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National data for all DHBs

Introduction

This report provides aggregated DHB data and data specific to individual DHBs. The data reflects only
the complaints to HDC involving a DHB — it excludes those complaints made directly to a DHB that
are not received by HDC.

The report includes:
1. Background on new categories of information.

2. Data on complaints received:

(a) Current period:
— how many
— whether investigated or not
— service type
— key words and primary issue.

(b) Comparison over time (trend data):
— number of complaints over previous six-monthly periods
— % complaints assigned for investigation over previous six-monthly periods.

3. Data on complaints closed:
— how many
— outcomes — how the matter was resolved.

4. Frequency data:

(a) Current period
— number of complaints received per 100,000 discharges.

(b) Comparison over time (trend data):
— rate of complaints over previous six-monthly periods.

(c) Ranking

— by rate of all complaints
— by rate of complaints investigated.

5. Case studies.
Please note: Data in this report pertaining to previous six-monthly periods may vary slightly from that

qguoted in earlier reports. This is a result of improvements in the HDC data system, and updates to
MOH discharge data for earlier time periods.
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Background on new categories of information
Since the last report (1 July—31 December 2008), HDC has moved to a new data collection and
reporting system.

Previously, data about incoming complaints was reported in a way that described each complaint in
terms of the Code Right most closely associated with it. The new system introduces two different
descriptors for complaints: what they concerned and how they were resolved.

Variables we can now report on include:

. service type, eg, maternity, mental health
. key words and primary issue
° manner of resolution, ie, whether investigation or non-investigation.

The change in data collection has an important implication for the analysis of complaint numbers
over time. In earlier reports we presented data for complaints related to Right 4 (quality of care and
treatment). Comparisons of numbers of complaints in this way is of limited use, since Right 4 is only
one of a number of categories describing quality of care.

The new categories will provide a more useful indication of quality of care. The assignment of a
complaint for investigation will in itself generally indicate serious or complex issues related to quality

of care.

We will be interested in your feedback on the new data categories.
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National Data for all District Health Boards

Complaints received

In this period, HDC received a total of 229 complaints about care provided by District Health Boards
nationally.

Manner of resolution

As illustrated in the table below, 10 complaints were assigned for investigation and 214 were
resolved using other options. Five complaints were outside HDC's jurisdiction (0J). These complaints
concerned issues such as access to subsidies and funding, privacy and confidentiality, waiting lists
and service availability.

Manner of resolution Number of complaints
Investigation 10
Non-investigation 214
Outside jurisdiction 5
Total 229

Service type
Complaints to HDC are shown by service type in Table 1 below.

Please note: In the new data system a number of new categories have been introduced to capture
more detail about the types of complaints. Generic categories (such as medical services and geriatric
services, listed below) have now been replaced. As this report comprises data from both the old and
new data systems, these two categories are included in this report, but will not occur in the next
report.

Table 1
Number of complaints
Service subject to complaint -
Investigation Other optl?ns
for resolution
Areas of care:
General Practice 1 6
Home care 1
Public hospital care’ 3 39
Rest home care 2
Specialist care” 1 9
Service type:
Accident and Emergency services 2 15
Counselling/therapy 2
Geriatric services 1
Inpatient mental health services 1 20
Laboratory services 1
Maternity services® 20
Medical services 7
Mental health services 28
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Table 1 (continued)

Number of complaints
Service subject to complaint -
Investigation Other optlfms
for resolution
Methadone/drug & alcohol services 3
Midwifery services® 5
Multiple services® 4
Nursing services 7
Oncology services 2
Other disability services 1
Paediatric services 7
Plastic/reconstructive surgery 1
Radiology services 1 1
Rehabilitation services (after surgery) 1
Surgery — public sector 1 30
Vision care 1
Total 10 214

1. The public hospital care category relates to complaints about the overall level of care, where no providers are
specifically mentioned, or providers are mentioned in a general way.

Specialist care refers to a complaint where a specific senior clinician has been named.

General Maternity services denotes care provided by any attending staff.

Midwifery services refers to the care provided by a specific midwife or midwives.

The category ‘multiple’ refers to a complaint where several services are involved.

vk wn

Patient concerns
When making a complaint, patients and their families tend to use key words. The most frequently
used key words in complaints to HDC in this period are listed in Table 2.

Table 2

Key word Occurrence in complaints
Attitude/manner 18%
Inadequate treatment 18%
Communication with family 16%

Delay in treatment 14%

Diagnosis 10%
Inadequate information 9%
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Primary issues
For each complaint received by HDC that was not investigated, a primary issue was identified. The
primary issues are listed in Table 3.

Table 3

Primary issue in Number of
non-investigated complaints complaints
Access and funding 8
Communication 34
Consent/information 12
Disability/other issues 1
Discharge and transfer arrangements 3
Fees and costs 3
Grievance/complaints process 2
Management of facilities 8
Medical records/reports 2
Medication 4
Privacy/confidentiality 1
Professional conduct 7
Treatment 129
Total 214

Manner of resolution of complaints — comparison over time

Figure 1 shows the proportion of complaints assigned for formal investigation as a percentage of
total complaints received by HDC, over current and previous six-monthly periods. As stated
previously, the assignment of complaints for investigation generally indicates serious or complex
issues related to quality of care.
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Figure 1
All District Health Boards
Complaints Received — manner of resolution
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The number of complaints was highest in January—June 2007; however, in this period the percentage
of complaints assigned for investigation was lower than in previous periods, indicating a lower
incidence of serious and complex issues in complaints.

In the period July-December 2007 investigations increased to 11.6% of complaints received, then
declined through the following periods: January—June 2008 and July—December 2008 (8.2% and 3.9%
respectively) before showing an increase to 4.4% in the current period. The reducing incidence of
investigations is likely to reflect HDC processes during complaints assessment, including:

e HDC's commitment to resolve complaints at the lowest level appropriate, reserving
investigation for more serious and complex matters;

e preliminary advice obtained during complaint assessment indicating that formal investigation
is not necessary (this may include evidence of adequate and appropriate DHB response);

e identification of complaints that are likely to be resolved by referral to advocacy; and

e DHBs’ ability to work with complainant(s) to resolve complaints referred back to them (with

report to Commissioner).
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Complaints closed and outcomes
HDC closed 247 complaints involving DHBs in this period. The outcomes are shown in Table 4.
This data is also presented in the graph on page 8 (Figure 2), where the number of complaints for

each outcome type is shown as a percentage of all closed complaints. Please note that the
percentages are approximated to whole numbers.

Table 4

Outcome Number of complaints
Investigation
Breach 18
No action — s 38(1)* 3
Referred to provider’ 1
Resolved at mediation 1
Norrinvestigation
Referred to Advocacy 24
No action — s 38(1)" 115
Referred to District Inspector 4
Referred to Ministry of Health 5
Referred to Privacy Commissioner 1
Referred to provider? 61
Resolved at mediation 1
Resolved by Commissioner 1
Resolved by parties 6
Outside jurisdiction 6
Total 247

1. Complaints closed under this section of the Act may include those where matters do not meet the threshold for a
formal investigation, or where an appropriate outcome can be achieved without it, in a more flexible and timely
way. Before a decision is made, information is gathered and carefully assessed, and preliminary expert clinical
advice is sought when needed. An education letter may be sent to a provider, highlighting any issues and aspects
of care needing review. An apology or other follow-up action is frequently requested. Section 38 is also used to
close complaints when no further action is required because careful assessment indicates that there is no
apparent breach of the Code, or because matters are already being addressed through other appropriate
processes or agencies.

2. In line with their responsibilities under the Code, DHBs have increasingly developed good systems to address
complaints in a timely and appropriate way. Where complaints come straight to HDC without being raised with
the provider, it may be appropriate to refer them to the provider in the first instance.

In summary, Figure 2 illustrates that

e for almost half of all the complaints closed, no action was taken;
e one-quarter of complaints were referred back to the provider;

e about 10% were referred to Advocacy;

e 9% were assigned for investigation; and

e 7% of all complaints resulted in a breach finding.
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Figure 2

All District Health Boards
Outcome of Complaints (%)
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Frequency data

When numbers of complaints to HDC are expressed as a rate per 100,000 discharges, comparisons
can be made between DHBs, and within DHBs over time, enabling any trends to be observed.
Frequency calculations are made using discharge data provided by the Ministry of Health (provisional
as at the date of extraction, 27 July 2009). Please note that the number of total discharges (390,138)
excludes same-day discharges from Emergency Departments, and patients attending outpatient units
and clinics.

Rate of complaints received — current period

Table 5 (opposite) shows the number and rate of complaints for (i) complaints formally assigned for
investigation, and (ii) all complaints, per 100,000 publicly funded discharges nationally (aggregated
data from all DHBs) for this time period.

For this period, the rate of investigations by HDC was 3 per 100,000 discharges, and the rate of
complaints to HDC was 59 per 100,000 discharges.
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Table 5
Rates per
Number of
Manner of resolution . 100,000
complaints .
discharges
C -
( omp!aln’Fs for 10 3
investigation
All complaints 229 59

Rate of complaints received — comparison over time

The graph below (Figure 3) shows the rate of complaints received by HDC per 100,000 discharges, for
current and previous six-monthly periods. For all DHBs, the average rate of complaints received was
59 per 100,000 discharges. The rate peaked in January—June 2007 with 76 complaints per 100,000
discharges, and in the following periods fluctuated between 53 and 65 complaints per 100,000
discharges.

Figure 3
All District Health Boards
Complaints Received — Rates over time
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The tables on pages 10-11 show the total rate of complaints to HDC (Table 6), and those assigned for
investigation (Table 7), per 100,000 discharges for each DHB (ranked, not named") relative to other
DHBs.

Each DHB’s ranking on the tables can be identified from its individual report.

! Individual DHBs have not been named in this report given the small sample size and the short period covered
(six months).
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All DHBs were subject to some complaints to HDC — the rate of complaints ranged from 26
complaints per 100,000 discharges to 100 complaints per 100,000 discharges — a four-fold increase
in frequency across DHBs. The rate for all DHBs taken together (aggregated data) was 59, and there
was an even spread across the range (median 60).

Table 6: Table 6 (continued)
Rate of complaints to HDC per Rate of complaints to HDC per
100,000 discharges 100,000 discharges

DHB ranking All complaints DHB ranking All complaints

DHB 1 26 DHB 12 64

DHB 2 29 DHB 13 65

DHB 3 34 DHB 14 69

DHB 4 37 DHB 15 72

DHB 5 39 DHB 16 76

DHB 6 45 DHB 17 77

DHB 7 47 DHB 18 85

DHB 8 50 DHB 19 95

DHB9 51 DHB 20 99

DHB 10 55 DHB 21 100

DHB 11 60 All DHBs 59
(aggregated
data)
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For investigated complaints (Table 7), the data aggregated from all DHBs showed a rate of 3 per
100,000 discharges, but a much wider range — from 0 to 24 complaints per 100,000 discharges. For
12 DHBs, HDC investigated no complaints. A small number of DHBs were subject to the higher
frequencies of complaints.

Table 7
Rate of complaints to HDC per 100,000 discharges
DHB ranking Complaints assigned for
investigation
DHB 1-12 No complaints
investigated

DHB 13 2

DHB 14 8

DHB 15 = 9

DHB 15 = 9

DHB 15 = 9

DHB 18 12

DHB 19 15

DHB 20 22

DHB 21 24

All DHBs (aggregated data) 3

11
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Learning from complaints — HDC case reports

In the following cases, the complaint raised issues of concern, and action was taken to improve
hospital systems and practices. The first three complaints were investigated — the full anonymised
report can be found on the HDC website. The last case was resolved without investigation.

Case 1: Quality and safety of funded services (07HDC11548)

Each DHB has a responsibility to monitor the delivery of services that it funds within its district. This
responsibility was highlighted in a case concerning shortcomings of the care provided by a rural
hospital in a small town. The complaint concerned a 66-year-old man who suffered worsening
shortness of breath, thought to be caused by fibrosing alveolitis or pulmonary fibrosis. When his
condition deteriorated he was admitted to a rural hospital where, after a respiratory physician
carried out a transbronchial biopsy, he was approved for weekend leave. However, because of
breathlessness, he returned to the hospital at 4.15am the next morning. He was seen by the medical
officer, diagnosed with a pneumothorax, and maintained on oxygen. An urgent X-ray was not
obtained, and no consultation took place with either the clinician providing second on-call back-up
cover (an emergency medicine specialist) or a public hospital specialist. An X-ray taken four hours
later revealed a significant pneumothorax; draining tubes were inserted and, although the man’s
pneumothorax improved, his condition continued to deteriorate. The following day he was airlifted
to the public hospital in a main centre. Despite intensive care, he died of respiratory failure.

In summary, an unstable patient was being cared for by a weekend on-call team, but there were no
formal arrangements for cover from the respiratory physician, nor protocols for after-hours liaison
with public hospital specialists. Although staff at the rural hospital were generally aware that they
could consult the city hospital specialists, the process for doing so was not clearly outlined to staff.
The decision to consult or transfer a patient is a matter of clinical judgement, and medical officers
may not necessarily have the skills and/or experience to make such judgements. Adequate systems
must be in place for consultation with, and referral to, a higher level of service when the severity or
complexity of the condition is beyond the technical and clinical capacity of the local service.

The investigation found that the health service company that owned and operated the rural hospital
did not provide services with reasonable care and skill, and did not sufficiently facilitate cooperation
between its staff and the public hospital specialists to ensure quality of care. In these circumstances,
the company breached Rights 4(1) (quality of care) and 4(5) (coordination of care). Given the lack of
appropriate arrangements for consulting with specialists, the medical officer was found to have taken
reasonable actions to provide appropriate care to the man, and therefore did not breach the Code.

Audits on behalf of the DHB did not pick up that there was no appropriate system at the rural
hospital for consultation with specialist physicians, even though this was part of the service
specification. The DHB agreed to review its audit tool to ensure that it covers the key service
specification areas. HDC recommended that the rural hospital develop protocols relating to specialist
consultation and referral.

12
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Case 2: Support for house officers (08HDC04311)

A 2%-year-old child presenting with a moderately severe exacerbation of asthma was assessed and
treated at the Emergency Department. His condition stabilised and he was transferred to the
paediatric ward. Overnight he experienced increasing respiratory distress and suffered a
cardiorespiratory arrest at 4.30am. He was resuscitated and transferred to the Intensive Care Unit,
where he suffered three further cardiorespiratory arrests. Later that morning, the boy was airlifted to
Starship Hospital, where it was found that he had suffered severe brain damage. Life support was
withdrawn, and he died the following day.

The paediatric house officer attending the boy overnight did not recognise the severity of the boy’s
condition and made an inappropriate decision to downgrade his medication from nebulisers to
spacers. He delayed seeking assistance from the on-call paediatrician and, when he did so, omitted to
relay key information about the boy’s medication. The house officer was found not to have exercised
reasonable care and skill, in breach of Right 4(1) of the Code.

Despite providing collegial support and a good orientation programme for junior paediatric doctors,
the DHB had placed the house officer in a position where he was working beyond his depth. It was
held vicariously liable for the house officer’s breach of the Code.

This case highlights the importance of good systems to support junior doctors, especially in
specialties (such as paediatrics) where junior medical staff may have limited experience. There
should be a safety net of vigilant senior nurses and readily available consultants. The case also
emphasises the importance of seeking early assistance, particularly where doctors providing care are
inexperienced, and may not recognise the gravity of the situation or their own limitations.

Case 3: Care provided by a community healthservi ce pri or to a patient’s sui
A 23-year-old man who had recently ended a two-year relationship with his girlfriend aborted a
suicide attempt at the last minute. He then received care from his general practitioner, who
prescribed antidepressant medication and referred him to the community mental health team. A
week later he was assessed by a CMHT nurse, but he was not referred for a psychiatrist assessment
(so no formal diagnosis was made) and a copy of the CMHT report was not sent to the GP. Following
an episode of self-harm 10 days later, he was admitted to hospital, where he was again assessed by a
CMHT nurse, but the nurse did not complete documentation regarding diagnosis, suicide risk or care

plan. The man was discharged home alone the next day and took his own life two days later.

The investigation exposed inadequacies in the communication between the CMHT and the GP, and
the difficulties for rural DHBs in providing psychiatric review within reasonable time frames.
However, the critical inadequacies were in the process of risk assessment and management by the
CMHT nurse at the hospital; the failure to objectively assess the man’s level of risk led to a lack of
appropriate community supports being sought.

The DHB did not provide mental health services with reasonable care and skill, or in a manner
consistent with his needs (breaching Rights 4(1) and 4(3)), and failed to ensure cooperation amongst
providers (breaching Right 4(5)).

In response to recommendations from its sentinel event review, the DHB made changes to (i)
facilitate specialist medical assessments, including urgent assessments following a suicide attempt;
(ii) make comprehensive use of electronic patient management systems; (iii) recruit a full-time
psychiatric doctor; and (iv) introduce documentation to support referrals (acknowledgement and
outcome), assessment and treatment planning, and provide comprehensive and explicit risk
assessment and management. HDC asked the DHB to advise it of the results of audits of the use of
Risk Assessment documentation, and the new procedures for managing referrals.
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Case 4: Communication with family during withdrawal of life support (09HDC00849)

Following a non-survivable brain bleed, a man was placed on life support in an Emergency
Department awaiting the arrival of his family from distant locations. On their arrival, a consultant told
the family that life support would be disconnected, and began this procedure in their presence.
There were difficulties with the extubation, which distressed the family. The man’s mother wrote to
HDC, describing her harrowing experience, and complaining that the consultant was insensitive and
showed a lack of respect for her son.

The DHB provided a prompt and open response, explaining and commenting on the events, and
apologising unreservedly for the lapse by the doctor involved. The DHB noted the need for ongoing
staff training in the way traumatic situations are handled, and requested permission to use the
comments and experiences recorded in the complaint letter (in an anonymous form) to train
clinicians in the future.

The complaint raised several important issues:

(i) Patients for extubation are generally more appropriately managed in ICU. Removing an ET tube
once ventilatory support is discontinued occurs more often in ICU, and staff have much more
experience in withdrawal of life support, and communicating with families. While ED doctors
and nurses are generally well trained in handling dying patients and their relatives, extubation is
a relatively unfamiliar task for them. In this case the man was kept in ED on life support for some
time because his family were travelling by plane to reach the hospital, and there were no beds
available in ICU. An alternative option may have been to call ICU staff for assistance.

(i) The man’s family was not advised what to expect from the extubation procedure. It should be
standard practice to warn families what may happen and offer them the option of leaving the
room during withdrawal of life support.

In considering the need for policies to prevent a situation like this in the future, DHB clinicians
recognised and distinguished between a situation where a patient is expected to wake up and be
discharged from ED (or admitted to another ward), and where a tube is to be removed to allow an
inevitable death. Although ideally ICU is the appropriate facility, in some circumstances life support
withdrawal does need to be managed in ED. DHBs therefore need to ensure appropriate education
for ED medical and nursing staff in managing these situations with competence and sensitivity.
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