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The evolution of the program

The development of the program has resulted in a cultural change, from an attitude 

of individual blame to one that acknowledges systems and process causes for adverse 

events. Knowledge and experience have been shared in a non-threatening way and 

recommendations have led to quality improvement in participating rural hospitals. 

There has been acceptance of this program because of the division’s auspice 

and the non-competitive anonymous peer review between neighbouring hospitals. 

As the divisions have no funding or other authority over the hospitals, they are 

non-threatening, and they are able to engage professionally at both senior clinician 

and hospital executive level. The GPs have ownership of the program and are therefore 

committed to the CRM process.

This program has identified trends which individual GPs and participating rural hospitals 

would have been unable to recognise on their own. It has provided input into state policy 

matters, and also provided local quality-improvement forums with recommendations and 

material for further discussion on patient care, educational and system issues.

The program has been continually reviewed both formally and informally since 

its inception in 1994. The latest review in 2005 found widespread support and 

acceptance, while also providing challenges for continued development and 

improvement. The LAOS program has demonstrated an ability to grow and evolve 

from separate individual projects to a statewide program with substantial medical 

engagement. Table 2 provides an outline of the LAOS program response to the ten 

recommendations that came out of the 2005 review.
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Table 2: Recommendations and actions from the 2005 LAOS 
program review

Recommendation LAOS program actions

Recommendation 1

That the department enter into a triennial contract with 

each division of general practice to continue the LAOS 

program with strict key performance indicators. 

The department has funded the six 

lead divisions of general practice for 

a three-year period.

Recommendation 2

That a statewide coordinating role be established 

through GPDV to achieve standardisation and consistency 

in the LAOS program processes and improve effi ciency 

and effectiveness. 

A statewide coordinating role has 

been established through GPDV.

Recommendation 3

That GPDV develops a governance structure for the LAOS 

program with agreed performance measures, in partnership 

with the department.

GPDV is working in partnership 

with the department in the 

continuing development of both the 

governance structure and agreed 

performance measures.

Recommendation 4

That the current divisions of general practice funding 

be reviewed to enable better utilisation of resources and 

management of the LAOS program, and enable funding 

to GPDV to undertake the coordination role, within the 

current program budget.

Funding for the half-time coordination 

role at GPDV has been achieved within 

the current program budget.

Recommendation 5

That the LAOS program recommendations be developed 

in a standard format and submitted to the Clinical Risk 

Management Reference Group (CRMRG) for review and 

subsequent statewide dissemination. 

Consolidated LAOS program 

recommendations with statewide 

implications are now being 

submitted to the Clinical Risk 

Management Reference Group 

(CRMRG) for review and subsequent 

statewide dissemination.

Recommendation 6

That GP reviewers receive education that includes: 

• a standardised education and training package related 

to the LAOS program across Victoria

• detailed education regarding privacy and statutory 

immunity legislation

• increased education opportunities for LAOS reviewers that 

are provided locally.

All GP reviewers receive 

comprehensive education and 

training related to the LAOS program. 

The experience of the LAOS program 

to date has been that such training 

needs to take account of individual 

circumstances; an appropriate 

balance between this need and 

the need for standardisation is still 

being developed.
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Recommendation LAOS program actions

Recommendation 7

That GPs provide a pivotal link between the small 

rural hospitals and the divisions with the dissemination 

of the recommendations.

Enhancing this pivotal link 

is an ongoing challenge to the 

LAOS program.

Recommendation 8

That medical records be de-identifi ed by project offi cers 

before they become public documents.

Records are de-identifi ed before the 

reference panel meetings

Recommendation 9

Modifi cation of the number of records screened – each 

division to screen two criteria each quarter, and plan 

advanced screening schedule for a 12-month period.

This recommendation was rejected, 

as it would reduce the number 

of records processed through the 

program. It remains a possible 

direction in the future, but has 

not been seen as a viable option 

at this stage.

Recommendation 10 

That there be changes to the LAOS Wolff selection criteria 

to refl ect: 

• unexpected patient death 

• unplanned return to theatre within seven days 

• unplanned readmission within 28 days of discharge 

• unexpected transfer to another health service 

• patient length of stay greater than 35 days 

• any record that has been recommended by a doctor 

or other health professional for review. 

The recommended changes to the 

Wolff selection criteria have been 

implemented from 1 July 2007.
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The LAOS process – medical record selection

The medical records of patients discharged at each of the participating hospitals are 

screened by the health information managers during the discharge coding process. The 

recent review, and a thorough consultation process have led to alterations to the criteria 

used for screening from July 2007, but the criteria used during the period covered by this 

report were:

• patient death

• returning to theatre within seven days

• unplanned re-admission within 28 days

• transfer to another acute care facility

• patient lengths of stay greater than 21 days

• unexpected re-admission following discharge from another hospital

• any record that has been recommended by a doctor for peer review.

Of the 1,732 records received by the program across the state:

• 36.7 per cent (636) were selected on criteria 4

• 30.9 per cent (535) were selected on criteria 3

• 18.2 per cent (316) were selected on criteria 1

• 8.6 per cent (149) were selected on criteria 5

• 4.2 per cent (72) were selected on criteria 6

• 1.3 per cent (22) were selected on criteria 7

• 0.1 per cent (two) were selected on criteria 2

Figure 2: Selection criteria of records received



Limited Adverse Occurence Screening (LAOS) program: Annual report for 2006—07 11

Table 3 shows that over the past four calendar years the proportion of records selected 

by each selection criteria has been quite stable. The only figure of note is that the 

proportion of records selected on the basis of ‘Any record that has been recommended 

by a doctor for peer review’ has been consistently rising, albeit from a very low baseline. 

Some hospitals have used the criteria to ensure a review of specific low frequency 

clinical areas, which in turn allows the LAOS program to fulfil a core role of supporting 

the hospital’s broader clinical risk management responsibilities. It will take a more 

extended timeline to determine if this is a trend, but it is reasonable to expect that the 

criteria may increase if it becomes more of a tool for the medical officers to use.

Table 3: Percentages of records selected by each selection criteria 
per calendar year

Selection criteria

1 2 3 4 5 6 7

2003 17.1% 0.4% 30.0% 41.3% 8.4% 2.7% 0.2%

2004 18.2% 0.4% 28.9% 40.1% 8.5% 3.6% 0.3%

2005 21.3% 0.5% 27.0% 41.4% 6.5% 3.0% 0.4%

2006 19.2% 0.3% 29.6% 40.1% 7.1% 2.9% 0.9%

Average 19.0% 0.4% 28.9% 40.7% 7.6% 3.1% 0.5%

The LAOS process – stages of review

The relevant medical records identified by the screening criteria are photocopied 

and sent to the division program coordinator. The program coordinator then forwards 

the photocopied medical record to a GP reviewer from a separate geographical area. 

The doctors are grouped in different geographical areas to provide anonymous 

"arm’s-length" review. GPs do not review their own medical records. The 

purpose of the medical review is to identify preventable adverse patient events 

or educational opportunities.

One of the important features of the LAOS process is engaging the treating GP in the 

learning process. The treating GP is sent the case for ‘right of reply’ after the reviewing 

GP has made comments, and is generally able to provide a broader context to the case 

before it is tabled at a reference panel meeting. GPs are generally dedicated 

to continuing professional development, and readily acknowledge their own learning 

from the process. This is only possible because they trust that they are being reviewed 

by their peers, in a no-blame environment. 

The reviewing GPs attend reference panel meetings to discuss the adverse events 

and identify any issues that require recommendations. Membership of reference panels 

is made up of at least four GPs trained as reviewers, one of whom has agreed to act 

as the chair. The local LAOS coordinator meets with the chair to discuss relevant cases 

for the meeting, arranges meetings and records proceedings. 
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The recommendations are sent to all GPs within the region and the chief executive 

officers (CEOs) and/or quality managers or directors of nursing of the participating 

hospitals. For the CRM cycle to be completed at the local level, a team including the 

GPs discuss the appropriateness of the reference panel recommendations at the quality 

improvement forum in their local hospital, where relevant recommendations may 

be implemented at that level. A representative from each hospital provides feedback 

to the LAOS program on action their hospital has taken in response to each case and 

the recommendations.

The recommendations are also sent to a web-based, password-protected database 

for access by the program managers and the coordinator. This has assisted in developing 

consistent recommendations, reducing the time required to locate appropriate 

guidelines, and enabling collation of common themes across the state. 

It is proposed that access to the LAOS website be progressively made available 

to hospital/health service staff, in particular information regarding recommendations/ 

actions arising from events. This will also provide advice as to whether the changes 

carried out as a result of the recommendations were successful and what was learnt, 

enabling hospitals to decide whether these actions could help prevent similar events 

occurring in their facilities.

The program is confidential and is protected under statutory immunity by section 

139 of the Health Services Act. Participating GPs are eligible for quality assurance 

points towards maintaining vocational registration through the Royal Australian College 

of General Practitioners and the Australian College of Rural and Remote Medicine. 

Due to the confidential nature of the medical record, a system has been developed that 

maintains security of the copied medical record by coding data entry and the postage 

of all photocopied medical records by registered mail. 

In conjunction with the GPDV program coordinator, the six local program managers are 

currently reviewing the forms and processes to further enhance analysis of the database 

entries, and identify trends in rural medicine that have statewide implications. Although 

changes will occur as a result of this process review, the core system is detailed in the 

manual available on the West Vic Division of General Practice website at: 

www.westvicdiv.asn.au/currentprojects/CRM%20Manual.PDF



Limited Adverse Occurence Screening (LAOS) program: Annual report for 2006—07 13

Figure 3: Medical record flow
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As part of their funding and service guidelines, hospitals are required to have an effective 

CRM structure in place. The LAOS program is funded by the department to support small 

to medium-sized rural hospitals meet this obligation. It is not expected that the LAOS 

program will fulfil all of the requirements of the hospitals’ CRM obligations.

When hospitals employ GPs as VMOs, those GPs are acting as the medical officers 

of the hospitals, and dealing with patients who are the legal responsibility of the 

hospitals. There are resultant medico-legal implications, and the LAOS program supports 

the hospitals in addressing these responsibilities.

Table 5 in appendix 1 shows those rural hospitals that are currently eligible to be covered 

by the program, and the lead divisions that support them. This is a total of 63 health 

services running 77 individual hospitals. Although it is not mandatory that the listed 

hospitals participate if an alternative system is in place, the LAOS program supports 

a hospital CRM strategy and hospitals are encouraged to participate. 

The experience of the program has been that participation can change with variations 

in hospital senior positions. Responsibility for clinical risk is ultimately the responsibility 

of the clinical governance role of the hospital board, and hospitals may vary in the extent 

to which the board has a thorough understanding of this responsibility. Work is being 

undertaken through the department to ensure all boards are aware of their roles and 

responsibilities in relation to clinical governance.

 

Participation of hospitals
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To promote the likelihood that previous errors will not be repeated, recommendations are 

disseminated primarily to hospitals and GPs, and secondarily to other relevant regional 

forums, the division board, and more recently to relevant statewide bodies. It is at the 

discretion of these recipients whether they consider action needs to be taken at their 

local levels, or whether there are currently, sufficient systems in place to deal with the 

issue identified.

Generating a recommendation represents a major investment of funding and time, 

but by itself is of little value to improvements in quality of care. To be of value, the 

recommendation needs to reach health providers in an accessible, understandable 

and relevant manner. This section outlines two pathways that the LAOS program uses 

to maximise the effective dissemination of the recommendations.

The recommendation path – hospitals

Figure 4: Taking recommendations back to the hospitals

GP involvement in hospital quality forums

1. A small hospital with two GPs

Since the LAOS program commenced, this hospital has invited the LAOS coordinator 

to its regular VMO meetings to discuss the LAOS recommendations. The members 

of this committee include the hospital CEO, the board of management chair, the director 

of nursing, both GPs and both practice managers. The LAOS recommendations are 

discussed in-depth with discussion revolving around how the recommendations can 

be implemented into the hospital if required. 

2. A larger rural hospital with 14 GPs

Recently the GPs in this area formed a GP quality forum, which holds meetings six 

monthly at the local hospital. All local GPs are invited to the lunchtime meetings 

to discuss the LAOS recommendations distributed during the previous six months. 

From these discussions the GPs undertake various actions, for example, the review 

of protocols in conjunction with hospital staff, training of practice and hospital staff 

in advanced care planning, and the review of medical protocols. Hospital staff are not 

involved in this committee but the GPs involved report back to the hospital quality 

committee through the nominated GP involved in the hospital VMO committee.

Closing the quality loop
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Both these styles of GP involvement in hospital quality improvement programs work 

well and demonstrate that ‘one size fits all’ is not relevant. It is encouraging that hospitals 

and GPs are working together to find solutions that suit local needs. 

Participation on the Sentinel Events Review Subcommittee

The sentinel event program is a core component of the statewide CRM Strategy, and 

highlights serious events identified within health services that:

• are relatively infrequent

• are clear-cut events that occur independently of a patient’s condition

• commonly reflect deficiencies in hospital systems and processes

• actually or potentially result in unnecessary outcomes for patients.

The Sentinel Events Review Subcommittee undertakes final review of these events 

to determine the most appropriate statewide response.

Inclusion of the LAOS outcomes at this subcommittee provides an opportunity for core 

issues to be considered on a statewide basis. While each individual hospital in the 

program will contribute a relatively small number of selected cases, the review of cases 

from the combined LAOS program provides a powerful tool for issue identification. 

Inclusion of LAOS in the subcommittee is a recent step for the program, and the format 

for considering issues is still being resolved. So far, one issue has been presented to the 

subcommittee, with outcomes still being considered. 

Inadequate documentation has been a consistent concern identified through the 

LAOS program, and was the first issue to be taken to the subcommittee. 

Documentation plagues all CRM programs, but is particularly critical when considered 

across 77 individual hospitals, and the very large number of GPs that perform the role 

of medical officer. It is the subject of event report 1 in this report.

The recommendation path – regional programs

The issues identified in the screening and review of hospital records, and the 

recommendations that emerge, often have implications for a broad range of health 

services. One of the challenges for the program managers is to utilise existing groups 

to reach as wide an audience as possible. Figure 5 gives an overview of some of the 

groups that will be important in this regard. While it provides a template for wider 

dissemination, in reality each region will vary in the existence, accessibility or viability 

of these groups, meaning that each program will utilise the framework differently.
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Figure 5: Taking recommendations back to regional programs

Links with other division programs

Lead divisions may refer recommendations, which link into other division 

managed programs. Some examples include:

1. Registrar cluster education groups

 These groups cluster the registrars practising in a region into regular monthly 

educational sessions. 

2. International medical graduates (IMG) workforce

 Training sessions for new GPs are often combined with reference panel meetings. 

This helps orientate IMGs to the process of peer review, and to Australian medicine. 

It usually involves a two-way exchange of information as Australian doctors and IMGs 

compare notes. 

3. Continuing professional development (CPD) sessions 

 Some cases might be deemed by the reference panel members to be useful 

in a wider venue than the written recommendation and suggest a local CPD would 

be an additional learning opportunity which is either arranged by the CPD program 

or by the CRM program coordinator as an additional session. 

4. Aged care GP panels

 Relevant recommendations might be referred to this program if there is a lesson 

to be learned by aged care facilities in relation to the GP service or hospital systems.
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A key strength of the LAOS program is that the reviewers and panel members are 

GPs who work in a similar environment, and are best placed to draw out learning 

opportunities and recommendations within the context of the resources available. 

All rural communities want to retain acute care services locally, and the LAOS program 

is designed to support high-quality care in often difficult circumstances.

A total of 1,732 records were received by the LAOS program in 2006–07, and 

96 (5.5 per cent) of these became the basis of 91 event reports (a small number 

of reports were based on more than one record). The nature of a screening program 

is that many records are selected that upon review do not contain an adverse event 

or a learning opportunity. 

Within a reasonably mature program such as LAOS, reviewers and reference panel 

members will recognise types of events that have already resulted in numerous 

recommendations. This creates something of a dilemma for the LAOS program. 

The issue cannot be forgotten or ignored, as that in itself creates negative expectations 

for change. And so it becomes a bit of a balancing act to keep the issue fresh, and have 

some expectation that change can happen. Panels are aware that if the same issues 

keep arising, then the problem is still there, and they need to keep reminding their 

colleagues of the need to improve on that issue, and think of another approach 

to enforce those recommendations. 

Due to complexity and resources, some issues cannot be addressed within a short time 

frame. Establishing a risk log or register would assist to ensure the ongoing management 

of those risks left ‘on the table’ until resolution. 

Given the complexity of most of the records reviewed, it is not surprising that 71 per cent 

of the event reports contained more than one individual recommendation. The 91 event 

reports contained a total of 163 individual recommendations. The range of individual 

recommendations per event report varied from one to six, and the breakdown of these 

is shown in table 4.

Table 4: Breakdown of the number of individual recommendations 
per event report 

Recommendations 

per event report

1 2 3 4 5 6

Event reports with this number 

of recommendations

47 27 10 4 2 1

The next section provides a range of event reports and their recommendations, 

which may be useful for GPs and hospitals to use and review in their own environments 

and practices. They have also been chosen to give some insight into the types of issues 

that confront rural GPs, and smaller less well-resourced hospitals. Many of the cases 

presented originate from facilities that do not have immediate access to pathology 

and more complex diagnostic tools, particularly after hours, and as such must make 

critical decisions about when and whether to transport the patient to a larger facility 

at some distance. 

LAOS program recommendations
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Event report 1: Inadequate documentation

The quality of documentation has been a recurring theme of collective reference panel 

discussions and recommendations since the inception of the LAOS program. Issues 

include the absence or adequacy of documentation, legibility, use of abbreviations 

and clarity of signatures and designation. The following cases highlight the importance 

of appropriate documentation in original medical records, as evidence of quality 

patient care. 

It is evident in many cases reviewed by the reference panels that the treating GP has 

a good awareness of the patient and respective treatment, but unfortunately this is not 

well documented. This has serious implications for later investigation of the case, and 

obvious shortfalls for coordinated treatment by other health personnel.

Case summary

An elderly patient was admitted on three separate occasions with advanced cancer. 

Subsequent information provided by the treating GP indicated the admissions were 

for pain management and that the patient was being regularly assessed by specialists 

with an appropriate plan for palliative care that was not well documented in the original 

record notes.

Major issues raised by GP reviewer and reference panel

• Inadequate/illegible GP documentation, especially lack of documented VMO history, 

examination and diagnosis. 

• Case demonstrated a lack of a documented plan or evidence that the cause 

of symptoms was being addressed, or that any form of management protocol 

was in place.

• Communication issues result from lack of documentation and presents both medical 

and legal risks that need to be highlighted strongly to both VMOs and hospitals.

Recommendations

• Documented VMO history, examination, management plan/protocol and progress 

notes are critical and if not present, may represent a significant medico-legal risk 

to hospitals and medical officers. 

• Inadequate documentation may need to be addressed through VMO contractual 

arrangements requiring adequate medical record documentation.
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A documentation standard is the starting point for action on this issue. It is hard 

to make a valid argument for change when deficiencies cannot be demonstrated 

in terms of authorised standards. A proper standard will in turn allow consistent auditing 

against that standard, which is the next action to demonstrate where the deficiencies 

rest. The LAOS program recommendation to the Sentinel Event Review Subcommittee 

was that a standard for documentation be developed for all health services in Victoria.

Work is being undertaken as part of the ‘Clinical Handover’ project within the Victorian 

Quality Council (VQC). As well as detailing the challenges/barriers to effective 

clinical handover, the VQC website provides a number tips to assist, and lists minimal 

requirements to be documented for effective continuation of care. 

See: www.health.vic.gov.au/qualitycouncil/activities/handover.htm

Clinical handover – 

• How well does your organisation manage this issue?

• Has your organisation considered the tips listed on the Victorian Quality 

Council’s website?
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Event report 2: Medical student and GP registrar supervision

A number of cases have recently been reviewed through the LAOS program highlighting 

issues related to the supervision of medical students and GP registrars. Such 

issues involve multiple organisations and diverse groups of people including small 

rural hospitals, GP supervisors, GP education and training groups and universities. 

Coordination across all these sectors is considered vital to ensure quality patient care.

The two cases presented here involved supervision of a GP registrar on one hand, and 

a medical student on the other. The cases were considered by a reference panel together 

as many of the issues and implications are the same.

Case A summary 

A middle-aged patient with a past history of personality disorder was admitted with 

unsteadiness and falls. After two days of physiotherapy treatment the patient was 

discharged with no definitive diagnosis. 

Case B summary

An elderly patient with a past history of carcinoma of the prostate was admitted with 

postural hypotension and fatigue. The patient was transferred to a regional hospital with 

a diagnosis of acute renal failure and anaemia. 

Major issues raised by GP reviewer and reference panel

• Minimal medical notes that are, at times, illegible.

• Incomplete supervision of GP registrars.

• Medical notes written by a medical student not the VMO. 

• Notes not countersigned by the VMO.

• Student is not a legally qualified practitioner.

• Giving final year students a degree of responsibility.

Recommendations

• That a comprehensive orientation system for new GPs and registrars, incorporating 

core items, apply to all GP practices. 

• That the GP supervisors conduct ‘grand rounds’ with registrars daily to discuss aspects 

of patient care.

• That common guidelines for the credentialing of registrars be established and followed 

when GP registrars are granted visiting medical rights.

• That GPs who undertake supervision of medical students will provide direct on-site 

supervision and countersign any notes written by the student.

What can you do as a GP supervisor of registrars and medical students to ensure 

best practice?
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Event report 3: Management of hypertension and access 

to the Clinicians Health Channel

Guidelines for evidence-based treatment are being continually updated, and it would 

be unrealistic to expect that GPs will have all of these stored in memory. As such, 

easy access to current clinical guidelines of medical conditions is a critical resource 

for practitioners. 

Case summary

An elderly patient admitted to hospital for very high blood pressure, headaches and falls 

was commenced on a class of medications that relaxes the arteries and so reduces 

blood pressure. The patient’s blood pressure settled, which led to discharge on the 

same medication together with an additional one, of a different class (that is, one 

that works to reduce blood pressure in another way). However, the patient required 

re-admission the next week for the same problem, and the dose of medications was 

subsequently increased.

Summary of issues raised by GP reviewer and reference panel

• Unconventional management of glycerol trinitrate or GTN (for lowering blood pressure) 

in treatment for hypertension – however also a recognition that in some circumstances 

patients may respond to this treatment. 

• Obtain expert advice in the field possibly Baker Institute and a protocol (if in existence) 

from a major tertiary hospital.

Recommendation

The Clinicians Health Channel (www.health.vic.gov.au/clinicians/) is a controlled, 

access service, provided by the department to its directly funded agencies, and reported 

by regional GPs to be a useful site for providing contemporary guidance of management 

of certain conditions. The service is available to all staff working in acute public services. 

Relevant access and password are available to all GPs with VMO privileges through the 

local hospital or the department. It is recommended that GP practices and hospitals 

establish a password and provide a shortcut link to the Clinicians Health Channel site 

for every GP to access. 

It should be noted that GPs working in acute hospitals have access to electronic 

information. The Commonwealth Department of Health and Ageing is currently 

considering the provision of electronic evidence-based health information and 

applications in the clinical workplace to promote quality care and to reduce errors 

and adverse events.

• Are you aware of current treatment for emergency hypertension?

• Do your GPs have ready access to the Clinicians’ Health Channel?

• What responsibility does the local hospital have for ensuring the GP has access 

to current treatment modalities?
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Event report 4: Pathology results

Pathology tests should be reviewed and acted upon in a timely and appropriate manner 

for the benefit of the patient. This case highlights a potential problem for rural hospitals 

that do not have a full-time medical officer role. GPs are already extremely busy in their 

private practices and their attendance at the hospital will be sporadic at times (and 

perhaps more so on weekends) as highlighted here. Hospitals need to have systems 

in place that accommodate this.

Case summary

A patient aged in his seventies was admitted with a primary diagnosis of chest infection 

and commenced on antibiotics. On admission pathology showed abnormal electrolyte 

levels. The following day the patient developed haemoptysis (coughing blood) and 

an X-ray and CT scan confirmed carcinoma of the pancreas with metastases into the 

lungs, spine and chest. 

Major issues raised by GP reviewer and reference panel

• Patient admitted and tests taken prior to weekend. 

• Abnormal investigation results, which were not viewed by GP until four days later. 

Recommendation

As part of good CRM processes, GPs are encouraged to ascertain a policy for bringing 

abnormal results to the attention of treating doctors with hospitals in which they 

manage patients. 

The Impact of communication of test results on appropriate patient care was published 

in 2004 by the VQC. The VQC found that the failure to communicate significant 

abnormal results had been identified by Victorian health services as an area of concern 

in providing safe and appropriate care for patients. Although not receiving as much 

attention as other adverse events, it is a critical issue. Findings noted that some 

pathology test results were reviewed, and audit data suggested the availability of results 

for a period of time prior to staff knowing. A number of recommendations to assist health 

services improve systems are available in the report. See: www.health.vic.gov.au/

qualitycouncil/downloads/approp_care.pdf

Further work around ‘improving communication of tests results’ is being considered 

by the VQC.

Does your health service have systems in place to bring abnormal results to the 

treating doctor’s attention?
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Event report 5: Psychiatric services 

Cases have been highlighted through LAOS Victoria in relation to psychiatric services 

in rural areas. The issues in this example case are ongoing issues for many GPs across 

the state. Each case can be complex requiring a consultative approach between various 

health bodies and GPs.

Case summary

A middle-aged patient with an intellectual disability and complex medical issues was 

admitted with depression, paranoia and behavioural problems. Some time elapsed 

before the patient’s behaviour could be controlled and management in the ward 

environment was difficult. The patient eventually settled and was discharged home 

but was re-admitted a couple of weeks later due to non-compliance with medications, 

and depression.

Major issues raised by GP reviewer and reference panel

• Insufficient resources and support from the regional psychiatric service and difficulty 

in obtaining prompt psychiatric assessment.

• Local hospital may not have enough staff to safely manage acute psychiatric patients.

Recommendations

• Capacity of local resources needs to be considered before admitting acute 

psychiatric patients.

• Capacity of acute psychiatric inpatient services in regional centres needs 

to be increased to reduce pressure in small rural hospitals.

A national 24-hour GP Psych Support line is available by calling 1800 200 588, 

with further information available at: www.adgp.com.au/client_images/15376.pdf

The department is undertaking work to review and develop statewide guidelines for the 

management of psychiatric patients.

• Does your system manage these issues any differently? 

• Are all medical staff aware of the resources available, and how they may 

be accessed?
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Event report 6: Recording old age as a cause of death 

This case highlights the difficulty of recording the death of an elderly person, who 

may have several diseases or conditions present, and sometimes none of them alone 

or together may clearly have led to the death. As discussed by the panel, ‘old age’ 

is deemed not appropriate for a cause of death, presenting the clinician with 

a dilemma of how to attribute it. The case also highlights the social issues that may 

impact on this decision.

Case summary

Elderly patient with mild thyrotoxicosis was admitted with non-specific symptoms, 

‘unwellness’, and worsening infection. He was treated with antibiotics but died suddenly.

Major issues raised by GP reviewer and reference panel

• A reasonable guess has to be made in determining death in old age. 

• It is possible that the diagnosis of acute myocardial infarction has been made to satisfy 

the requirements of the registry of births, deaths and marriages, and possibly all that 

is appropriate has been done. 

• The treating GP did not feel that a post mortem was an appropriate way to go and 

would only have been distressing to their elderly partner.

Recommendation

‘Old age’ is not an option as a diagnosis on a death certificate.
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Event report 7: Maintenance of procedural skills for rural GPs

This case of an acutely ill young patient unable to be diagnosed in the emergency 

department highlights a number of factors in rural emergency settings. Thankfully, these 

presentations are uncommon, and the skills required are rarely needed, but 

when they are, it can be a very frightening time for all concerned. Most rural doctors 

are terrified of this scenario, yet manage it very well. It is important that they are 

encouraged and supported to maintain these uncommonly required skills, such 

as inserting a breathing tube into a patient, or performing a difficult intravenous 

access in a shocked patient. 

There are courses available and simulation centers where doctors can practice these 

scenarios on patient-simulated mannequins, but these are often expensive and have 

long waiting lists. Specialist registrars who have a lot of support from larger hospitals, 

in contrast to their rural GP colleagues, often take these up. Local hospitals can take 

a more proactive role in reducing the anxiety for both medical and nursing staff 

associated with these uncommon emergencies by ensuring that practice sessions 

take place, as well as providing support in participating in the courses available. 

Improved collaboration between CEOs, GPs and specialists towards the optimal 

management of the acutely unwell patient should be the goal, and this can only 

be through practice and support.

State and federal governments have responded positively to this issue by funding 

procedural posts and training. Access and training could assist in retaining and recruiting 

procedural doctors (in anaesthetics, obstetrics, general surgery and emergency 

medicine) and retain local access to high quality maternity units, anaesthesia services 

and emergency medical services in rural hospitals.

Case summary 

A young patient presented to the local emergency department acutely unwell, with 

a high temperature, rapid pulse, difficulty in breathing and vomiting. A diagnosis was not 

immediately obvious, as is often the case, and there was a continuing deterioration with 

progressively poor oxygen and blood pressure levels. This patient needed immediate 

emergency support, requiring a tube to help breathing, high concentrations of oxygen, 

intravenous fluids, and medications to help maintain blood pressure at adequate levels 

to stay alive. A retrieval team flew in, resuscitated, stabilised and transferred the patient 

to a larger hospital.

Major issues raised by GP reviewer and the reference panel

• This was a very well managed case, and presents a very good argument for the 

enhancement of airway skills and continued anaesthetic services in rural areas.

• One of the major difficulties with rural GP up-skilling is due to the number 

of emergencies decreasing; however, when someone turns up to an emergency 

department the rural medical workforce has to deal with them.

• New doctors coming through need these skills and are less likely to have them. 

Courses don’t give priority to rural GPs. Sometimes there is a three-year waiting list.
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• Hospitals should consider a sharing of responsibility to encourage and/or support GPs 

to up-skill. This is a hospital as well as a GP issue, and discussions should be facilitated 

between CEOs, specialists and GPs.

Recommendation

Hospitals that provide an acute service should be responsible for maintaining an active, 

skilled medical workforce for emergencies.

Does your health service provide support and encouragement for your VMOs 

to up-skill?
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Much of the early growth in the LAOS program to this point has come about because 

of a commitment of funding by the department and an enormous amount of time 

and resources committed by both GPs and hospitals, but also – most importantly – 

by a broad sense of goodwill. All participants understand and believe in a system that 

supports high-quality care in rural areas. The LAOS program has been resoundingly 

successful in this respect by translating a small project into a major statewide initiative. 

The future will depend on the ability of the program to continue to engage and remain 

relevant to the rural GPs and health services, all of whom participate voluntarily. 

The standardisation of systems and procedures across the six individual programs has 

been a major focus of the past 12 months, and the production of this inaugural annual 

report is evidence of the amount that has been achieved. However, much more needs 

to be done, and the continued standardisation and consolidation of change will remain 

a major focus of the next 12 months.

The recommendations are the key output of the program, and the major reason 

that participants will continue to be involved and see the program as relevant. The 

recommendations presented in this report are but a small selection of those generated 

by the LAOS program. In a time when both GPs and hospitals are receiving huge 

amounts of information from a broad range of sources, the program needs to continually 

focus on ensuring that the recommendations get the attention they deserve. To this end, 

the program will continue to focus on distributing case events and recommendations 

that are concise, targeted, and most of all, relevant.

The LAOS program also needs to remain responsive to changes and challenges that 

are part of participating in a health system with a diverse range of geographical 

environments, health services, and private practice GPs acting as VMOs. The program 

now has a level of maturity that will support it to consider and accommodate change 

where that can be demonstrated to be an improvement.

One possible change currently being considered by the department is the potential 

expansion of the LAOS program to include large rural/regional (group B) hospitals. 

Information is currently being sought from all rural/regional hospitals/health 

services, together with the six lead divisions, to ascertain what, if any, additional 

resources this would entail. A decision will be made once this information has been 

received and analysed.

Also, as a result of the increased number of events to be reviewed, one of the challenges 

faced by some divisions has been a need to increase the number of GPs in the pool 

of reviewers. A positive approach to assist with this has lead some divisions to becoming 

involved in cross-boarder reviews, leading the way forward to a possible ‘borderless’ 

program. This initiative has also resulted in discussions about possibly forming 

specific-interest GP review groups.

The future of the LAOS program
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The following terms are used in this report. The LAOS program acknowledges that their 

usage varies, and that a number of definitions are used in the literature.

adverse event an unintended injury or complication that results in disability, death 

or prolongation of hospital stay and is caused by health care management 

rather than the patient’s disease 

blame hold at fault (implies culpability)

clinical guidelines any policy, procedure or guidelines surrounding the processes involved 

in the clinical management of patients

clinical risk management an approach to improving quality in health care that places special 

emphasis on identifying circumstances that put patients at risk of harm, 

and then acting to prevent or control those risks

clinical governance health service board accountability for ensuring a framework and rigorous 

systems are established so health care safety and quality are monitored, 

evaluated and continuously improved

CRMRG Clinical Risk Management Reference Group

documentation encompasses all written and/or computerised recording of all aspects 

of patient care that refl ects what was communicated, planned or given 

to that patient

educational opportunity many system or clinical issues do not lead to an adverse event, 

but in other circumstances they may have, and thus represent 

an educational opportunity

GPDV General Practice Divisions – Victoria

incident an event or circumstance resulting from health care that could have or did 

lead to unintended or unnecessary harm to a person and or a complaint, 

loss or damage

LAOS Limited Adverse Occurrence Screening Program

learning opportunity not all system or clinical issues end in an adverse event, but have the 

potential to do so, and are seen as a learning opportunity

medical record a manual or electronic record containing a patient’s health or personal 

information, status and treatment

monitor to check, supervise, observe critically or record the progress of an activity 

or system on a regular basis in order to identify change

risk measured in terms of consequence and likelihood, risk refers to the 

chance of something happening that will have an impact on objectives

risk management the culture, processes and structures that are directed towards the 

effective management of potential opportunities and adverse effects

sentinel event a relatively infrequent, clear-cut event that occurs independently 

of a patient’s condition, commonly refl ects a hospital system and process 

defi ciencies, and results in unnecessary outcomes for the patient

VMO Visiting Medical Offi cer

Glossary
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Table 5: Current eligible hospitals and the lead divisions 

Lead divisions and health services Total separations 

(2005–06) [1]

Goulburn Valley Division

Cobram District Hospital 1,257

Numurkah District Health Service 1,186

Nathalia District Hospital 192

Kyabram and District Health Service 3,364

Seymour District Memorial Hospital 3,181

McIvor Health and Community Services (Heathcote) 316

Maldon Hospital 76

Mt Alexander Hospital (Castlemaine) 3,236

Kilmore and District Hospital 2,503

Kyneton District Health Service 3,450

Djerriwarrh Health Services (Bacchus Marsh) 6,329

25,090

Murray Plains Division

Cohuna District Hospital 1,644

Kerang District Health 1,886

Inglewood and District Health Service 283

Boort District Hospital 211

East Wimmera Health Service – St. Arnaud, Charlton, Wycheproof, 

Birchip and Donald

1,754

Rochester and Elmore District Health service 622

Mallee Track Health and Community Services (Ouyen) 110

Manangatang and District Hospital 9

Robinvale District Health Services 697

Sea Lake and District Health Service (private)

7,216

Appendix 1: Current eligible hospitals
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Lead divisions and health services Total separations 

(2005–06) [1]

General Practice Alliance – South Gippsland

Kooweerup Regional Health Service 1,075

Gippsland Southern incorporating Korumburra and Leongatha 4,181

South Gippsland Hospital (Foster) 1,173

Bass Coast Regional Health (Wonthaggi) 6,405

Yarram and District Health Service 833

Warley Hospital – Cowes

Orbost Regional Health 1,144

Omeo District Health 357

Maffra Hospital (part of Central Gippsland HS) 256

15,424

North-East Victoria Division

Alexandra and District Hospital 1,517

Yea and District Memorial Hospital 295

Alpine Health – Myrtleford, Bright, Mt Beauty 1,914

Yarrawonga District Health Service 2,237

Tallangatta Health Service 165

Mansfi eld and District Hospital 1,844

Benalla and District Memorial Hospital 4,133

Beechworth Health Service 376

Upper Murray Health and Community Service – Corryong 545

Yackandandah Bush Nursing Hospital (private)

13,026
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Lead divisions and health services Total separations 

(2005–06) [1]

Otway Division

Colac Area Health 5,210

Heywood Rural Health 106

Hesse Rural Health Service – Winchelsea 118

Lorne Community Health 586

Moyne Health Services – Port Fairy 555

Otway Health and Community Services – Apollo Bay 151

Portland and District Hospital 4,725

South West Health Care – Camperdown 1,788

Terang and Mortlake Health Service 1,260

Timboon and District Health Care Service 905

Penshurst and District Health Service 48

15,452

West Vic Division

Stawell Regional Health 2,777

West Wimmera Health Service (Nhill, Rainbow, Jeparit and Kaniva) 1,816

East Grampians – Ararat (plus Willaura) 3,884

Edenhope and District Memorial Hospital 781

Rural North West Health (Warracknabeal and Hopetoun) 834

Beaufort and Skipton Health Services 271

Casterton Memorial Hospital 1,021

Coleraine District Hospital (part of Western District Health Service) 250

Maryborough District (plus Dunolly) 3,814

Hepburn Health Service (Daylesford and Creswick) 1,926

Dimboola Hospital (part of Wimmera HCG) 107

Dunmunkle Health Services (Rupanyup) 33

17,514

93,722

Source: [1] Table 1:2005-06 Victorian public hospital admitted episode activity 

(Appendix 6) in Department of Human Services, Victoria – Public hospitals and mental 

health services: Policy and funding guidelines 2007–08, June 2007 


