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When | sent my complaint to the OHO, the front page asked what | wanted
as an outcome.

| asked for -

An explanation,

An apology,

| also ticked "other" and | wrote one simple sentence -

| am asking for an assurance that no future patients be referred to [}

_without their knowledge.

That sentence was too difficult for the OHO officer to understand. He left
off the words "without their knowledge" (which was the critical point of
my complaint), and stated that | had requested that "no future patients be
referred to BB . He then did the entire assessment based on an
incorrect understanding. He sent a letter to the health service stating that
| was asking that no future patients be referred to [} This would
have been a senseless and impractical request, and it made me look
unreasonable and ridiculous.

It is difficult to believe that an OHO Officer would mistakenly read a
request for an assurance that no future patients be referred to_
- without their knowledge, and replace it with a nonsensical
request - "an assurance that no future patients be referred to - N
After the health service received this wrong information, the health
service naturally formed an opinion that | was making an unreasonable
request and no one could expect them to turn up to the conciliation
meeting with an open mind. If the OHO Assessment Officer thought that |
was making such a silly request, he should have phoned me to discuss it.
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| believe that my complaint was not taken seriously because it involved a
palliative care issue. This is wrong. Palliative care patients are more
vulnerable than most patients so, if anything, their concerns should be
taken more seriously. The failure of a palliative care patient to be allowed
to be informed and engaged in their care, and the failure of the health
service to get consent before sending a referral and private information to
another facility should have been taken seriously by the OHO.

The overall standard of the assessment was of an extremely poor quality.
The assessment contained many mistakes and much material that was
irrelevant to my complaint. | have listed 8 examples in appendix 1.

The review of the assessment also contained mistakes. It also
misrepresented my complaint to the health service and again the same
irrelevant information was considered important to the review outcome.

This irrelevant information included much discussion about the
appropriateness of the referral. This demonstrated that the OHO officers
were incapable of carrying out a logical assessment. There was nothing in
my complaint to indicate that my complaint was about the
appropriateness or otherwise of [ \y complaint was
clearly about a referral process, failure to inform and engage the patient in
his care decisions, and failure to obtain consent. The fact that the health
service said that [ was the only service in our area that provided
in-home palliative care was irrelevant and did not in any way provide an
excuse for not informing the patient prior to referral. (In fact it was not
the only service in our community, | actually found a private specialist who
provided a full in-home palliative care service if such a service ever
became necessary, but it never became necessary).

The health service had twice been given wrong and misleading information
by the OHO. It was no surprise that representatives from the health
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Appendix 1

Examples of poor work in the OHO assessment

1.The assessment officer did not consider my complaint in a professional
manner.

This is evident in the assertion that "l requested that future patients not

be referred to | IININ:GEE'. This is totally incorrect - and

impractical - in fact the whole basis of my complaint was 'for an assurance
that no future patients would be referred to ||| G vithout
their knowledge'. The assessment officer left off the words "without their
knowledge" and sent this incorrect information to the health service
making my complaint look unreasonable and ridiculous. One would not
expect the health service to take my complaint seriously after they got this
wrong information from the assessment officer.

2. The assessment officer did not take the issue regarding consent
seriously.

The issue of informed consent should not have been considered
unimportant just because my family member had a life limiting iliness. He
still had a right to be informed and a right to have input into his health
care. Because it involves the Palliative Care Department, it seems that the
OHO considers it not necessary for this public hospital to follow the Qld
Health's policy and normal health processes re informed consent. Qld
Health actually gives the transfer of care to another facility as an example
of when informed consent is required. | had explained the issue of
informed consent to the assessment officer a number of times on the
phone as | feared that, given his comments to me, he was not taking the
issue seriously. However he still ignored the seriousness of the issue. My
family member's right to be informed and engaged in his health care
decisions was ignored.
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3. An unprofessional decision process is indicated by irrelevant
information in the decision process, such as much referral to information

regarding the appropriateness of [ IEGTGTNG

The complaint had nothing to do with the appropriateness or otherwise of
I 1y complaint was clearly about a lack of explanation
and a denial of the right to be informed and engaged in health decisions,

A professional assessment would have recognised the nature of my
complaint. No matter how appropriate one might believe a treatment or
service might be, this does not give the health service the right to ignore
my family member’s right to be informed and engaged in his health care
decisions. A patient's right to refuse should always be respected, unless
the person lacks capacity which was certainly not my family member's
case.

4 The assessment officer wrongly stated that the health service doctor had
apologised.

The Submission by the Health Service provider did not provide evidence
that the doctor had apologised and reflected on his practice. He apologised
for my lack of understanding as he acknowledged that my family member
and myself may not have understood the process. He effectively blamed
us for not understanding the process. The doctor had failed to inform us
and we had no way of knowing that the doctor had made a decision about
my family member's health without consulting him. There is nothing in the
submission by the doctor that indicates that he is aware of the seriousness
of not gaining informed consent. The doctor did not even see a need to
inform patients before referral.
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completed her first placement of some weeks as a surgical intern and
Palliative Care was her second placement. | perceived her presentation as
very immature and she seemed to do nothing to inspire confidence in her
ability to function as a doctor. While | am aware that in theory there must
have been someone supervising her, this did not happen in practice, for
anyone to effectively supervise her practice, they would have also had to
walk in and ask my family member how his pain was. Dr xxxx xxxx seemed
to be constantly emotionally elevated with her excitement regarding
having been let loose from medical school. She was not an expert in pain
management.

8. The assessment officer wrongly stated that there was "no adverse
outcome". Remaining in pain is an adverse outcome. It is the role of
Palliative Care doctors to effectively manage pain.

My complaint indicated that my family member's pain was not addressed
because the intern (xxxx xxxx) just changed the dose on the chart instead
of carrying out the pain consult which, if done in a professional manner,
would have included walking in and asking my family member how his
pain was, and then discussing any change in dose with him - all patients
have a right to be informed and involved in their care (per The Australian
Charter of Patient Rights, which hangs on the walls at xxxxx Hospital).
While | can't say the accurate date that this occurred, the notes indicate
that Dr xxxx saw my family member on_ and documented that |
had raised concerns with her that the Palliative Care Team did review my
family member regarding his pain. She said that they do Chart Reviews if
the patient is not in bed and stable. Reading the notes gives a clear
indication that my family member's pain was not stable and he was almost
always in bed so there was no excuse for Chart reviews to be carried out in
his absence. While Dr xxx saw my family member for a couple of minutes
on this day, the intern was clearly the one managing his pain. (Dr xxxx
also seemed to be a very inexperienced junior registrar). Most discussion
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