
 
 
 
 
 
 

Report of the Investigation into the disappearance 
and subsequent death of an elderly gentleman 

transferred from Katherine Hospital to 
Kalkaringi in August 2006 

 
 
 
 
 
 

 
 
 
 
 
 Prepared by 
 Dr Elizabeth Chalmers 
 and members of the Review Team  
  
 February 2007 

 
 
 



 
Acknowledgements:  
 
The Review Team thanks to all those who participated in the interview process, 
especially: 
 
Members of the family of the deceased old man from Daguragu 
and  
Staff members from the Department of Health and Community Services and Katherine 
West Health Board. 
 
 
My thanks go also to the members of the Review Team for their assistance in the Review 
process. 
 
Dr Andrew Bell  Medical Director, KWHB 
David Lines   Assistant Community Health Manager & Senior AHW, KWHB 
Ms Penny Parker  Quality Manager Acute Care Division, DHCS 
Dr Tony Watson  Medical Director Katherine Hospital, DHCS  
 
 
Dr Elizabeth Chalmers  
Chairperson 
February 2007

 
 

 
2 



Table of Contents 

 
Terms and Abbreviations ...................................................................................4 
Executive Summary ............................................................................................5 
Recommendations ..............................................................................................9 

Cultural Safety ................................................................................................................ 9 
Patient travel ................................................................................................................... 9 
Collaboration................................................................................................................. 10 
Education ...................................................................................................................... 11 

Introduction .......................................................................................................12 
The Context................................................................................................................... 12 
The Review Team......................................................................................................... 12 
Terms of Reference....................................................................................................... 13 

The Investigation (methodology).....................................................................14 
Develop a protocol ........................................................................................................ 14 
Determine the events of the incident ............................................................................ 14 
Document review and assessment of gaps.................................................................... 15 
Interview with the family.............................................................................................. 15 
Interviews with staff ..................................................................................................... 15 
Assess cultural safety.................................................................................................... 16 
Develop recommendations............................................................................................ 16 

Findings from the Investigation.......................................................................17 
The patient journey ....................................................................................................... 18 
Interview with the family.............................................................................................. 19 
Cultural safety investigation ......................................................................................... 20 
Cultural Safety Findings ............................................................................................... 21 
Document review and assessment � patient travel ....................................................... 24 
Findings from interviews .............................................................................................. 28 

Gaps................................................................................................................................. 35 
Conclusion ........................................................................................................37 
References.........................................................................................................40 
Appendices........................................................................................................41 

Appendix 1 Conflict of Interest .................................................................................... 41 
Appendix 2 Invitation to the family.............................................................................. 42 
Appendix 3 Invitation to interview staff ....................................................................... 43 
Appendix 4 Questions for staff ..................................................................................... 44 
Appendix 5 The Patient Journey .................................................................................. 46 

 

 
 

 
3 



Terms and Abbreviations  
 
 
 
AAC   Aboriginal Air Charter  
AHW    Aboriginal Health Worker  
ALO    Aboriginal Liaison Officer 
AMS    Aboriginal Medical Service 
D/C    Discharge 
DHCS    Department of Health and Community Services 
DP   Discharge Planner 
DMO    District Medical Officer 
ERSA   En route Supplement Australia 
ETA   Estimated Time of Arrival  
HMO    Hospital Medical Officer 
IHT    Inter Hospital Transfer 
Kalk   Kalkaringi 
KH   Katherine Hospital 
KHPT   Katherine Hospital Patient Travel  
KWHB  Katherine West Health Board 
MOU   Memorandum of Understanding 
NT    Northern Territory 
NTAMS  Northern Territory Air Medical Service 
P    Patient 
PTS   Patient Travel Scheme 
RDH   Royal Darwin Hospital 
PT    Patient Travel 
PATS    Patient Assistance Travel Scheme 
PTC   Patient Travel Clerk  
RAN    Remote Area Nurse 
RN   Registered Nurse 
RPT    Regular Passenger Transport 
THS    Territory Health Services (former title for DHCS) 
TOR    Terms of Reference  
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Executive Summary 
 
In August 2006 an old man living at Daguragu Community (9kms from Kalkaringi 
Community) was acutely unwell and attended the Katherine West Health Board Clinic at 
Kalkaringi. He was treated and subsequently evacuated by the Northern Territory Air 
Medical Service to Katherine Hospital. He recovered from his illness in hospital and his 
transport back to Kalkaringi was arranged by the Katherine Hospital Patient Travel 
Office.  
The old man was transferred via an Aboriginal Air Charter flight from Katherine to 
Kalkaringi. He was notified as being missing to the police three days later and a search 
was instigated. The search was called off after a further three days. The deceased body of 
the old man was found seven days after he had gone missing, some 800 metres from the 
Kalkaringi airstrip.  
 
A Review was conducted according to Terms of Reference agreed by the Northern 
Territory Department of Health and Community Services DHCS) and Katherine West 
Health Board (KWHB). A Review Team was formed, consisting of an independent 
Chairperson and two members from each of the two organisations. The Review Team 
considered relevant documents as laid out in the Terms of References and conducted a 
series of interviews with family members of the deceased old man and with staff from the 
respective health services. 
 
Guiding Principles  
The concerns raised by the family of the deceased old man guided the Review Team and 
the investigation.  
There is no intent in the conduct of this Review to identify fault on the part of any 
individual or individuals. This tragedy occurred principally as a result of communication 
system failures on a number of levels. 
The Review Team recognises that individual errors do occur, that on their own do not 
lead to a tragedy such as this. It is when a sequence of such errors line up, that adverse 
outcomes do occur. The purpose of quality systems and an investigation such as this is to 
ensure that the chances of error are minimized and to ensure that systems are in place to 
prevent any of these errors individually resulting in a serious adverse event.  
 
Findings 
The Review Team found that a series of contributing factors resulted in the old man�s 
death that individually, would not have resulted in such a tragedy.  
Key among these were the:  

• Lack of an escort;   
• Lack of well documented systems to ensure the safe completion of episodes of 

patient travel;   
• Ad hoc systems of communication between the Patient Travel System and the 

regional health service and  
• Delay in the realisation of and response to the disappearance of the old man. 
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During the course of the investigation, a clear picture emerged of a frail, elderly 
individual with hearing and visual impairment and limited English language skills.  
It  appears there was a perception that the patient was more able bodied than in fact he 
really was. 
 
Cultural Safety 

• In relation to cultural safety, within the definitions reviewed and addressing the 
concerns raised by the family of the deceased old man, cultural safety was not 
afforded to the old man in two areas. These were the  

o Decision not to support the request for an escort at the time of the Medivac 
and the  

o Communication difficulties for the patient in hospital with his hearing and 
visual impairment and limited English language skills. This was 
compounded by the lack of an escort and raises a serious issue of adequate 
informed consent.  

• The Review Team believes, on the evidence available, that an escort was 
warranted at the time of the medical evacuation of the old man in the early hours 
of August 12th 2006. 

• The Review Team was unable to determine the reason for the decision not to 
support the request for an escort for the old man. 

• There are inconsistencies in the recollections provided by staff from KH and 
KWHB regarding the sequence of events around the realisation that the old man 
was missing. The Review Team was therefore unable to determine the actual 
sequence of the events around the realisation that the old man was missing. 

•  Katherine Hospital management is unable to determine which staff members 
have received the mandatory ACAP training. 

 
Documented Policies and Procedures 

• High level strategic policy documents have relevance to the review as they have a 
particular focus on the delivery of health care to Aboriginal people. 

• Section 4 of the Patient Travel Scheme (PTS) Guidelines concerning escorts for 
patients is open to interpretation. 

• The Patient Travel Scheme (PTS) Guidelines, other than the escort section are 
clear, concise and provide clear information about the scope of the PTS and the 
roles of participants apart from the role of the remote health services. There are 
performance indicators listed for the PTS, including a complaints mechanism.  

• KWHB procedures on patient travel mirror those of the PTS Guidelines although 
the role/ responsibility of patients is not stated. Theses guidelines do specify the 
role of the health service in relation to ground transport. There is some lack of 
congruence in relation to the criteria for an escort to accompany a patient and also 
with regard to the PT processes for repatriation. There are no performance 
indicators. 

• The Review Team did not identify any failure to comply with DHCS or KWHB 
policies and procedures with the exception that Katherine Hospital management is 
unable to determine which staff members have received the mandatory ACAP 
training.   
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Communication 

• The Review Team determined that there are gaps in the communication processes 
around the operation of patient transport to and from the remote communities that 
need to be addressed as a matter of priority by both DHCS and KWHB. 

• The Review Team recognises that there are particular difficulties and risks 
inherent in health service delivery on very remote communities.  

• There have been significant structural changes in health service delivery in the 
Katherine region in recent years. This has introduced more complexity in 
communication between remote health service providers and DHCS. 

 
Patient Travel 

• The Review Team acknowledges that Katherine Patient Travel staff process 
thousands of travel requests (3,571 in 2006) each year without adverse incident.  

• It is evident that Patient Travel staff at Katherine Hospital work under a high 
degree of pressure to meet the demands of patients, their families, clinical staff 
and the travel scheme overall. 

• Interviews with Patient Travel and clinic staff identified that there are frustrations 
at both Katherine and Kalkaringi with regard communication and responsiveness. 
The Review Team was made aware (anecdotally) of a number of episodes where 
other system failures have occurred both at Katherine and Kalkaringi ends of the 
system. A record of PT �incidents� maintained by Katherine Hospital since this 
incident in August 2006 occurred, indicates these are occurring on a regular basis.  

• Under existing arrangements, and in the absence of a centralised coordination 
process around the Patient Travel Scheme, the potential for further adverse 
incident in relation to patients traveling to and from remote communities is 
considered a high risk for both organisations. 

• PT operations in Katherine are complex and the level of uncertainty around the 
availability of transport and accommodation results in inefficiency.  

• Many processes in the operations of the Patient Travel system are informal and 
not covered in the written guidelines. 

• There was no mechanism to check if travel information was received regarding 
the repatriation of patient to the very remote communities. 

• There was no tracking of the completion of PT episodes, despite patients making 
long journeys, often unaccompanied, back to remote communities. 

• Charter flights do not fly to a routine schedule and are not routinely met by a 
Council Airport Reporting Officer. The Review Team does not know whether the 
pilot notified the Daguragu Council of the flight in question on August 21st. The 
Review Team notes that there is no specification in En Route Supplement 
Australia (ERSA) that prior notice is required to land at the Kalkarung Airport. 

 
Discharge Planning 
• Discharge Planning at KH is continuously evolving. Communication processes 

with wards and other stakeholders are still being developed. There is currently no 
formal referral process.  
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• There is no formal system to include KWHB or other regional primary health care 
services into the KH Discharge Planning. 

• There is a lack of input from KWHB into inpatient care at KH or into discharge 
planning. 
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Recommendations  

Cultural Safety  
Recommendations 1 to 3 are addressed to both DHCS and KWHB, 4-6 to DHCS and 7 to 
KWHB 
 

1. Katherine West Health Board and Katherine Hospital to review and clarify 
processes to support decision making for responding to the request for escort for 
patients from remote communities.  

2. Katherine West Health Board and Katherine Hospital  to investigate and report on 
the current practice for ensuring adequate communication and understanding with  
Aboriginal patients at their respective health services and advise  senior 
management accordingly. This applies especially for those patients who live in 
the remote communities. 

3. Develop an ongoing evaluation of patient satisfaction and cultural safety between 
KH and regional health services.  

4. Ensure that Aboriginal Cultural Awareness Program training is provided for all 
DHCS staff. This includes regular reporting to Katherine Hospital management on 
the training delivered and numbers attending.  

5. NT Government in conjunction with universities and training providers develop 
and implement innovation in recruiting and retaining Aboriginal clinical staff 
across the disciplines at Katherine Hospital and regional health services. 

6. NT Government to increase resources for interpreter services  at Katherine 
Hospital  

7. KWHB ensure that all new and relieving staff complete adequate orientation & 
workplace induction for work in the remote communities and report on this to the 
Board.  

Patient travel 
Recommendations 1 to 4 are addressed to both DHCS and KWHB, 5 to KWHB and 6 to 
DHCS  
 

1. An improved business model for Patient Travel be developed and implemented 
that increases participation and sharing of the responsibility for effectiveness, 
efficiency and safety by regional health services and the DHCS. This includes but 
is not restricted to:  
1.1. DHCS conduct a review of staffing levels and of the capacity of staff in the 

Katherine Hospital Patient Travel office to implement revised procedures. 
The inclusion of patient safety data collection is a priority. 

1.2. KH to review the adequacy of the work space for KH PT operations. 
1.3. In accordance with the patient travel guidelines the PATS form is to be 

completed by the doctor requesting travel 
1.4. DHCS provide central coordination of Patient Travel Scheme at strategic & 

operational levels.  
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1.5. DHCS provide regular monitoring and reporting on performance of the 
Patient Travel Scheme, including financial performance and make the reports 
available to the regional health services. 

1.6. Through monitoring and review, DHCS ensure accountability, to include 
cost, safety and appropriateness, by those requesting Patient Travel Scheme 
travel including visiting specialists.  

1.7. DHCS investigate an improved system for tracking patients transported by 
NT Patient Travel Scheme and especially consider implementing an online 
web based and contemporaneous tracking system accessible to all health 
service providers.  

2. DHCS, KWHB (and the other regional health services) raise with NT 
Government, the general disadvantage and the difficulties in delivery of health 
services in particular, resulting from the lack of adequate public transport to 
remote communities, including Katherine.  

3. In the interim to implementing Recommendation 1, DHCS, KWHB ( and other 
regional health services) improve the system for communication between Patient 
Travel staff and remote clinics � the use of fax alone is not safe. 

4. KWHB and DHCS together with Local Government advocate strongly for a 
mechanism to be in place to alert the Council Reporting Officer prior to the 
arrival of all charter planes at community airstrips.  

5. Community councils consider installing a distress alarm or a telephone at 
airstrips, linked to the police station, especially at those airstrips which are more 
than one kilometre away from the community. 

6. Where charter flights are contracted by the Patient Travel operations, DHCS to 
ensure that there is a contractual obligation to: 
6.1. Provide timely �estimated time of arrival� for flights to the remote clinics and 

to Patient Travel staff.  
6.2. Ensure that the pilot does not leave any patient alone at the airstrip and has 

the facility to contact the clinic to inform the staff of the patient whereabouts. 
7. DHCS provide a clear protocol for pilots to notify flight arrival at a community 

airstrip and to implement safe procedures if there is no-one to meet the aircraft. 
 

Collaboration  
Recommendations 1,3 and 5 are addressed to both DHCS and KWHB, 4 and 6  to 
KWHB and 2 to DHCS.  
 

1. Improve the functional networks at management and operational levels between 
Katherine Hospital and the remote clinics of the region through the regional 
health services. 

2. Incident reporting system; through data collection and analysis, provide regular 
feedback from the Patient Travel Scheme monitoring from DHCS to the regional 
health services especially regarding  costs, successes, failures  and  �near misses�. 

3. Katherine West Health Board (and other health services) establish a 
communication procedure with KH regarding all patients admitted to hospital 
from KWHB (and other health services) communities.  
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4. Katherine West Health Board have input into discharge planning for their 
patients. Consider utilising the resources of the Top End Division of General 
Practice �general practice and hospital integration program� to further support 
this.  

5. Expedite the implementation of the Health Connect electronic point to point 
system to alert clinics of patient discharge from hospital 

6. KWHB (and other regional health services) to notify PT staff and others of clinic 
closures and other alterations to normal working hours.    

 

Education 
Recommendations 3 is addressed to both DHCS and KWHB, 2 and 4 to KWHB and 1 to 
DHCS  
 

1. Education about the operations of NT Patient Travel Scheme Guidelines is a 
compulsory part of orientation for key NT hospital staff to be updated annually.  

2. Education about the operations of the NT Patient Travel Scheme Guidelines is a 
mandatory part of orientation for all new and relieving Katherine West Health 
Board staff to be updated annually. 

3. DHCS and Katherine West Health Board to educate community members 
about their rights and responsibilities re Patient Travel using media such as 
video in hospital clinics, the community radio & television ( Imparja) and the 
Broadcasting for Remote Aboriginal Communities Scheme (BRACS) etc. 

4. KWHB investigate providing appropriate health services management training for 
their senior staff. 
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Introduction  

The Context 
In August 2006 an elderly gentleman living at Daguragu Community was acutely unwell 
and attended the Katherine West Health Board Clinic at Kalkaringi. He was treated and 
subsequently evacuated by the Northern Territory Air Medical Service to Katherine 
Hospital. He recovered from his illness in hospital and his transport back to Kalkaringi 
was arranged by the Katherine Hospital Patient Travel Office.  
The elderly gentleman was transferred via an Aboriginal Air Services flight from 
Katherine to Kalkaringi airstrip (also known as Kalkarung airport). He was notified as 
being missing to the police three days later and a search was instigated. The search was 
called off after a further three days. The deceased body of the elderly gentleman was 
found seven days after he had gone missing, some 800 metres from the Kalkaringi 
airstrip, in bushland, on the opposite side to the passenger shelter.  
Katherine West Health Board and the Department of Health and Community Services 
agreed to initiate an examination of the events which led to this tragedy and to a review 
of the systems, policies and protocols relating to the transfer of patients from DHCS 
hospitals to KWHB communities. 
 
It is important for the readers of this review to understand the impact of the remote 
Australian environment and the difficulties of remote service delivery, on the people who 
live and work there, and in context of which this incident occurred. Any actions that may 
arise from this report must be undertaken with consideration of this context.  
Over three quarters of the Australian landmass is considered �remote �and is enormously 
diverse. This diversity is characterised by geographic isolation, cultural diversity, 
socioeconomic inequality, health inequality, resource inequity and a full range of extreme 
climatic conditions. These factors intensify the isolation experienced by those populations 
living and working in these remote communities1. 
Three percent of the Australian population live in remote areas, and the largest group are 
Indigenous people � Aboriginal and Torres Strait Islanders � who make up 38 per cent of 
the total remote Australian population. This is approximately one quarter of the total 
Australian Indigenous population and over half of those Aboriginal people who live in 
remote areas, are in the Northern Territory 2.   
There is a considerable gap between undergraduate education and the advanced and 
extended role of all health professionals in remote areas.3 The National Aboriginal Health 
Strategy in 1989 and other reports into Australian Indigenous health highlight the 
educational needs of needs of health professionals who work with Aboriginal and Torres 
Strait Islander people. The need for education in the areas of cultural awareness, primary 
health care and the health conditions of Indigenous people is a particular priority4. 

The Review Team  
The Review Team comprised an independent chair and two members each from the 
Department of Health and Community Services (DHCS) and Katherine West Health 
Board (KWHB) 
The members of the team were: 
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Associate Professor Elizabeth Chalmers Independent Chairperson 
Dr Andrew Bell    Medical Director  
David Lines     Assistant Community Health Manager &  
      Senior AHW 

(KWHB) 
Ms Penny Parker    Quality Manager Acute Care  Division 
Dr Tony Watson     Medical Director Katherine Hospital  

(DHCS) 

Terms of Reference 
The Department of Health and Community Services and Katherine West Health Board 
agreed on the Terms of Reference (TOR) for the review as set out below. 

Objective 
To undertake an examination of the particular circumstances of the incident as well as a 
comprehensive review of the systems and processes for ensuring the safe transfer of 
patients from DHCS hospitals to remote communities. 

Aims 
1. To identify any systems problems with regards to the transfer of patients between 

DHCS hospitals and KWHB communities 
2. To provide a comprehensive report to the Chief Executive Officers of DHCS and 

KWHB, that outlines any systems issues and identifies recommendations for 
improving the transfer process 

3. To provide a plain language report for the family of the deceased 

Process 
! Develop a protocol for sign off by each of the organisational members of 

the Review Team to ensure that no �conflict of interest� issues impact on 
the investigation process 

! Interview individuals including the relatives of the deceased who have 
information relevant to understanding how this incident came to occur 

! Undertake a systematic review of all DHCS and KWHB policies, 
protocols and guidelines regarding the transfer of patients 

! Assess any gaps in existing policies, protocols and guidelines 
! Review all clinical documentation relating to the patient both at Kalkaringi 

clinic and Katherine Hospital 
! Review all documentation relating to the transfer process for the patient. 
! Interview as required, any DHCS staff and/or KWHB staff to provide 

further clarification and information 
! Assess circumstances of patient transfer and care to ascertain level of 

cultural safety accorded to the patient in this instance. 
! Assess the compliance with existing policies, protocols and guidelines 

with regard to this particular patient transfer 
! Identify gaps and develop recommendations to enable systems 

improvement   
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The Review therefore has two broad aims.  It is first and foremost a review of the 
policies, protocols and guidelines to do with the transfer of patients with any gaps to be 
identified and changes recommended. A secondary aim is to assess the patient transfer in 
this particular case to determine whether or not there was compliance with existing 
policies, protocols and guidelines. The Review is about identifying system failures, 
opportunities for improvements and minimizing the risk of recurrence. There is not intent 
in the conduct of the Review to identify fault on the part of any individual or individuals.  
Action regarding any non-compliance identified by the Review is within the province of 
the organisations themselves or any applicable external body. 

The Investigation (methodology) 
The scope of the investigation and a broad outline of the process to be followed were set 
in the Terms of Reference (the TOR).  
The Review Team participated in a series of meetings to develop the methodology from 
the TOR and later, to monitor the progress of the investigation. Relevant procedural 
documentation was sourced and provided to the Review Team by the organisational 
members.  The organisational members also assisted with the arrangement of staff and 
family interviews. 
The Review Team met on six occasions and corresponded regularly by email.  

Develop a protocol 
With the assistance of a member of the DHCS legal staff, the Review Team agreed on a 
protocol for sign off by each of the organisational members to ensure that no conflict of 
interest impacts on the investigation process. 
        
The Chair is impartial and independent. The organisational members, in light of the fact 
that they are chosen from the involved organisations, have no personal involvement with 
the facts of the incident. If a conflict of interest was to arise, the organisational member 
would immediately inform the independent Chair. (See Appendix 1)   

Determine the events of the incident  
The subject of this Review has been referred to previously as �the elderly gentleman� as 
laid out in the Terms of Reference documetn. The subject will be referred to in the report 
as the �old man�.  
The  Review Team considered how the patient in question moved through the processes 
involved in attending for and receiving care at the Kalkaringi clinic; the Northern 
Territory Air Medical Service (NTAMS) telephone consultation with the Darwin District 
Medical Officer and the decision to arrange a medical evacuation by NTAMS, of the 
patient to Katherine Hospital; the conduct of the actual transport; the period of 
hospitalisation; the processes for discharging the patient from hospital;  the organisation 
of the repatriation transport from Katherine Hospital to Kalkaringi and finally the conduct 
of the repatriation journey. The Review Team worked from the clinical documentation 
available and from reports of relevant staff to develop the document �The Patient 
Journey� (Appendix 5) 
This process was reviewed at each meeting of the Review Team 
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Document review and assessment of gaps 
The organisational members of the team were responsible for sourcing the relevant 
DHCS and KWHB documents to do with policies, protocols and guidelines regarding the 
transfer of patients in general and for the particular patient transfer under review and 
providing them to the Review.  The document �The Patient Journey� facilitated the 
organisational members of the Review Team�s identification of those documents relating 
to all DHCS and KWHB policies, protocols and guidelines regarding the transfer of 
patients. This process was reviewed at each meeting of the team.  
The Chairperson undertook a systematic review of relevant documents identified by the 
organisational members. The patient journey was tracked against the existing policies 
procedures and guidelines.  This allowed the Chairperson to measure the degree of 
compliance with existing procedures and also to isolate any systemic breakdown or 
�gaps�.  
The main themes from the assessment of the documents and from the analysis of the staff 
and family interviews were listed.  
The identified gaps are listed following the analysis of the interviews. 

Interview with the family 
The Chairperson and the Assistant Community Health Manager KWHB drew up an 
invitation (Appendix 2) to the family members of the deceased old man to meet with the 
Chairperson and the Assistant Community Health Manager KWHB at Kalkaringi to 
discuss the review and to hear, on behalf of the other members of the Review Team, any 
further issues or questions that the family wished to raise. This meeting was negotiated by 
the Assistant Community Health Manager KWHB, who met with the old man's family at 
Daguragu and explained the TOR and the review process and gave an update on the 
progress of the review. He invited family members to talk with the Chairperson and asked 
permission for another community member to support and interpret for them. Permission 
was given.  
Talking with the family was done as sensitively as possible, as they were in the process of 
mourning the loss of another close family member and also the recent loss of a Gurindji 
elder/leader (Note that these deaths had occurred subsequent to the death that is the 
subject of this review and were not connected to the review). The family interview was 
delayed due to these other more recent deaths.   
 
The family interview took place in the garden of the home of a family member in 
Kalkaringi on the morning of November 24th 2006.  A community woman had been 
nominated to be the spokesperson for the family and she also acted as the interpreter. 
Notes were taken at the time of the interview. 
An Authority to Supply Medical Information Form (DHCS) was signed by the 
appropriate family member for the release of clinical notes from the old man�s last 
Katherine Hospital episode. 

Interviews with staff  
The Review Team drew up an invitation for relevant staff from both DHCS and KWHB 
(Appendix 3), to attend an interview concerning their involvement in the Patient Journey. 
These interviews were voluntary and each staff member was given a copy of the TOR of 
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the Review. The invitation stated �that the scope of this Review is to examine those 
policies, procedures and guidelines relevant to the transfer of patients and to determine 
whether gaps exist in these documents and what those gaps are and to make 
recommendations�. 
Staff members were invited to comment on any perceived gaps in patient transfer 
processes and what ideas they might have to improve patient transfers (Appendix 4). 
Notes were taken at the time of the interviews. 
Further short interviews were held, or email follow up was made, with some staff 
members to further clarify certain aspects of the Patient Journey. Notes made at the time 
of the interviews were made available to respective staff members to check for accuracy. 
In addition to the above interviews, the Review Team had access to the written statements 
provided by staff to the police as part of their inquiry into this death. The Review Team 
was informed that the staff members had given their permission for the Team to access 
these statements.  
 
The interviewers for the KH staff were Dr Tony Watson and Dr Elizabeth Chalmers of 
the Review Team and interviews were held at Katherine Hospital on the morning of 
Friday November 3rd 2006. The Katherine Hospital Discharge Planner was interviewed 
on the morning of November 7th and Penny Parker (DHCS Review Team member) was 
also in attendance.    
Interviewers were for the KWHB staff were David Lines and Dr Elizabeth Chalmers of 
the Review Team. Interviews were held at Katherine West Health Board (KWHB) 
Kalkaringi clinic on the morning of Friday November 23rd 2006. The staff member who 
was acting clinic coordinator at the time of the incident was interviewed in Katherine on 
the morning of Nov 21st 2006 
 
It is important to note that there are limitations to the information gathered from the 
interviews as these were conducted retrospectively. The police interviews were conducted 
on the 31st August (KH) and 6th September (Kalkaringi) and the Review Team interviews 
between ten and twelve weeks after the death of the old man.  

Assess cultural safety 
The term �cultural safety� was discussed by the Review Team and the members from 
DHCS and KWHB then investigated and reported on any documents relating to cultural 
safety policies, protocols and guidelines for each organisation.  

Develop recommendations  
The Review Team commenced considering draft recommendations as they worked 
through the investigation after identifying system failures following analysis of material 
gathered. During the preparation of the report, the final recommendations were agreed.   
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Findings from the Investigation 
Katherine Hospital (KH) is a regional hospital operated by the NT Department of Health 
and Community Services to provide secondary care to the population of the Katherine 
region. Tertiary care is provided 300 km away at Royal Darwin Hospital. Katherine West 
Health Board Aboriginal Corporation (KWHB) is an independent community controlled 
Aboriginal Medical Service providing primary health care to the population of the region 
west of Katherine.  
Figures 1 and 2 outline the processes for the medical evacuation of a patient from a 
remote community to KH and the processes for repatriation back to the remote 
community from KH. 
 

1 Patient presents 
with acute illness 

to clinic

2 Patient assessed
and treatment initiated

3 Telephone consultation 
with NTAMS � NTDHCS 

DMO on call

4 Decision to 
proceed to 

medical evacuation
Consider/ request 

Escort

5 Aircraft tasked 
to Medivac

Figure 1 Processes in Medical Evacuation 

7 Patient transported 
to airstrip

8 Patient transferred  
to NTAMS aircraft

9 Patient transported 
to hospital 

6 Clinic given 
ETA
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1 On the ward the 
patient assessed 
for discharge by MO

2 a Physio 
Assessment Y/N

3 Ward notifies 
Patient 
Travel

2 b Discharge 
planner 
Involved Y/N.

4 PTC books flight 
RPT or charter

5 Transport company
faxes back 
manifest to PT

6 PT faxes manifest 
to remote clinic & to 
transport company

Figure 2  Processes for Patient Repatriation KH & KWHB

7 Remote clinic staff
receive fax & pin
to notice board

8 Senior RN or AHW 
allocates pick up job 
to staff member

9 Staff go to 
Airport at given
ETA

10 Staff meet plane at 
airstrip & transport

patient home

 
 
 

The detailed findings are described below. 

The patient journey 
The patient journey is summarized in table form in Appendix 5 and this section of the 
report includes findings from the Review interview process related to this case.   
 
In summary, the old man presented at the clinic on the afternoon of August 11th 2006 and 
was acutely unwell. His medical evacuation was arranged, although delayed by some 12 
hours. Treatment was commenced and he had begun to respond. The Kalkaringi clinic 
RAN requested an escort. A family member already had been identified by the family and 
had her bag packed, to accompany the old man. A decision was made by the NTAMS, 
not to support the request for an escort to accompany the old man to hospital. The old 
man had a significant medical history and had been accompanied by an escort on a 
previous admission to hospital in April 2005. 
The old man responded to treatment in hospital and was assessed to be fit for discharge 
on Friday August 18th but was unable to travel that day because of lack of available 
transport. A medical discharge summary was faxed to the Kalkaringi clinic that day. A 
medical discharge summary is a clinical document and is not related to patient travel 
arrangements. 
 
The old man was reviewed on the Monday morning by the hospital medical officer and 
later was driven by the hospital courier to the airport where he got on the charter flight.  
Investigations following the discovery of the body of the old man some seven days after 
he returned to Kalkaringi revealed that the pilot of the charter aircraft on Monday August 
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21st assisted the old man to the Kalkaringi airport shelter and carried his bag as there was 
no one to meet him.  
 
There are inconsistencies in the recollections provided by staff of Patient Travel and of 
the Kalkaringi Health Centre regarding:  

• The sending and receiving of a faxed patient itinerary from KH Patient Travel 
office informing the Kalkaringi clinic of the repatriation charter flight for the old 
man�s travel home. As far as the Review Team can ascertain, the fax was sent, but 
no-one at Kalkaringi Health Centre was aware of the fax transmission and staff 
have not been able to find the fax. 

• The sequence of events around the realisation that the old man had not returned 
home, by Tuesday August 22nd 2006 and then that he was missing.  

• A series of telephone calls from Kalkaringi to Patient Travel at KH at least one of 
which was instigated by family members of the old man, who wanted know of his 
whereabouts as he had not returned home.  

It was not until Thurs August 24th that the staff at Kalkaringi Clinic and at KH Patient 
Travel concluded that the old man was missing. This is despite the fact the old man had 
not returned home and that a query had been made as to his whereabouts. 
The Review Team is therefore unable to determine the sequence of these events but it is 
clear to the Review Team that there are serious gaps in the communication processes 
around the operation of patient transport to and from the remote communities that need to 
be addressed as a matter of priority by both DHCS and KWHB. 

Interview with the family  
The Chairperson met with family members at the home of a family member in Kalkaringi 
on the morning of November 24th.  The meeting was held in the garden and the 
Chairperson was introduced to the old man�s wife and son and also to the young woman 
who had been the designated as the escort by the family on the night of the old man�s 
evacuation to Katherine Hospital. Other family members joined the meeting as well as 
the woman who was the designated spokesperson for the family. 
The family spoke of the night of the evacuation and how the nominated escort was ready 
to go with the old man with her bag packed. 
The Chairperson explained that the  review was to investigate the polices and guidelines  
for Patient Travel in the DHCS and KWHB to find out if there were gaps and to 
recommend ways to improve things so that what had happened to the old man would not 
happen again. 
The family members were not so interested in the review of policies. 
The questions that were still bothering the family and that they wished to raise with the 
Review Team are: 

1. Why was there no escort to go to hospital with the old man? 
2. How did they communicate with the old man (in Katherine Hospital) when he 

couldn�t speak much English and did not have his hearing aid with him? 
Family members stated that if there was no escort sent with the plane, they thought that 
Katherine Hospital should then request an escort.  
They also said that there should be more Aboriginal Liaison for health in Katherine, to 
cover both the west side and the east side of the region.    
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