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4.	CUSTOMER SERVICE

[bookmark: _Toc297110706]4.1 Appointments 
Our client scheduling system is flexible enough to accommodate clients with urgent, 
non-urgent needs, complex and planned chronic care, and preventative needs. 

The length of clinical consultations will vary according to individual clients’ needs. Our aim is to provide enough time for adequate communication between clients and their doctors to facilitate preventative care, effective record keeping and client satisfaction. Clients are encouraged to ask for a longer appointment if they think it is necessary.

Where possible information is provided in advance about the cost of healthcare and the potential for out of pocket expenses. 

We endeavour to respect clients cultural background and where possible meet their needs including providing privacy for clients and others in distress.  

Medical records should contain evidence of client referrals to other health care providers such as diagnostic services, hospital and specialist consultation, allied health services, disability and community services and health promotion and public health services and programs. 

Procedure
Each doctor or other health care provider such as nurses and allied health personnel have specific times allocated to his/her consulting sessions with documented needs for interval times, short and long consultations, diagnostic tests, procedures etc.  Generally, not more than 6 appointments are made for any 1 hour period and normally there will not be any appointments scheduled for less than 10 minutes.

Clients generally wait less than 30 minutes and clients are advised of any delays when a doctor is running late.  Wherever possible scheduled clients are called at home to advise of delays.

Cancellations and ‘no-shows’ are monitored and marked accordingly in the Appointments Book/Diary and these clients are followed up as appropriate. Attempts to contact clients that fail to attend appointments are documented in the client’s file. 

Procedure (making an appointment)
Obtain client’s name and correctly identify the client using  approved identifiers- name, date of birth and address. 

· determine the urgency of the appointment 
· determine the length of the appointment required. 
· advise of any potential for additional or out of pocket costs  
· inform new clients of Centre location, parking, costs and payment methods. Obtain contact phone number, address.  
· allocate nearest available time
· write client surname, given name in agreed timeslot for chosen doctor
· reconfirm client name, time and doctor.
Clients in distress
We respectfully manage clients and others in distress by providing privacy .Whenever possible the client is shown into a spare room or manager’s office; manager or RN will speak to distressed client to ascertain the cause of their distress. Doctor will be called if needed or the client may remain in the room until their consultation time is due. They may be offered a cold drink of water or a cup of tea to try and make them feel more comfortable.

[bookmark: _Toc297110707]Home Visits
Doctors and other staff make visits to regular clients where it is safe and reasonable. These visits may be to clients in their homes, residential aged care facility, residential care facility, or hospital both within and outside normal opening hours where such visits are deemed safe, and where the clients are acutely ill, immobile and elderly or have no means of transport to the Centre.
		
Procedure
A client can arrange for a home visit or the doctor may request home visits if the criteria below are met.
· regular clients 
· live within a reasonable distance as determined by the doctor
· where it is safe and reasonable
· has  provided a phone number that you have called them  back on
· client has the type of problem that necessitates a home visit such as acutely ill, immobile, elderly, have no transport or cannot access facilities due to disability.

Home visit schedules are recorded in the appointment record book at reception. All visits provided within or outside normal opening hours are documented in the client’s medical records. 

Referral protocols
Clients are referred for diagnostic testing or to another medical specialist, general practitioner or allied health professional which may be better placed to deliver a service that may benefit the client. 

The Centre has an up-to-date, computerised directory of local allied health providers, community and social services and also local specialists to assist when choosing practitioners to facilitate optimal client care. This information includes different referral arrangements and how to engage with these providers to plan and facilitate care. 

Referral documents (i.e. letters and pre-printed forms) to other health care providers must be  legible and contain relevant and sufficient information to facilitate optimal client care. Clinical handover needs to occur when all or some aspects of the client’s care is transferred to another provider such as when a client is referred. Clients are made aware that client health information is being disclosed in the referral documents.

Clients are advised of possible costs involved, including additional out of pocket costs, for procedures, investigations and treatments conducted on site prior to them being conducted. For referred services where costs are not known the clients are advised of the potential for out of pocket expenses and encouraged or assisted to make their own enquiries. If the client indicates that the costs pose a barrier to the suggested treatment or investigation alternatives may need to be discussed (e.g. referral to public services). 

Referrals sent electronically should be encrypted. In the case of an emergency or other unusual circumstance a telephone referral may be appropriate. A telephone referral needs to be documented in the client’s health record. 

	Referral letters should:
· be legible (preferably typed) on appropriate stationery.
· contain relevant background social information and history.
· contain the present problem and reason for the referral and additional relevant or sufficient information for continuing health management and to avoid duplication.
· include relevant health problems, key examination findings and current management.
· include any allergies, adverse drug reactions and a current accurate medications list.
· include the reason/purpose for the referral and expectation of the referral. 
· identify the Doctor or Clinical staff member making the referral.
· contain at least 3 of the approved client identifiers e.g. name, date of birth and address.




[bookmark: _Toc297110714]4.2	Client Rights
Staff members respect the rights and needs of all clients.  No client is refused access to clinical  assessment or medical treatment on the basis of gender, race, disability, Aboriginality, age, religion, ethnicity, beliefs, sexual preference or medical condition.(Unless they are known drug seekers or under the influence of alcohol)  Provisions are implemented to ensure clients with a disability can access our services. 

Our doctors, nurses and other healthcare workers inform their clients of the purpose, importance, benefits, risks and possible costs of proposed investigations, referrals or treatments, including medicines and medicine safety. We believe that clients need to receive sufficient information to allow them to make informed decisions about their care.

The Centre identifies important/significant cultural groups including non-English speaking background clients, religious groups and those of Aboriginal and Torres Strait Islander background. We endeavour to continue to develop any strategies required to meet their needs. 

The Centre provides respectful care at all times and is mindful of a client's personal dignity. We have a plan in place to respectfully manage clients in distress. 

Client privacy and confidentiality is assured for consultations and in medical and accounts records, appointments, telephone calls and electronic media including computer information.  Doctors and staff do not leave client information in any format in areas of the Centre or surrounds for unauthorised access by the public.  Information no longer required that contains any reference to clients, including diagnosis reports, specialist’s letters, accounts etc. is securely disposed of via shredding.  

Clients have a right to access their personal health information and may request to view their record or obtain a copy.  
Our privacy policy for the management of health information is displayed in the waiting room and also on an information sheet.  It should be made available to anyone who asks.  This policy includes information about the type of information we collect, how we collect it, use and protect it and to whom we disclose it.  
	
Clients have the right to refuse any treatment, advice or procedure.  
.
We acknowledge a client’s right to complain.  We provide mechanisms to ensure that this feedback in addition to positive comments and suggestions are freely received and implemented where possible.  


[bookmark: _Toc297110716]4.3	Non-English-Speaking Clients
Our doctors and staff have a professional obligation to ensure they understand our clients and that the clients understand any verbal instructions or written information. 

Clients who do not speak or read English or who are more proficient in another language, or who have special communication needs are offered the choice of using the assistance of a language service to communicate with the Doctor or Centre team members.  

We are also aware that alternative modes of communication may be used by our clients with a disability and we endeavour to inform ourselves of how to access and use these services or technology to achieve effective communication with these clients. 

A contact list of translator and interpreter services and services for clients with a disability is maintained, updated regularly and readily available to all staff. 

Procedure
Once you have determined that the client may have special communication needs ask the client’s consent to use assistance. 

Check the client’s medical record to see what if any services have been used before. 
The use of children as interpreters is not encouraged. An appropriate staff member can act as interpreter if the client consents. Note on the medical records the client’s nominated interpreter or any professional services that have been used and arrange these prior to the consultation. 

4.4   Culturally Appropriate Care 
We aim to identify important and significant cultural groups and have implemented strategies to meet their needs. We also aim to accommodate the specific needs of clients who experience disadvantage and increased disease risk whether due to socioeconomic factors, educational or literacy issues, cultural background, or disability. 

In order to improve health outcomes, we:
· encourage our clients to self-identify their Aboriginal or Torres Strait Islander origin or cultural background 
· encourage staff to ask the Aboriginal or Torres Strait Islander or other cultural background of our clients.
· Identify clients on registration forms and offer membership to closing the gap program with medicare

 We are sensitive and aware that there may be many reasons why clients are reluctant to identify their Aboriginal or Torres Strait Islander or other cultural background and equally there are reasons why staff are reluctant to ask about the cultural background of our clients.  

We are working towards identifying and recording the cultural background of our new and existing clients.  Cultural background and ethnicity can be an important indication of risk factors and can assist GPs and staff in providing disease prevention and delivering culturally appropriate care.  

[bookmark: _Toc297110715][bookmark: _Toc297110768]
4.5 	Client Feedback
[bookmark: _Hlk57209031]We encourage clients and other people to give feedback, both positive and negative, as part of our partnership approach to healthcare, and we have processes in place for responding to feedback. The Centre Manager is responsible for organising and implementing client surveys. The data collected is analysed and the findings, including any improvements made, are communicated back to our clients.

Our Suggestion Box in the waiting room allows clients to give us personal feedback on a day- to- day basis. We aim to follow-up ideas and acknowledge notes of appreciation where we can.  

Where possible clients are encouraged to raise any concerns directly with the team and attempts are made for a timely resolution of such concerns in accordance with our complaints resolution process. 
[bookmark: _Hlk57209059]Feedback is sought on the following six categories that are considered critical to client’s experiences within healthcare facilities.
· access and availability
· information provision
· privacy and confidentiality
· continuity of care
· communication and interpersonal skills of staff

4.6 Complaints
Opportunities are available for clients and other visitors to tell us, ‘How we are doing” and we collect systematic client experience feedback at least every 3 years.  

The Centre’s  information brochures provide clients with information on how to provide feedback, including how to make a complaint.  

We have a complaints resolution process which all staff can describe, and we also make the contact details for the state or territory health complaints agencies readily available to clients if we are unable to resolve their concerns ourselves. 

All staff should be prepared to address complaints as they arise.  Depending on the nature of the complaint and advice received from medical indemnity company, complaints are recorded and actioned, with a copy placed in the client’s medical record if related to client care.  The Manager should be advised of all complaints.
.
Procedure
[bookmark: _Hlk57209118]Clients and others have opportunities to register their complaints either verbally to staff, in writing (letter) or via our suggestion box at Reception Desk.  Clients should feel free to complain anonymously if desired. All staff should be prepared to address complaints as they arise.  

When receiving complaints staff should keep in mind the following in order to minimise further client anxiety and hostility, possibly leading to litigation:

· handle all complaints seriously, no matter how trivial they may seem.
· verbal complaints made in person should be addressed in a private area 
· use tactful language when responding to complaints.
· don’t blame other staff. Clients may not have all the facts or may distort them.  
· address the client’s expectations regarding how they want the matter resolved.
· assure the client that their complaint will be investigated, and the matter not overlooked.
· offer the clients the opportunity to complete a formal complaint form. (They may accept or decline).
· document or Log all complaints and other relevant information and place this in the complaint folder 
· alert the Doctor or relevant Clinical staff about disgruntled or hostile clients so he/she can diffuse the situation immediately.
· always inform the Manager if you become aware of any significant statements made by the client or  a significant change in client attitude. Often clients will tell staff when they are reluctant to tell the doctor.
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