes
Sept 07
Oct 07

Yes

Yes

Yes
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CORPORATE GOVERNANCE
LEGISLATIVE FRAMEWORK
The Commission is responsible for the administration of the Health and Community
Services Complaints Act 1998.
The Commissioner is the accountable officer for the Health and Community Services
Complaints Commission and has responsibility under the Financial Management Act
for the efficient, effective and economic conduct of the Commission.
Under the Health and Community Services Complaints Act 1998, the Commissioner
is independent of the Government and is not accountable to a Minister, but rather to
the Legislative Assembly. However, under the Administrative Arrangements Orders,
the Minister for Health has administrative responsibility for the Commission.

PLANNING AND REVIEW CYCLE
The Commission has developed and adopted a continuous planning and review
cycle.
Diagram 1: Planning and Review Cycle

Annual Planning Cycle
JUNE
MAY
Business Plans Approved
Staff Budget Allocated
APRIL

Annual Report Input
Performance Plans

JULY
Set Internal Audit
Program
AUGUST

Business Planning

Staff Training Plan
Approved

MARCH
JUNE

SEPTEMBER

Budget
Budget Cabinet
Passed
Training
Plan Needs
Annual Report
Input

Annual Report
Finalised

FEBRUARY

OCTOBER

Omb Agency Survey

Staff Climate Survey
NOVEMBER

JANUARY
Umbrella Cabinet
Submission

DECEMBER
Climate Survey
Perf Plan Reviews
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Identify New
Initiatives

In relation to the strategic planning framework the Commission operates in the
following way:
Diagram 2: Strategic Planning Framework
Government
Objectives
&
Policies

Administrative
Arrangements
&
Legislative
Provisions

Corporate Plan
• Strategies
• Key results

Annual
Business
Plan, inc
performance
indicators

Individual
performance
monitoring

Monthly / Quarterly
reports

Annual report

The Corporate Plan for the Commission was developed in mid 1998. It was reviewed
in March 2002 and again in 2006. As a result of the review the Plan was amended
slightly and provides direction for the next five years, that is, until 2011. The
Corporate Plan provides guidance for the Commission and is a reference point for all
staff in relation to where we are heading and what we are trying to achieve.
An annual Business Plan is prepared and this provides specific direction and
performance indicators and this in turn cascades down into individual performance
plans. Performance reports are provided to the Management Board and overall
performance of the Commission is reported annually to the Legislative Assembly.

PERFORMANCE MANAGEMENT SYSTEM
There are a number of ways that performance is monitored during the course of the
financial year. These include the following:
•
•
•
•
•
•
•
•

Short weekly meetings with staff to identify priorities and action required during
the week.
Open door policy to discuss day to day management of files and complaints.
Fortnightly case meetings between each staff member and Deputy Commissioner
to discuss and monitor progress on cases and, where appropriate, determine
action on the more difficult cases.
Monthly case meetings between each staff member and the Deputy
Commissioner.
As required, meetings between Investigation/Conciliation Officers and Director
Investigations.
Progress reports relating to the Business Plan being provided to the Management
Board and Commissioner as required.
Individual performance being measured at least annually against agreed
performance indicators.
Achievement of the detailed strategies and performance indicators being reported
in the Annual Report.
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INTERNAL ACCOUNTING CONTROL PROCEDURES
The internal control procedures expected to be adopted by accountable officers for
their agency are defined in the Financial Management Act and Treasurer’s
Directions. Part 3 of the Treasurer’s Directions defines the internal control
procedures to be established and incorporated into an agency’s Accounting and
Property Manual.
The Commission has been incorporated into the Office of the Ombudsman’s control
procedures, which have been determined to conform with these requirements and
are recorded in the Ombudsman’s Accounting and Property Manual.

EQUAL EMPLOYMENT OPPORTUNITY MANAGEMENT PROGRAM
The Commission has been included in the Ombudsman’s Equal Opportunity Plan
because it is co-located with, and obtains its administrative support from, the
Ombudsman’s Office and a detailed report can be found in the 2007/08
Ombudsman’s annual report.
In addition, the Commission, through the Ombudsman’s Office has an Aboriginal and
Career Development Plan and continues to examine how to better utilise the skills of
those it employs to improve the Commission’s ability to provide culturally appropriate
services to Aboriginal people.

MANAGEMENT TRAINING AND STAFF DEVELOPMENT PROGRAMS
A performance appraisal framework has been implemented to meet the needs of the
Commission. A major objective achieved through the implementation of this program
is the design of individual annual training and development programs for all
Commission staff.
The training and staff development program was implemented in 2007/08 as
sufficient funds became available.
Expenditure on staff training and development during 2007/08 is included in the
overall staff development and training expenditure for the Ombudsman’s Office and
amounted to $23,641 ($17,400 in 2006/07). This is represented by a total figure for
the Office of 326 training hours and comprised 23 training opportunities.

OCCUPATIONAL HEALTH AND SAFETY PROGRAM
The Commission has been included in the Ombudsman’s Occupational Health and
Safety Management Plan because it is co-located with, and obtains its administrative
support from, the Ombudsman’s Office and a detailed report can be found in the
2007/08 Ombudsman’s annual report.
Page 60

Annual Report 2007-08

CARER RECOGNITION ACT REPORTING REQUIREMENTS
In accordance with Section 7 of the Carers Recognition Act the Commission reports
that it has had no direct involvement with the provision of support and services to
people with a disability, the aged, people with a chronic disease and those with
mental illness by unpaid carers during the course of the financial year.

FOI ANNUAL REPORTING REQUIREMENTS
Section 11 of the Information Act sets out the information a public sector organisation
must publish annually in relation to its process and procedures for accessing
information. The Commission has been included in the Ombudsman’s procedures
for accessing information because it is co-located with, and obtains its administrative
support from, the Ombudsman’s Office and a detailed description of processes and
procedures can be found in the 2007/08 Ombudsman’s annual report.
During the financial year the Commission received no requests under the Information
Act.

RECORDS MANAGEMENT
Part 9 of the Information Act relates to Records and Archives Management. This
section sets out the obligations, standards and management of records and archives
to be complied with.
In accordance with Section 134 of the Information Act, the Health and Community
Services Complaints Commission:
(a)
(b)

keeps full and accurate records of its activities and operations
is in the process of implementing practices and procedures for managing its
records necessary for compliance with the standards applicable to the
organisation through the implementation of a Records Management Plan.

The Records Management Plan for the Ombudsman’s Office incorporates the Health
and Community Services Complaints Commission and aims to achieve the following
objectives:
•
•
•

records management staff fully trained;
adopt new methods and technologies for keeping and managing records; and
fully compliant with the Information Act (2003) and the NTG Standards for
Records Management.

The records and archives management of information within the Commission accords
with the NT Archives Standards.
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Appendix 1
SERVICE STANDARDS OF THE HEALTH AND COMMUNITY
SERVICES COMPLAINTS COMMISSION
THE COMMISSION’S STAKEHOLDERS:
The Commission’s stakeholders are:
•
•
•
•

Users and providers of health services and community services in the Northern
Territory.
Health Professional Registration Boards, community and consumer groups and
professional associations.
The Minister for Health and Community Services.
The Legislative Assembly of the Northern Territory.

THE COMMISSION’S COMMITMENT:
1.

Visibility

The Commission will promote its opening hours, contact details and the services it
provides in a manner which facilitates access to the Commission and takes into
account the diversity of the Northern Territory population.
The Commission also undertakes to:
•
•
2.

take enquiries and complaints between 8.00am and 4.30 pm Monday to Friday;
and
visit each regional centre once a year to take complaints.
Accessibility

The Commission undertakes to provide services that are accessible and appropriate
by:
•
•
•
•
•
•
3.

assisting those with special needs to prepare and lodge complaints
using trained interpreters as necessary
enabling complainants to lodge oral complaints
visiting regional centres regularly; and
providing and advertising a toll free telephone number.
Fairness and Impartiality

The Commission will ensure fairness and impartiality in its operation by:
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•
•
•
•
•
•
3.

not favouring either those making or those responding to complaints
giving equal regard to all complaints
being independent of any individual, group or organisation subject to a complaint
acting with respect for the interests of the public
promoting open and transparent decision making by providing reasons for its
decisions and outlining the factors taken into account in reaching a decision; and
providing an independent review mechanism.
Timeliness

The Commission will operate in a timely manner and will:
•
•
•
4.

answer calls and correspondence promptly
carry out assessment of complaints within 60 days; and
give information to people involved in a complaint about the process of the
complaint every six to eight weeks.
Lawfulness

At all stages of the complaint process the Commission will act within its statutory
powers and abide by the principles of natural justice.
5. Staff of the Commission
The Commission undertakes that its services are provided by staff who are courteous
and professional and will:
•
•
•
•

identify themselves and provide their contact details in telephone calls and
correspondence
perform their work conscientiously, with honesty and integrity
be competent to carry out the tasks required of them; and
clearly inform those who contact the Commission of the limits of their powers and
resources, and the services they are unable to provide.

6. Information
The Commission, through its staff, promotional material, web site and annual reports,
undertakes to provide:
•
•
•

accurate and reliable information on its services, policies, procedures and
statutory authority
information on the complaints process and the options available within the
process; and
information on alternative services and how to access these services.
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7.

Accountability

The Commission is committed to continuous improvement and undertakes to:
•
•
•
•
8.

develop and implement a system for gathering feedback from those who access
the Commission
inform all users and providers of the mechanism for reviewing the process by
which the Commission handles complaints and reaches decisions
monitor the adequacy of action taken by providers in response to Commission’s
recommendations; and
provide, in its annual report, information on the Commission’s effectiveness in
securing compliance with recommendations.
Privacy and Confidentiality

The Commission will maximise the privacy and confidentiality of those using its
services by:
•
•
•

handling material provided to the Commission with consideration as to the effect it
may have on both individuals and organisations
subject to legislative requirements, releasing information only with the prior
permission of the individual or organisation providing that information; and
publishing data which does not identify those using the Commission’s services.
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Appendix 2
DETAILED COMPLAINT STATISTICS FOR 2007/08
ENQUIRY/COMPLAINT STATISTICS 2007/08
A detailed breakdown and analysis of the enquiries and complaints received follows.
ENQUIRIES RECEIVED
1.

Number of Enquiries Open During the Year

As detailed in Table 4, a total of 323 new enquiries were registered during the year.
Table 4: Enquiries Movement During 2007/08
ITEM
Carried Forward
Enquiries received during the year
Total active enquiries for the year
Enquiries finalised during the year
Enquiries becoming formal complaint
Enquiries still open as at 30 June

2007/08
0
323
323
259
48
16

Of all the active enquiries, 80% were finalised (71% in 2006/07), 15% became formal
complaints (21% in 2006/07) and 5% remained open (8% in 2006/07).
3.

Providers Subject to Enquiries Received

Table 5 below provides a breakdown of providers which have been the subject of
enquiries over the past year.
Table 5: Providers Subject to Enquiries
PROVIDER
Public Providers:
Acute Services
Community Services
Health Services
Executive & Legal
Information Services
People Services
Health Professionals Licensing Auth
Corrections Health Service
Private Providers:
Medical Practitioners
Medical Centres
Ambulance services
Audiologists
Podiatrists
Practice Managers

2005/06
143
66
15
33
1
0
0
1
27
140
54
4
3
3
0
5
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2006/07
122
53
13
29
0
0
0
0
27
96
40
0
0
0
0
0

2007/08
167
94
16
33
0
1
2
0
21
156
65
0
1
0
1
1
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Carer
Community Based Support Groups
Dentists
Pharmacists
Nurses
Aboriginal Health Services
Alcohol and Drug Services
Naturopaths
Diagnostic Services
Hospitals
Chiropractors
Hostel/Supported Accommodation
Masseuse
Nursing Homes
Occupational Therapists
Optometrists
Alternative Therapists
Psychologists
Prothetists/Orthotists
Other
Outside Jurisdiction:
TOTAL

0
2
9
8
4
3
1
1
1
5
2
5
1
3
0
3
1
5
0
17
0
283

0
5
10
1
1
4
3
1
1
7
2
1
0
0
0
4
0
1
0
15
0
218

1
7
14
3
4
6
2
1
2
8
2
0
0
1
2
3
0
7
1
24
0
323

Of the total enquiries received during the year under review, 52% related to public
providers (56% in 2006/07) and 48% to private providers (44% in 2006/07).
56% of public provider enquiries were about the public hospital system (compared to
43% in 2006/07) while 42% of private provider enquiries were about medical
practitioners (same as 2006/07).
FORMAL COMPLAINTS RECEIVED
1.

Number of Complaints Open During the Year

As detailed in Table 6, 62 new complaints were received during the year. Of the 82
total active complaints for the year, 53 or 65% were closed.
Table 6: Complaints Movement During 2007/08
ITEM
Complaints open as at 1 July
Complaints received during the year
Total active complaints for the year
Complaints closed during the year
Complaints still open as at 30 June

2007/08
20
62
82
53
29

As at 30 June 2007 the age breakdown of the open complaints was as follows:
•
•
•
•

Under 6 months
6-9 months
9-12 months
Over 12 months
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2005/06
19
4
3
3

2006/07
12
1
1
3
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2007/08
16
3
1
9

2.
(a)

Providers Subject to Complaints Received
Breakdown of providers subject to complaints received

Table 7 below provides a breakdown of providers that have been the subject of
complaints over the past year. Of the total complaints received during the year under
review, 35% related to public providers (47% in 2006/07) and 65% to private
providers (53% in 2006/07).
Table 7: Breakdown of providers subject to complaints received
PROVIDER
Public Providers:
Acute Services
Community Services
Health Services
Executive & Legal
Health Professions Licensing Auth
Corrections Health Service
Private Providers:
Medical Practitioners
Practice Managers
Ambulance Services
Community Based Support Groups
Aboriginal Health Services
Alcohol and Other Drugs
Pharmacists
Private Hospital
Hostel/Support Accommodation
Dentists
Prothetists/Orthotists
Psychologists
Radiographers
Nurses
Chiropractors
Diagnostic Services
Optometrists
Alternate Therapists
Occupational Therapists
Other
Outside jurisdiction:
TOTAL

2005/06
44
28
5
10
0
0
1
53
23
0
0
2
3
0
6
0
2
4
0
0
0
9
2
0
0
1
0
1
0
97

2006/07
44
21
7
6
0
0
10
50
27
1
0
1
1
0
0
3
0
5
0
1
0
3
1
0
4
0
1
2
0
94

2007/08
22
16
1
3
0
0
2
40
20
8
0
0
0
0
0
3
0
1
1
0
0
1
2
2
1
0
0
1
0
62

73% of public provider complaints were about the public hospital system (compared
to 48% in 2006/07) while 50% of private provider complaints were about medical
practitioners (compared to 54% in 2006/07).
(b)

Complaints about hospitals

Around 31% of all complaints related to the hospital system (26% in 2006/07) and, as
Table 8 illustrates, 53% of these were against Royal Darwin Hospital (RDH).
Complaints against Alice Springs Hospital increased from 4% to 21%.
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Table 8: Complaints about hospitals
HOSPITAL
Royal Darwin Hospital
Alice Springs Hospital
Katherine Hospital
Darwin Private Hospital
Tennant Creek Hospital
Gove District Hospital
Total

2005/06
24
2
2
0
0
0
28

%
86
7
7
0
0
0
100

2006/07
16
1
2
3
2
0
24

%
67
4
8
13
8
0
100

2007/08
10
4
2
3
0
0
19

%
53
21
10
16
0
0
100

To put the above figures in perspective, RDH is the principal acute care and tertiary
referral hospital in the Northern Territory and its Emergency Department is the
trauma centre for the Top End.
(c)

Complaints received by medical specialty

Around 32% of all complaints related to medical practitioners (29% in 2006/07) and,
as Table 9 illustrates, 89% of these were against General Practitioners (59% in
2006/07).
Table 9: Complaints received by medical specialty
MEDICAL SPECIALITY
General Practitioners
Emergency Medicine
Surgeons
Plastic/Cosmetic Surgeons
Physicians
Orthopaedics
Psychiatrists
Pain Management
Sports medicine
Paediatrics
Endocrinologists
Cardiologists
Ophthalmologists
Dermatologists
Anaesthetists
Urologists
Obstetrician/Gynaecologist
Total

2005/06
17
0
0
0
2
0
1
0
0
0
2
0
0
0
0
0
1
23

%
74
0
0
0
9
0
4
0
0
0
9
0
0
0
0
0
4
100

2006/07
16
0
0
2
1
1
1
0
0
1
1
0
0
1
0
1
2
27

%
59
0
0
6
4
4
4
0
0
4
4
0
0
4
0
4
7
100

2007/08
17
0
1
0
0
1
0
1
0
0
0
0
0
0
0
0
0
20

%
85
0
5
0
0
5
0
5
0
0
0
0
0
0
0
0
0
100

I should also point out that many of the complaints received about the public health
system (as identified in Table 7 above) often name a specific registered provider
such as a Surgeon, Anaesthetist, etc, but these named providers are not reflected in
the figures at Table 9.
(d)

Complaints received about aged and disability services

As the Commission can receive complaints relating to aged services and services for
people with a disability it is appropriate that a record is kept of the number of
complaints relating to these services. These are detailed in Table 10.
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Table 10: Aged and Disability Services Complaints
PROVIDER TYPE
Hostel/Supported Accommodation
Nursing Homes
Mental Health (Public)
Community Based Support - Disabilities
Disability Services (Public)
Total

2005/06
2
0
3
2
0
7

2006/07
0
0
4
1
1
6

2007/08
0
0
0
0
0
0

No specific complaints were recorded relating to aged services or disability services.
However, there are a number of these types of complaints recorded against the
public hospital system.

COMPLAINTS CLOSED
1.

Reason for Closure

The Health and Community Services Complaints Act 1998 allows for complaints to
be closed under certain circumstances and information recorded by the Commission
about the reasons for such closure. These reasons are summarised in Table 11.
Table 11: Reasons for Closure
REASONS FOR CLOSURE
Enquiry concluded
Complaint is resolved
Investigating further is unnecessary
Failed to resolve complaint with provider
Issues determined by court, tribunal or board
Information required under sec 25 not received
Complaint lacks substance
Complaint has been withdrawn
2 years before the complaint was made
Referred to relevant board
Frivolous, vexatious or not made in good faith
Court began to hear the substantive matter
Not a person referred to in Sec 22
Not a matter referred to in Sec 23
Not a prescribed service
Total

2005/06
7
28
33
3
33
1
1
3
0
37
0
3
1
0
0
150

2006/07
5
36
33
0
1
3
1
5
1
20
0
0
0
0
1
106

2007/08
0
24
11
0
1
0
0
2
0
13
1
0
0
1
0
53

The Commission, following preliminary enquiries, found that in 21% of cases it was
unnecessary or there was insufficient justification to continue with any investigations
into those cases (31% in 2006/07). Around 42% of complaints were closed during
assessment because the issues identified in the complaints were satisfactorily
resolved between the complainant and the provider (34% in 2006/07). 24% of
complaints were referred to the relevant Board (19% in 2006/07).
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2.
(a)

Outcomes of Complaints
Complaints resolved by stage

Table 12 shows the stage when complaints were resolved.
Table 12: Complaints resolved by stage
STAGE OF COMPLAINT PROCESS
Enquiry
Point of Service
Facilitated Resolution
Assessment
Referred to Board
Conciliation
Investigation
Total

2005/06
4
14
0
40
11
69
5
18
150

2006/07
0
40
14
25
14
6
7
106

2007/08
0
14
9
17
7
4
1
53

If closures relating to Board referrals are discounted, 87% of all other complaints
were resolved without the need to revert to the more formal processes of conciliation
or investigation (86% in 2005/06).
(b)

Outcomes of complaints closed

Table 13 notes the outcomes achieved from closed complaints.
Table 13: Outcomes of complaints closed
OUTCOME
Account adjusted
Apology given
Change in procedures/practice
Compensation paid
Complaint withdrawn
Concern registered
Conciliation Agreement Reached
Disciplinary action taken
Explanation provided
No further action taken
Not accepted
Policy change effected
Referred elsewhere
Refund provided
Service obtained
Undefined
Total

2005/06
0
6
4
0
3
8
4
18
66
2
0
3
39
8
2
13
176

2006/07
1
11
8
2
10
21
3
2
52
0
0
1
41
5
18
3
178

2007/08
1
7
8
0
9
2
4
0
27
0
0
1
15
0
2
7
83

The major outcome received by complainants was to be given an explanation (33%).

11

A large proportion of complaints referred to the relevant Board in previous years were closed during the
financial year. The practice now is that once a complaint has been referred to the relevant Board it is closed.
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ISSUES IN ENQUIRIES/COMPLAINTS RECEIVED
Information is recorded about the issues described in every enquiry and complaint,
and often more than one issue is recorded against a complaint. Standard issue
descriptions are used and these are grouped under categories.
An understanding of the issues raised in complaints can serve to highlight areas
where service improvement is warranted. The information provided in Table 14
below provides an overview of all issues identified in relation to the total numbers of
enquiries (323) and complaints (62) received as recorded against the ten major
categories.
Table 14: Primary Issues Raised in Enquiries/Complainants by Category
CATEGORY
Access
Communication/Information
Consent/Decision Making
Corporate Services
Costs
Grievances
Privacy/Discrimination
Professional Conduct
Treatment
Out of Jurisdiction
Total

2005/06
93
43
9
33
18
3
27
44
137
17
424

%
22
10
2
8
4
1
6
10
33
4
100

2006/07
90
43
15
30
18
6
13
25
123
8
371

%
24
12
4
8
5
2
3
7
33
2
100

2007/08
106
44
4
23
22
9
27
38
121
23
417

%
25
11
1
6
5
2
6
9
29
6
100

As was the case last year, issues dealing with treatment were the major reason why
people made enquiries and complaints to the Commission (29%). This was then
followed by access issues (25%).
Tables 15 to 23 which follow, provide details of the issues as identified in the formal
complaints received by the Commission under each major category. Issues
identified in enquiry have not been included.

ACCESS
An analysis of the particular issues is provided at Table 15.
Table 15: Access Issues
ISSUES
Attendance
Delay in admission or treatment
Discharge or transfer arrangements
Inadequate or no service
Referral
Refusal to admit or treat
Service Unavailable
Transport
Waiting list delay
Total

2005/06
2
7
2
7
1
2
0
0
0
21
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2006/07
1
7
5
12
1
4
0
0
0
30

2007/08
3
39
5
33
6
10
5
1
4
106
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Delays in treatment and inadequate or no service continue to be the major issues
complained about in this category.

TREATMENT
An analysis of the particular issues raised are provided at Table 16.
Table 16: Treatment Issues
ISSUES
Treatment Coordination
Diagnosis
Treatment Inadequate
Infection Control
Medication
Treatment Negligent
Treatment Rough/Painful
Treatment Withdrawn/Denied
Treatment Wrong/Inappropriate
Total

2005/06
3
10
14
1
15
3
4
0
0
50

2006/07
2
9
13
0
16
2
0
2
7
51

2007/08
22
4
24
9
26
7
5
7
17
121

Issues associated with inadequate treatment, medication and treatment coordination
were of major concern.

COMMUNICATION/INFORMATION
An analysis of the particular issues is provided at Table 17.
Table 17: Communication/Information Issues
ISSUES
Attitude
Information inadequate
Interpreter/Special needs services
Information Wrong/misleading
Total

2005/06
9
6
1
4
20

2006/07
17
4
0
5
26

2007/08
35
8
0
1
44

Complaints associated with the attitude of a provider continue to be by far the most
significant communication issue complained about.
It would be fair to say that there are elements of communication problems in just
about every complaint received by the Commission and this continues to be a
problem in the subsequent resolution of complaints.
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PRIVACY/DISCRIMINATION
An analysis of the particular issues is provided at Table 18.
Table 18: Privacy/Discrimination Issues
ISSUES
Access to records
Cultural appropriateness
Discrimination
Discrimination public/private patient
Inconsiderate service
Privacy/confidentiality
Total

2005/06
0
0
1
0
4
2
7

2006/07
0
0
0
0
1
1
2

2007/08
7
1
3
0
6
10
27

COSTS
An analysis of the particular issues is provided at Table 19.
Table 19: Cost Issues
ISSUES
Billing practices
Government subsidies
Information on costs
Over servicing
Overcharging
Private health insurance
Public/private election
Total

2005/06
0
1
0
0
0
0
0
1

2006/07
0
1
0
1
0
0
0
2

2007/08
10
3
1
1
7
0
0
22

CORPORATE SERVICES
These complaints are more about how services are run than the medical or health
care/treatment component of the service. An analysis of the particular issues is
provided at Table 20.
Table 20: Corporate Service Issues
ISSUES
Administrative practice
Catering
Cleaning
Facilities
Hygiene/environmental standards
Policy/procedures
Security
Standard of hospital/institute practice
Total

2005/06
4
0
0
1
0
2
1
1
9
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2006/07
3
1
1
1
1
2
1
2
12

2007/08
3
0
0
5
3
6
1
5
23
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PROFESSIONAL CONDUCT
An analysis of the particular issues is provided at Table 21.
Table 21: Professional Conduct Issues
ISSUES
Accuracy/inadequacy of records
Advertising issues
Assault
Certificate/reports
Competence
Financial fraud
Illegal practice
Impairment
Sexual misconduct
Total

2005/06
1
1
2
1
7
0
4
11
1
28

2006/07
2
0
1
2
6
0
3
2
1
17

2007/08
0
0
4
4
19
1
6
1
3
38

Complaints about the professional conduct of providers has substantially increased
this financial year.

CONSENT/DECISION MAKING
An analysis of the particular issues raised is provided at Table 22.
Table 22: Consent/Decision Making Issues
ISSUES
Consent invalid
Consent not informed/failure to warn
Consent not obtained
Failure to consult consumer
Involuntary admission
Total

2005/06
1
0
2
1
0
4

2006/07
1
0
4
2
1
8

2007/08
0
0
1
1
2
4

GRIEVANCES
An analysis of the particular issues raised is provided at Table 23.
Table 23: Grievance Issues
ISSUES
Inadequate or no response
Reprisal/retaliation
Total

2005/06
1
0
1

2006/07
5
0
5

2007/08
7
2
9

It is disappointing that there continues to be an increase in complaints about how
providers handle concerns about their service direct with the complainant.
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Appendix 3
CODE OF HEALTH AND COMMUNITY RIGHTS
AND RESPONSIBILITIES
INTRODUCTION TO THE CODE
The Code confers a number of rights and responsibilities on all users and providers
of health and community services in the Northern Territory.
The rights and responsibilities set out in the Code are not absolute. The obligation
imposed on users and providers is to take reasonable action in all circumstances to
give effect to the Code.
When a complaint is made, the Commission will consider the reasonableness of the
action taken by the provider, in light of the circumstances. The circumstances in a
particular case may include the user’s state of health or well-being and any resource
constraints operating at the time.
The Code does not override duties which are set out in Territory or Commonwealth
legislation.
Principle 1:
1.

Standards of Service

Users have a right to:

a) timely access to care and treatment which is provided with reasonable skill and
care12;
b) care and treatment which maintains their personal privacy and dignity;
c) care and treatment free from intimidation, coercion, harassment, exploitation,
abuse or assault;
d) care and treatment that takes into account their cultural or ethnic background;
e) providers who seek assistance and information on matters outside their area of
expertise or qualification;
f) services provided in accordance with ethical and professional standards, and
relevant legislation;
g) services which are physically accessible and appropriate to the needs arising
from an impairment or disability; and
h) services provided without discrimination, as set out in relevant Territory and
Commonwealth legislation.

12

Reasonable skill and care refers to the generally accepted standard of health or community service delivery.
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Principle 2:
1.

Communication and the Provision of Information

Providers have a responsibility to:

a) provide accurate and up to date information responsive to the user’s needs and
concerns, which promotes health and well-being;
b) explain the user’s care, treatment and condition in a culturally sensitive manner,
and in a language and format they can understand. This includes the
responsibility to make all reasonable efforts to access a trained interpreter;
c) answer questions honestly and accurately;
d) provide information about other services and, as appropriate, how to access
these services;
e) provide prompt and appropriate referrals to other services, including referral for
the purpose of seeking a second opinion; and
f) provide the user with a written version or summary of information, if requested.
2.

Users have a responsibility, to the best of their ability, to:

a) provide accurate and timely information, about their past care and treatment and
issues affecting their condition; and
b) inform the provider of issues that might interfere with participation in care or
treatment recommended by the provider.
Principle 3:
1.

Decision Making

Subject to any legal duties imposed on providers, users have a right to:

a)
b)
c)
d)

make informed choices and give informed consent to care and treatment;
seek a second opinion;
refuse care and treatment, against the advice of the provider;
withdraw their consent to care and treatment, which includes the right to
discontinue treatment at any time, against the advice of a provider;
e) make an informed decision about body parts or substances removed or obtained
during a health procedure. This includes the right to consent or refuse consent to
the storage, preservation or use of these body parts or substances; and
f) make a written advance directive about their care and treatment.
2.

In non-emergency situations, providers have a responsibility to seek informed
consent from users before providing care and treatment by:

a) seeking consent specific to the care and treatment proposed, rather than a
generalised consent;
b) discussing the material risks, complications or outcomes associated with each
care or treatment option;
c) ensuring the user understands the material risks, complications or outcomes of
choosing or refusing a care or treatment option;
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d) where relevant, explaining the legal duties imposed on providers which prevent
users from refusing a type of care or treatment, such as those imposed by the
Mental Health and Related Services Act and the Notifiable Diseases Act;
e) providing users with appropriate opportunities to consider their options before
making a decision;
f) informing users they can change their decision if they wish;
g) accepting the user’s decision; and
h) documenting the user’s consent, including the issues discussed and the
information provided to the user in reaching this decision.
3.

Providers have a right to treat without the user’s consent where:

a) treatment is provided in a life threatening emergency or to remove the threat of
permanent disability and it is impossible to obtain the consent of the user or the
user’s personal representative; or
b) treatment is authorised or required under Territory or Commonwealth legislation.
4.

Where a provider reasonably considers that a user has diminished capacity to
consent, the user still has a right to give informed consent to a level
appropriate to their capacity.

5.

Where a provider considers a user lacks the capacity to give informed
consent, a provider must, except under specific legal circumstances, seek
consent from a person who has obtained that legal capacity under the Adult
Guardianship Act or other relevant legislation.

Principle 4:

Personal Information

1.

Users have a right to information about their health, care and treatment.
However, they do not have an automatic right of access to their care or
treatment records.

2.

Providers may prevent users from accessing their records where:

(a) legislative provisions restrict the right to access information; or
(b) the provider has reasonable grounds to consider access to the information would
be prejudicial to the user’s physical or mental health.
3

Providers have a responsibility to protect the confidentiality and privacy of
users by:

(a) ensuring that the user’s information held by them is not made available to a third
party unless:
•
•

the user gives written authorisation for the release;
subject to subpoena or pursuant to legislation; or
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•

it is essential to the provision of good care and treatment and the provider
obtains the user’s consent. This may take the form of consent to share
information between a treating team.

(b) providing appropriate surroundings to enable confidential consultations and
discussions to take place;
(c) having policies and procedures in place, including policies relating to the storage
of information, and ensuring all staff are aware of these;
(d) communicating with the user and other providers involved in their care and
treatment in an appropriate manner and environment.
Principle 5:

The Relationship between User and Provider

1.

Both users and providers have a responsibility to treat each other with respect
and consideration.

2.

Providers have a responsibility to:

a) make clear the standards of behaviour and language acceptable in the
relationship between user and provider;
b) make clear the circumstances under which they will restrict or withdraw the
services they provide;
c) advise users if and why they are unable to provide a service the user has
requested; and
d) subject to those responsibilities regarding emergency treatment, remove, or seek
the removal of any person whose behaviour is considered dangerous to the
provider or service users.
3.

Users have a responsibility to ensure they do not endanger or deliberately put
the safety of the provider or other service users at risk. This responsibility is
extended to the user’s family members, friends, carers and advocates in their
interactions with the provider.

4

Providers have a right to be able to provide care and treatment free from
intimidation, coercion, harassment, exploitation, abuse and assault.

Principle 6:
1.

Involvement of Family, Friends, Carers and Advocates

Users have a right to:

a) involve their family, friends, carer or advocate in their care and treatment;
b) withhold information from family members, friends and carers on their care and
treatment, or request the provider do so;
c) seek help from an advocate if required.
2.

Providers have a responsibility to:
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(a) respect the role family members, friends, carers and advocates may have in the

user’s care and treatment, and the user’s right to withhold information from them;
and
(b) recognise the carer’s knowledge of the user and of the impact care and treatment
options may have on the user’s health and well-being.
Principle 7:
1.

Research, Experiments and Teaching Exercises

Providers have a responsibility to:

a) inform users if the care or treatment offered to them is experimental or part of a
teaching or research exercise, of its functions and aims, and of their avenues for
complaint;
b) inform users they can withdraw from the research, experiment or teaching
exercise at any stage; and
c) accept the user’s refusal to take part in research, experiments and teaching
exercises.
Principle 8:
1.

Complaints and Feedback

Providers have a responsibility to:

a) provide a mechanism for users to give feedback or make complaints about their
care and treatment;
b) inform users of the complaint process and of how to make a complaint;
c) ensure that complaints are dealt with in an open, fair, effective and prompt
manner, and without reprisal or penalty; and
d) provide users with information about external complaint resolution mechanisms
and advocates.
2.

Users and providers have a responsibility to be fair, truthful and accurate
when making or responding to a complaint.
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HOW TO CONTACT US

In Person:

Darwin
12th Floor
NT House
22 Mitchell Street
Darwin

By Telephone:

(08) 8999 1969

Alice Springs
Ground Floor
Centrepoint Building
Hartley Street
Alice Springs

or
1800 806 380 (Toll Free)

By Email:

hcscc.omb@nt.gov.au

In Writing:

GPO Box 1344
DARWIN NT 0801

Via the Internet:

http://www.hcscc.nt.gov.au

OBTAINING COPIES OF THE ANNUAL REPORT
This report is available at our website at http://www.hcscc.nt.gov.au
Copies are also available upon request.
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