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Overview

On 24 April 2006, Mr C (aged 70) consulted his gah@ractitioner, Dr B, with
urinary symptoms that suggested an enlarged peogtatpart of his assessment, Dr B
performed a PSA blood testThe result of this test was elevated, which raised
suspicion of prostate cancer, and Dr B decidedahapeat PSA should be performed
in three months’ time. Although the practice wrtweMr C on 29 July 2006 to remind
him to have this further PSA test, he did not attior the test, and no further attempt
was made to remind Mr C to have a repeat test.

On 21 May 2007, Mr C consulted Dr B about bloodhimurine. A PSA test was taken
and showed a higher level than the previous year Mr C was immediately referred
to a urology specialist. Following prioritisationy ba consultant urologist from
Auckland District Health Board, the referral wase®wed by Counties Manukau
District Health Board urology service on 11 Jun®20However, the referral was
misplaced, and not actioned until 25 July 2007.

Despite being prioritised as needing to be reviewgdin four to six weeks (and Mr
C being so advised), the waiting time was actually to six months, due to resource
constraints. Only after Dr B contacted the urolsgyice in October 2007 was Mr C
reviewed urgently. He was subsequently diagnoseld priostate cancer which had
spread.

This report considers the care provided to Mr GHeyHealth Clinic (the Clinic) and
Counties Manukau DHB, in particular, whether folloyws and referrals were
managed appropriately.

Parties involved

Dr A Registrar in general practice

Dr B Consumer’s general practitioner
Mr C Consumer

DrD Consultant urologist

The Clinic Provider/Health Clinic

Counties Manukau DHB Provider

! Prostate specific antigen (PSA) is a blood tespfostate cancer.
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Complaint and investigation

On 21 April 2008 the Health and Disability Commaer (HDC) received a
complaint from Mr C about the services providedaealth clinic and Counties
Manukau DHB. The following issues were identiffed investigation:

The appropriateness of care provided to Mr C by@teic from 24 April 2006 until
5 October 2007; in particular, the adequacy of daltup procedures following a
raised PSA, and the systems for specialist referral

The adequacy of the care provided to Mr C by Casnkilanukau DHB from 25 May
to 11 October 2007; in particular, the adequacysgstems to ensure that specialist
urology review was arranged.

An investigation was commenced on 11 June 2008.

Information was reviewed from Mr C, Dr B, the Ctinand Counties Manukau DHB.
Independent expert advice was obtained from genmeddtitioner Dr Keith Carey-
Smith.

Information gathered during investigation

Primary care

24 April 2006

On 24 April 2006, Mr C consulted his general piemtier, Dr B, at the Clinic with
symptoms described subsequently by Dr B as suggestild prostatic enlargement.
Dr B performed a prostate examination, and notedt,“smooth, [moderately] large,
benign feeling prostate”. Dr B requested laborati@sts looking for urinary tract
infection, kidney disease, diabetes, and elevatestgite specific antigen (PSA). The
latter of these tests, if raised, is an indicafquassible prostate cancer.

The PSA result (reported on 24 April 2006) wasedjsat 10.8ug/L, which Dr B
considered was “mildly elevated for his age of @arg”. The result form advised:

“A PSA above 10ug/L is always an indicator for éelup.
In such patients malignancy is more likely thanigernyperplasia.”
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Dr B decided to repeat the test in three montinsétiThere is no evidence that Mr C
was advised of his raised PSA, or its significahtr. C says that he had no idea in
2006 what PSA meant.

29 July 2006
On 29 July 2006, the following letter was sent lgyractice nurse at the Clinic to Mr
C:

“Dear [Mr C]

According to our records you are now due for a 0ltest.
Please take the enclosed form to the laboratoryoas as possible to have this
done.”

A laboratory request form for a PSA blood test anatine test was included with the
letter. However, Mr C did not attend to have thtsss performed, and he was not
contacted again by the Clinic to remind him of theed for the tests or given an
explanation of the reason for having them. Mr Csdioet recall receiving the letter of
29 July.

10 April 2007

Mr C consulted GP registrar Dr A at the Clinic od April 2007 with chest pain.
Following assessment, he was transferred to hospital received treatment
(including angioplasty) for a myocardial infarctiofThere is no record that the PSA
result was discussed.)

9-12 May 2007

On 9 May 2007, Mr C consulted Dr A at the Clinicreshad blood in his urine. The
doctor noted that this was probably due to Mr Gicmagulant therapy, and that a
urinary catheter had been inserted while he whasapital.

Dr B reviewed Mr C again on 12 May 2007, and predic repeat prescription for Mr
C’s cardiac drugs. He also noted that there wadurtber blood in urine”.

21-25 May 2007

On 21 May 2007, Mr C again noticed blood in hisnariand consulted Dr B.
Following a prostate examination (“moderately egdal, smooth and soft outline,
non-tender”), Dr B requested a further PSA test.

The PSA result was raised (67.4ug/L) and Dr B tedaMr C on 25 May 2007 to
discuss the result. Dr B explained to Mr C the esnabout a possible diagnosis of
prostate cancer, and discussed the range of tretdraeailable. (This is confirmed by

2 Mr C stated that he was told about this resufipnil 2008. However, Dr B’s records indicate thia¢t
results were discussed on 25 May 2007.
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his records.) On the same day, Dr B referred MroGhe Urology Department at
Middlemore Hospital.

Hospital care

Counties Manukau District Health Board (CMDHB) ddses its Urology Service as
follows:

“[R]esidents are provided [urology services] thrbwg'Hub and Spokes’ model by
Auckland District Health Board ... The proportions#rvices contracted for local
delivery has remained constant over the last fewrsyevith most services
continuing to be delivered at Auckland City Hosbita All specialist services are
delivered by ADHB Senior Medical Officers.

CMDHB provides serviced outpatient facilities at iizau Super Clinic [MSC]
including the nursing and administration staff assted with those urology
clinics. In addition, 25 day patient theatre sessiare provided at MSC each year
by visiting ADHB specialists. Day patient procedsunendertaken include scrotal
and minor tumour biopsy, cystoscopy, supra pubibetar insertion, repair of
hydrocele, circumcision, vasectomy, hernia repadt @pidermal cyst.”

As urology services are provided by senior med@lff from Auckland DHB,
referrals are sent to that DHB for prioritising.

The CMDHB Chief Medical Officer advised that Mr G'sferral was received on 29
May 2007 and forwarded to ADHB, where consultamiagist Dr D graded Mr C’s

care as priority 2, and returned the referral to C-AB on 9 June 2007. Dr D
explained his rationale for this grading:

“In [Mr C’s] referral letter he is a 71-year-old meman with an elevated PSA at
67 who had recently had coronary artery stentintp W@lopiderol. Under these
circumstances he was graded as a Category 2 pasang the Regional Urology
Guidelines and these were developed in conjunetitimthe Urologists across the
region last reviewed in December 2004.

We use these guidelines because it allows us te bquity of access for patients
over greater Auckland. The plan with Category Aepdés$ is that they should be
seen within a month of referral which was entiigbpropriate for [Mr C].”

The CMDHB Chief Medical Officer advised that altlybuthe referral was received
on 11 June 2007, the referral was not actioned MDBB until 25 July 2007.

CMDHB has been unable to identify the cause of dlxeweek delay, apart from
concluding that the referral was “misplaced” witkie clerical/administration system.

Once the referral had reappeared, and followindicoation that Mr C was eligible
to receive public funded services, he was placedhenwaiting list (on 3 August
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2007). The CMDHB Chief Medical Officer advised thpatority 2 patients should be
seen at a First Specialist Appointment (FSA) witbix weeks of referral. However,
he added that “due to resource constraints thangditme is currently between four
and five months”. CMDHB stated that Mr C and Dr Brev advised by letter that the
anticipated wait was four to six weeks.

In the meantime, Mr C had been reviewed at thei€lon 13 August and 17
September 2007; however, there is no record ofdiésgussion about the progress of
the urology referral.

5 October 2007
On 5 October 2007, Mr C consulted Dr B with pegsisipain. Dr B stated:

“I was ... dismayed to realise [Mr C] had been wajtfor over four months to be
seen in the Urology Clinic. | found his PSA hadenissharply to 456.8 and on
review with my registrar, three days later we agexhby phone an urgent Urology
review.”

On 8 October, Dr B telephoned a CMDHB urology regis The urology registrar
completed an internal referral that same day, #atéd on the referral form:

“This man should be seen in clinic urgently to coemee ... therapy. His GP
called today, advised that he was referred in Matywas categorised as level 2,
hasn’'t been seen yet. No tissue biopsy. Not ortraayment.”

Mr C attended an outpatient appointment on 11 QGet@007 and was assessed by Dr
D, who performed a biopsy of the prostate. Mr Gtezmled one week later and was
told he had adenocarcinoma of the prostate. A sulesg bone scan showed that he
had widespread metastatic disease in most of meso

On 12 April 2008, Dr D wrote to Dr A at the Clinic:

“I am very sorry that it seems | have let [Mr Cldais wife down with regard to
his metastatic prostate cancer. [Mr C] was refewadinally in May. When |
received a letter from [Dr B] outlining that [Mr §]' PSA had increased to 458, |
arranged for him to be seen immediately in my digp#s clinic and organised
for him to have a biopsy from his prostate. Thisfoened the diagnosis of
prostate cancer. He was started immediately on dioaitherapy at that point and
| organised for him to have a bone scan which cordd the clinical suspicion of
metastatic disease.”

¥ CMDHB could not provide a copy of this letter. stated that there is an error in the electronic
archiving system that prevents a copy being prodluaad this is currently being investigated. Noycop

was available in Mr C’s GP record, and Mr C cameetll receiving the letter. CMDHB described it as
“a little bit unusual the GP does not have a copyhe letter on file and that Mr C does not recall
receiving it”, but accepts that in any event thétiwg time information in the letter was incorrect.
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The Clinic review

Dr B reviewed the care Mr C received from the @ljrsind advised as follows:

“I fully accept the criticism that [Mr C] should & been advised promptly of the
initial PSA test result [in April 2006] and its sifjicance. | have always had the
policy of explaining to patients their significanthbnormal test results, and in the
case of a test such as the PSA which is complidatéaterpret | would prefer to
do this face to face rather than over the phomkd Inot record in the notes any
attempt to contact [Mr C] by phone, so althoughkpext | would have done so |
cannot demonstrate that this took place. If unssfoéin making phone contact, |
should have asked my nurse to send him a letténgkm to come in for further
discussion, but clearly | did not do this and Irmainexplain why | failed to follow
through on my normal practice on this occasion.

| accept your finding that Right 6(1)(f) of the Gowas breached. For this | am
very willing to offer [Mr C] an apology.

On the other hand, | would like to defend the managnt decision that a repeat
PSA test after an interval of three months befaresiering referral was the most
appropriate course of action for a man of [Mr Cagje and in the absence of
significant symptoms or examination findings. | eeahat [HDC advisor] Dr
Carey-Smith has expressed mild disapproval thatstwmnd PSA test was not
recommended to occur sooner than three months.

No clinical guidelines, including those referendgdDr Carey-Smith mention an
appropriate time interval for follow-up testingtredugh it is widely acknowledged
that the rate of increase in PSA levels is as ingmbas the actual level.

Dr David Tulloch, a Urologist from Southland, wasoted in a recent issue of the
‘NZ Doctor’ as saying, Rather than comparing the PSA levels within a ‘rafm
range, a far more accurate way of testing now isotwk at the rate of PSA rise
over time. If the rate of change — regardless efdtarting value — is rising at
greater than 0.75ng/mL a year, then this would beamcern’ To repeat the test
after too short an interval runs the risk of befi@mgely reassured that the PSA level
is static. | am a member of a [peer review grolykt week | asked around the
group for their opinions on an appropriate timesimal for repeat testing in the
case of a 70 year old man with a PSA of 10 and mnalofeeling prostate
clinically, and one member suggested two furthetstat two monthly intervals
would be his preference, while the others all el@db repeat the initial test after
three months.

Therefore, having reconsidered my practice in ibggard at your request, | remain
of the opinion that my practice is consistent vidtal standards.

6 H)'( 3 October 2008

Names have been removed (other than Counties ManDkiB/Auckland DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Opinion 08HDC06165

... I was surprised to read your opinion that [th&hiC failed to provide services
that complied with professional standards. In Saptr 2006 our [Clinic]
completed Cornerstone Accreditation by meetinghalstandards contained in the
2002 edition of Aiming for Excellence. We had atews in place for tracking
cervical smears and histology and certain importasts, but not for routine
tracking of blood test requests. This was acceptablbur Cornerstone assessors.
At that time we were ahead of the majority of NAe@el practices in achieving
Cornerstone accreditation, and few practices waléoh have been tracking all
blood test requests. The systems we had in plabe éitme did not fail. They were
simply not comprehensive enough to identify whetigpés who have been asked
to have a follow-up blood test fail to do so. Agyously advised, we have a few
months ago in response to [Mr C’s] case, adoptedipher standard contained in
the 2008 version of Aiming for Excellence and weavrtcack every blood test that
we request.

In doing so we are once again ahead of most otollgagues in general practice
and ahead of such systems in secondary outpatiest c

| appreciate the contribution [HDC] is making to@adriving professional
standards in New Zealand, and am aware that gepeaatice here has more
advanced computerised systems than those of mbst obuntries. It would
appear to be unfair to judge a service as not cgmplwith legal, professional,
ethical, and other relevant standards’ when thatice is already of a high
standard by criteria in place at that time, but nweting the more exacting
standards of the latest version as quoted by Deye@mith.

Only the most exemplary of practices would have aaystem in 2006 to ensure
that a requested blood test was in fact carried[aul”

Remedial actions taken
Dr B advised that changes have been made to thensysat the Clinic as a result of
this case:

“We have looked into ways of more systemically king the outcomes of
laboratory test requests and referral since thimptaint was made, and have
obtained the 2008 version of the Aiming for Excetle Cornerstone standards. In
this 2008 version, the section on managing patasitresults and reports has been
expanded with four new items in addition to thosatained in the 2002 version
under which we achieved accreditation in 2006.

As a practice we are seeking to meet all thesedatds, and have adopted a
system within MedTech32 whereby every laboratosy tequest is automatically
entered into the staff task manager for the doetaking the request, appearing
initially in black but becoming red in two weekéne. As the test reports come
back from the laboratory there is now an extra stereby they are ticked as
completed and deleted from the staff task manafes is working well so far,
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although the challenge will come a little later wifaced with the task of chasing
up the outstanding requests. We anticipate thi$ lvél a matter of the doctor
making a judgement on how important or urgent gguest was, and then either
asking the practice nurse to phone or write tgodagents or to flag the outstanding
request in the patient task manager, which wouddvdhe attention of the doctor
to the outstanding request the next time the paéigends.

Similarly, we have set up a computerised systenretdyereferral letters generate
a staff task memo which we have initially and ratabitrarily set to activate in
two months’ time. At the time of making the reférthis recall date can be
manually changed from the default position of twonths, as some referrals are
urgent but most can expect to be waiting for sornathrs for an appointment.

Although this will add to the non-patient contaairload, which is relentlessly
growing for general practitioners, we are pleasedhé keeping up with current
best practice standards and will review how effecthese changes are proving to
be after two months.”

Dr B summarised the remedial actions taken by firedCas follows:

“As mentioned earlier, at [the Clinic] we now haae automatic tracking system
for every blood test requested, every X-ray or segjuested, and every referral
letter generated. When the report is received @anwke receive acknowledgement
that a referral letter has been received, the gpte task is deleted from the
requesting doctor’'s or nurse’s staff task list.sTBhables us to become aware of
outstanding requests, after two weeks in the cése [bood test and after two
months in the case of a non-acute referral, anghttreéider can then decide on the
most appropriate further action. This does meathéurwork in the evenings after
patients have gone, but the system is working waeli is welcomed by all
concerned.

Another step we have taken is to revise our prevpmalicy on advising patients of
test results, and a copy of this is displayed m whaiting room, while a further
copy is now automatically printed as page 2 of yVaoratory test request form
and given to the patient.

In summary, | accept that | was remiss in not erpig to [Mr C] the significance
of his initial PSA test, but that in all other regps | am of the firm belief that [the]
Clinic has provided a consistently high standard rokedical care with
professionally appropriate standards. We have madeer improvements to our
practice in the light of this case, and continudalce great pride in fulfilling our
mission statement of providing high quality compaisate medical care to one of
Auckland’s most deprived and needy suburbs.”
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Counties Manukau DHB review

As a result of this case, CMDHB undertook a revaits Urology Service. The key
issues identified by the interim report of the esviare set out below.

Grading criteria

CMDHB noted that there is a variation in the gradicriteria used within the
Auckland region to prioritise access to First Spksi Assessments (FSAs). CMDHB
advised:

“The regional urology grading tool that is usedtbg three Auckland DHBs has
significantly more descriptors for the types of ditions and clinical symptoms
that determine the grading categories than themaltigrading tool. The regional
tool is preferred by clinicians because of the gelevel of detail that is included.
This enables grading practices to be monitorednsue consistency. ... The
regional tool results in approximately 80% of redds requiring a first specialist
appointment within 3 montHsThis results in significant pressures on service
delivery.

Following discussions with clinicians there appearde a willingness to review
the Regional Guidelines with the aim of aligningnéi frames for categories with
the timeframes used in the National tool. This rasgist the DHB to better meet
the clinical needs of the patients on the waitilgl by ensuring there is a
differentiation between those that definitely néede seen within 12 weeks and
those for whom a 6 month time frame is clinicalbpeopriate. It is hoped this will
allow better management of the limited urology teses available and ensure
priority is appropriately given to those needingrenargent review based on their
presenting symptoms. The Regional Guideline tinmé&s will be an agenda item
at the next regional meeting ... ”

CMDHB stated that an audit would be undertaken woripy 2 urology referrals, to
determine the consistency of grading.

Sending referrals to Auckland DHB for grading
CMDHB advised that the practice of referrals besegmt to ADHB for grading has
been reviewed and the volume of referrals audited.

“The tight timeframes for travel between clinicsCMDHB and ADHB mean it is
not possible for ADHB clinicians to also grade redés while they are present at
CMDHB for outpatient clinics and at this stage redés will continue to be graded
at ADHB.”

* CMDHB subsequently clarified that not all FSAs wcaithin this time-frame (see discussion of
“Waiting list management” below), although it does have the data to show this.
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CMDHB subsequently stated that 80% of referralsuiregan FSA within three
months, but although the DHB accepts that not fathese referrals are seen in this
time-frame, it does not currently have the meansetord this data. CMDHB states
that it is currently working to resolve this.

Referral logging

CMDHB advised that in 2007, urology referrals werat logged on receipt. The
practice has now changed. Once received at CMDHIBe#drrals are logged and
documented as having been transferred to ADHB fadigg. They are then logged
again on return to CMDHB. The referral manageméamp used for referrals has
also been enhanced to include eligibility informaatto further streamline the booking
process and to help prevent further delays cheaiigdility prior to a clinic booking
being allocated. The monthly audits being undendkethe Team Leader and Quality
Coordinator for the Referral and Appointment Centik include monitoring the use
of the stamp. Provisional results from the Julyitwaticated that there were no
delays in the expected referral turnaround timeweeh ADHB and CMDHB,
although the full analysis is not yet complete.

Waiting list management

CMDHB advised that the waiting time for patientsigeed a priority 2 FSA had

grown from 4 to 6 weeks, to 4 to 5 months. CMDHBte&tl that eight extra FSA

clinics were planned for July 2008, with a furtbgt clinics being negotiated. In

addition, outpatient clinics have increased fromcBdics per month to 38, with an

expected further increase in the number of cliticd4 per month by the end of June
2008.

CMDHB subsequently advised that additional clinf@ve been scheduled in the
evenings during September and planning is underfarag second Saturday “mega
clinic” to see 70 patients during the same monthesE clinics are addressing the
outstanding referrals to bring appointments int@ lwith clinical grading criteria by
31 October. As referrals fall due in their gradoajegory these will be reviewed by
clinicians and given a higher priority if require@GMDHB is proposing to develop
additional clinics to keep the waiting list timefnes within acceptable limits in the
future without the use of these “extra-ordinary swgas” which are not possible to
sustain on an ongoing basis.

Communication of waiting times

CMDHB advised that a process has been introducetgare that the patient and the
GP are informed if there are any changes from thdivg time they are initially
advised. The new sign-off process has been fughkanced to ensure there is clear
responsibility for communication around waiting & The FSA waiting times are
now being reviewed monthly and the waiting listmokledgement letters are updated
to reflect any changes to the expected waiting.time

Reasons for incorrect information about waitingesn
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CMDHB advised that information given to patient207 about expected wait times
was incorrect because it did not have robust peases place to regularly update the
standard patient and GP referral acknowledgemétgtrde This has now been dealt
with by reviewing and updating the waiting times @n monthly basis (see

communication of waiting times above). Previousiy letters included content based
on expected timeframes rather than “real time” wgiperiods, which are subject to
change depending on the number of referrals ansspres on resources in various
areas. There was definitely no intention to mislpatients or GPs. CMDHB accepts
the importance of ensuring they have accurate gmtb-date information about

expected delays, and believes that the changesilwiEs@bove should help address
this issue.

CMDHB review conclusion
CMDHB concluded its review report by stating:

“IMr C] experienced a considerable delay betwees GiP's referral to our
Urology Service and his first specialist appointineith the consultant urologist
despite being graded at Priority 2.

We are unable to explain the delay from 11 Jurigstduly, but are reviewing our
administrative procedures and current patients uthgeurology service to prevent
such a delay occurring in future.

CMDHB acknowledges that the delay to the first sdest appointment for the

urology [priority] 2 patients is both regrettabladaunacceptable. We take full
responsibility for this delay and have apologisedMr C] and are following up

issues identified during the investigation to preveereoccurrence.

The delay for a first specialist appointment is strmg CMDHB is actively
working on resolving. The Urology Service is cuthgrworking on strategies to
reduce patient delays and improve their serviceMDHB residents.

We have discovered several additional internal esysiprocesses ... where
processes are currently in the process of beingroweol and/or already
implemented. CMDHB [has] developed an action plagh [gs] working on getting

these improvements/actions implemented as quickjyoasible.

While some clerical/administrative issues have bmmtified, key issues are
service capability and waiting list managemenhewait time was 4-5 months.”
Ministry of Health advice
Dr Ray Naden, Clinical Director of the Elective @ees Programme at the Ministry
of Health, reviewed this case and provided theo¥alhg advice:

“I have confined my comments to the issues relatinthe waiting time for First
Specialist Assessment (FSA).
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The Ministry of Health Elective Services policy wudgs district health boards
(DHBSs), in responding to a referral for an elect8ecialist Assessment, to:

. advise patients and their primary care providertthwethe patient can
be seen by a specialist within six months
. ensure that patients so advised are seen withimsikhs.

It is expected that patients will be assigned gor@griate time to be seen within
the six months, according to their clinical prigritThe actual time from referral to
specialist assessment should reflect this priorRatients should be informed of
the time they can expect to wait. These expectatave covered in the Code of
Health and Disability Services Consumers’ Rightsj] éhe Medical Council of
New Zealand’'s ‘Statement on safe practice in anirenment of resource
limitation’, October 2005.

It is not ideal that patients assessed as pri@if2) should have to wait 4—6
months. However, when patients cannot be seeaasas clinically appropriate,
it is all the more important that they are pricetil well, so that the most urgent are
seen first. Assuming the assignment to P2 was gppte (this is not clear from
the information | have), within the group of pateassigned to P2, there will be a
wide variation from quite urgent to not very urgertsuspect Mr [C] would be
regarded as ‘quite urgent’, in terms of the con@dyout ‘cancer’ even if treatment
options were limited. The problem is the lack dfedentiation of priority within
this category P2, both in assigning the priority acting on it. Appropriate
prioritisation requires adequate differentiatiorivieen higher and lower priority
patients. This is not achieved when a large nurobg@atients are given a single
undifferentiated priority (such as ‘P2’). This ugs was addressed by the
Commissioner in an earlier case (Southland Uro@gyDC13909).

| strongly support the principle that available viees should be provided to
patients in accordance with their individual cledicpriority. This requires
appropriate assignment of priority relative to ethand ensuring that the assigned
priority is acted on. There are sometimes circunt#a which make this latter
difficult; however these circumstances need todeaiified and addressed as far as
possible. The needs of patients are not well sewhdn relative priority is
obscured by broad categorisations. It is fair tp that this is common in health
systems in New Zealand and in other countries. Nleekess it is cases such as
that of [Mr C] which show clearly the consequenfgsindividual patients which
can result.”

Independent advice to Commissioner
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Initial expert advice from general practitioner Bieith Carey-Smith

“In order to provide an opinion to the Commissionarcase number 07/01315, |
have read and agree to follow the Commissionerisi@ines.

My opinion is based on my training in general madicand general practice, and
my experience and ongoing education as a ruralrgkepeactitioner in Taranaki
for over 30 years. In addition | am a RNZCGP Costane Assessor. My
qualifications are FRNZCGP, Dip Obstetrics (NZ) abd(UK). | have no
conflict of interest in relation to this case.

Purpose | To provide independent expert advice about the chl®Ir
C] by [Dr B] and his practice over the period 24 W2006
to 25 May 2007.

[At this point in his report, Dr Carey-Smith sets the background to the case, the
documents sent to him, and the questions askedrofhwhich he repeats in his
report. This detail has been omitted for the puegasf brevity.]

General comments:

The background provided appears to be accurataddition | would make the
following general and specific comments:

1. The standard ahedical recordsis high, allowing me to reach a clear opinion
about the standard of care.

2. Consultation 24 April 2006 There is no comment in the records from [Dr B]
about what instructions were given to [Mr C] regagdnotification of results
and follow-up. Patients had access to the pragadiey, and it is presumed
that [Mr C] was aware of it, having previously ungiene a number of tests.
The records also indicate that the result was aadmoted, and a recall set for
a repeat in 3 months. However there is no indicati@at [Mr C] was notified
of the result at that time, and [Mr C] and his dateg state that he was only
told of this result in April 2008. (This differsdm the statement and records of
[Dr B], which indicated that the abnormal tests eveliscussed on 25 May
2007 when he was referred.)

The test was mildly abnormal, necessitating furthetion, and notification
was therefore to be expected according to the ipeaPlicy (notify patient if
‘significantly abnormal or needs actioning in somay’). The records then
indicate that a repeat test form at 3 months wamgéed, but not how this
form (or the reason for doing it) was communicate@Mr C]. A copy of the
covering letter sent by the nurse is not availabig, presumably was a form
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letter with no clinical contert.[Mr C] does not state whether or not he
received this letter. If he did, he did not have tlpeat test done.

3. Consultation 10 April 2007. This was conducted by a GP registrar and again
excellent records allow an opinion that the comgigh was carried out
appropriately. The concern was chest pain whicheirout to be due to a
heart attack, so that attention to other issueh ascthe previous PSA result
and missed follow-up was not appropriate. If obesdras might have
happened if a recall alert was set up), this mitgnte been notified in the
admission letter or followed up after dischargewads impressed by the
measures taken by the practice to follow up [Mia€ér his heart attack.

4. Consultation 9 May 2007 Another doctor saw [Mr C] because of
haematuria. Since he had recently undergone caaten in hospital the
doctor apparently considered this to be a likelysea A urine test was done
but full results of this were not provided to miee(notes say just ‘no casts’). If
haematuria has been confirmed on the urine testalgractice would be to
follow up with further tests. This was arranged rappiately when [Mr C] was
seen on 12 May. The test was positive so [Mr C] reaslled and seen on 21
May.

5. Consultation 21 May 2007 Appropriate interrogation and investigations were
carried out for the haematuria by [Dr B], includipgpstate examination, blood
tests and repeat PSA. When this result was fouha tmarkedly elevated, [Mr
C] was rapidly recalled (25 May) and according e tecords given a full
explanation of the possibility of cancer, and nefdrfor specialist attention
(the referral letter is not available to me). Aeapurine test was done on 9
June. During visits to the practice in August &&ptember it is admitted that
no check was made as to whether he had seen thmgyisto The records
indicate a ‘modified referral’ to urology on 4 Augjuno copy of this available
to me).

Subsequent events

There were further delays before the prostate cam@s addressed by the
specialist/hospital but this later period is na fubject of this advice.

Documentation

Records from [the] Clinic are of high quality, amdovide clearly the time
sequence of events. The records indicate that phoneersations are normally
recorded, which suggests that no information hazhl@ovided by phone to [Mr
C] about the abnormal tests and significance u2fil May 2007. Copies of

®> Commissioner’s note: A copy of the standard cdetter sent was provided to HDC.
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investigation results and referral letters woullbwal confirmation of the referral
quality and process.

OPINION

1. The standard of care provided to [Mr C] by th@lipic] in relation to his
urological problems(See below).

2. Advise on the adequacy of the GP assessmentharsiibsequent management
decisions, on 24 April 2006. In particular, was tthecision to repeat the PSA in
three months’ time appropriate?

The records along with [Dr B’s] comments indicateatt the complaint was
managed on 24 Aprii more than adequately. Histoexamination and
investigations were appropriate, and [Mr C] attehtte the blood test. The result
was checked and appropriate action taken in reme#tis in 3 months, although
in my view ideally the repeat test should have bdene earlier (ref 1, 2).
However it is likely that [Mr C] was not notifiedhen the result came back, and
was not aware of the need for, or the reason teateghe test. The practice’s own
policy was not fully complied with in this respect.

3. Comment on the adequacy of the systems in plaitee [Clinic] to follow up
[Mr C’s] 24 April 2006 PSA result of 10.8.

Several possible systems are available for this tfgollow-up:

1. Notifying the patient of the abnormal result at thme of receipt of the test
(either by phone or letter, or recalling the pdtiéor a consultation). If
indicated, the patient can be provided with a ledenform for a repeat to be
done at a later date.

2. Setting a recall at the appropriate date, for thgept to be contacted (by
phone or letter) and the repeat test requestethéopatient reminded if test
already ordered and not done).

3. Scheduling a repeat appointment at the appropdate to review and order
further tests (or noting to deal with the issughatnext routine appointment).

In my opinion, any one of these follow-up methaglsatisfactory for a result with
low risk of serious outcome (eg mildly elevateddg mild anaemia). However if
there is significant concern at least two of thevabshould be put in place. For an
abnormal result, the patient should ideally befreatiat the time, rather than three
months later. College standards include agreeirth thie patient the method of
notifying results, and having a process to deahwiatients who don't attend a
follow-up appointment to discuss the results (rgf 4n the case of a mildly
elevated PSA and absence of signs of prostate igdneeuld judge the situation
to be of only mild concern, but still significantherefore ideally the patient
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should have been notified when the test was redaeabeut the result and follow-
up arrangements.

Most men (approx ¥s) with mildly elevated PSA (unéiéy do not have cancer and
there are other reasons for an elevated resultljfrefHowever the likelihood of

cancer increases above PSA 10. In [Mr C’s] cadd, tve history of reluctance to
accept medical advice mentioned by [Dr B], methoda® appropriately chosen.
However immediate notification (method 1) was appropriate.

The failure to notify the abnormal test, and la€kndormation provided to [Mr C]
to allow fully informed consent, is likely to hagentributed to the failure to have
the repeat test done. In addition, discussion attmupros and cons of further tests
allowing full informed consent is particularly impant for PSA tests (eg if an
older patient is unwilling to undergo invasive pedares, further tests may be
unhelpful). These deficits are viewed with modemdisapproval.

4. Advise on the adequacy of the GP assessmentharaslibsequent management
decisions, on 10 April 2007, when [Mr C] attendeithvehest pain. In particular,
should the GP have noted the earlier PSA resuld, 4@ missed follow-up at 3
months?

The action taken by the registrar on this occasias appropriate, and the failure
to address the missing follow-up result is not ader®d to constitute a deficit in
care. However, since patients are seen in thistipeaby a number of different
doctors, an alert system indicating important ndssexalls would have allowed
this deficit to be addressed after the heart attack

5. Advise on the adequacy of the GP assessmentharsiibsequent management
decisions, on 9 May 2007, when [Mr C] attended vidlematuria.

The doctor involved conducted this consultation amcestigated appropriately.
Appropriate follow-up arrangements were made.

6. Advise on the adequacy of the GP assessmentharsiibsequent management
decisions, on 21 May 2007, when [Mr C] attendedwidematuria.

[Dr B] assessed the patient fully and to an adegusdndard, and ordered
appropriate investigations. Follow-up of the abnalrmesult was prompt and
thorough.

7. What standards are relevant to this case? Weesd standards complied with?

It should be noted that the place of PSA screeisimpt yet fully clarified, the test
has a significant number of false positives (andatiges), and some authorities
recommend avoiding the test over age 70 becausdiiease is often slow
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developing, and intervention reduces quality dd.lifesting over the age of 70 is
unlikely to save lives unless the man is otherwisexcellent health (ref 2).

Standards relating to informed consent are outlinediming for Excellence’ (ref
3) and are based on Rights 6 & 7 of the Code ofithleand Disability Services
Consumers’ Rights. This includes having informatewailable for patients to
assist them decide on a test or procedure, anddiagothis informed consent.
Indicator C 6.5.4 states ‘Clinical team membersudoent discussing contentious
screening tests with eligible patients in relatiom harm versus benefit'.
Testing/screening for PSA is recognised as a puoeedequiring informed
consent. Pamphlets are available for patients ljp éveplain the pros and cons of
PSA screening. Information to allow informed coriskeas not been provided in
this case. However since the test was done fondstg rather than true screening
reasons, these standards are only partially relegahis case.

In this case the test was done as part of diagnestik-up of urinary symptoms,

and is therefore not true screening. Most genewdtpioners include a PSA test
when investigating elderly men with urological ¢her non-specific symptoms (as
in this case). Cut-off levels for initiating furthénvestigations and referral are
inexact, and depend on age, frailty, co-morbidityd other factors, as well as the
rate of change of the PSA result over time. In garfer a 70 year old man results
over 6.5 would be repeated after a period of timeecheck. Results over 10
should lead to earlier review, and referral if tle@gel is confirmed or the level has
increased (ref 2). In my view, depending on thehessof the patient (not known

in this case), the test should have been repeatéidreahan 3 months. This deficit

is viewed with mild disapproval.

Standards relating to recall systems and manageohéest results are included in
the ‘Aiming for Excellence’ practice accreditati@tandards document (ref 3).
Indicator D10.3 covers managing test results, atldes a policy for tracking
and managing test results, informing patients abloeitprocedure for notification
of results, a procedure for identifying significamissing results, and recording
communications with patients informing them of desuAn additional RNZCGP
document also covers this topic (ref 4), includengystem for tracking results, and
for alerting the doctor if significant results hamet been received. The HDC
considers GPs are responsible to ensure the pa&iemhde aware of ‘significant’
results. In this case | would class the initial @iomal PSA as ‘significant’. [Dr B]
did not institute a tracking system other than3hmonth recall to repeat the test.
No follow-up system to ensure the repeat test haenbdone was in place.
However since this event the practice has institub@asures to ensure improved
tracking and follow-up. [Dr B’s] letter (27/6/08hdicates that the practice has
discussed and instituted changes. However a dacieas been made not to call
patients in to notify and discuss mildly abnormesuits. The reasons for this
decision are understandable, but alternative metlodchotifying patients about
abnormal results (eg phone call, letter) couldnstituted.
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8. Are there any aspects of the care provided ky[@linic] that you consider
warrant additional comment.

Protocols were in place for managing abnormal tdsis these were not fully
adhered to. The further measures now institutedhkypractice should lead to
avoidance of this problem in the future.

There is debate within general practice about hawmeffort should be put into
ensuring patients carry out tests (and take meditgt that have been ordered.
The gold standard would be three contacts (by plootetter) before assuming the
patient had declined. This usually happens witkical smear and other important
screening procedures. An essential requirementpfactices for Cornerstone
accreditation is an efficient recall system, anstesy for managing test results (ref
3). This practice has fulfilled the Aiming for Eximnce standards and appears to
have good systems. However the systems need tetta btilised for follow up of
any tests which are considered to be particulanlyartant. The changes described
and now in place should go a long way to achiettigaim.

CONCLUSION

Overall the care of [Mr C] by [Dr B] and the [Clajiwas of satisfactory standard
throughout, and the records and recall systems a@peopriate. However in this
case lack of information given to [Mr C] about lalsnormal test and the options
for further management did not allow full informednsent, and is viewed with
moderate disapproval. The practice systems weratilisied adequately in setting
a recall to ensure the blood tests had been camigdand viewed, although
systems are being improved, and this deficit has Imeen addressed. | would view
this deficiency with mild disapproval.

Although only mildly elevated, the initial PSA weaabove 10, and ideally
notification to the patient at the time, and earlellow-up should have been
carried out. This is also viewed with mild disapgab

It is accepted that patients have some resportgifli attending for relevant tests
and referrals. However to ensure this happensmiatieeed adequate information
about the reason for the repeat test, and in thée,cthis information was not
provided.

References:

1. Prostate cancer screening in NZ National Health @dtae April 2004.

2. PSA for the General Practitioner. Sticker & Phelpsological Society of
Australasia, 2005.

3. ‘Aiming for Excellence’ (An assessment tool for @eal Practice). RNZCGP
(Revised 2006, 2008).

4. Managing patient test results — minimising errBNZCGP 2005.

18 H)'( 3 October 2008

Names have been removed (other than Counties ManDkiB/Auckland DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Opinion 08HDC06165

Further expert advice from general practitioner Reith Carey-Smith

“In my opinion, a practice policy to track ALL orndl tests (as now introduced at
[the] Clinic), isnot essential, and (as pointed out by [Dr B]) resuitsignificant
workload. | would not expect all practices to test and the College Aiming for
Excellence does not require such a policy. Tragkih ‘significant’ tests is
however clearly established as a standard for gepgactice.

Thus the question in this case boils down to whetihe elevated PSA (done for
diagnostic and not screening purposes), was seffiigi elevated to justify tracking
the follow-up test. Although this is clearly a cenmtious area, with no clear
guidance from current guidelines, my opinion reradimat the follow-up test in
this case was ‘significant’, and therefore justiffellow-up and tracking according
to the existing College guidelines and the prattiogvn policy. My opinion takes
into account not just the abnormal PSA level, bigb ahe patient's age and
satisfactory clinical status. In addition | wouldrmally take into account the
patient's own opinion (after discussion), which didt happen in this case.
Therefore | differ from [Dr B] in this respect, batcept that opinions differ even
amongst experts in the field! It would be inteirggto do a survey on the topic.”
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Code of Health and Disability Services Consumers’ ights

The following Rights in the Code of Health and Ditity Services Consumers’
Rights are applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

(1) Every consumer has the right to have services geavivith reasonable care and
skill.

(2) Every consumer has the right to have services geavithat comply with legal,
professional, ethical, and other relevant standards

(5) Every consumer has the right to co-operation ampiyiders to ensure quality
and continuity of services.

RIGHT 6
Right to be Fully Informed

(1) Every consumer has the right to the informationt thaeasonable consumer, in
that consumer’s circumstances, would expect toivecencluding —

(c) advice of the estimated time within which tbevises will be provided; and

(f) the results of tests; ...
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Other relevant standards

In his advice, Dr Carey-Smith quoted from tH& &lition of the Royal New Zealand
College of General Practitioners’ publicatiochiming for Excellence: RNZCGP
Standard for New Zealand General Pract{2€08). The second edition, published in
2002, is more relevant to this case, although thedards are comparable to those
quoted by Dr Carey-Smith.

Indicator C.6.5

The practice targets patients in identified nati@maegional health priority areas.

« There is a process for active follow up of patieltsntified as having
conditions in a national or regional health outcqrierity area.

Indicator D.8.2

There is a system to manage patient test resudtsnaalical reports.

« There are procedures to track and manage patishtrésults, medical
reports, investigations and follow up missing resul

Opinion: Breach — The Clinic

April 2006 PSA test

Mr C’s PSA test on 24 April 2006 showed a raisectl®f 10.8jug, which my expert,

Dr Keith Carey-Smith, considered “mildly abnormakcessitating further action”.

However, there is no evidence that Mr C was toléavah PSA result means or of the
significance of his raised level. Dr B believesttha would have tried to contact Mr C
by telephone and invite him in for a face-to-fac@sultation (since PSA results are
complicated to explain), but he did not documeit. th

At the time any test is proposed, patients havigla to be told by their doctarhy
the test is recommended, anwtlen and howihey will be informed of the results. If a
doctor or medical centre has a standard practiaebhotifying normal test results,
patients must be informed and their consent obdaiie non-notification in such
circumstances. It must be made clear to patieatsthiey are entitled to be notified of
all test results, and that even if they agree to bi#éiewonly of abnormal results, they
are welcome to call the medical centre and chedkeiir results have been received
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and what they are. Finally, in the absence of @hgroarrangement being made, when
results are received by a medical centre, the matieust be informed. This is
especially important if the results raise a clihmancern and need follow-up.

Keeping patients well informed in this way is funtental to good medical practice.
Patients need this information if they are to betrgas in their own care. This
approach recognises their autonomy — that it ismaltely the patient’s choice
whether to follow medical advice and have a tesbuding when and how results will
be notified is reassuring for patients, and alsovigles an important safeguard. A
patient who knows that a test is being undertalegabse of a clinical concern, and
that the results should have been received by t@icedate, can play a valuable
backstop role by checking with the medical centrthat date has passed and they
have heard nothing further. In a complex healthesgswhere results sometimes go
astray, patients are right to assume that “no nele&€s not necessarily mean “good
news”.

On the evidence available, Dr B did not explairvioC why he was having a PSA
test, nor when and how he would be notified ofrésults. Mr C was not told that his
result was a “mildly elevated” PSA of 10.8ug/L, nwhat this meant. The only
information Mr C was sent by the Clinic (although llas no recollection of receiving
it) was a letter saying “you are now due for a didest”, enclosing a laboratory
request form for another PSA blood test and umse t

Doctors are often quick to talk about patient resgaility and patient compliance. Of
course patients have a key responsibility for tgldteps to look after their own health.
But a 70-year-old patient who does not know whybeeded to have a blood test, nor
what the results were, can hardly be held resptangib not having a follow-up test
on the basis only of a standard form letter.

I conclude that the Clinic breached Right 6(1) loé tCode in failing to properly
inform Mr C about the need for the PSA tests amdrésults of the April test. To his
credit, Dr B accepts full responsibility for thelfme to properly inform Mr C.

Follow-up of April 2006 PSA test

As noted above, Mr C was sent (by letter dated ) & request form to have the
PSA test repeated, but he did not have the seastigpérformed. The Clinic took no
action to follow up the matter when no further Pt®at result was reported. Mr C was
lost to follow-up until a year later, in May 2007.

Dr B submitted that “[o]nly the most exemplary ahgtices would have had a system
in 2006 to ensure that a requested blood test wé#act carried out”. He added that
the Clinic had an accredited system for trackingvical screening and “certain
important tests”, but not “routine tracking of btbtest requests”.

It may be debated whether Mr C’s PSA was just aitine blood test request”. My
advisor, Dr Carey-Smith, described it as a “siguifit result”, stating that Mr C’'s PSA
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was “sufficiently elevated to justify tracking thfellow-up test” that had been
recommended.

It might be argued that if the second test was mamb enough to recommend, it
warranted tracking by the Clinfcln fact the Clinic did have a system to track
“cervical smears and histology and certain impdrtasts”, but not all blood test

requests (including a follow-up blood test).

Dr B submitted that the Clinic’s tracking system 2006 was at least up to the
standard required by professional standards — afirewd by the Clinic’s obtaining
Cornerstone Accreditation in September 2006. Ewe2008, the relevant Royal New
Zealand College of General Practitioners indicdtor‘a system to manage patient
test results” requires only that the practice leprbcedure to identify missing results
of patients with significant cytology, histologysteand urgent referralg”.

Dr Carey-Smith accepts that in relation to systémsnanage patient test results,
“opinions differ even amongst experts in the fiel@iven the varying opinions, even
in 2008, | do not consider it justified to find thae Clinic breached Right 4 of the
Code in 2006 in failing to have in place a systbat tracked all blood test results, or
even somewhat significant blood test results.

I note that the Clinic now has a system that watk every blood test requested, with
automatic follow-up after two weeks has elapsedhwib results reported. That is an
exemplary standard of care. | commend the Clinichenchanges it has made and in
its commitment to high standards of patient care.

Opinion: Breach — Counties Manukau District Health Board

Introduction

District health boards owe patients a duty of dardandling outpatient referrals,

under Right 4(1) of the CodeThis duty applies to referrals from GPs within the
district and from other DHBs. A specific aspecttloé duty of care is the duty to co-

® In case 99HDC11494 (7 May 2001), | stated: “In wigw any test ordered where the doctor has
reason to suspect a cancer diagnosis requiresaatjy® follow-up by the referring doctor.” Furthén,
case 02HDC13523 (4 February 2004), | highlightesl nkeed for efficient systems for handling test
results and referrals, particularly in cases whleeediagnosis may be serious.

" Aiming for Excellence: RNZCGP Standard for New Zedl General Practic§2008), indicator
D.10.3-4.

8 For fuller discussion of a district health boardigy of care in handling outpatient referrals, sages
07HDC19869 and 07HDC20199 (3 October 2008).
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operate with other providers to ensure continuitycare, under Right 4(5) of the
Code.

Loss of referral

Following Dr B’s referral of Mr C to the Urology 8eéce and the prioritisation by Dr
D, the referral was “lost” for six weeks betweenJihe and 25 July 2007. CMDHB
has been unable to ascertain how or why the réfeas lost

A district health board must have robust systemsnfi@anaging referrals, so that
referred patients do not fall through cracks in systent® Mr C was let down by
CMDHB staff and the system responsible for ensuitiirag the referral was actioned.

CMDHB did not have an appropriate referral receipstem in place for urology
services in 2007. In handling the referral, CMDHRldd to co-operate with Mr C’s
GP to ensure continuity of care. Accordingly, CaemtManukau DHB breached
Rights 4(1) and 4(5) of the Code.

Information about waiting times

Right 6(1) of the Code gives patients the righteceive full information about their
condition and treatment options, including advid®w the estimated time within
which services will be provided. This duty appliesGP referrals of patients for first
specialist assessmertts.

Although the actual waiting time for a first spdishassessment (FSA) at the time of
Mr C’s referral was four to six months, both he dnsl GP were advised by letter
from CMDHB that the wait was four to six weeks. Tdetual waiting time was well
known to CMDHB, and that is the information thabshld have been given to Mr C
and Dr B. Had he known of the expected delay, [@oBId have taken further action
to expedite the process, and could have monitore@’scondition more closely. For
his part, Mr C may have been in a position to abersalternative options, such as
private medical care, had he known of the longyjedad been told of the option of
being treated as a private patient.

Mr C was provided with misleading information fro@MDHB about the expected
wait for an FSA appointment. Accordingly, CountManukau District Health Board
breached Right 6(1)(c) of the Code.

° | note that CMDHB is undertaking a full review tife Urology Service, and has already improved
systems to prevent a similar event occurring.

% For a recent HDC case on a DHB’s duty to manageatient appointments appropriately, see:
http://mww.hdc.org.nz/files/hdc/opinions/06hdc15888thalmologist.pdf (28 May 2008).

1 Seehttp://www.hdc.org.nz/files/hdc/opinions/04hdc13968logist,dhb.pd{7 April 2006).
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| note that CMDHB has apologised to Mr C for théags. | also note that CMDHB is
continuing to review its Urology Service in assdiola with Auckland DHB, and that
significant efforts are being made to reduce thitimgatimes for FSAs.

It is clear that further work is still requiredftinis area. | note in particular advice from
CMDHB that, while 80% of referrals are categorisadrequiring a patient to be seen
within three months, the DHB does not have the datahow how many of these
patients are actually seen within this time-framéhough the DHB accepts that it is
not all.

Other comment

Waiting times for outpatient appointments

There are three issues in this case that reldteetoare provided to Mr C by Counties
Manukau District Health Board: the inadvertent ladsthe referral in the internal

systems; the inaccurate information relating totwgitimes provided to Mr C and Dr

B; and the wait of four to six months due to a lkeged waiting list. Of these, the
most important to Mr C is undoubtedly the latter.

Fairness supports the use of prioritisation toglsh as the referral tool being used by
the three Auckland district health boards to ptisei patients for FSA. As noted by Dr
Naden (on behalf of the Ministry of Health), itimportant that large numbers of
patients are not given a single undifferentiatadrfty (such as ‘P2’). | agree with Dr
Naden’s observation that “the needs of patientsnatewell served when relative
priority is obscured by broad categorisations”, stmng that occurs in New Zealand
and in other countries. It is also important tHaliowing appropriate prioritisation,
patients are actually seen within specified tinsares.

Recommendations
« |l recommend that the Clinic apologise to Mr C tsrbreaches of the Code.

+ |l recommend that CMDHB advise HDC B§ January 20090of the progress of the
review of the Urology Service, and provide a copyhe final review report to
HDC.

Follow-up actions

* A copy of this report, with details identifying thearties removed (other than
Counties Manukau District Health Board and Auckl@nstrict Health Board, my

3 October 2008 H)’( 25

Names have been removed (other than Counties ManDkiB/Auckland DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Health and Disability Commissioner

advisor, Dr Carey-Smith, and Ministry of Health i@¢ial Director Dr Naden), will
be sent to the Minister of Health, the Quality loygment Committee, the Health
Information Strategy Action Committee, the Direet@eneral of Health, the Royal
New Zealand College of General Practitioners, &iedRoyal Australasian College
of Surgeons, and placed on the Health and Disal@ibmmissioner website,
www.hdc.org.nzfor educational purposes.
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Names have been removed (other than Counties ManDkiB/Auckland DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



