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EXECUTIVE SUMMARY

The year at a glance
8000

5000

7000
4000
6000
5000

3000

4000
2000

3000
2000

1000
1000
0

0

1999-2000 2000-2001 2001-2002

3000

3000

2500

2500

2000

2000

1500

1500

1000

1000

500

500

0

0

1999-2000 2000-2001 2001-2002

400

1999-2000 2000-2001 2001-2002

1999-2000

2000-01

2001-02

1999-2000
1999-2000

2000-01
2000-01

2001-02
2001-02

500
500

350

2000-2001

2001-2002

400
400

300
250

300
300

200
200
200

150
100

100
100

50
0

1999-2000

2000-01

HCCC ANNUAL REPORT 01 : : 02

2001-02

00

5

Executive Summary
The Commission has continued to develop and
implement its Moving Forward Project. An important
aspect of the project has been the establishment
and continuous improvement of procedures and
practices within the Commission itself. This project
has allowed the Commission to increase its
responsiveness both to individual complainants
and to our partners in the health system.
Key issues arising from complaints have
included: access to primary care; the standard
of mental health care and Aboriginal health
care; practitioner indemnity; and open
disclosure. Ongoing activities of note include
the Commission’s driving role in the Department
of Health’s Clinical Governance Working Party
and the Commission’s statewide education
and development activities.
The Commission has managed 2,673 written
complaints, 5,310 telephone inquiries, 3,842 PSO
contacts, and has finalised 363 investigations.
The Commission’s performance indicators reveal
a number of achievements over the last year,
which include: the finalisation of a larger number
of investigations; the expansion of the use of
tailored resolution options; a focus on enhanced
regional services and education activities; and
initiatives to further enhance management and
its support systems. Our performance indicators
further reveal a greater number of challenges
for the years to come, for example: the need
to continue to reduce the Commission’s
investigation backlog; also to continue to
improve the scope and quality of partnership
activities with key stakeholders; and to promote
a health care culture based on openness, quality,
participation and learning.

Information, resolution and complaints
Telephone inquiries continue to represent the most
significant point of access to the Commission and
its services. This service allows for the early and
informal resolution of a number of matters through
the provision of information and direct assistance.
The Commission’s Patient Support Service (PSS)
is maintaining its activity levels in promoting the
rights of consumers through support and
advocacy services, and has achieved an 85%
performance satisfaction rating from users of the
service. Consumer concerns raised with the PSS
highlight standards of treatment, communication
and quality of care, amongst others.

treatment, mental health care and fees, while
the number of complaints about inappropriate
discharge, access to medical records and sexual
relationships decreased. Fewer complaints
than in previous years have been assessed for
investigation as the Commission aims to apply
the most appropriate resolution option to each
complaint. These options include conciliation,
consultative and direct resolution and referral
to other bodies. Innovative investigation and
review methods are being trialed to improve
effectiveness and timeliness of the management
of practitioner and health service complaints.
Appropriate disciplinary action for registered
health professionals was taken in order to protect
the public, where there were serious allegations
and evidence of departures from acceptable
standards of care.

Consumer feedback
During the last year, complaints about
Commission services equated to 0.01% of
written complaints it had received and assessed.
The Commission is developing its processes
for dealing with complaints about itself, as well
as how to improve stakeholder surveys and
consumer satisfaction.

Working with stakeholders
The Commission’s stakeholders include the
entire population of NSW, consumer groups,
health care services and practitioners. The
Commission works closely with its stakeholders
to ensure the relevancy and efficacy of its work.
Over the last year it has been developing the
active involvement of its Consumer Consultative
Committee and its outreach and support for
Aboriginal communities. Another major continuing
initiative is the Commission’s investigation and
resolution training partnership with the Area Health
Services, for both mainstream and Aboriginal
health workers. The Commission has assisted with
resources and research for two inquiries by the
Parliamentary Committee on the Health Care
Complaints Commission, and has implemented
many of the Committee recommendations in its
drafting of this Annual Report and in its referral
of matters for conciliation.

The number of written complaints received by
the Commission was comparable to the number
received in 1999-2000, following a spike during
2000-01. There were increases in the number
of written complaints regarding inadequate
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Access to services

Human resources

The Commission has undertaken a number of
significant service planning and delivery reviews
affecting a variety of the Commission’s activities.
An independent audit of access for people with
disabilities identified a number of challenges,
which should be addressed through the imminent
move of the Commission offices. The Commission
is committed to electronic service delivery in
keeping with NSW government guidelines and
is in the process of collaboratively developing a
new complaints case management system. It is
vitally important that the Commission’s services
are appropriate and accessible to all communities.
The Commission’s promotional activities are
targeted to increasing its profile and the usefulness
of its published (on-line and in-print) material,
including publication of articles in Australian
Doctor, Nurses’ Registration Board newsletter
“Board Works”, Medical Observer, NSW Midwifery
Newsletter and several brochures for consumers.

Staffing was relatively stable during the past year.
Initiatives included a number of training and
developmental opportunities for staff, and the
promotion of the Community Language Allowance
Scheme for staff. The Commission encourages
a balanced approach to work and other aspects
of people’s lives, which is supported by a
participatory management approach to strengthen
consultation and information sharing.
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Environmental impact
The Commission is increasing its use of recycled
materials and renewable resources, and has
decreased its use of energy per officer.

Financial reports
The Commission has made a case for increased
funding in order to meet the increasing community
need for management of complaints about the
health system.
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COMMISSIONER’S OBSERVATIONS

Commissioner’s Observations
Introduction
The Health Care
Complaints
Commission saw
a levelling out in the
number of complaints
and issues that it
managed in the
reporting year of
2001-2002. The
Commission received
2,673 written
complaints and managed 9,152 matters through
the Patient Support Service and the Telephone
Inquiry Service. This is a marked change from
the 20% increase per year that the Commission
had been experiencing up to now.
All health complaints agencies in Australia and
New Zealand have reported a similar trend and
there are a number of hypotheses about the
causes, although there is no real evidence as to
the reason. The Commission has been investing
considerable resources to assist health services
and individual health practitioners to ‘unpick’
complaints, giving them valuable information
about where service improvements are needed
and also, to recognise dissatisfaction early
and resolve issues for consumers before they
escalate into a formal complaint. However, it
cannot be assumed that this work accounts for
the reduction in the number of complaints and
matters handled.

Looking out – to the health
system and community
Issues confronting the health system
Access to primary care services
Over the last year, the Commission has been
advised of a number of serious concerns about
the accessibility of basic health care, in particular
for people living in rural or remote locations;
and during times of high stress on emergency
departments within metropolitan hospitals.
Many consumers are concerned about what
they consider to be a severe shortage of general
medical practitioners or qualified nurses in their
local areas, or about practitioners restricting
the availability of bulk billing which reduces their
affordability. The Commission is monitoring this
situation for discussion with the Department
of Health and the Area Health Services for the
public health system, and with professional
associations for the private health system.
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Mental health care services
Mental health care remains one of the focus
areas for the Commission. The Commission
notes that, while certain improvements have
been made to the quality and responsiveness
of services to consumer needs, further work is
still required to respond to the health needs of
people with mental illnesses. A number of case
studies are included in this Report to illustrate
both the impact of service deficiencies on the
people concerned, and areas of risk in the
mental health system. This year has also seen
the Commission contribute to an inquiry of
the NSW Legislative Council Select Committee
on Mental Health.

Indemnity for health practitioners
Many of the complaints and concerns managed
by the Commission detail cases which have led
to consumers or their families suffering significant
care-related physical, emotional and financial
hardship or losses. The Commission’s complaint
management functions do not include any role
in recommending or awarding monetary or other
settlements aside from its referral of suitable
matters to the Health Conciliation Registry. The
inability for people harmed in our society, be it in
the health system, on our roads or at work (either
as the result of a preventable or non-preventable
error or incident attributable to an individual
or organisation) to be able to obtain adequate
care and live relatively comfortable lives with
appropriate support for the long term remains
a human rights issue that needs cooperation
between State, Territory and Federal
Governments. In the short term, the Commission
supports in the strongest terms possible an
obligation on all facilities and practitioners to
hold indemnity insurance that is appropriate and
adequate for their range and scope of activities.
This is considered essential for the effective
protection of the rights and interests of members
of the public. The Commission further supports
an indemnity scheme which promotes the
availability of quality health care services and
other social support for all communities and
covering all areas of specialisation.

Open disclosure
This year the Commission welcomed the
Australian Council on Quality and Safety in
Health Care’s funding of a project on ‘Open
Disclosure’ which aims to make health care
safer by improving communication between
health care providers and patients, and their
carers when things go wrong. The Commission
has been a particularly active participant in the
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Commissioner’s Observations
Project’s consultation phase for the development
of national standards on disclosure of
information. In this Report, we have highlighted
a number of cases identifying challenges in the
area of open disclosure and we look forward
to reporting on the successful outcome of the
Project in the next reporting year.

The Commission as ‘Watchdog’ and
quality coach
Complaints as windows to community
views about the health system
At the Commission we are aware that barriers
exist for most people to complain about their
health care services or about individual
providers. Consumers feel a strong sense of
loyalty to, or dependence on, local and regional
services, literally trusting them with their lives.
The overwhelming majority of complaints we
receive are care-based and have been made
in the spirit of wanting to improve some
aspect of health service. People generally
lodge complaints in the hope of assisting
other members of the community to be
given better quality health care in the future.
We take each complaint or concern that we
receive extremely seriously, and rely on them
as accurate reflectors of current community
perceptions of the health system. They are also
important to highlight where there may be ‘trouble
spots’ in the system. The Commission is unable
to investigate or resolve every complaint it
receives. However, every single matter assists us
to build a more comprehensive view of consumer
concerns and to prioritise action for quality
improvement and health partnership development.

immunity or ‘qualified privilege’ granted to
Quality Improvement or Review Committees;
or management inability to respond to staff
or consumer warnings. We hope the changes
prompted by the referral and articulated by
the Working Group revolutionise the culture
and practice of the health system to ensure
that a person’s safety is always the primary
consideration, over and above either protecting
colleagues or avoiding claims of negligence.

Role of the Commission in promoting the
evolution of the quality framework for the
health system
After a lifetime of working at the coalface of
health service design, funding delivery and
evaluation, I have relished the last two years
as Commissioner as it has provided me with
an extraordinary opportunity to gain access to
the ‘big picture’ of health care in NSW, including
where and how it can be improved. The
Commission is privileged in the holistic scope
of its involvement in the health system, with
a role extending from public to private care,
encompassing facilities and professionals across
all spheres of activity with a direct line to the
consumers of health care. We therefore have a
unique role and ability to establish a framework
to prioritise quality and progress in health. There
is a dynamism in health care which is always
exciting and challenging, with the Commission’s
role as quality watchdog appropriately placed
on one side of the scales. The Commission’s
restructure and our dedication to research,
policy, training and partnership services provide
a solid basis for our endeavours on the other
side of the scales in measuring and supporting
quality improvement in the health system.

Clinical governance – s59 investigation
During the last year the Commission managed
a number of investigations and complaints which
revealed an endemic issue in the health care
system posing a significant potential risk to
public health and safety. As a result the
Commission determined that it needed to
conduct a special investigation under s59 of
the Health Care Complaints Act 1993. Following
discussions with the Department of Health, a
Clinical Governance Working Group, in which the
Commission is a member, has been established.
The Working Group is targeting the implications
and possible remedies arising from a series of
failures across the State either to report or act
on significant breaches of acceptable care and
practice standards. These failures to report or
act were linked to: a misplaced sense of loyalty
to colleagues; a misunderstanding of statutory
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Health systems quality v the conduct,
performance and health of individual
health practitioners

use of teaching aids to be helpful or very helpful,
and 99% thought the course content to be
highly useful or very useful.

There is growing recognition that a flawed system
of care can place individual health professionals
in very challenging circumstances: not enough
skilled staff to provide care; inadequate
equipment; inadequate policy, protocols and
access to information to support care or
treatment; and inadequate supervision and
support for staff by management, can all impact
upon an individual’s capacity to provide safe, high
quality care. Wherever possible, the Commission
considers the system failures which may have
led to, or assisted in, the poor performance or
conduct by an individual, and will make findings
and recommendations with a view to improving
the support and safety capacity of the systems
of care. That said, it is important for professionals
to realise that they remain accountable for their
decision-making and actions. Accountability is
a key feature of professionalism.

The Commission has established itself as a
provider of effective training services and has linked
NSW Health policy and framework development
with the training packages. The Commission now
employs two full time Education and Development
Officers to meet the Commission’s commitments.

The Commission has the statutory function of
conducting independent investigations and taking
disciplinary action for unsatisfactory professional
conduct or professional misconduct raised from
complaints against health practitioners where
there is a significant risk to public health and
safety. This function forms part of its co-regulatory
relationship with the health professional
registration boards. While these responsibilities
are carried out with the utmost commitment
to probity, efficiency and transparency of
process for individual matters, we also attempt
to consider the broader implications for the
system as a key component of each complaint.

Complaint resolution and investigation
education and training program
As a result of the success of the investigation
training funded by the Senior Executive Forum
of the NSW Department of Health during 19992000, a further round of training was funded
during 2001-2002. In addition to investigations
training, two additional courses were offered:
Resolution Training for mainstream health
workers and Resolution Training for Aboriginal
Health Workers.
During the reporting period approximately 600
health care managers and senior clinicians have
participated in training. Across all courses 99%
of participants believed that the course content
was highly relevant or relevant, 97% of
participants believed that the course met its
objectives, 87% of participants found the course
workbook useful or very useful, 98% found the
HCCC ANNUAL REPORT 01 : : 02

Benefits arising from training have been
identified as:
• supporting greater familiarity with the values
and approaches inherent in open disclosure
• supporting good practice in investigations that
can be applied to investigations into adverse
events, complaints and other situations
• promoting the system of root cause analysis
and values that underpin appropriate reporting
and actions arising from adverse events
• increasing understanding of and ability
to respond to and manage conflict
• improving the health system’s capacity
to resolve consumer concerns at the local
level while learning from issues, errors and
system failures.

Aboriginal health, consultation & launch
of Streetwize brochure at NAIDOC week
celebrations at the Redfern AMS
Our partnership with the Aboriginal Health and
Medical Research Council (AHMRC) has been
critical to the development and delivery of our
services to Aboriginal people and communities.
AHMRC has provided guidance and support
across several areas: in the development of
resolution training for Aboriginal health workers;
in the creation and publication of the How to
get help for a health care concern - brochure
targeted to Aboriginal communities and in the
direction and focus of the work of our Aboriginal
Liaison Officer.
Commission outreach to Aboriginal communities
and organisations has remained central to the
development of our understanding of issues
affecting Aboriginal communities in their access
to effective health care services. The Aboriginal
Liaison Officer provides an effective link between
the expressed needs of Aboriginal people and
communities and the work of the Commission.
This is achieved by her conducting cultural
awareness training for Commission staff and
working with Commission staff to resolve
complaints by Aboriginal health consumers.

11

Commissioner’s Observations
Working with stakeholders
in the health system
Strong links with consumers and the health
system are critical to achieving the Commission’s
vision. Our links with stakeholders are noted in
almost every section of this Report as intrinsic
to our daily operations and statutory functions.
We work with consumer groups to increase
consumers’ knowledge of their health rights
and complaint resolution options. Our insights
into areas of risk in health service delivery enable
us to provide valuable contributions to the local,
state and federal groups working to design
a better health system.
The Commission’s complaint investigation
and resolution education and training strategy
is proving to be extraordinarily successful.
As part of the Commission’s restructure, we
have appointed education and development
officers and policy and project officers to assist
the Commission extend the scope and depth
of our relationships. The restructure as a whole
also promotes increased understanding by
staff of the health system and the development
of working relationships with our stakeholders
as critical means of improving the impact of
our work. We look forward to strengthening
consultation and information sharing processes
even further with consumer and health system
representatives in the coming year.

The Parliamentary Committee on the
Health Care Complaints Commission
This Committee, established under the Health Care
Complaints Act 1993, plays a vital role in ensuring
that the interests of the people of New South Wales
are always at the centre of our planning and
activities, as they reflect the community’s views
regarding effective access to responsive and
quality health care services. Over the past year,
the Committee has completed or initiated two
inquiries and a review of the commission’s
Annual Report with significant implications for
the way the Commission goes about its work.
Seeking closure: improving conciliation of
health care complaints in New South Wales
This inquiry principally focussed on the
operations of the Health Conciliation Registry,
a body independent to the Commission, which
is established under the Health Care Complaints
Act 1993 and administered through the
Department of Health. The Commission is a
strong supporter of alternative means of dispute
resolution and welcomed the Committee’s
numerous recommendations on how to improve
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the effective and efficient referral and resolution of
complaints through conciliation. The Commission
has been implementing those recommendations
that directly concern its own operations, and
will be looking to promote the philosophy of
the recommendations through a future review
of the Health Care Complaints Act 1993.
Report on the 7th meeting on the
Annual Report of the HCCC
In the past year the Parliamentary Committee on
the Health Care Complaints Commission: sought
submissions from the public on the 1999-2000
Annual Report of the HCCC; commissioned a
formal audit from an expert on the annual
reports of public agencies; held a public hearing;
and issued the Report on the 7th Meeting on the
Annual Report of the HCCC. Each Commission
Annual Report is drafted and edited with both the
aim of meeting our statutory obligations as well as,
equally importantly, providing a clear and concise
'snapshot' of the vital work we do to promote
quality health care in the State. It is not always an
easy task to explain our work to others, given its
medical, legal and administrative complexity and
multiple stakeholder perspectives and beliefs.
The Committee's review of each report therefore
provides invaluable insight for us into how well
informed and deeply concerned members of the
community understand and digest the information
we have provided, and gives us pointers as to
how we can improve our reporting performance
every year. The Commission has been and will
be utilising the very valuable information and
recommendations from this process to improve
our Reports in the future, including this one.
Inquiry into the procedures followed during
investigations and prosecutions undertaken
by the HCCC
The Commission has played an active role in
providing written and oral evidence into what
has traditionally been our largest area of activity –
and that which has attracted the most significant
amount of public attention. The main issues
identified by the Commission as arising from the
Inquiry have concerned: the promotion of effective
expedited investigations; how to continue and to
reinforce our separation of investigations from
prosecutions; access to clinical advice and
review as an integral part of assessing complaints;
and the scope for legislative changes to streamline
and improve processes. We look forward to
receiving the results of the Committee’s
deliberations by the end of 2002.
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Looking in – Improving the way
the Commission does its business
Moving Forward Project
In January 2001 the Commission embarked
upon the Moving Forward Project as a joint
initiative between management and staff, with
input from key stakeholders. The primary goals
of the Project were to review, and update:
• Values
• Vision
• Strategic directions
• Organisational structure
• Resource allocation
• Organisational performance measures.
The benefits of the Project were identified as:
improving the quality of health care for people
in NSW by carrying out the objects of the Health
Care Complaints Act 1993 more effectively;
a holistic approach to complaint resolution; having
a more effective organisation providing services for
consumers and other stakeholders; and making
the Commission a better place to work.

HCCC ANNUAL REPORT 01 : : 02

The enthusiasm, effort and commitment shown
by Commission staff and management project
working parties is acknowledged and
commended. The comments and suggestions
received from our Consumer Consultative
Committee and other consumer organisations
and advocacy groups, the Minister for Health,
NSW Health, the members of the Ombudsman’s
Network, health professional organisations, health
professional registration boards, the Parliamentary
Committee on the Health Care Complaints
Commission, a number of individuals and many
other groups and organisations were both
welcome and are evident in the final documents
outlining the strategic directions and shape of
the Commission for the years 2002-2005.

Values rethink
An important element of the Moving Forward
Project was the review and restatement of the
Values, which underpin the Commission’s
work and future directions. The Values that
an organisation aspires to uphold provide the
foundation for the conduct of the business of
the organisation and for the conduct and ethical
behaviour of individual staff and contractors
working for that organisation. The values are
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Commissioner’s Observations
grouped under 7 headings: Quality, Integrity,
Respect for All, Accountability, Working with
the Community, Working with Each Other,
and Working with Health Providers and Other
Organisations. Also, the use of a circle to
represent the statement of values illustrates
that no value has priority over others.

Code of Conduct
The Commission’s Code of Conduct and Ethics
was revised during the year to incorporate these
values. The new code was formed by three key
principles: public confidence in our integrity and
competence; responsibility to the government
of the day to work efficiently and in the public
interest; and staff rights. Both the community
and the Commission expect Commission staff
to work to the highest levels of equity, honesty,
fairness, valuing diversity, empathy, quality
consumer focus and accountability.

Strategic Directions 2002 - 2005
The Commission’s Strategic Directions statement
is based upon two themes: Looking Out –
Complaint Resolution and Quality Improvement
in the Health System, and Looking In – HCCC –
a Learning Organisation for Organisational and
Individual Competence and Performance.
Key features of the Commission’s operating
environment include:
• statutory obligations under the Health Care
Complaints Act 1993
• natural evolution that has been occurring
across most organisations involved in
complaint resolution
• ensuring that there is a direct connection
between the needs and expectations of
the community and the safety and quality
improvement initiatives increasingly
developing in the health system.
Looking in, the Commission faces the challenge of
improving and supporting a competent organisation
to operate effectively in this environment.

Investigations strategy
A key strategy outlined in the Strategic
Directions statement for 2002-2005 is aimed
at managing and clearing the back-log of HCCC
open investigations to a level more aligned
with resources and a broader range of dispute
resolution strategies, while focussing upon
fairness and public health and safety.
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The Commissioner reported to the Parliamentary
Committee on the Health Care Complaints
Commission in June 2002 that it had 328
investigations involving 510 separate health
service and practitioner respondents that were
more than 18 months old, and stated our intent
to reduce both the number and the timeframe
for investigations as a priority. Some of the
initiatives to achieve this, outlined in the
Strategic Directions statement include:
• more active planning and review of
investigations within planned time-frames
• developing and improving case management
tools for investigation
• recruiting skilled staff and providing
development opportunities for existing staff
• better and earlier access to clinical advisors –
eg medical, pharmaceutical and other health
professionals so that early decisions can be
made with appropriate clinical input
• working with professional organisations,
registration boards and insurers to obtain
early responses from people who are
respondents to complaints under investigation
• improving information resources for staff
undertaking investigations – contemporary
practice manuals, library resources,
internet access
• greater use of alternative complaint resolution
mechanisms such as consultative resolution,
conciliation or referral to other appropriate
agencies to investigate or take other
reasonable action
• building on the HCCC’s complaint resolution
and investigation training program to improve
the capacity at the front line of health services
to investigate and resolve complaints locally
• developing different models of investigation
and investigation reporting that are better
geared to the scope and seriousness of
the complaint.
The finalisation of investigations that have been
underway for more than 18 months is a priority
and considerable resources have been committed
to this in the current financial year. As the different
initiatives listed above demonstrate, the success
of the strategy depends upon a number of
sustainable changes occurring.

Changing the organisation’s structure
To meet all the challenges the Commission’s
organisation has been restructured. The new
structure reflects the key elements in the Strategic
Directions with several notable changes.
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There are two distinct divisions within the
Commission:
• the Complaints Resolution Division, under the
guidance of an Assistant Commissioner, has
primary responsibility for the effective and
timely resolution of complaints received by
the Commission
• the Organisational Development and Support
Division, under the guidance of an Assistant
Commissioner, has responsibility for supporting
complaint resolution and ensuring that the
broader lessons learnt from the individual
complaints that are managed and resolved
locally and through the Commission, are
disseminated across the health system; and that
the Commission itself is managed effectively.
The Complaint Resolution Teams are organised
on a regional basis around the geographic
boundaries of the Area Health Services enabling
improved links with Area Health Services and
other regionally based health services. Complaint
Resolution Team Managers and Patient Support
Officers have been participating in the
Commission’s complaint investigation and
resolution education and training strategy for the
Area Health Services. Through this they have met
the key complaint coordinators, clinical managers
and senior administrators in the Area Health
Services in their geographic regions. This initiative
has been strongly endorsed by the Senior
Executive Forum of NSW Health. It is anticipated
that this initiative will give the Commission a better
knowledge of local issues in particular regions.
The Patient Support Service remains a discrete
service within the Complaint Resolution Division,
given its role of support and advocacy for
consumers.
The Legal Services Team within the Commission
has reported directly to the Commissioner since
February 2001. No investigations into professional
misconduct have been referred to the Legal
Services team for approximately 18 months, other
than to the Investigation & Resolution Officer who
has specialised in managing investigations involving
professionals with health impairment problems.

Casemate partnership
The Casemate Project was initiated to develop
a much more comprehensive electronic case
management application for handling complaints
and to replace the now significantly outdated
Commission database. The project, which is
a joint initiative between the Health Care
Complaints Commission (NSW), the Community
and Health Services Complaints Commissioner
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(ACT) and the Ombudsman’s Office (Tas) is
being designed to be flexible and adaptable
to a variety of complaints-handling agencies.
Key features of the application are: to enable
staff to manage their workload better; the ability
for an agency to define their own functional
processes within the program (eg assessment,
disciplinary, advocacy etc); remote access;
and strong reporting functions for:
• Internal management
• Data analysis
• Detecting trends
• Reporting and sharing data with other agencies
(eg health professional member organisations,
registration boards and health departments).
The project will be well on the way to completion
at the end of the next reporting year.

Budget enhancements
The Commission has made a case for increased
funding in order to meet the increasing community
need for the management of complaints about
the health system. Our primary aim is to employ
more skilled staff at the front line of complaint
resolution in both the Patient Support Service
and in the three Complaint Resolution Teams.
This will enable the Commission to develop the
scope of complaint resolution strategies, finalise
the backlogged investigations, expand services
to rural and regional areas and increase the
Commission’s capacity for liaising with the health
system to broker improvements and change
based upon information that complaints provide
about the community’s needs and expectations.

Benchmarking with other like agencies
The Joint Initiatives Group of the Ombudsman’s
network is considering a benchmarking project
for telephone enquiries. The project has
the potential to provide an opportunity to
benchmark one process across watchdog
agencies and to establish a blueprint for future
benchmarking activities. The Commission
will actively participate in this project and
will provide details in our next annual report.
The Commission is also working with other
health complaints agencies in other States and
Territories and New Zealand to identify areas
where comparisons can usefully be made.
Comparing the Commission’s performance
with that of other like agencies is complicated
by the use of different processes, language
and approaches to data collection, analysis
and reporting – not to mention of course the
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Commissioner’s Observations
different subject matter and stakeholders. Ideally
we would be able to compare performance
across or within defined and discrete processes.
Such comparisons would be valuable in setting
performance targets and reporting them.
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to enable the Commission to better understand
and represent the issues confronting consumers
in the delivery of health services throughout the
State. Their input also assists us to provide
better ways to resolve and manage complaints
with greater sensitivity to the differing needs
within our community.
The cooperation and support of the DirectorGeneral of Health, the Presidents, Registrars
and Staff of the health professional registration
authorities, health professional organisations
and health services across New South Wales,
as well as individual health providers who
provide clinical advice to the Commission as
professional reviewers and advisors, is critical
to the success of the work of the Commission.

HCCC ANNUAL REPORT 01 : : 02

ORGANISATIONAL STRUCTURE AND PERFORMANCE

Vision, Charter, Aims and Stakeholders
Vision

Aims

The Health Care Complaints Commission acts
in the public interest by resolving, reviewing and
investigating complaints about health care with
a view to maintaining, promoting and improving
health standards and the quality of health care
services in New South Wales.

The Commission’s aims are to:
• facilitate the resolution of complaints
• provide timely, thorough and independent
investigation of complaints which arise
from the delivery of health services in NSW

Charter

• ensure that appropriate action is taken
as a result of complaint analysis and
resolution processes

The Commission was established under
the Health Care Complaints Act 1993.

• undertake impartial and fair prosecutions
in disciplinary matters

The Commission:

• educate staff and the public

• receives and deals with complaints
concerning the care and treatment provided
by health practitioners and health services

• form quality partnerships with key
interest groups

• resolves complaints with the parties
• provides opportunities and support for
people to resolve their complaints and
concerns locally
• investigates complaints and takes
appropriate action

• provide staff with a just and safe
working environment.

Stakeholders
• The people of New South Wales
• Minister for Health

• prosecutes disciplinary cases before
disciplinary bodies

• Parliamentary Committee on the
Health Care Complaints Commission

• publishes and distributes helpful information
about the Commission’s work and activities

• Department of Health

• advises the Minister and others on
trends in complaints

• Area Health Services

• consults with consumers and other
key stakeholders.

• Community support and interest groups

• Health Conciliation Registry
• Consumer Consultative Committee
• Health registration boards
• Health practitioners and services
• Health professional & educational
organisations
• Other government agencies
• Media
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Organisational Chart as at 30 June 2002

Office of the Commissioner

Legal
Services
• Represent the Commission
in disciplinary, appeal
review and re-registration
cases
• Provide legal advice
and support
• Manage privacy and
freedom of information
matters

Complaint
Resolution
Services
• Manage telephone
inquiry services
• Provide patient support
services
• Assess and process
new complaints
• Effect direct resolution
of complaints

• Provide policy and review
services on legislation
and other legal matters

• Refer complaints to
other organisations

• Attend to legal matters
and issues concerning
the Commission

• Review and support
investigations conducted
by other organisations

• Investigate complaints

• Make recommendations
to improve the health
system
• Make referrals for
disciplinary action
• Monitor trends in
complaints and other
resolution services
• Resource the
Independent Complaints
Review Committee
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Organisational
Development & Support
Services
• Conduct internal
and external policy
development
and review
• Provide education and
training services
• Manage information
resources
• Promote partnerships
with stakeholders
• Manage strategic projects
• Develop publications
• Manage database
• Manage website
• Provide personnel
services
• Provide financial services
• Manage information
technology
• Manage files and electronic
and paper records
• Provide library services
• Provide reception services
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• brochure for Aboriginal communities launched

• Aboriginal community consultations held

• 51 Aboriginal Health Workers trained

Aboriginal communities

(Aboriginal Liaison Officer position

established 00/01)

• made (and complied with) for systemic change
• or service improvements in Area Health Services

• Number of complainant and provider interviews

• increased

• Area Health Services staff co-opted to assist in

• multi-system investigations

direct and assisted resolution strategies

in place 00/01)
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• information and advice to complainants

• Internal medical advisers utilised to provide

• more frequently to finalise investigations

• Conciliation and other resolution strategies utilised

• Higher number of complaints assessed for conciliation

• Direct resolution reviewed and promoted

• Consultative resolution strategies trialed

Other resolution strategies:

• and identifying solutions for a s after health system

• Provider expertise utilised in analysing complaints

• Increase the number of recommendations

• Clinical peer and expert panels utilised in innovative ways

(Investigation, conciliation, consultative,

•

• Increase use of direct resolution

• Increase use of tailored resolution strategies

• (on-site visits and interviews)

• Number of peer and expert reviewers increased

by Commission staff

• Increase use of active investigations

• Develop and implement an Aboriginal outreach plan

• Distribute information kits to Aboriginal Health Services

• communities on the HCCC website

• Include relevant information to Aboriginal

Investigations:

Yes

Yes

• management framework

Expand use of tailored resolution options

• in local complaint resolution

• "How to get help for a health care concern"

• policy on priority files

• development commenced

Increase resources available to

• Continue revision and application of

• Case Management Framework

• Complete and implement revised case

• investigation numbers

• File priority policy revised and implemented

• Continue to increase closed

Aims(02/03)

(284 closed in 00/01)

Yes

Aim achieved?

• 363 investigations closed

Achievements 01/02

Increase the number of investigations closed

of the reporting period in italics)

(Status of matters at the beginning

Aims 01/02

Performance Indicators
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• Complaint Resolution Teams given

Hunter Health Service and state-wide

republished
due to need for
further research

• "The Complaints Process"

• "The Patient Support Service" and

• "Conciliation of Health Complaints"

• all updated and reprinted

(Brochures last revised 1998/99)

• to Commissioner

• Legal Services Section reporting directly

• measures implemented

• resource allocation and performance

• Fill all positions in the new structure

• Relocate head office to ensure accommodation

• vision; strategic directions; staffing structure;

Yes

• Commence on-site testing

• available for all Commission staff

• Review completed and new organisational

Review & update management framework

arrangements

partnership

and interstate

of process

complexity

due to unforeseen

not completed

• Engage developer

• (incorporating file tracking module)

• Select model for case management system design

• languages other than English

• Evaluate community needs for information in

• Revise and republish remaining two brochures

• Achieve 90% relevancy rating by course participants

• value statement; corporate

• system developed

project was

• Specifications for new case management

(DOS based system in use 00/01)

management

• trained in its use

case management system for complaints

No, the case

• File tracking system upgraded and staff

Develop and implement new computerised

consultation

and stakeholder

brochures not

• "How to get your health records"

Update and republish all HCCC brochures

No, two

• Client base expanded to include Australian

provided 00/01)

• Capital Territory and Aboriginal Health Services

• and implemented

(Two types of Investigation training courses

• Expand training to private health providers

• Engage second Education & Development Officer

• New resolution training course developed

Expand education & development services

• staff and rural and regional communities

• Strengthen links between Complaint Resolution Team

• Northern Rivers, Illawarra and Macquarie Area Health Services

• Establish positions and recruit patient support officers for the

•
Yes

Yes

1800 number 00/01)

• responsibility for specific areas of the State

• patient support officers

(Patient Support Officer based in

telephone support available through

• Funding obtained to establish three additional

Expand services in regional and rural NSW

INFORMATION, RESOLUTION AND COMPLAINTS

Information, Resolution and Complaints
Telephone inquiries

Patient Support Service

The Commission provides direct assistance to
people via a telephone inquiry service. Callers may
be advised of the role of the Commission, whether
or not their issues fall within the jurisdiction of the
Commission, and options available to them to
resolve or deal with their concerns by themselves
or with appropriate assistance.

The Patient Support Service (PSS) assists
consumers to resolve their concerns with private
and public health services and providers at the
local level. The PSS aims to:

The number of calls refers to inquiries handled by
the telephone inquiry officers. It does not include
calls of an administrative nature such as requests
for Commission publications and complaint statistic
inquiries or calls made directly to the Patient
Support Service. The Commission received 5,310
telephone inquiries in 2001-2002, 20% fewer than
the number of telephone inquiries received in
2000-01 (6,635). The number of calls received
is consistent with the number of calls received in
1999-2000. The Commission’s telephone inquiry
officers had extensive training during the year.
Figure 1 shows the number of telephone calls
received in the last three years.

• promote and protect the rights of health
consumers
• assist in the timely, efficient and effective
resolution of health concerns
• empower people to have a positive and active
role in their health care and to resolve their
own concerns in the future
• facilitate access to appropriate health care
• assist consumers and health providers to
understand approaches to local resolution
of health concerns.
In 2001-2002, the PSS provided a service to 3,842
people with health concerns, a similar number
to the previous year. The small drop in services
provided reflects the decrease in the number
of complaints received by the Commission.
Figure 2 shows the numbers of people provided
with a service by the PSS in the past three
reporting years.
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Information, Resolution and Complaints
The results of the 2001-02 customer satisfaction
survey show that 85% of PSS clients were
satisfied with the service received from PSS,
surpassing its performance target of 80%
satisfaction. For more information see the
section on consumer feedback on page 64.

Clients obtained information about the PSS from a
variety of sources. Table 1 details how clients found
out about the PSS. The primary means is
through the Commission.

Table 1 - How clients found out about the PSS 2000-2002
1999-2000

2000-2001

2001-2002

No.

%

No.

%

No.

%

1,963

62.9%

2,727

67.2%

2,644

68.8%

PSS promotion

513

16.5%

557

13.7%

570

14.8%

Other/not stated

316

10.1%

446

11.0%

334

8.7%

Health provider/facility

114

3.7%

129

3.2%

132

3.4%

Government body

69

2.2%

70

1.7%

60

1.6%

Directories

62

2.0%

60

1.5%

49

1.3%

Consumer organisation

62

2.0%

50

1.2%

42

1.1%

Member of Parliament

20

0.6%

17

0.4%

11

0.3%

3,119

100.0%

4,056

100.0%

3,842

100.0%

HCCC

Total

Table 2 - Type of concerns raised by PSS clients 2000-2002
1999-2000

2000-2001

2001-2002

No.

%

No.

%

No.

%

1,326

27.2%

1,437

27.3%

1,710

29.2%

Clinical standards/communication 841

17.3%

856

16.2%

919

15.7%

Quality of care

854

17.5%

804

15.3%

818

14.0%

Business practices

258

5.3%

341

6.5%

504

8.6%

Miscellaneous

438

9.0%

519

9.8%

436

7.5%

Patient rights

278

5.7%

266

5.1%

391

6.7%

Clinical standards/diagnosis

289

5.9%

277

5.3%

319

5.5%

Clinical standards/other

251

5.2%

335

6.4%

313

5.3%

Prescribing drugs

69

1.4%

108

2.1%

149

2.5%

Complaints management

78

1.6%

102

1.9%

100

1.7%

Provider-patient/client relationship 92

1.9%

98

1.9%

92

1.6%

Other

66

1.4%

93

1.8%

59

1.0%

Waiting list

33

0.7%

36

0.7%

48

0.8%

4,873

100.0%

5,272

100.0%

5,858

100.0%

Clinical standards/treatment

Total*

* This total differs from the total number of clients because some clients raised more than one concern.
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Telephone inquiry officers or the Commission’s
Assessment Committee referred the majority of
clients (69%) to the PSS. Telephone inquiry officers
refer people who telephone the Commission but
have not lodged a formal complaint. These people
may request an advocate to assist in the local
resolution of their concerns with a health service
provider. Telephone inquiry officers may also
refer people with communication difficulties
who need further assistance to clarify concerns
or to write a letter of complaint. The Assessment
Committee ensures the PSS is advised if a
written complaint is referred for investigation
by another body or for direct resolution between
the parties. The PSS may assist such people
in any ongoing negotiations.

2% decrease this year. It is the only category
that has shown a significant decrease.
The services provided and recorded by the PSS
are the provision of information and assisted
advocacy. The PSS works with both the client
and the provider to tailor a resolution strategy
which will work for both parties. The flexibility
of the model is critical to its acceptance and
success. Table 3 shows the type of service
provided to clients for the past three years.
The majority of clients (79%) were provided
with either support or assisted advocacy
services. ‘Support’ means listening, clarifying
issues and assisting people to identify the most
appropriate option for resolution. Patient support
officers aim to empower people to take action
for themselves. There was a significant increase
in the delivery of this more intensive type of
service over previous years.

Table 2 shows the types of concerns raised by
PSS clients. The standard of treatment received
was the major source of concern. It has
remained the major category of concern of PSS
clients for the past three years. This category
of complaint includes issues such as refusals
to treat and delays in treatment or inadequate
or incorrect treatment. Most people sought
explanations about what may have gone
wrong and assurances that it would not
happen to others.

‘Assisted advocacy’ may include arranging
and/or attending resolution meetings between
the PSS client and the health service, assistance
with writing a letter, locating health services
that address the client’s needs and other means
of facilitating local resolution. When resolution
meetings are organised, the patient support
officer works with both parties to clarify issues
and desired outcomes. In complex cases,
an issues paper is prepared and sent to the
provider or health organisation prior to the
meeting. More than one meeting may be
required to reach resolution.

Communication issues form the second largest
category of concern. This category includes
rude/insensitive communication,
incorrect/misleading communication and the
failure to provide information. People regularly
complain that health professionals do not
explain issues clearly enough or are dismissive
when more information is sought.

A minority of clients (21%) were provided with
information assisting them to: obtain health or
community services; exercise their health rights;
find out how to contact consumer support
groups or the appropriate person with whom
to discuss their health issues. For the patient
support officer the provision of information may
be a simple matter of looking up a community
directory or it may involve research to find the
information required.

Another significant category of concern was
quality of care. Inadequate nursing care in
hospitals and nursing homes was the primary
issue raised in this category during the year.
Also, concerns about admission and discharge
procedures were a significant part of this
category. The 5.4% drop in these types of
concerns over three years reported in last
year’s annual report continued with a further

Table 3 - Type of service provided by PSS 2000-2002
1999-2000

2000-2001

2001-2002

No.

%

No.

%

No.

%

Support & assisted advocacy

1,876

57.9%

3,006

70.9%

3,071

79.0%

Information only

1,365

42.1%

1,235

29.1%

815

21.0%

Total*

3,241

100.0%

4,241

100.0%

3,886

100.0%

*This total differs from the total number of clients because some clients raised concerns about more
than one provider.
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Information, Resolution and Complaints
The reporting year saw a further decrease
in ‘Information only’ service and a rise in
‘Support and assisted advocacy’. This reflects
the increasing complexity of matters being
dealt with by the PSS and a better understanding
of its role by referral agents.
Data collected from the satisfaction surveys show
that 27% of clients had one or two contacts
with the PSS, 48% had three to five contacts
and 22% had more than five contacts. Three
percent of survey respondents did not indicate
the number of times they contacted the PSS.
The various outcomes of the PSS for the past
three years are noted in Table 4. The total
reflects the number of outcomes recorded.
More than one outcome is possible for each
client eg an apology and a change in procedure.
The number of outcomes therefore does not
match the total number of clients or concerns.
Outcomes of complaints for clients are known
where patient support officers have been
involved in the resolution of the concerns.
These known outcomes are recorded under
‘resolved’, ‘partially resolved’, ‘not resolved’.
Outcomes are generally not known where the
client pursued the concerns with another body
or where the client declined PSS involvement.
Where patient support officers were involved
in the resolution of concerns, 81% of matters
were resolved or partially resolved compared
with the performance target of 80%.
A relatively small percentage (8.6%) of concerns
were recorded as ‘not resolved’ due to a range

of reasons including: client expectations were
unable to be met; there was disagreement
on facts; the options for resolution were not
acceptable to the client or provider; and grief.
Four percent (4%) of matters were unable to
be resolved because of factors such as: lost
medical records or reports; the age of the event
presented difficulties in locating health providers;
the client was unwilling to pursue the matter
after the resolution process commenced; or
information relating to a third party was not
able to be obtained.
In other matters, the patient support officer may
have assisted the client to develop a resolution
strategy which was then carried out by the client.
In these matters the patient support officer rarely
knows the outcome for the client. Where this
occurs, the patient support officer involvement
is categorised as ‘Client pursued with another
body/person’. This outcome was recorded in
21% of cases. It may be reasonable to assume
that many of these concerns were resolved as
no further contact was made with the patient
support officer.
Eighty nine percent (89%) of people who were
offered the PSS used the service. In a small
number of cases (11%), the client could not
be located by the patient support officer or
the client decided against using the services
of the PSS.
Table 5 breaks down the concerns raised with
the PSS by health service location and type of
service (public, private, non-government or other).

Table 4 - PSS service outcomes 2000-2002
1999-2000

2000-2001

2001-2002

No.

%

No.

%

No.

%

Resolved

1,547

40.2%

1,699

33.4%

1,785

36.0%

Client pursued with another body/person

1,110

28.9%

1,400

27.5%

1,060

21.4%

398

10.4%

775

15.2%

958

19.3%

No contact or patient declined involvement 504

13.1%

658

12.9%

526

10.6%

Not resolved

170

4.4%

389

7.6%

427

8.6%

Unable to be resolved

117

3.0%

168

3.3%

199

4.0%

3,846

100.0%

5,089

100.0%

4,955

100.0%

Partial resolution

Total*

* This total differs from the total number of concerns as more than one outcome code may be recorded.
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Table 5 - PSS concerns by location and service sector 2000-2002
1999-2000

2000-2001

2001-2002

Total No.

Total No.

Public1

Private2

Central Coast AHS

83

153

49

65

7

121

Central Sydney AHS

316

360

158

141

18

317

Corrections HS

94

57

48

0

4

52

Far West AHS

26

27

11

8

1

20

Greater Murray AHS

56

83

42

16

2

60

Hunter AHS

274

313

136

159

36

331

Illawarra AHS

86

132

65

70

6

141

Interstate/Out of State

9

11

3

7

1

11

Macquarie AHS

28

32

26

22

2

50

Mid North Coast AHS

76

78

40

85

1

126

Mid Western AHS

34

54

32

17

3

52

New England AHS

52

58

31

22

4

57

Northern Rivers AHS

53

108

56

41

3

100

Northern Sydney AHS

385

547

192

368

16

576

Not known

333

331

17

51

96

164

South Eastern Sydney AHS

486

693

211

302

20

533

South Western Sydney AHS

338

432

218

220

25

463

Southern AHS

63

69

47

40

5

92

Wentworth AHS

96

143

62

98

11

171

Western Sydney AHS

353

510

226

192

29

447

3,241

4,191

1,670

1,924

290

3,884

AHS

Total*

Other3 Total No.

* This total differs from the total number of clients because some clients raised concerns about more
than one health provider.
1 Public: all public health services including public hospitals, public nursing homes and community
health services.
2 Private: all private health services including private hospitals and nursing homes, private practitioners
eg GPs, specialists, dentists etc.
3 Other: all Non Government Organisation (NGO) health services and concerns about system wide issues,
access to services that involve all sectors. Note: Private and NGO health services are located within the
geographical boundaries of an Area Health Service but are not under its control.
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Information, Resolution and Complaints
Carer feedback and involvement
– working for a solution together

No agreement on resolution
process

Ms M was admitted to a general hospital
following a fall at home. She was to have an
emergency hip operation but this was delayed
more than once.

Ms P attended Mr J, a chiropractor, seeking
treatment for minor pain in her shoulder. When
the symptoms worsened following the initial
consultation Ms P returned to Mr J who treated
her again. The pain became severe and Ms P
sought medical advice. She subsequently
required surgery on her spine.

Ms L, a family member contacted the Patient
Support Service (PSS), with a number of
concerns, but in particular that one delay in the
operation was due to their mother being given
a cup of tea when she was not supposed to be
drinking anything pre-operatively. Ms M later died
in hospital. Ms L also raised concerns about
staff responses to the family after her death.
Ms L received a response to the complaint from
the Area Health Service but felt it did not address
all of the family’s questions and concerns.
Ms L wanted further explanation and an
acknowledgement of the concerns of the family.
The patient support officer talked with the family
to clarify their concerns and helped them to
prepare an issues paper. They then arranged
a meeting with relevant staff.
At the meeting, facilitated by the Director of Nursing
(DON), the medical staff explained to the family’s
satisfaction a number of the medical issues which
had caused operation delays. The key problem
was not so much the medical management but
breakdowns in communication. Hospital staff
had not communicated clearly with the family
or on some occasions within their own team.
The DON provided explanations on issues of
nursing care such as the one leading to the cup
of tea being mistakenly given to the patient by
an enrolled nurse. The DON detailed changes
in policy on the supervision of enrolled nurses.
She was also helpful in assisting to resolve
other concerns raised.

Ms P wrote to the HCCC expressing concern
that Mr J had not completed a full assessment
nor taken x-rays before commencing any
treatment. The Commission referred the matter to
the Patient Support Service for direct resolution.
The patient support officer (PSO) telephoned
Ms P who explained that she would like a
written response from Mr J. Ms P did not want
any further discussion with Mr J. She wanted
Mr J to acknowledge some responsibility for
what had happened, to apologise and to
undertake to carry out more comprehensive
assessments in the future.
The PSO contacted Mr J to inform him that Ms P
sought a written response. Mr J said that he did
not want to write to Ms P as his insurer advised
against it and he feared that a letter might make
him vulnerable to litigation. Mr J also told the
PSO he did not believe a letter would help to
resolve the complaint. Instead he offered to meet
informally with Ms P to discuss her concerns.
Unfortunately there could be no resolution as
Ms P did not want a meeting and Mr J was not
willing to address the issues in a letter. The PSO
was unable to pursue this matter further.

The DON was open in acknowledging the
communication difficulties. She undertook to
raise some of the family’s issues about grief
management at a forthcoming nurse education
seminar. Additionally she invited a member of
the family to join a consultative committee of the
hospital to look at strategies to improve some of
the communication and other issues in the hospital.
The family was very pleased with the
acknowledgement they received and the
responses from the hospital.
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Written complaints
In 2001-2002 the Commission received 2,673
written complaints. Figure 3 shows the number
of complaints received by the Commission for
the last three reporting years. The Commission
received 215 (7%) fewer complaints in the
reporting period than it did the year before.
The total received was comparable to the
number received in 1999-2000 reporting period.

3000
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When the Commission receives and assesses
complaints, it categorises them. While most
complaints raise multiple issues, each complaint is
allocated a primary category, which reflects the
main issue raised by the complaint. Table 6 reports
on how the Commission categorised the primary
issue raised by complaints received in the last three
financial years. Clinical standards and quality of
care remain the largest concern to complainants.
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Table 6 - Summary of complaints received by category 2000-2002
1999-2000
Category

2000-2001

2001-2002

No.

%

No.

%

No.

%

1,264

51.9%

1,463

50.8%

1,404

52.5%

Quality of care

332

14.0%

465

16.2%

337

12.9%

Business practices

228

9.5%

261

9.1%

248

9.3%

Prescribing drugs

171

7.7%

157

5.5%

124

4.6%

Patient rights

101

4.0%

114

4.0%

104

3.6%

Provider-consumer relationship

123

4.9%

134

4.7%

95

3.6%

Impairment

38

1.6%

84

3.0%

91

3.4%

Other unethical/improper conduct

52

2.2%

50

1.7%

89

3.3%

Other

32

0.8%

26

0.2%

85

3.2%

Fraud

52

2.0%

58

2.0%

35

1.3%

Complaints management

4

0.2%

16

0.6%

26

1.0%

Resources

1

0.0%

1

0.0%

11

0.4%

Character

15

0.7%

23

0.8%

10

0.4%

Waiting lists

8

0.3%

17

0.6%

10

0.4%

Operative complication

4

0.2%

19

0.7%

4

0.1%

2,425

100.0%

2,888

100.0%

2,673

100.0%

Clinical standards

Total
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Each category of complaint covers various
types of complaints. Table 7 provides a further
breakdown of the primary complaint category by
type for those complaints received in 2001-02.
There was a large increase in complaints
concerning inadequate treatment, from 221
in 2000-01 to 340 in 2001-02. The number of
complaints concerning hospital admission on
mental health grounds nearly doubled from
16 to 27. Complaints concerning inappropriate
discharge, premature discharge or refusal
to admit decreased. Complaints about fees
increased from 69 to 84.

Complaints about refusal to hand over medical
records decreased from 17 to 4. This may reflect
changes to the Commonwealth privacy legislation
in relation to the private sector. Complaints
about sexual harassment, sexual assault, sexual
relationships, inappropriate relationship and
inappropriate examination/treatment all decreased
in total by 40% from last year. Although it remains
to be seen if this is an exceptional reporting period,
it is hoped that the declaration of professional
standards achieved through the Commission work
has had a positive impact on professional conduct.

Table 7 - Breakdown of category of complaints received 2001-2002
Clinical standards

1,404

Innovative treatment

4

Treatment - inadequate

340

Medical records - incomplete

4

Adverse treatment outcomes

151

Medical records - quality

3

Diagnosis - inadequate/incomplete

151

Quality of Care

Communication - insensitive/rude

144

Inappropriate care

81

Treatment - incorrect

120

Standard of care-facilities

81

Diagnosis - incorrect

106

Institution/hospital practice

57

337

Refusal to treat

54

Inappropriate admission (mental health)

27

Communication - incorrect/misleading

52

Administrative practice

21

Consent

49

Inappropriate discharge

21

Delay in treatment

46

Premature discharge

12

Communication - nil

42

Standards of care-hygiene

11

Competence

25

Refusal to admit

8

Infection control

28

Delay in admission

4

Delay in attending

20

Inappropriate transport

4

Refusal to attend

16

Delayed transport

3

Prosthetic devices

13

Inadequate/unqualified personnel`

3

Experimental treatments

10

Inappropriate admission

2

Medical records -nil

10

Statutory compliance

2

Diagnosis - nil

9

Failure to follow-up results

7
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Table 7 - Breakdown of category of complaints received 2001-2002 continued
Business practices

248

Impairment

91

Fees

84

Drugs

47

Medico-legal

40

Mental/physical capacity

42

Medical certificates

31

Breach of conditions

1

Commercial advertising

20

Age

1

Inappropriate commercial activities

19

Other unethical/improper conduct

89

Medico-legal examination - rough/inadequate 17

Inappropriate professional conduct

55

Medico-legal report - inadequate/incorrect

Use of deleterious drugs

19

10

Death/other certificate

8

Acts of dishonesty

15

Medico-legal report - nil communication

5

Miscellaneous

85

Medico-legal report - fraud

4

Provide information

36

Refusal to hand over medical records

4

Type to be determined

35

Clinical advertising

3

Awaiting more information

10

Debt collection

2

Notification

Statutory breaches

1

Fraud

35

Prescribing drugs

124

Holding out/misrepresentation

18

4

Wrong/incorrect prescribing

44

Extraordinary claims

5

Dispensing

39

Overservicing

5

Administration

20

Falsification/fabrication/plagiarism

4

Over prescribing

13

Financial inducement/advantage

3

Illegal prescribing

5

Complaints management

26

Diversion

2

Dissatisfication with process/outcome

13

Inducement/favour to prescribe

1

No/insufficient information

9

Retaliation/staff attitude

3
1

Patient rights

104

Breach of confidentiality

46

Delay/no response

Access to records/reports

30

Character

10

Records-accuracy

9

Conviction/offence under legislation

7

Discrimination

9

Breach of conditions

2

Personal privacy

8

Convictions

1

Consent

1

Resources

11

Second opinion not provided

1

Resources

11

Provider-patient/client relationship

95

Waiting list

10

Physical assault

27

Waiting list

10

Sexual assault

26

Illness related

4

Sexual harassment

11

Operative complication

4

Sexual relationship

11

Total

Inappropriate examination/treatment

10

Inappropriate relationship

10
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Table 8 - Complaints received about health services 2000-2002
1999-2000

2000-2001

2001-2002

Facility

No.

%

No.

%

No.

%

Public hospital

406

54.9%

503

56.2%

458

49.9%

Other*

51

6.5%

75

7.9%

78

8.5%

Private hospital

52

7.0%

67

7.5%

61

6.6%

Nursing home

30

4.1%

48

5.4%

46

5.0%

Psychiatric hospital

24

3.2%

23

2.6%

49

5.3%

Medical centre

36

4.9%

44

4.9%

42

4.6%

Community health service

39

5.3%

22

2.5%

33

3.6%

Corrections Health Service

26

3.5%

20

2.2%

18

2.0%

Area Health Service

17

2.3%

13

1.5%

20

2.2%

Ambulance Service

16

2.2%

7

0.8%

20

2.2%

Pharmacy

5

0.7%

11

1.2%

15

1.6%

Dental unit - public

2

0.3%

10

1.1%

16

1.7%

Private medical practice

12

1.6%

6

0.7%

11

1.2%

Pathology centres/labs

7

0.9%

19

2.1%

11

1.2%

Radiology practice

12

1.6%

17

1.9%

8

0.9%

Domestic residence

0

0.0%

0

0.0%

6

0.7%

Hostel - other

2

0.3%

5

0.6%

3

0.3%

Nursing agency - district/community

0

0.0%

1

0.1%

6

0.7%

Department of Health

2

0.3%

3

0.3%

4

0.4%

Men's health clinic

0

0.0%

2

0.2%

6

0.7%

Day procedure centre

3

0.4%

3

0.3%

4

0.4%

Blood bank

0

0.0%

0

0.0%

3

0.3%

742

100.0%

Total

899 100.0%

918 100.0%

*Other: 1999-2000: Alternative health service 8; Drug & alcohol service 5; Dental surgery - private 3;
Group home 2; Health funds 2; Women's health centre 1; Other, no code available 30.
*Other: 2000-2001: Health funds 7; Dental surgery - Private 2; Physiotherapy clinic - Private 2;
Private developmental disability hospital 1; Drug & alcohol service 1; Nursing agency-district/community
1; Family planning clinic 1; Registration Boards 1; Methadone clinic 1; Sports medicine 1; Other,
no code available 57.
*Other: 2001-2002: Hostel - aged 2; Optometrist practice 2; Physiotherapy clinic - private 2; Women's
health centre 2; Alternative health service 1; Boarding house 1; Dental laboratory 1; Dental surgery private 1; Group home 1; Health fund - private 1; Optical laboratory 1; Public developmental disability
hospital 1; Sexual assault service 1; Waiting lists 1; Other, no code available 60.
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Table 8 shows a breakdown of complaints
received about health services.

Complaints which are coded "other" are
generally not about health services and there
is no available code.

The number of complaints received about health
services has increased by 23 (3%). Complaints
about public hospitals decreased by 45 (9%).
This is the first time for many years that
complaints about public hospitals have fallen
below 50% of complaints received about health
services. The number of complaints about
psychiatric hospitals increased by 26 (113%).

Complaints received about public hospitals are
reported by Area Health Service in Table 9.
Comparative data on the number of admissions,
non-admitted patient services and emergency
department attendances are included to provide
some context for the statistics.

Table 9 - Complaints received about public hospitals by Area Health Service 2000-2002
1999-2000

Region

2000-2001

2001-2002

No.

%

No.

%

No.

%

Central Coast AHS

21

5.2%

20

4.0%

17

3.4%

68,466

962,970

85,606

Central Sydney AHS

43

10.6%

45

8.9%

45

9.0%

130,524

1,840,478

94,555

6

1.5%

3

0.6%

7

1.4%

11,068

270,835

51,833

Greater Murray AHS

10

2.5%

24

4.8%

11

2.2%

52,284

685,555

153,122

Hunter AHS

35

8.6%

38

7.6%

35

7.0%

106,575

1,550,000

155,618

Illawarra AHS

20

4.9%

34

6.8%

32

6.4%

74,055

1,063,134

112,545

Interstate/Other**

11

2.7%

4

0.8%

27

5.4%

N/A

N/A

N/A

8

2.0%

13

2.6%

9

1.8%

27,632

336,650

68,316

15

3.7%

15

3.0%

6

1.2%

53,167

790,272

123,042

Mid Western AHS

6

1.5%

14

2.8%

20

4.0%

42,248

633,899

105,539

New England AHS

10

2.5%

11

2.2%

8

1.6%

44,768

499,647

97,160

Northern Rivers AHS

11

2.7%

19

3.8%

20

4.0%

61,501

913,527

154,231

Northern Sydney AHS

37

9.1%

44

8.7%

43

8.6%

102,848

1,895,524

122,785

South Eastern Sydney AHS

61

15.0%

85

16.9%

81

16.1%

169,491

3,419,984

213,270

South Western Sydney AHS

47

11.6%

43

8.5%

43

8.6%

133,425

1,980,607

165,185

9

2.2%

7

1.4%

18

3.6%

32,338

571,427

92,114

Wentworth AHS

13

3.2%

16

3.2%

22

4.4%

50,845

671,170

55,956

Western Sydney AHS

43

10.6%

68

13.5%

58

11.6%

128,384

2,322,192

110,895

406

100.0%

503

100.0%

1,289,619 20,407,871

1,961,772

Far West AHS

Macquarie AHS
Mid North Coast AHS

Southern AHS

Total

502* 100.0%

Admissions

2001-2002
NonAdmitted Emergency
Patient
Dep’t
Services Attendance

* Includes Psychiatric hospitals not included in previous years.
** Includes The Children's Hospital, Westmead, Hawkesbury Hospital, and Port Macquarie Base Hospital.
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Table 10 - Complaints received about public and private hospitals by service area 2001-2002
Public

Private

Service area

No.

%

No.

%

Accident and emergency

140

27.9%

6

9.1%

Other*

60

12.0%

16

24.2%

Mental health

49

9.8%

4

6.1%

Surgery - general

45

9.0%

15

22.7%

Psychiatry

32

6.4%

3

4.5%

Obstetrics

20

4.0%

4

6.1%

Waiting lists

19

3.8%

1

1.5%

Administration - general

15

3.0%

1

1.5%

Gerontology

14

2.8%

1

1.5%

Intensive care

11

2.2%

2

3.0%

Surgery - orthopaedic

11

2.2%

2

3.0%

Gynaecology

8

1.6%

1

1.5%

Oncology - medical

8

1.6%

0

0.0%

Cardiology

7

1.4%

2

3.0%

Radiology

7

1.4%

0

0.0%

Respiratory

7

1.4%

1

1.5%

Public health

6

1.2%

0

0.0%

Surgery - vascular

5

1.0%

1

1.5%

Administration - medical records

4

0.8%

0

0.0%

Opthalmology

4

0.8%

3

4.5%

Anaesthesia - other

3

0.6%

0

0.0%

Dentistry

3

0.6%

0

0.0%

General practice

3

0.6%

0

0.0%

Infectious diseases

3

0.6%

0

0.0%

Midwifery

3

0.6%

0

0.0%

Neonatology

3

0.6%

0

0.0%

Oncology - radiation

3

0.6%

0

0.0%

Paediatric medicine

3

0.6%

0

0.0%

Radiography

3

0.6%

0

0.0%

Rehabilitation medicine

3

0.6%

3

4.5%

502

100.0%

66

100.0%

Total

*Other: Public hospital: Code not available 16; Anaesthesia - Intensive care 2; Community health 2; Endocrinology 2;
Gastroenterology 2; Neurology 2; Palliative care 2; Personal care 2; Pharmacy 2; Physiotherapy 2; Sexual health 2; Surgery
- cardiothoracic 2; Surgery - ear, nose & throat 2; Surgery - oncology 2; Urology 2; Chiropractic1; Corrections Health
Service 1; Counselling 1; Drug & alcohol services 1; Drug dispensing 1; Early childhood, eg, baby health1; General
medicine 1; Haematology (clinical) 1; Nuclear medicine 1; Nutrition & dietetics 1; Occupational therapy 1; Podiatry 1;
Prosthetics & orthotics 1; Psychogeriatrics 1; Psychology 1; Surgery - hand and upper limb 1.
Private hospital: Code not available 6; Gastroenterology 1; Palliative care 2; Personal care 1; Surgery - cardiothoracic 2;
Surgery - oncology 1; Urology 1; Nutrition & dietetics 1; Surgery - hand and upper limb 1.
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Table 11 - Complaints received about health workers 2000-2002
1999-2000

2000-2001

2001-2002

Health practitioner

No.

%

No.

%

No.

%

Medical practitioner

1,122

66.9%

1,396

70.2%

1,181

67.3%

Nurse

179

10.7%

212

10.7%

192

10.9%

Dentist

165

9.8%

144

7.2%

143

8.1%

Pharmacist

74

4.4%

67

3.4%

51

2.9%

Psychologist

39

2.3%

58

2.9%

41

2.3%

Other*

12

0.7%

22

1.1%

40

2.3%

Chiropractor & osteopath

22

1.3%

11

0.6%

22

1.3%

Physiotherapist

17

1.0%

15

0.8%

21

1.2%

Podiatrist

11

0.7%

3

0.2%

10

0.6%

Dental technician and prosthetist

16

1.0%

15

0.8%

14

0.8%

Counsellor/therapist

1

0.1%

8

0.4%

11

0.6%

Optometrist

6

0.4%

14

0.7%

11

0.6%

Alternative health provider

7

0.4%

6

0.3%

7

0.4%

Administrative or clerical staff

2

0.1%

6

0.3%

3

0.2%

Social worker

4

0.2%

11

0.6%

5

0.3%

Traditional medicine

1

0.1%

1

0.1%

3

0.2%

1,678

100.0%

1,989

100.0%

Total

1,755 100.0%

*Other, 2001-2002: Acupuncturist 2; Ambulance personnel 2; Assistant in nursing 2; Deregistered
health practitioner 2; Radiographer 2; Dietitian - nutritionist 1; Occupational therapist 1; Optical
dispenser 1; No code available 27.
Complaints received about public and private
hospitals are reported by service area in Table 10.
There was an increased number and proportion of
complaints made about psychiatry and emergency
departments in hospitals. Fifteen (42%) fewer
complaints were made about obstetrics.

There was an increase in the number of
complaints received about podiatrists,
physiotherapists and counsellors. There
was a decrease in complaints about medical
practitioners, nurses, optical dispensers,
optometrists, pharmacists and psychologists.

Table 11 records the number of complaints
received about health practitioners analysed
by profession. Comparative data from previous
years is also provided.

Table 12 overleaf reports on the categories of
complaints received about registered health
practitioners. The numbers of each category
of registrant registered at the end of the financial
year have been included to provide a context
for the complaint numbers.

There was an overall decrease by 234 (12%)
in the number of complaints received regarding
health practitioners. Most of this decrease was
due to a decrease by 215 in the number of
complaints made about doctors. The decrease
appears to have largely occurred in the numbers
of complaints made to the Commission through
the NSW Medical Board.
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Table 13 overleaf highlights who made or referred
a complaint to the Commission. This year there
had been a significant increase in the number
of complaints made by health consumers
themselves. Complaints by consumer
organisations and family or friends decreased.
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Medical practitioner

Nurse

Dentist

Pharmacist

Psychologist

Physiotherapist

Chiropractor

Dental Technician
and prosthetist

Optometrist

Podiatrist

Osteopath

Optical dispenser

Table 12 - Complaints received about registered professions by category 2001-2002

Clinical standards

725

43

109

0

9

15

6

13

7

8

3

1

Business practices

141

0

18

21

7

0

1

0

1

1

2

0

Prescribing drugs

57

15

1

24

0

0

0

0

0

0

0

0

Patient rights

50

7

2

0

5

0

0

1

0

0

0

0

Other unethical/
improper conduct

47

22

0

1

5

1

0

0

0

0

0

0

Provider-patient/
client relationship

43

19

2

1

5

1

2

0

2

0

0

0

Quality of care

36

12

0

0

1

0

1

0

0

0

0

0

Impairment

24

57

1

1

4

0

0

0

0

0

0

0

Complaints management 10

1

1

0

0

0

0

0

0

0

0

0

Miscellaneous

33

5

6

0

4

0

1

0

1

0

0

0

Fraud

8

6

3

1

1

4

3

0

0

1

2

0

Operative complications

4

0

0

0

0

0

0

0

0

0

0

0

Character

2

5

0

2

0

0

1

0

0

0

0

0

Waiting list

1

0

0

0

0

0

0

0

0

0

0

0

1,181

192

143

51

41

21

15

14

11

10

7

1

Category

Total
Total practitioners
registered in NSW
as at 30.6.2002

25,307 93,770 4,112 7,153 7,156 5,789 1,078 1,071 1,502 720 2,421 358

Assessment of Complaints
Background
One of the Commission’s primary functions
is to assess all complaints received by the
Commission or registration authorities. The
Commission assesses all complaints about
health services, unregistered health practitioners
and registered health practitioners made under
the Health Care Complaints Act 1993 (the Act)
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or one of the health professional registration
Acts. The object of this function is to ensure
that the assessment of complaints is impartial,
consistent, fair, free from bias and made by
a body independent of the professions.
The Commission has a committee which
assesses complaints as soon as practicable after
receipt. Assessment may not occur on receipt
where the material provided is voluminous or
where further information is required. When
assessing complaints about registered health
HCCC ANNUAL REPORT 01 : : 02

Table 13 - Source of complaints 2000-2002
1999-2000

2000-2001

2001-2002

Source

No.

%

No.

%

No.

%

Consumer

978

38.5%

1,443

50.0%

1,752

65.5%

Registration Board

585

23.0%

595

20.6%

409

15.3%

Family or friend

449

17.7%

363

12.6%

164

6.1%

Parliament/Minister

113

4.5%

110

3.8%

88

3.3%

Department of Health (State & Cwth)

125

4.9%

143

5.0%

78

2.9%

Government department

36

1.4%

19

0.7%

50

1.9%

Consumer organisation

15

0.6%

65

2.3%

39

1.5%

Legal representative

78

3.1%

81

2.8%

41

1.5%

Health professional

16

0.6%

20

0.7%

25

0.9%

Other

12

0.5%

23

0.8%

11

0.4%

Courts

12

0.5%

15

0.5%

11

0.4%

Non-government organisation

0

4.5%

2

0.1%

3

0.1%

Professional association

6

0.2%

9

0.3%

2

0.1%

2,425

100.00%

2,888

100.00%

Total

2,673 100.00%

practitioners, the Commission is required to
consult with the relevant registration board before
it makes a decision. The Assessment Committee
includes a representative of the Medical Board to
assess complaints about medical practitioners.
Complaints about practitioners who are registered
with other professional registration boards are
referred to those bodies for assessment. A
Commission representative attends the monthly
professional board conduct meetings and makes
recommendations on the action to be taken.

Assessment decisions

The purpose of complaint assessment is to
decide how a complaint will be handled. The
Act sets out how the Commission may handle
a complaint. The options available to the
Commission are to refer the complaint for
conciliation; to investigate it; to refer it to another
body for investigation; or decide not to deal with
it. The Commission also refers complaints to the
Patient Support Service to facilitate resolution
between the parties and to resolution officers
for direct or assisted resolution.

The Act enables the Commission to refer
complaints to another agency if it forms the
opinion that the complaint raises issues which
warrant action by that agency. In 2001-2002
the Commission referred 1,213 complaints
(45%) to another agency for action. This is
a similar proportion to last year (50%).

Table 14 overleaf shows how the Commission
assessed complaints received during the year.
The figures take into account any changes to the
assessment decision after review or reassessment.
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The Commission is required by the Act to assess
complaints within 60 days of receipt, except
where further information is required in order
to make the assessment. In 2001-02 the
Commission assessed 2,646 (99%) of
complaints within 60 days of receipt. It took
an average of 49 days to finalise complaints
which were not assessed for investigation.

Refer to another body for investigation

The referred complaints are reported
on by category in Table 15.
Table 16 shows the type of body to which
the Commission referred complaints. The
Commission most commonly refers complaints
to either the Area Health Services or one of
the registration authorities. The percentage of
referrals to Area Health Services has ranged
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Table 14 - Outcome of assessment of complaints received 2000-2002
1999-2000
Assessment outcome

2000-2001

2001-2002

No.

%

No.

%

No.

%

1,052

43.4%

1,444

50.0%

1,213

45.4%

Decline

469

19.3%

419

14.5%

502

18.8%

Other resolution

379

15.6%

523

18.1%

486

18.2%

98

4.0%

155

5.4%

221

8.3%

384

15.8%

335

11.6%

212

7.9%

43

1.8%

12

0.4%

39

1.5%

2,425

100.0%

2,888

100.0%

2,673

100.0%

Refer to another body or person

Conciliation consented to or
awaiting consent*
Investigation by the Commission
Awaiting assessment
as at 30 June of the year
Total

* As at 30.6.2002, 146 complaints were awaiting consent or awaiting an outcome report from Health Conciliation Registry.

from 32% to 41% in the past three years.
In 2001-2002 it was 40% (Table 16).
For the last two years, the Commission has
reported that one of its strategic aims was to
improve local complaint handling. There is growing
recognition that local resolution is an effective
means of improving the quality of health services.
The Commission monitors selected complaints
managed at the local level and more information
on this work is provided under the heading of
Investigations in this Report page 47.
In addition to the reported figures, the
Commission formally referred 6 complaints
to the Director-General of Health concerning
possible breaches of legislation administered
by the Department of Health.

Refer for conciliation
Conciliation is a formal process in which a
trained independent conciliator facilitates the
resolution of complaints. Once the Commission
decides that issues raised in a complaint may
be amenable to resolution through conciliation,
the Commission must refer the complaint to
the Health Conciliation Registry (HCR). The HCR
is a separate body established under the Act.
Before referring the complaint to the HCR, the
Commission must obtain the consent of the
parties to do so. Participation in the conciliation
process is voluntary.
The Act requires the conciliation process to be
confidential. Evidence of anything said or of any
admissions made during the conciliation process
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are not admissible in any proceedings before
a court, tribunal or other body. If the complaint
does not fall into a class of complaint the
Commission must investigate, the Commission
will assess complaints for conciliation where
one of the following criteria is met:
• the complaint lends itself to this formal
model of resolution
• the complainant has indicated they are
considering or have commenced legal action
• the complainant is seeking a refund or
compensation as an outcome to the complaint
• one of the parties has requested conciliation.
A complaint may also be suitable for conciliation
where there has been a breakdown in
communication between the parties, where
insufficient information was provided, where
inadequate explanation was given for an adverse
outcome, where there was an inadequate
service, where there is an ongoing patient
provider relationship, where the complainant
may require the health services in the future
or where an apology may be appropriate.
During 2001-2002, 381 complaints were initially
assessed for conciliation. This number is higher
than the previous year’s count of 330. The increase
reflects the Commission’s ongoing commitment
to conciliation as one of the important resolution
options available. The percentage of complaints
initially assessed for conciliation (14%) out of the
total number of complaints received is also
higher than last year (11%).
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Table 15 - Category of complaints referred to another body or person for action 2000-2002
1999-2000

2000-2001

2001-2002

Category

No.

%

No.

%

No.

%

Clinical standards

536

51.0%

693

48.0%

622

51.3%

Quality of care

187

17.8%

328

22.7%

237

19.5%

19

1.8%

68

4.7%

74

6.1%

Prescribing drugs

104

9.9%

87

6.0%

73

6.0%

Business practices

78

7.4%

78

5.4%

67

5.5%

Patient rights

38

3.6%

48

3.3%

31

2.6%

Miscellaneous

7

0.7%

8

0.6%

25

2.1%

Provider-consumer relationship

25

2.4%

41

2.8%

23

1.9%

Fraud

35

3.3%

35

2.4%

18

1.5%

Other unethical/improper conduct

14

1.3%

21

1.5%

16

1.3%

Complaints management

0

0.0%

10

0.7%

9

0.7%

Resources

0

0.0%

1

0.1%

8

0.7%

Waiting list

5

0.5%

10

0.7%

6

0.5%

Character

3

0.3%

10

0.7%

3

0.2%

Operative complications

1

0.1%

6

0.4%

1

0.1%

1,052

100.0%

1,444

100.0%

1,213

100.0%

Impairment

Total

Table 16 - Complaints referred to another body by the body referred to 2000-2002
1999-2000

2000-2001

2001-2002

Body referred to

No.

%

No.

%

No.

%

AHS

336

31.9%

595

41.2%

486

40.1%

Registration Board

485

46.1%

625

43.3%

402

33.1%

Other body

35

3.3%

46

3.2%

89

7.3%

Director-General

67

6.4%

80

5.5%

80

6.6%

Awaiting processing as at 30 June

93

8.8%

33

2.3%

73

6.0%

Other government department

15

1.4%

31

2.1%

45

3.7%

Other Commonwealth government body 7

0.7%

20

1.4%

16

1.3%

Private health provider

10

1.0%

4

0.3%

14

1.2%

Health Insurance Commission

3

0.3%

9

0.6%

8

0.7%

Private Health Insurance Commission

1

0.1%

1

0.1%

0

0.0%

1,052

100.0%

1,444

100.0%

1,213

100.0%

Total
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In the past year the Health Conciliation Registrar
has participated in the assessment of a majority
of complaints received by the Commission.
The number and category of complaints initially
assessed for conciliation appears in Table 17.
Of the 381 complaints assessed for conciliation in
the reporting year, the Commission was unable to
obtain consent in 169 complaints. Approximately
28% of complaints assessed for conciliation were
referred to the HCR for conciliation. Complaints
where parties failed to consent were re-assessed
by the Commission. Table 18 sets out the
outcomes of re-assessment for complaints
which were initially assessed for conciliation but
did not proceed to conciliation. A small number
of complaints recorded as direct resolution are
complaints which the parties resolved themselves
so a referral to the HCR was unnecessary.

While the HCR is independent of the
Commission, the Act requires the Commission
to report in its Annual Report on the results of
conciliations completed during the year. The
HCR provides the Commission with a report on
the outcome of each conciliation. These reports
specify whether or not an agreement was
reached, if a party withdrew consent prior to
the conciliation process and whether or not
there were any issues which may have required
investigation by the Commission.
During the year, the HCR provided the Commission
with 68 reports compared with 81 reports last year
(Table 19). This includes reports received from
the Registry on complaints that may have been
received by the Commission and/or referred to
the Registry in the previous reporting year.

Table 17 - Category of complaints received and originally assessed for conciliation 2000-2002
1999-2000

2000-2001

2001-2002

Category

No.

%

No.

%

No.

%

Clinical standards

177

73.8%

248

75.2%

308

80.84%

Quality of care

27

11.3%

26

7.9%

23

6.04%

Business practices

11

4.6%

28

8.5%

16

4.20%

Miscellaneous

1

0.4%

0

0.0%

11

2.89%

Other unethical/improper conduct

2

0.8%

2

0.6%

6

1.57%

Prescribing drugs

5

2.1%

6

1.8%

6

1.57%

Complaints management

0

0.0%

4

1.2%

5

1.31%

Fraud

2

0.8%

0

0.0%

4

1.05%

Provider-consumer relationship

2

0.8%

1

0.3%

2

0.52%

Operative complications

0

0.0%

9

2.7%

0

0.00%

13

5.4%

6

1.8%

0

0.00%

240

100.0%

330

100.0%

Patient rights
Total

381 100.00%

Table 18 - Reassessment of complaints not leading to conciliation 2000-2002
1999-2000
Assessment level

2001-2002

No.

%

No.

%

No.

%

Direct resolution between parties

61

44.2%

123

71.5%

130

76.9%

Discontinue dealing with

44

31.9%

27

15.7%

23

13.6%

Refer to another body

33

23.9%

22

12.8%

16

9.5%

138

100.0%

172

100.0%

169

100.0%

Total
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Table 19 - Outcome of conciliation reports received by HCCC 2000-2002
1999-2000
Outcome

2000-2001

2001-2002

No.

%

No.

%

No.

%

Agreement reached

63

76.8%

67

82.7%

53

77.9%

No agreement reached

15

18.3%

13

16.0%

13

19.1%

Referred back:conciliation cancelled

3

3.7%

1

1.2%

2

2.9%

Referred back:investigation
(referral by Conciliator)

1

1.2%

0

0.0%

0

0.0%

82

100.0%

81

100.0%

68

100.0%

Total

The reports received from the HCR indicate that
78% of conciliations conducted in 2001-2002
resulted in agreement being reached compared
with 83% last year. No reports were received
during the reporting period indicating a
Commission investigation might be considered.

• failure to listen to family concerns

directly between themselves. In complaints
assessed for assisted resolution, the
Commission arranges for a patient support
officer to contact the parties to assist them
in resolving the issues. The Commission’s
involvement in these complaints provides an
important avenue for educating consumers
about their health rights. It is also an opportunity
to educate health practitioners about the
importance of consumer partnership in the
provision of services. The Commission thereby
models resolution techniques for both parties,
with the aim of equipping them with skills to deal
with similar situations and/or to prevent further
complaints in the future. Table 20 shows the
type of complaints assessed for direct resolution.
In addition three complaints were assessed for
consultative resolution.

• rude or insensitive communication

Consultative resolution

• unresponsive staff
• failure to inform consumers of possible
complications

Consultative resolution is an informal, facilitative
framework developed by the Commission to
assist health services to identify and rectify:

• failure to explain what went wrong and why.

• inadequate policies, protocols and procedures

These are generally complaints that require some
review and action but may not require the
Commission to investigate. In these matters the
Commission endeavours to resolve matters in
other ways like direct or assisted resolution.

• substandard service quality and effectiveness

Resolution by the Commission Direct resolution, assisted resolution
and consultative resolution
Section 3 of the Act sets out an objective for
the Commission to provide clear mechanisms to
resolve complaints. Some complaints do not fall
into the class of complaints that the Commission
must investigate. This includes complaints about:
• access to medical records

These matters usually do not require the formal
structured approach of conciliation therefore
complaints of this nature are usually referred for
direct resolution between the parties or assisted
resolution with the Commission’s Patient Support
Service or an officer from one of the Complaint
Resolution Teams.
In complaints assessed for direct resolution
the Commission writes to both parties and
encourages the parties to resolve the issues
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• barriers to open disclosure and thorough
analysis of critical incidents
• inadequate investigative processes or
outcomes.
The approach is simple, flexible and nonadversarial. Consultative resolution is different
to the advocacy model employed by the
Commission’s Patient Support Service. Rather
than advocating on behalf of the complainant, the
Commission representative uses a partnership
framework to negotiate improvements, to benefit
the complainant, health service and future health
consumers. The consultative resolution process
is directed by the Commission representative,
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Table 20 - Category of complaints assessed for direct resolution 2000-2002
1999-2000

2001-2002

Category

No.

%

No.

%

No.

%

Clinical standards

235

62.0%

307

58.7%

312

64.2%

Business practices

45

11.9%

66

12.6%

48

9.9%

Quality of care

46

12.1%

75

14.3%

42

8.6%

Patient rights

23

6.1%

37

7.1%

30

6.2%

Prescribing drugs

13

3.4%

15

2.9%

12

2.5%

Miscellaneous

4

1.1%

2

0.4%

12

2.5%

Complaints management

0

0.0%

1

0.2%

10

2.1%

Provider-consumer relationship

5

1.3%

9

1.7%

5

1.0%

Fraud

3

0.8%

1

0.2%

4

0.8%

Other unethical/improper conduct

2

0.5%

3

0.6%

4

0.8%

Waiting list

1

0.3%

4

0.8%

3

0.6%

Operative complications

1

0.3%

3

0.6%

3

0.6%

Resources

0

0.0%

0

0.0%

1

0.2%

Character

1

0.3%

0

0.0%

0

0.0%

379

100.0%

523

100.0%

486

100.0%

Total

in partnership with the health facility and where
applicable, the complainant.
In addition to the Patient Support Service, the
development of consultative resolution has provided
the Commission with an effective resolution option
that links with quality improvement initiatives in the
health system. The process assists health services
to critically evaluate service provision, identify
service deficiencies and take meaningful action
to address the deficiencies. Health services have
been responsive to consultative resolution and have
appreciated the provision of resources and support.
Because of the use of a learning approach that
utilises the expertise of participants, the outcomes
have been relevant and meaningful. The prospect
of sustaining change arising from a consultative
resolution process is more likely if health service
management and clinicians share ownership of
the identified solutions. The case study on page
43 demonstrates consultative resolution in use.
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HCCC investigations
In 2001-2002, the Commission assessed 212
complaints (8%) as suitable for investigation by
the Commission. This is 123 complaints fewer
than the previous financial year when 12% of
complaints were assessed for investigation.
Table 21 shows a breakdown of the type of
complaints assessed for investigation.
The decrease in complaints assessed for
investigation reflects both the decrease in
complaints received during the reporting period
and the Commission’s greater emphasis on
the strategies of preliminary inquiry prior to
assessment. The reliance on the clinical
governance of facilities and their increasing
capacity to investigate and resolve complaints
locally have also contributed to the decrease.
The impairment and performance programmes
of the registration authorities may also have
contributed to this decrease.
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The following are some of the points that were
assessed and discussed at the meeting:

Enhancing safety
at a private hospital

• structural issues (Mr X absconded). Was/is the
hospital structurally suited to care of high risk
patients and is this reflected in admissions policy?

The Commission received a complaint
concerning the circumstances leading to the
death by suicide of a patient at a private hospital
in NSW. Mr X was identified as suicidal on referral
and admission. Over a period of two days Mr X
absconded twice. On a third occasion Mr X
absconded and committed suicide.

• what assessment and care frameworks
support the provision of a safe environment?
(Mr X was identified as suicidal on referral
and admission).
• professional partnerships - roles of nurses /
NUM /doctors in regard to variance of opinions
between staff re patient management?

The complaint was seen to raise many issues
concerning the adequacy of the safety
management of Mr X. The Commission was
of the view that the public interest would best be
served by co-operative review of the following by
representatives of the Commission and the hospital:

• how does the hospital respond to critical
incidents?
Based on the information obtained and discussed
during the meeting the Commission formed the
view that the various practice and policy issues
contributed to the circumstances leading to the
suicide of the patient. The Commission was then
able to agree upon these issues with the hospital.

• factors that led to the occurrence of this
incident
• steps had been taken or needed to be taken
to address the factors

The hospital was able to present to the
Commission steps already taken and further
steps to be taken to promote a safe and secure
environment for all patients at the hospital. The
Commission was able to discuss and have input
into forms, policies and documents, to carry out
a site inspection, and to set a date to review the
hospital’s critical incident response systems.

• assessment of the adequacy of current
processes and systems which ensure the
safety of patients identified as at risk of self
harm and or absconding.
To this end the Commission prepared an issues
paper for discussion which was forwarded
to the hospital in preparation for a meeting.

Table 21 - Category of complaints assessed for investigation 2000-2002
1999-2000
Category

2000-2001

2001-2002

No.

%

No.

%

No.

%

75

19.5%

78

23.3%

54

25.5%

Clinical standards

165

43.0%

129

38.5%

45

21.2%

Prescribing drugs

46

12.0%

39

11.6%

34

16.0%

Other unethical/improper conduct

15

3.9%

11

3.3%

30

14.2%

Impairment

17

4.4%

11

3.3%

15

7.1%

Quality of care

37

9.6%

21

6.3%

13

6.1%

Patient rights

7

1.8%

8

2.4%

5

2.4%

10

2.6%

13

3.9%

6

2.8%

Character

4

1.0%

10

3.0%

6

2.8%

Fraud

6

1.6%

13

3.9%

4

1.9%

Complaints management

0

0.0%

2

0.6%

0

0.0%

Operative complications

2

0.5%

0

0.0%

0

0.0%

384

100.0%

335

100.0%

212

100.0%

Provider-consumer relationship

Business practices

Total
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The health professional registration boards have
assisted the Commission by obtaining responses
from practitioners about complaints. The boards
refer those matters where they are not satisfied
with the response back to the Commission
for investigation. A more detailed report on
investigations and their outcomes is provided
under the heading of Investigations page 47.

During 2001-2002, the Commission declined to
deal with 502 complaints (19%). About 20% of
complaints received are usually declined. Table
22 shows the category of complaints with which
the commission decided not to deal.

Review of assessment decisions
Section 28(6) of the Act entitles complainants
to a review of the Commission’s assessment
decision. All complainants are informed of their
right to a review when they are notified of the
decision. Requests for a review are often made
by complainants who believe their complaint
warrants a Commission investigation.

Decline to deal with a complaint
The Commission may discontinue dealing with
a complaint for a range of reasons including:
• the matter is under investigation by
another body

In 2001-2002 the Commission reviewed 193
assessment decisions. This is an increase of
26% over the number of assessment reviews
conducted last year.

• the matter is subject to legal proceedings
• there is, or was, a satisfactory alternative
means of dealing with the matter by the
complainant
• the events complained about are more
than five years old

The outcomes of the assessment reviews
undertaken are provided in Table 23.

• the subject matter does not require
investigation, conciliation or resolution
by other means.

The Independent Complaints Review Committee
(ICRC) was established by the Commission
to provide a second tier of review when a

Table 22 - Category of complaints assessed and declined 2000-2002
1999-2000

2001-2002

Category

No.

%

No.

%

No.

%

Clinical standards

238

50.7%

212

50.6%

226

45.0%

Business practices

90

19.2%

93

22.2%

118

23.5%

Other unethical/improper conduct

20

4.3%

14

3.3%

38

7.6%

Patient rights

22

4.7%

19

4.5%

28

5.6%

Quality of care

48

10.2%

34

8.1%

33

6.6%

Provider-consumer relationship

14

3.0%

7

1.7%

12

2.4%

Miscellaneous

11

2.3%

1

0.2%

24

4.8%

Fraud

7

1.5%

9

2.1%

6

1.2%

Impairment

2

0.4%

6

1.4%

4

0.8%

Complaints management

4

0.9%

2

0.5%

5

1.0%

Prescribing drugs

5

1.1%

14

3.3%

4

0.8%

Resources

1

0.2%

0

0.0%

2

0.4%

Character

5

1.1%

3

0.7%

1

0.2%

Waiting list

2

0.4%

3

0.7%

1

0.2%

Operative complications

0

0.0%

2

0.5%

0

0.0%

469

100.0%

419

100.0%

502

100.0%

Total
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Table 23 - Outcome of assessment reviews 2000-2002
1999-2000
Review result

2000-2001

2001-2002

No.

%

No.

%

No.

%

99

77.3%

128

83.7%

166

86.0%

2

1.6%

8

5.2%

9

4.7%

14

10.9%

9

5.9%

9

4.7%

Resolution by the Commission

7

5.5%

4

2.6%

8

4.1%

Investigation by the Commission

6

4.7%

4

2.6%

1

0.5%

128

100.0%

153

100.0%

193

100.0%

2000-2001

2001-2002

No further action
Conciliation
Refer to another body

Total

complainant remains dissatisfied with the
Commission’s decision after the statutory
review process. The ICRC reviews assessment
decisions and the Commission’s decision
made at the end of an investigation, once the
statutory review rights have been exhausted.
Complainants are advised about the ICRC in the
Complaints Process brochure, which is sent to all
complainants after a complaint has been lodged.
In 2001-2002 the Commission received
requests from 15 complainants for an ICRC
review of a Commission decision. The
complaints reviewed concerned 24 different
health providers. One ICRC review involved
a review of a decision made at the end of
an investigation. All others related to the
assessment decisions.
The ICRC supported all but two of the
Commission’s assessment decisions. In those two
cases it recommended the Commission change
its assessment decision and refer the complaint to
the relevant Registration Board. In one of those
matters the complaint was resolved between the
parties before the Commission took any action.
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Table 24 - Complainant Profile 2001-2002
Age group

Disability

0-15

1

No

522

16-24

13

Yes

156

25-34

57

Total

678

35-44

99

Interpreter required

45-59

122

No

638

60+

108

Yes

48

Total

400

Total

Aboriginal or Torres Straight Islander

Gender

No

649

Yes

14

Total

686

663

Female

1,391

Male

1,011

Joint complainants

36

Total

2,438

Complainant profile

Open complaints

Each complainant receives a survey form seeking
their demographic information. The responses
are analysed by the Commission. Information
about individuals is provided voluntarily and
remains confidential. The information is used
to improve the Commission’s accessibility.

Table 25 contains details of those complaints
open at the end of the financial year. There
were 952 open complaints compared with
1,138 at the end of 2000-01. Of the 952
open complaints, 713 complaints were under
investigation. In 2000-01 the Commission
reported 863 investigations were open at the
end of the year. The reduction by 150 in the
number of open investigations reflects the
Commission’s work in reducing its backlog.

In 2001-2002, 686 complainants returned the
form, however, not all questions in the form
were answered by all the complainants.
Table 24 provides the results obtained
from the survey and complaint information.

Table 25 - Complaints open as at 30 June by assessment decision 2000-2002
1999-2000

2001-2002

Assessment decision

No.

%

No.

%

No.

%

Commission investigation underway

770

79.5%

863

75.8%

713

74.9%

18

1.9%

72

6.3%

73

7.7%

Referred to another body for investigation 88

9.1%

73

6.4%

69

7.2%

Awaiting assessment

43

4.4%

56

4.9%

37

3.9%

Decline to deal with

29

3.0%

47

4.1%

33

3.5%

Direct resolution

20

2.1%

27

2.4%

22

2.3%

Consultative resolution

0

0.0%

0

0.0%

3

0.3%

Referred to Director-General

0

0.0%

0

0.0%

2

0.2%

968

100.0%

1,138

100.0%

Conciliation

Total
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2000-2001

952 100.0%
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Investigations – broadening
the investigative framework
The Commission undertakes three types
of investigation: special investigations,
investigations about health services and
investigations about health practitioners.
It also refers and monitors complaints referred
to other agencies for investigation and action
under section 26 of the Act.
In 2000-2001 the Commission reported that it
had articulated its framework for investigations
which included better planning and a more
thorough approach to the gathering of information
as a part of its Investigation Improvement
Strategy. In 2001-2002 the Commission piloted a
variety of strategies to improve its investigations.
The key principles behind the strategies are the
tailoring of the investigation process to address
the type of issues raised and the circumstances
of the complaint; to bring the investigation to a
conclusion in the most expeditious way; and to
utilise, where appropriate, provider expertise.
These strategies included presenting cases to an
expert clinical panel; the appointment of suitable
independent experts and peers to conduct
reviews and report to the Commission; and
working with health providers to identify causes
of potential problems and possible solutions.
Following the review of investigation procedures,
tools are also being developed to equip staff to
undertake complex health system investigations
and to accurately analyse the cause of identified
problems. Staff are also being resourced to
ensure appropriate research is carried out to
inform Commission investigations.

Special investigation: a safer health care
system for all
Section 59 of the Act permits the Commission
to investigate the delivery of health services where
concerns may arise out of a complaint, or more
than one complaint, in the following circumstances:
• the complaint(s) raises a significant issue of
public health and safety
• the complaint(s) raises a significant question as
to the appropriate care or treatment or clients
• the complaint(s) provides grounds for
disciplinary action against a health practitioner.
A s59 investigation may not be conducted by the
Commission unless it notifies the Director-General
of Health of its intention, requests the Director-
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General to provide a report on the matter and
the Director-General fails to provide such a report
or provides an unsatisfactory report.
The Commission receives and manages
complaints on a daily basis about actual
or potential unsafe care due to practitioner
conduct, competence or impairment. A review
of a number of these complaints found serious
deficiencies in health system culture and practice,
which, if not addressed, would continue to result
in preventable adverse events and unnecessary
suffering and harm to people. The Commission
found examples of staff and management failing
to either identify or initiate appropriate reporting or
protective actions in situations when such actions
were warranted. Examples included:
• failure to report concerns about a medical
practitioner whose impairment due to drug
addiction meant that, among other matters,
he was unable to manage a patient’s
resuscitation
• three consumer complaints of over-radiation
in tertiary-level hospitals with delayed or
inadequate reporting or investigation
• delays in reporting the use of a toxic solution
during eye surgery
• failure of team members to report inappropriate
conduct by one of their own team.
In many instances the failure to report or act
on these matters was due to a misplaced sense
of loyalty. Referrals made to hospital Quality
Improvement or Review Committees may
be covered by ‘qualified privilege’ and this
mechanism precludes further release of
information. The management appeared to
disregard warning signs given by staff and
consumers. The Commission considered that the
seriousness of these matters and their potential
risk to public health and safety warranted a
special investigation under s59 of the Act.
The Director-General has responded to the
Commission’s notification by initiating a Working
Group of which the Commission is a member.
The group considers issues and recommends
approaches to strengthen the health system’s
capacity to detect, act and report on
competency, conduct or impairment problems.
The Commission acknowledges the significant
improvements initiated by the Department of
Health to improve system safety and the quality
of services. The notification to the DirectorGeneral has initiated a review of the existing
safety and quality policies and frameworks to
identify and act on gaps and weaknesses.
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It is anticipated that the work of this group will
take time and involve broad consultation in order
to ensure that improvements can become truly
embedded as part of the health care system
and organisational culture. The Commission is
awaiting a report from the Director-General on
the outcomes of this work and will report on
the matter further in next year’s annual report.

The reviews finalised indicate that around
57% of complaints were either fully or
partly substantiated, with around 40% not
substantiated and no further action possible
in 3% of cases. The actions taken in these
matters are summarised in table 26.

Investigation and action by other agencies

conducted by AHSs 2001-2002

Under s26 of the Act the Commission has
the power to refer certain complaints to other
bodies for investigation and action. Based on
Commission experience as well as on published
literature and complaints studies, many
complaints are best handled by the service
provider itself since they have better access
to local knowledge and timely information. Local
resolution also reinforces the importance of
maintaining the trust in the health care partnership
between provider and consumer. The Commission
believes in local ownership and resolution of
complaints wherever possible, and that complaint
management and performance feedback are vital
components of service planning, delivery and
quality evaluation processes.

No action possible

13

Policy/protocol change

29

Most referrals are made to the Area Health
Service (AHS) which encompasses the facility
or service which is the subject of the complaint.
Some referrals are made to the Department of
Health, in particular to branches responsible
for the regulation of private health care services
and therapeutic goods.

Community/consumer education/

The s26 process has evolved into a partnership
between the Commission and health services
with a common goal of improving service quality
in the health system. This partnership has been
enhanced and facilitated by the Commission’s
re-structure of its complaint resolution teams on
geographic lines, promoting a closer relationship
and improved local awareness between identified
Commission officers and local services.
In 2001-2002 the Commission referred 1,213
complaints to other agencies for investigation.
One hundred and seventy seven (177) were
identified as appropriate for review by the
Commission to determine whether further action
was warranted and whether the issues of the
complaint had been appropriately addressed.
During the reporting period, the Commission
has reviewed 279 investigation reports and
finalised 262 investigation reviews.
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Table 26 - Outcomes of investigations

Equipment reviewed/repaired/replaced

6

Apology or other redress offered

53

Staff member counselled

18

Staff education provided

27

Resolution meeting

9

Information provided

95

Service to be provided

7

Refer to Quality Improvement Committee

6

information

2

Referred to appropriate authority
eg HCCC, DOH, Police

6

Conduct clinical audit

1

Systems review

8

Supervision

1

Resource allocation

1

Clinical practice changed

3

Total

285*

*As an investigation may have more than one
outcome, the total exceeds the number of
investigations conducted.
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Importance of useful
communication at time
of service
Ms S complained about the treatment provided
to Mr D, her elderly father, by the Emergency
Department (ED) of a public hospital. The patient
initially presented on a Saturday with a profusely
bleeding nose. The ED Registrar saw Mr D a short
time later and cauterised his nose with a silver
nitrate stick under local anaesthetic. Mr D was
discharged home after a period of observation.
Later that day the Mr D’s nose began to bleed
heavily again. His family was concerned as he was
a heart patient and on medication. They took him
back to the ED for treatment that evening.
Ms S complained to the Commission about the
following details from the second presentation
to the ED:
• it was difficult to contact the ED by phone
to obtain advice before they presented
• there was a lack of available beds and
Mr D was extremely faint, trembling, pale
and had lost a lot of blood
• the medical officer (MO) reviewed Mr D 20
minutes after admission and did not return

Review of s26 investigation reports
The Commission’s review of s26 investigations
allows it to:
• monitor investigations, findings and outcomes
by investigating bodies
• capture data about the investigations and
actions taken by the organisation, and their
outcomes in order to monitor trends and
analyse performance
• provide constructive performance-based
feedback to the investigating body about
their complaint management systems and
their investigative processes
• target matters raising serious public interest and
systemic issues requiring additional investigation
by the Commission or another body.
After the Commission reviews an investigation
by another body, it has a number of options
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as promised to attend to his nose and take
a blood test
• Mr D waited for 4.5 hours to be reviewed again.
His nose continued to bleed during this time
• poor and insensitive communication by nurses
and MOs who failed to acknowledge Mr D’s
distress, ignored requests for assistance,
belittled the condition and failed to explain
the consequences of a long term nose bleed
on an elderly patient with a heart condition
• Ms S was distressed that no treatment was
administered to Mr D.
In their report to the Commission and response to
Ms S, the AHS addressed each issue thoroughly,
providing information about the findings of their
investigation and giving clear explanations to the
daughter. Apologies were also offered and an
acknowledgement made that the lack of available
beds and delay in being seen were not ideal.
However, there had been five critically ill resuscitation
patients requiring heavy staff resources.
In reviewing the matter the Commission noted
that the apparent lack of information provided to
Ms S whilst in the ED contributed to her distress
and uncertainty. The Commission highlighted
to the AHS that useful communication and
information at the time of service could have
prevented such a complaint.

available to it, including formal reassessment
for direct action by the Commission, providing
constructive feedback to the other body
or conducting a consultative resolution.
Additionally, a review may generate a "quality
alert", which raises implications for the wider
community or for health services. Typically
quality alerts arise from an investigation that
has identified a safety risk.
A quality alert may lead the Commission to refer
recommendations, findings or other matters to
bodies such as the State or Federal Departments
of Health, the NSW Minister for Health or other
Government departments for consideration and
further action. The Commission may also follow
up and monitor the implementation of certain
recommendations and policy outcomes made
by the investigative body at the completion
of its investigation. During the last year, the
Commission identified 16 quality alerts and
13 matters requiring follow up.
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The reviews indicate a marked improvement
in investigations and the methodology adopted
by other bodies, in particular by the
Area Health Services. There has also
been a noticeable improvement in remedial
strategies identified and implemented by
services following their management of these
complaints to improve delivery of health care.
The Commission is also continuing with
a number of investigation reviews, where
preliminary reports obtained during the last
year either contained inadequate information
(68%), revealed inadequate methodology
(14%) or made inadequate findings (18%).

HCCC investigations into health services
Under section 23 of the Act the Commission
is required to investigate a complaint about a
health service if it appears to the Commission
that the complaint raises a significant issue of
public health and safety or raises a significant
question as to the appropriate care or treatment
of a client by a health service provider.
Complaints received by the Commission may
raise elements of system failure as well as
deficiencies in individual practitioner knowledge,
conduct or performance. When it investigates
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a health service, the Commission focuses on
those system failures and applies a causation
framework to their analysis and resolution.
The Commission aims to reduce risks, minimise
harm and improve the quality of health care.
Two of the cases investigated during the last year
are described below. One recurring theme is the
necessity for facilities to ensure that all relevant staff
are aware of and consistently apply current and
clear protocols on how to handle everyday events
in health care such as: disagreements between
care givers about clinical options; the elements
of an adequate patient assessment within a
given setting or for a specific condition; or the
necessity of checking all patient records prior
to instituting care.
In 2001-2002 the Commission completed 43
investigations about health services, a similar
number to last year. Table 27 shows the finalised
complaints by the type of health service.
Table 28 shows the outcome of these
investigations. The Commission made
comments or recommendations at the
end of 22 investigations in relation to policies,
guidelines, procedures and training.

Quality Alert: administration
of Anti-D Prophylaxis

reactions and haemolytic disease of the
newborn. Baby S was unaffected but Ms S
could be at risk with subsequent pregnancies.

The Commission reviewed an investigation
report from an AHS concerning the failure of
a public hospital to administer an Anti-D
Prophylaxis injection to Ms S following the birth
of her son. Ms S had a recorded blood type of
O negative and the baby had a recorded blood
type of O positive. The failure to administer
the injection had the effect of failing to prevent
rhesus isoimmunisation (the development of
antibodies against antigens). Incompatibility
between Rh-positive and Rh-negative blood
is an important cause of blood transfusion

The Commission identified that the
documentation systems in place at the hospital
for recording and accessing information
for blood types and the need for Anti-D
Prophylaxis by midwives and paediatric staff
were inadequate and allowed for human error.
The Commission wrote to the Director-General
of NSW Health concerning this failure and
recommended that it be referred to the State
Maternal and Perinatal Review Committee for
consideration and appropriate action given its
State-wide implications.
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Table 27 - Investigations finalised about health services 2000-2002
1999-2000
Description

2000-2001

2001-2002

No.

%

No.

%

No.

%

Public hospital

45

60.0%

20

42.6%

24

55.8%

Nursing home

5

6.7%

3

6.4%

4

9.3%

Group home

0

0.0%

0

0.0%

3

7.0%

Psychiatric hospital

3

4.0%

2

4.3%

3

7.0%

Corrections Health Service

0

0.0%

0

0.0%

3

7.0%

Private hospital

7

9.3%

8

17.0%

2

4.7%

Department of Health

0

0.0%

1

2.1%

1

2.3%

Radiology practice

1

1.3%

0

0.0%

1

2.3%

Women's health centre

0

0.0%

0

0.0%

1

2.3%

Medical centre - private

3

4.0%

2

4.3%

1

2.3%

Alternative health service

0

0.0%

0

0.0%

0

0.0%

Ambulance Service

0

0.0%

3

6.4%

0

0.0%

Boarding house

0

0.0%

1

2.1%

0

0.0%

Community health service

0

0.0%

1

2.1%

0

0.0%

Drug & alcohol service

1

1.3%

2

4.3%

0

0.0%

Men's health clinic

4

5.3%

1

2.1%

0

0.0%

Other

6

8.0%

3

6.4%

0

0.0%

Private medical practice

0

0.0%

0

0.0%

0

0.0%

75

100.0%

47

100.0%

43

100.0%

Total

Table 28 - Outcomes of health service investigations 2001-2002
Investigation result

No.

%

Make comment or recommendation

22

51.2%

Terminated by the Commission

21

48.8%

0

0.0%

43

100.0%

Refer to DPP
Total
Table format has changed from previous years. No comparative data available.
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Improving safety of
radiation treatment
In 2001-2002 the Commission finalised a
complaint regarding incidents in three separate
metropolitan hospitals of radiation overdoses in
the treatment of patients. The initial complaint
to the Commission was from the Environmental
Protection Agency (EPA).
The complaints were as follows:
• Over a period of 16 days, Hospital A treated
Ms P, a terminally ill cancer patient with whole
brain radiation treatment. On the last day
of and upon completion of the treatment,
radiation therapy staff realised the patient
had received twice the prescribed dosage
of radiation.
• Over a period of four months, Hospital B treated
Child C for a cancer located on the right side
of her brain. For the first month of treatment,
Child C received radiation treatment 18 times
on the left side of her brain by mistake. When
the error was discovered, treatment was
applied to the right side of her brain for a further
ten treatments over the next three months.
• Mr S was treated by radiation therapy for
metastatic squamous cell carcinoma (SCC)
in Hospital C. Mr S was scheduled for 25
treatments, but after 22 treatments over a
five-week period he demonstrated symptoms
of excessive radiation exposure. It was then
discovered Mr S had been given 67 per cent
more radiation than had been prescribed.
A review group called the Radiation Review
Group (RRG) comprising nominations from the
EPA and Radiation Advisory Council (RAC –
a statutory body that advises the Minister for
Health on radiation issues) investigated the
complaint regarding Hospital A and any other
broad policy issues that may have been evident.
The RAC also examined 5 radiation accidents
including those described above. RAC stated
the general response to these ‘tended strongly’
towards preventative remedies, rather than
viewing the problems as systems errors in
planning and treatment.
The RAC further identified:
• poor quality standards and guidelines
• lack of interdisciplinary guidelines
• staffing and workload pressures compromised
clinical diligence
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• all facilities lacked awareness and knowledge
of the Radiation Control Act and its
implications for licensees or employers
• the actions of the radiation safety officer in
each of the cases was found to be deficient
by failing to promptly report radiation accidents
and engender a proactive policy of incident
reporting and safety in the workplace.
The three complaints were then referred to the
Commission, raising the following issues:
• maladministration or excessive administration
of radiation to three patients
• hospital A did not keep a register of accidents
as required by clause 26 of the Radiation
Control Regulations (NSW) 1993
• staff training to administer treatment in each
hospital was inadequate
• a need to implement uniform procedures and
protocols concerning radiation treatment.
The Commission found that each of the radiation
accidents was initiated by the misinterpretation
of a treatment order. In each case, there was
a level of failure in quality control systems that
were not adequate in identifying errors. Further,
in each case successive practitioners assumed
the data was accurate in the treatment orders at
each stage of the treatment process and did not
apply independent checks.
On the basis of these findings and its own
investigations, the Commission made a number
of recommendations to each hospital. These
included:
• the development of written quality assurance
procedures for complex treatments (which
might include requirements for treatment
documentation for radiation treatment orders
or separate calculation sheets for calculating
radioactive therapy)
• that hospitals have regular joint peer review
meetings of new policies, of any deviations
in treatment incidents and incorporating
case reviews
• the introduction of uniform facilitated incident
monitoring by the Australian Radiation Protection
and Nuclear Safety Agency (ARPANSA)
• that clinical indicators representing
international best practice be developed
by ARPANSA for radiation facilities
The Commission also made individual
recommendations to each hospital,
which are being monitored.
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Enhancement of
medication system
Mrs C complained about the treatment of
Child C, her son, over a three-week period at
a tertiary referral hospital. Child C was seven
years old, had cerebral palsy, and was admitted
to the hospital for multiple leg procedures
including femoral osteotomy (the cutting in
two of the femur and realignment of the ends
to allow for healing).

in place for handling Schedule 4 and Schedule 8
drugs had not addressed the issue of the
currency of medication nor the responsibility
for checking them.
As a result of the Commission’s investigation, the
hospital has taken steps to ensure drugs both on
the resuscitation trolley and in the dangerous drugs
cupboard throughout the hospital are actively
monitored and are within their use by date.
Following the Commission’s investigation,
the hospital:

The operation was performed the day after
admission. Mrs C told the Commission that,
subsequently and following discharge, Child C’s
condition and capabilities regressed markedly.
Mrs C attributed this to the care Child C received
at the hospital.

• introduced sealed ‘emergency drug boxes’
that are issued by the pharmacy for each drug
with the ‘use by date’ clearly visible on the
lid. This means that a single ‘use by date’
is checked, rather than checking a multitude
of individual drugs and their expiry dates

The Commission investigated and commented
to the Area Health Service that it was critical that
the hospital ensure the supply of required drugs.
The drug prescribed by Dr S, the anaesthetic
registrar on duty at the hospital, to ease Child C’s
pain was found to be past its ‘use by date’.
This led to a delay of approximately 30 minutes
in administering the drug to Child C. The policies

• introduced a new policy specifying that the
responsibility for checking and replacing the
drugs now rests with the ward manager

Investigations about health practitioners
Section 23 of the Act requires the Commission
to investigate complaints about registered and
unregistered health practitioners where the
complaint raises a significant issue of public
health or safety; or raises a significant question
as to the appropriate care or treatment of
a client; or provides grounds for disciplinary
action against a health practitioner; or where
the complaint involves gross negligence.
The Commission is required to consult with the
relevant health registration authority in relation to
complaints made about registered practitioners
before it makes a decision about how a complaint
will be handled. Registration authorities provide
the Commission with invaluable assistance in
relation to applicable standards of practice and
whether or not a complaint may provide grounds
for disciplinary action.
In addition to those complaints the Commission
decides to investigate, the Act requires the
Commission to investigate a complaint against
a registered health practitioner when the
registration authority asks it to do so. The
Commission must also investigate complaints in
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• released a new policy for the administration
of non-cytotoxic medication to deal with the
checking of the expiry date of medication
prior to administration.

certain circumstances when registration authorities
impose interim orders on health practitioners.
The Commission may investigate a complaint
despite any agreement reached between the
parties or even where the complainant seeks
to withdraw the complaint.
At the end of an investigation about a health
practitioner, the Commission must decide
under section 39 of the Act either to:
• prosecute the complaint as a complainant
before a disciplinary body
• intervene in any proceedings that may
be taken before a disciplinary body
• refer the complaint to the appropriate
registration authority (if any) with a
recommendation as to any disciplinary
action the Commission considers appropriate
in respect of the complaint
• make comments to the health practitioner
on the matter of the complaint
• terminate the matter
• refer the matter to the Director of
Public Prosecutions.
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At the end of an investigation into an unregistered
health practitioner, the actions the Commission
may take are limited to making comments to
the health practitioner, terminating the matter
or referring the matter to the Director of Public
Prosecutions. The Commission also has discretion
to inform an appropriate professional association.

Table 30 is a table reporting the outcomes of
investigations in categories set down in the Act.
The percentage of complaints terminated
by the Commission is similar to previous years.
The percentage of investigations referred for
disciplinary action, 29%, is similar to the previous
year’s percentage of 31%.

During 2001-2002, the Commission finalised 320
investigations about registered and unregistered
health practitioners. This is an improvement on
the Commission’s performance last year when
it finalised 237 investigations. The finalised
investigations are reported on by profession
in Table 29.

Table 31 reports on those complaints where
the Commission has decided to prosecute a
complaint or referred the practitioner to the relevant
registration authority for disciplinary action following
an investigation. During the year, the Commission
decided to prosecute 54 such complaints and
to refer 40 other complaints to the relevant
registration authority for other disciplinary action.

Table 29 - Investigations finalised about health workers 2000-2002
1999-2000

2001-2002

Description

No.

%

No.

%

No.

%

Medical practitioner

255

69.7%

161

67.9%

181

56.6%

Nurse

56

15.3%

49

20.7%

95

29.7%

Dentist

3

0.8%

0

0.0%

13

4.1%

15

4.1%

9

3.8%

13

4.1%

Physiotherapist

5

1.4%

1

0.4%

5

1.6%

Chiropractor

6

1.6%

3

1.3%

4

1.3%

Pharmacist

2

0.5%

2

0.8%

3

0.9%

Dental technician and prosthetist

2

0.5%

1

0.4%

2

0.6%

Social worker

2

0.5%

1

0.4%

1

0.3%

Occupational therapist

0

0.0%

0

0.0%

1

0.3%

Optometrist

2

0.5%

0

0.0%

1

0.3%

Other

3

0.8%

1

0.4%

1

0.3%

Acupuncturist

0

0.0%

1

0.4%

0

0.0%

Administrative or clerical staff

0

0.0%

0

0.0%

0

0.0%

Ambulance personnel

0

0.0%

1

0.4%

0

0.0%

Chiropodist/podiatrist

3

0.8%

4

1.7%

0

0.0%

Health education officer

0

0.0%

0

0.0%

0

0.0%

Natural therapist

5

1.4%

2

0.8%

0

0.0%

Orthotist and prosthetist

0

0.0%

0

0.0%

0

0.0%

Osteopath

1

0.3%

1

0.4%

0

0.0%

Psychotherapist

0

0.0%

0

0.0%

0

0.0%

Unregistered (counsellor/therapist)

6

1.6%

0

0.0%

0

0.0%

366

100.0%

237

100.0%

320

100.0%

Psychologist

Total

54

2000-2001
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Table 30 - Outcome of finalised investigations about health practitioners 2001-2002
Outcome

No.

%

54

16.9%

0

0.0%

Refer a complaint to a registration authority for disciplinary action

40

12.5%

Make comments to the practitioner about the complaint

47

14.7%

Terminated by the Commission

179

55.9%

Total

320

100.0%

Prosecute a complaint before a disciplinary body
Intervene in any proceedings before a disciplinary body

Table format has changed from previous years. No comparative data available.

Table 31 - Complaints about health practitioners referred for disciplinary proceedings at the end
of an investigation 2000-2002
1999-00

2000-01

2001-02

Disciplinary body referred to

No.

%

No.

%

No.

%

Medical Board

35

20.7%

9

12.0%

21

22.3%

Nurses Board

9

5.3%

1

1.3%

19

20.2%

Medical Professional Standards Committee

46

27.2%

24

32.0%

16

17.0%

Medical Tribunal

39

23.1%

15

20.0%

13

13.8%

Nurses Tribunal

12

7.1%

17

22.7%

13

13.8%

Nurses Professional Standards Committee

13

7.7%

1

1.3%

5

5.3%

Psychologists Professional Standards Committee

3

1.8%

3

4.0%

3

3.2%

Dental Board

0

0.0%

0

0.0%

3

3.2%

Chiropractors & Osteopaths Tribunal

1

0.6%

2

2.7%

1

1.1%

Psychologists Board

4

2.4%

0

0.0%

0

0.0%

Dental Technicians Board

1

0.6%

0

0.0%

0

0.0%

Podiatrists Professional Standards Committee

1

0.6%

1

1.3%

0

0.0%

Pharmacy Board

2

1.2%

1

1.3%

0

0.0%

Physiotherapists Board

3

1.8%

1

1.3%

0

0.0%

Total
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169 100.0%

75

100.0% 94 100.0%
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Information, Resolution and Complaints
Table 32 details the time taken to finalise
both health service and health practitioner
investigations in 2001-2002. The length of
time is measured from the date the statutory
declaration is received. The Commission is
unable to commence an investigation until a
complaint is verified by a statutory declaration.
In the reporting period the Commission did not
obtain statutory declarations for 19 complaints.
Complaints assessed for investigation but for
which no statutory declaration was obtained
have been removed from the sample.

to improve the quality of investigations and
the consistency of decision-making. While
these forums are resource intensive, they
are an essential strategy designed to improve
the competence of investigators and the
consistency of the quality of investigations.
It is anticipated that more active information
gathering during an earlier stage of investigation
and the systematic review of complaints at
identified stages of the investigation will
eventually improve investigation timeframes.
During the year the Commission commenced
work on developing a more robust case
management system which will allow the
Commission to ensure that complaints are
being managed in a more timely way.

Better planning of investigations and a more
thorough approach to the gathering of
information has led to a more rigorous
investigation process. Planning and review
forums have been established as a strategy

Table 32 - Average length of time taken to complete investigations 2001-2002
2000-01
Health service
Timeframe

2001-02

Health practitioner

Health service

Health practitioner

No.

%

No.

%

No.

%

No.

%

less than 6 months

0

0.0%

10

4.7%

0

0.0%

11

3.6%

7-12 months

3

7.5%

28

13.1%

1

2.4%

33

10.9%

13-18 months

3

7.5%

31

14.5%

2

4.9%

42

13.9%

19-24 months

9

22.5%

37

17.3%

11

26.8%

54

17.8%

25-30 months

7

17.5%

49

22.9%

13

31.7%

59

19.5%

31-36 months

10

25.0%

34

15.9%

5

12.2%

50

16.5%

37 months or more

8

20.0%

25

11.7%

9

22.0%

54

17.8%

Total

40

100.0%

214

100.0%

41

100.0%

303

100.0%

Table 33 - Outcome of health practitioner investigation reviews 2000-2002
1999-00
Outcome

56

2000-01

2001-02

No.

%

No.

%

No.

%

No further action

7

87.5%

10

83.3%

18

78.3%

Reopen for investigation

1

12.5%

2

16.7%

4

17.4%

Refer to another body

0

0.0%

0

0.0%

1

4.3%

Total

8

100.0%

12

100.0%

23

100.0%
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Investigation reviews

Figure 5 - Number of investigation

Section 41(3) of the Act requires the Commission
to review its decision at the end of an investigation
about a health practitioner upon the request of the
complainant. During the year the Commission
completed 23 reviews (see figure 5).

reviews 2000-2002
25

Table 33 reports on the outcomes of those
reviews. Four investigations were re-opened
and the Commission decided that no further
action was required in 18 of these. During the
year the Commission dealt with a backlog of
reviews which explains the increase in reviews
completed in comparison with previous years.

23

20

15

12

Open investigations

10

At the end of the financial year there were
713 on-going complaints under investigation.
Table 34 gives a breakdown of those
complaints by category.

8

5

0

1999-2000

2000-2001

2001-2002

Table 34 - Category of open investigations 2000-2002
1999-00

2000-01

2001-02

Category

No.

%

No.

%

No.

%

Clinical standards

378

48.6%

369

42.8%

280

39.3%

Provider-patient/client relationship

131

16.9%

165

19.1%

132

18.5%

Prescribing drugs

85

10.9%

99

11.5%

96

13.5%

Quality of care

73

9.4%

83

9.6%

63

8.8%

Other unethical/improper conduct

29

3.7%

34

3.9%

50

7.0%

Impairment

15

1.9%

15

1.7%

24

3.4%

Fraud

17

2.2%

21

2.4%

18

2.5%

Business practices

19

2.4%

24

2.8%

15

2.1%

Character

5

0.6%

11

1.3%

14

2.0%

Patient rights

15

1.9%

15

1.7%

9

1.3%

Miscellaneous

7

0.9%

23

2.7%

9

1.3%

Operative complications

2

0.3%

2

0.2%

2

0.3%

Complaints management

0

0.0%

2

0.2%

1

0.1%

Resources

0

0.0%

0

0.0%

0

0.0%

Reregistration

1

0.1%

0

0.0%

0

0.0%

Waiting list

0

0.0%

0

0.0%

0

0.0%

777

100.0%

863

100.0%

713

100.0%

Total
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Lack of contemporaneous clinical
notes delays investigation
Ms X complained about the care and treatment she
received from a plastic and reconstructive surgeon.
Dr Y had performed an abdominoplasty (removal of
excess abdominal fat) for obesity on the patient in
a private hospital and the patient was discharged
four days later. Follow-up was arranged for six days
after discharge. However, following discharge Ms X
had to see her GP who admitted her to a public
hospital as her wound had broken down. Ms X was
discharged 18 days later.
The complaint centred on the post-operative
treatment as Ms X claimed that Dr Y did not
investigate her high temperature or anaemia after
the operation. There was also a difference in opinion
about whether Ms X was discharged by Dr Y or by
herself. The lack of clear instructions in the clinical
notes made clarification of this issue difficult.
The investigation focused on whether Ms X was
discharged appropriately and whether adequate
follow up care was organised. Dr Y had provided
Ms X with his mobile phone number in case she
required advice or assistance but it appears it
was not answered when Ms X called.
The Commission obtained numerous documents
and statements from Dr Y, nursing staff, Ms X’s GP,

Disciplinary and appeal cases
As at the end of the financial year, 86 cases were
finalised including 5 re-registration applications
and 10 appeals. In 12 cases inquiries were not
held or the complaints were dismissed for a
number of reasons: in 2 cases the practitioners
had died, in 2 cases the practitioners were no
longer registered, in 1 case no evidence was
offered because the complainant failed to appear
to give evidence and in 7 cases complaints
were withdrawn because of receipt of additional
information or in reviewing the cases, the
Commission came to the view that the complaint
could not be proved to the required standard
of proof. This demonstrates that the review
procedures in preparing cases are effective.
In addition, as at 30 June 2002, 41 cases were
awaiting hearings and a further 31 cases had
been heard and were awaiting judgments or
written decisions.
These figures reflect a continuing high level of
cases being prepared and conducted by the
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Ms X and the doctors at the subsequent hospital
where Ms X was admitted. Ms X’s clinical notes
were also obtained.
Dr Y submitted a report to the Commission.
It became evident that he had, in fact, made
no entry in the clinical notes from Ms X’s hospital
admission about treatment, instruction or advice,
during Ms X’s hospitalisation. The reports submitted
by Ms X, Dr Y and the nursing staff all differed in
opinion, facts and observations.
The Commission sought the opinion of a peer
reviewer who eventually expressed mild criticism of
Dr Y’s follow up care to Ms X. However, both the
peer reviewer and the Commissioner expressed
concern at the lack of notes by Dr Y. The lack of
such documentation slowed the progress of the
investigation and resulted in the need for much
clarification of recollections and opinions.
The Commission made comments to the doctor
regarding his post operative follow up of Ms X.
The Commission also made comments regarding
the failure to document clinical notes and the
potential risks this posed to Ms X. Specific note
was made of the difficulties faced by the
Commission in assessing Dr Y’s version of events
in light of the inadequate documentation. Dr Y
was also provided with guidelines and standards
in relation to adequate documentation of clinical
management.

Legal Services Team. The figures suggest that
there will be a continuation of a significant level
of activity over the next year with an associated
high level of expenditure on disciplinary and
court cases.

Referral of appropriate cases to the Office
of the Director of Public Prosecutions
The Honourable Member for Willoughby
Mr Peter Collins QC MP wrote to the Minister
for Health and raised in Parliament concerns
that the Commission and the Medical Tribunal
had failed to refer appropriate cases to the
Director of Public Prosecutions (DPP) for
criminal prosecution. A number of specific
cases were identified by Mr Collins.
In response, the Minister stated in Parliament
on 12 March 2002 that if it became apparent
from ongoing enquiries that there were cases
that should have been referred to the DPP but
were not, then serious consideration would be
given to a mandatory requirement that the
Commission and the Medical Tribunal refer every
case to the DPP where there are reasonable
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grounds to believe a sexual offence had been
committed. The Minister also stated that he
would ask the Commission to develop
a Memorandum of Understanding with the
DPP to set workable guidelines to ensure the
appropriateness of factors to be used when
deciding whether to refer a matter to the DPP.
The Commission reviewed sexual misconduct
cases heard by disciplinary bodies where written
decisions had been received over the past five
reporting periods. Of the 71 identified cases
20 had already been the subject of Police or
DPP action. The remaining 51 cases were not
referred because: they either did not involve
criminal conduct; complainants did not report to
Police or did not want to be involved in criminal
prosecutions or give evidence in criminal
proceedings; the cases involved consensual
personal and/or sexual relationships; the
complaints were dismissed; or the complaints
only involved professional conduct issues.
The Commission also reviewed cases involving
matters other than sexual misconduct cases for
the same period. Of the 219 cases identified:
35 had already been the subject of Police or
DPP action; the Commission referred one case;
the Medical Tribunal referred another case
where it was concerned about the conduct
and evidence of witnesses for a practitioner.
The remaining 183 cases had been referred
to the Commission by other agencies or
involved professional conduct issues only.
A review of the cases indicated that the
Commission does consider whether criminal
conduct is involved in complaints and refers
appropriate cases to the Police or DPP if they
have not already been referred. A Memorandum
of Understanding concerning referral of matters
between the Commission and Director of Public
Prosecutions is presently being developed.

Table 35 - Outcomes of disciplinary cases
completed 2001-2002
Unsatisfactory professional conduct
MEDICAL PROFESSIONAL STANDARDS
COMMITTEE
Proved
Caution and conditions

1

Reprimand

1

Reprimand and conditions

8

Reprimand and fine

1

Reprimand, conditions and fine

3

Partially proved
Caution

1

Conditions

1

Reprimand and conditions

3

Not proved/inquiry not held
Heard and dismissed,

1

Withdrawn and dismissed

2

Practitioner deceased/no longer registered 1

NURSES PROFESSIONAL STANDARDS
COMMITTEE
Proved
Conditions

1

Reprimand

1

Reprimand and conditions

2

Partially proved
Conditions
TOTAL

1
28
continues overleaf
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Table 35 - Outcomes of disciplinary cases completed 2001-2002 continued

Professional misconduct
MEDICAL TRIBUNAL

CHIROPRACTORS AND OSTEOPATHS
TRIBUNAL

Proved

Proved and de-registered (Mr J Purcell)

De-registered (Dr C Hobday, Dr P Grant

DENTAL BOARD

(appeal), Dr T Le, Dr R Finlay-Jones, Dr A

Proved

1

Aguado, Dr E Sherfan)

6

Suspended (Dr J Sekhon)

1

Reprimand Dr A

1

Suspended and conditions (Dr M Saidden)

1

Reprimand and conditions

2

PHARMACY BOARD

(Dr R Gorman, Dr I Lee)

Proved

Partially proved
De-registered (Dr M Gad)

Proved and de-registered (Mr R Morgan)
1

Reprimand (Dr G Daskalopoulos,
unsatisfactory professional conduct only)

1

Not proved/inquiry not held
Heard and dismissed Dr B

1

1

PODIATRISTS BOARD

Reprimand and conditions (Mr D)
5

Practitioner deceased/ no longer registered
1

NURSES TRIBUNAL

1

Not proved/inquiry not held
Practitioner deceased / no longer registered
(Mr E)

1

PSYCHOLOGISTS BOARD

Proved

De-registered (Mr F)

De-registered (Mrs D Singh, Ms P Lomas,

1

Not proved/inquiry not held

Mr J Robins, Mr R Struik, Mr D Nelson,
Mr P Kandelas, Mr I O’Breza )

Proved

Proved

Dr T Atkins, Dr G Daskalopoulos, Dr K Loi,

(Dr R Singh-Khaira)

PHYSIOTHERAPISTS REGISTRATION
BOARD

De-Registered (Mr C)

Withdrawn and dismissed (Dr H Liu,
Dr I Rafter,)

1

7

Withdrawn and dismissed ( Mr G)

1

Practitioner deceased/ no longer registered

Reprimand and conditions (Ms Z Goode,
Mr M Carr, Mr R Woods, Ms R McGrath,
Ms C Shaw)

5

Suspended and conditions (Ms O Stuart)

1

(Mr H)

1

TOTAL

43

Not proved/inquiry not held
Heard and dismissed (Ms W Jut)

1

Withdrawn and dismissed
(Ms P Robertson - appeal)
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Table 35 - Outcomes of disciplinary cases completed 2001-2002 continued
Appeals

Outcome

No

Upheld

2

Dismissed

4

Dismissed

1

Dismissed

1

Upheld

2

Court of Appeal
Appeal by doctor against Medical Tribunal decision (Dr S Sinha, Dr J Sabag)
Appeal by doctor against Medical Tribunal decision
(Mr M Gad, Mr M Bar-Mordecai, Mr A Matter, Mr A Aguado)
Supreme Court
Summons by doctor against Medical Tribunal re-registration decision
(Mr G Pratt-Erwin)
Appeal by nurse against Nurses Tribunal decision (Mr R Struik)
District Court
Appeal by physiotherapist against Physiotherapist Board decision
(Mr J Cox-May, Ms A Thomas)
TOTAL

10

Re-Registration/Review Applications
Medical Tribunal
Heard and dismissed (Mr G Edelsten, Dr R Gorman)

2

Re-registered with conditions (Dr M Wong)

1

Withdrawn and dismissed (Mr J Kirumba)

1

Psychologists Board
Heard and dismissed (Ms I)

1

TOTAL

5
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CONSUMER FEEDBACK

Consumer Feedback
Satisfaction with the
Commission
In its 2000-2001 Annual Report the Commission
advised it was reviewing its complaint handling
process in relation to complaints received about
its services. During the reporting year the
Commission implemented a new system of
recording the complaints and compliments
received to reflect the Commission’s policy.
Thirty written complaints were received about
the Commission containing 49 issues. Table 36
contains a breakdown of the type of issues
complained about. Almost half of the letters
expressed concerns about delays. Each of
the letters of complaint were responded to
by the Commission.
The number of complaints about the
Commission as a proportion of the complaints
received and assessed is 0.01%. This proportion
compares favourably with the reported figure of
another watchdog agency of 0.84%.
The Commission also receives compliments
about its services. Compliments were received
about the speed of services, the courtesy of
staff and the professional service delivered. The
Commission recorded 12 letters of compliment.
The Commission’s policy recognises that
complaints can assist in identification of aspects
of service that need improvement. Complaints,
compliments and suggestions are recorded,
analysed and acted on. Feedback is given to
staff at monthly staff meetings.
The Commission tries to address the
dissatisfaction of the complainant. It also
considers action to prevent similar problems
in future. In response to complaints the
Commission offered apologies, updated the
database, reallocated matters for prompt
attention and made various changes to
procedures including amendments to the
complaint form and the standard letters.

Complaints about the
Commission to other bodies
The NSW Ombudsman received seven formal
complaints about the Commission during the
year. The Ombudsman decided that one of
these complaints was outside its jurisdiction
and two were declined at the outset. The
Ombudsman made preliminary inquiries in
relation to four complaints. The Ombudsman
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did not investigate any complaints after further
information was provided by the Commission.
The Independent Commission Against
Corruption received two complaints about the
Commission. It took no action in relation to one
complaint. The other complaint was referred
for the Commission’s internal review. It was
concluded that the incident did not involve
corrupt behaviour.

Results of the investigation
satisfaction surveys
The Commission posted consumer satisfaction
surveys to all complainants whose complaints
had been investigated and finalised in 2001-02.
The complainants were asked to return the
survey in a reply paid envelope. Fourteen surveys
were returned, which is well below an acceptable
response rate. The survey will be redesigned
in the next reporting period and methods of
improving the response rate will be investigated.
Seven complainants were satisfied with the
Commission’s handling of their complaint. Five
complainants were dissatisfied and two made no
comment. The reasons given for dissatisfaction
concerned the frequency of changes in
investigation staff, the time taken to complete
the investigation and lack of information.
Table 36 - Complaints about the Commission
2001-2002
Issue

No.

Bias/unfair treatment/tone

7

Confidentiality/privacy related

2

Delays
Denial of justice

14
1

Failure to deal appropriately with complaint 2
Lack of feedback

1

Limits to jurisdiction

2

Faulty procedures

2

Inaccurate information/wrong decision

4

Poor customer service

6

Other

8

Total complaints

49
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Consumer Feedback
Following are some of the quotes from the surveys:
• The initial complaint on behalf of my mother
has been totally vindicated by the findings of
the HCCC and the Medical Tribunal.
• I am disappointed that my complaint took 2.5
years for action (this shows that your staff are
overworked with too many cases).
• I would like to thank the investigation officer
who was always helpful and compassionate.
In 2002-03 the Commission will be surveying
both complainants and providers at the end
of investigations.

Results of the PSS satisfaction
surveys
The Patient Support Service seeks client
feedback after service provision through a
satisfaction survey. During the year surveys
were posted to each client at quarterly intervals
together with a reply paid envelope. The PSS
received 335 completed surveys from a total
of 1,581 surveys (21.2% response rate).
Key results include:
• 92% thought patient support officers were
sensitive to their concerns
• 87% found patient support officers were
prompt in returning their calls
• 85% were satisfied with the service they
received
• 81% would use the service again.

• The patient support officer, although she may
not know it, was one of the very few people
who listened to what I had to say. I really
appreciated all her help.
• More advertising. I didn’t know about the
patient support officers.
• I found the patient support officer to be a
toothless tiger, they have no power to enforce
change.
• The patient support officer didn’t have any
medical knowledge regarding the complaint
that I raised.
• I don’t think any system that cannot compel
disputing parties to meet, has any chance of
long term success.
• The patient support officer was extremely
supportive. She did not need to intervene
in our situation as it was resolved within the
hospital. In any case it was good to know our
rights and that she was there if necessary.
• The officer was very helpful and gave us plenty
of advice but the solution I was looking for
couldn’t be achieved by the patient support
officer so she advised us to see our local MP.
• The patient support officer was very good at
explaining things about my case even though
it was thirty years old. His reasoning was very
sensible and helped me a great deal.
• I hope the service continues to prosper as
I found it as a last resort and found somebody
who would listen to my problem, and do
something other than pay lip service.
Good work.

Following are some quotes from the surveys:
• The patient support officer was most efficient.
I was getting stalled, getting nowhere, her
involvement did the trick.
• This was the best and most appropriate
service I’ve ever received from a government
department – well done.
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WORKING WITH STAKEHOLDERS

Working with Stakeholders
Consulting with community
groups
The Commission held four meetings with the
Consumer Consultative Committee during the
year. The Commission discusses significant
issues with the Committee and seeks advice
and feedback on major projects and
publications. The Committee is an important
avenue which allows the Commission to be
responsive to consumer views. Member
organisations of the Consumer Consultative
Committee are:
• Aboriginal Health & Medical Research Council
• Australian Association for Welfare of
Child Health Inc
• Combined Pensioners & Superannuants
Association
• Council on the Ageing NSW
• Ethnic Communities Council
• Health Consumers Network (NSW) Inc
• Mental Health Co-ordinating Council
• NSW Council for Intellectual Disability
• NSW Council of Social Services

Other activities for the year have included:
• publication of a brochure promoting the
Commission’s services for Aboriginal people.
The Honorable Craig Knowles launched
the brochure during the National Aboriginal
and Islander Day of Celebration (NAIDOC)
celebrations at the Redfern Aboriginal Medical
Service. The brochure has been distributed
during community visits and by Aboriginal
health workers and it has been well received
in Aboriginal communities
• community visits on a continuing basis.
During the year the Aboriginal Liaison Officer
has visited Aboriginal communities within the
Far West, New England and Northern Rivers
Area Health Services to identify local health
concerns and provide information about the
new training programme and the services
provided by the Commission. Face to face
meetings are the best way to build trust
and understanding between Aboriginal
communities and the Commission. The
visits also provide excellent opportunities
for networking and direct client support
• information sessions on the role of the
Commission and the Aboriginal Liaison
Officer to Aboriginal health workers in
Penrith and Glen Innes

• People Living with HIV/Aids NSW
• People with Disabilities NSW Inc
• Rural and Remote Health Consumers
of Australia
• Women’s Health Resource &
Crisis Centres Association.

Outreach and support for
Aboriginal communities
As reported previously, the position of Aboriginal
Liaison Officer was established in 2000. During
the year the Commission has expanded the role
from providing direct support to people with
health concerns to include training for Aboriginal
health workers. Aboriginal health workers are a
key means for enabling Aboriginal communities to
access the services of the Commission, and they
provide support for local complaints handling.
The Commission has developed a resolution
training programme for Aboriginal health workers
and during the reporting year the Commission
has provided resolution training in Southern and
Far West Area Health Services. See page 68 for
more information on the training.
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• submission of articles to the Aboriginal
& Islander Health Worker Journal on a
continuing basis
• regular meetings and information exchanges
with other Aboriginal government workers and
promoting the Commission’s activities within
this group.
In addition to the community outreach, the
Commission has started in-house cultural
awareness training for staff. The training
programme will continue into the next reporting
period. NAIDOC celebrations are planned to be
a yearly activity and preparations for the 2002
NAIDOC started in June 2002.

A Partnership initiative
in training
During 2001-2002 the Commission continued
to provide a training, development and advisory
service for Area Heath Service (AHS) staff in
relation to the investigation and resolution of
complaints. This initiative resulted from an
agreement the Commission reached in 1999
with the Senior Executive Forum of NSW Health.
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The Forum agreed to continue funding the
training program for the reporting year. The
training initiative allowed for each Area Health
Service, Corrections Health Service, NSW
Ambulance Service and The Children’s Hospital,
Westmead to receive 5 days of training from
the Commission. Each organisation chose
the mix of training opportunities that best
suited their needs.

• It was very professional, slick, flowing,
concise; clinically relevant
• Interactive; adaptable to participants’ needs
• Link to workplace
• The workbook will be a useful tool to use
in the workplace as a reference tool
• High level of content in a short period of time
• Too short.

Investigation training
The investigation training program is designed
to improve the quality of investigations
conducted by AHS staff. The program reflects
the values, principles and six dimensions of
quality noted in the Framework for Managing
the Quality of Health Services in NSW Health.
During 2001-2002 two investigation training
programs were offered to organisations:

Introduction to Investigation Training
(for Nurse Unit Managers)
Ten courses were conducted, in seven Area
Health Services, with 162 participants. Of
those participants who provided feedback 88%
believed that the topics covered were relevant
or very relevant to their work, and 88% found
the course content to be useful or very useful.
Course comments included:
• Very useful in identifying strategies for working
through complaints investigation
• Excellent manual for ongoing consultation –
resource - information
• Appropriate to problems experienced
in the workplace
• Very informative and practical. Relevant
to NUM’s level of management in relation
to complaints
• Rushed, would be better over two days.

Investigation Training (for Complaint
Co-ordinators, Senior Clinicians,
Program Directors, Facility Managers etc).
Seven courses were conducted, in seven Area
Health Services, with 126 participants. Of those
participants who provided feedback 91%
believed that the topics covered were relevant
or very relevant to their work, and 90% found
the course content to be useful or very useful.
The main concern expressed by some
participants was the amount of material covered
in two days. Course comments included:
• Interactive exercises; expert knowledge
of presenters; use of humour
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Resolution training
Feedback from the 2-day investigation training
held in 2000 identified a strong need for the
development and delivery of education aimed
particularly at the resolution of complaints. A
training program was designed to enhance
management and health care staff’s understanding
of the basic principles of resolution; to improve the
resolution of complaints with unhappy consumers
whenever possible; and to ensure that appropriate
actions that arise from the lessons are learned.
During 2001-2002 two Resolution Training
Programs were offered to organisations.

Complaint Resolution Training
The training is targeted at senior clinical staff and
health care managers, who are likely to deal with
consumer complaints as part of their every day
work - whether as persons complained about;
persons complained to; or as persons facilitating
or managing a response to a complaint or
resolution process.
The resolution training package has provided
participants with an opportunity to gain skills
and knowledge around resolution, in particular:
knowledge about conflict, culture, context,
procedures; impact of self on the process;
decision making and options generation; skills
about complaints assessment, information
gathering, issues definition, communication,
process management (at feeling and process
level); and interacting between parties and
negotiation.
During 2001-2002, thirteen courses were
conducted in eight Area Health Services with 235
participants. Of those participants who provided
feedback 85% believed that the topics covered
were relevant or very relevant to their work, and
86% found the course content to be useful or
very useful. Course comments included:
• For a lot of people this course presents a
major shift in their attitudes to complaints
and complainants.
• Facilitators were interesting and had a sense
of ‘reality’ in Health System.
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• Practical group work. Examples. Well presented.
Well organised. Lots of take home resources.
• Very worthwhile, understanding, planning,
analysing and evaluating a complaint. Aspects
not often considered previously when dealing
with or handling a complaint.
• Really feel that I am now in a vastly improved
position to facilitate complaints resolution.
• Challenged the fallacy of taking a ‘service
position’. Flexibility to deal with individual
and complaint encouraged.

Resolution Training for Aboriginal
Health Workers
This training program was developed in
response to Aboriginal community consultations
conducted by the Commission over the two
previous years. The feedback provided to
the Commission during those consultations
identified the following: many Aboriginal people
do not know to whom to complain, or how to
complain; Aboriginal health workers generally
do not know to whom to direct complaints,
or how to complain about unsatisfactory
health services; Aboriginal health workers
feel uncomfortable in assisting people lodge
complaints to their superiors or employers;
community members are reluctant to make
complaints as they fear retribution which may
also involve jeopardising the Aboriginal health
workers position in the health facility; and
Aboriginal health workers wanted to improve
their skills in complaint resolution.
During 2001-2002 two courses were
conducted, in two Area Health Services, with 51
participants. Of those participants who provided
feedback 73% believed that the topics covered
were relevant or very relevant to their work, and
73% found the course content to be useful or
very useful. Course comments included:
• Made a huge difference with a Koori person
with the presenters.
• More relaxed and enjoyable than mainstream.
• Understand more about handling a complaint
better (more options).
• Good facilitators for the program. Good
information provided.
• Helpful in dealing with all complaints and
disagreements however major or minor.
• It’s very empowering for workers who do
this work and are placed in these situations.
• Great info and much needed in Aboriginal
communities.
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Special initiatives
In response to the success of the training
initiatives the Commission was approached
by Australian Capital Territory Community Care
to provide training for it’s organisation. During
the second half of 2002 the Commission is
planning to conduct three 2-day Investigation
Training and two Complaint Resolution Training
programs for staff of this organisation. This
request reflects the growing reputation of the
Commission as a leader of effective training
products for the health sector.

Future initiatives
The Commission, following the positive
feedback from the training initiatives, is seeking
further partnership with the Senior Executive
Forum of NSW Health to continue training with
the Area Health Services, NSW Ambulance,
Corrections Health and The Children’s Hospital,
Westmead. In addition, the Commission
will consider the possibility of offering training
opportunities to private health providers.
The training program has continued to afford
the Commission an invaluable opportunity to
meet with metropolitan, rural and remote health
service providers. It has provided Commission
staff with a greater awareness of the challenges
experienced by managers and front line staff
in the delivery of health services which has been
valuable and significant. Course participants
indicated that they have valued meeting
Commission staff who have demystified the
work of the Commission and helped increased
their understanding and appreciation of the
Commission’s partnership role.

Parliamentary Committee on
the Health Care Complaints
Commission inquiries
During 2001-02 the Parliamentary Committee
on the Health Care Complaints Commission
had two inquiries underway.

Inquiry into conciliation processes
The Parliamentary Committee on the Health
Care Complaints Commission finalised its
public inquiry into conciliation processes. The
Commission made a written submission to the
Committee in 1999-2000 and appeared before
the inquiry on two occasions during 2000-2001.
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Inquiry findings and recommendations were
published during April 2002 in a report entitled
‘Seeking closure: improving conciliation in
New South Wales’. The inquiry focused on
conciliation provided by the Health Conciliation
Registry, a statutory body which reports to
the NSW Department of Health. Some of the
recommendations relate to the Patient Support
Service and other Commission operations.

Inquiry into the procedures followed during
investigations & prosecutions undertaken
by the HCCC
In June 2001 the Parliamentary Committee
on the Health Care Complaints Commission
commenced an inquiry into the procedures
followed during investigations and prosecutions
undertaken by the Commission. The Terms of
Reference for the inquiry are listed below.

(b) the amount of evidence currently considered
sufficient by the Health Care Complaints
Commission and the NSW Medical Board
to prosecute a case before the NSW
Medical Tribunal;
(c) the treatment of cases referred by other
government agencies such as the Health
Insurance Commission;
d) possible ways in which the investigation and
prosecution process can be improved;
(e) the investigation and prosecution process
in comparative jurisdictions;
(f) other relevant matters.
The Commission made written submissions and
appeared before the inquiry on one occasion.
A report on the inquiry is expected to be
available during late 2002.

The Committee is to inquire into and report on:
(a) the procedures followed by the Health Care
Complaints Commission during the
investigation process;
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Case Studies on open disclosure
There is always a risk of harm involved in providing health care. When harm occurs it is often
distressing for the person receiving care, the family and for the care team. Open disclosure
involves truthful discussion of incidents that result in harm to a person while receiving health care.
The elements of open disclosure include a factual explanation of what happened, the
potential consequences and what steps are being taken to manage the event and to
prevent recurrence as well as an expression of regret.
The Australian Council on Safety and Quality in Health Care funded a national project on
open disclosure during this year to improve the health system’s capacity for openness
following adverse events. This has been targeted at what has historically been a closed
culture in health services and amongst health care professionals. The Commission has
been an active contributor to this project and looks forward to its full implementation in
the near future, contributing to more open and effective communication and a truer
partnership between health care providers and consumers. The case studies below
examine some challenges in this area.

Telling it all
Mr and Mrs D, a young couple, planned to have
their baby at a public hospital, attended by a
doctor of their choice.
The doctor was not present at the birth of the
child, and the midwife delivered the baby after a
long labour. The baby was wrapped and passed
to her father. At various times Mr and Mrs D
expressed concern regarding the well-being of
their baby and asked that someone look at her.
These requests were made to the nursing staff
and to the doctor when he arrived. On each
occasion they were told that everything was fine
but no one checked the baby.
About 40 minutes after her birth, baby D was
taken to be cleaned and weighed. When the
midwife opened the baby’s wrappings she said
that baby D would need a ‘hit of oxygen’.
Baby D was taken to another room where it was
identified that she had pulmonary hypertension
(high blood pressure within the circulation to the
lungs). Emergency action was taken but Mrs D
was not informed. Eventually a family member
insisted that staff tell Mrs D what was
happening.
There was a delay before the Neonatal
Emergency Transport Service (NETS) team
arrived and also confusion as to whether or not
the baby had been given her vitamin K injection.
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Baby D died some days later. It became clear
that the time she had spent without oxygen
immediately following her birth was the major
factor in her eventual death.
Mr and Mrs D sought the return of baby D’s
"Yellow Card", and also a copy of the medical
records. The hospital failed to provide these.
With the assistance of a PSO the couple then
sought a meeting with officers of the Area
Health Service (AHS), and another meeting with
the obstetrician. At these meetings additional
information was provided to the couple, including:
• the five-minute APGAR score (a score given
for the newborn’s activity, pulse, grimace,
appearance and respiration) was not taken
• the midwife was relatively new to the hospital
• the midwife did not give any indication to the
doctor that there was anything wrong with
the baby
• the doctor assumed that the baby was well,
and did not check her himself
• the midwife left the hospital after the incident,
which contributed to the confusion regarding
the vitamin K injection as the midwife had not
completed the records
• the midwife was emotionally frail at the time
of the birth and had been most upset by the
events surrounding this birth
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• the yellow card and a copy of the medical
records were given to the parents.

• there was confusion about who was
Mr Y’s doctor

As a result of the additional information
provided the young couple became focused on
encouraging systemic change. They considered
this to be essential for the organisation, and
an important part of their own healing process.

• communication between staff members
about Mr Y appeared to be lacking

The areas mutually agreed upon between the
family, the hospital and AHS representatives were:
• Education
The need to make sure that staff remain
sensitive to risks through training on:
– risk awareness and risk assessment
for newborn babies
– care and observation of the newborn
in the first hour of life
– early recognition of babies with rare
problems
– communication.
• Protocols
A review of post-natal care protocols, with
particular attention given to timeliness and the
links between nursing and medical staff roles.
• Medications
Intensive care specialists are to be consulted about
the drugs that should be kept on hand. In particular
if medication should be available in all maternity
units, so that it can be administered promptly
rather than waiting for a NETS team to arrive.

Open disclosure: so close and
yet so far
Mr Y, an elderly man, was transferred from
a public hospital to a private hospital for
rehabilitation. While he was a patient of the
private hospital he sustained a fracture to
his hip but it was not diagnosed for some time.
Mr Y was then transferred to another public
hospital for surgery.

The PSO arranged a Resolution Meeting
attended by the Chief Executive Officer (CEO)
of the hospital and some of Mr Y’s family. The
family felt the meeting was positive and they
were pleased with the manner in which the CEO
responded to their distress and concerns. They
felt reassured that the CEO had a commitment
to ensuring that the hospital would address
some of the systemic concerns that their
complaint had unearthed.
The CEO was frank in providing information relating
to their concerns including: procedures that had
not been followed such as the preparation of an
incident report; staff failure to notify supervisors
of matters that should have been reported and
the fact that staff absences were a contributing
factor in the inadequate review of records.
The CEO made commitments which included
the development of new policies and protocols
and related staff training; the development of
information for families; the development of
management safety strategies and values-based
education for staff. The CEO also stated a letter
would be sent to the family expressing regret
and outlining the changes that were occurring.
When the family received the letter from the
hospital they were shocked to find that it differed
substantially from the tone and purpose of the
meeting they had attended. The letter went
so far as to indicate that Mr Y had received
adequate care. The family then decided to
place a formal complaint with the HCCC as
they had again lost faith in the hospital.

Commission prompts open
disclosure

• records relating to Mr Y’s care were missing
from his file

Mr G was held in custody at a correctional
psychiatric unit pending a psychiatric
assessment. Two assessments by staff at
that unit clearly classified Mr G as paranoid
psychotic and recommended treatment in
a psychiatric clinic in a hospital.

• there was a two week delay between Mr Y
sustaining the injury and being transferred
to another hospital for appropriate attention

In line with that recommendation the Local
Court referred Mr G to the psychiatric clinic
for assessment. He was assessed in the Local

A family member approached the PSO and
identified a number of issues which concerned
them, including:
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• communication between staff members
and the family suggested an underlying
culture which devalued patients as people.
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Court cell. The assessment was inadequate
for the following reasons:
• the report to the court was not clear about
whether Mr G should be admitted or not
• it also did not provide a psychiatric diagnosis.
The Area Health Service (AHS) investigated the
complaint, interviewed relevant staff and
reviewed the documentation. The AHS reported
that the overall findings were inconsistent with
the concerns. It was found that Mr G was
assessed and a diagnosis was made and
documented, however Mr G was not admitted.
Following the Commission’s review of the matter
it was found that the AHS did not address the
issues raised by Mr G regarding the inadequacy
of the report. The Commission requested that

the AHS respond to: the issue of how referrals
are made between the Courts and the clinic;
what information is provided or requested;
and whether there is a format for providing
comprehensive mental health assessments
to the Local Courts.
The AHS reported back to the Commission.
As a result of this incident the development
of a clinical pathway, Memorandum of
Understanding and protocols were drafted.
The process has been one of consultation with
the Local Courts and was forwarded to the
Centre for Mental Health for their comments.
As part of this, standardised forms have been
developed which meet the needs of the Courts
and the person being assessed.

Case Studies on mental health care
The Commission considers that the provision of accessible, appropriate and responsive
mental health services is vital for the welfare of the community of New South Wales as a
whole as well as for people with mental illnesses, their families and friends. During the year
it provided a submission to the Select Committee on Mental Health of the NSW Legislative
Council and has been an active participant in various State committees focusing on the
needs of consumers requiring effective, accessible and responsive mental health services.
The Commission’s files indicate the following issues are of continuing and significant
systemic concern:
• availability of long-term rehabilitation or community-based care options
• involvement of family, friends, and/or other care providers in care, treatment and
options-planning of mental health care patients
• discharge of patients from acute-care services with adequate discharge planning
or with available and/or involved community-based mental health care services
• management of mental health patients in facilities, particularly in Emergency
Departments and Primary Care, including involuntary detainment
• risk management strategies designed to reduce the risk of suicide by people
with mental illness in health facilities
• continuity of care across services and/or care providers
• reliance on an informal, untrained and unpaid network of family and friends as carers
of people with mental illness without adequate support, back-up or respite options;
recording of or access to details regarding re-admission of patients to acute care
services over extended time periods and gaps in service provision due to highly
specific service entry criteria
• specific challenges in access to appropriate and inclusive services for remote
and rural Aboriginal communities.
The following case studies illustrate some of these issues as addressed by the
Commission during the last year.
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Carer’s feedback improved care

• what assessment and care protocols were
available to ensure the safety of patients?

Ms L contacted a PSO about her son Mr M who
has a psychiatric disorder. For many years he
had been both voluntarily and involuntarily
admitted to various hospitals.

• professional partnerships – what are the roles
of health professionals in the team and how
are different opinions between staff about
patient management resolved?

Ms L raised the issue of the services’ practice
of prematurely discharging Mr M from hospitals
before he had recovered adequately. The result
of the premature discharges was that he was not
able to care for himself properly (he lives alone),
and he was inconsistent in taking his medication.

• how does the hospital respond to and record
‘critical incidents’?

Due to Ms L’s complaint Mr M remained in
hospital for a longer period when he was next
admitted. Upon discharge she observed that he
was more stable and able to adequately care for
himself. He also took his medication regularly
and, for the first time, he was assigned a case
manager from the mental health team. Ms L also
noted that Mr M was better able to relate to and
enjoy the company of his young son.
Ms L was satisfied that her concerns had been
taken seriously, that the problems had been
addressed and that her son would benefit.

The hospital identified steps already taken and
steps to be taken to promote a safe and secure
environment for all patients. The Commission
was able to play an active role in the creation and
amendment of forms, policies and documents
and to carry out a site inspection. A date was
also set for Commission officers to review the
hospital’s critical incident response systems.

Suicide in a psychiatric unit

Patient safety improved after
tragic death

Ms T had been admitted to a number of
hospitals and facilities for treatment of her
postnatal depressive illness. Ms T had told her
husband (Mr T) and doctors that she did not
want to keep her baby. Ms T had also requested
her baby be adopted, and at other times Ms T
had refused to see her husband or her baby.

The Commission received a complaint about the
circumstances prior to the suicide of a patient,
Mr Q at a Private Hospital in NSW. Mr Q was
identified as suicidal both on referral and at admission
as an involuntary patient. He managed to get
away from the hospital on several occasions.
After the last escape Mr Q committed suicide.

On the day of her last admission to hospital,
Ms T’s treating psychiatrist, Dr R, recorded that
Ms T required involuntary admission to a locked
ward for her own protection from serious
physical harm and the protection of others
from harm. Ms T threatened to harm herself.
Her medication was increased.

The complaint raised many patient safety issues.
The Commission and the Hospital undertook
a co-operative review of:
• the factors that led to the incident
• what steps had been taken, or needed
to be taken, to address the factors
• the adequacy of current processes and
systems for the safety of patients who are
identified as at risk of self harm and/or
running away.
The Commission forwarded an issues paper to
the Hospital in advance of the meeting. At the
meeting the following points were discussed:
• Mr Q was able to repeatedly leave the hospital
unobserved. Was/is the hospital structurally
able to care for high risk patients and is this
reflected in the admissions policy?
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The Commission and the hospital agreed that
various practice and policy issues contributed
to the circumstances leading to Mr Q’s death.

The private clinic which had previously treated
Ms T advised the hospital on her admission that
she had increasingly delusional thoughts and
that she had stated she would cause harm to
herself and her son.
On the third day, a doctor noted that Ms T
had denied active suicidal ideas, but did not
document her observation status. During the
day, Mr T spoke to his wife several times,
stating she sounded very depressed and upset.
Later that day Ms T asked to have a bath. The
bathroom was unlocked and Ms T was left alone in
the bathroom. 40 minutes later Ms T was found to
have committed suicide. Mr T was not contacted
by the hospital to explain the circumstances
surrounding his wife’s death, to organise the return
of her personal belongings or to offer counselling.
Mr T was also concerned that the hospital had not
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learnt anything from his wife’s death, and that there
was a risk of similar incidents occurring.
Following its investigation, the Commission was
of the view that:

Since the incident and following the
Commission’s investigation a number of
changes have been made at the hospital’s
acute psychiatric ward. These were not only
as a result of the Commission’s investigation.

• the hospital departed from the accepted
standard in the care it provided to Ms T

Changes include:

• there was a lack of observation given the
risk of Ms T committing suicide

• state-wide training concerning assessment
and management response to suicide risk
is available for staff

• there was a lack of review or change in
Ms T’s observations following her threat
to commit suicide
• three psychiatric practitioners failed to identify
from documentation and information gathered
in their assessments that Ms T was at a high
risk of suicide and therefore did not institute
close observations
• there was a systemic failure to revise Ms T’s
non-suicidal, assessment even after she had
informed a nurse that she had tried to harm
herself
• there was a lack of counselling and follow-up
support for Mr T
• procedures were lacking for the return of
personal effects to Ms T’s family.

• revised risk assessment tools have been
introduced by the Area Health Service
• staff have been trained/retrained regarding
assessment and documentation
• the Department of Health has revised its
policy regarding response to critical incidents
• standards for the identification of issues
to ensure improvement of systems in care
and safety have been introduced
• hospital policies have been revised regarding
patient bathroom use and frequency of
observations
• a new critical incidents policy has been
introduced in the hospital to deal with
notification to relatives of a patient’s death
and follow-up counselling procedures.

Case Studies on Aboriginal health care
Aboriginal communities face unique challenges in their access to appropriate and adequate
health care. The Commission’s complaints data indicate that the key concerns of Aboriginal
people in receiving health care are insensitive or rude communication, incorrect or
inadequate information about their treatment, or incorrect treatment as it is often rushed,
deficient in quality or does not correctly address their illness. The subjects of complaint are
broadly similar to those of the population as a whole. In general, Aboriginal culture does not
promote the making of complaints, so that for a person to have lodged a formal complaint
about some aspect of care or treatment it indicates that something significant occurred.
Health services need to be aware of this and to address each complaint comprehensively
and as a matter of priority.
Access to adequate services represents an important challenge for many Aboriginal health
consumers, particularly in rural and remote areas. Getting to services may be hard as
facilities are often located away from the homeland, or the service provided is not appropriate
to the Aboriginal culture. The Commission’s Aboriginal Liaison Officer notes that there is a
lack of cultural understanding in the health care system about the needs and preferences of
Aboriginal consumers which can lead to friction and misunderstandings. The following case
studies illustrate some of the difficulties faced by Aboriginal health consumers in receiving
adequate information about their health care and in being treated with respect.
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If only they would listen
The Commission received a written complaint
from Mr H, an Aboriginal man who was a patient
in a rural hospital. Mr H had travelled away from
his homeland for a specialist to perform surgery.
He was not provided with any information on
pre- and post-operative care, and was confused
and upset by the nursing staff’s behaviour
towards him.
While recovering from his surgery Mr H became
upset about the nursing staff tilting his bed while
he was asleep, turning off his drip, unplugging
his radio, and laughing around his bed.
Mr H stated his bed had blood in it as the
cannula had unplugged from his arm. A member
of staff shone a torch in his eyes and kept
laughing without explaining anything to him.
He stated that staff laughed at him when, due
to having had an epidural, he was unaware of
having urinated in his bed. On a number of
occasions Mr H asked questions and a staff
member responded saying ‘don’t worry about it,
you’re going home tomorrow aren’t you’.
Due to these events Mr H became fearful for his
life to the extent that he wrote a note and gave it
to another man outlining that if anything should
happen to him whilst he was a patient in
hospital, the police should be told to investigate.
The social worker from the hospital wrote a letter
saying that Mr H had met with her and was very
upset about the nurses’ behaviour and the lack of
information he was given about a range of things.
On investigation the hospital manager stated
in a letter to Mr H that his concerns were not
substantiated and the nurse responsible for
the laughing had not come forward.
Mr H was dissatisfied with this response. He
wanted an explanation of his post-operative care
and to find out why none of the staff had offered
any advice about what to expect from this type
of operation. He also wanted an explanation for
the behaviour of the staff. Having his concerns
addressed was particularly important as he was
due to have another operation and he had lost
his trust in the hospital being capable of taking
care of him.
The Commission wrote to the general manager of
the hospital requesting the matter be investigated.
The PSO organised a meeting at the hospital. The
PSO suggested that Mr H have a member of the
local Aboriginal Health Service drive him from his
home to this meeting. The PSO also organised for
the Social Work Department to have an Aboriginal
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Liaison Officer (ALO) attend the meeting.
The meeting was attended by the ALO, Mr H,
the General Manager, the Nurse Unit Manager,
the Director of Nursing Services, the PSO and
the Pastor from the local church.
The meeting resulted in agreement on the
following approach to support Mr H during
his next admission:
• he would be offered pre- and post-operative
advice and information
• the ALO should be available for support
over the weekend
• the team would offer support when needed
• the ALO would organise a TV for Mr H.
The hospital representatives then provided
information and offered an apology for Mr H’s
significant distress, acknowledging their need
to improve services.
It was further agreed that:
• cultural awareness training be made available
to staff
• an Aboriginal Health Advisory Committee
be established
• educational material be made available for
Aboriginal Clients going to hospital.
The meeting was very productive and those
attending agreed to work together to improve the
service to Aboriginal people and the community
as outlined in local Aboriginal health partnerships.

Respect for all people
Mrs R, an Aboriginal woman, was having
frequent night time panic attacks which resulted
in her experiencing a rapid heart rate and
difficulty in breathing. She sought help from a
psychiatrist who told her to go to the hospital
when her symptoms were unmanageable.
This resulted in Mrs R calling the ambulance
service and arriving at the emergency department
of the local hospital on numerous occasions.
On one of the call-outs an ambulance officer told
Mrs R that she was a nuisance as she got him
out of bed. On another occasion a doctor told
her that she was wasting tax payer’s money.
Mrs R felt that the staff were laughing about
her frequent visits to the emergency department
and this gave her a feeling of worthlessness.
Mrs R contacted the PSO who spoke to the
Director of Nursing. The PSO was able to
represent Mrs R’s concerns which were:
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• that her condition be treated seriously and
that it be recognised as a medical problem
• that she needed to feel comfortable about
attending the hospital in future and
• that she would like an apology.
The Director of Nursing called Mrs R to apologise
and assured her that she was welcome at the
hospital and that she should feel comfortable to
attend. She also offered a meeting with herself
and the Nursing Unit Manager to discuss the
concerns face-to-face and work out strategies
for better service in the future.
Mrs R was satisfied with the resolution process.
She also added that she has learnt to manage
the panic attacks and now seldom needs to go
to hospital.

An Aboriginal woman faced
kidney transplant delay
Mrs M, an Aboriginal person, approached a
PSO with concerns that she had been taken
off the kidney transplant list. Contact was also
made on her behalf by a community worker from
an Aboriginal Community Organisation. Mrs M
was concerned that she had been given little or
no information regarding issues like waiting time
for the operation. She believed that she was
taken off the waiting list because she was
Aboriginal and that this was also the reason
for the lack of communication by hospital staff.
Mrs M was also concerned that her son,
Mr K, the proposed donor, was subjected to
unnecessary and constant questioning about
his willingness to participate as a donor.
The PSO suggested to the community worker
that a resolution meeting with the hospital could
assist in answering Mrs M’s questions and also
provide a forum for her to raise her concerns
regarding discrimination. Working through the
Aboriginal Liaison Officer at the hospital, a
meeting between Mrs M, Mr K, the community
worker, the PSO and Dr S, the treating doctor
at the Hospital was arranged. The PSO drafted
Mrs M’s questions which were forwarded to the
hospital before the meeting.
Mrs M’s desired outcomes from the meeting were:
• to answer Mrs M’s concerns regarding
her kidney transplant.
• to provide an opportunity for Mrs M and
the community worker to raise the concerns
regarding discrimination
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• to raise cultural awareness issues and to
explore whether the hospital had particular
policies with regard to dealing with and
communicating with Aboriginal people,
particularly with regard to the Kidney
Transplant program and, if so, whether these
policies were followed on this occasion
• to ensure that better communication occurs
in the future on these issues.
At the meeting Dr S explained that Mrs M had
never been on the transplant list but was just
about to be placed on the list. The reason for
the delay was said to be Mrs M’s alleged noncompliance with medication. Mrs M readily
agreed that there had been some problems in
the past (without agreeing totally to the hospital’s
version of events). Significantly, Dr S stated that
this was a past issue and saw no impediment
to Mrs M being placed on the list.
The remaining issue for the hospital and Dr S was
the suitability of Mr K as a donor, and particularly
the issue of informed consent. The hospital
required Mr K to participate in at least one
psychological assessment to address whether
he could provide informed consent. Because of
the unsuitability or unwillingness of other relatives,
if Mr K was excluded, this would leave Mrs M
only on the general transplant organ list, with
no certainty of ever finding a suitable donor.
Dr S stated that the hospital was aware of the
cultural issues concerned and maintained that
the appropriate policies and practices had been
followed in this regard. However he did concede
that the communication issues needed special
attention in this case. He undertook that, if the
hospital’s in-house psychological assessment
did not favour Mr K’s participation as a donor, at
least one independent second opinion would be
sought, with special attention given to the possible
misreading of her son’s intentions because of
cultural differences. Assurances were also given
that the community worker would be advised and
participate in communication between the hospital
and Mrs M, as well as with Mr K.
The information from the meeting was clearly not
all positive from Mrs M’s perspective. Although
her position on the transplant list was confirmed,
it was also made clear that an eventual timely
transplant from the general organ transplant
list was by no means a certainty. However
she did appear to be presented openly with
all the relevant information, and at least for the
community worker (and perhaps partially for
Mrs M) the concerns regarding perceived
discrimination were answered.
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The general suitability and compliance of
hospital practices and policies with regard to
Aboriginal patients remained an open question.
These were not able to be followed up in this
case because the PSO was later unable to
contact either the family or the community
worker as the community organisation had
subsequently lost funding. These issues may
however be addressed through local area
partnerships with Aboriginal community
controlled health services.
The case demonstrates the effectiveness of local
resolution. Mrs M was able to obtain information
which she believed had been previously
withheld. The hospital was able to demonstrate
that Mrs M remained a candidate for a kidney

transplant and was able to provide alternative
reasons for previous delays, other than
perceived discrimination. This provided the
potential, at least, for further resolution of
the hospital’s concerns over Mr K’s consent,
whilst ensuring that cultural considerations
were not ignored in this process.
Communication both with Mrs M and the
hospital were greatly enhanced by the active
participation of the community worker.
This highlighted the importance of the active
participation of independent Aboriginal
advocates in this and similar attempts to
resolve complaints and concerns that Aboriginal
people have with the health system.

Case studies on consumer-focused care
Up until very recently, the role played by people in their own health care has been minimal,
based on the assumption that health care professionals knew what was best for the
consumer. Consumers were taught to be compliant and appreciative ‘patients’ and to
respect the wisdom inherent in medical knowledge. In hospitals, people were expected to
adapt to the rituals of institutional care and to conform with the expectations placed upon
them. The case study below about changing methadone dispensing practices is a simple
example of the potential adverse impact of providing care according to a set schedule
instead of focusing on the needs or the impact on the individual.
Over time, as a community, consumers have gradually developed greater expectations
regarding their consumer role in their own care. Medical and health information is becoming
more available to all, there is a rise in consumerism and associated rights, and consumers
have been made aware of various preventable health disasters.
The health system has acknowledged the importance of providing care in partnership
with people to ensure the care is responsive to their needs and their special requirements.
This has led to a greater amount of information on proposed treatments, joint care planning
and evaluation. This is one aspect of consumer-focused care. The case study involving
the woman in the post-natal ward also highlights their need for basic information about
the care environment and the expectations that the health system will have a degree of
responsiveness to people’s needs. Health care professionals are also coming to appreciate
the importance of listening to people as an essential first step in care provision.
The case study on consent for organ donations is a critical reminder of the importance of
seeking and respecting an individual’s wishes, or, in certain cases, those of their family.
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New mother lost in hospital

the ward, information on daily routines and
services from the postnatal unit.

A PSO was contacted by Ms Z and Mr X, the
parents of a new born. Both Ms Z, and Mr X
were distressed to find that their baby required
intensive care.

Consent forgotten in the rush

Ms Z was staying in the Postnatal Ward, but
needed to attend the Neonatal Intensive Care
Unit (NICU) at various times to feed her baby.
Ms Z was not told the location of the nursery,
of the breast feeding room or of the fridge for
storing expressed breast milk. She was not
told which button to press for any assistance
or emergency. She felt the ward staff were not
interested in her because her baby was in NICU,
and she did not feel welcome.
The couple’s complaint was that their already
difficult situation was made even more difficult
and depressing by the unhelpful, unresponsive
and rude behaviour of the nurses in the ward.
Ms Z and Mr X were told that mothers were
expected to fend for themselves. With her baby
in NICU, Ms Z found herself missing meals
because she was often absent from the ward
and her meals were not available when she
returned. She had only one post-natal health
check. Once she was scolded by a nurse when
a paediatrician could not find her. No apology
was given when she pointed out that she had
advised a nurse that she was in NICU but that
nurse had gone for a break without passing on
the information.
Ms Z also missed the bathing demonstrations
that were given daily. She noted that the general
attitude seemed to be that if you were not
around you would miss out.

Mrs S’s daughter, Ms S, was in hospital on
life support. Before Ms S died, the issue of
organ donation was raised. Mrs S did not
want it to happen, but wished to carry out
her daughter’s wishes.
Mrs S was informed by hospital staff that her
daughter had consented to organ donation
as they had checked the Roads and Traffic
Authority’s (RTA) database and her driver’s
licence. Mrs S then agreed to organ donation.
However, on checking with the RTA herself
she later found out that Ms S had not in fact
given consent.
Mrs S wrote a formal complaint to the Health
Care Complaints Commission and the complaint
was referred to the Area Health Service with
a request that the response go directly to the
mother. Mrs S was not satisfied with the
response she received. She felt there had
been a cover-up and there was no apology
or acknowledgement of any mistake.
Mrs S requested a meeting which was
organised by the Patient Representative at the
hospital. Prior to the meeting Mrs S contacted
the Commission and requested that the PSO
attend the meeting as an ‘outside’ person as
she was not confident that her issues would be
addressed fairly. She had already prepared a list
of questions which she discussed with the PSO
before the meeting.

The complaints contributed to a review of
services provided to women with babies
in NICU. As a result the hospital developed
alternative strategies to meet the special
needs of the mothers. One of the strategies
included more appropriate meal plans
developed by the dietician for NICU mothers.

The meeting began with a frank and open apology
from one of the staff involved in the organ
donation process and an acknowledgement
that a serious mistake had been made. The
staff member said that there had been problems
with the RTA database on the date when the
information had been sought and that a staff
member had ‘assumed’ that Ms S had consented
without later checking the information. This false
information had been passed on to other staff.
The NSW Coordinator of LifeLink (the organ
donation network) gave a detailed explanation of
the information data base about organ donation
and how the information is accessed.

The couple’s suggestions on enhancing
communication with women in the post-natal
period were incorporated into a new booklet
distributed to new mothers on arrival. The
booklet includes information on the layout of

There have been a number of changes since
Ms S’s death and there is an ongoing process
of extensive review of the procedures and
consent issues. The issue of who accesses
the data will be addressed along with checking

In response to the complaint the hospital
acknowledged the concerns raised by the
couple and apologised for the frustration Ms Z
had experienced during her stay in hospital.
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procedures. There was an undertaking to keep
Mrs S informed of the draft changes and the
implementation once the new procedures
are finalised.
Mrs S informed the meeting that the RTA
database does not include information about
the renewal date of licenses and suggested it
should be included so that staff would be aware
of the date that people indicated whether or not
they wished to donate organs. She felt that if
the consent was given a long time ago then the
family should be consulted about whether they
knew if the person had changed their mind.
The NSW Coordinator of LifeLink agreed to
raise this proposal with the review committee.
Ms S’s family was extremely pleased with the
meeting and felt that they had received a
genuine apology, an acknowledgment of the
impact on the family, and a commitment to
changes in policy, which would prevent the
situation from occurring to other families.

Listen and respond
Mr G was a patient in the cardiac ward at his
local hospital. He contacted a PSO as he had
been experiencing various problems in relation
to his medication during the previous week.
He explained that he was on the methadone
program and it was the methadone dosing that

was causing the problem. Mr G was unwell and
had fevers and vomiting. He was vomiting the
methadone dose after taking it. The nurses
had been taking the sick bowl away, but Mr G
needed to keep it to show the doctor that he
had vomited his methadone dose (so that it
could be replaced by a half dose).
That day, Mr G had tried to avoid the problem
by explaining to the nurse that he felt too unwell
to take the dose when she brought it in the
morning and asked her if he could have Stemetil
to settle his stomach prior to the dose and if
they could bring it back later. The nurse was
unsympathetic and insisted that he had to take
the dose when she brought it or go without.
When contacted by the PSO, the nurse said that
she had to go back time and time again to give
the methadone, but each time Mr G asked if it
could wait another half an hour. She said that it
had been written up for 10am dosing.
The PSO then spoke to the doctor who said that
it would not be a problem to change the time of
dosing and that Mr G would not miss his dose
that day.
Mr G later reported to the PSO that he had been
dosed that day and that after speaking with the
doctor about a more appropriate time of day for
dosing, the dosing time had been changed to the
afternoon as he usually felt better in the afternoons.

Case Studies on health care reports
Health care reports may be required and used in a variety of environments, not all of which
may be directly linked to the care of the health care consumer. Health care reports, often
known as medico-legal reports, are now frequently created in order to be used in civil
litigation, worker’s compensation claims, immigration claims or for other legal, administrative
or non-health related purposes. There is a recognition that people often have a high
investment in their contents and often misunderstand the relationship between the health
professional commissioned to prepare such a report by a third ‘interested party’ and the
subject of the report. People go to doctors, psychologists and other professionals having
only ever experienced a therapeutic relationship with the health professional where the only
relationship is between the patient and the health professional. They feel betrayed and angry
when the health professional then makes a report to a third party that can jeopardise their
claim for compensation in an insurance claim, damages in litigation or a diagnosis that
challenges their right to continue working in their desired field of employment.
The Commission and the professional registration boards in NSW uphold the primary
responsibility of a health care worker to act professionally in their assessment of patients, to
ensure the accuracy of their reports and not to be motivated by anything other than the patient’s
condition and health needs. Over the last year, the Commission has managed a number of
cases concerning what is expected of a health care professional in preparing reports.
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Buying medical certificates

assessment as the employer needed a report
on her current health.

A Government Department complained
against various doctors throughout the Sydney
Metropolitan Area alleging that they were
providing medical certificates to overseas
students for payment in the absence of genuine
medical conditions. These certificates were used
to account for periods of non-attendance at
schools or colleges. This attendance is a
requirement of their student visas.

Ms J was concerned because some years
previously she had attended a medico-legal
assessment for a worker’s compensation matter
and found it to be a distressing experience.
She wanted information about guidelines for
practitioners in these instances. She also
wanted to discuss her rights and find out
if she could take along a support person.

Features such as backdating medical certificates,
no apparent examination of the patient and
an absence of medical records or patient
documentation raised the suspicion of
Departmental officers. Also, a number of students
appeared to be travelling long distances to see
a particular doctor or doctors for minor ailments.
During the investigations it became apparent
that most students had since left Australia so
statements could not easily or efficiently be
obtained from them. In the absence of patient
consent, the Commission could not obtain
reports from the doctors concerned.
Commission officers met with the Departmental
officers to discuss the role and processes of the
Commission and to clarify issues relating to the
jurisdiction and powers available to the
Commission under its legislation.
The Commission also provided information to
the officers for use as part of their Department’s
promotional plan to educational facilities and
students. In addition an article is to be published
in the Medical Board’s newsletter alerting
registered medical practitioners to the increase
in these complaints and the consequences of
providing medical certificates for cash in the
absence of genuine illness.
The Commission wrote to each doctor concerned
and sent them a copy of the NSW Medical Board
Sickness Certificates Policy, advising them of the
seriousness of the allegations.

Consumer rights when
undergoing medical
examinations and assessments
A PSO was contacted by Ms J, a woman who
worked for a large organisation. She said she
had taken sick leave the previous year with a
diagnosis of depression and her employer had
recently requested that she have a psychiatric
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The PSO and Ms J discussed the rights of people
undergoing such an assessment and talked
about who may be a suitable support person.
The PSO also suggested that Ms J contact
the doctor before the appointment to inform
him that she would be accompanied by a
support person. The PSO provided her with
written information produced by the NSW
Medical Board and the College of Psychiatrists
regarding guidelines for practitioners who
conduct assessments and also gave her contact
details for the College and the Department
of Health’s Centre for Mental Health.
The PSO spoke with Ms J following the
examination and assessment. She had called
ahead to let the psychiatrist know that she would
be bringing a support person. The doctor’s
secretary had informed her that the doctor
usually taped his interviews so Ms J took along
her own tape recorder and both she and the
doctor taped the interview. Ms J also discussed
her rights and the information she had been
given by the College with the doctor before the
interview began. Ms J was very pleased with
how she had managed the whole process.

Frustrating delays
Mr Y suffers from industrial deafness. He had
consulted a specialist and waited more than
16 months for a medico-legal report to clarify
his medical condition. Despite Mr Y’s frequent
calls to the medical practice the report was not
forthcoming.
The PSO called the practice and was promised
the report would be sent to the man within two
weeks. It still did not arrive.
The PSO then followed up with the doctor and
Mr Y was offered a new consultation at no charge.
The doctor had established a new process for
completing reports in an appropriate time so Mr Y
was pleased to accept this arrangement as a new
report would reflect his current hearing loss.

81

Disciplinary Case Studies
The following cases are examples of matters
that the Commission dealt with in the reporting
period. Since it is not possible to report every
case here, the cases selected contain important
statements of legal principles and professional
standards.

Dr Sabag- procedural fairness
Dr Sabag was found guilty of professional
misconduct by the Medical Tribunal in February
2001. The complaint made by the Commission
alleged that Dr Sabag had made incorrect
claims on Medicare and had inadequate medical
records. The Tribunal ordered that Dr Sabag be
de-registered and that he could not re-apply for
registration for three years.
In November 2001 the Court of Appeal upheld
Dr Sabag’s appeal, set aside the Tribunal
decision and remitted the matter back to the
Tribunal, differently constituted, to be heard and
decided again.
The Court held that there had been errors of law
made by the Tribunal in its decision. It held that the
Tribunal misunderstood the medical practitioner’s
evidence in a material respect and brought its own
incorrect view of that evidence to account in
finding that Dr Sabag was incompetent to perform
the procedures he had carried out. The Court also
held by majority that there had been a denial
of procedural fairness in that the Tribunal
addressed allegations of incompetence and
of having misled community agencies in its
decision. These allegations had not previously
been the subject of either notification or litigation
so that Dr Sabag did not have the opportunity
of meeting these allegations in the inquiry.
The judgment reinforces that procedural fairness
is fundamental to the disciplinary process and
that disciplinary bodies must accord such
fairness to the parties in inquiries.

Dr Daskalopoulos- responsibility
of clinical team members
The Commission brought a complaint of
professional misconduct and unsatisfactory
professional conduct in the Medical Tribunal
against Dr Daskalopoulos who is a
gastroenterologist. The complaint arose out of the
inadvertent use of a caustic substance, Phenol,
as a contrast medium by Dr Daskalopoulos
in ERCP (Endoscopic Retrograde Cholangio
Pancreatography - a diagnostic procedure
to look for diseases of internal organs)
procedures on 24 patients at Canterbury
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Hospital. The complaint alleged that
Dr Daskalopoulos failed to ensure that an
appropriate order was made for contrast
medium, failed to check the contrast medium
being used and failed to take preventative
action concerning adverse outcomes when
his patients were suffering a higher incidence
of complications following ERCP procedures.
The Medical Tribunal found the practitioner guilty
of unsatisfactory professional conduct. The
Tribunal found that Dr Daskalopoulos knew
that there had been a change in the contrast
medium and also that he was experiencing a
higher than usual complication rate. In these
circumstances, the Medical Tribunal was critical
of the practitioner’s failure to check the contrast
medium actually being used. According to the
Medical Tribunal the practitioner could have
checked with his nursing assistant or with the
x-ray department. Further the practitioner could
have checked with the hospital administration
about any change in the protocol governing
ERCP. The practitioner denied any responsibility
for the protocol governing ERCP. The Medical
Tribunal considered this to be inconsistent
with current approaches to quality control
in the delivery of health care. The Tribunal
issued a reprimand to the practitioner.
Dr Daskalopoulos appealed against the
Medical Tribunal decision to the Court of Appeal.

Dr Saidden- indecent assault
of an employee
Dr Saidden is a dentist and was convicted in
2000 of indecent assault of a 16 year old dental
assistant who was his employee. The Local Court
imposed a sentence of 200 hours community
service. The Court accepted that Dr Saidden
had inappropriately massaged his assistant
on the bottom and touched her pubic area.
The Commission made a complaint under
the Dentists Act that Dr Saidden was guilty of
professional misconduct, had been convicted
of an offence and was not of good character.
The Dental Board Inquiry found all the
complaints proved and suspended the
dentist from practice for 12 months.
The Board stated that the practice of dentistry
includes the relationship between the dentist
and the auxiliaries that assist in the delivery
of treatment. It held that the dentist’s actions
had brought the profession into disrepute and
that any decision must be protective of the
community and the reputation of the profession.
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Mr Morgan- dispensing drugs
The Commission made a complaint under the
Pharmacists Act alleging that Mr Morgan was guilty
of professional misconduct on several occasions:
excessive and inappropriate dispensing of
schedule 4D drugs; supplying Valium,
Diazepam, Temazepam and Dothiepin without
prescriptions; failing to record his dispensing
activities; and other breaches of the Act.
The Pharmacy Board Inquiry found Mr Morgan
guilty of professional misconduct, that he had
demonstrated a reckless attitude to the practice
of pharmacy and de-registered him. It stated
that protection of the public is of paramount
importance. This protection is obtained by
ensuring that those who are unfit do not continue
to hold themselves out as being fit to practise and
by ensuring that high standards are maintained.

Dr Gad – inappropriate treatment for
weight gain
The complaint against Dr Gad brought by the
Commission in the Medical Tribunal alleged
that he was guilty of unsatisfactory professional
conduct and professional misconduct in providing
a young person with testosterone injections and
Andriol (a drug used for testosterone deficencies)
to put on weight; in failing to recognise the side
effects of the treatment; in failing to obtain
informed consent; in failing to keep adequate
medical records; in profiting from the sale of
medication to the patient; and in failing to properly
label the container of testosterone tablets.
The Medical Tribunal held that Dr Gad was
guilty of unsatisfactory professional conduct
and professional misconduct and ordered that
he be de-registered. The Tribunal stated that
the conduct of the practitioner went well beyond
mere professional incompetence or deficiencies
in the practice of medicine. It involved a
deliberate departure from accepted standards
of practice which put the patient at risk of
suffering harm. That conduct was exacerbated
by the practitioner profiting from the sale of the
medication which harmed the patient.
The Tribunal said it was not satisfied that the
practitioner was either repentant for what he
had done nor confident that he understands
his obligations to adhere strictly to appropriate
treatments. Nor was the Tribunal persuaded
that he understands the overriding obligation
to act in the best interests of patients.
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The Tribunal was also deeply disturbed by the
nature of some evidence of witnesses put before
it on behalf of the practitioner and some witness
statements that had been filed and served, but did
not become part of the evidence. The Tribunal
ordered that the statements, transcript and its
determination be forwarded to the Director of
Public Prosecutions to determine whether any
criminal offence had been committed.
Dr Gad appealed against the Tribunal decision
to the Court of Appeal. The Court unanimously
dismissed the appeal in April 2002 having found
no errors of law apart from a finding of falsification
of records which had not been particularized or
admitted. The Court held that the treatment was
staggeringly inappropriate and the practitioner’s
conduct was reprehensible. The Court stated
that it beggars belief how any medical
practitioner could really believe that a course of
testosterone injections could increase a patient’s
weight. Notwithstanding its decision concerning
falsification of records, the Court held that the
determination of the Tribunal should be confirmed.

Dr Aguado – personal and sexual
relationship
Dr Aguado was a psychiatrist. It was alleged by
the Commission that he: failed to maintain proper
boundaries in his professional relationship with
a patient; entered into a personal and sexual
relationship with the patient; and after entering
the relationship, continued to treat the patient.
It was also alleged that he: obtained Viagra
(used for the treatment of erectile dysfunction)
by issuing prescriptions with the name of a
person for whom the drug was not intended;
disclosed confidential information about two
other patients; and made claims on the Health
Insurance Commission where the medical
services claimed for were not provided.
Dr Aguado asserted that he had an over-active
thyroid which contributed to his conduct.
He sought to explain his behaviour by saying
that he was severely thyrotoxic and because
of his disturbed mental state, his reasoning was
significantly impaired. After hearing evidence from
a number of medical practitioners on this issue,
the Tribunal found that the commencement of the
sexual relationship was not related to the condition.
The Tribunal found that Dr Aguado was guilty
of professional misconduct, except in regard to
disclosing confidential information about two of
the patients, and de-registered him. It stated that
the practitioner grossly breached his professional
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duty to the patient by abusing the trust placed in
him by exploiting her in order to obtain gratification
in the full knowledge that she was vulnerable and
subject to major psychiatric disability.
Dr Aguado subsequently discontinued his
appeal to the Court of Appeal against the
Tribunal decision.

Dr Finlay-Jones – crossing professional
boundaries
Dr Finlay-Jones was a specialist psychiatrist.
The Commission alleged he: failed to maintain
professional boundaries during consultations;
that he engaged in physical touching during
consultations; and then engaged in a personal
and sexual relationship with a patient.
Dr Finlay-Jones admitted failing to maintain
proper boundaries between himself and his
patient: that he visited her at her home;
telephoned her late at night; went on walks with
her; and requested her assistance with word
processing functions. He denied, however, having
a personal and sexual relationship with her.
The Medical Tribunal found Dr Finlay-Jones guilty
of professional misconduct and de-registered him.
The Tribunal found that Dr Finlay-Jones breached
the trust given to him by the patient and exploited
her and abused his position of power over his
patient who suffered from a significant psychiatric
disorder to obtain gratification for his own needs.
It also found that Dr Finlay-Jones demonstrated
no contrition in relation to his actions.

Mr Nelson – inappropriate care
and sexual relationship
Mr Nelson was a registered nurse qualified in
psychiatric nursing and counselling and had
been registered for more than ten years. Mr
Nelson was alleged to have: failed to develop
and implement a proper management plan for
a patient; failed to involve his clinical supervisor
in the patient’s management; and also to have
entered into a sexual relationship with the
patient. Other inappropriate conduct included:
receiving gifts from the patient; social visits;
counselling sessions at inappropriate settings
such as the beach; exchanging poems,
Christmas cards and other personal items.
Mr Nelson did not appear at the Nurses Tribunal
inquiry. The Tribunal was comfortably satisfied
that Mr Nelson was guilty of professional
misconduct and de-registered him from the
practice of nursing. It found the conduct of
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Mr Nelson involved particularly serious and
grave breaches of nursing standards. It found
that Mr Nelson had lied about the existence of
the relationship and misled his employers and
immediate supervisor about it. He encouraged
the patient to lie about it as well which
compounded the deceit.
The Tribunal recommended that any future
Tribunal hearing for a re-registration application
not only consider Mr Nelson’s explanation for
his conduct but also ensure that his mental
state and any drug and alcohol problems are
adequately assessed and treated.

Mr O’Breza – abuse of trust
Mr O’Breza was a registered nurse and an
ambulance officer. He and his ambulance
partner assisted a wardsman to escort a patient
back to the emergency department in a hospital.
The patient tried several times to leave the
hospital in her intoxicated state but was assisted
back to the hospital by the ambulance officers
and the wardsman. On one of these occasions
Mr O’Breza found himself alone in a room with
the patient and sexual intercourse occurred.
The patient made a complaint the next day to
a psychiatrist and another medical practitioner
that she had been subjected to a sexual assault,
whilst she had been at the hospital.
Mr O’Breza was charged by the police with
a number of counts of sexual assault and
indecent assault. When interviewed by the
police Mr O’Breza denied having sexual
intercourse with the patient. Ultimately Mr
O’Breza admitted having sex with the patient
but said it was with consent. A District Court
jury acquitted Mr O’Breza.
Mr O’Breza did not attend the Nurses Tribunal
inquiry. The Tribunal found Mr O’Breza guilty
of professional misconduct and not of good
character and de-registered him. The Tribunal
found that whilst the person was not strictly his
patient, she nevertheless came to his attention
during the course of his duties as an ambulance
officer and he provided care and undertook
nursing management of the person. He was
obliged to perform his duties respecting her
person and respecting the trust arising out of the
situation due to her vulnerability and lack of self
control. He failed to do so and in having sexual
intercourse he exploited her vulnerable state.
In de-registering Mr O’Breza the Tribunal took
into account that: he extensively lied about the
true facts during the police investigation; he lied
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again when responding to the Commission’s
investigation; and engaged in gratuitous and
denigrating language concerning the patient
in an attempt to mislead the investigation.

Mr Kandelas – criminal conduct
and professional integrity
Mr Kandelas, an enrolled nurse, was charged
and convicted under the Drug Misuse and
Trafficking Act of cultivating and supplying
cannabis plants and leaf in 1998. Mr Kandelas
pleaded guilty to the charges. Mr Kandelas had
previously been a police officer between 1988
and 1992. He was sentenced to three years
periodic detention.
The Police attended Mr Kandelas’ property and
executed a search warrant. There were 137
cannabis plants on the property and drying leaf
weighing 1700 grams. The police also found a
small quantity of cannabis leaf in an ice cream
container in a freezer which Mr Kandelas said
was for his own personal use. The room under
the stairs in his house was set up with
hydroponic equipment and lights.
It was alleged by the Commission that Mr
Kandelas was not a fit and proper person to
practise nursing because of the convictions
and that he was not of good character.
Mr Kandelas did not appear before the Nurses
Tribunal. The Tribunal held that he was unfit in
the public interest to practise nursing and was
not of good character. It found that engaging in
a well established enterprise involving an illegal
business is inconsistent with membership of the
nursing profession. Engaging in such a business
was a serious breach of the criminal law.

Mr Cox-May – psychologists and
professional misconduct
Mr Cox-May was a registered psychologist.
It was alleged by the Commission that: he failed
to take adequate steps to prevent a patient from
taking an overdose of prescription medication
during a consultation with him; he failed to
adequately assess and diagnose the patient’s
suicidal ideation; and he failed to execute a
hospital’s emergency protocols in the face
of a medical emergency.
Following a Professional Standards Committee
inquiry Mr Cox-May was found guilty of
professional misconduct and reprimanded.
It was held that Mr Cox-May failed to prevent
the patient from taking an overdose and failed
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to activate emergency protocols.
Mr Cox-May appealed to the District Court
which upheld his appeal. The Court held
that to find professional misconduct under
the Psychologists Act the Qidwai test applied
and there had to be strong reprobation or
disapproval of peers of good repute and
competence of the practitioner’s conduct. As
there was no strong disapproval, Mr Cox-May
was not guilty of professional misconduct.

Dr A – medico-legal reports
The Commission made a complaint alleging that
during interviews for medico-legal assessments,
Dr A failed to: treat patients with appropriate
courtesy, attention and care; failed to perform
an adequate assessment; and failed to provide
an adequate report on his medico-legal
assessment of the patients. It was further
alleged that another medico-legal report was
provided without conducting an interview.
The practitioner denied all allegations.
The Professional Standards Committee found
most of the particulars proved and that Dr A
was guilty of unsatisfactory professional
conduct. Dr A was reprimanded. It did not
find proved the allegation of unsatisfactory
professional conduct for the report provided
without conducting an interview, as it was held
that forensic psychiatrists are often asked to
review documentation and to provide an
assessment for medico-legal purposes.
The Committee stated that there was a conflict
of opinion as to the responsibilities of the doctor
in performing medico-legal examinations and
assessments. Dr A’s opinion, supported by
another doctor, was that there was no doctorpatient relationship between himself and each
of the persons assessed or at least not the
conventional therapeutic relationship. He
preferred the term "claimant" to "patient" in each
case. Dr A gave evidence that his responsibility
in the conduct of his medico-legal reports was
ultimately to find facts and his reports would be
judged in the courts. He submitted that section
36(1)(a) of the Medical Practice Act (regarding a
medical practitioner’s knowledge, skill, judgment
or care) applied only to the therapeutic setting
of the relationship between treating doctor and
patient. The Committee did not accept this view.
The Committee stated that patients were
referred to Dr A for assessment of their
psychiatric and/or psychological condition and
the relationship of this to their capacity to work.

85

Disciplinary Case Studies
The referral to him was in his capacity as a
registered medical practitioner and in particular
as a specialist psychiatrist. To perform this
function the doctor makes his assessment using
all requisite knowledge, skill, judgment and care
as a registered practitioner.

in quantities in excess of recognized therapeutic
standards and in circumstances where there
was no emergency. The first prescription was
for 100 Rohypnol tablets, the second for 200
Rohypnol tablets. The prescriptions were issued
at the request of a pharmacist.

Dr B – use of laser treatment

The doctor told the Committee that at the
time he wrote the scripts he did not know that
Rohypnol was a dangerous drug of addiction.
He saw it was dangerous in the hands of an
addict but not in its own right. He accepted that
he should have been suspicious of the request
and admitted the particulars of the complaint
and expressed regret.

A patient complained to the Commission that
she had been burnt in the course of treatment
with a ruby laser.
The Commission alleged in a complaint heard
by a Professional Standards Committee that the
practitioner failed to maintain adequate medical
records; failed to ensure that a test was carried
out to identify the appropriate setting for the
treatment to be carried out and failed to ensure
that the operators of the laser machine were
adequately trained or supervised.
The Committee found the particulars proved
and that Dr B was guilty of unsatisfactory
professional conduct. He was reprimanded
and conditions were imposed on his registration.
The Committee referred to the applicable and
mandatory standards for the use of lasers, and
stated that they are designed as a guide to safe
use of lasers in health care. They provide what
are essentially general principles and do not
attempt to define what is adequate education
or detailed training.

Dr C – writing prescriptions
The Commission alleged before a Professional
Standards Committee that Dr C wrote
prescriptions for Schedule 4D drugs without
seeing or examining the patient; without
exercising responsible medical judgment,
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The Committee found the doctor guilty of
unsatisfactory professional conduct,
reprimanded him and placed conditions on
his registration. The Committee found he had
engaged in improper and unethical conduct.

Mr A – workers’ compensation claims
Mr A was a physiotherapist who submitted false
claims to an insurance company in relation to a
patient’s workers’ compensation claim. He had
claimed for 76 consultations where there had
only been 12.
A Professional Standards Committee found that
the issuing of the invoice was not accidental but
represented a deliberate attempt to defraud the
insurance company. Following receipt of the
Committee’s report, the Physiotherapists Board
adjudged Mr A guilty of misconduct in a
professional respect and ordered that Mr A be
suspended for four months. It also ordered that
conditions be imposed on his registration
including supervision for a period and counselling
on current standards of ethical business practice.
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Access to Services
Disability action plan
An independent audit of access to the
Commission by people with a disability was
conducted at the end of the reporting period.
The auditor concluded:
"The premises occupied by the HCCC are
not suitable to the needs of the Commission
in terms of fulfilment of the Commission’s
Disability Action Plan and compliance with
disability discrimination legislation. The front
entrance remains inaccessible following recent
renovations and alternative rear lane access
is not acceptable. The extent of the alternative
path of travel is too great and there are
significant barriers that prevent equitable
and dignified access for people with mobility
impairment. Although the Commission staff
try to manage this it is not possible for them
to ensure the HCCC complies with the
requirements of the Disability Discrimination
Act by management practices alone."
"I would like to commend the HCCC on the
amount of work that has been done in
attempting to overcome the access barriers
to the Commission that were identified in
the last audit in 1998. There is a noticeable
improvement in access to information and
some aspects of the Commission offices."
The Commission has identified premises with
dignified access for people with disabilities close
to its current location. It is anticipated that the
Commission will be able to move to those
premises before the end of 2002. The Disability
Action Plan will then be revised to reflect any
further improvements which need to be made
to ensure access for people with disabilities.

Electronic service delivery
The Health Care Complaints Commission
is committed to providing electronic service
delivery according to the NSW government
guidelines.
The Commission’s final Electronic Service
Delivery (ESD) Report was lodged in December
2001. As at December 2001, the Commission
had achieved 100% of Government
requirements including ‘All appropriate
government publications on the Internet’,
‘All appropriate high volume transactions on the
Internet’, ‘All other appropriate transactions on
the Internet’ and ‘Services delivered on other
appropriate electronic delivery channels’.
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The Commission also achieved the completion of
Stage 2 of the development of a new complaints
handling system, Casemate. The second stage
involved the finalisation of user specifications of
the project in collaboration with the Community &
Health Services Complaints Commission (ACT) and
the Ombudsman’s Office (Tas). The Commission
aims to move into the next stage of the project
through Expressions of Interest for development
of the new application in the coming year.
The Commission has continued to expand
services available to the public through the
Internet. Ongoing updates and additions to
electronic brochures on the Internet provide
consumers with accessible information.
The Commission’s Internet pages continue to
be popular with 38,562 visitors in the past year.
The majority of downloaded documents consist
of the complaint form, Patient Support Service
and Your rights and responsibilities as a health
consumer brochures, annual reports and
case studies. The Commission’s multi-lingual
publications were accessed by 1644 visitors
for the year.
As the Commission’s web site provides
electronic complaint and authority forms, health
care consumers are now able to submit new
complaints to the Commission via the Internet.
Freedom of Information applications can also
be accessed on the Commission’s web site.
The Commission’s recruitment advertisements
are displayed on <www.jobs.nsw> and
applications can be lodged through that
site. The Commission is registered with
<www.changemyaddress.com.au>. This is
a free service that allows people to advise
multiple agencies of changes to their address
details by simply filling in a form on-line.
During the reporting period all patient support
officers were connected to the Internet in
collaboration with the Area Health Services.
The officers also have access to the Commission’s
Intranet site enabling quick access to Commission
information. All Commission staff now have
access to the Intranet and Internet.
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as Your Rights & Responsibilities as a health
consumer) and Patient Support Service into
several community languages.

Ethnic affairs priorities statement
The Commission continues to strive to ensure
that its services are appropriate and accessible
to all communities in the State. Data provided
by the Commission's clients indicates that
people from at least 50 different countries of
birth accessed its services over the past year.
These surveys also revealed that clients spoke
over 20 different languages at home.

The Commission supports the right of complainants
to express their concerns in the language of
their choice. During the reporting period the
Commission spent $7,875 on translations.

Freedom of information
The number of new FOI requests received by
the Commission rose from 33 received in 200001 to 56 received during this reporting period.
Overall there is a trend for the number of
applications to increase each year. The legal
and privacy considerations which impact on
some requests are becoming more complex.
For this reason, a position of FOI / Privacy
Officer has been established in the Commission's
new staffing structure and the function will move
from Corporate Services to Legal Services. No
FOI matters were referred to the Ombudsman,
the Administrative Decisions Tribunal or the
Supreme Court for review this year.

Patient support officers presented talks to three
ethnic community groups during the reporting
period. Brochures on "The Complaint Process"
and "The Patient Support Office" are available
in 20 community languages through the
Commission's website. The most popular ones
on the site during this reporting period were
Portuguese (288 visits), Spanish (188 visits)
and Vietnamese (132 visits).
Printed brochures are available in 18 languages.
In the next reporting period, the Commission
plans to translate three brochures: The
Complaint Guide, How to get the best
from your health service (formerly known
Section A - Number of new FOI requests
Personal *
FOI requests
A1

New

A2

Brought forward

A3

Other #

2000/01 2001/02

Total

2000/01

2001/02

2000/01

2001/02

33

52

-

4

33

56

-

1

-

-

-

1

Total to be processed

33

53

-

4

33

57

A4

Completed

32

52

-

4

32

56

A5

Transferred out

-

-

-

-

-

-

A6

Withdrawn

-

-

-

-

-

-

A7

Total processed

32

52

-

4

32

56

A8

Unfinished (carried forward)

1

1

-

-

1

1

* Personal requests are those made by individuals # Other requests are those made by organisations
Section B - What happened to completed requests?
Personal *
Results of FOI

Other #

2000/01

2001/02

2000/01

2001/02

B1

Granted in full

10

18

-

4

B2

Granted in part

16

30

-

-

B3

Refused

6

4

-

-

B4

Deferred

-

-

-

-

B5

Completed

32

52

-

4
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Access to Services
Section C – Ministerial Certificates - none issued during this, or the previous period.
Section D – Formal consultations - no requests required formal consultation in this or the previous period.
Section E – Amendment of personal records - no such requests were made during this or
the previous period.
Section F – Notation of personal records - no requests for notation were made during this or
the previous period.
Section G - FOI requests granted in part or refused
Personal*
Basis of allowing or restricting access

Other#

2000/01 2001/02 2000/01

2001/02

G1

S19 (application incomplete, wrongly directed)

-

-

-

-

G2

S22 (deposit not paid)

-

1

-

-

G3

S25 (1) (a1) (diversion of resources)

-

-

-

-

G4

S25 (1) (a) (exempt)

16

20

-

-

G5

S25 (1) (b), (c), (d) (otherwise available)

-

2

-

1

G6

S28 (1) (b) (documents not held)

-

5

-

-

G7

S 24 (2) (deemed refused, over 21 days)

-

-

-

-

G8

S 31 (4) ( released to Medical Practitioner)

-

-

-

-

Schedule 2 (complaint being processed by HCCC)

6

5

-

-

Total

22

33

-

1

G9

Section H - Costs and fees of requests processed during period
Assessed costs

FOI fees received

2000/01

2001/02

2000/01

20001/02

H1 All completed requests $15,000

$21,300

$585

$1,309

Section I - Discounts allowed
Personal *
Type of discount allowed

2000/01 2001/02

I1

Public interest

I2

Financial hardship - pensioner/child 16

I3

Financial hardship non-profit organisation

I4
I5

Total
Significant correction of
personal records

Other #

-

2000/01 20001/02

-

-

-

13

-

-

-

-

-

-

16

13

-

-

-

-

-

-

* Personal requests are those made by individuals # Other requests are those made by organisations
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Section J - Days to process
Personal *
Elapsed time

Other #

2000/01 2001/02 2000/01

2001/02

J1

0-21 days

30

51

-

3

J2

22-35 days

2

2

-

1

J3

Over 35 days

-

2

-

-

J4

Total

32

55

-

4

Section K - Processing time
Personal *
Processing hours

Other #

2000/01 2001/02 2000/01

2001/02

K1

0-10 hours

29

49

1

4

K2

11-20 hours

3

2

-

-

K3

21-40 hours

-

-

-

-

K4

Over 40 hours

-

1

-

-

32

52

1

4

Total
Section L - Reviews and appeals

2000/01

2001/02

L1 Number of internal reviews finalised

1

3

L2 Number of Ombudsman reviews finalised

-

-

L3 Number of District Court reviews finalised

-

Number of ADT appeals finalised

1

Bases of internal review

Grounds on which internal review requested

-

Personal

Other

Upheld

Varied

Upheld

Varied

00/01 01/02

00/01 01/02

00/01 01/02

00/01 01/02

L4 Access refused

1

-

-

-

-

-

-

-

L5 Deferred

-

-

-

-

-

-

-

-

L6 Exempt matter

-

2

-

1

-

-

-

-

L7 Unreasonable charges

-

-

-

-

-

-

-

-

L8 Charge unreasonably incurred

-

-

-

-

-

-

-

-

L9 Amendment refused

-

-

-

-

-

-

-

-

L10 Total

1

2

-

1

-

-

-

-
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Access to Services
Privacy management plan
The Commission’s privacy plan may be
accessed from the Commission’s website
and is available on request.
The key features of the Commission’s privacy
management plan include:
• policies and practices to ensure the
Commission complies with the requirements
of the Privacy and Personal Information
Protection Act 1998
• how these policies and practices will be
communicated within the Commission
• internal review arrangements.
During the last financial year there was one
request for internal review pursuant to s53 of
the Privacy and Personal Information Protection
Act 1998 concerning an alleged breach of
the privacy legislation by an officer of the
Commission. The review officer decided that
there had not been a breach of the information
protection principles contained in the Act.
The Commission proposes to review its privacy
management plan in the next 12 months.

Promotion
Media profile
The Commission continued submitting articles of
relevance to general practitioners to the Australian
Doctor weekly journal on a two monthly basis.
Over the reporting period articles have dealt with
issues such as: professional boundaries; the failure
to respect the intelligence of a patient or those
involved in a patient’s care; and the importance
of the reception and the front end of a medical
practice. The Commission will continue to submit
articles to Australian Doctor in the future.
The Commission has also submitted articles to
other journals such as the Nurses Registration
Board Newsletter “Board Works”, the Medical
Observer and the NSW Midwifery Newsletter.

New publications
The Commission launched a brochure for
Aboriginal health consumers in July 2001. The
Commission has reprinted some of its publications
due to changes in legislation concerning medical
records and privacy issues. The renewed brochures
are The Complaints Process, Conciliation of health
complaints and How to get your health records.
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A list of the Commission’s publications can
be found in Appendix E. The Commission has
placed all new brochures and publications on
its website. Print copies of these publications
are also available.

Overseas travel
There was no overseas travel in the reporting period.

Community education
The Commission was involved in the Expo-50Plus for senior citizens which was held at Darling
Harbour in March 2002 for three days. Staff met
with the public, answered questions and
concerns and provided publications.
The Commission entered into a partnership
agreement with the ReachOut Internet site
which provides information for young people.
The Commission provided ReachOut with
information on the complaint process and
the rights and responsibilities of young health
consumers. The Commission is looking forward
to entering further information partnerships.
Commission staff gave over 60 presentations
to consumer and professional groups in NSW.
Topics at presentations included: the role of the
Commission, the role of the PSS, health consumer
rights and responsibilities, local resolution of
concerns, reducing consumer dissatisfaction
with health services and the investigation and
prosecution function of the Commission.
Presentations to professional groups included:
improvements in the health system; how health
professionals can avoid complaints; what steps
they could adopt to ensure open and clear
communication with people using their services;
keeping clear and concise medical records; and
what lessons professionals can learn from mistakes.
The Commissioner represented the Commission
at a number of forums, seminars and
conferences including:
• The 8th National Conference of the
Association for the Welfare of Children
• 2002 Australian Indigenous Health Conference
• Royal Australian College of Psychiatrists 2002
Annual Scientific meeting
• Australian Society of Anaesthetists medico
legal conference
• International Conference of Ophthalmic
Surgeons and Nurses
• Corrections Health Service Leadership
and Management Forum.
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HUMAN RESOURCES

Human Resources
Management & structure

Complaint Resolution Team Manager
(For relevant geographic area)

The name & qualifications of the
member of the statutory body

Complaint Resolution Team member
(For relevant geographic area)

The Commission consists of a Commissioner
appointed by the Governor for a period of 5 years.
The Commissioner is Amanda Adrian, BA, LLB,
RN, FRCNA, FNSWCN appointed on 26 June
2000. The Commissioner’s position is at level 5 of
the Senior Executive Service with a remuneration
package of $163,605.

Independent Complaints Review Committee

Names of significant committees of the
agency & names of committee members

Workplace Consultative Committee

Senior Management Committee

The Commissioner or her nominee

The Commissioner

An Assistant Commissioner

Assistant Commissioner, Complaint Resolution
(Offset): Julie Kinross, MSW, PG Dip Soc
Planning, BA (Psych), PG Dip Ad Finance
& Investment.

A Senior Manager

Manager, Legal Services: David Swain, LLM,
BLegS, DipCrim.

Two representatives nominated from PSA
members on the Commission’s staff

Manager, Partnership, Quality & Development
Services (Offset): Bruce Greetham, MM.

Consumer Consultative Committee

Manager, Patient Support Service: Brian
McMahon, BA Theology, Dip Human
Development (Peru).
Manager, Complaint Resolution Team –
Southern & Far Western (Acting): Giles Yates,
BA, MA, PhD (Bioethics), JP.
Manager, Complaint Resolution Team –
Northern: Chris Waters, RN, DHSc(Nursing),
BSocSci (Justice Studies), JP.
Manager, Complaint Resolution Team – Central
& Mid-Western: Robert Beetson, BA, LLB, RN.
Complaint Assessment & Resolution Support
Officer: Helen Ruhle, RN, Cert.ORN, DNS
Manager, Corporate Services: Genevieve
Godwin, BSc.
Manager IT & T: Simone Cable, CNA.
Database Project Manager: Toula Serna,
BSc, MSc (Computer Science).

Consumer representative – Chairperson
Professional representative
Senior HCCC staff member

Commission representatives:

Public Service Association Representatives:
General Secretary or her nominee

For member organisations see page 66.
No significant committees were established
or abolished during the reporting period.

Consultants
The Commission engaged one consultant during
the reporting period who provided media
relations advice at a cost of $4,330.
It should be noted that, for the purposes of this
report, a consultant is defined as a person or
organisation engaged under contract on a
temporary basis to provide recommendations
or high level specialist or professional advice
to assist decision-making by management.
Generally it is the advisory nature of the work that
differentiates a consultant from other contractors.

Equal employment opportunity

Complaint Assessment Committee

The Commission's Corporate Plan aims, among
other things, to "entrench the principles of equity
and EEO and increase awareness of the needs
of people with different abilities". This was
pursued during the reporting period through:

Commissioner or Assistant Commissioner

• training & developmental opportunities for staff

Complaint Assessment and Resolution
Support Officer

• reasonable accommodation being made for
staff with (temporary or permanent) disabilities

Registrar – Health Conciliation Registry

• election of a new Spokeswoman

Executive Support Officer (Temp): Michaela
Lauren, MSocSc (Finland).
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Representative from Medical Board (Only for
complaints regarding medical practitioners)
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Table 37 - The number of employees, by category, with comparison to each of not less than
3 years before the reporting year
Number of staff at 30 June
Category
Executive

Clerk

Clerical Officer

2002

2001

2000

1999

Senior Executive Officer

1

1

1

1

Senior Officer

1

1

2

2

Grade 11/12

3

1

2

2

Grade 10

3

4

4

4

Grade 7/8

32.9

32.53

29.3

26.4

Grade 5/6

2.6

4

2.6

6

Grade 3/4

10

7

5

5

Grade 2

0

0

1

1

Grade 1

1

1

1

1

Grade 3/4

7

8

8

10.77

Grade 1

1

2

1

1

0

1

1

0

Grade VI

1

1

1

1

Grade III-IV

4

4

4

4

Grade II

1

2

0

1

0.8

0.2

0

1.03

69.27

69.73

62.9

67.2

Trainee
Legal Officer

Medical Advisors
Total

• support for staff utilising flexible work practices
to balance work and family responsibilities
• implementation of the Community Language
Allowance Scheme for staff.
There was little variation in the number or
composition of the Commission's staff compared
to the previous reporting period. This is likely
to change in the coming period as the new
structure is implemented and staff numbers
increase. In that period the Commission plans to:
• provide disability awareness training for staff
• present Aboriginal cultural awareness training
for staff
• conduct a climate survey of staff including
a resurvey of EEO data
• implement a job evaluation system for all positions
• move to premises which are more easily
accessible by people with disabilities.
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(effective full time)

Exceptional movements in employee wages,
salaries or allowances
The Crown Employees (Public Sector Salaries
January 2000) Award provided for a 3% pay
increase for staff from the first pay period of
2002. This increased the Commission’s salaries,
wages and allowances liability by around
$58,000 in the reporting period.

Personnel policies & practices
The leave and other entitlements of Commission
staff are covered by the Public Sector
Management Act 1988 and its General
Regulation. Public servants' salaries are set
by Awards and Agreements. These entitlements
are managed according to the guidelines set by
the Premier’s Department in the NSW Personnel
Handbook and other publications.
The Commission encourages staff to balance
their work and family commitments. During the
reporting period, four staff took maternity leave
and three returned from maternity leave to work
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Human Resources
part time. The Commission's Workplace
Agreement provides flexibility of working hours.
This allows staff to vary their starting and finishing
times to accommodate their family, study,
sporting or other community responsibilities.

Association of NSW, meets every two months.
This Committee is established under the
Workplace Agreement and is the formal
mechanism for:
1. strengthening consultation, information
sharing, communication and negotiation
between employees, management and
the Association in the workplace;

Industrial relations policies & practices
The Commission adopts a participative
management approach to industrial relations.
General meetings of staff are held each month
at which matters affecting staff are discussed.
The Workplace Consultative Committee,
comprising the Commissioner, senior managers
and representatives of the Public Service

2. facilitating fair and co-operative relations
within the Commission;
3. strengthening participation in implementing
productive reform in the Commission.

Table 38 - Percent of total staff by level
LEVEL

TOTAL STAFF #

Respondents

Men

Women

A

B

C

D

$27,606 - $40,535

10

100%

20%

80%

30% 50%

$40,536 - $51,293

9

89%

44%

56%

13% 13%

$51,294 - $66,332

41

98%

22%

78%

2.5% 18%

8%

10%

$66,333 > (non-SES)

14

93%

50%

50%

8%

8%

14%

SES

1

100%

< $27,606

TOTAL %
Subgroup totals #

75

100%

96%

29%

71%

72

22

53

1.4% 17% 14%
1

12

10

8%
6

A: Aboriginal people & Torres Strait Islanders B: People from racial, ethnic or ethno-religious minority groups
C: People whose language first spoken as a child was not English D: People with a disability

Table 39 - Percent of total staff by employment basis
TOTAL STAFF#

Respondents

Men

Women

A

B

C

D

Permanent Full-time

52

96%

33%

67%

2%

14%

12%

4%

Permanent Part-time

10

100%

20%

80%

10%

Temporary Full-time

9

89%

33%

67%

50%

50%

13%

Temporary Part-time

3

100%

100%

Contract - SES

1

100%

100%

30%

Contract - Non SES
Training Positions
Retained Staff
Casual
TOTAL %
Subgroup totals #

75

96%

29%

71%

1.4%

17%

14%

8%

72

22

53

1

12

10

6

A: Aboriginal people & Torres Strait Islanders B: People from racial, ethnic or ethno-religious minority groups
C: People whose language first spoken as a child was not English D: People with a disability
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ENVIRONMENTAL IMPACT

Environmental Impact
The Commission started using recycled paper
products for its publications during the reporting
period. Three new Commission brochures have
been printed on recycled paper. This practice
will be expanded to other publications over the
coming period.

Waste reduction and purchasing policy [WRAPP]
During the reporting period around 26 cubic meters
of paper from the Commission were reduced to pulp
and recycled. The main environmental benefit of this
was the lower volume of rubbish going into landfill.
Almost all Commission printing and copying
equipment uses toner cartridges which can be
refilled and recycled. As equipment is replaced,
new equipment is selected which uses refillable
cartridges. All refillable cartridges are returned to
the manufacturer for recycling. This initiative also
reduces the volume of rubbish going into landfill.

Energy management
The number of people working in the Commission's
Foveaux Street offices rose by 10 during the year
to an average of 71. The electricity use rose
accordingly, however, measured as use per person,
the rate actually fell by 727 MJ/person/annum.

Table 40 - Energy data for the Commission's Foveaux Street offices 2001-2002
2000-2001

2001-2002

Office building - Transport CO2
tenant services passenger emissions
vehicles
(tonnes)

Office building Transport
tenant services vehicles

CO2
emissions
(tonnes)

Energy use
Electricity (kWh)

143,555

Petrol (L)

137
4,052

152,811

9

129
4,682

Normalisation factors
Occupancy (number of people)
Area (m2)

61

71

1,516

1,516

Distance travelled (km)

44,558

40,452

Energy utilisation index
MJ/person/annum
MJ/m2/annum
MJ/km

98

8,475

7,748

341

363
3

3.96
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FINANCE

Finance
Total expenses in the last five years have
increased as public awareness and utilisation
of the Commission's services have increased.
Recent years have seen a strengthening of
both the Patient Support Service and the
Commission's formal investigative capacity.
In addition, the evolution of alternative and
flexible resolution strategies has enabled
the Commission to provide a multi-faceted
approach to complaint management and
resolution.

Budget
As part of the inner-budget sector, the
Commission receives recurrent funding from the
NSW State Government. During the reporting
period, the Commission received $5,408,000.
The Commission operates as a single program
and manages its budget on a global basis.
Table 41 - Outline budget for 2002-2003
financial year
Operating statement

The net cost of services has dropped this year
due to increased revenue. The major revenue
input was a transfer of funding from the
Department of Health to the Commission of
$800,000. The transfer was to enable the
Commission to cover additional investigation
costs and to broaden its complaint resolution
capacity, including implementation of the Patient
Support Service for rural Health Services.

2002 - 03
$000

Expenses
Operating expenses
Employee related

5,788

Other operating expenses

2,036

Maintenance
Depreciation and amortisation
Total expenses

As the money was received late in the financial
year, these service improvements will only be
implemented in the next financial year. However,
this funding recognises that the involvement
of Patient Support Officers and other local
mediation services in the early stages of
complaint management can provide a timely
and satisfactory solution to most complaints.

5
74
7,903

Less

Training of local health service staff in complaint
resolution is also intended to provide complainants
with resolution at a local, community-based level.
An agreement is in place for the Commission
to provide training to staff of the Area Health
Services on a fee-for-service basis. Over $220,000
was received from the Area Health Services
during the year.

Retained revenue
Sales of goods and services

15

Investment income

10

Grants and contributions

-

Other revenue

202

Total retained revenue

227

NET COST OF SERVICES

The movement of the United Medical Protection
[UMP] insurance company to the hands of
administrators during the reporting period has
significant implications for the Commission.

7,676

Table 42 - Comparison of finances 1998-2002
Actual ($'000)

Total expenses
Total retained revenue
Gain/(loss) on sale of non-current assets
NET COST OF SERVICES

100

97-98

98-99

99-00

00-01

01-02

4,998

5,726

5,571

6,674

6,872

333

399

393

223

1,538

6

0

8

11

0

4,659

5,327

5,170

6,440

5,334
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It should be noted that there has been an
increase in bad and doubtful debts from
$38,000 last financial year to $212,000
at the end of this financial year.
During the reporting year the Commission
received over $235,000 from UMP. This
accounted for the large increase in legal cost
recoveries compared to the previous reporting
period and the Commission's own expenditure
on legal fees ($537,000) was less than the
previous year ($642,000).
Legal costs are the most volatile part of the
Commission's budget. The costs vary due to
the length of each case, with the Commission
becoming liable to pay the respondent’s legal
costs as well as its own if it loses the case.
These "adverse" costs dropped from $445,000
last financial year to $295,000 this year. Treasury
sets aside $200,000 each year to cover these
costs. The balance may, at Treasury's discretion,
also be covered or the Commission may be left
to find the balance from elsewhere in its budget.
A detailed budget for the reporting period
is given in the following, audited, financial
statements. The Commission ends this financial
year in a strong financial position. No after
balance date events occurred which will have
a significant effect in the succeeding year on
the Commission's operations or clients.

No significant issues have been raised by the
Auditor-General regarding the Commission's
finances. A promised increase of $1.4M in
recurrent funding to commence in the new
financial year will enable the Commission
to implement the strategic directions which
were developed during the reporting period.

Account payment performance
The Commission's Accounts Complaints Officer is
the Manager, Corporate Services. In accordance
with the provisions of the Public Finance & Audit
Regulation 2000 (cl 18), the Commission's
purchase orders include the contact number for
the Accounts Complaints Officer and the following
advice: "Except where otherwise provided by a
contract or supplier's terms, invoices are payable
30 days from receipt of goods or services and
receipt of a complying invoice." There have not
been any instances where interest has been paid
by the Commission for late payment of accounts.
The data for accounts paid within each quarter
given in table 41 was compiled by sampling a
month at random from each quarter and
extrapolating the performance across the whole
quarter. During the coming year, the Commission
will be moving to increase the number of
payments made electronically. This should further
improve its account payment performance.

Table 43 - Account payment performance 2001-2002
Sept

Dec

Mar

Jun

2001

2001

2002

2002

$3,800

$1,400

$10,586

$4,972

$0

$240

$509

$0

Between 30 and 60 days overdue

$2,301

$0

$117

$0

Between 60 and 90 days overdue

$0

$3,466

$0

$0

$1,320

$2,301

$3,794

$0

Target (%) of accounts paid on time

100

100

100

100

Actual (%) of accounts paid on time

99

98

98

97

Total dollar amount of accounts paid on time

$598,340

$421,427

$600,349

$612,974

Total dollar amount of accounts paid

$602,062

$426,469

$608,335

$634,151

Accounts payable at the end of each quarter
Current (within due date)
Less than 30 days overdue

More than 90 days overdue
Accounts paid within each quarter
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Report on risk management,
insurance activities and
occupational health & safety

for a number of staff by the Commission's
rehabilitation co-ordinator or consultant
occupational therapists. Resulting changes
to workplace set up and work practices have
been beneficial to the staff concerned.

The number of insurance claims has remained
low during the reporting period. The cost of the
two claims for body stressing raised the average
cost of all claims for the year considerably. The
Commission is working pro-actively to ensure
that other staff members avoid similar injury.
Workplace inspections have been carried out

The Commission is working to comply with the
Occupational Health & Safety Act 2000. Staff
have been consulted about their preferred
consultative mechanism and as a result two
OH&S Representatives have been appointed.
In the next reporting period the Commission
will be conducting a workplace risk assessment.

Table 44 - Workers' compensation claims 2000-2002
Accident year
1999 - 2000

2000 - 2001

2001 - 2002

as at 30/9/2001

as at 31/3/2002

as at 31/3/2002

Total number of claims

9

7

7

Total number of employees

64

65

65

Number of claims per employee

0.141

0.108

0.108

Average claim cost per claim

$764

$333

$8,313

Average claim cost per employee

$107

$36

$895

Body stressing (4)

Body stressing (2)

Body stressing (2)

Fall/trip/slip (1)

Hit by objects (1)

Mental stress (1)

Top types of claim

Table 45 - Motor Vehicle claims 2000-2002
Accident year
1999 - 2000

2000 - 2001

2001 - 2002

as at 30/9/2001

as at 31/3/2002

as at 31/3/2002

Total number of claims

0

4

2

Fleet size

3

3

3

Number of claims per vehicle

0

1.33

0.667

Average claim cost per claim

$0

$2,166

$1,794

Average cost per vehicle

$0

$2,888

$1,196

Top types of claim

none

Accumulated damage (1) Collision with property (1)
Damage whilst parked (1) Collision with vehicle (1)
Collision with property (1)
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Certification of Financial Statements
Pursuant to section 45F of the Public Finance and Audit Act. 1983. I state that:
(a)

The Health Care Complaints Commission’s Financial Statements are a general purpose financial report which has been
prepared in accordance with applicable Australian Accounting Standards and other mandatory professional reporting
requirements, the requirements of the Public Finance and Audit, 1983 and its Regulations and the requirements of the
finance reporting directives published in the Financial Reporting Code for Budget Dependent Agency and agreed to by
the New South Wales Treasury;

(b)

The financial statements exhibit a true and fair view of the financial position and transactions of the Commission; and

(c)

There are no circumstances which would render any particulars in the financial statements to be misleading or inaccurate.

Amanda Adrian
Commissioner
Dated: 9 August 2002
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Statement of Financial Performance for the year ended 30 June 2002
Notes

Actual
2002
$’000

Budget
2002
$’000

Actual
2001
$’000

Employee related

3 (a)

4,605

4,518

4,323

Other operating expenses

3 (b)

2,232

1,618

2,321

1

10

-

34

30

30

6,872

6,176

6,674

Expenses
Operating expenses

Maintenance
Depreciation

3 (c) & 11

TOTAL EXPENSES
Revenue
Sale of goods and services

4

255

15

10

Investment income

4

22

15

25

Grants and contribution

4

800

-

-

Other revenue

4

461

200

188

1,538

230

223

-

-

11

5,334

5,946

6,440

2 (a)(i) & 6

5,408

5,408

5,590

2(b)(ii) & 7

510

444

450

5,918

5,852

6,040

584

(94)

(400)

-

-

-

584

(94)

(400)

TOTAL REVENUE
Gain on disposal non-current assets

5

Net Cost of Services
Government Contributions
Recurrent appropriation
Acceptance by the Crown Entity of
employee entitlements and other liabilities

TOTAL GOVERNMENT CONTRIBUTIONS
SURPLUS/(DEFICIT) FOR THE YEAR
FROM ORDINARY ACTIVITIES

TOTAL CHANGES IN EQUITY OTHER THAN
THOSE RESULTING FROM TRANSACTIONS
WITH OWNERS AS OWNERS

The accompanying notes form part of these financial statements
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Statement of Financial Position as at 30 June 2002
Notes

Actual
2002
$’000

Budget
2002
$’000

Actual
2001
$’000

9

923

296

309

10

187

114

123

1,110

410

432

96

72

102

96

72

102

1,206

482

534

Current Assets
Cash
Receivables

TOTAL CURRENT ASSETS
Non – Current Assets
Plant & equipment

11

TOTAL NON-CURRENT ASSETS
TOTAL ASSETS
Current Liabilities
Payables

12

288

295

253

Employee entitlements and other provisions

13

507

454

454

TOTAL LIABILITIES

795

749

707

NET ASSETS

411

(267)

(173)

411

(267)

(173)

411

(267)

(173)

Equity
Accumulated funds

14

TOTAL EQUITY

The accompanying notes form part of these financial statements
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Statement of Cash Flows for the year ended 30 June 2002
Notes

Actual
2002
$’000

Budget
2002
$’000

Actual
2001
$’000

Employee related

(4,242)

(4,190)

(4,070)

Other

(2,276)

(1,779)

(2,221)

Total Payments

(6,518)

(5,969)

(6,291)

222

15

10

17

15

25

Other

1,313

365

341

Total Receipts

1,552

395

376

5,408

5,408

5,590

200

153

179

5,608

5,561

5,769

642

(13)

(146)

(28)

-

(14)

-

-

11

(28)

-

(3)

614

(13)

(149)

Opening cash and cash equivalents

309

309

458

CLOSING CASH AND CASH EQUIVALENTS

923

296

309

Cash flows from operating activities
Payments

Receipts
Sale of goods and services
Interest received

Cash Flows from Government
Recurrent appropriation
Cash reimbursements from the Crown Entity

Net Cash Flows From Government
Net Cash Flows From Operating Activities

18

Cash Flows From Investing Activities
Purchases of plant and equipment
Proceeds from the sale of plant and equipment

Net Cash Flows From Investing Activities
Net increase/(decrease) in cash

The accompanying notes form part of these financial statements
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-

5,408

5,408

5,408

5,408

5,408

-

5,408

5,408

$'000

Consolidated Fund

Capital

-

-

-

-

-

-

$'000

Appropriation

Expenditure/

-

-

-

-

-

-

$'000

Consolidated Fund

Net Claims on

The Summary of Compliance is based on the assumptions that Consolidated Fund moneys are spent first (except where otherwise identified or prescribed).

Liability to Consolidated Fund

Amount drawn down against appropriation

(includes transfer payments)

Consolidated Fund

Expenditure/Net Claim on

Total Appropriation/

(Section 25 of the Appropriation Act)

Transfers from another agency

works and services

Section 22-expenditure for certain

Treasurer's Advance

EXPENDITURE

OTHER APPROPRIATIONS/

purpose payments

S 26 PF&AA-Commonwealth specific

between departments

S 24A PF&AA-transfers of functions

S 21A PF&AA-special appropriation

Additional Appropriations

Appropriation Act

EXPENDITURE

ORIGINAL BUDGET APPROPRIATION/

$'000

Expenditure/
Net Claims on

Recurrent

Appropriation

2002

for the year ended 30 June 2002

-

5,594

44

44

5,550

5,550

$'000

Appropriation

Recurrent

5,590

5,590

44

44

5,546

5,546

$'000

Expenditure

Summary of Compliance with Financial Directives
2001
Capital

-

-

-

-

-

-

$'000

Appropriation

-

-

-

-

-

-

$'000

Expenditure

-

Notes
Notes to and forming part of the Financial Statements for the year ended 30 June 2002

1. The Departmental Reporting Entity
The Health Care Complaints Commission is an inner budget entity, responsible for protecting the public
from substandard health services and incompetent or unethical health practitioners.
The Health Care Complaints Commission was established as a body corporate under Section 75 of the
Health Care Complaints Act, 1993 and is a separate reporting entity under Schedule 2 of the Public
Finance and Audit Act, 1983, outside the control of the NSW Department of Health.
The reporting entity is consolidated as part of NSW Total State Sector and as part of the NSW Public
Accounts.

2. Summary of Significant Accounting Policies
The Commission’s financial statements are a general purpose financial report which has been prepared
on an accruals basis and in accordance with:
• applicable Australian Accounting Standards;
• other authoritative pronouncements of the Australian Accounting Standards Board (AASB);
• Urgent Issues Group (UIG) Consensus Views;
• the requirements of the Public Finance and Audit Act and Regulations; and
• the Financial Reporting Directions published in the Financial Reporting Code for Budget Dependent
General Government Sector Agencies or issued by the Treasurer under section 9(2)(n) of the Act.
Where there are inconsistencies between the above requirements, the legislative provisions have
prevailed.
Statements of Accounting Concepts are used as guidance in the absence of applicable accounting
standards, other mandatory professional reporting requirements and legislative requirements.
The financial statements are prepared in accordance with the historical cost convention. All amounts are
rounded to the nearest one thousand dollars and are expressed in Australian currency. The accounting
policies adopted are consistent with those of the previous year.

(a) Revenue Recognition
Revenue is recognised when the Commission has control of the good or right to receive, it is probable
that the economic benefits will flow to the Commission and the amount of revenue can be measured
reliably. Comments regarding the accounting policies for the recognition of revenue:
(i) Parliamentary appropriations and contributions from other bodies.
Parliamentary appropriations and contributions from other bodies (including grants and
donations) are generally recognised as revenue when the agency obtains control over the assets
comprising the appropriations/contributions. Control over appropriations and contributions is
normally obtained upon the receipt of cash.
An exception to the above is when appropriations are unspent at year end. In this case, the
authority to spend the money lapses and generally the unspent amount must be repaid to the
Consolidated fund in the following year. As a result, unspent appropriations are now accounted
for as liabilities rather than revenue.
(ii) Sale of Goods and Services
Revenue from the sale of goods and services comprises revenue from the provision of products
or services, that is user charges. User charges are recognised as revenue when the agency
obtains control of the assets that result from them.
(iii) Investment income
Interest revenue is recognised as it accrues.
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(b) Employee Entitlements
(i)

Wages and Salaries, Annual Leave, Sick Leave and On-Costs
Liabilities for wages and salaries and annual leave are recognised and measured as the amount
unpaid at the reporting date at current pay rates in respect of employees’ services up to that
date.
Unused non-vesting sick leave does not give rise to a liability as it is not considered probable
that sick leave taken in the future will be greater than the entitlements accrued in the future.
The outstanding amounts of payroll tax and workers’ compensation insurance premiums,
which are consequential to employment, are recognised as liabilities and expenses where
the employee entitlements to which they relate have been recognised.

(ii)

Long Service Leave and Superannuation
The Commission’s liabilities for long service leave and superannuation are assumed by the
Crown Entity. The Commission accounts for the liability as having been extinguished, resulting
in the amount assumed being shown as part of the non-monetary revenue item described as
"Acceptance by the Crown Entity of Employee Entitlements and other Liabilities".
Long service leave is measured on a nominal basis. The nominal method is based on the
remuneration rates at year end for all employees with five or more years of service. It is
considered that this measurement technique produces results not materially different from
the estimate determined by using the present value basis of measurement.
The superannuation expense for the financial year is determined by using the formulae
specified in the Treasurer’s Directions. The expense for certain superannuation schemes (ie,
Basic Benefit and First State Super) is calculated as a percentage of the employees’ salary.
For other superannuation schemes (ie. State Superannuation Scheme and State Authorities
Superannuation Scheme), the expense is calculated as a multiple of the employees’
superannuation contributions

(c) Insurance
The Commission’s insurance activities are conducted through the New South Wales Treasury
Managed Fund Scheme of self insurance for government departments. The expense (premium)
is determined by the Fund Manager based on past claims experience.

(d) Goods and Services Tax (GST)
Revenues, expenses and assets are recognised net of the amount of GST, except:
• the amount of GST incurred by the agency as a purchaser that is not recoverable from the
Australian Taxation Office is recognised as part of the cost of acquisition of an asset or as
part of an item of expense.
• receivables and payables are stated with the amount of GST included.

(e) Acquisition of Assets
The cost method of accounting is used for the initial recording of all acquisitions of assets
controlled by the Commission. Cost is determined as the fair value of the assets given as
consideration plus the costs incidental to the acquisition.
Assets acquired at no cost, or for nominal consideration, are initially recognised as assets and
revenues at their fair value at the date of the acquisition.

(f) Asset Valuation Policy
The Commission has valued its assets in accordance with the Policy Guidelines for Valuation of
Physical Non-Current Assets in NSW Public Sector issued by the New South Wales Treasury in
September 1990.
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(g) Plant and Equipment
Plant and Equipment have been valued at cost. Items with a cost below $5,000 are expensed at
time of purchase.
The recoverable amount test has not been applied as the agency is a not-for-profit entity whose
service potential is not related to the ability to generate net cash inflows.

(h) Depreciation
Depreciation of the Commission’s non current assets is calculated on the cost price of the assets,
using the straight line method, based on the remaining expected useful life of the assets. The
depreciation rates are 20% per annum for computer equipment, leasehold improvements and motor
vehicles and 10% per annum for plant and equipment.

(i) Financial Instruments
Financial instruments give rise to positions that are a financial asset of either Health Care Complaints
Commission or its counter party and financial liability (or equity instrument) of the other party. For the
Health Care Complaints Commission these include cash at bank, receivables and accounts payable.
In accordance with AAS33 (AASB1033) "Presentation and Disclosure of Financial Instruments"
information is disclosed in Note 19 in respect of credit risk and interest rate risk of financial
instruments. All such amounts are carried in the accounts at net fair value.
Classes of instruments recorded as cost at balance date are as follows:

Cash
Cash comprises cash on hand and bank balances within the Treasury Banking System. Interest is
earned on daily bank balances at the monthly average NSW Treasury Corporation. The average
interest rate during the period and the period end interest was 3.52% (4.83% 2001).

Receivables
All debtors are recognised as amounts receivable at balance date. Collectability of debtors is
renewed on an ongoing basis. Debts which are known to be uncollectible are written off. A provision
for doubtful debts is raised when some doubt as to collection exists. The credit risk is the carrying
amount (net of any provision for doubtful debts). No interest is earned on debtors. The carrying
amount approximates net fair value.

Payables
The liabilities are recognised for amounts due to be paid in the future for goods or services received,
whether or not invoiced. Amounts owing to suppliers (which are unsecured) are settled in
accordance with the policy set out in Treasurer’s Direction 219.01. If trade terms are not specified,
payment is made no later than the end of the month following the month in which an invoice or
statement is received.

(j) Budgeted amounts
The budgeted amounts are drawn from the budgets as formulated at the beginning of the
financial year with adjustments for the effects of additional appropriations, s 21A, s 24 and/or
s 26 of the Public Finance and Audit Act 1983.
The budgeted amounts in the Statement of Financial Performance and the Statement of Cash
Flows are generally based on the amounts disclosed in the NSW Budget Papers (as adjusted
above). However, in the Statement of Financial Position, the amounts vary from the Budget
Papers, as the opening balances of the budgeted amounts are based on carried forward actual
amounts i.e. per the audited financial statements (rather than carried forward estimates).
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Notes of and Forming Part of the Financial Statements for the year ended 30 June 2002
2002
$’000

2001
$’000

3,827

3,614

Superannuation

339

307

Payroll tax and fringe benefits tax

263

254

Long service leave

150

124

26

24

4,605

4,323

332

321

32

30

103

62

79

112

Fees for services

333

304

Legal Fees

537

642

13

6

9

6

Motor Vehicle expenditure

20

20

Training

31

56

Printing

55

55

172

216

9

8

Bad and doubtful debts

212

38

Adverse Cost

295

445

2,232

2,321

10

9

8

7

16

14

34

30

3. EXPENSES
(a) Employee related expenses comprise the following specific items:
Salaries, wages (including Recreation Leave)

Workers compensation insurance

(b) Other Operating Expenses
Rental expense relating to operating lease
Cleaning and Utilities
Equipment & Plant
Telephone and postal

Consultancy
Audit Fees

General Administrative expenditure
Insurance

(c) Depreciation
Plant and equipment
Computers
Leasehold improvements
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Notes of and Forming Part of the Financial Statements for the year ended 30 June 2002
2002
$’000

2001
$’000

-

1

255

9

22

25

Grants and contributions

800

-

Other revenue - Legal cost recoveries

455

184

6

4

1,538

223

Proceeds from sale

-

11

Less: written down value of assets sold

-

-

-

11

5,408

5,590

5,408

5,590

5,408

5,590

5,408

5,590

21

19

Superannuation

339

307

Long service leave

150

124

510

450

4. REVENUE
Sale of goods
Rendering of Services
Investment Income - Interest

- Other Income

5. GAIN ON DISPOSAL OF NON-CURRENT ASSETS

6. APPROPRIATIONS
Total recurrent drawdowns from Treasury
(per Summary of Compliance)

Total
Comprising:
Recurrent appropriations
(per Statement of Financial Performance)

Total
7. ACCEPTANCE BY THE CROWN ENTITY OF
ENTITLEMENTS AND OTHER LIABILITIES
The following liabilities and/or expenses have been assumed
by the Crown Entity or other government agencies:
Superannuation - Payroll Tax

112

HCCC ANNUAL REPORT 01 : : 02

Notes of and Forming Part of the Financial Statements for the year ended 30 June 2002
8. PROGRAM INFORMATION
The Commission operated under one programme with the following objective:
"To investigate, monitor, review and resolve complaints about health care.
To ensure that health services are of an acceptable standard and health
providers are accountable for their actions".
2002
$’000

2001
$’000

1

1

922

308

923

309

9. CURRENT ASSETS - CASH
Cash on Hand - Petty Cash Float
Cash at Bank

For the purposes of the Statement of Cash Flows, cash includes cash on hand and cash at
bank. Cash assets recognised in the Statement of Cash Flows are reconciled at the end of the
of the financial year as shown in the Statement of Financial Position as follows:
Cash (per Statement of Financial Position)

923

309

Closing Cash and Cash Equivalents (per Statement of Cash Flows)

923

309

459

183

(272)

(60)

187

123

At Cost

712

684

Accumulated Depreciation at Cost

616

582

Written down value as at 30 June

96

102

10. CURRENT ASSETS - RECEIVABLES
Other debtors
Less: Provision for Doubtful debts

11. NON-CURRENT ASSETS - PLANT & EQUIPMENT
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RECONCILIATION NON-CURRENT ASSETS - PLANT & EQUIPMENT

Plant & Equip.
$'000

Computer
Equipment
$'000

Lease
Improvements
$'000

Total
$'000

94

73

517

684

Additions

9

5

14

28

Disposals

-

-

-

-

103

78

531

712

Balance 1 July 2001

50

49

483

582

Depreciation for the year

10

8

16

34

Writeback on disposal

-

-

-

-

Balance 30 June 2002

60

57

499

616

43

21

32

96

At cost
Balance 1 July 2001

Balance 30 June 2002
Accumulated depreciation

Written Down Value
At 30 June 2002

Computer equipment originally valued at $36,250 which has been fully depreciated as at 30 June
2002 is still in use.

2002
$’000

2001
$’000

14

41

9

6

265

206

288

253

Accrual Salaries

92

89

Recreation Leave

394

345

1

1

20

19

507

454

12. CURRENT LIABILITIES - PAYABLES
Creditors
Audit Fees
Other accrued expenses

13. CURRENT LIABILITIES - EMPLOYEES ENTITLEMENTS
AND OTHER PROVISIONS

Fringe Benefits Tax
Payroll Tax
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14. EQUITY - ACCUMULATED FUNDS
Balance at the beginning of the financial year

(173)

227

Surplus/(Deficit) for the year

584

(400)

Balance at the end of the financial year

411

(173)

512

422

Later than one year but not later than 5 years

2,492

202

Total (including GST)

3,004

624

15. COMMITMENTS FOR EXPENDITURE
Future non cancellable operating lease rentals not provided for and payable
Not later than one year

Motor vehicle and computers operating lease

16. CONTINGENT LIABILITIES
The Commission has no contingent liabilities as at 30 June 2002.

17. BUDGET REVIEW
Net cost of services
The Net Cost of Services was lower than the original budget by $612,000 primarily
due to increases in Grants and contributions
Assets and Liabilities
Current assets were higher due to Cash and Receivables. Non-Current assets were
higher due to addition of assets.
Current liabilities were higher due to an increase in accrued adverse costs and provision
of employee entitlements.
Cash Flows
The increase in cash flow is attributed mainly to Grants and contributions.

18. RECONCILIATION OF CASH FLOWS FROM
OPERATING ACTIVITIES TO NET COST OF SERVICES
2002
$’000

2001
$’000

Net Cash used on Operating Activities

642

(146)

Depreciation

(34)

(30)

-

11

(53)

21

(310)

(271)

Net gain on disposal of plant and equipment
(Increase)/Decrease in provisions
Acceptance by the Crown Entity of employee entitlements
and other liabilities.
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Recurrent appropriation
Cash reimbursement from the Crown Entity

(5,408)

(5,590)

(200)

(179)

64

(28)

(35)

(228)

(5,334)

(6,440)

Increase/(Decrease) in Receivables and Other
(Increase)/Decrease in Creditors

Net Cost of Services
19. FINANCIAL INSTRUMENTS
(a) Interest Rate Risk

Interest rate risk is the risk that the value of the financial instrument will fluctuate due to
changes in market interest rates. Health Care Complaints Commission exposure to interest
rate risks, the effective interest rates of financial assets and liabilities, both recognised and
unrecognised at the Statement of Financial Position date are as follows:

2002
Floating
interest

Non interest

rate

bearing

Financial
Instruments

2001

Total
carrying

Weighted
average

Floating
interest

Non interest

rate

bearing

Total
carrying

Weighted
average

amount

effective

amount

effective

as per the

interest

as per the

interest

balance sheet

rate*

balance sheet

rate*

$'000

$'000

$'000

%

$'000

$'000

$'000

%

922

1

923

4

308

1

309

5

—

187

187

N/A

—

123

123

N/A

922

188

1110

4

308

124

432

5

Accounts Payable

—

288

288

N/A

—

253

253

N/A

Total financial liabilities

—

288

288

—

—

253

253

—

(i) Financial Assets
Cash
Receivables
Total financial assets
(ii) Financial Liabilities

* Weighted average effective interest rate was computed on annual basis It is not applicable for non-interest bearing financial
instruments.

(b) Credit Risk
The only significant concentration of credit risk arises in respect of legal cost recoveries.
Receivables from these entities totalled $93,432 at balance date.
(c) Net Fair Value
As stated in Note 2(i) all financial instruments are carried at Net Fair Value, the values of which
are reported in the Statement of Financial Position.
(d) Derivative Financial Instruments
The Health Care Complaints Commission holds no Derivative Financial Instruments.

END OF AUDITED FINANCIAL STATEMENTS
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APPENDICES

Appendix A: Legislation
The following is a list of the key health legislation, including registration Acts, relevant to the work
of the Commission:
• Chiropractors and Osteopaths Act 1991
• Dental Technicians Registration Act 1975
• Dentists Act 1989
• Health Services Act 1997
• Health Care Complaints Act 1993
• Health Administration Act 1982
• Medical Practice Act 1992
• Mental Health Act 1990
• Nurses Act 1991
• Nursing Homes Act 1988
• Optical Dispensers Licencing Act 1963
• Optometrists Act 1930
• Pharmacy Act 1964
• Physiotherapy Registration Act 1945
• Podiatrists Act 1989
• Poisons and Therapeutic Goods Act 1966
• Private Hospitals and Day Procedures Centres Act 1988
• Psychologists Act 1989
• Public Health Act 1991

There were no significant legal changes in the last year.
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Appendix B: Committees and Taskforces
Statutory bodies and interdepartmental committees including:
Ad Hoc Committee
– Commissioner
Australian Council for Safety & Quality
in Healthcare Consumer Working Party
– Commissioner
Chief Executives Forum
– Commissioner
Chiropractors and Osteopaths Registration
Board Complaints Screening Committee
– Manager, Legal Services
Dental Board Complaints Screening Committee
– Manager, Strategic Partnerships & Quality
Improvement
Dental Technicians Registration Complaints
Screening Committee
– Manager, Complaint Resolution Team,
Central & Mid-Western
Health Conciliation Registry Working Party –
Manager, Complaint Resolution Team, Northern
Joint Initiatives Group
– Manager, Strategic Partnerships &
Quality Improvement
Medical Board Medico-Legal sub-committee
– Commissioner
Methadone Liaison Group – Manager, Patient
Support Service
National Council of Health Care Commissioners
– Commissioner
New South Wales Cabinet Advisory Committee
on Best Practice Service Delivery for People with
Mental Health and Substance Use Disorders
– Patient Support Officer, South Eastern
Sydney AHS
Nurses Registration Board Conduct Committee
– Commissioner

Optometrists Registration Board Complaints
Screening Committee
– Manager, Complaint Resolution Team,
Southern & Far Western
Pharmacy Board Complaints Screening
Committee
– Manager, Legal Services
Physiotherapists Registration Board Complaints
Screening Committee
– Manager, Complaint Resolution Team,
Central & Mid-Western
Podiatrists Registration Board Complaints
Screening Committee
– Manager, Complaint Resolution Team,
Southern & Far Western
Psychologists Registration Board Complaints
Screening Committee
– Manager, Strategic Partnerships
& Quality Improvement
Skin Care Improvement and Pressure Ulcer
Prevention Group
– Manager, Strategic Partnerships
& Quality Improvement
Statewide Complaints Data Project
Management Committee – Manager,
Complaint Resolution Team
‘Casemate’ Partnership Committee Commissioner
‘Casemate’ Steering Committee
– Assistant Commissioner, Complaint Resolution
and Database Project Manager
Clinical Governance Working Party
– Commissioner
NSW Council on Quality in Health Care
– Commissioner

Ombudsmen’s Network
– Commissioner

NSW Mental Health Sentinel Events
Review Committee
– Commissioner

Optical Dispensers Registration Board
Complaints Screening Committee
– Manager, Complaint Resolution Team, Northern

NSW Mental Health Review Systems Committee
– Manager Strategic Partnerships & Quality
Improvement
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Appendix C: Professional Review &
Advisory Panel
The following is a list of health practitioners who review and advise the Commission on health care
standards

Bio-Physicist
Dr Lyn Douglas Oliver

Chiropractors
Mr L J Whitman
Mr G K Wynn

Chiropractor/
Osteopath
Mr Roger Engel

Dental Surgeons
Dr Anthony Anker
Dr Harry Champion
Dr John Pearman
Dr Graydon Smith
Dr Barbara Spark
Dr E John Wilkinson

Dental Technician
Mr W Cearns

Medical Practitioners
Dr Ion S Alexander
Dr Hugh Allen
Dr William Andrews
Dr Mark Arnold
Dr Phillip Baird
Professor Barry Baker
Professor David Barnes
Dr B.H Barraclough
Dr Edward Beckenham
Dr Philip S Bekhor
Dr J.R Bell
Dr M Bellamy
Dr Albert Bencsik
Dr W J Benson
Dr Sophie Bernard
Dr Peter Berton
Dr Jim Bertouch
Professor Michael Besser
Dr Jules Black
Dr Peter Bland
Dr Kevin Bleasel
Professor Les Bokey
Dr Bernard Bourke
Dr D Bowers
Dr D H Brazier
Professor Bruce Brew
Professor H Brodaty
Dr Geoffrey Brodie
Dr Andrew Brooks
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Dr Alistair Brown
Professor Neil Buchanan
Dr J M Bunker
Dr D E Cam
Dr Andrew Child
Dr Clive I V Childs
Dr Rhoderic Chung
Dr Ian Chung
A/Professor G F Cleghorn
Professor Paul Colditz
Dr P C Collett
Dr C A Commens
Dr Claire Cupitt
Dr Paul Curtis
Dr Robert Day
Professor Hugh Dickson
Dr Geraldine Duncan
Dr Iain S Dunlop
Professor Frederick Ehrlich
Dr David R Eisinger
Dr Barry S Elison
Dr John Ellard
Dr Katherine Ellard
Professor Larry Evans
Dr Gregory Falk
Dr Annabelle Farnsworth
Dr Alan Edwin Farnsworth
Dr B Fasher
Dr Alan Ferrier
Dr J J Flachs
Dr Anthony Freeman
Dr J Gambin
Dr B J Gatus
Dr Margaret Gibbons
Dr Michael Giblin
Professor William P Gibson
Professor David Gillett
Dr J Gillis
Dr I Goldberg
Dr Philip Goldstone
Professor David Gottlieb
Professor Kerry J Goulston
Dr James Greenwood
Professor David Handelsman
Dr Michael Harding
Dr B C Harris
Professor Harris
Dr K G Hartman
Dr P Hazell
Dr P N Hendel
Dr Ralph Higgins
Dr I A Hill
Dr Anthony Hobbs
Dr Margo Hoekstra

Dr Peter Holman
Dr Thomas Hugh
Dr Kenneth Hume
Dr William Hunter
Professor James Isbister
Dr Allan James
Dr Elizabeth Jane
Professor R P S Jansen
Dr Damien Jensen
Dr Stephen Jurd
Dr A Kelly
Dr J P Keneally
Dr Suresh Khatri
Dr David Kitching
Dr Leon Kleinman
Dr Peter Klug
Dr David Knox
Dr Beth Kotze
Dr Edward Kremer
Dr H C S Ku
Professor Joanne Kurtzberg
Dr Wendy Langford
Dr Allan Ogilivie Langlands
Dr Kit Sun Lau
Dr Vinoo Lele
Dr John R Lenehan
Dr G I Leslie
Dr Ed Loughman
Dr Peter Lye
Dr Robert Lyneham
Dr Ken Mackay
Dr Rod MacQueen
Dr Linda Mann
Professor Donald Marshall
Professor James May
Professor William McCarthy
Dr Thomas McDonagh
Dr M G McGee-Collett
Dr R T McGuinness
Dr Joy Mowbray
Dr Yugan Mudaliar
Dr Anne Murray
Dr Gregory I C Nelson
Dr Louise Newman
Dr Nicholas O’Connor
Dr Wendy O’Dey
Dr Tom O’Donnell
Dr Matthew O’Meara
Dr Jitendra Parikh
Dr Julian Parmegiani
Dr Brian Peat
Professor Roger Pepperell
Dr J P Percy
Dr Kenneth Perkins
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Dr Jonathan Phillips
Dr P C Pigott
Dr J Pitkin
Dr C D Pond
Dr Stuart B Porges
Professor Solomon Posen
Assoc Professor Joseph
Proietto
Mrs Jennifer Prowse
Dr Don Pryor
Professor Carolyn Quadrio
Emeritus Prof Thomas S
Reeve
Dr S Richards
Dr Hal Rikard-Bell
Dr Christopher M Rogers
Professor John Royle
Dr R G Rushworth
Dr Grant Sara
Professor Douglas Saunders
Professor John Saunders
Dr Raymond Seidler
Dr Gabriel Shannon
Dr J M Sippe
Dr John Sippe
Dr John Slaughter
Dr Ian Smee
Assoc Prof Katharine
Steinbeck
Dr Warwick A Stening
Dr I J Stewart
Dr David Storey
Dr Marian Sullivan
Dr Michael Suranyi
Dr E Taft
Dr Roy Taylor
Professor Chris Tennant
Professor R F Uren
Dr Christopher Vickers
Dr John Vinen
Professor D Wakefield
Dr Stephen Ward
Dr John Warden
Dr Robert E Ware
Dr P S Warren
Professor David Watson
Dr Anthony White
Dr Cholm Williams
Dr Graham Knox Williams
Dr Andrew J Wilson
Dr Alex Wodak
Dr John Murray Wright
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Natural Therapist

Physiotherapists

Mr Raymond Khoury

Mr Albert Coleiro
Mrs Julia Hanley
Miss Tracey Powell

Nurses
Mrs Susan Banks
Mrs Jeanne Barr
Mr Glen Barrington
Ms Robin Billings
Ms Ann M Brown
Mrs J Caldwell
Mrs Jann Capizzi
Mrs Helen Cooke
Ms Allison Cummins
Ms D Dempsey
Ms Ellen Evans
Ms Sue Greig
Ms A Grieve
Ms Andrea Jordan
Ms Susan Keats
Ms Narelle Kirby
Mr Bernard McNair
Ms H C Mill
Mrs Rosemary Oates
Ms R O’Donnell
Ms Sue Resnik
Ms Jenifer Richardson
Ms Janette Robinson
Ms F Russell
Ms Rosalee Shaw
Prof Kaye Spence
Professor Irene L Stein
Ms D Tully
Mr Christopher Waite
Ms R A White

Podiatrist
Mr M Kinchington

Psychologists
Dr Gary Banks
Mr Sam Borenstein
Professor Richard Bryant
Mrs Greta Goldberg
Ms A Gordon
Mr Timothy Keogh
Professor Kevin McConkey
Dr Wendy A Roberts

Radiotherapist
Ms Wendy J Kramer

Social Worker
Ms Jan Alexander

Occupational Therapist
Ms P Knudson

Optometrists
Mr Ian Chapman
Mr John Davis
Mr C Henderson
Mr Peter Moore
Mr Trevor Scott

Osteopath
Mr Ross Partington

Pharmacists
Mr Ben Basger
Mr D North
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Appendix D: Commission Staff
as at 30 June 2002
SURNAME

FIRST NAME

STATUS

TITLE AS AT 30.06.02

QUALIFICATIONS

ABBEY

PHILLIP

T

Investigation & Resolution Officer

ADRIAN

AMANDA

SES

Commissioner

ALBRECHT

TUNDI

T

Case Officer

BARRY

ELISABETH

P

Patient Support Officer

BA (Social studies)

BEETSON

ROBERT

P

Manager - Complaint Resolution Team

BA, LLB, RN

BELEN-BALITACTAC

SONIA

P

A/Investigation & Resolution Officer

MD,BS,FACBS,FPOGS

BIRD

LORYN

T

Clerical Support Officer

BROWN

JENNY

P

Complaint Resolution Officer

CABLE

SIMONE

P

IT&T Manager

CNA (Certified Network Administrator)

CAMPBELL

JANETTE

P

Case Officer

BSocSc

CLARK

ROBYN

P

Legal Officer

BA,LLB

CONNORS

SARAH

P

Legal Officer

BA,LLB

CONROY

PAUL

P

Investigation & Resolution Officer

BA, RN, Grad.Dip. Ed.

CORNISH

DAVID

P

Records Clerk

COUTINHO

SARA

P

Case Officer

COVELL

TREVOR

P

Administration Manager

PA

COX

STEPHEN

P

Legal Officer

BA, LLB

Last day
17/3/02

BA,LLB,FRCNA,FNSWCN,RN

CRAWFORD

SARAH

T

Senior Project Officer

Bcom (Mktg), LLM (Int.Law)

CRISP

EVA

P

Investigation & Resolution Officer

BSc(Hons),JP

CROSBIE

IAN

T

Manager - Complaint Resolution Team

Grad Cert Man, MNIA,JP

12/8/01

DAHL

JACQUELINE

T

Investigation & Resolution Officer

BA, LLB

30/8/01

DAHLSTROM

JOSEPHINE

P

Aboriginal Liaison Officer

BA (Hons.) (Health Sc, Aboriginal health
& community development)

DALZIEL

ROD

P

Purchasing Officer

DAVIES

KELLY

P

A/Case Officer

DENDTLER

VICKI

P

Investigation & Resolution Officer

BSc,(App Psych)

DODD

PETER

P

Patient Support Officer

BA, LLB, Bec

DUNLOP

ROCHELLE

P

Investigation & Resolution Officer

LLB

DUNNE

CARL

T

Legal Officer

BA, Dip Law (LPAB)

ESPLIN

PATRICIA

P

Case Officer

Enrolled Nurses' Aid

18/11/01

EVANS

BENNY

T

Case Officer

FACKENDER

LISA

P

Hearing Officer

MSW

FANELLA

ESTELLA

P

Clerical Support Officer

JP

FLYNN

VIVIENNE

P

Investigation & Resolution Officer

RN, GradDip, (Health Science) (HIV Studies)

GODWIN

GENEVIEVE

P

Manager, Corporate Services

BSc

GOTTLIEB

JULIE

T

Medical Advisor

MBBS, FRACP

GREEN

DAVID

P

Case Officer

BA (Hons)

GREETHAM

BRUCE

P

Manager, Partnership, Quality &

MM

24/12/01

Development Services
GRIGOR

WALLACE

T

Medical Advisor

AM, MB BS, FRACP

HADLEY

AMANDA

P

Investigation & Resolution Officer

BSc, PMC

HART

CHRISTINA

P

Investigation & Resolution Officer

BA (Hons), BSocStud (Hons)
BA (Human Services)

HINDLE

HEATHER

T

Patient Support Officer

HODGES

MARK

P

Patient Support Officer

BSocSc (Psy)

HOLT

MAUREEN

P

Investigation & Resolution Officer

LLB

HOWSE

LAUREN

T

Trainee - Administration

INDOLOS

TERESITA

P

Patient Support Officer

KAVA

PETA

T

Investigation & Resolution Officer

RN, BA/LLB, GDLP

KEEN

VALERIE

P

Patient Support Officer

BSocStud

KELLY

MOIRA

P

Investigation & Resolution Officer

3/9/01
Grad. Dip. (Health Promotion), (BA, BSw-Philippines)

MAASW. Acc.,BA (SocWk), MSW,
Grad.Dip.Ed. (Rel. Ed.), BTh, MTh, JP
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SURNAME

FIRST NAME

STATUS

TITLE AS AT 30.06.02

QUALIFICATIONS

KINROSS

JULIE

P

Assistant Commissioner,

MSW,PG Dip Soc Planning, BA (Psych),

Complaint Resolution

PG Dip Ad Finance & Investment

LAUREN

MICHAELA

T

Executive Support Officer

MSocSc (Finland)

LIONG

JACKIE

P

Clerical Support Officer

JP

LISTON

BERNADETTE

P

Patient Support Officer

BA

MACFARLANE

NICOLE

P

Investigation & Resolution Officer

Last day

BA (Psychology), Certificate in
Corporate Investigations

MASANNEK

NICOLE

T

Clerical Support Officer

MCMAHON

BRIAN

P

Manager - Patient Support Service

BA Theology, Dipl. Human Development (Peru)

MCMAHON

KAREN

P

Legal Officer

LLM

MESSINA

MARIA

P

Clerical Support Officer

MITCHELL

FRANK

T

Data Analyst

BA, MPS

MOSS

DAVID

P

Investigation & Resolution Officer

BA, Grad. Dip. Public Health

MURRAY

MELINDA

T

Trainee - Administration

MYERSCOUGH

VICTORIA

P

Investigation & Resolution Officer

2/10/01
BA, Grad.Dip. Ed., BSW

O'GORMAN

ANGELA

P

Investigation & Resolution Officer

BA

ORGAN

LYNNE

P

Legal Officer

LLB

PALMER

ELLEN

P

Patient Support Officer

BSW (Hons)

PALMER

VICKI

P

A/Complaint Resolution Officer

PARSONS

ROBIN

P

Staff Officer

21/9/01

PENDLEBURY

ROSEMARY

P

Investigation & Resolution Officer

RN, CM, DNE, RN (NC, USA), MM

PRIESTLEY

MEGAN

T

Hearing Officer

BN, RN, LLB

ROACH

ALAN

P

Case Officer

ROBINSON

RUTH

P

A/Education Officer

ROCHFORD

TIMOTHY

P

Investigation & Resolution Officer

ROSS

SHANNON

T

Clerical Support Officer

RUHLE

HELEN

P

Complaint Assesment &

BA (Leisure), GradDipLaw, ADRec

RN, C.ORN, DNS

Resolution Support Officer
RUSSELL

SUZANNE

P

RYDER

KATHERINE

P

A/Investigation & Resolution Officer

MPH, BA (Hons), SRN

SERNA

TOULA

T

Database Project Manager

BSc, MSc (Computer Science)

SIMPSON

JANET

T

FOI & Privacy Officer

BA, LLB, LLM

SITTA

CARMEN

P

Clerical Support Officer

SONG

CAROLE

P

Clerical Support Officer

SUTHERLAND

STUART

P

Hearing Officer

LLB, BPol, Cert Sup

SWAIN

DAVID

P

Manager, Legal Services

LLM, BLegS, Dip.Crim.

TALBOT

LINDA

P

A/Case Officer

TALHAMI

MAIDA

P

Executive Support Officer

THALIPH

SUZETTE

P

Case Officer

VAN EKERT

ELIZABETH

P

WATERS

CHRISTOPHER

WESTERSON

VIRGINIA

WHITE

SUSAN

T

Receptionist

WIEBENGA

SHARLENE

P

Manager, CAAR

B App Sc (Health)

WILLIAMS

CHRISTOPHER

P

A/Education Officer

Assoc Dip Ed, BTh

WING

ELIZABETH

P

Manager - Complaint Resolution Team

LLB

YATES

GILES

P

A/Manager, Complaint Resolution Team

BA,MA,PhD(Bioethics)
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Clerical Support Officer

BBA (USA)

14/02/02

Investigation & Resolution Officer

BA, DipEd

12/10/01

P

Manager- Complaint Resolution Team

RN,DHSc(Nursing), BSocSci (Justice Studies), JP

P

Executive Assistant to Commissioner

14/03/02

12/05/02
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Appendix E: Current Publications
• The Complaint Guide
• Conciliation of health complaints
• Patient Support Service
• How to get your health records
• Your rights & responsibilities as a health consumer
(August 2002 renamed to: How to get the best from your health service)
• How to get help for a health care concern - a brochure for Aboriginal people
• Sexual misconduct – leaflet
• The Cosmetic surgery report
• Impotency treatment services in NSW
• Breast cancer - life after diagnosis brochure
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Index of Legislative Compliance
Access/Commission contact information

127

Organisational chart

Account Payment Performance

101

Annual Report: Total number
printed & cost of each copy

NSW Government action plan for women –
not applicable as HCCC is not a priority agency

127

Occupational Health & Safety

Aims & objectives

18

Budget

100

Charter

18

Code of Conduct: amendments

14

Consultants

94

Consumer Feedback

63

Credit Card Certification –
note: no corporate credit cards used

102

Privacy Management Plan

92

Promotion
Types of publications
What was published during the year
Overseas travel

92
124
92
92

Risk Management & Insurance Activities

102

Summary Review of Operations
Financial summary

5, 6
100

Narrative summary of significant operations

Departures from subordinate legislationno departures from legislation

9

Waste Reduction

Disability Action Plan

98

88

Economic factors affecting achievement
of operational objectives – none
Electronic Service Delivery

88

Energy Management

98

Equal Employment Opportunity

19

Health Care Complaints Act 1993
requirements
Number and type of complaints
made to the commission during the year

94, 96

Ethnic Affairs Priorities Statement –
note: no agreement with CRC in place

89

Financial statements
Audit opinion

104
103

Financial Summary

100

Freedom of Information
Human Resources
Exceptional movements in salaries
or allowances
Industrial relations policies & practices
Number of officers and employees
by category
Personnel policies and practices

89

95
96
95
95

Legal Changes – none
Letter of Submission
Management & Activities
Nature & range of activities
Performance measures
Internal & external performance reviews – none
Management & Structure
Name of member and her qualifications
Method & term of appointment

1

29, 30-31, 32, 33, 34, 35, 36
Number and type of complaints assessed
by the Commission during the year
38, 39, 40, 42, 43, 44
Number and type of complaints referred
for conciliation during the year

40

Results of conciliations

41

Number and type of complaints investigated
by the Commission during the year

51, 54

Results of investigations

51, 55

Number and type of complaints referred to the
Director-General during the year and the outcomes
of those complaints, as far as they are known

47

Source of complaints

37

Summary of the results of prosecutions completed
during the year arising from complaints
59-61

18

Number and details of complaints not
finally dealt with at the end of the year

20

Time intervals involved in the complaints process

94
94
94

46
37, 56

Frequency of meetings & attendance –
not applicable as the Commission
board comprises one member
Names, offices & qualifications
of senior officers
Names of significant committees
and committee members

94

List of significant committees
established/abolished

94
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Contacts
Office address

Patient Support Service

Current:

It is best to contact patient support officers
by telephone:
Penrith/Blue Mountains
(02) 4734 3870
Western Sydney
(02) 9881 1506
South Eastern Sydney
(02) 9382 8129
South Western Sydney
(02) 9828 5710
Central Sydney
(02) 9395 2028
Northern Sydney
(02) 9926 8184
Newcastle/Hunter
(02) 4985 3143

Level 4, 28 Foveaux Street
Surry Hills NSW 2010
(stair-free access via Belmore Lane)

From early 2003
Level 13, 323 Castlereagh St. (corner of Hay St.)
Sydney NSW 2000

Postal address

For people in rural or remote areas,
ring the Commission on 1800 043 159.

Locked Mail Bag 18
STRAWBERRY HILLS NSW 2012

Patient support officers’ phone numbers change
from time to time. If you are having difficulty
getting in touch with any of them, please ring
the Commission.

DX address
Current:
DX 22508 SURRY HILLS NSW

From early 2003
DX 11617 SYDNEY DOWNTOWN

Hours of business

It is anticipated that patient support officers
will be appointed in 2002/2003 in the regions
covered by Northern Rivers Area Health Service,
Macquarie Area Health Service and Illawara
Area Health Service.

9.00am to 5.00pm Monday to Friday

Contact numbers
Telephone: (02) 9219 7444
Fax: (02) 9281 4585
TTY service for people using telephone
typewriters: (02) 9219 7555
Toll Free in NSW: 1800 043 159

Website
www.hccc.nsw.gov.au

e-mail
hccc@hccc.nsw.gov.au

This report is printed on recycled paper.
The Health Care Complaints Commission printed 1300 copies of this report at a unit cost of $18
ISSN 1324-9150
Health Care Complaints Commission 2002
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