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SUMMARY

The Ombudsman is issuing this Public Report to illustrate how a state service like the Vila
Central Hospital can fail to carry out an effective service to the public where proper
administrative procedures are either absent andfor not followed. Because of this failure,
patients may be deprived of a proper standard ef health care delivery as expected.

The Vila Central Hospital (VCH) has a duty to see that patients' files are properly recorded
and kept according to the Archives Act of the Republic of Vanuatu. The Management Team
of the VCH (formerly headed by Mrs. Michelle Sheehan) had gathered certain patients' file
and put them in the former nurses’ common room. This enquiry found that some of these
files were less than 15 years old and hence, were not ready to be archived according to the
Archives Act. The files that were put in this room were in total disarray in a room that was
not secure,

The VCH had requested the assistance of a Medical Records Advisor (MRA) to the hospital
to suggest improvements to the current system of storing medical records. The MRA issued
a reporl recommending for improvements to administrative procedures and patient record
keeping and management. This report was never acknowledged by the Acting Chief
Executive Office nor the Management Team of the Vila Central Hospital and therefore, the
recommendations were never implemented.

Following this enquiry the Ombudsman found that the Vila Central Hospital Management
may have breached the Archives Act by not ensuring that patients’ files are properly archived
as set out in this Act. Secandly, health care may have been compromised to some patients
in this way as their files may have been archived prematurely.

The MRA for the Hospital came with the assistance of aid donors. As the VCH Management
failed to carry out the recommendations, valuable money and time was wasted in bringing in
this adviser to the country. Accordingly, there were no feasible improvements made in the
administration of patients' files.

In addition, the VCH has a duty to inform patients of their right to lodge a complaint, The
Hospital had issued a Complaint Form to be used by patients but there was not enough
public awareness to make patients aware of how to lodge a complaint using the form.

The Ombudsman found that the failure by Vila Central Hospital to ensure that patients used
the complaints procedure put in place is in breach of the principles of good governance,
accountability, fransparency and "good administrative practice" to service delivery promoted
by the Comprehensive Reform Program (CPR).

Based on the above, the Ombudsman has recommended that patients' files are archived
according to the Archives Act. The Ombudsman alse recommended that the present VCH
Management urgently examine and implement the recommendations of the MRA. The
Ombudsman also recommended that the VCH carry out an effective public awareness
program of their complaint procedures so that patients are aware of their right to complain
and how to file a complaint against the hospital.
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JURISDICTION

The Constitution and the Ombudsman Act allow the Ombudsman to look into the
conduct of government, related bodies, and Leaders. This includes the Vila Central
Hoapital, a state service under the Ombudsman Act.

PURPOSE, SCOPE OF INVESTIGATION AND METHODS USED

The purpose of this public report is to present the Ombudsman’s findings on certain
administrative practices that were carried out at the Vila Central Hospital that are
contrary to certain legislation and national policies. The Ombudsman has also made
recommendations so that improvements can be made to the system of administration
carried out by the Vila Central Hospital Management Team.

The scope of this investigation is to establish the facts about why the Vila Central
Hospital did not properly archive patients' file, carry out the recommendations of the
MRA that attended to the Hospital and to inform patients of their rights. It is also to
determine;

E whether the administrative practice that the former Vila Central Hospital
Management Team has taken to archive patients' files is in compliance with
Archives Act

. whether their actions for not carrying out the recommendations of the MRA can
be justified, and
. whether their actions in not informing patients of their right to complain about

service at the hospital is in line with the principles of Good Governance.

This Office collects information and documents by informal request, summons, letters,
interviews and research.

RELEVANT LAWS, REGULATIONS AND RULES
CONSTITUTION OF THE REPUBLIC OF VANUATU

The Constitution gives authority to the Ombudsman to carry out an
investigation intc a complaint that is received from a member of the
public who claims to have been a victim as a result maladministration by
a government department. Appendix 'A'.

OMBUDSMAN ACT NO 27 OF 1998

The Ombudsman Act gives authority to the Ombudsman to carry out an
investigation into the conduct of any government agency. The
government agency that is being investigated in this public repott is the
Vila Central Hospital, which is a state service. Appendix 'B'.

ARCHIVES ACT

The Archives Acl stales "that all public archives of the age of fifteen
years or over that are evidence of private personal [sic]or property rights
shall be transferred to the custody of the Archivist and be deposited in
the National Archives. They shall be kept in the National Archives until
such a time when they can be destroyed".

Any person who contravenes or fails to comply with any provisions of
this Act commits an offence and shall be liable on conviction to a fine not
exceeding VT,100,000. Appendix 'C'.
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GENERAL PRINCIPLES OF GOOD GOVERNANCE

One of the principles of good governance that is in line with the
Comprehensive Reform Program (CRP) currently taking place in the
country is the knowledge of the right to complain, Citizens who have
peen subject to maladministration, must know how to make a
complaint. Public education is essential so that citizens are aware of
this. Appendix 'D'.

OUTLINE OF EVENTS

In 1898, the Ombudsman commenced an enquiry into the Management of the Vila
Central Hospital fellowing two complaints that were received.

The first complaint was that patients' files would suddenly go missing from the Hospital
especially in case where a patient dies in the Hospital and there are suspicions of
malpractice.

The second complaint was regarding a patient who attended at the Vila Central
Hospital on 22 June 1898 around 8:00pm. He had to wait until midnight until a doctor
came to examine him. When the Ombudsman made an enquiry into the matter, he
requested this patient's file but the Hospital could not find it anywhers.

On 23 September 1999, the Ombudsman received a reply to his enquiry by the former
Medical Services Manager, Dr Lesley Everard. In her reply she stated the following:

. Patient records not in use are stored in the Medical Records section, which is
staffed during office hours by two clerks. After hours the Nurse on duty has
access to the records that are needed for patient care.

. The record of a patient admitted to the hospital will accompany the patient to the
ward and be kept on the ward for the duration of the admission. When the
patient is discharged the record is returned to Medical Records.

In the case of a patient who dies the record is sent to the Statistics Office.

All Medical staff have access to records but if a medical record is taken out of the
department. the member of staff borrowing the record and the location of the
record is noted on a board in the department.

. Records should not be removed from the Hospital premises without the
permission of the Medical Services Manager or the Chief Executive Officer.

Dr Everard also requested that there be a meeting held between the Vila Central
Haspital and the Ombudsman's Office to discuss this matter further.

A meeting was arranged and held on 8 November 2000 at the Vila Central Hospital
betwean the Hospital Management, the Ombudsman and two officers of this
Ombudsman.

On our visit to the Vila Central Hospital on that date, we were advised of the following:

. When a patient visits the Hospital during working hours and it is a first visit, they
are assigned a medical record number by the Clerk. The palient's personal
information is taken. However, this kind of information can be very general
especially with addresses, for example, a patient's address may be known as
Freshwota in general. Sometimes patients may have more than ohe name so it
makes it hard for the Clerks to retrieve a file.

. There have been recent improvements to this system. The Management Team
has introduced attendance fortns to the OPD. This form which is green, is filled
in for patients who have forgotten their number or whose files can not be found
by the Clerk. Later when the patient's file is found, the attendance form will be
put in it. At the time of our visits, it was in effective use by doctors at the VCH (a
copy of this form can be found in Appendix 'E'),
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- If however, the complainant finds that the problem is not adequately addressed
then he or she can take their complaint elsewhere like the Ombudsman's Office.

" The chart that will be up on the walls will be in simple English for everybody to
understand. The Ombudsman suggesled that the forms be in all of the three
national languages, English, French and Bislama.

“ The Chart will be on trial for 6 months after which it will be reviewed again to see
if it is effective. It is hoped that the chart will be effective from January 2000.

. The Management Team of the VCH which consists of the Chief Executive Officer
(CEO), the Director of Hospitals, the Medical Services Manager, the Nursing
Services Manager and the General Services Manager, meets every Tuesday at
8:00am.

. The hospital appreciates that when the Office of the Ombudsman receives a
complaint against the Vila Central Hospital that we make sure that the
complainant has approached the Hospital already and their complaint has been
registered. The Ombudsman agreed to this so that this office can process
complaints more efficiently and quickly.

THE MEDICAL RECORDS ADVISOR TO THE VILA CENTRAL HOSPITAL

On 29 March 2000, the former Medical Services Manager, Dr Lesley Everard advised
that the MRA from Australia had arrived the week before. She was initially staying for
three months atter which her work would be assessed and if there she is required to
stay longer then her work permit would be extended. After 3 months, she will prepare a
report and make appropriate recommendations. The MRA's aim is to sort out all
patients' record numbers, place an appropriate system for filing and update the
computer system. At that time, the VCH was also hoping to get some assistance with
filing from the Australian Navy Boat that will be coming to Port Vila in April.

On Tuesday 7 September 2000, two of the officers of the Ombudsman visited the
Hospital to follow up on the Medical Records Adviser's (MRA) report and to see the
other improvements that the VCH has made since our last visit on 8 November 1999,

On our visit to the Hospital, we found that there was a new Medical Services Manager,
Dr Hensley Garae. The former Medical Services Manager, Dr Lesley Everard is now
the Pediatrician in the Children's ward as a result of an internal transfer that took place
in May 2000. We had to explain 0 him about the past meetings that took place
between the Hospital and representatives of the Hospital Management Team.

Dr Garae was, however, able to confirm to us that an MBA, Ms Anne Coote, had come
to the Hospital on a three-month contract to improve the record system of the Hospital.
He was not sure of the date that she left but it was probably in June or July 2000. Dr
Garae admitted that he did not know about any report that the MRA was supposed to
prepare. We therefore had to wait and ask the Acting CEQ, Mrs. Valentine Ronoleo
about this report.

When we spoke with Mrs. Ronoleo, we mentioned to her that the Ombudsman's Office
did not receive a copy of the MRA's report and we do not know what recommendations
she had made. Mrs. Roncleo admitted that she had not read the report so she did not
know what recommendations were made.

Dr Garae stated that there had been a meeting between the MRA, the former
Management Team and all the Doctors, about the new record system that would be in
place. He menticned that the former Management Team decided to gather all the old
patients' records from the year 1892 and place them in the former Nurses Common
Room/Library. Dr Garae slated that in the meeting, he had objected that the records
be placed in this "insecure room". He suggested the records be archived at the
National Archive and raised the fact that they canneot destroy any records that are
under 15 years old. In addition, before they destroy any records, the Naticnal Archive
and the Head of the Department has to give authorization. Dr Garae stated that in his
aption, the previous Management Team was at fault in this regard.

Dr Garae stated that when patients ask him about their individual file, and it cannot be
found in the Records room, he tells them the truth that the Management Team had
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- There are only twa (2) Clerks available so the introduction of the new form has
caused more work for them. Anaother staff member was taken from the laundry to
come and assist the two Clerks however, staff required formal training to do this
job and this takes time.

. The Hospital cannot afford a full time Clerk so if a patient is admitted during the
weekend, a medical record number may not be issued until a Clerk is available.
In the past medical record numbers for deceased persons were refused by the
Clerks. However, this practice has been stopped.

. Medical record numbers are beginning to be computerized but the numbers anly
reach 1000. When a patient's number cannot be found on the computer then the
Clerks have to physically go through the files to find it.

. Cards are also issued at the Hospital far patients beginning from 1998 however,
palients tend lo lose them. There is now a fee of VT400 that is charged far
patients who lase their cards.

The former Hospital Adviser, Mr Peter McGregor was negotiating at the time of our visit
with a Medical Record Adviser (MRA) to come from Sydney in December 1999 to
assess the present management of medical records and to give any recommendations.
The MRA would make recommendations for all 5 hospitals in Vanuatu.

The system in place now is when a file is taken from the medical record room, the
persen will record it on a board that is in the room. When a file is taken to a ward, it is
placed on a trolley that is found in the ward. They are placed according to a number
that corresponds to the bed number of the patient. Currently nursing staff is
responsible for the files during this time as they do not have a Clerk working in the
wards. When the patient is discharged, their file is returned to the medical record
room.

When a file goes missing, the following steps are taken:

. The ward register book is checked.
. The medical records and statistics offices are checked.

Medical staff is also discouraged from taking the files home.

The disciplinary measures for remaval of files from the Hospital without the permission
of the Medical Services manager or the CEQ or staff who lose files are as follows:

> The Medical Services Manager will ask the staff member to return the file. If the
file is not returned or the files are removed frequently, the matter will be referred
to the internal disciplinary committee.

° The internal disciplinary committee may decide to refer the matter to the Health
Practitioner's Board if It is very serious and suspension of the staff member by
the Public Service Commission will be considered.

= |f there is no registration by the last user of the file then the matter is left as it is.

IMPROVEMENTS IN THE SERVICE OF THE VILA CENTRAL HOSPITAL

410

On 21 November 1898, there was a meeting held between the Ombudsman, two of
his officers and Mrs. Michelle Sheehan. Mrs. Sheehan explained the following:

. There will be a chart in all of the wards at the VCH to explain the procedure for
lodging a complaint.
. On the chart, it will show the first person that contact should be made with if
there 13 a problem. This will be the Nurse in charge of the ward and if the Nurse can
resolve the problem, then it will not be taken to the complaint stage.
s If the problem is not resclved then the patient can lodge a formal complaint.
. The patient will be given a Complaint Form (See Appendix 'F') o complete for
the Management Team to resolve.
. The completed Gomplaint Form is given to the Executive Secretary to register
and issue a number to be placed into the computer system.

. The Management will then consider the Complaint Form and will try to resclve the

matter.
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decided to discard them. We were able to visit the old Nurses Common Room/Library
and we found that the files that the Australian Navy had assisted with were on the floor
and they were in total disarray. Some files were open and four cats making themselves
at home on top of the files. The files were not boxed but scattered all over the place for
anycne ta see. The Nurses” Common Room is not secure as the main door was not
locked when we visited. The glass door was also broken.

Dr Garae also advised that the Management Team that made the decision to move the
files to the former nurses’ commeoen room were :

E Mrs Michelle Sheehan, Director of Hospitals

. Mrs Valentine Ronoleo, Nursing Services Manager and Acting CEQ from
January 2000,

i Dr Lesley Everard, Medical Services Manager

= Mr Gideon Ronoleo, General Services Manager

- Mr Stephen Thomas, Pharmacist

Mr Darren Penny, Emergency Service Manager.

The evidence that we obtained from our visit to the Hospital on 7 September 2000 is as
follows:

. The recommendations that were made by the MRA in her report were not
implemented as the Hospital Manager and the Medical Services Manager at that
time had not read the report. The Medical Records Manager was not aware of
the repert therefore he did not know what recommendations were made. The
change in the Management Team may have contributed to this. The Office of the
Ombudsman only saw the MRA's report when the two officers of the
Ombudsman visited the Hospital at this time. A copy of this report can be viewed
in Appendix ‘G'".

. Files of patients taken out of the Record room by the Australian Navy were not
properly archived. The files that were left in the fermer nurses' common room
dated from 1892 meant that some of them were less than 15 years old.

. Patient's rights are not displayed on a chart in the Wards so that the public is
aware of how to lodge any complaints that they had. There is not enough
awareness of patients’ rights.

- Nurses in charge of the wards admitted that they were not explaining the internal
complaint procedure forms to the patients due to shortage of staff and, busy
schedules. The Ombudsman staff that visited the Hospital took time to visit the
wards and speak to the patients. The patients that we spoke with were not
aware of the complaint forms even though they had some grievances.,

RESPONSES BY THOSE WITH FINDINGS AGAINST THEM

= A Working Paper was issued on 7 June 2001 and it was given to those that were

implicated in the Paper and the present Hospital Management to respond to its
contents before a public report is issued. The following responses were received :

On 12 June 2001, a response was received from Dr Hensley Garae. He stated in his
response that the persons who were involved in the decision to remove the patients’
files to the former nurses’ common room was the former Management team that was
headed by Mrs. Michelle Sheehan (please refer to section 4.18 for the details of the
members. They must be held accountable for their actions.
Dr Garae also stated that he was not “part of the mess” that took place at the
Hospital nor seme of his celleagues that are new to the Management Team.

On 12 June 2001, two of the present members of the Management Team visited the
Ombudsman's Office to give their response to the Working Paper. They are
Mr. Stephen Hosea and Ms Andrea Garae.
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They advised that although they are in the Management Team, they only attend
meetings when they need to talk about drugs, supplies, equipment and donation.
They both work in the Central Medical Stores, which does not come within the
Hospital structure.

However, they are glad that the Ombudsman is pursuing this case because they
are not happy about how files were being left in a room and not preperly archived.
This also brings into question the credibility of advisars to the Hospital. Some of
them do not respect ni-Vanuatu.

This is the second incident where files were not properly archived. The first incident
was when the French Hospital was closed at George Pompidou and was
transferred to the Vila Central Hospital. Many patients’ files were burned.

On 20 June 2001, the Ombudsman received a response from Mr. Honore Moarris.
Mr. Morris explained that he was not a member of the Management Team. However,
previously the Ombudsman was advised that Mr. Morris was a member of the

anagement team. We would like to take this opportunity to apologize for this error.

Mr. Morris went on to advise that in 2000, Mr. Darren Penny who was in the
Management Team was geing to leave in August of that year so Mr. Morris was
asked to be his counterpart to attend the Management meetings. However, he was
not part of the Team that made the decision on patient records. He only attended
some of the meetings.

Mr. Morris at the time of his response was working in the Out Patient Department
(OFD) of the Vila Central Hospital. The issue of the files was affecting their work
seriously at that time. Sometimes when there is an emergency the patient’s file
could not be located so nurses and doctors did not know the patient’s medical
history. Some patients who attended the OPD and who have been long time
patients of the Hospital also had their files missing.

On 29 June 2001, the Ombudsman received a response from
Mrs. Leipakoa Matariki and Mr. Gideon Ronoleo on behalf of the Vila Central
Hespital Management Team. They raised the following paoints in their response :

* The current Management Team had never sean the report presented by
Mrs. Anne Coote. Had they received the report, they would have studied it and
considered the recommendations made by her. Ms Coote had presented a copy
of the report Mrs. Sheehan, the head of the former Management Team.
Mrs. Sheehan's secretary, Mrs. Helen Aru had given a copy of the report to the
Ombudsman’s Officers at the time of our visit on 7 September 2000.

+ After Ms Coote compiled her report, she should have presented it to the VCH
Management Team prior to the submission. This is to ascertain that the
Management Team is aware of her recommendations.

* The current Management Team was currently recompiling the patients' files that
were left in the students’ common room. The Hospital Statician will try to sort
them out to see which ones will be going to the archives and which ones are to be
returned to the filing room in the Qutpatients Department,

* The Management Team will alsc be raising its concerns to the Ministry of Health
that in future, any consultants assigned to carry out any task of responsibility in
the hospital should work closely with the Management team. in order to avoid
issues of this nature.
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FINDINGS

Finding 1: THE FORMER VILA CENTRAL HOSPITAL MANAGEMENT MAY
HAVE BREACHED THE ARCHIVES ACT

The former Vila Central Haspital Management Team that was headed by
Ms Michelle Sheehan had a duty to oversee the day to day management of patients’
files so that maximum health care is delivered to each patient.

In one of these Management Team meetings, a decision was taken to gather all the old
records from 1992 and place them in the former Nurses Common Room/Library. The
files were placed in this room and were not properly archived. Since some of the files
are not old enough to be archived as stated in the Archives Act, the Management Team
may have breached section 7(1) (b) of the same Act. This section of the Act states that
"All public archives of the age of fifteen years or over (other than those which under
any Act are required to be held in the custody of a specified person or Government
office) which in the opinion of the Archivist are of sufficient value to warrant their
preservation as evidence of ...public or private personal [sic] right shall be transferred
to the custody of the Archivist and be deposited in the National Archives."

The former Management Tearn failed to forward patients' files that are aver fifteen
years to the National Archives to be archived until such a time that they can be
destroyed as provided for in section 13 of the Archives Act (see Appendix 'C').
However, the present Management Team is currently making efforts to recompile these
tiles as stated in their response in section 5.5 above.

Finding 2: THE FORMER VILA CENTRAL HOSPITAL MANAGEMENT FAILED
TO CONSIDER AND CARRY OUT THE RECOMMENDATIONS
THAT WERE MADE BY THE MEDICAL RECORDS ADVISOR

The former Vila Central Hospital Management Team that was headed by
Mrs Valentine Ronoleo had a duty to carry out the recommendations of the Medical
Records Advisor, Ms Anne Coote, who is an expert in the field of the administration of
patients' files.

The acting Chief Executive Officer (CEQ), Mrs. Ronoleo claimed that the
recommendations were not implemented because she had not read the report. The
CEO did not know that such a report existed until the time of interview with
representatives of the Ombudsman.

Such a claim by Mrs. Ronoleo cannot be accepted as she was a member of the
Management Team that was formerly headed by Mrs. Michelle Sheehan. Aid donors
had assisted the Vanuatu Government in providing an advisor to assist with any
improvements to VCH administration and services as well as other hospitals in
Vanuatu. For the Management not to consider the MRA's report and carry out the
recommendations can be seen as a complete waste of valuable time, expertise and
money.

Recommendations by the advisor were reasonable and followed standard hospital
procedures. The Management had a duty to follow them to improve the quality of
patient care at VCH.

Finding 3: THE VILA CENTRAL HOSPITAL MANAGEMENT TEAM FAILED
TO INFORM PATIENTS OF THEIR RIGHT TO COMPLAIN ABOUT
HOSPITAL SERVICES.

The Vila Central Hospital Team, both the former and present cne, failed to inform

patients of their right to complain about hospital services or carry out enough public
awareness on the matter.

10



When the representatives from the Ombudsman's Office visited the VCH and spoke
with some of the patients in the wards, most patients were not aware of their rights to
compiain. One of the principles of Good Governance that is in line with CRP is that
people must be given or made aware of their "right to complain®. Every person who
has suffered an infringement of a right must know that they have a legal right to
complain and must know how to make a complaint. Patients at the Hospital at the time
of our visit did not know that a "Complaint Form® existed. The VCH Management had
therefore lailed 1o carry out enough public education or awareness on this matter.

7. RECOMMENDATIONS

The Ombudsman makes these recommendations based on the above
findings to resolve these matters and prevent them from occurring again in
the future.

7.1 The Vila Central Hospital Management should pass all patients' files that are
over 15 years of age and are no longer in use, to the National Archives as
required by the Archives Act to be archived until such a time when they can be
destroyed.

7.2 The present Vila Central Hospital Management must ensure that the

recommendations of the MRA are carried out and give urgent attention to this
matter.

7.3 The Vila Central Hospital Management must ensure that effective public
education is carried out so that public is aware of their right to complain and how
to lodge a complaint.

7.4 Charts should be put in all the wards to inform patients of their rights and

Complaint Forms should be made available to patients or displayed in a
prominent area in the ward.

Dated the18th day of February 2002,

Hannington G. ALATOA
OMBUDSMAN OF THE REPUBLIC OF VANUATU

11
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Appendix 'A'
CONSTITUTION

ENQUIRIES BY OMBUDSMAN
5 (1) The Ombudsman may enquire into the conduct of any person or
body to which this Article applies-

s upon receiving a complaint from a member of the public (or,
if for reasons of incapacity. from his representative or a
member of his family) who claims to have been the victim of
an injustice as a result of particular conduct.

13



Appendix 'B'
OMBUDSMAN ACT NO. 27 OF 1998’

FUNCTIONS OF THE OMBUDSMAN
11. (1) The Ombudsman has the following functions:

(a) to enquire into any conduct on the part of any government
agency.

14



Appendix 'C'
ARCHIVES ACT NO. 13 OF 1992
PART 3
CUSTODY AND PRESERVATION OF ARCHIVES
DEPOSIT OF PUBLIC ARCHIVES IN THE NATIONAL ARCHIVES

7. (1) Al public archives of the age of fifteen years or over (other than
those which under any Act are required to be held in the custedy of
a specified perscn or Government office) which in the opinion of
the Archivist are of sufficient value to warrant their preservation as

(b)  evidence of public or private personal or property rights or

civic rights

shall be transferred to the custody of the Archivist and be deposited in

the National Archives.

DESTRUCTION FO ROUTINE PUBLIC ARCHIVES

13. The Archivist may authorize the immediate destruction, or the
destruction after the expiration of such specified time as may be agreed
upon between the Archivist and the head of the Government office

concerned, of any specified classes of public archives that -

{a) by reason of their number, kind or routine nature de not in his
opinion possess any enduring value for preservation in the

National Archives as public archives; and

(b)  are nor required for reference purposes in any Government office
after action on them is completed, or after the expiration of such
period of years from the date on which action aon them is
completed as may be agreed upon between the Archivist and the

head of the Government office concerned.
OFFENCES AND PENALTIES

20. (1) Any person who -

(b)  wilfully or negligently disposes of or destroys any public
archives otherwise than in accordance with the provisions of

this Act; or

() contravenes or fails to comply with any provisions of this Act,

commits an offence and shall be liable on convicticn to a fine

net exceeding VT.100.000,

(1)  Where any person is convicted of an offence under subsection (1),
the court convicting such person may, in addition to any penalty
imposed for offence, order that that person shall not be entitled to
have access to the National Archives for such period as the court

thinks fit.

15



Appendix 'D'

Principles of good governance by Maima Koro,
Project Manager for Good Governance

Good governance is generally defined as the "manner in which power is
exercised in the management of a country's economic and social
rescurces for development”.

9 General principles of governance:
1.  Knowledge of right to complain:

A major contribution to good governance is to ensure that every person
who has been, for example, unjustly disadvantaged, or has been
subject to the impact of corruption or maladministration, or has suffered
and infringement of basic human rights, knows that they have a legal
right to complain and know how to make a complaint. What is the use
of a right, so important to a healthy democracy if people are unaware of
it? Usually it is the poor socio economic groups, disadvantaged by lack
of money, or lack of education, or illiteracy, who are most affected by
bad governance. Effective public education is therefore essential.

16
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REPORT OF MEDICAL RECORD ADMINISTRATOR

Review Of Current Systems — Medical Records And Health Statistics

The basis of 1 health smrstcs collestion, and hencs of epidemiological reportng, from hospirals is
clinical documenracion. clinical coding using ICD, and management of patient related clerical
proczdures. Pagents should be uniquely ideacified. and padent attendance documented consistenty in
the one ser of aotes. These procedures rely upon adequare numbers of wamed stff, adequats stanonary,
standard procedures, and the support of ciinical smff. There were no nanonal pelicies on Medical
Record retention. patient access to health information, clinical documentanon or privacy of health
informadon. [n early 2000 none of these prerequisites was mer at hospials in Vanuan.

¥lanagement of Outpadent Attendances

Curpanent attendance can be categonsed as Specialist Clinic anendance and General Cumatents
atrendancs. The former are patents with appomuments 10 ses specialists for chronic condinons (blood
pressure, diabetes, 2tc) and paediatric pan=nts, and the lamer are patents with minor problems who are
seen by Nurse Practittoners and Dgttors in the Quiparient D:nanm:m.

A risguided antempt had besz made to register every General Qurpanent amendance at VCH and
Tanna hospitals, inciuding giving every patient a Medical Record Number and 1 Medical Record
folder. Given an amendance rate of up to 200 Qurpadents per day at VCH, the system coilapsed, as
there was insutficienr staff to underrake the workioad.

[t shouid be noted thar ar both Lenake! hospital, Tanna and at VCH the move towards 2 canmalised
Medical Record was on the recommendation of an exterzal consultant who was unaware of the
rarmufications of cenmalisation. A swmrement outlining the decenrralised Medicai Record system in
hospirals in Vanuam has now been posted in e2ch Medical Record Deparmment in Vanuam, It is
recommended thar the Minisoy of heaith adopt a policy of decenmalised Meadical Records for
curpatients at ail Hospials. It is recommended that a Health [nformancs Comrmnes be ssmblished by
the Division of EPPI (See Annex A} with, incer alia, the responsiilicy of reviewing recommendatons
relanng [0 dara coflecion and Medicai Records managemenr in Vanuam Health Care Facilines.

Management of Inpacdent activities

Vila Central Hospital

A month before the arrval of the Medical Record consuitan:. the VCE Eospiral Stanstcs Offiesr had
acandoned his post. Conseguently no Inpanent data was reporzed for late January and for February
2000 for VCH. The volume of work going through the Medical Record Deparment for Cutpadencs
meanc that procedures {0r Inpatients had ceased. Ac least 30% of Inpanents did nor gera Medical
?e:ord Number or 1 folder,

_ae Padent Master ndex (PN} consists ofa card (ndex and 2 computensed index. and netther was
ucdated when panients wers Tiven Medical Record Numbers (old or new). The svstern depended on
PRueals ramemosring their Medical Rezord Number. The card index (s in mdimentary alphabenss
Jrcer. and Sonsists of Joxes of cards :::n:..;n:l'; ving on top of sach other. 4dvics, 2z Jom m
sxzermal consuitan:, hat the aumser 0127 is diferaac 1o she aumoer 127 had been aczeared ond the
Numper Ragisiar hod nor been sroperiv mainiaimed. rasuiing 10 muitoie patients for the one Medical
Rezord Number.

Thae fiie roam was disorganised. and only twvo sheives of fling space r=miamed. Stars wees se=iine oid

wledical Racaras. destroving them. and giving the old number o new panencs. Cuiling af the Megiczl
Re00rd files had not sesn undersaken sincs 1990, Ths conteat of the Medical Record ramams 2
zroplerm, with ¢linical documenatuen loosely a=id mside monla folders. There s no orgamsaton of
:hmeal documenration 1o the Madieal Racord by nme or Sy nype of service. Razorine of dischergs
morht f....l"' “Was 1"{.._‘[".:1653_ : ...,.ul'__._h '.'E:Cl"’“"‘ WeTS T“D;ﬂ .J:I.L _,"L‘"‘ 1oan :i“,': Hosoual :;;HSR._;

JFfices s desk

Zenuke! Fospiial, Tumna
THe _:-rc“d ures at Leagakel Hosouzl T.;r;rm :::’.:-::ncn recort complers, tmely [ppatdnt morbicicy and
riality dam. Trammiag has seen undemaken ochianye (e sysiem whersoy all defivenes wers ""‘un"‘.:

25 purmmal anda more cimpretensive sicture of deljveries at Lagake! Huspuazl showd emergs foride
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sezond 1aif of 2000. The rask of che Hospral Stansncs Officer is undertaken by one of the Mirse
Practitioners.

There had never been a PMI ar Lenakel Hospiwal, and thers was no Number Register, aithoush a
reawster by village of names and numbers was avaiianie, (although incompietes). The Medical Record
file room at Lenake! Hospual, Tanna. was munning our of space. and culling of the = mom had never
be=n undermken.

Northern Districts Hospital (NDH), Luganville, San:o

Morbidiry statistizs from NDH are inaczurare and incomplere. The Sanstes Officer forvards the
{npatient Nonficadon form. which is cormoler=d by clinical swrf, to the Diviston of HPP! for cimeai
coding. Mo amempr is made to snsure thart all discharges are reporzed. Thers is no fesdback to NDHE
from the Division of HPP!, and there were no procedures to sasurs completeness of the dara. There are
no swaff at NDHE wained in [CD-10 clinieal coding, or in the dingnoses, procedurss and sxr=mal causs
documentanon necessary for clinical coding, Bed day stanstics are incorrectly collecsed and hencs are
under regorted. The Percenmge Cecupancy and the Laangth of Stay figures are not calculated correcty
and dre not checked by the Division for HPPL

The Medical Record Department functons at a minimal level. Medical Record Numbers zre issued,
but the PMI is not updated. If patients forget their oumber, finding it is 2 cumbersome process. The
patient master index is qot Tled in alphacedcal order. Medical records of “special” padents sg.-
Diaperic, asthma, cardize patents are dled in separate piles. It is esdmated that there i5 2 maximum of
two vears’ filing space remalnmg. 0

!
Design And Implementation — Medical Records And Health Statistics

Management of Qutpadent artendances

AL Le"i...*,..:l Lugarville and Vila Csamal Hospitals procedurss are aow in placs for 2 decenmalised
Medical Record svstem. with General Qurmpanenr atendancs dogumented by clinicians i 2 “Treoonem
Book” in each Treament Room; name, age, sex, addrass, diagnosis and treatment are documented
Qurpatient staustics are collected from these “Treamrpent Books™. The Clinician has the mghr to require
thar a Medical Record be created for a particular patent. [opanent and Speuialist Cumpanent anendanss
are documented in a Medical Record. The outcome is that the Ourpadent stadstics coilecdon i3
compiete and acsurate, with soct amandance's and selecred merbidity collected and reported.
Management of [npatient procedures

Four Natonal policies have besn submumed o the Dirscror Generzl of H=alth fer 1pproval [Sze
Annexes B -E)

Yila Central Hospital

Procedures are now in piace to ensure thatevery [npatient 2as 2 Medical Record Number 2nd a folder.
It is recommended thar assistance e provided to the Mirtscy or Heaith to source and imoiement
Medical Record folders with aon-metal clips. ang with ividers for Inpansnt and Cutpanent coendance.
The [STA has ‘meptemsnted a computerised Pactent Master Indaw for ViITH (WVCE PMID, and the smrf
zre raned i s vse, VO dar held on the computer at the D'.\-".smr. :JI'T-T:‘P' "af Z#an gadsc onte the
i BN The somputersed PMI enables chonetic searching uiv nams. and v
icland in do zmemmpr 1o svercome the arodicrns of 22ming m Al =gw mimed g

the use of the Mumber Remister 1nd e PML and this hos gone = jong we; VIDE the oroblemoof
muintpie rezisTarions.
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femaining, It is recommended tha ssistance be proviged 10 the Munistry of Heaith 19 Plan and byjig
an enlarged Medical Racord Filing Rgom.

Lenate( Hospiral

The compurerised M7 has been inseajjeq it Lenakal Hospital, Tanna Tanna dam helq g the
sompurer at the Division Of HPPI has bean loaded ontp the Tanna PMT. g POWer is only avajjahje in
e mormings, 3 card PMI has aisg beeg im.p!:me::red, and a printout Fom U dara hejd op Tanna at tha
HPPI hag besp Provided in bounq {ommar. The aim of this “OncsRmation an PMJ js 1o reducs the
oumber of multipie regisTanans,

The Medicg] Record Cleri a¢ Lenake! Hospira], Tanra, has hesn frained i culling the Megiea) Record
ile room, ang tiling space shonjd 101 be 2 problem in the foresesable fanyre. The culling Procedure
invalves desToving records Of patients whg haye died or 20 anagded within the lage |( Years and
reusing the gjd Medica] Recorg {olders.

Anna Coote
Consultan: Medica] Record Administraror




