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New Health Ombudsman
Submission re-health complaints and current health complaints authorities

| commend the health Minister Honourable Lawrence Springborg in taking the
important initiative in bringing about changes to the way health complaints
will be addressed in Queensland,

The issues surrounding the way health complaints were previously addressed
in Queensland by the HQCC and other health complaints bodies are long

overdue.

Health complaints was to be a major part of health reform in Australia, this
issue has fallen well short of those expectations that consumers were led to
believe would happen, the same problems that existed in 2005 re-Dr Patel still
exist for the consumer making a complaint in 2013.

Health reform only added to the confusion of how to make a complaint or
what was expected when making a complaint by the consumer, this reform has
led to many complaints bodies overlapping one another, APRHA has provenin
other states particularly in Victoria to ignore consumers complaints in favour of
doctors, and victims have basically been ignored or fobbed off, there has been
no real accountability or responsibility taken by APRHA and many believe the
reason being is that there are doctors investigating doctors, in other words it’s
a case of the devil investigating the devil where again consumers have been
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fobbed off and negligent doctors rewarded allowed to continue to work
without any accountability, which leads to an unsafe health system and no
regard to patient safety in some cases.

| have been a long-time advocate for victims of medical negligent and adverse
outcomes relating to medical procedures,

For a brief period in 2012 | was State manager for Victorian-based Australian
Patients Association (APA) which operated out of the office of Brisbane-based
lawyers Walsh Halligan Douglas.

In 2005 | represented the Fraser Coast health victims in dealing with HQCC
many victims were bullied, fobbed off or called liars when complaints were
made this was by a body that was supposed to represent openness and
fairness for both the health professional and the consumer, yet it seemed the
consumer was made to feel like they were being investigated, since then
nothing much has changed for the victim.

Being part of Health Consumers Queensland Network it was not unusual to
hear stories of simular magnitude. For the health system to change thereis a
greater need to be open and transparent, so that doctors and other Health
Professionals who are continually making adverse errors are held accountable,
properly monitored or supervised,

So must the Health Complaints body change to address these issues and be
more than just a Monitoring and Reporting Authority as it stands today.

One of The biggest issue faced by consumers when making a complaint his lack
of compassion and empathy by both health professionals and complaints body,
both seem to produce a negative view on the consumer making a complaint
going so far as to make the victim feel incompetent, mentally unstable,(it’s in
your head) or of lying.

While government spend millions of dollars covering up or Defending
Negligent Medical procedures and Adverse outcomes for fear of Litigation,
when in most cases of Medical Negligence all it would take is a few minutes of
a health experts time to explain what went wrong, most consumers just want
an explanation it’s when they are ignored that they seek to sue,
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This process of open disclosure has been used in the United States for many
years and reduced litigation by up to 30%. My own experience in advocating
for consumers support that process and has been the view of the many victims
involved in adverse medical outcomes that they “only wanted to know what
went wrong”

“Health Complaints and current Health Complaints Authorities”

Health Quality and Complaints Commission (HQCC), Australian Health
Practitioners Regulation Agency (APRHA), and the Medical Board of Australia,
all have something to answer for when it comes to the inadequacies in dealing
with health complaints in Queensland.

The current health complaints system in Queensland has for a long time been
inadequate and incompetent in meeting the needs of consumers rights in
making a complaint against health professionals i.e. hospitals, doctors etc.,

The new health complaints body should not only be consumer friendly and
focused, with consumers having hands-on involvement in decision-making and
part of the committee or network, but also Health Focused. Queensland does
not need another Toothless Tiger when dealing with Complaints.

The implementation of strong complaints criteria is not only a benefit for the
consumer but also benefits the healthcare profession.

Without a powerful complaints body a dominating closed culture which has
existed in our health system will never change. To move to change old cultural
habits and bring about a more open and transparent medical profession there
needs to exist a strong and enforceable complaints model, with the power to
enforce sanctions, compliance, and accountability, as well seek compensation
on behalf on the victim. These measures are needed in today’s health
environment to not only protect the consumer but to ensure that the duty of
care owed to the public by health professionals is not a subject that should
ever be questioned or up for debate. With every profession comes a certain
degree risk, those risks can be minimised with accountability, transparency and
a willingness to take extreme care when it comes to the health and treatment
of another human being.
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Too many times we hear in the media or consumers that “we learn from our
mistakes” or “we don’t want this to happen to anyone else” that excuse is like
a broken record considering in 2005 the commission of enquiry into
Queensland Health regarding Dr Patel should have ensured that in 2013
medical mistakes would not be occurring at the rate they are today.

And with a strong complaints process hopefully the government can say "we
have learned from our mistakes” and give the new complaints body the
powers necessary to ensure we never have to repeat those words.

Patient’s rights need to be adequately addressed and protected when making
a complaint that needs to be considered in structuring the new health
ombudsman/health complaints body, consideration needs to be givenina
number of areas particularly the position of vulnerability and trust that the
patient placed in the health professional they are making a complaint about,
whether it be a minor complaint regarding a question, or a more serious
complaint regarding an adverse medical outcome, all of these experiences can
be traumatic to any patient no matter how insignificant it may seem to the
investigator or investigating officers when dealing with fragile consumers.

Adverse medical outcomes not only affect the victim but also the victim’s
family and in some cases may have devastating long-lasting effects that are not
considered at present by health complaints bodies or governments.

The days of doctors protecting their own need not be encouraged in our
current climate otherwise it will just manifest more Dr Patel’s and push those
whistle-blowers into further fear if they speak out they will be condemned,
making a complaint against a health professional does not always have to be
viewed as a negative but as a positive that can lead to not only a better health
system but better health professionals who are not afraid to address their
inadequacies or seek further training therefore the winner will always be the
patient when we finally have an open and transparent health professionals
who are not afraid of being reprimanded for speaking out.

In the setting up of a new health complaints authority | believe special
attention should be given to Patients’ Rights, Open Disclosure, Accountability,
Responsibility, Transparency, Compensation, Counselling, Mediation,
Rehabilitation, Corrective Procedure, Patient’s Medical History, Cultural,
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Prematurely Closing of Complaint, Referring a Complaint, Prosecution of
Health Professional, Perjury of Health Professional, Experience of Health
Professional, Supervision of Health Professional, Co-operation of Health
Professional, Hearing the Needs and Concerns of the Consumer, Closure for
the patient.

The new appointed health complaints authority would benefit with powers
similar to a coroner or attorney general where they have the power for
recommendations sanctions, prosecution or referrals to a higher authority so
that a complaint can be investigated at a higher level particularly if a patient
dies as a result of medical negligence or medical procedure. This power would
override government intervention.

The Biggest issue | see with any Complaints Authority is that they have not
been given the Power to Prosecute in Australia, so until that happens
Changes that need to be Made in Health-care will continue to be ignored.

The Charter of iiealtizcare Righis changed to make it 2 law in Queersiand
undar a “Bill of Rizhts” similar tc the Unitec States ensuring patients’ righis
zre upheid. (File Attached)

Mediation and Compensation: -The new health complaints body has the

power to mediate for compensation on behalf of a health victim, the power to
initiate mediation between patient and health professional, the power to the
ensure health professionals cooperate and present themselves for questioning
in relation to a complaint and refusal to do so could lead to either suspension,
reprimand or a fine.

Closing a complaint and corrective procedure:-complaints are not to be signed
off prematurely. Currently health complaints investigators are not thorough

enough the investigators leave too many questions unanswered too many
complaints unresolved, too many patients fobbed off, as well as complaints
being closed against the wishes of the victim.
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Open Disclosure, Responsibility and Accountability:

Part of recommendations under health reform was the implementation of
“Open Disclosure” which | don’t believe has been enforced or encouraged, not
by health professionals, governments or complaints bodies.

To ensure the complainant receives the full benefit of an investigation/review
open disclosure needs to be made mandatory and implemented into
investigating procedures.

This procedure (open disclosure) has major benefits not only to the
consumer/victim but also to governments and health care providers.

1. Closure and healing for the victim.

3 Responsibility and accountability for the healthcare provider.
3. Helps facilitate a speedy resolution to finalise a complaint.

4. Reduces litigation

Full disclosure by the heaith professional/hospital involved to be part of the
investigation process, this process has proved successful in the United States
reducing litigation by 30%.

Consumer representatives to be part of the complaints investigation process
also a consumer Representative/Advocate with the experience in the
complaints process are part of, and offered to the victim making the complaint
to act in the patient’s best interests and not the best interest of the health
professional the government or the complaints body.

Transparency:- under the current health complaints controlled by HQCC the
system provides the status of a monitoring and information service which has
no real effect on changing the bad cultural scene in Queensland Health, has no
real benefit to a complaint or changing the health system in Queensland. HQCC
has no power to ensure transparency, open disclosure or accountability,
patients/consumers need to be part of and have an input into guestions
presented on their behalf during an investigation against a healthcare
provider.
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The focus also needs to hold Accountable Hospital Managers/ Boards for any
failure to make available a patient’s medical records in an appropriate time
frame. As well as make available at the request of the new health complaints
body any health professional for questioning that is related to any complaint or
investigation.

The New health complaints body make it mandatory to conduct a face-to-face
open disclosure mediation process as part of its investigation to ensure
accountability transparency and part of closure for the victim or their family.

Has power to refer a complaint:-

Referring all non-compliance names to the health Minister and medical board
will further insurer investigations or sanctions.

Refer continual complaint findings of a healthcare provider to the health
Minister and medical board for further investigation or sanction.

The new health complaints body have the power to recommend a healthcare
provider undergo further training or voice training as a condition of findings
and further training assessments be monitored not only by the medical board

but also the health Minister.

While investigating a complaint further questions need to be asked of either
the healthcare provider or victim.

Q. Were or has patient being given a copy of the charter of healthcare rights.
1. before admission

2. During consultation

3. When admitted

4. 1fnot ,why not?

5. Did they understand the charter of healthcare rights?

In summing up when dealing with a complaint it Must be measured the same
way as we expect health professionals to deal with their patients, with
Compassion, Accountability, Transparency, Full Disclosure, and the Duty of
Care owed to the victim.
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| am available to present as a witness if requested/required by the Committee

Laurie Brock

Founder :- mvas

Page 8 of 16



Health Ombudsman Bill 2013
11.1.16 Submission 1
Received: 11/06/2013

Zhe COLUMBIA 0%1}:\

NIVERSITY
COTEGH
of PHYSICIANS
and SURGEONS

MPLETE

IOMIE
MEDICAL
UlDE

Vedical Editors: DONALD F. TAPLEY, MY, Senior Deputy Viee-Presudent for Health Scaences,
Ao Professor of Medicing, Columbi Unmiversiiy © ROBERT | WEISS, M., DeLamar Professor
and Dean Emeritus, Colushin Uniiversity School of Public Health » THOMAS Q. MORRIS, M D,
President, Preshyierian Hospital in the City ol New York © GENELL | SUBAK-5H ARPE. MA,

Fditorial Director ® DIANE M. GOETZ, Associat Editon

Page 9 of 16




Health Ombudsman Bill 2013
11.1.16 Submission 1
Received: 11/06/2013

The Americar et Bindjoal Miotiens Ay 9eate

The hospital shall establish written policies regarding
the nights of patients upon edmission for troatment as
i an inpatient, outpatient, or emergency room patient,

and shall develop procedures implementing such pol-
icies These rights, polrcies, and procedures shali af-
ford patients the night to.

1. receive emergepcy medical care, as indicated by
the patient’s medical condition, upon arrival at a hos-
pital for the purpose of obtaining emergency medical
treatment;

2. considerate and respectfuf care,

3. cbtan the name of the physician assigned the re-
sponsibility for coordinating his or her care and the
right to consult with a private physician and/or a spe-
cialist tor the type of care belng rendered, provided
such physican has been accorded hospital staff privi-
leges;

4 the name and function of any person providing
treatment to the patrent, :

5. obtair trom his or her physician complete current
information concerning diagnosis, treatment and
prognosis in terms the patient can reasonably be ex-
pected {o understand;

b. receive from his or her physician information nec-
essary to give informed consent prior to the start of
any nonefnergency procedure or treatment or both,
An informed consent shall include. as a minimum., the
specific procedure or treatment or both, the reason-
ably foreseeable nsks ipvolved, and alternatives tor
care or treatment, if any, as a reasonable medical prac-
tittoner under similar circumstances would disclose;

7. refuse treatment to the eatent permitted by law,
and to be informed of the medical consequences of
his or her action

B. privacy to the extent consistent with providing
adequate medical care to the patient This shail not
preciude discreet discussion of a pailent’s case or ex-
amination of a patient by appropriate health-care per-
sonnel;

9. privacy and confidentiality of all records pertaining
to the patient’s treatment, except as otherwise pro-
vided by faw or third-party payment contract;

Services Australia____
PO Box 424
THE PATIENT’S BILL OF RICHTS
) : B - Kallangur QLD 4503
{as established by the Amadican Hospital Asseciation) 0417 356 603 _ N

10, a response by the hospital ina reascnaole manner,
o the patient’s request {or services custcmarily ren-
dered by the hospital consistent with the natient's
treatment;

11, be intormed bv mis o+ her phvsicaan, or designee of

the physiian, i tne patient’s contiruing health-cara
requircment tollowng discharge. and that before
tiansterring a patient to anather facility the hospital
tirst infurms the patent ot the need for and alter-
natives to such a transfer;

12. the identity, upen raquest, of other health care and
educational institutions that the hospital has autho-
rized to participate in the palient’s treaiment;

13, refuse to participaie in research and that human
expenimentation attecting care o treatment shall be
partormed only with the patient's mnrormed effective
consent,

14. examine and receive an axplanation ot his ar her
bull, regardless of source or pavment,

15. know the hospital rules and regulations that apply
to his or her cendrct as a patient,

16. treatment without discrimination as to race. colur,
raligion, sex, national origin or source of payment, ex-
zept for fiscal capability thereof;

17. designate aay private accommadation 1o which ad-
mitied as a nonsivoking area. In the event that private
accommadations are not available, apatient shall have
aright to be admitted to accommodations which have
been designated by the goveining authority as a non-
smoking area. it shall be the duty of the governing au-
thonty of the hospital to afford priority to the nghts of
nonsmokers 1n all semiprivate, ward, and pediatric
common patient areas, and

1%. voice grievances and recommend changes n pol-
icies and services to the facility’s staff. the governing
authority and the state department of health without
fear of reprisal

A copy ot the provisions of this section shall be made
available to each patient or patient's representatives
upon admission tor treatment as an inpatient, outpa-
tient, and/or emergency room patient, and posted in
conspicuous placeswithin the hospnal,

omitted ) Nevertheless, a patient is wrthin rights in
asking to see the chart. Much has been made of the
posubility that a patient may not be able to cope
with the information found there, In fact, however,
hospatal charts—written by doctors and nurses in

medical shorthand as & record for other health pro-
fessionals—are seldom helpful to patients who are
curious about their conditions.

While hospitals acknowledge the patient’s right
to privacy concerning program and records, in prac-
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safer than early antibiotics such as chloramphenicvl
(which hasbeen limited to use in special situations)
and effectively combat a much broader spectrum of
bacteria,

We are just beginning tv develop treatments for
viral diseases, but have succeeded in decreasing
many * iral illnesses dramatically through immuni-
zation. Measles, mumps, and rubella (German mea-
sles), once almost universal among children and, in
the case of rubella, responsible for numercus birth
defects, are becoming uncommon One viral disease,
smallpox, which was a leading cause of death inter-
nationally, has actually been eradicated from the
face of the carth. Pulio, at least in industrialized na-
tivns, may soon [(acc a similar fate.

Thousands of people with mflammatory dis-
eases such as arthritis have benefited from the devel-
opment of steroids {such as cortisone) and then
nonsteroidal anti-inflammatory drugs In the case of
one spectfic kind of arthritis—gout—a precise un-
derstanding of body chemistry has yielded a drug
(allopurinol) which specifically coanteracts the re-
sponsible genetic defect

Anothe: set of biomedical discovenies led re-
cently to a medication {cimetidine) which acts en
the surface d acid-producing cells in the stomack to
coantrol peptic ulcer disease.

The intensive care now provided routinely after
heart artacks includes, when needed. electromic
monitoring of cardiac function, drugs tv correct
faulty rhythms and to control blood pressure, potent
diuretics to rid the body of exira fluids. and the in-
sertion of artificial pacemakers.

The field of psychiatry has been revolutionized
by antipsychotic, antianxiety (i*anquiliziag), and
antidepressive drugs. so that patients once hospital-
ized for years are now back home within weeks. and
the toral aumber of Aincrican psychiatric hospital
beds is a fraction of the numbe: 'n 1950,

Msteral and infagt complications in obstetrics
have declined with beiter prenata] carc, including
the caretul contrul of high blood pressure and dia-
betes during pregnancy fetal mornitoring to detect
earlv disiress, end safer ~esarear: sections. Full un-
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derstanding of Rh blood type incompatibilities be-
tween mother and fetus has led to a drug that can
prevent this potentially fatal disorder.

Much of surgery has been transformed by a
basic understanding of the healing process, the
development of .better anesthetics and techniques
for their administration, intravenous feeding, and
modern blood banking. The invention of pump-
oxvgenator “bypass’ equipment has permitted sur-
geons to stop a patient’s heart, open it, and repair it
as never before. Micrvsurgical techniques now
it possible to reattach severcd limbs, to repair the
tiny bones of the middle ear, and to bvpass clogged
arteries in the heart or limbs with natural or syn-
thetic substitutes.

In the most impressive advance of recent de-
cades, organ transplantation—most successful so
far for kidneys—has been made possible by com-
bined eflorts ia surgery and the medical fields of di-
alysis and immunology.

The biomedical revolution outlined above has
had a great impact on the health of Americans and
citizens of other industrialized natious. Some of its
bencfits are retlected in improvements in traditional
measures of population health: decreased infant
mortality, a modest decrease in death rates for
adults and a slight increase in adult life expectancy,
and moderate decreases in the prevalence of cer-
tam diseascs. But much of the bencfit remains un-
counted. Even the most successful new drug for
arthritts will have noimpact at all on death rates or
life expectancy. Nor will the prevalence of arthritis
be affectad. What will change js the amount of pain
and the degres of function cxperieacced by arthritis
sulferers, and these are very diificult to measure. I
cunnot agree with some of mudern medicine’s critics
who totally discount the value of diagnostic and
therapeutic progiess.

At the same tinie, it inust be admatted thai the
rapid advances in posiwar medicine havc been
flawed in several sigaificant wavs, so that their full
potential has hcen blunted by negative impacis, tin-
critical acciaim for technological progress would be
Just as ncarsighted as total rejection.

HIPPOCRATY S PRACTICED MEDEINL 400 vears before
+h2 birih of Chnist In the 2,300 years beiween hit
ume and the sta-t of th:s century, there was Ettle
ihat physicians could do technolugically to help
thew patients. Wwhy then, were doclors respected
and sought after during these 25 cenranies? Primar-

ilv beczuse they exercised interpersonal skilis 1al-
ued by their paticnts. They knew which disorders
were usualwv auuor and provided riassurance and
hope (o patients who suffered from them They knew
which disarders were often long-lasting, disabling,
or iata], and—to such patients and their families—
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they provided understanding and support. They
helped their patients to cope, to suffer and endure, to
grieve. They listened.

Now that physicians do have the todls to cure
many palicnts, the interpersonal skills are almost
entire'y ignored m medical education and underuti-
lized by many in practice. Compassionate physi-
cians sull exist but thev arc rarelv seen by medical
students, whcse nnly role models are biomedical
researchers and subspecialty clinicians in referral
practice,

The unbalancer! emphasis on technology and
the inatiention to interpersonal communication
skills are due 1n part to the massive funding of the
former in medical scheols and by insurance compa-
nies. Private insurance, Medicaid, and Medicare will
all pay handsomely for aperations, x-rays. and other
technological interventions which may require rela-
tivels little time on the part of physicians, They pay
less—and sometimes do nor pay at ail—for time
spent counseling and listening.

Factors that go beyond the health-care system
also play a rvle In our society as a whole, a high
level of presiige is attached to fast, dramatic actions
based on technological solutions, as opposed to pro-
longed, gradual progress based un relationships In
such a society, it is not surprising that doctors want
to quickly diagnose and cure, and are less enthusi-
astic about patient problems that require gradual
education and counseling.

Many patients reinforce this unbalanced em-
phasis. Critics of the current system have objected w
the “medicalization” of society. in which the public
expects a pill to “cure” every ache, anxiety, and
stress, Ivan Illich points out that this trend has made
us less able to cope, to resolve our own prohicms,
and to bear suffering when no pill will work.

A trequent way of expressing these concerns is
to staie that we emphasize the science of medicine
and ignore the art, an cqually essential component
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An Overview of Madlicine Today | 5

To some extent this is a valid analvsis. On the vther
hand, n the long run it «s dangerous to label—and
dismiss—interperscnal skills as an "art.” In fac?
there are social sciences which deal with this area
rather effectively.

A doctar who successfully treats your heart at-
tack 1s a good doctor. A doctor who helps vou to
avoid having the heart attack m the first place is a
better doctor. At the present t.me, we say that this
superior physician knows the “art” of medicine He
or she was never taught 1t in medical school, but
somehow “picked it up” or had an “innate ability”
all along.

This is an urfurtunate attitude. Physicians can
learn more effective ways to educate and motivate
patents cuncerning risk factors such as smoking, ex-
ervise, and diet so that they are less tikely to have
beart attacks. There is a great deal of real science
required. It just does not happen to be “bench sci-
ence ' involving test tubes.

In the prevention of disease and in the manage-
ment, especially, of chronic disease. the physican
canbe an important part of care. And it is possible to
learn, “‘scientifically.”’ 1o do this well. On a societal
level, what 1s needed is inore research 1a Lhe socio-
medical as well as the bioinedical sciences, so that
interpersonal skills in the patient-physician rela-
tionship can be further heightened. In the mean-
while, medical students need a bruader range of role
models which will only come about through re-
furms 1n the funding of medical schools. Payments
for cars must also be revised so that practicing phy-
sicians have incentives to spend time with patients.

Ona personal level, patients must seek out those
physicians who will listen and who are willing tode-
velop therapeutic relationships. Such doctors do ex-
1st, but are too often bypassed by patients who are
overly impressed by academic, rescarch-based cre-
dentials

THE CHANGING STRUCTURE OF HEALTH CARE

In THE 1940s, the vast majority of American medical
care was provided by general practitioners in non-
hospital-based solo offices. Their patients paid them
directly. Forty vears later, the majority of our doc-
tors are specialists, sumetimes practicang in groups
or clinics and more 2ften in formal or informal part-
nerships. Their offices are often within or imme-
diatelv adjacent to hospitals, and their bills go
increasingly to insurance companies or governmen-
tal agencies, not to their patients.

Two of these changes have fostered the decline
m the patient-physician communication that we
have discussed. “Third-party payments”—pay
ments by anyone other than the patient—now
accouvnt for over 40 percent of all health-care reim-
bursemments. To the extent that insurance frees pa-
nients from financial burdens and removes barriers
to nceded care, this is a blessing. Unfortunately,
physicians who need not worty about their patients’
ability to pay are less likely to give careful consid-
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tal. The surgical tearn—the surgeon, the anesthe-
sinlogist, the operating room . nursc, and their
assistants—is technologically oriented and works
with speed. Patients will be closely observed but
should not expect much “tender loving care ™ With a
general anesthetic, the patient will be completely
unaware of what 1s going on, even with a spinal or
local anesthetic, the patient will be less alert be-
cause of the precvperative sedation

Afterany operation that requires a general anes-
thetic, patients are taken from the operating room to
a special recovery mom Here, “vital signs” (pulse,
temperature, respiratiorn, and blood pressure) will
be checked every few minutes tor an hour or so, to
ensure that the patient is recovering satisfactorily
from the anesthetic, In addition, a mu-se will call the
patient’s name and ask him ur her to respond, test-
irfrrg the extent to which the anesthesia has “worn
o .’)

Pecovery. The patient will be taken back to his
or her room once the vital signs have stabilized and
the patient has begun te emerge from the anesthesia
Pain at the siie of the operationis to be expected and
there may also be nausea and vomitmg Medications
are available for the relief of these postoperative
symptoms, and patients should make their needs
krniown,

One aftercffect of general anesthesia is an in-
crease in lung secrctions and a consequent risk of
pneumonia Turnmng in bed and breathmg deeph
will help the patient mobuize these sectelions,
coughing brings them up. Turring, coughmg, and
deep breathing (TCDB in nurses’ shortliand) may be
painful bur are cssential te keep the lungs clear.
Earlv ambulator: has much thc same eftect and the
additional benefit of preventing muscle detericra-
don, which tzn begin sfer orly a few daws’ immo-
batity.

A spinal anestheiic alters the pressure of flusds
withm the spinal column. It is important for the pa-
uent to follow postoperative instructons carefulh
so as to avead the headaches ihat raay accompany
pressure changes as il spinal fluid readjusts. Usu-
ally it i» recommended thai 2 pstient whe bas had a
soimal airesthetic he compietely flat (un the back,
and without a pillow} for 12 hemrs ur mon:.

If the patient hay had an abdormnal operation, a
nesogagiric tube irunning from ihe stomach up
through the esophagus and cxiiirg at the nosc? will
have been pui in place at the end of the operation, v
remair: for several davs. This tube carries ou'. siom-
ach gases ithat might otherwise awumulzste and
cause gregt discomtort Evep so, the paiien is Likely
to have some gas pain ¢n the third day ofter the op-
erativn w her the gastric juices bacome acive agam
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Depending on the operation, the patient may
have other tubes that drain excess fluid from the site

of the surgery. There may also be an intravenous
tube that delivers fluid and possibly nutrients to a
vein in the arm. It may lessen the patient's anxiety
to know. betore the operation, what measures of this
kind to expect.

Patients’ Rights

In 1973, following years of bad publicity and pres-
sure from consumer groups, the American Hospital
Association tormahzed a hst of the rights of hospi-
talized patients This list can be found posted in
hospital corridors (in accredited hospitals, it is man-
datory to post it) and 1t is often printed 1n paticnt
information handbooks. (See the box on page 29 )

Points 5. 6, and 7 concern the concept of “in-
formed consent,” which cannot be separated from
that of “necessary information.” Together. these
rights mean that:

® A paticnt has the right to understand what is medi-
callv the matter, and what the doctor intends to do
This explanation does not have to be highly detailed
or technical, the patient, hvwever, should understand
in & general way what 1s invoived in his condition and
ir the procadures planned.

® A patient should know what the potential risks of ihe
prupused treatnient or procedure are. The doctor is re-
yuired to provide this infurmation. (ln addition, there
are statistica! probabilily tables on the frequency of
deaih and serious compilications for 2lmos: every dis-
easc treated in & hospital, the deta fx the local hospi-
tal are usually available, as well as regonal and
national fig-ares.)

® A patient also has the right tc kncw what meuasures
other than the one pronosed by the doctor are avail-
able, anc what theirrisks are (itshould be noted that
a surgeon's list uf altzmative measwrcs mav difier
from an icrmst s ) Fe or she hes the furher right 1o
know the probable outcume if only the masi conses-
vatnve ireatment—"do nothing" procedures—is un-
denahen.

® A patien: should ande rstand that ke or she is ot being
eneried into complving with the doctor's plans, -
chousing freelv, and can rziect treatinent if he or she
changes his or her mund.

@ A patient should be aware iha anv treatnwent of body
or sind without voluntary, futly informed consem 152
wrongtel eci.

Points 8 znd S cuncern privacy ofinformation. 4
patient's chart is not his or her property, (It is. in
lact, a legal dezument. the property of the hospital.
Only the! mioymation thai would be salient in the
courtroom must be bicduded: much is therefore
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The hospital shall establish written policies regardging
the rights of patients upon admissior: tor treatment as
an inpat-ent. outpatient. or emergency rvom patient,
and shall develop procadures implementng such pol-
icies, These aghts, policies, and procedures shall af-
*ord patents the right to

1. receive emergegcy medical care, as indicated by
the patient s medical condrtion, upun arrival at a hos-
pial for the purpose of oblaining emergency medical
treatment;

2 considerate and respectiul care.

3. obtain the name of the physician assigned the re-
sponsibility tor coordinating his or her care and the
right 1o consult with a private physician and/or a spe-
ualist for the type of care baing rendered, provided
such physician has been accorded hospital staf't pravi-
leges,

4. the name and function ot any person providing
treatment to the patient

5. obtain from his or her physician complete current
information concerning diagnosis, treatment and
prognosis in terms the patient can reasonably be ex-
pected to understand,

6. receive from his or her physician information nec-
essary to give informed consent prior to the start of
any nonemergency procedure or treatment or both
An informed consent shall include, as a minimum, the
specific procedure or treatment or both, the reason-
abty foreseeable risks involved, and altématives tor
care or treatment, if any, as a reasonalle medical prac-
titioner under simifar circumstances would disclose,

7. refuse treatment to the extent permitted by law,
and to be mformed of the medical consequences of
his or her action.

8. privacy to the extent consistent with providing
adegquate medical care to the patient. This shall not
preclude discreet discussion ot a patient's case or ox-
amination of a patient by appropriate health-care per-
sonnel,

9 privacy and confidentiality ot all records pertaining
to the patient’s treatinent, except as othenwise pro-
vided by law or third-party payment contract;

Services Australla __
PO Box 424
THE PATIENT'S BiLL OF RIGHTS
‘ Kallangur QLD 4503
(as esizabiisiad Dy the American Hospita! Asscciation) 0417 356 603

16 arespoise by the hospital ina reasonable manner,
to the patient's request for services customarily ren-
dored by the hospral ronsisteni with the patient's
treaiment;

f1. beirtorrmed oy his or her nhysiciir, or designee of
the physician, of the patients continuing health-care
regurement following discharge, and that before
transterring a patieqt w another facility the hospital
fust informs the patieni ot the need for and alter-
natives to such a transter;

12 the identity, upon request, of other health care and
educaunnal invtitutions that the hospita! has autho-
rized to participate in the patient’s treatment;

3. retuse lo parbapate i rescarch and that human
expenmentation atteching care ¢1 treatment shall be
pertormed only with the patent's informed effective
consent;

14. sxamine and receive an explanation ot his or her
bill, iegardless of source of payment,

15. know the hospital rules and regulations that apply
to his or her conducl as a patlent

16 treatment without discrimination as to race, color,
religion, sex, rational ongin or source of pavment, ex-
cept for tiscal capability thereof;

17. designate any private accommodation to which ad-
mitted as a nonsmoking area. In the event that private
accommadanons are not available, a patient shall have
a nght to be admitted to accommadations which have
been designated by the governing authority as a non-
smoking area. It shall be the duty of the goverming au-
thority of the huspital to afford priority to the righis ot
nonsmokers in all semiprivate, ward, and pediatric
common patient areas, and

18. voice grevances and recommend changes in pol-
icies and services to the facdity’s statt, the governing
authority and the state department ot health without
fear of reprisal.

A copy of the provisions ot this section shall be made
available to each patient or patient’s representatives
upon admussion for treatment as an inpatient, outpa
tient, and/or emergency room patient. and posted in
conspicuous places within the hosptal.

omitted.) Nevertheless, a patient is within rights in
asking to see the chart. Much has been made of the
possibility that a patient may not be able to cope
with the information found there. In fact, however,
hospital charts—written by doctors and nurses in

medical shorthand as a record for other health pro-
fessionais—are seldom heiptul to patients who are
curious about their conditions.

While hospitals acknowledge the patient’s right
to privacy concerning program aud records, in prac-

\
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tice this is difficult to achieve. Details of the pa.
tient’s condition will inevitably be known, not unly
to doctors, nurses, and aides, but also to technicians
in many different areas—and to the billing depart-
ment

The Patient’s Bill of Rights was adopted by the
American Hospital Association in an attempt to im-
pruve relations between patients and hospitals. It
has been promoted by many as a legal document, or
ag a document that has the potential of being legally
binding. However, enforcement of any of these
rights would be difficult They deal to a large extent
with intangble factors—consideration, respect,
confidentiality, reasonableness—that affect the rela-
tionship between patients and those who treat them.
Nevertheless, patients who feel that ther rights
have been violated should always raise the issue
with their doctors and the hospital staff (see Rem-
edying Deficient Hospital Care, page 32)

The Patient's Role in the Hospital

Patients who understand the goals of their medical
programs, and cooperate actively with those who
are treating them, can make a great difference in the
speed of their recovery. Their rights as patients in-
clude the nght to a full disclosure, in lay language,
about their condition and the procedures that are
planned {se: The Patient’s Bill of Rights, page 29). It
is their responsibility to exercise this right by asking
qucslions about anything that is not clear to them
(it may be helpful for them to have written notes
ahout questions to ask and also to make notes on the
answers ) A palienit has a right torcad his or herowa
medical record

A patient should zsk thé doctor in advance
for details about recoverv—whether there will be
discomfort or pain and tor hov. long, when is a rea-
sunable time i0 expeci discharyge, and how lung ac
tivities may be hurited afterward Know g what 1
expeci lessens anxiety and speeds recover

Iiuscharge of the patient as soon as 12 1s medi-

cally advisable, with continued convalescence at
Liome, in an extended-care facility, or 'n a puusing
home is in cvervone s best interest, and the patient
shouid be willing to leave as soon as the doctor gives
an vkey. A hnspital stay prolonged unneccssaril;
may deprive another patient of a needed bed. in ad-
dit:on. inefficient us2 of hospital tacilities is an 1m-
ncrtant cause of the sprrahing cust of medical cara.
Althcugh the patiert may be rcady 10 do Yany-
thing w0 get well,” he or she should be alert to the
fact that tiic “"anv:hing” mav be merely 2 fossilived
mospital routine . Questions about routines that seem
fnappropriaie may earn kim or her the label o1 &
“ifficult” petient, that 1s, an asseriive rather than
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a passive one. But the staff's expectation of un-
questioning compliance on the part of patients is not
legitimate, and a healthy assertiveness 1s an impot-
tant step toward recovery.

in Case of Death

If the patient’s illness is serious, and there 1 a possi-
bility of death while in the hospital, there are certain
things that should be taken into consideration. The
patient may, for example, want to consider donating
tissues or body organs (the corneas of the eye, skin,
bone, pancreas, of kidneys, among others), or the
whole body In many states, patients i8 or older can
authorize that all or any parts of their body be used
for specified purposes after death, under the Ana-
tomical Gift Act Alternatively, the paticnt can let
the immediate family know of his wishes; thev can
then give the pecessary permission. Those wishing
to donate their bodies to medical educaticn (dissec-
tion of the human body is an cssential part of stu-
dents’ training) should contact the department ot
anatomy, or the dean's office, at anv medical school.
Usually, bodies used for thesc purposes are later zre-
mated.

If a member of the famil: dies whilc in the hos-
pital. the question of an autopsy may arise. In some
hospitals, autopsy is mandatory under certain cir-
cumstances—ifor example, a sudden or unexpectad
death, or a death dunne surgerv Usually, however,
anauiopsy is done at the hospital’s request and with
the family’s permission. (Permission is requested in
priority owder, from the surviving spouse to more re-
mote relat:ves.)

For many peu;rle, piving pertnission for an as-
topsy 18 ol an easv deciston to make. However,
there are at least two good reasons for doing so.
First. since several diseaszs are known to have he-
1editary risk factors. amilies whe knoss the cause uf

death of one o their members may be able o0 take,

sieps to avoid succumbing o the saime disease.

Although the cause of death may seem to ba
clear, thie is not ahways the cas=. There 15 aregorted
<0 to 30 percent difterence between diagnuses made
bulore death and the hndings at autopsv. Secund, an
artopsy may contribute indirectly 1o the health of
future generaucms of the country as a whele. ivior-
talitv figures often influcree decisions as to the al-
locaiiun of money for rescarch. For example the
rescarch focus oi? heart disease 1s in large part due to
the {aci thai mortality figures have established this
ss ke leading cause of death in this countsy. 1t is
therefore of long-range importance that mortahity
figures are bascd 1o the greatest degre possible on
fact rather than op guesswork.

4utopsies are nerformed by pathologists. who
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