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About us

Our vision

Our stakeholders

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 NSW.

■

Health consumers

■

The diverse communities of NSW

■

Parliament of NSW

■

Minister for Health

Our charter

■

Parliamentary Committee on the Health Care
Complaints Commission

■

NSW Department of Health

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

■

Area Health Services

■

HCCC Consumer Consultative Committee

■

resolves complaints with the parties

■

Health professional registration boards

■

provides opportunities and support for people to
resolve their complaints and concerns locally

■

Health practitioners and services

■

investigates complaints and takes appropriate action

Health Conciliation Registry

■

■

■

prosecutes cases before disciplinary bodies

Health professional, educational and industrial
organisations

■

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

■

Other government agencies

■

advises the Minister and others on trends in complaints

■

Media

■

consults with consumers and other key stakeholders.

Established under the Health Care Complaints Act 1993,
the Commission:
■

Complaint assessment options
For further information on:

Complaint received
Advocacy & support

▼
Assessment
For further information on
Assessment, see page 30

Tailored resolution
options

Conciliation

Referral to another
organisation or
person for action
Referral to
Director-General
of Health
Investigation

Decline
2
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Advocacy and support
(Patient Support Service), see page 19
Tailored resolution options,
see page 46

Conciliation, see page 33

Investigations by other persons or
agencies, see page 33

Referrals to Director General
of Health, see page 33
Commission investigations,
see page 43
Declined complaints, see page 41

▼

HCCC Organisational Model

Commissioner

Complaint Resolution
Services

Complaint Resolution

▼
Office of the
Commissioner
■

Executive support

▼

■

Complaint assessment and
resolution processing

■

Telephone inquiry

■

Support and advocacy

■

Tailored resolution

■

Consultative resolution

■

Direct resolution

■

Investigation

■

Assessment and resolution
reviews – advice and liaison

Legal Services
■
■

Advice
Legislative review

■

Public relations

■

Prosecutions

■

Strategic projects

■

Impairment matters

■

Privacy & FOI

▼
Organisational Development &
Support Services

Corporate Services
■

Information management and information
technnology services

■

Financial services

■

Payroll services

■

Purchasing

■

Environmental management

Partnership, Quality and
Development Services
■

Partnerships with stakeholders

■

Aboriginal liaison

■

Planning

■

Policy

■

Research

■

Organisational development and performance

■

Education and training

Complaint
Resolution
Team –
Northern

Complaint
Resolution
Team –
Central and
Mid-Western

Complaint
Resolution
Team –
Southern
and
Far Western

Patient Support Service
Complaint Assessment
and Resolution Support

Clinical Advisors
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Executive summary

The Commission managed 2,718 written complaints,
4,445 telephone inquiries and 3,883 Patient Support
Service clients during the year. The Commission's
achievements during the year include:
No unallocated investigation files (approximately 250
unallocated files previously)
A significant number of older cases closed
Case management information system developed
User specifications for Casemate developed and
partnership agreements signed
Patient Support Offices successfully established in
Dubbo, Lismore and Wollongong
Relocation to more suitable accommodation

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.
Although the level of contacts decreased from the
previous year, there is no apparent reason for this.
The Commission's Patient Support Service (PSS)
effectively promotes the rights of health consumers
through support and advocacy services. 79% of the cases
where a patient support officer was directly involved,
were either resolved or partially resolved. Over 80% of
feedback survey respondents were satisfied with the
service they received and would use the service again.
Client concerns raised with the PSS highlight treatment,
quality of care and communication issues, as they have
for the past three years.
The number of written complaints received by the
Commission was comparable to the number received in
2001-02. There were slight, but statistically insignificant
increases in the number of written complaints about
fees, refusal to hand over medical records and
complaints about sexual misconduct. Clinical standards,
quality of care and business practices remained issues
most complained about.
The proportion of complaints assessed for action by
another body dropped slightly. There was a slight
increase in the proportion of complaints assessed for
direct resolution, investigation by the Commission and
complaints declined. The number of complaints
awaiting consent for conciliation remained steady.
4
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Innovative investigation and complaint resolution
models have been trialed to improve effectiveness and
timeliness of the management of complaints.
The Commission finalised 256 reviews of investigations
conducted by Area Health Services out of which 203
new actions by AHSs arose. The Commission finalised
50 investigations into health services and 337
investigations about registered health practitioners. Forty
four percent (44%) of health service investigations
resulted in comments or recommendations made to the
health services. Twenty two percent (22%) of
complaints about health practitioners resulted in action
before a disciplinary body and 9.5% of complaints were
referred to a registration authority or disciplinary action.
Appropriate disciplinary action was taken in order to
protect the public, where there were serious allegations
and evidence of departures from acceptable standards of
care. The Commission finalised 73 disciplinary and
other legal cases. Ninety-four percent (94%) of
Professional Standards Committee cases were proved.
Seventy-five percent (75%) of Tribunal and Board of
Inquiry cases were proved.
Consumer feedback

There was a slight decrease in complaints about the
Commission services. The number of complaints
equated to 1.4% (1.8% 2001-02) of all written
complaints it had received and assessed. The structure
for capturing unsolicited consumer feedback was
formalised. In response to complaints the Commission:
developed standards to ensure that assessment decisions
are clearly recorded, particularly when a complaint is
declined; refined the protocol for briefing witnesses
about the process of testing evidence and appearing at a
hearing; offered apologies; reinforced the message on
commitment to reduce delays in investigations; and
made various other changes to procedures including the
procedure of de-identifying documents.
Working with stakeholders

The Commission's stakeholders include the diverse
communities of NSW, health consumers, professionals
and services. During the year the Commission continued
to develop the active involvement of its Consumer
Consultative Committee and outreach to Aboriginal
Communities. Another major initiative included further
development of Commission’s resolution and investigation
programmes in partnership with Area Health Services.
Training has been provided to 666 health services
clinicians and managers.

The Commission made one appearance before the
Parliamentary Committee on the Health Care Complaints
Commission Inquiry into the procedures followed during
Investigations and Prosecutions undertaken by the HCCC.
The Commission has been engaged by the Council for
Safety and Quality in Health Care to carry the Turning
wrongs into rights: learning from consumer reported
incidents project on behalf of the Australia and New
Zealand Council of Health Complaints Commissioners
and the Health Issues Centre. The project aims to
improve complaints management by health care services.

will promote greater cooperation between the
Commission and the other agencies.
The Commission continued to maintain and expand its
Professional reviewers and expert advisors panel. During
the reporting period, the Commission also convened a
number of special interest clinical panels, drawing on
panel members from multidisciplinary backgrounds to
review matters of statewide concern. The Commission
was active in providing development opportunities for
staff during the reporting period and offered two key
internal programs: Resolution forum and quality
improvement training program.

Access to services

The Commission relocated in February 2003 to Central
Square. Relocation improved wheelchair accessibility
and enabled all Commission staff (except the outposted
patient support officers) to work at one location. This
has positively impacted on work flow and practices.
A position for a privacy and freedom of information
officer was created during the reporting year. The
Commission’s promotional activities have aimed to
increase accessibility to services and usefulness of
publications (on-line and print material). A number of
brochures were reviewed, translated and reprinted
during the year.
Our people

There was a slight increase in the number of people
employed by the Commission during the year. More
resources have been allocated to increase the number of
investigation and resolution officers.
Developing organisational
competence

Environmental impact

With the assistance of the Department of Public Works
and Services, the Commission identified new premises
where the existing fitout closely met its needs and
minimal demolition or new construction were needed.
This saved nearly $1M and ensured that hundreds of
metres of glass, steel and gyprock were not sent to
landfill. The Commission started using recycled paper
products for its publications during the reporting
period.
Financial reports

The Commission received $7.3M in recurrent funding
in 2002-03 from the NSW Government, an increase of
$1.4M on the previous financial year. The number of
insurance claims remained low during the reporting
period. The Commission ends this year in a strong
financial position. No significant issues were raised by
the Auditor-General regarding the Commission’s
finances.

Negotiations were conducted with a number of other
agencies about joining the Casemate partnership. A
detailed user specification document covering the
requirements of all project partners was fully developed
and tested. The Commission successfully applied for a
$290,000 grant from Office of Information Technology
to support implementation of the project.
The Commission surveyed its staff using NSW Public
Sector Workplace Climate Survey, which assesses
organisational culture and practices. The survey
addressed major issues such as leadership,
communication, equity, career opportunities and
participation in decision-making. In June 2003, the
Commission entered a Complaint Referral Agreement
and Information Sharing Agreement with the AntiDiscrimination Board, Legal Services Commission,
Ombudsman and Privacy Commission. The agreements
HCCC A N N U A L R E P O R T 2002-2003
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Five years at a glance
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Commissioner’s report

As we move toward the 10 year anniversary of the Health
Care Complaints Commission, it is timely to reflect on
the reasons that an independent statutory authority such
as the Commission exists. It is anticipated that a review of
the Health Care Complaints Act 1993 commencing in the
next reporting year will enable a long hard look at the
philosophy, policy and practices of the Commission. The
review will incorporate the outcomes of the previous
review conducted in 1996-97, and the recommendations
of the inquiries and reviews by the Parliamentary
Committee on the Health Care Complaints Commission.
It will also involve extensive consultation with all the key
stakeholders – community, the health system, health
professional registration boards, Government and others.
In 2002-03, the Commission received 2,718 written
complaints, managed 4,445 telephone inquires and,
through the Patient Support Service, assisted 3,883
clients. There were also 73 disciplinary, appeal, reregistration and other legal cases finalised in the year.
The Strategic Directions set by the Commission for
2002-05 have been rolling out to improve the way the
Commission provides complaint services to the NSW
community. The strategies identified in that plan are
divided into two key areas of endeavour: Looking out –
quality improvement and complaint resolution in the health
system; and Looking in – HCCC – a learning organisation
for organisational and individual competence and
performance. Some of the progress and achievements under
the plan are outlined below and throughout this report.
The Patient Support Service – serving
regional and rural NSW

An exciting major step in this reporting year was the
strengthening of the Commission's capacity to serve
rural and regional NSW. Three new patient support
officers were recruited and are located in Lismore,
serving the Northern Rivers region; Dubbo, serving the
Orana/Macquarie region; and Wollongong, serving the
Illawarra region. Enhancing our capacity to work closely
with rural clients has been a long-standing commitment
of the Commission. It is hoped that these officers will
make a marked difference in their communities by
providing that very important on-the-ground service.
Turning Wrongs into Rights: Learning
from consumer reported incidents

The Commission is working with the Australian
Council for Safety and Quality in Health Care (the
Council) to promote better practice in complaints
management by Australian health care services, with a
focus on using complaints to improve safety and quality.
8
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The project is the first phase of a national program to
develop and implement better practice guidelines for
complaints management in health care services. The
recommendations for future action will include
proposals for piloting and evaluation of the interim
guidelines, training modules, information technology
tools and other measures. The guidelines will be
adaptable to all types of health care services. They will
take into account relevant laws, policies and
accreditation standards and be consistent with the
Council’s National Open Disclosure Initiative.
The Commission has been engaged by the Council to
carry out the project on behalf of the Australia and New
Zealand Council of Health Complaint Commissioners,
working in partnership with the Royal Australasian
College of Physicians and the Health Issues Centre.
The project will take into account relevant national and
state policies and programs. Most state and territory
governments already have or are developing complaints
management policies for the health sector and quality
improvement programs. There are also training
programs and reporting systems to collate complaints
data. At a national level, the Council’s safety and quality
improvement programs are relevant to the project,
particularly the Open Disclosure Initiative.
The project reflects this Commission's commitment to
ensuring that consumer complaints are acknowledged as an
important source of information about adverse events and
how they might be prevented. Complaints, or ‘consumer
reported incidents’, should be treated as another part of
critical incident reporting and review. It is also part of the
Commission's commitment to build partnerships and
work cooperatively with the health system to improve the
safety and quality in health service delivery.

It is the Commission’s experience that consumer
complaints about health care services are under-utilised
in quality and safety improvement efforts. Traditionally,
complaints processes focus on the individual consumer
or their carer and the health care providers directly
involved. The outcomes of complaints are not routinely
examined and translated into broader lessons for the
health service, the health system and the community.
Good complaints management can promote quality
improvement by recognising the systemic nature of most
adverse events and by promoting open communication
with patients and carers when things go wrong.
Another essential element of good complaints
management and quality improvement is support for
health professionals and consumers during the
complaints process.
Learning the lessons to improve the
system

There have been several times in this reporting period
where I have been most concerned at the community
and media response to complaints about the quality and
safety of health care. While one cannot suggest that the
incidents are defensible and their impact diminished,
they do need to be looked at in context with a firm
commitment to ensuring that the risk of the incident
happening again is minimised. Increasingly, the
Commission’s experience and research1 show that many
of the major incidents, adverse events and problems that
arise in the provision of health care are not merely
attributable to one individual who was on the spot at
the time that the event occurred. They are often the
result of a chain of errors or failures that unless
identified and fixed will lie latent until the next time the
circumstances occur. An organisation that enables staff,
patients and their families to freely report/complain
when they recognise errors, unsafe care or even
‘near misses’ can identify and deal with these errors
and failures early. The organisation that makes it
difficult for the individual to speak out or that ‘shoots
the messenger’ is an organisation at risk.
The freedom to report and the recognition that systemic
problems may be at the heart of things going wrong
does not absolve the personal responsibility and
accountability that an individual health professional has
to perform at an acceptable standard clinically and
ethically for patients and clients. However, it does
highlight the need to carefully analyse all the causal
factors for such events before suggesting that one or
several individuals should bear the blame for an event.

James Reason, a leader in health safety reform working
in the UK with the National Health Service to build a
safer health system, makes the following points:
In aviation maintenance – a hands-on activity
similar to medical practice in many respects – some
90% of quality lapses are judged as blameless.
Effective risk management depends crucially on a
reporting culture. Without a detailed analysis of
mishaps, misses and 'free lessons', we have no way of
uncovering recurrent error traps or knowing where
the 'edge' is until we fall over it. The complete
absence of such a reporting culture within the Soviet
Union contributed crucially to the Chernobyl disaster.
Trust is a key element of a reporting culture and this,
in turn, requires the existence of a just culture – one
possessing a collective understanding of where the line
would be drawn between blameless and blameworthy
actions. Engineering a just culture is an essential
early step in creating a safe culture.2
I applaud the work being undertaken by the Institute
for Clinical Excellence in NSW and the Department of
Health in working with health services to implement
sound incident reporting systems that encourage
incident reporting in a safe environment; and in
teaching health staff the methodology of root cause
analysis to get to the underlying causes for sentinel
incidents. However, the education needs to be
expanded out into the community and the media to
ensure that they understand that true causes are unlikely
to be found by focussing on the individual act at the
end of the error chain.
There is also work to be done developing that “collective
understanding of where the line would be drawn between
blameless and blameworthy actions” so that individual
health professionals, the community at large and the
health system have an understanding of the boundaries.
The Commission has been raising this very question
with the health system and the health professional
registration authorities and welcomes the opportunity
for the discourse to continue to enable some certainty
to emerge.
Reducing the investigation backlog
and promoting early resolution

Although the Commission received 2,718 written
complaints in this reporting year, only 232 of these were
assessed as appropriate for investigation by the
Commission. This continued reduction in the number
of complaints assessed for investigation is consistent
with our aims of reserving investigation for those cases
HCCC A N N U A L R E P O R T 2002-2003
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Commissioner’s report (continued)
where the public interest will be best served, improving
the quality of investigations, and ensuring that the
Commission’s investigation load is matched by capacity
to undertake these serious matters in a timely way.
As a critical challenge in the Commission’s Strategic
Directions plan, the investigation backlog strategy has
again been a primary focus for the complaint resolution
teams with real evidence of progress. The number of
investigations finalised in this reporting year was 387, a
further improvement on the number closed last year.
However, improving the closure rate remains only one
step in this plan. Improving timeliness of investigations
is the key.
Reviewing and improving case management and
reporting methodologies around investigations have
been the other important areas in which the
Commission has invested key resources. Two important
projects have been:

Relocation and resource sharing

The Commission moved premises in February 2003 to
323 Castlereagh Street in Central Square. The new
accommodation better meets the needs of staff and
visitors. Access for people with disabilities was a major
problem in the previous building in Foveaux Street and,
despite our best efforts, the Commission was unable to
have this problem addressed. Moving has meant that
we are now able to give equitable access to all.
It is of great credit to the staff who coordinated this
major move, and the staff who participated in it, that
the relocation was achieved with minimal disruption to
the work of the Commission.

■

the case review project where investigations older
than 18 months were reviewed by a senior manager
and the investigation plan further developed to
finalise them as quickly as possible. This project
provided the basis for the development of the MiniMate case management system

The Commission has also developed a partnership with
the Department of Gaming and Racing to share some
core corporate services in line with government policy to
rationalise services in the public sector. This provides
the Commission with a stronger base for its financial
and payroll services.

■

the development of a sound case management system
that identifies key investigation milestones and is
supported by comprehensive electronic reporting for
individual investigation and resolution officers,
managers and others such as the health professional
registration boards. Mini-Mate, as the system is
known, will provide an important bridge into the
new data base that the Commission will be
introducing in the coming reporting year.

Staff climate survey

The strengthening of other complaint resolution
mechanisms or options matches this reduction in
matters being assessed for investigation. Staff
development in alternative dispute resolution remains an
ongoing commitment as we look to more timely and
productive ways of resolving complaints. Assisting
parties to sort out their differences face-to-face and
negotiate for change and improvements is a powerful
way to resolve complaints and the process is generally
much speedier.
Changes to the health professional legislation have also been
important in providing alternative mechanisms to deal with
impairment and performance issues for professionals.
Improving local complaint resolution and management
by providing education and training for the staff of
health services is another way that the Commission has
10

been active in promulgating the message that complaints
are not exotic phenomena but need to be prevented if
possible, the pre-cursors watched for, resolved speedily
and lessons learned.
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In April 2003, the Commission, using an independent
agency, conducted a survey using the NSW Public
Sector Workplace Climate Survey as the basis to seek the
views of staff on a range of key issues relating to the
Commission's organisational culture and practices. It
addressed major areas such as leadership,
communication, equity, career opportunities and
participation in decision-making.
The survey, which achieved a very gratifying response
rate of 80%, indicated that Commission staff were
positive about most aspects of the workplace climate in
2003, although identifying some very clear
opportunities for improvement.
Staff will be involved in a series of forums where the
Climate Survey results will be used to identify priorities
and strategies to inform the Commission’s corporate plan.
The results of this survey are reported more fully later in
the section of this report relating to the development of
organisational competence.

Goals for the coming year

Acknowledgements

The Commission’s major goals for 2003-04 are to:

I wish to acknowledge the continuing high level of
commitment and support from Commission staff and
the Commission’s supporters. The skills, experience and
professionalism of the Commission staff and their
preparedness to develop and change remain one of the
organisation's great strengths. The support and advice
of the Commission’s Consumer Consultative
Committee and the consumer peak bodies remains
critical.

■

finalise the job analysis and evaluation process and fill
all positions in the new structure

■

further improve timeliness of investigations and move
towards a 12-month average time for all
investigations

■

provide education and development for Commission
staff and for people managing complaints at the front
line of health services

■

improve upon and develop new partnerships with
community and health professional and service
organisations to promote resolution of complaints
and learning the lessons from consumer reported
incidents

■

Review of the Health Care Complaints Act 1993.

The cooperation and support of the Minister of Health,
the Director-General of Health, the health professional
registration authorities, health professional organisations
and health services across NSW, and the individual
health providers who provide clinical advice to the
Commission as professional reviewers and advisors are
critical to the Commission’s success and also need to be
acknowledged.
I also wish to acknowledge the feedback and
constructive criticisms made of the Commission's
services that have been received from a number of
sources. This feedback is important for the
identification of the improvements that the Commission
needs to make to the range and quality of our services
and to recognise where the Commission has met or
exceeded expectations.

1

Reason J (2000) “Human error: models and management” 320 British Medical Journal, 768 – 770.

2

Reason J op cit 768 & 769.
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Performance report for 2002-03
and aims for 2003-04
Looking out – Complaint resolution and quality improvement
in the health system
Goal A: Comprehensive and responsive complaint resolution
Aims 2002-03

Performance 2002-03

Aims 2003-04

Comprehensive complaints resolution to ensure complaints are resolved according to the nature of
the complaint and the needs of the parties
Increase use of active
investigations (on-site visits
and interviews)

■

■

■

Increase use of tailored
resolution strategies

■

■

High case loads, unallocated files and
lack of interviewing skills identified as
barriers to use of active investigative
methods
Strategies to support investigation and
resolution officers (IROs) to overcome
barriers developed and implementation
commenced
CaseMate specifications include the
ability to capture data to measure this
change

Improve the quality of investigations by:
■ Reviewing the method of recording active
investigation strategies being used by IROs
■ Implementing CaseMate
■ Improving nature of and level of contact
with health providers
■ Developing advanced investigation training
■ Improving access to information to
ensure consistency in decision making
■ Ensuring professional input at planning
and review stages
■ Ensuring appropriate supervision of staff

Increased emphasis on negotiation and
active engagement within the
investigation framework documented
Patient Support Service (PSS) developed
extensive plans to increase service
effectiveness

■

■

■

Maintain 80% resolution in
cases where patient support
officer is actively involved

■

79% of PSS cases resolved/partially
resolved (77% ‘01/02)

■

Maintain 80% resolution in cases where
PSO is actively involved

Maintain 80% client
satisfaction with PSS
assistance
Maintain appropriate use of
direct/assisted/consultative
resolution

■

Over 80% of PSS service evaluation
survey respondents were satisfied with
the service
612 complaints assessed for
direct/assisted/consultative resolution
(486 in 01-02)

■

Maintain 80% client satisfaction with
PSS assistance

■

Manage 70% of complaints by local
resolution or conciliation including PSS
using tailored resolution strategies
Develop and implement system to
collect data on direct resolution separate
from PSS data
Improve quality of telephone inquiry
service by:
■ training telephone inquiry staff in
handling difficult calls
■ training front-line staff in complaint
handling
■ broadening involvement of other
Commission staff in telephone inquiries
■ reviewing telephone inquiry system
■ implementing framework for
provision of telephone inquiry service

■

■

■
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Further increase emphasis on negotiations
and consultative resolution across all
complaint resolution mechanisms
Further develop guidelines and further
articulate PSS delivery model including
the advocacy dimension
Improve quality of PSS resolution by
equitable workload distribution and
setting the maximum target of new clients
at 400 per patient support officer (PSO)
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Aims 2002-03

Performance 2002-03

Aims 2003-04

Investigation strategy – to improve the timeliness of complaint resolution
Revise case management
framework, including a key
milestone plan for each
investigation older than
18 months

■

Continue to increase closed
investigation numbers
(363 closed in ‘01-02)

■

■

■

■

■

Case management information system
developed and implemented
All investigations over 18 months old
reviewed

■

Review supervision system for case
management, continue to develop
standards and relevant performance
indicators

Improve timeliness by:
Continuing the development of
benchmarks with other organisations
■ Ensuring professional input in planning
and review
■ Ensuring all IROs actively use case
management system and report
variations
■ Ensuring all managers actively manage
caseloads and report progress to
Assistant commissioner, complaints
resolution, monthly
■ Improving HCCC and health
registration board processes
■ Reviewing timelines and stages for
investigation progress
■ Developing protocols for prescribing
and boundary investigations
■ Ensuring all IROs attend investigation
training in first year of employment

The number of open cases from 1999
and 2000 more than halved
Increase in the number of finalised
investigations achieved
No unallocated investigation files –
reduced from approximately 250
a year ago
22% of finalised investigations about
health practitioners led to prosecution
of a complaint before a disciplinary
body. (17% 01/02) 12% led to
comments being made to the
practitioner (15% 01/02), 10% were
referred to a registration authority for
disciplinary action (13% 01/02)

■

CaseMate project – development and implementation of complaint case management software application
Functional/technical
specifications to be signed

■

Developed user specification document

■

Complete tender process

Supplier to be selected and
contract finalised

■

■

Developer to be engaged
and on-site testing
commenced

■

Negotiated and signed agreement with
project partners
The completed Expressions of Interest
for development of new software
revealed that proposed budget too low
and an expanded partnership base was
needed to bring in more funds
Conducted negotiations with various
organisations regarding joining
CaseMate project. Concluded
agreement with ACT Health
Department to further develop and
align project with their Consumer
Feedback Project requirements
Negotiated and signed expanded
partnership agreement
Applied for and received project funding
from Office of Information Technology

Develop and sign contract for software
development
Engage with developer to complete
functional specifications and carry out
acceptance testing of new application
Implement change management process
to prepare staff for new application
environment

■

■

■

Mini-Mate program to be
developed and
implemented

■

■

■

Developed and implemented Mini-Mate
as bridging strategy to increase support
for transition to full case management
system
HCCC A N N U A L R E P O R T 2002-2003
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Performance report for 2002-03
and aims for 2003-04 (continued)
Aims 2002-03

Performance 2002-03

Aims 2003-04

Fair prosecution – to ensure that prosecutions are fair, ethical and comply with Commission
guidelines
No adverse criticisms to be
made by disciplinary and
appellant bodies about
Commission conduct of
prosecutions

■

1 criticism made by a disciplinary body.
Case reviewed but no further action
required. The practitioner lodged a
complaint with an external agency but
the complaint was dismissed

■

No adverse criticisms to be made by
disciplinary and appellant bodies about
Commission conduct of prosecutions

■

Less than 10% of parties to complain
about Commission conduct of
prosecutions

Less than 10% of parties to
complain about
Commission conduct of
prosecutions

Quality reviews to be
conducted at conclusion of
all disciplinary actions and
recommendations made to
improve complaint
resolution process

■

All finalised cases reviewed with a view
to analysing and improving complaint
resolution processes

■

Quality reviews to be conducted at
conclusion of all disciplinary actions
and recommendations made to improve
complaint resolution process

Directions by disciplinary
and appellant bodies to be
complied with by
Commission within
deadlines

■

Directions complied with within times
set, including where it was necessary to
reset timeframes

■

Directions by disciplinary and appellant
bodies to be complied with by
Commission within deadlines

Ensure disciplinary action
results in protective orders
where appropriate.

■

Appropriate orders made in cases where
complaints proved

■

Ensure disciplinary action results in
protective orders where appropriate

Identify relevant principles, standards,
quality and safety information from
decided cases, and impart appropriately
internally and to relevant external agencies

14

HCCC A N N U A L R E P O R T 2002-2003

Goal B: System wide safety and quality in health care
Aims 2002-03

Performance 2002-03

Aims 2003-04

Systemic change – to promote improvement in both provision of health care and resolution of
complaints about health care
Increased number of
innovative complaint
resolution methodologies to
be used for serious
complaints about health
system and health services

Ensure disciplinary action
results in protective orders
to address systemic issues
where appropriate

■

Methodologies developed and utilised to
suit issues of complainants, needs of
parties and public interest

■

Lessons learnt from complaints
transferred into systemic change where
indicated

■

44% of health service investigations
resulted in comments or
recommendations being made to the
health service (51% ‘01/02)

■

Reviewed 256 AHS investigations out
of which 203 new actions by AHSs
arose

■

Appropriate orders made in cases where
complaints proved to address systemic
issues raised

■

Develop systematic tool to routinely
identify cases at assessment, during
investigation and at end of
investigation/prosecution that have
systemic quality and safety implications.
Include tool in CaseMate

■

Identify and adopt appropriate models
for PSS, S26 matters, consultative
resolution and investigations using
active engagement and resolution
approaches

■

Develop data collection tool to capture
and follow-up recommendations for
systemic improvement

■

Develop system for monitoring
implementation of Commission
recommendations

■

Identify relevant principles, standards,
quality and safety information from
decided cases, and impart more
systematically within the Commission
and to relevant external agencies

Resolution training – to train Commission and AHS staff in complaint resolution techniques
Engage second education
and development officer

■

Second officer engaged

Expand training to private
health practitioners

■

Trainers fully engaged in roll-out of
public health system training
Some negotiations begun with
practitioner bodies and private hospitals

■

Undertake survey of private health
sector training needs and identify
strategy to respond to needs

■

90% of participants to rate
training as "relevant” or
better

■

88% of participants rated training as
“relevant” or better

■

Achieve 90% rating of training as
"relevant" or better

90% of complaint
resolution staff at
Commission trained in
investigation and resolution
strategies

■

Staff attended internal and external
training (See p 77 in this report)

■

Develop cross divisional internal
training and development program
Conduct needs analysis for training and
development to support core business
processes

■

HCCC A N N U A L R E P O R T 2002-2003
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Performance report for 2002-03
and aims for 2003-04 (continued)
Aims 2002-03

Performance 2002-03

Aims 2003-04

Regional services – to expand the service provided to people in rural and regional NSW
PSOs to be established in
Northern Rivers, Illawarra
and Macquarie Area Health
Services

■

PSOs successfully established in the
three areas

■

■

■

Strengthen links between
complaint resolution team
staff and rural and regional
communities

■

Complaint resolution team managers
met Area Health Service (AHS) Chief
Executive Officers; Commission staff
visited AHSs and met key personnel;
Commission staff presented talks about
role and function to AHSs

■

Support and consolidate the three new
positions
To enable comprehensive promotion of
service by limiting new clients per
regional PSO to 250
Develop strategies to reduce effects of
geographic isolation on PSOs
Continue activity on planned and ad
hoc basis to further achieve benefits of
geographically based team structure

Aboriginal Liaison – to promote Commission services to Aboriginal communities
Information relevant to
Aboriginal communities
included on Commission
website

■

Information developed

■

Post new content as part of new website
format

Information kit to be
developed and distributed
to all Aboriginal medical
services

■

Prototype kit developed and distributed
on request and during
presentations/promotions

■

Further develop kit

Develop and implement an
Aboriginal outreach plan

■

Outreach plan developed and
implemented
Outreach conducted with 12 Aboriginal
organisations and community groups
Resolution training for Aboriginal
health workers reported on page 63

■

Conduct outreach with 20 community
groups and organisations
Publish 2 articles in Aboriginal Health
Worker Journal or other media
Liaise with Aboriginal workers in other
government agencies
Complete trend analysis on complaints
raised by Aboriginal people
Initiate strategies to improve
identification of complaints and
concerns raised by Aboriginal people

■

■

■

■

■

Cultural awareness training
provided for Commission
staff

■

■

2 cultural awareness training sessions
held for Commission staff
One-on-one cultural awareness training
provided on ongoing basis

■

Ethnic community service to increase access to Commission services
Information to be produced
in relevant community
languages on complaints
process, consumer rights
and responsibilities and
PSS

■

■

■

Website content in
community languages
reviewed and improved
16

■

Multicultural Health Communications
Unit of Department of Health advised
that current Complaint guide too long
and complex for translation
How to get the best from your health service
translated into 8 community languages
Information on PSS translated into 23
languages
Website content reviewed
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■

■

■

■

Produce complaints process information
in format suitable for translation and
commence translations
Promote translated material amongst
diverse community groups
Plan consultations and seek partnerships
with diverse community groups
Post new content as part of new website
format

Looking in – HCCC – a learning organisation for organisational
and individual competence and performance
Goal C: Developing organisational competence and performance
Aims 2002-03

Performance 2002-03

Aims 2003-04

Staff development – enhance the Commission’s skill and knowledge base to ensure optimal service
provision
Competencies required for
positions identified in
position descriptions

■

17 position descriptions written
including details of knowledge, skills
and abilities required for each position

■

Staff training needs assessed
through SPEADS and
training providers identified

■

Training provided for staff according to
priorities identified in corporate plan

■

Training in alternative
dispute resolution (ADR)
available for all staff involved
in complaint resolution and
information provision

■

ADR training sessions run for
Commission staff

■

Ensure complaint resolution team staff
attend regular resolution training

12 staff trained as job analysts and
10 trained as job evaluators
Implementation interrupted by
Commission relocation – delegation not
received

■

Complete job evaluation
implementation and receive delegation

At June 30 all but 5 positions were
filled, many only on a temporary basis

■

Fill 90% of positions on a permanent
basis

■

Complete remaining 19 position
descriptions
Implement Staff Performance
Enhancement and Development System
(SPEADS) for all staff
Assess staff training needs through needs
analysis and from SPEADS agreements

Restructure implementation
Delegation to classify and
grade positions to be
received from Premier's
Deparment following the
introduction of job
evaluation to the
Commission

■

Recruitment action to be
commenced for all positions

■

■

Service evaluation – to establish a service evaluation framework for the Commission
Looking in: Climate survey
to be conducted

■

Climate survey conducted April 2003

■

Convene staff forums for input into
plan

Develop a plan to
implement changes
recommended in survey
results and commence
implementation.

■

Final report received late May and key
issues identified (for more information
see page 75)

■

Develop and implement plan

Performance indicators
identified for key processes

■

Corporate Plan incorporated
performance indicators

■

Looking out: Stakeholder
feedback process established

■

Commission to systematically record
and monitor unsolicited feedback
Act review project officer position
established and recruitment commenced

■

Improved indicators of Commission
service effectiveness identified and
implemented
Improve client feedback mechanisms
through project officer working with the
parliamentary committee
Ensure project officer consults with key
stakeholders

■

■

HCCC A N N U A L R E P O R T 2002-2003
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Performance report for 2002-03
and aims for 2003-04 (continued)
Goal D: A good place to work
Aims 2002-03

Performance 2002-03

Aims 2003-04

Occupational Health & Safety (OH&S) – to improve the safety of premises and environment
for staff
Accommodation to be
expanded to accommodate
increased staff numbers

■

Relocation completed

Consultation mechanisms
and risk assessment, to
comply with OH&S Act
2001, completed

■

Staff voted to have OH&S
representative rather than a committee representative endorsed by staff
2 staff attended WorkCover accredited
OH&S committee member training
1 staff member trained in OH&S
auditing and audit conducted

■

■

■

Develop OH&S plan from audit results

Environmental management – to implement the Government Energy Management Plan and
Waste Reduction and Purchasing Plan (WRAPP)
Reduce greenhouse gas
emissions

Reduce paper consumption

18

■

■

Greenhouse gas emissions increased due
to inefficient temporary accommodation
New premises more energy efficient,
with double glazed windows, internal
stairs and lights on timers

Join Government Energy Contract,
including Green Power, to reduce
greenhouse gas emissions

■

Recycled paper used for publications

■

Expand use of recycled paper

■
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“
”

Information, resolution and complaints

Telephone inquiries

First point of contact – the
Commission telephone inquiry officer

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

Mrs S contacted the Commission through the
telephone inquiry service. Her husband Mr S had a
series of pathology tests and their general practitioner
had refused to give him the results.
While some time had elapsed since the tests were
done, Mrs S was concerned at the doctor’s attitude
and his refusal to even explain the reasons for not
providing this information to Mr S.

Figure 1 shows inquiries handled by the telephone
inquiry officers. It does not include calls of an
administrative nature or calls to the Patient Support
Service. The Commission received 4,445 telephone
inquiries in 2002-03, 16% fewer than in 2001-02
(5,310). There is no apparent reason for the drop in
the number of telephone inquiries.

The Commission staff member taking the call
explained to Mrs S how she could go about obtaining
the relevant health care records from the general
practitioner. The telephone inquiry officer (TIO) also
posted a copy of the Commission’s brochure
“How to obtain your medical records” to Mrs S
to assist her.
Mrs S was keen to go back to their doctor and to try
and obtain the information that her husband required,
now that she was more familiar with what they were
entitled to expect.

Figure 1
Number of telephone inquiries
received
7000
6000

The TIO also provided advice about the Commission’s
Patient Support Service should Mrs S require further
assistance in dealing with this matter.
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The Patient Support Service
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:

3000
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■

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.
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Figure 2
Number of PSS clients
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In 2002-03, the PSS provided a service to 3,883 people
with health concerns, a slight increase on the previous
year. During the same period, the PSS closed 3,729
files, some of which had been opened in previous
financial years. Figure 2 shows the number of people to
whom the PSS has provided services in the past three
reporting years.
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The results of the 2002-03 client satisfaction survey
show that 82.1% of clients were satisfied with the
service received from PSS, which is higher than the
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performance target of 80% satisfaction. For more
information see the section on consumer feedback on
page 61.
Clients obtained information about the PSS from a
variety of sources, though primarily through the

(continued)

Commission. Table 1 details how clients found out
about the PSS.
Telephone inquiry officers or the Commission’s
Assessment Committee referred the majority of clients
(74%) to the PSS. Telephone inquiry officers refer people

Table 1
How clients found out about the PSS 2000-01 to 2002-03

2000-2001
No.
%
HCCC

2001-2002
No.
%

2002-2003
No.
%

2,727

67.2%

2,644

68.8%

2872

74.0%

PSS promotion

557

13.7%

570

14.8%

466

12.0%

Other/not known

446

11.0%

334

8.7%

241

6.2%

Health provider/facility

129

3.2%

132

3.4%

131

3.4%

Government body

70

1.7%

60

1.6%

80

2.1%

Directories

60

1.5%

49

1.3%

44

1.1%

Consumer organisation

50

1.2%

42

1.1%

37

1.0%

Member of Parliament

17

0.4%

11

0.3%

12

0.3%

4,056

100.0%

3,842

100.0%

3,883

100.0%

Total

This total is based on the files opened during the financial year.

Table 2
Category of concern raised by PSS clients 2000-01 to 2002-03

2000-2001
No.
%
Clinical standards/treatment

2001-2002
No.
%

2002-2003
No.
%

1,437

27.3%

1,710

29.2%

1,300

24.5%

Quality of care

804

15.3%

818

14.0%

834

15.7%

Clinical standards/communication

856

16.2%

919

15.7%

798

15.1%

Clinical standards/other

335

6.4%

313

5.3%

492

9.3%

Business practices

341

6.5%

504

8.6%

460

8.7%

Miscellaneous

519

9.8%

436

7.4%

428

8.1%

Patient rights

266

5.0%

391

6.7%

386

7.3%

Clinical standards/diagnosis

277

5.3%

319

5.4%

260

4.9%

Prescribing drugs

108

2.0%

149

2.5%

124

2.3%

Provider-patient/client relationship

98

1.9%

92

1.6%

85

1.6%

Other

93

1.8%

59

1.0%

57

1.1%

Waiting list

36

0.7%

48

0.8%

40

0.8%

Complaints management

102

1.9%

100

1.7%

37

0.7%

5,272

100.0%

5,858

100.0%

5,301

100.0%

Total*

Other: 2002-2003: Other unenthical/Improper conduct 31; Fraud 14; Impairment 6; Resources 5; Re-registration 1.
* This total is based on the 3883 files opened during the financial year. It differs from the total number of clients because some
clients raised more than one concern.
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Table 3
Type of service provided by PSS 2000-01 to 2002-03

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Support & Assisted Advocacy

3,006

70.9%

3,071

79.0%

3,059

79.1%

Information only

1,235

29.1%

815

21.0%

808

20.9%

Total*

4,241

100.0%

3,886

100.0%

3,867

100.0%

* This total is based on the 3729 files closed during the financial year. It differs from the total number of clients because some
clients raised concerns about more than one provider

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 write a
letter of complaint. The Assessment Committee also
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.

Figure 3
Type of service provided by PSS
2002-2003

Information only
21%

Table 2 shows the types of concerns raised by PSS
clients. The standard of treatment received was the
major source of concern, as it has been for the past three
years. This category of complaint includes issues such as
inadequate or incorrect diagnosis, inadequate or
incorrect treatment, infection control, and the quality of
medical records. Most people sought explanations about
what went wrong, and assurances that it would not
happen to others.
Quality of care forms the second largest category of
concern. Inadequate nursing care in hospitals and
nursing homes was the primary issue raised in this
category followed by concerns about admission and
discharge procedures.
Another significant category of concern was
communication. This category includes rude/insensitive
communication, incorrect/misleading communication,
and failure to provide information. People regularly
complain that health professionals do not explain issues
clearly enough, or are dismissive when more
information is sought.
The PSS provides information and assisted advocacy.
The PSS works with both the consumer and the
provider to tailor a resolution strategy that 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.

Support & Assisted
Advocacy 79%

The 79% of clients whose issues were finalised during
the year were provided with either support or assisted
advocacy services. ‘Support’ means:
■

listening

■

clarifying issues

■

assisting people to identify the most appropriate
option for resolution.

‘Assisted advocacy’ may include:
■

arranging and/or attending resolution meetings
between the consumer and the health service

■

assisting with letter writing

■

locating health services that address the client’s needs.
HCCC A N N U A L R E P O R T 2002-2003
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(continued)

Table 4
PSS outcomes 2000-01 to 2002-03

2000-2001
No.
%
Resolved

2001-2002
No.
%

2002-2003
No.
%

1,699

33.4%

1,785

36.0%

1819

39.3%

Client pursued with another body/person 1,400

27.5%

1,060

21.4%

1101

23.8%

Partial resolution

775

15.2%

958

19.3%

653

14.1%

Not resolved

389

7.6%

427

8.6%

460

9.9%

No contact or patient declined involvement 658

12.9%

526

10.6%

410

8.9%

Unable to be resolved

168

3.3%

199

4.0%

181

3.9%

Other

0

0.0%

0

0.0%

5

0.1%

Total*

5,089

100.0%

4,955

100.0%

4,629

100.0%

* This total is based on the 3729 files closed during the financial year. It differs from the total number of concerns as more than
one outcome code may be recorded

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.
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 simple or may involve research.

Complaint outcomes 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’ and ‘unable
to be 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, 79.5% of matters were resolved or partially
resolved compared with the performance target of 80%.
Figure 4
Results of PSS service provided
2002-2003
Not resolved/
Unable to be resolved
21%

Data collected from the satisfaction survey show that
31.3% of clients had one or two contacts with the PSS,
33.1% had three to four contacts, and 29.5% had five
or more contacts. Six percent (6%) 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 for 2002-03 reflects the
number of outcomes recorded on the 3,729 files that
were closed in the reporting year. 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.
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Resolved /
Partially resolved
79%

A relatively small percentage (9.9%) of concerns was
recorded as ‘not resolved’ for reasons including:
■ client expectations were unable to be met
■ disagreement on the facts
■ the options for resolution were not acceptable to the
client or provider
■ 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

■

information relating to a third party could not be
obtained.

In other matters, the patient support officer may have
assisted the consumer to develop a resolution strategy
that the consumer then carried out. In these matters, the
patient support officer rarely knows the outcome for the
consumer. Where this occurs, the patient support officer
involvement is categorised as ‘client pursued with
another body/person’. This outcome was recorded in

Table 5
PSS concerns by location and service sector 2000-01 to 2002-03

AHS
Central Coast AHS
Central Sydney AHS

2000-2001 2001-2002
Total No.
Total No.
153
121

Public1
57

2002-2003
Private2
Other3 Total No.
74
4
135

360

317

163

134

32

329

Corrections HS

57

52

121

1

36

158

Far West AHS

27

20

13

10

0
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Greater Murray AHS

83

60

34

48

3

85

Hunter AHS

313

331

142

164

25

331

Illawarra AHS

132

141

64

75

8

147

Interstate/Out of State

11

11

2

1

1

4

Macquarie AHS

32

50

19

25

0

44

Mid North Coast AHS

78

126

77

66

3

146

Mid Western AHS

54

52

35

19

3

57

New England AHS

58

57

28

22

2

52

Northern Rivers AHS

108

100

57

70

2

129

Northern Sydney AHS

547

576

151

285

22

458

Not known

331

164

18

43

39

100

South Eastern Sydney AHS

693

533

228

377

7

612

South Western Sydney AHS

432

463

203

199

14

416

69

92

34

42

4

80

Wentworth AHS

143

171

62

57

12

131

Western Sydney AHS

510

447

228

202

74

504

4,191

3,884

1,736

1,914

291

3,941

Southern AHS

Total*

* This total is based on the 3883 files opened in the financial year. It 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 e.g. 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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24% of cases. Ninety-one percent (91%) of people who
were offered the PSS used the service. In a small number
of cases (9%), the client could not be located by the
patient support officer, or the client decided against
using the services of the PSS.
Table 5 on the previous page breaks down the concerns
raised with the PSS by health service location and type
of service (public, private, non-government or other).
Patient support officer supports
client to draft a successful mental
health treatment plan
Ms Z contacted the patient support officer with a
number of concerns about the mental health
services provided to Ms C, Ms Z's adult daughter
living with Ms Z.
Ms C has had a lengthy history of mental illness and
a number of hospital admissions. Ms Z’s main
concern was that when Ms C was becoming unwell,
the mental health team was not able to respond
quickly enough. On the last occasion she felt that it
had taken a long time before Ms C received the
treatment she needed, and that she finally had to be
admitted to hospital against her will.

(continued)

■ identify the risks of ‘harm’ in Ms C’s situation when

she is unwell (which fulfilled the criteria of the
Mental Health Act), eg when Ms C stopped eating
■ produce an individual contract for Ms C which

outlined the information the mental health team
could share with Ms Z
■ facilitate Ms C’s contact with the community-

based mental health consumer support workers
■ offer family education and support
■ make an offer of support and training about the

Mental Health Act to the psychiatric registrar
■ clarify the policy on home visits – home visits were

to be offered as part of acute or assertive
community care.
Ms Z contacted the patient support officer again 14
months later to say that Ms C had just been through
another period of ‘unwellness’, but had been offered
an assertive community treatment service and had
not needed to go to hospital.
Ms C is now working as a consumer advocate parttime and Ms Z is on a carers’ committee at the
community mental health service.

Ms Z sought community mental health services for
Ms C so that future hospital admissions could be
prevented.
The patient support officer assisted Ms Z to write a
letter to the mental health service outlining her
concerns and requesting a meeting with the
service. Ms C was also involved in the discussion
about the letter.
Ms C’s main issue was to find a way to prevent
another hospital admission. The first time Ms C was
in hospital, she had thought about harming herself to
get away. The last time Ms C was in hospital, she
was afraid of being attacked by a male patient who
kept pursuing her in a sexually inappropriate way. Ms
C also stated she would like some contact in the
community with other mental health consumers.
A meeting was arranged with Ms Z, Dr N, the mental
health service manager, and the patient support
officer. Ms C decided not to attend the meeting but
was kept informed about the issues and the
outcome.

Written complaints
Complaints received

In 2002-03, the Commission received 2,718 written
complaints. Figure 5 shows the number of complaints
received by the Commission for the last three reporting
years. The Commission received 45 (1.7%) more
complaints in the reporting period than it did the year
before.
Figure 5
Number of complaints received
3000
2888
2500

At the meeting it was agreed that Dr N would
develop a plan with Ms C, which would:

2000

■ identify the early warning signs of Ms C’s illness –

1500

2673

2718

2001-2002

2002-2003

the family would have input into this process
■ devise an early response plan with Dr N and the

1000

mental health service if it was felt that Ms C was
becoming unwell

500
■ develop an acute care plan with Ms C which

outlined what services could be offered in the
community if Ms C did become unwell
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2000-2001

Table 6
Complaints received by category 2000-01 to 2002-03

2000-2001
No.
%
Clinical standards

2001-2002
No.
%

2002-2003
No.
%

1,463

50.7%

1,404

52.5%

1357

49.9%

Quality of care

465

16.1%

337

12.6%

498

18.3%

Business practices

261

9.0%

248

9.3%

289

10.6%

Prescribing drugs

157

5.4%

124

4.6%

115

4.2%

Provider-consumer relationship

134

4.6%

95

3.6%

103

3.8%

Patient rights

114

3.9%

104

3.9%

101

3.7%

Impairment

84

2.9%

91

3.4%

82

3.0%

Other unethical/improper conduct

50

1.7%

89

3.3%

79

2.9%

Fraud

58

2.0%

35

1.3%

49

1.8%

Complaints management

16

0.6%

26

1.0%

16

0.6%

Miscellaneous

26

0.9%

85

3.2%

9

0.3%

Character

23

0.8%

10

0.4%

8

0.3%

Waiting lists

17

0.6%

10

0.4%

6

0.2%

Resources

1

0.0%

11

0.4%

6

0.2%

Operative complication

19

0.7%

4

0.1%

0

0.0%

2,888

100.0%

2,673

100.0%

2,718

100.0%

Total

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 shows 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 areas of
concern to complainants.
Each category of complaint covers various types of
complaints. Table 7 provides a further breakdown of the
primary complaint category by type in 2002-03.
When taken together, rude/insensitive communication,
incorrect/misleading communication and no
communication comprise the most complained about
issue, with a total of 303 complaints.

records increased by 4 to 16. This change is so
numerically small that it is unlikely to indicate any
change in practice. The total number is equivalent to
that received in 2000-01 (17).
Complaints about sexual harassment, sexual assault,
sexual relationships, inappropriate relationship and
inappropriate examination/treatment increased by 31%.
While this appears to be a large increase in percentage
terms, the increase is small numerically (21 complaints).
In the past three years, the numbers of this type of
complaint have oscillated within this kind of range. The
change does not indicate a significant trend. Table 8
shows a breakdown of complaints received about health
services.

There was a steady rise in complaints about fees.
Complaints about fees have increased in the past three
years from 69 to 84 to 115 in 2002-03.

The number of complaints received about health
services (902) is similar to that of 2001-02 (918).
Complaints about public hospitals decreased by 62
(14%), continuing a trend begun in 2000-01. The
number of complaints about psychiatric hospitals
increased by 13 (27%), a small numerical change.

The number of complaints concerning hospital
admission on mental health grounds remained steady at
30. Complaints about refusal to hand over medical

Complaints which are coded ‘other’ are generally not
about health services. Details of complaints in this
category are detailed in Table 8.
HCCC A N N U A L R E P O R T 2002-2003

25

Information, resolution and complaints

(continued)

Table 7
Breakdown of category of complaints received 2002-2003

Clinical Standards
Treatment – Inadequate
Communication: Insensitive/Rude
Diagnosis – Inadequate/Incomplete
Treatment – Incorrect
Adverse Treatment Outcomes
Diagnosis – Incorrect
Communication: Incorrect/Misleading
Communication – Nil
Delay in Treatment
Refusal to Treat
Consent
Delay in Attending
Refusal to Attend
Infection Control
Competence
Diagnosis – Nil
Medical records – Nil
Failure to follow-up results
Medical records – quality
Prosthetic Devices
Experimental Treatments
Innovative Treatment
Medical records – incomplete
Quality Of Care
Institutions/Hospital Practice
Inappropriate Care
Standards of Care: Facilities
Inappropriate admission (Mental Health)
Administrative Practice
Standards of Care: Hygiene
Inappropriate Discharge
Premature Discharge
Refusal to Admit
Inappropriate Admission
Inappropriate Transport
Statutory Compliance
Delay in Admission
Delayed transfer
Inadequate/un-qualified personnel
Delayed transport
Refusal to Discharge
Infection Control Breach
Business Practices
Fees
Medico-Legal Reports
Medical Certificates
Inappropriate Commercial Activities
Refusal to hand over medical records
Medico-legal report – inadequate/incorrect
Medico-legal report – rough/inadequate
Commercial Advertising
Medico-legal report – nil communication
Death/ Other Certificate
Medico-legal report – fraud
26
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1,357
229
188
164
157
143
109
62
53
44
40
38
27
23
20
18
11
7
6
5
4
3
3
3
498
158
105
68
30
29
27
25
12
10
7
5
5
4
4
4
2
2
1
289
115
52
32
22
16
14
10
8
6
4
4

Clinical Advertising
Debt Collection
Prescribing Drugs
Wrong/Incorrect Prescribing
Administration
Dispensing
Over Prescribing
Illegal Prescribing
Diversion
Provider-Patient/Client Relationship
Inappropriate Examination/Treatment
Sexual Assault
Physical Assault
Sexual Relationship
Inappropriate Relationship
Sexual Harassment
Sex for Favour
Patient Rights
Breach of Confidentiality
Access to Records/Reports
Personal Privacy
Discrimination
Records: Accuracy
Impairment
Drugs
Mental/Physical Capacity
Age
Breach of Conditions
Language
Other Unethical Improper Conduct
Inappropriate professional conduct
Acts of Dishonesty
Fraud
Holding Out/Misrepresentation
Falsification/Fabrication/Plagiarism
Overservicing
Extraordinary Claims
Financial Inducement/Advantage
Complaints Management
Dissatisfaction with process/outcome
No/Insufficent Information
Delay/no response
Retaliation/staff attitude
Miscellaneous
Provide Information
Notification
Type to be determined
Character
Conviction/Offence under legislation
Breach of conditions
Resources
Resources
Waiting List
Waiting List
Total

3
3
115
36
29
24
12
9
5
103
32
29
14
12
11
4
1
101
39
28
16
10
8
82
42
29
6
4
1
79
62
17
49
25
11
5
4
4
16
7
5
3
1
9
5
2
2
8
6
2
6
6
6
6
2,718

Complaints received about public hospitals are further
broken down by Area Health Service in Table 9 overleaf.
Comparative data on the number of admissions, nonadmitted patient services, and emergency department
attendances are included to provide some context for the
statistics. These figures highlight the small number of
complaints made to the Commission given the high
volume of services delivered.
Complaints received about public and private hospitals
analysed by service area are reported in Table 10 on page
29. There was a small decrease (5) in the number of
complaints made about emergency departments, and a

similar increase in complaints about mental
health/psychiatry. There was no change in the number
of complaints made about obstetrics.
Table 11 on page 30 records the number of complaints
received about health practitioners analysed by profession
together with comparative data from previous years.
There was an overall increase of 59 (3%) in the number
of complaints received regarding health practitioners.
There was an increase in complaints about medical
practitioners, nurses, dentists, psychologists,
optometrists, dental technicians and prosthetists.

Table 8
Complaints received about health services 2000-01 to 2002-03

Facility

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Public hospital

503

56.0%

458

49.9%

396

43.9%

Other*

82

9.1%

92

10.0%

74

8.2%

Private hospital

67

7.5%

61

6.6%

71

7.9%

Psychiatric hospital

23

2.6%

49

5.3%

62

6.9%

Nursing home

48

5.3%

46

5.0%

47

5.2%

Medical centre

44

4.9%

42

4.6%

35

3.9%

Community Health Service

22

2.4%

33

3.6%

32

3.5%

Corrections Health Service

20

2.2%

18

2.0%

32

3.5%

Area Health Service

13

1.4%

20

2.2%

25

2.8%

Pathology centres/labs

19

2.1%

11

1.2%

19

2.1%

Ambulance Service

7

0.8%

20

2.2%

17

1.9%

Radiology practice

17

1.9%

8

0.9%

17

1.9%

Pharmacy

11

1.2%

15

1.6%

14

1.6%

Day procedure centre

3

0.3%

4

0.4%

13

1.4%

Private medical practice

6

0.7%

11

1.2%

10

1.1%

Dental unit - public

10

1.1%

16

1.7%

8

0.9%

Department of Health

3

0.3%

4

0.4%

8

0.9%

Hostel - aged

0

0.0%

2

0.2%

8

0.9%

Methadone Clinic

0

0.0%

0

0.0%

5

0.6%

Optometrist Practice

0

0.0%

2

0.2%

5

0.6%

Nursing agency - district / community

1

0.1%

6

0.7%

4

0.4%

899

100.0%

918

100.0%

902

100.0%

Total

* Other: 2002-2003: Men's health clinic 3; Alternative health service 2; Boarding house 2; Early childhood clinic, eg,baby health
centre 2; Hostel - other 2; Physiotherapy clinic - private 2; Private Psychiatric Hospital 2; Women's health centre 2; Chiropractic
practice 1; Dental surgery - private 1; Domestic residence 1; Drug & alcohol service 1; Family planning clinic 1; Group home mental health 1; Health fund - private 1; Health fund - public 1; Sexual assault service 1; Waiting lists 1; no code available 47.
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(continued)

Table 9
Complaints received about public hospitals by Area Health Service 2000-01
to 2002-03

Region

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Admissions

2002-2003
NonAdmitted
Patient
Services

Emergency
Department
Attendance

Central Coast AHS

20

4.0%

17

3.4%

23

5.0%

70,568

931,778

49,938

Central Sydney AHS

45

8.9%

45

9.0%

36

7.9%

130,309

1,714,511

94,102

Far West AHS

3

0.6%

7

1.4%

3

0.7%

10,939

259,945

47,881

Greater Murray AHS

24

4.8%

11

2.2%

18

3.9%

53,966

747,494

151,979

Hunter AHS

38

7.6%

35

7.0%

19

4.1%

105,832

1,744,943

179,779

Illawarra AHS

34

6.8%

32

6.4%

30

6.6%

76,403

1,255,504

109,971

Interstate/Other**

4

0.8%

27

5.4%

5

0.7%

N/A

N/A

N/A

Macquarie AHS

13

2.6%

9

1.8%

10

2.2%

28,633

358,035

64,817

Mid North Coast AHS

15

3.0%

6

1.2%

25

5.5%

55,641

813,305

124,863

Mid Western AHS

14

2.8%

20

4.0%

10

2.2%

43,573

619,607

120,522

New England AHS

11

2.2%

8

1.6%

9

2.0%

46,017

496,207

82,008

Northern Rivers AHS

19

3.8%

20

4.0%

19

4.1%

65,401

842,166

156,739

Northern Sydney AHS

44

8.7%

43

8.6%

38

8.3%

101,085

1,974,282

122,144

South Eastern Sydney AHS 85

16.9%

81

16.1%

74

16.2%

173,947

3,549,516

211,506

South Western Sydney AHS 43

8.5%

43

8.6%

42

9.2%

139,499

2,177,019

164,807

Southern AHS

7

1.4%

18

3.6%

15

3.3%

32,839

666,289

98,244

Wentworth AHS

16

3.2%

22

4.4%

22

5.2%

51,554

710,802

56,337

Western Sydney AHS

68

13.5%

58

11.6%

60

13.1%

130,271

2,337,089

184,935

Total

503 100.0%

458 * 100.0% 1,316,477

21,198,492

2,020,572

502 * 100.0%

* Includes Psychiatric hospitals not included in previous years.
Figures provided by AHS.
** Includes The Children's Hospital, Westmead, Hawkesbury Hospital, and Port Macquarie Base Hospital.

There was a decrease in complaints about pharmacists,
physiotherapists, chiropractors and podiatrists. The drop
in the number of complaints about pharmacists was
significant.
Few complaints were about alternative health care
providers. The complaints this year included:
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■

a traditional Chinese medicine practitioner holding
out to be a medical practitioner

■

three unregistered persons offering ‘chiropractic’ work

■

dissatisfaction with treatment using the EQ4 Listen
system for eczema

■

the amount of money charged for natural therapies
and lack of receipts

■

a traditional Chinese medicine practitioner providing
false medical certificates
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■

poor infection control by a traditional Chinese
medicine practitioner in treating haemorrhoids.

Table 12 on page 31 reports on the categories of
complaints received about registered health
practitioners. The number of practitioners registered in
each category at the end of the financial year have been
included to provide a context for the complaint figures.
Few formal complaints are made about registered health
practitioners relative to the numbers in each profession.
Table 13 on page 31 highlights who has made or referred
a complaint to the Commission. In 2002-03 there was a
decrease in the number of complaints made by health
consumers themselves, and an increase in the number of
complaints made by family and friends. There appears to
be no special significance in this change as the
proportion of complaints from consumers remains high.

Table 10
Complaints received about public and private hospitals analysed
by service area 2002-2003

Public

Private

Service Area

No

%

No

%

Accident and Emergency

135

29.5%

3

4.2%

Administration – General

9

2.0%

2

2.8%

Anaesthesia – Other

3

0.7%

2

2.8%

Cardiology

7

1.5%

2

2.8%

Dermatology

4

0.9%

0

0.0%

Drugs – Administration

3

0.7%

0

0.0%

General Medicine

4

0.9%

1

1.4%

Gerontology

16

3.5%

2

2.8%

Gynaecology

3

0.7%

2

2.8%

Infectious Diseases

3

0.7%

0

0.0%

Intensive Care

9

2.0%

1

1.4%

Mental Health

36

7.9%

3

4.2%

Neurology

3

0.7%

1

1.4%

Obstetrics

19

4.1%

5

7.0%

Oncology – Medical

6

1.3%

2

2.8%

Opthalmology

4

0.9%

0

0.0%

Other*

64

14.0%

20

28.2%

Paediatric Medicine

10

2.2%

0

0.0%

Palliative Care

8

1.7%

1

1.4%

Psychiatry

50

10.9%

3

4.2%

Public Health

8

1.7%

1

1.4%

Radiology

3

0.7%

0

0.0%

Rehabilitation Medicine

0

0.0%

3

4.2%

Renal Medicine

6

1.3%

0

0.0%

Rheumatology

3

0.7%

0

0.0%

Surgery – Cardiothoracic

3

0.7%

0

0.0%

Surgery – General

26

5.7%

12

16.9%

Surgery – Orthopaedic

10

2.2%

3

4.2%

Surgery – Urology

3

0.7%

2

2.8%

458

100.0%

71

100.0%

Total

"*Other: Public hospital: Code not available 20; Administration - Medical Records 2; Dentistry 2; Early Childhood, eg, Baby Health 2;
Gastroenterology 2; General Practice 2; Midwifery 2; Neonatology 2; Nuclear Medicine 2; Osteopathy 2; Pathology 2; Rehabilitation
Medicine 2; Surgery - Plastic and Reconstructive 2; Waiting Lists 2; Autopsy 1; Chiropractic 1; Community Health 1; Counselling 1;
Drug & Alcohol Services 1; Drugs – Dispensing 1; Family Planning 1; Immunology (Clinical) – Other 1; Oncology – Radiation 1;
Pharmacy 1; Physiotherapy 1; Psychogeriatrics 1; Radiography 1; Reproductive Medicine 1; Sexual Assault Service 1; Surgery - Ear,
Nose & Throat 1; Surgery – Neuro 1; Surgery – Vascular 1.
Private hospital: Midwifery 2; Oncology – Radiation 2; Anaesthesia - Intensive Care 1; Dentistry 1; Drugs – Dispensing 1;
Gastroenterology 1; Neonatology 1; Physiotherapy 1; Radiography 1; Surgery - Ear, Nose & Throat 1; Surgery - Hand and Upper Limb
1; Surgery - Oral (Maxillo Facial) 1; Urology 1."

HCCC A N N U A L R E P O R T 2002-2003

29

Information, resolution and complaints

(continued)

Table 11
Complaints received about registered and non-registered health care
providers 2000-01 to 2002-03

Health practitioner
Medical practitioner

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

1,396

70.2%

1,181

67.3%

1,222

67.4%

Nurse

212

10.7%

192

10.9%

213

11.7%

Dentist

144

7.2%

143

8.1%

156

8.6%

Psychologist

58

2.9%

41

2.3%

53

2.9%

Other*

23

1.2%

43

2.5%

33

1.8%

Pharmacist

67

3.4%

51

2.9%

28

1.5%

Optometrist

14

0.7%

11

0.6%

18

1.0%

Physiotherapist

15

0.8%

21

1.2%

16

0.9%

Dental technician and prosthetist

15

0.8%

14

0.8%

16

0.9%

Chiropractor

11

0.6%

22

1.3%

14

0.8%

Counsellor/therapist

8

0.4%

11

0.6%

11

0.6%

Social worker

11

0.6%

5

0.3%

10

0.6%

Administrative or Clerical Staff

6

0.3%

3

0.2%

9

0.5%

Podiatrist

3

0.2%

10

0.6%

7

0.4%

Alternative health provider

6

0.0%

7

0.0%

4

0.2%

Residential care worker

0

0.0%

0

0.0%

4

0.2%

1,989

100.0%

1,755

100.0%

1,814

100.0%

Total

*Other, 2002-2003: Ambulance personnel 3; Osteopath 3; Traditional Medicine 3; Naturopath 2; Occupational therapist 2; Speech
pathologist 2; Acupuncturist 1; Assistant in nursing 1; Dietitian - nutritionist 1; Optical dispenser 1; Radiographer 1; Welfare officer 1;
No code available 12.

Assessment of complaints
Background

One of the Commission’s primary functions is to assess
all complaints received by the Commission or health
professional registration authorities. The Commission
assesses all complaints about health services, unregistered
health practitioners and registered health practitioners
made under either the Health Care Complaints Act 1993
(the Act) or one of the health professional registration
Acts. The object 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’s Assessment Committee assesses
complaints upon receipt. Assessment may not occur on
receipt where the material provided is voluminous or
where further information is required. When assessing
30
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complaints about registered health practitioners, the
Commission is required to consult with the relevant
registration authority before it makes a decision. Given
the volume of complaints about medical practitioners,
the Commission consults with the Medical Board each
week. The Commission consults with other health
professional registration authorities at their monthly
committee meetings.
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

■

investigate the complaint

■

refer the complaint to another body for investigation

■

decide not to deal with the complaint.

Category
Clinical standards
735
67
129
14
4
14
9
Business practices
182
3
19
17
4
2
3
Provider-patient/
client relationship
57
15
9
2
Prescribing drugs
50
27
16
Patient rights
50
5
10
1
Quality of care
46
14
4
1
1
Impairment
39
42
Other unethical/
improper conduct
35
26
2
1
1
1
Fraud
20
7
1
2
2
1
Miscellaneous
3
1
Character
3
4
1
Complaints management
2
1
Operative complications
Resources
1
Waiting list
Total
1,222
213
156
53
28
18
16
Total practitioners
registered in NSW
25,281 95,484 4,151 6,535 7,233 1,535 5,992
as at 30.6.2003
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Table 12
Complaints received about registered professions by category 2002-2003

2
2

3
1

1

3

1

2

1

4
1

2

16
14
692
409 * 1,233

1
1

7
724

3

1

443 1,381

Table 13
Source of complaints 2000-01 to 2002-03

Source
Consumer

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

1,443

50.0%

1,752

65.5%

1,520

55.9%

Registration Board

595

20.6%

409

15.3%

492

18.1%

Family or friend

363

12.6%

164

6.1%

359

13.2%

Department of Health (State & Cwth)

143

5.0%

78

2.9%

91

3.3%

Government department

19

0.7%

50

1.9%

70

2.6%

Parliament/Minister

110

3.8%

88

3.3%

56

2.1%

Legal representative

81

2.8%

41

1.5%

37

1.4%

Consumer organisation

65

2.3%

39

1.5%

31

1.1%

Health professional

20

0.7%

25

0.9%

29

1.1%

Other

23

0.8%

11

0.4%

13

0.5%

Non-government organisation

2

0.1%

3

0.1%

12

0.4%

Courts

15

0.5%

11

0.4%

6

0.2%

Professional association

9

0.3%

2

0.1%

2

0.1%

2,888

100.0%

2,673

100.0%

2,718

100.0%

Total
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Table 14
Assessment decision of complaints received 2000-01 to 2002-03

2000-2001
No.
%

Assessment decision
Refer to another body or person

2001-2002
No.
%

2002-2003
No.
%

1,444

50.0%

1,213

45.4%

1,118

41.1%

Other resolution

523

18.1%

486

18.2%

612

22.5%

Decline

419

14.5%

502

18.8%

543

20.0%

Investigation by the Commission

335

11.6%

212

7.9%

232

8.5%

Conciliation consented to
or awaiting consent*

155

5.4%

221

8.3%

202

7.4%

Awaiting assessment as at
30 June 2003

12

0.4%

39

1.5%

11

0.4%

2,888

100.0%

2,673

100.0%

2,718

100.0%

Total

* As at 30.6.2003, 43 complaints were awaiting consent from either the complainant or respondent
* As at 30.6.2003, 33 complaints were awaiting an outcome report from Health Conciliation Registry

Table 15
Complaint assessment performance 2002-2003

% of complaints assessed within 60 days
Average number of days to finalise non-investigation complaints

Figure 6
Assessment decision of complaints
received 1999-2003
Conciliation consented to
or awaiting consent*
7%
Investigation by
the Commission
9%

Awaiting assessment as at
30 June 2003
<1%
Refer to another
body or person
41%

2001-2002

2002-2003

99%

99.7%

49 days

39 days

Where appropriate, the Commission may utilise tailored
resolution approaches including those offered by the
Patient Support Service to facilitate resolution between
the parties.
Table 14 shows how the Commission assessed
complaints received in 2002-03. The figures take into
account any changes to the assessment decision after
review or reassessment.
Assessment decisions

The Commission is required by the Act to assess
complaints on receipt, except where further information
is required in order to make the assessment. Where the
Commission seeks further information, it has 60 days to
assess the complaint from the date by which it specified
the information is to be provided.
In 2002-03, the Commission assessed 2,712 (99.7%)
complaints within 60 days of receipt. It took an average
of 39 days to finalise complaints which were not
assessed for investigation.
Decline
20%
32

Other resolution
23%
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Information on assessment performance is provided in
Table 15.

Refer to another body for investigation
The Act enables the Commission to refer complaints to
another agency if it decides that the complaint raises
issues which warrant action by that agency. In 2002-03,
the Commission referred 1,118 complaints (41%) to
another agency for action, a similar proportion to the
previous year (45%).
The referred complaints are reported by category in
Table 16.
Table 17 overleaf 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
remained steady for the past three years. In 2002-03 it
was 42%.
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
the handling of selected complaints at the local level.

More information on this work is provided under the
heading Investigations in this report (page 43).
Under Section 25 of the Act, the Commission formally
referred six complaints concerning possible breaches of
the legislation administered by the Department of
Health to the Director-General of Health.

Refer for conciliation
Conciliation is a formal process in which a trained
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. The
Commission can only refer the complaint after it
obtains the consent of the parties to do so. Participation
in conciliation is voluntary.
The Act requires the conciliation process to be
confidential. Evidence of anything said or of any
admissions made during the conciliation process is not
admissible in any proceedings before a court, tribunal or
other body. If the complaint does not fall into a class of

Table 16
Category of complaints referred to another body or person for action
2000-01 to 2002-03

Category

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Clinical standards

693

48.0%

622

51.3%

539

48.2%

Quality of care

328

22.7%

237

19.5%

279

25.0%

Business practices

78

5.4%

67

5.5%

65

5.8%

Impairment

68

4.7%

74

6.1%

64

5.7%

Prescribing drugs

87

6.0%

73

6.0%

53

4.7%

Patient rights

48

3.3%

31

2.6%

33

3.0%

Other unethical/improper conduct

21

1.5%

16

1.3%

27

2.4%

Fraud

35

2.4%

18

1.5%

26

2.3%

Provider-consumer relationship

41

2.8%

23

1.9%

17

1.5%

Miscellaneous

14

1.0%

26

2.1%

5

0.4%

Waiting list

10

0.7%

6

0.5%

4

0.4%

Resources

1

0.1%

8

0.7%

4

0.4%

Complaints management

10

0.7%

9

0.7%

1

0.1%

Character

10

0.7%

3

0.2%

1

0.1%

1,444

100.0%

1,213

100.0%

1,118

100.0%

Total
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complaint that the Commission must investigate, the
Commission will assess the complaint 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

■

insufficient information was provided

■

inadequate explanation was given for an adverse
outcome

■

there was an inadequate service

■

there is an ongoing patient provider relationship

■

the complainant may require the health services in
the future

■

an apology may be appropriate.

A complaint is unlikely to be assessed for conciliation
where:
■

there is no ongoing relationship, eg an issue
concerning the accuracy of a medico-legal report

(continued)

■

a complainant has conveyed that they do not wish to
meet or resolve the issue with the health provider or a
health provider indicates there has been an
irretrievable breakdown in the relationship

■

it is apparent that the issue may be resolved in a
shorter period of time or less formally by other
action, eg a phone call from the Commission to assist
a person obtain access to medical records

■

a complainant has a particular support need which
may require a more tailored form of resolution, eg an
elderly person, a person with particular mental health
needs.

During 2002-03, 436 complaints were initially assessed
for conciliation, 55 (14%) more than the year before.
Table 18 shows the number of complaints initially
assessed for conciliation increasing each year for the past
three years. 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 (16%)
out of the total number of complaints received is also
higher than last year (14.2%).
In the reporting year, the Health Conciliation Registrar
continued to participate in the assessment of a majority
of complaints received by the Commission.
Of the 436 complaints assessed for conciliation in 200203, the Commission was unable to obtain consent from
one or both of the parties in 234 complaints. Of the
remaining 202 complaints, the Commission was waiting

Table 17
Complaints referred to another body 2000-01 to 2002-03 by the type of
body referred to

Body referred to

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

AHS

595

41.2%

486

40.1%

470

42.0%

Registration Board

625

43.3%

402

33.1%

453

40.5%

Other government department

31

2.1%

45

3.7%

94

8.4%

Other body

46

3.2%

89

7.3%

64

5.7%

Private Health Insurance Commission

1

0.1%

0

0.0%

8

0.7%

Other Commonwealth government body

20

1.4%

16

1.3%

8

0.7%

Awaiting processing as at 30 June 2003

33

2.3%

73

6.0%

7

0.6%

Director-General

80

5.5%

80

6.6%

6

0.5%

Health Insurance Commission

9

0.6%

8

0.7%

6

0.5%

Private health provider

4

0.3%

14

1.2%

2

0.2%

1,444

100.0%

1,213

100.0%

1,118

100.0%

Total
34
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Table 18
Category of complaints received and originally assessed for conciliation
2000-01 to 2002-03

Category

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Clinical standards

248

75.2%

308

80.8%

291

66.7%

Quality of care

26

7.9%

23

6.0%

89

20.4%

Business practices

28

8.5%

16

4.2%

31

7.1%

Patient rights

6

1.8%

0

0.0%

14

3.2%

Prescribing drugs

6

1.8%

6

1.6%

5

1.1%

Complaints management

4

1.2%

5

1.3%

2

0.5%

Provider-consumer relationship

1

0.3%

2

0.5%

2

0.5%

Other unethical/improper conduct

2

0.6%

6

1.6%

2

0.5%

Miscellaneous

0

0.0%

11

2.9%

0

0.0%

Fraud

0

0.0%

4

1.0%

0

0.0%

Operative complications

9

2.7%

0

0.0%

0

0.0%

330

100.0%

381

100.0%

436

100.0%

Total

for consent from one of the parties in 43 cases. This
means that, of the complaints received in 2002-03, the
Commission referred 159 complaints to the Health
Conciliation Registry.

Table 19
Category of complaints referred
for conciliation 2002-2003

Table 19 provides a breakdown of complaints referred to
the Health Conciliation Registry in 2002-03 by
category of complaint. This figure includes complaints
which may have been received in the previous financial
year. During the reporting year, the Commission
referred 188 complaints to the Health Conciliation
Registry.

Category

2000-2001
No.
%

Clinical standards

126

67.0%

Quality of care

48

25.5%

Business practices

8

4.3%

Patient rights

3

1.6%

Prescribing drugs

1

0.5%

Other unethical/improper conduct

1

0.5%

Fraud

1

0.5%

Total

188

100.0%

While the HCR is independent of the Commission, the
Act requires the Commission to include the results of
conciliations completed during the year in its annual
report. 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.

number than 2001-02. It reflects the higher number of
complaints assessed for conciliation and an
improvement in the percentage of consents obtained.

During 2002-03, the HCR provided the Commission
with 169 reports on conciliations completed during the
year, compared with 66 reports in 2001-02 (Table 20
overleaf ). This figure includes reports from the HCR on
complaints that may have been received by the
Commission and/or referred to the Registry in the
previous reporting year. This is a markedly higher

The reports received from the HCR indicate that 78.7%
of conciliations conducted in 2001-02 resulted in
agreement being reached or partially reached compared
with 80% in 2002-03, after cancelled conciliations are
taken into account. In 2001-02, two conciliations did
not proceed after referral to the HCR. In 2002-03, 10
conciliations did not proceed after referral to the HCR.
HCCC A N N U A L R E P O R T 2002-2003
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In those 10 matters:
■

a health provider withdrew because of ill-health

■

a complaint was resolved between the parties
beforehand

■

a health provider did not respond to messages left by
the HCR

■

two complainants failed to attend

■

a health provider failed to attend

■

a complainant withdrew because of a spouse’s
ill-health

■

a complainant decided they had no issues with one of
the health providers who had agreed to attend
conciliation

■

a complainant requested a second conciliation but
did not respond to the HCR.

(continued)

In one matter, a complainant withdrew from a second
conciliation after agreement could not be reached at the
first conference. The complaint concerned the
misdiagnosis of a shoulder injury after a fall and poor
communication. The complainant reluctantly attended
the first conciliation meeting and refused the second as
she believed that only an independent investigation of her
issues would satisfactorily resolve them. The Commission
reviewed its assessment of the complaint and decided that
conciliation was the most appropriate assessment. Once a
matter has been to conciliation, the Commission is
precluded by Section 56 from investigating a complaint
unless new information becomes available which warrants
investigation by the Commission. There was no new
information available in this matter.
No reports were received during the reporting period
indicating a Commission investigation might be
considered.

Table 20
Results of conciliation held during the year 2000-01 to 2002-03

Outcome

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Agreement reached/
Partial agreement reached

67

83.8%

53

80.3%

133

78.7%

No agreement reached

13

16.3%

13

19.7%

36

21.3%

Total

80

100.0%

66

100.0%

169

100.0%

10 complaints did not proceed with HCR and were referred back to HCCC

Figure 7
Results of conciliations held during
the year 2002-2003
No agreement reached
21%

Re-offer conciliation
1%
Refer to
another body
15%

Agreement reached/
Partial agreement reached
79%
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Figure 8
Reassessment of complaints not
leading to conciliation 2002-2003
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Discontinue
dealing with
16%

Investigation
0%

Resolution between
the parties
68%

Table 21
Reassessment of complaints not leading to conciliation where the parties
decide not to participate 2000-01 to 2002-03

Assessment decision

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Resolution between the parties

123

71.5%

130

76.9%

158

67.5%

Discontinue dealing with

27

15.7%

23

13.6%

38

16.2%

Refer to another body

22

12.8%

16

9.5%

36

15.4%

Re-offer conciliation

0

0.0%

0

0.0%

2

0.9%

Investigation

0

0.0%

0

0.0%

0

0.0%

172

100.0%

169

100.0%

234

100.0%

Total

Complaints where parties did not consent to
conciliation were re-assessed by the Commission. Table
21 sets out the outcomes of re-assessment for complaints
which were initially assessed for conciliation but did not
proceed. Most of these complaints are referred to the
Patient Support Service for follow up. In 2002-03, 36%
of complaints initially assessed for conciliation were
referred to the HCR, including complaints for which
the Commission is still seeking consents. This is an
improvement on the 2001-02 figure of approximately
28% of complaints assessed for conciliation referred to
the HCR for conciliation. During the reporting year,
approximately 40% of parties agreed to conciliation.
In 2002-03, the Commission commenced a pilot
project in cooperation with the HCR aimed at
persuading parties to attend conciliation. Rather than
each individual case officer obtaining consents for the
complaints they were managing, a dedicated officer
obtained consents for three months. This officer made
phone contact with each party and sent a follow-up
letter. Where one of the parties had specific questions
about conciliation, or the officer thought the HCR may
be able to better convince the party, the officer referred
the party to the HCR which then provided any
necessary information. The results of the pilot project
are reported in Table 22.

Table 22
Participants who consented to
conciliation during the 3 month
conciliation project

Complainant/
Health provider consents

No. of
cases

%

Complainant & provider consented

34

34.0%

Complainant and provider declined

28

28.0%

Complainant consent/
provider declined

24

24.0%

Complainant declined/
provider consented

12

12.0%

Complainant consented/
provider undecided

1

1.0%

Complainant undecided/
respondent consented

1

1.0%

100

100.0%

Total

without resorting to conciliation, or that they had
already resolved the issues themselves.

Out of 100 complaints, consent from the parties was
obtained in 34 (34%) cases. The reasons given for not
agreeing to proceed with conciliation by the parties are
shown in Table 23.

This indicates that a reasonable percentage of health
providers, once made aware of a complaint, are willing
to initiate resolution and do so in an appropriate way.
Consequently, in line with its policy of supporting local
complaint resolution, the Commission should perhaps
consider assessing suitable matters for direct resolution
between the parties.

It is important to note that the reasons given by the
parties for declining conciliation do not indicate issues
with the Commission’s processes in obtaining consent.
The reasons given include that the parties were
attempting to resolve the issues between themselves

A small percentage of health providers would not agree
to conciliation where there were other legal processes in
train. This is a missed opportunity for parties to avoid
expensive litigation and one which the Commission has
discussed with medical defence organisations.
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Table 23
Participants who declined
conciliation during the 3 month
conciliation project

Complainants’ reasons for decline

No.

%

Reason unknown

9

29.0%

Matter resolved

8

25.8%

Attempting to resolve

4

12.9%

No response

4

12.9%

Nothing would be gained

2

6.5%

Other party abusive

2

6.5%

Ill health

1

3.2%

Respondent declined

1

3.2%

31

100.0%

Respondents’ reasons for decline

No

%

Reason unknown

19

36.5%

Complainant declined

11

21.2%

Matter resolved

8

15.4%

Attempting to resolve

7

13.5%

Nothing would be gained

3

5.8%

Other party abusive

2

3.8%

Legal matters pending

2

3.8%

Total

52

100.0%

A larger group of complainants and health providers
thought that nothing would be gained from discussing
the issues with the other party. This can be for a wide
number of reasons eg, they have tried to discuss issues
previously, the health provider sees no problem with the
service provided and thinks the complaint is
unreasonable. The assessment committee is alert to
these factors in complaints and takes them into account
when deciding whether conciliation may be appropriate.
The percentage of parties agreeing to attend conciliation
did not improve during the pilot project. The
Commission has designed a process to collect
information on the reasons parties express for not
consenting to conciliation. This will make ongoing
monitoring, analysis and reporting of the reasons easier.
An analysis of this information will be undertaken next
year. The Commission is continuing to discuss other
joint initiatives with the HCR.
38
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(continued)

Other efforts were made during the year to improve
the number of parties agreeing to conciliation,
including training for case officers. In 2003-04, the
Commission will focus on analysing the type of
complaint and other indicators to see if better targeted
assessment improves the percentage of parties agreeing
to conciliation.

Resolution by the Commission, direct resolution,
assisted resolution and consultative resolution
Section 3 of the Act obliges 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

■

failure to listen to family concerns

■

rude or insensitive communication

■

unresponsive staff

■

failure to inform consumers of possible complications

■

failure to explain what went wrong and why.

These are generally complaints that require some review
and action, but not Commission investigation. The
Commission endeavours to resolve such matters in other
ways including direct resolution, assisted resolution or
consultative resolution.
These matters usually do not require the formal
structured approach of conciliation or advocacy on the
complainant’s behalf. Complaints of this nature may be
referred for direct resolution between the parties,
assisted resolution with the Commission’s Patient
Support Service, or consultative resolution with 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 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 avenue for educating consumers about their
health rights. It is also an opportunity to educate health
practitioners about the importance of consumer
partnership in service provision. For a case study
illustrating the work of the Patient Support Service,
see page 24

The Commission 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 24 shows the type of
complaints assessed for other resolution. Three
complaints were assessed for consultative resolution.

■

inadequate policies, protocols and procedures

■

substandard service quality and effectiveness

■

barriers to open disclosure and thorough analysis of
critical incidents

■

inadequate investigative processes or outcomes.

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

The approach is simple, flexible and non-adversarial.
Consultative resolution is different to the advocacy
model employed by the Commission’s Patient Support
Service. Rather than advocating on behalf of the

Table 24
Category of complaints assessed for direct, assisted and consultative
resolution 2000-01 to 2002-03

Category

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Clinical standards

307

58.7%

312

64.2%

383

62.6%

Business practices

66

12.6%

48

9.9%

81

13.2%

Quality of care

75

14.3%

42

8.6%

76

12.4%

Patient rights

37

7.1%

30

6.2%

30

4.9%

Prescribing drugs

15

2.9%

12

2.5%

13

2.1%

Other unethical/improper conduct

3

0.6%

4

0.8%

10

1.6%

Provider-consumer relationship

9

1.7%

5

1.0%

9

1.5%

Complaints management

1

0.2%

10

2.1%

7

1.1%

Miscellaneous

2

0.4%

12

2.5%

1

0.2%

Fraud

1

0.2%

4

0.8%

1

0.2%

Waiting list

4

0.8%

3

0.6%

1

0.2%

Other

3

0.6%

4

0.8%

0

0.0%

Total

523

100.0%

486

100.0%

612

100.0%

Consultative resolution in a rural hospital
A health service staff member raised concerns with the
Commission about the methodology of an Area Health
Service’s initial investigation, their findings, and the
broader cultural framework of the rural hospital.
The Commission arranged to meet the Chief Executive
Officer of the AHS. Using a consultative resolution
approach, the Commission discussed its own findings
regarding the individual practitioner and issues
concerning the AHS's handling of the matter.
The Chief Executive Officer noted that the rural facility
was to be developed into a Multi-Purpose Service
(MPS), which would provide an opportunity to focus on
better practice nursing standards and consumer
focussed care. The Commission offered to provide

assistance with the change management process, an
offer which the Chief Executive Officer accepted.
Several teleconferences were held between the
Commission and members of the Area Health Service
about how to proceed and what the major issues were.
The Commission provided feedback to the Area Health
Service about their proposed change management
plan and community consultation timetable.
The Area Health Service advised the Commission early
this year that they were awaiting final Government
approval before commencing the change to a MPS.
The Commission has offered to attend initial meetings
with consumers and staff to facilitate discussions once
approval has been granted, as well as to provide
support during the change process.
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complainant, the Commission representative uses a
partnership and quality improvement framework to
negotiate improvements to benefit the complainant,
health service and future health consumers. The
consultative resolution process is directed by the
Commission representative, in partnership with the
health facility and, where applicable, the complainant.

to assessment has continued. The reliance on health
services and their increasing capacity to investigate and
resolve complaints locally has also contributed to the
stabilising number of matters assessed for investigation.
The reduction in matters assessed for investigation over
time has been one of the Commission’s strategies to
reduce backlogs and improve timeliness.

Due to a learning approach that utilises the expertise of
participants, the outcomes have been relevant and
meaningful. The prospect of sustaining change from a
consultative resolution process is more likely if health
service management and clinicians share ownership of
the solutions. The case study on the previous page
demonstrates consultative resolution in action.

The health professional registration boards have
cooperated with the Commission by using their powers
to obtain responses from practitioners about complaints.
In many cases it would be more efficient if the
Commission obtained these responses before the
decision about how the complaint is handled is made.
Where the board is not satisfied with the response, it
refers the matter back to the Commission for
investigation. A more detailed report on investigations
and their outcomes is provided under the heading of
Investigations (page 43).

Commission investigation
In 2002-03, the Commission assessed 232 complaints
(8.5%) as suitable for investigation by the Commission,
20 more than in the previous financial year when 212
complaints (8%) were assessed for investigation. Table
25 shows a breakdown of the type of these complaints.
The increase in complaints assessed for investigation in
part reflects the increase in complaints received during
the reporting period. The Commission’s greater
emphasis on the strategies of preliminary inquiry prior

In 2002-03, the Commission received a complaint from
the Department of Health and assessed it for
investigation. While this investigation is counted as one
of 232 new investigations, it required reviews of
numerous clinical incidents and the clinical governance
systems of a health service. The massive scale of the
investigation has necessarily caused delays in other

Table 25
Category of complaints assessed for investigation 2000-01 to 2002-03
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Category

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Provider-consumer relationship

78

23.3%

54

25.5%

61

26.3%

Clinical standards

129

38.5%

45

21.2%

57

24.6%

Prescribing drugs

39

11.6%

34

16.0%

36

15.5%

Quality of care

21

6.3%

13

6.1%

23

9.9%

Other unethical/improper conduct

11

3.3%

30

14.2%

16

6.9%

Business practices

13

3.9%

6

2.8%

13

5.6%

Impairment

11

3.3%

15

7.1%

10

4.3%

Character

10

3.0%

6

2.8%

7

3.0%

Fraud

13

3.9%

4

1.9%

7

3.0%

Patient rights

8

2.4%

5

2.4%

1

0.4%

Waiting Lists

0

0.0%

0

0.0%

1

0.4%

Other

2

0.6%

0

0.0%

0

0.0%

Total

335

100.0%

212

100.0%

232

100.0%
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investigations. The Commission’s final report on the
investigation will be made available to the DirectorGeneral in accordance with the Act next financial year.

Decline to deal with a complaint
The Commission may discontinue dealing with a
complaint for a range of reasons including:

review are often made by complainants who believe
their complaint warrants a Commission investigation.
During the reporting period, the Commission
developed a process to collect information on the
reasons complainants seek a review and will record this
information in a database from 1 July 2003.
In 2002-03, the Commission reviewed 141 assessment
decisions (see figure 9) . This is 52 (27%) less than the

■

the matter is under investigation by another body

■

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

250

■

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

200

During 2002-03, the Commission declined to deal with
543 complaints (20%). Table 26 shows the category of
these complaints.

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

Number of Reviews Finalised

Figure 9
Assessment reviews 1999-2003

193
150

153
141

100

50

0

2000-2001

2001-2002

2002-2003

Table 26
Category of complaints assessed and declined 2000-01 to 2002-03

Category

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Clinical standards

212

50.6%

226

45.0%

238

43.8%

Business practices

93

22.2%

118

23.5%

122

22.5%

Quality of care

34

8.1%

33

6.6%

69

12.7%

Patient rights

19

4.5%

28

5.6%

30

5.5%

Other unethical/improper conduct

14

3.3%

38

7.6%

23

4.2%

Fraud

9

2.1%

6

1.2%

15

2.8%

Provider-consumer relationship

7

1.7%

12

2.4%

15

2.8%

Prescribing drugs

14

3.3%

4

0.8%

11

2.0%

Complaints management

2

0.5%

5

1.0%

8

1.5%

Impairment

6

1.4%

4

0.8%

7

1.3%

Miscellaneous

1

0.2%

24

4.8%

3

0.6%

Resources

0

0.0%

2

0.4%

2

0.4%

Other

8

1.9%

2

0.4%

0

0.0%

Total

419

100.0%

502

100.0%

543

100.0%
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Table 27
Outcome of assessment reviews 2000-01 to 2002-03

Review result

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

No further action required

128

83.7%

166

86.0%

120

85.1%

Refer to another body

9

5.9%

9

4.7%

8

5.7%

Investigation by the Commission

4

2.6%

1

0.5%

7

5.0%

Conciliation

8

5.2%

9

4.7%

5

3.5%

Resolution by the Commission

4

2.6%

8

4.1%

1

0.7%

153

100.0%

193

100.0%

141

100.0%

Total

year before. The drop in the number of reviews sought
may be partially due to the drop in overall complaint
numbers from the year before. Another reason for the
drop in the number of reviews requested may be due to
the Commission's review officer being available to staff
when complainant's are indicating that they wish to seek
a review. The review officer can discuss the review
process and the decision making process with either the
staff member or the complainant. The review officer
noted that a number of these verbal requests did not
eventuate into formal requests for a review. The
outcomes of the assessment reviews undertaken are
provided in Table 27.
The Independent Complaints Review Committee
(ICRC) was established by the Commission to provide a
second tier of review when a complainant remains
dissatisfied with the Commission’s decision after the
statutory review process. The ICRC reviews assessment
decisions and the Commission’s decision at the end of
Figure 10
Independent Complaints Review
Committee assessments
25

21

20

an investigation, once 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 2002-03, the Commission received requests from 21
complainants for an ICRC review of a Commission
decision, 6 more than in the previous year. Figure 10
shows the number of reviews undertaken compared with
previous years. 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 one of the Commission’s
assessment decisions. In that case, it recommended the
Commission change its assessment decision and
investigate the matter, which the Commission did.
Complainant profile

Each complainant receives a survey form seeking their
demographic information. The responses are analysed by
the Commission to improve its accessibility. Information
about individuals is provided voluntarily and remains
confidential.
In 2002-03, 1,681 complainants returned the form. Not
all questions in the survey were answered by every
survey respondent. Table 28 provides the results
obtained from the survey.
Open complaints

11

Table 29 contains details of those complaints open at
the end of the financial year. There were 991 open
complaints at 30 June 2003 compared with 952 open at
30 June 2002.

2000-2001

Since 2000-01 the number of open Commission
investigations has been dropping. In the reporting
period, the number of open investigations dropped by a
further 124, reflecting the Commission’s work in
improving timeliness of investigations.

15

10

15

5

0
42

2001-2002

2002-2003
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Table 28
Complainant profile 2002-2003

Investigations
The Commission undertakes three types of investigation
– special investigations, investigations about health
services, and investigations about health practitioners. It
also monitors complaints referred to other agencies for
investigation and action. The Commission’s primary
goals in relation to its investigations are to improve
timeliness, and continuously improve the active
engagement of the parties and other stakeholders.

Age Group
0-15
16-24
25-34
35-44
45-59
60+
Total

0
3
21
39
49
35
147

Aboriginal or Torres Straight Islander
No
Yes
Total

504
18
522

Disability
No
Yes
Total

398
121
519

Interpreter required
No
Yes
Total

502
31
533

Gender
Female
Male
Joint complainants
Total

1,025
637
19
1,681

In 2002-03, the Commission embarked on two projects
to improve the timeliness of its investigations, the MiniMate project and the Case Review project.
The Case Review project, which entailed a review of
investigations more than 18 months old at June 2002,
was finalised during the reporting year. The aim was to
identify those complaints that were ready for closure. The
investigations were reviewed by a complaints resolution
team manager and, where termination was recommended,
by a more senior manager. The review identified 194
investigations ready for closure.
The Mini-Mate project, which was also completed in
2002-03, produced a case management database.
Previously, the Commission did not have adequate
technological capacity to monitor the progress of cases.
Investigation resolution officers now record the progress
of investigations in the database. They and their
managers can monitor the variation of any one
investigation from established investigation time frames.
The time frames are currently being trialled and may be
amended once data is collected and analysed.
The Commission is now better placed to identify
process delays, and will be able to target continuous

Table 29
Complaints open as at 30 June by assessment decision 2000-01 to 2002-03

Assessment decision

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Commission investigation underway

863

75.8%

713

74.9%

589

59.4%

Awaiting assessment

56

4.9%

37

3.9%

171

17.3%

Conciliation

72

6.3%

73

7.7%

91

9.2%

Referred to another body for investigation

73

6.4%

69

7.2%

66

6.7%

Decline to deal with

47

4.1%

33

3.5%

42

4.2%

Direct resolution

27

2.4%

22

2.3%

30

3.0%

Consultative resolution

0

0.0%

3

0.3%

2

0.2%

Referred to Director-General

0

0.0%

2

0.2%

0

0.0%

1,138

100.0%

952

100.0%

991

100.0%

Total
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improvement activities based on information not readily
available previously. It will also be able to assess the
reasonableness of the timeframes set.

Special investigations: A safer health care system
for all
A special investigation (commenced under section 59 of
the Health Care Complaints Act 1993) to the
Department of Health was noted in the Commission’s
2001-2002 Annual Report.
This investigation raised questions about both the culture
and practices across the health system that have the
potential to compromise the safety and quality of health
care provided to people. The particular concerns related
to the way that the health system reports incidents where
care was compromised and what actions are taken by
organisations when a problem is identified due either to a
systemic problem or the conduct, performance or health
of an individual health professional.
A section 59 investigation may not be conducted by the
Commission unless it notifies the Director-General of
Health of its intention, requests the Director-General to
provide a report on the matter and the Director-General
fails to provide such a report or provides an
unsatisfactory report.
The then Director-General responded to the
Commission’s notification by initiating a working group
of which the Commission was a member. The group
considered issues and recommended approaches to
strengthen the health system’s capacity to detect, act and
report on competency, conduct or impairment problems.
A report to the Commission has been prepared by the
Department that outlines current, planned and
recommended strategies to strengthen and improve
health system safety and quality in relation to the issues
raised in the referral. The strategies are designed to
improve clinical governance structures, enhance
practitioner and manager safety awareness, reporting
and action, formalise links between education and
training bodies, clinical placement bodies, and support
practitioner development.
The Commission is currently reviewing the response
from the Department.

Investigation and action by other agencies
The Commission has the power to refer complaints to
another body for investigation and action. Other bodies
include the health professional registration boards, the
Area Health Services, various government agencies and
service provider organisations. Most referrals are made to
registration boards and the Area Health Services (AHSs).
44
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Registration boards
The Commission referred 453 complaints to the 11
registration authorities for action and/or investigation in
2002-03. Once information is received from the
practitioner about whom the complaint was made, the
board’s complaint screening committees and the
Commission review the complaint, the response and the
records. A decision is then made about how the
complaint will be handled. This review can lead to a
number of different actions or outcomes including:
■

formal reassessment of the complaint for action by
the Commission

■

a request to the practitioner to attend an interview
with two nominees of the board

■

a letter to the practitioner expressing the board’s
concerns about an aspect of care or another aspect of
professional practice

■

a board recommendation that the practitioner
apologise to the complainant

■

referral to the health or performance committees of
the board where the complaint and/or the response
highlight that there may be an issue of impairment or
performance

■

a finding that the matter is unsubstantiated and is to
be finalised.

As a result of the Commission's input, the NSW
Medical Board provides to the complainant an outline
of its processes and a copy of the medical practitioner's
response. The Commission intends to work with other
registration authorities so that feedback to complainants
becomes a regular part of their complaint processes.
Area Health Services and other appropriate bodies
The Commission has found that many complaints are best
handled by the service provider or regulator since they
have local knowledge, applicable guidelines and protocols,
expertise and timely information. Local resolution also
reinforces the importance of maintaining the trust in the
health care partnership between provider and consumer.
The Commission has instituted a range of strategies to
support the health system and other bodies to
investigate and resolve complaints. The referral and
investigation process has evolved into a partnership
between the Commission and health services with the
common goal of enhancing service quality.
Six hundred and fifty-eight (658) complaints were
referred to Area Health Services and other bodies
(excluding registration boards) for investigation during
the reporting period. PSS assistance was offered to the
majority of complainants to assist them to communicate
with the investigating body.

Review of health service investigations by AHSs and
other bodies
The Commission reviewed 256 investigations
conducted by other organisations during the reporting
period.
Table 30 shows the number of complaints assessed for
investigation by another organisation where a report was
requested, reviews closed and reviews open as at
30 June 2003.
The investigating organisation is supported to address
any gaps in the resolution of the complaint identified by
the review. The Commission is able to monitor and
support good resolution practice and outcomes using
this process.

Table 30
Assessed, closed and open Reviews
conducted by AHS's 2002-2003

2002-03
No
Complaints assessed for
s26 referral where report requested

202

s26 reviews closed

256

s26 reviews open as at 30 June 2003

130

The Commission noted a marked improvement in the
investigative methodology adopted by the AHSs
investigating these complaints, as well as an
improvement in the comprehensive strategies identified
to address issues arising from the complaints.

Table 31
Outcomes of investigations conducted by AHSs in 2001-02 to 2002-03

Outcome of Investigations
Outcome

Action Arising Post Review

2001-02

2002-03

2002-03

Information provided

95

197

129

Apology or other redress offered

53

63

2

Staff education provided

27

52

7

Policy/protocol change

29

31

19

Resolution meeting

9

23

6

Staff member counselled

18

16

6

Systems review

8

15

8

Service to be provided

7

12

8

Equipment reviewed/repaired/replaced

6

10

1

Refer to Quality Improvement Committee

6

7

1

Conduct clinical audit

1

5

0

Clinical practice changed

3

5

3

Supervision

1

5

3

Monitor trend

0

5

6

Resource allocation

1

3

1

Referred to appropriate authority eg DOH, Police

6

2

3

Restructure

0

2

0

Community/consumer education/information

2

1

0

After negotiation with insurer – a settlement

0

1

0

Medical records – amended

0

1

0

272

456

203

Total

*As an investigation may have more than one outcome, the total exceeds the number of investigations conducted.
The total for outcomes of investigations 2001-2002 was 13 less than noted in the last Annual Report. The discrepancy is due to the
category No Action possible having been deleted.
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Of the 256 reviews finalised, the AHSs identified 456
actions as a result of their investigations. Table 31 on the
previous page shows an increase in reported outcomes
supporting quality improvement and good complaints
management.
The Commission has a range of options available
following review, including:
■

requesting further investigation or consideration of
outstanding concerns

■

providing constructive feedback to the agency and
service provider

■

conducting a consultative resolution

■

reassessing the matter for direct action by the
Commission following a review.

Table 31 shows that 203 actions arose after the AHS
considered the Commission's feedback. There has
been increase in system improvements such as clinical
audits and changes to policy and protocol and
clinical practice.
Additionally, a review outcome may generate a ‘quality
alert’ by the Commission, which raises implications for
the wider community and for health services.
The reviews finalised indicate that around 70% of
complaints were either fully or partly substantiated, with
around 25% unsubstantiated and no further action
possible in 5%.
Future outlook
The Commission is planning to place review officers in
each complaint resolution team to develop closer working
relationships with particular services. This would ensure
a more efficient review process, enabling quick feedback
and a collaborative approach at a local level.

Health service and health practitioner
investigations
In 2001-02, the Commission piloted a variety of
strategies to improve its investigations. These strategies,
which continued throughout 2002-03, included:
■

presenting cases to meetings of expert clinical panels
instead of individual professionals via correspondence

■

appointing suitable independent experts and peers to
conduct reviews and report to the Commission

■

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 better
46
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Quality alert
The Commission received a complaint concerning
the after hours removal of unsterile instruments from
the Sterile Services Department (SSD) of a
Metropolitan hospital and their subsequent use
during procedures.
When staff in the delivery suite found they had
inadequate sterile instruments for their needs, a staff
member went to the Sterile Services Department
after hours. There were no staff in SSD at the time,
so a security officer unlocked the department to
allow access. Thinking that the sets were sterile,
although not in the usual area where sterile
instruments are located, the midwife picked these
up. She took these back to the delivery suite where
they were subsequently used. The hospital's expert
advisory group later noted that the instruments had
been thoroughly cleaned but not sterilised.
The Commission referred the matter for investigation
by the AHS who reported that corrective actions as
follows:
■ stock levels have been increased to ensure that

there are sufficient sterile instruments available in
the system
■ a stock inventory is now kept which will be

monitored twice weekly to ensure adequacy of
appropriate supplies
■ a sterile stock checking and rotation system has

been introduced in the delivery suite
■ a new policy has been developed for after-hours

access to the Department the Removal of sterile
stock
■ this policy will be reviewed annually by the

infection control committee to ensure that it
remains appropriate to current circumstances.
Recognising that a similar situation could arise in
other health services if there is not an effective
system in place, the Commission advised the
Director-General, NSW Department of Health, of the
incident and requested a circulation of the alert to
health services for information and regional action.

undertake complex health system investigations, and to
accurately analyse the cause of identified problems.
Staff are also being assisted to ensure appropriate research
is carried out to inform Commission investigations.
The Commission is moving away from paper based
investigations. Investigations are becoming more active,
which involves tailoring the approach taken with the
nature of the complaint and parties involved.

Tailored investigation into a dementia unit at a regional aged care hospital
The Commission received a complaint about a
residential dementia unit from an Area Health Service.
The original complaint alleged that:

■ review of the ordering and administration procedures

for medications
■ staff development through the provision of aged

■ a registered nurse had confined a resident to a

care training and regular performance reviews

veranda room during the night
■ the establishment of quality improvement
■ concerns existed regarding widespread abuse of

residents including physical and verbal abuse and
inappropriate sedation
■ internal investigations had failed because witnesses

committees to address documentation inadequacies
■ changes to resident care through the introduction of

a case management model and the introduction of
structured activities.

feared retribution.
The following day the Commission sent two
investigation/resolution officers to conduct preliminary
enquiries on site. They interviewed witnesses who
alleged that a group of nurses routinely confined and
neglected residents so that they could sleep during
night duty.
A decision was made by the assessment committee
that the Commission would investigate the complaint as
it raised significant issues of health and safety for the
residents of this service.
Within three weeks of receiving the complaint, the
Commission had conducted 17 on-site interviews with
staff of the dementia unit, and 8 telephone interviews
with staff and families of residents. In addition the
Commission organised for an independent nursing
consultant with expertise in aged care to complete an
on-site inspection.
During the course of investigation, the Commission
identified several areas of concern, including:
■ lack of clarity in lines of accountability
■ poor documentation of injuries
■ poor documentation of ordering and administration

of medication

In addition to systems issues the Commission
examined possible questions about the professional
conduct of the individual health professionals
concerned, as all issues could not be analysed within a
systems framework.
The hospital and the Area Health Service jointly
conducted their own separate investigation and, as a
result, dismissed a number of nursing staff from their
employment.
Three months after the complaint was received the
Commission sent a draft investigation report to the
hospital and the Area Health Service. The Commission
invited the parties to attend a meeting to discuss their
response to the Commission’s proposed
recommendations. At this meeting the following was
discussed:
■ the hospital’s parent organisation had contracted out

the management of the hospital to another
organisation experienced in the provision of aged
health care services
■ the new management had already implemented

many of the recommendations in the Commission’s
draft report
■ the hospital and the Area Health Service had found

the Commission’s recommendations in improving
the service most helpful.

■ management inaction when staff reported swearing,

taunting and sleeping on duty by other staff
■ a culture of intimidation by a core group of staff

The final report by the Commission was sent to the
parties and to the Director-General of Health five
months after the initial complaint was received.

■ lack of staff-resident interaction.

The Commission made a number of recommendations
that included:
■ the introduction of a service agreement to clarify

corporate responsibility
■ the filling of permanent full time senior nursing

positions with defined accountabilities

HCCC A N N U A L R E P O R T 2002-2003

47

Information, resolution and complaints
Commission investigations into health services
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. When it investigates a health service,
the Commission focuses on system failures with the aim
of reducing risks, minimising harm and improving the
quality of health care.
At the end of a health service investigation, the
Commission must do one of three things:
■

terminate the complaint

■

make recommendations or comments to the health
service

■

refer the matter to the Director of Public Prosecutions.

In 2002-03, the Commission completed 50
investigations about health services, a similar number
to the previous year. Table 32 shows the finalised
complaints by the type of health service. The majority
of complaints investigated by the Commission
concerned public hospitals.

(continued)

Table 33 shows the outcome of these investigations.
The Commission terminated 28 investigations,
4 investigations being terminated because the
complainant did not verify the complaint particulars.
The Commission made comments or recommendations
at the end of 22 investigations in relation to policies,
guidelines, procedures and training.
Lack of consent and a failure of open disclosure were
significant themes arising out of the Commission’s
investigations. In one case, the Commission was critical of a
hospital’s failure to discuss medication changes with a
patient’s husband even though he met the criteria of “person
responsible” under the Guardianship Act. Effectively, the
hospital had failed to obtain consent for treatment. This
type of concern is regularly brought to the Commission’s
attention and is shared by the Public Guardian.
Other significant themes were communication with
consumers and relatives about poor prognoses and
death, and application of current protocols for handling
everyday health care events, such as disagreements
between care givers about clinical options.

Table 32
Investigations finalised about health services 2000-01 to 2002-03

Description

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Public hospital

20

42.6%

24

55.8%

37

74.0%

Nursing home

3

6.4%

4

9.3%

6

12.0%

Private hospital

8

17.0%

2

4.7%

4

8.0%

Medical centre - private

2

4.3%

1

2.3%

1

2.0%

Psychiatric hospital

2

4.3%

3

7.0%

1

2.0%

Hostel

0

0.0%

0

0.0%

1

2.0%

Other

12

25.5%

9

20.9%

0

0.0%

Total

47

100.0%

43

100.0%

50

100.0%

Table 33
Outcomes of health service investigations 2001-02 to 2002-03
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Investigation result

2001-2002
No.
%

2002-2003
No.
%

Terminated by the Commission

21

48.8%

28

56.0%

Make comment or recommendation

22

51.2%

22

44.0%

Refer to DPP

0

0.0%

0

0.0%

Total

43

100.0%

50

100.0%
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Investigation into continuity of care
Mr A, an older man, was taken to the emergency
department of a major metropolitan hospital, after an
accident. Mr A was complaining of pain in his neck, left
shoulder and back. It was noted a cervical collar was in
place and there were no motor or sensory deficits.

During Mr A's stay in the observation his deteriorating
neurological condition was noted but medical staff may
not have been advised of Mr A's symptoms.
Mr A continued to deteriorate neurologically and died of
pneumonia four days later.

After a lengthy wait, Mr A was examined by Dr B, a
recent intern. Mr A was then taken to the radiology
department for x-rays to his left shoulder and cervical
and thoracic spine.

This investigation raised many issues concerning:
■ clinical assessment

While in the radiology department, Mr A collapsed and
was re-examined by Dr B. Mr A claimed to have left
side weakness and severe neck pain. He developed
symptoms of weakness and sensory disturbance for
which an adequate radiological examination of the
cervical spine was essential. The initial cervical spine
film was inadequate but no further radiological
investigations were ordered. Dr B also failed to note the
neurological symptoms Mr A exhibited or to consult a
more senior member of the emergency department to
review both Mr A and his cervical X rays. Despite the
symptoms exhibited by Mr A, Dr B decided to
discharge him without reference to another medical
officer.

■ clinical management

Several hours after Mr A was discharged home. While
waiting for transport Mr A twice collapsed and slipped
off the chair onto the floor. Mr A was taken back to bed
in the emergency department and it was decided to
admit Mr A overnight. The reason for admission was
'acopia'. (Some patients may be admitted from an
emergency department to an acute hospital ward bed
without a necessary medical indication-the acopia
syndrome.) The only medical documentation of the
reason for admission was that the family insisted on Mr
A's admission. Mr A was then moved to observation in
the emergency department.

As a result, hospital X addressed each of the areas of

Commission investigations about health
practitioners
The Commission investigates complaints about
registered and unregistered health practitioners where
the complaint:
■

raises a significant issue of public health or safety

■

raises a significant question as to the appropriate care
or treatment of a client

■

provides grounds for disciplinary action against a
health practitioner, or

■

involves gross negligence.

■ communication between various clinical staff

members concerning the assessment and
management of Mr A.
The Commission proposed that, before making
comments and recommendations to the Area Health
Service about the treatment of Mr A, a meeting be held
between the Commission, the Area Health Service,
hospital X management team and clinical leaders to
ensure that measures were in place to prevent or
minimise the recurrence of the events identified as
leading to the sub-standard treatment of Mr A.

concern identified by the investigation and effected
changes in staffing levels, staff supervision and clinical
protocols. Tertiary hospitals play an essential role in the
training of the community's doctors. It is also essential
they have in place adequate procedures and systems
for their training supervision to ensure the safety of the
public. The Commission reviewed that the training and
supervision mechanisms were in place in the
emergency department at hospital X and was satisfied
that they were adequate.

The Commission is required to consult with the
relevant registration authority in relation to complaints
made about registered practitioners before it makes a
decision about how a complaint will be handled.
In addition to those complaints the Commission decides
to investigate, the Commission is required 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 certain
circumstances when registration authorities impose
interim orders on health practitioners under the
registration authority’s legislation.
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Information, resolution and complaints
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 whether to:
■

prosecute the complaint 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

■

make comments to the health practitioner on the
subject of the complaint

■

terminate the matter, or

■

refer the matter, or the subject of the complaint, to
the Director of Public Prosecutions.

At the end of an investigation into an unregistered
health practitioner, the Commission may make
comments to the health practitioner, terminate the
matter or refer it to the Director of Public Prosecutions.
The Commission also has discretion to inform an
appropriate professional association.

(continued)

During 2002-03, the Commission finalised 337
investigations about registered health practitioners, and
none concerning alternative health practitioners. This is
an improvement on the number of closures for the
previous two years. Table 34 shows finalised
investigations by profession.
Table 35 reports on the outcomes of investigations as
defined by the legislation. The Commission
commenced reporting on these outcomes in 2001-02.
The percentage of complaints terminated by the
Commission is similar to previous years. Twenty
investigations (20) could not be commenced because the
Commission was unable to obtain a statutory
declaration from the complainant to verify the
particulars of the complaint. Seven (7) investigations
were terminated as practitioners voluntarily took their
names off the register.
A number of other investigations were terminated after
the practitioner offered an apology to the complainant
and the Commission was satisfied that the public
interest did not warrant any disciplinary action being
taken. In a number of other matters, the Commission
satisfied itself after discussion with the practitioner that
disciplinary action was not warranted because the
practitioner demonstrated satisfactorily that s/he had

Table 34
Investigations finalised about health practitioners 2000-01 to 2002-03

Description

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Medical practitioner

161

67.9%

181

56.6%

216

64.1%

Nurse

49

20.7%

95

29.7%

80

23.7%

Psychologist

9

3.8%

13

4.1%

15

4.5%

Physiotherapist

1

0.4%

5

1.6%

8

2.4%

Dental technician and prosthetist

1

0.4%

2

0.6%

4

1.2%

Chiropractor

3

1.3%

4

1.3%

4

1.2%

Pharmacist

2

0.8%

3

0.9%

2

0.6%

Health practitioner de-registered

0

0.0%

0

0.0%

2

0.6%

Other

5

2.1%

2

0.6%

1

0.3%

Dentist

0

0.0%

13

4.1%

1

0.3%

Optometrist

0

0.0%

1

0.3%

1

0.3%

Chiropodist/podiatrist

4

1.7%

0

0.0%

1

0.3%

Osteopath

1

0.4%

0

0.0%

1

0.3%

Social worker

1

0.4%

1

0.3%

1

0.3%

237

100.0%

320

100.0%

337

100.0%

Total
50
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sufficient knowledge and judgement, and that the risk
of further unprofessional conduct was remote. These
outcomes were achieved because of the more pro-active
approach taken by the Commission.
During the reporting year, the Commission decided to
prosecute 74 complaints and refer 33 other complaints

to the relevant registration authority for other
disciplinary action eg counselling. The percentage of
investigations referred for disciplinary action, either to
a disciplinary body or to a registration authority, has
remained similar for the past two years – 29% in
2001-02 and 32% in 2002-03.

Table 35
Outcome of finalised investigations about health practitioners 2001-02 to
2002-03

Outcome

2001-2002
No.
%

2002-2003
No.
%

Terminated by the Commission

179

55.9%

191

56.7%

Prosecute a complaint before a disciplinary body

54

16.9%

74

22.0%

Make comments to the practitioner about the complaint

47

14.7%

38

11.3%

Refer to a registration authority for disciplinary action

40

12.5%

33

9.8%

Refer to Director of Public Prosecutions

0

0.0%

1

0.3%

Intervene in any proceedings before a disciplinary body

0

0.0%

0

0.0%

320

100.0%

337

100.0%

Total

Table 36
Complaints about health practitioners referred for disciplinary proceedings
at the end of an investigation 2000-01 to 2002-03

Disciplinary body referred to

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Medical Tribunal

15

20.0%

13

13.8%

28

26.2%

Medical Board

9

12.0%

21

22.3%

23

21.5%

Medical Professional Standards Committee 24

32.0%

16

17.0%

18

16.8%

Nurses Tribunal

17

22.7%

13

13.8%

14

13.1%

Nurses Registration Board

1

1.3%

19

20.2%

9

8.4%

Nurses Professional Standards Committee

1

1.3%

5

5.3%

5

4.7%

Psychologists Registration Board

0

0.0%

0

0.0%

5

4.7%

Dental Technicians Registration Board

0

0.0%

0

0.0%

2

1.9%

Dental Board

0

0.0%

3

3.2%

1

0.9%

Pharmacy Board Inquiry

1

1.3%

0

0.0%

1

0.9%

Psychologists Board Inquiry

0

0.0%

0

0.0%

1

0.9%

Psychologists Professional Standards
Committee

3

4.0%

3

3.2%

0

0.0%

Chiropractors & Osteopaths Tribunal*

2

2.7%

1

1.1%

0

0.0%

Podiatrists Professional Standards Committee1

1.3%

0

0.0%

0

0.0%

Physiotherapists Registration Board

1

1.3%

0

0.0%

0

0.0%

Total

75

100.0%

94

100.0%

107

100.0%

* The Chiropractors Act 2001 and the Osteopaths Act 2001 created two separate Tribunals. No matters were referred to either in this
reporting period.
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(continued)

Table 37
Average length of time taken to complete investigations 2000-01 to 2002-03

Timeframe

2000-2001
Health
Health
service
practitioner
No.
%
No.
%

2001-2002
Health
Health
service
practitioner
No.
%
No.
%

less than 6 months

0

0.0%

10

4.7%

0

0.0%

11

3.6%

2

4.0%

23

6.8%

7-12 months

3

7.5%

28

13.1%

1

2.4%

33 10.9%

1

2.0%

33

9.8%

13-18 months

3

7.5%

31

14.5%

2

4.9%

42 13.9%

5

10.0%

35 10.4%

19-24 months

9

22.5%

37

17.3%

11

26.8%

54 17.8%

8

16.0%

66 19.6%

25-30 months

7

17.5%

49

22.9%

13

31.7%

59 19.5%

10

20.0%

56 16.6%

31-36 months

10

25.0%

34

15.9%

5

12.2%

50 16.5%

6

12.0%

50 14.8%

8

20.0%

25

11.7%

9

22.0%

54 17.8%

18

36.0%

74 22.0%

41 100.0%

303 100.0%

50 100.0%

337 100.0%

37 months or more
Total

40 100.0%

214 100.0%

Table 36 on the previous page provides a breakdown of
the complaints where the Commission decided to
prosecute a complaint before a disciplinary body, or
refer a registered health practitioner to the relevant
registration authority for disciplinary action following
an investigation. The breakdown is by the type of
disciplinary body to which the complaint was referred.
Table 37 details the time taken to finalise both health
service and health practitioner investigations in 200203. The length of time is measured from the date the
mandatory statutory declaration is received. Complaints
assessed for investigation but for which no statutory
declaration was obtained have been removed from the
sample.
Time frames have not shown improvement, primarily
because of the backlog of investigations, many of which
had been unallocated until this year and an investigation
which has required some 30% of the Commission’s
investigative resources. This one investigation has
significantly delayed a number of investigations and it
will also impact on the Commission’s statistics for the
next financial year. The Commission needs to develop
strategies to help minimise the impact of this kind of
investigation.
During the year the Commission was able to allocate all
unallocated investigations to an investigation resolution
officer (IRO). Unallocated investigations have been one
major cause of delay. The Commission also
implemented strategies to cover an investigation
resolution officer’s caseload when they are on leave. This
presented another cause of delay. Over the past three
years the Commission has significantly increased the
52

2002-2003
Health
Health
service
practitioner
No.
%
No.
%
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Table 38
Complaints under investigation
as at 30 June 2003

Year

No

%

1998

4

0.7%

1999

65

11.0%

2000

125

21.2%

2001

129

21.9%

2002

173

29.4%

2003

93

15.8%

Total

589

100.0%

number of IROs. In 2002-03 there were three more
than in 2001-02.
The Commission is actively working towards improving
the timeliness of investigations as detailed earlier in this
report.
Table 38 shows the number of open investigations by year
of receipt. Ultimately the Commission is aiming to have
this spread over two years rather than the present six
years. The Commission is aiming to report a reduction in
this spread by two years in the next Annual report.

Investigation reviews
At the request of a complainant, the Commission is
required to review its decision about a health
practitioner. In 2002-03, the Commission completed
five such reviews (see Figure 11).

Table 39 reports on the outcomes of those reviews.
The Commission decided that further action was not
required in any of the complaints under review.
The number of investigations reviewed is lower than
2001-02 because a number of cases from prior years
were dealt with in that year.

Open investigations
As at 30 June 2003, there were 589 on-going
complaints under investigation. Table 40 gives a
breakdown of those complaints by category.

Figure 11
Number of investigation reviews
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Table 39
Outcome of investigation reviews 2000-01 to 2002-03

Outcome

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

No further action

10

83.3%

18

78.3%

5

100.0%

Reopen for investigation

2

16.7%

4

17.4%

0

0.0%

Refer to another body

0

0.0%

1

4.3%

0

0.0%

Total

12

100.0%

23

100.0%

5

100.0%

Table 40
Category of open investigations 2000-01 to 2002-03

Outcome

2000-2001
No.
%

2001-2002
No.
%

2002-2003
No.
%

Clinical standards

369

42.8%

280

39.3%

194

32.9%

Provider-patient/client relationship

165

19.1%

132

18.5%

116

19.7%

Prescribing drugs

99

11.5%

96

13.5%

100

17.0%

Quality of care

83

9.6%

63

8.8%

49

8.3%

Other unethical/improper conduct

34

3.9%

50

7.0%

46

7.8%

Business practices

24

2.8%

15

2.1%

23

3.9%

Impairment

15

1.7%

24

3.4%

17

2.9%

Character

11

1.3%

14

2.0%

12

2.0%

Fraud

21

2.4%

18

2.5%

12

2.0%

Miscellaneous

23

2.7%

9

1.3%

9

1.5%

Patient rights

15

1.7%

9

1.3%

8

1.4%

Operative complications

2

0.2%

2

0.3%

2

0.3%

Waiting list

0

0.0%

0

0.0%

1

0.2%

Complaints management

2

0.2%

1

0.1%

0

0.0%

863

100.0%

713

100.0%

589

100.0%

Total
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Information, resolution and complaints
Disciplinary and other legal
cases
At the end of 2002-03, the Commission had finalised
73 cases, including disciplinary cases, 9 review or
re-registration applications and 13 appeals. In 3 cases
inquiries were not held because the practitioners
involved were no longer registered. One (1) case was
withdrawn. Ten (10) complaints were dismissed as the
disciplinary body was not satisfied that the complaint
was proved, however it was still appropriate to make
the complaints. In relation to the 13 appeals, the
Commission agreed to consent orders upholding two
the appeals in the Court of Appeal.

(continued)

Figure 12
Overview of cases

Inquiries not held
5%

Appeals
18%
Re-registration/
Review
12%

In addition, at 30 June 2003, 46 cases were awaiting
hearings. A further 23 cases had been heard and were
awaiting judgments or written decisions.
There was a 15% decrease in disciplinary and other
cases finalised. This was due to the decreased number
of hearings, the number of cases awaiting decisions,
and the decline in referrals for prosecution in recent
years in some jurisdictions.

Disciplinary
cases proved
51%

Disciplinary
cases dismissed
14%

There was one criticism of the Commission by a
disciplinary body. As with all cases, this case was
reviewed by the Commission as part of the quality
review strategy. No remedial action was required.
Table 41
Outcomes of unsatisfactory professional conduct cases completed
2002-2003

No
MEDICAL PROFESSIONAL
STANDARDS COMMITTEE

NURSES PROFESSIONAL
STANDARDS COMMITTEE

Proved

Reprimand

1

Reprimand and conditions

4

Conditions

2

Caution and Conditions

1

Not Proved/ Inquiry Not Held

Withdrawn and dismissed

1

Proved

Reprimand and Conditions

–

Conditions

2

Referred to Nurses Tribunal

1

Heard and dismissed

1

Not Proved/ Inquiry Not Held

TOTAL

54

HCCC A N N U A L R E P O R T 2002-2003

13

Figure 13
Medical and nurses professional
standards committee

Figure 14
Tribunals & Boards of Inquiry
Cases heard and determined 2002-2003

Cases heard and determined 2002-2003

Not proved/dismissed
25%

Not proved/dismissed
8%

Proved
75%

Proved
92%

Table 42
Outcomes of professional misconduct cases completed 2002-2003

No
CHIROPRACTORS

Proved

Reprimand (Austin)

1

DENTAL TECHNICIANS

Not Proved

Heard and Dismissed

1

DENTISTS

Proved

Suspended and Conditions (Ho)

1

Not Proved

Heard and dismissed

1

Proved

De-registered
(Vincent, Richter, Mehta, Furey, Whiteman)

5

Reprimand and conditions
(McKenzie, Michael, Jarvis, Sztulman)

4

Reprimand, fine and conditions (Anderson)

1

Conditions (Sabag, Davis)

2

Heard and dismissed

1

Practitioner deceased/no longer registered

3

De-registered
(Bustos, Rolles, Secombe, Schoonderbeek,
Poyaoan, Miller)

6

Suspended and conditions (Stewart, Burke)

2

Reprimand and conditions
(Asboth, Melehan, Dib)

3

Heard and dismissed

5

Withdrawn and dismissed

0

Proved

De-registered (Heuston)

1

Not Proved / Inquiry Not Held

Heard and dismissed

1

TOTAL

38

MEDICAL TRIBUNAL

Not Proved/ Inquiry Not Held
NURSES TRIBUNAL

Proved

Not Proved / Inquiry Not Held
PSYCHOLOGISTS
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Table 43
Outcomes of appeal cases completed 2002-2003

Appeals

Outcome

No

Upheld

4

Dismissed

2

Summons by Commission against Nurses Tribunal decision

Dismissed

1

Summons alleging breach of statutory duty (Wortley)

Dismissed

1

Summons seeking prerogative relief concerning statutory compliance

Dismissed

1

Dismissed

1

Dismissed

1

Upheld

1

Dismissed

1

High Court
Nil
Court of Appeal
Appeal by medical practitioner against Medical Tribunal decision
(Daskalopoulos, Zaidi, Jarvis, Gorman)
Appeal by medical practitioner against Medical Tribunal decision (G, S)
Supreme Court

District Court
Appeal by practitioner against Dental Board decision
Administrative Decisions Tribunal
Application by practitioner for review of privacy determination
Appeal to Medical Tribunal
Appeal by medical practitioner against PSC decision

Total

13

Table 44
Outcomes of re-registration/review
application cases completed
2002-2003

Re-Registration/Review Applications

No

Figure 15
Summary of all cases
Unsuccessful
28%

Medical Tribunal
Re-registered with conditions
(Richards)

1

Heard and Dismissed
(Zaidi, Harper, Gayed, Litchfield)

4

Nurses Tribunal
Heard and dismissed
(Robson, Belgrove)

2

Conditions varied

1
Successful
72%

Medical Board Inquiry
Re-registered with conditions
Total

56

1
9
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Sexual misconduct and propensity evidence
A complaint was heard by the Medical Tribunal during

previous disciplinary proceedings and psychiatric

2002 concerning Dr Richter, a rheumatologist. Dr

treatment is used and so avoid concluding that

Richter had previously been before a Medical Tribunal in

because the practitioner had a history of such activity in

1993 when he was initially de-registered by the Medical

the past or that he may have the propensity or urge to

Tribunal for inappropriate sexual touching of a female

commit acts of that type, it must therefore follow that

patient. Dr Richter appealed against the Tribunal
decision and the Court of Appeal upheld his appeal.
They ordered that his name be restored to the
Register and imposed conditions on his practice
including a condition that he have a chaperone present
when he saw female patients.

he did so on the occasion in question. The direction
was based on the common sense proposition that
whilst a person may have some urge or motive to act in
a particular way, it cannot be proved that they did so on
a particular occasion in question simply on the basis of
that urge or history. The evidence forms part of the

The complaint heard by the Medical Tribunal in 2002

overall evidence, which may assist in concluding that a

involved an allegation that Dr Richter inappropriately

particular act was done for a particular purpose.

examined a female patient in October 1998 and
included an allegation that he inappropriately touched

The Tribunal in its decision carefully considered and

the patient on her breast. At the commencement of

summarised the evidence relating to the previous

the inquiry, the Commission sought to introduce into

disciplinary proceedings against the practitioner and the

evidence the findings made by the Medical Tribunal in

psychiatric evidence about the condition and diagnosis

1993 and findings made by a Professional Standards

affecting the practitioner during the 1990’s.

Committee of the Medical Board, which had heard a
further complaint against Dr Richter in 1994.

The Tribunal also considered the expert opinions given
by an independent rheumatologist called by the

Despite the practitioner’s objection, the material relating
to the previous disciplinary proceedings against Dr
Richter was introduced into evidence. In addition, the
Commission successfully sought to introduce evidence

Commission concerning the appropriate manner in
which to examine a female patient particularly in the
case of a medico-legal examination as was the case

of psychiatric treatment received by the practitioner

here. The Tribunal referred to the Australian Medical

over a substantial period of time during the 1990’s. The

Association’s written patient examination Guidelines. It

material was admitted because the Chairperson of the

noted the Guidelines require an explanation of the

Tribunal determined that the evidence was relevant to

nature, extent and reason for physical examinations to

the proceedings. Rulings on the issue were given in the

be given for the examination to commence. This had

presence of the full Tribunal. The material was admitted

not occurred in this case. The Guidelines also describe

as relevant because:

the position in relation to medico-legal examinations,

■ it had rational persuasive value as to the propensity

of the practitioner to touch female patients on the
breast or genital area during examinations without
medical justification

pointing out that independent medical assessors should
be aware that people presenting for such assessments
are often anxious, nervous or defensive. The Tribunal
noted that the guidelines are maters that any prudent
practitioner would bear in mind and they are designed

■ it went to the state of mind of the practitioner at the

to protect the interests of the patient and the

time of his examination of the patient in October

practitioner from false or mistaken allegations of

1998 and to determine whether to draw an inference

inappropriate behaviour by a practitioner.

that the practitioner’s conduct on that day was done
without medical justification and for the purpose of

The Tribunal noted that it was unimpressed with the

sexual gratification rather than for a proper medical

credibility of Dr Richter. It was satisfied that Dr Richter

purpose

had mislead the 1994 Professional Standards

■ the evidence was capable of rebutting the

suggestion put forward by the practitioner that his

Committee in relation to his defence of the charge of
breach of conditions in the complaint and that he was

conduct in touching the patient’s breast in October

at the relevant time defiant of those conditions and

1998 was inadvertent or accidental.

rebelling against them. The Tribunal also noted that the
practitioner sought to minimise in the Tribunal the

The Chairperson gave a direction that the Tribunal must
must be careful in the way in which the evidence in

Continued next page
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(continued)

him to control his urges but it is essentially incurable and
is a condition which has reoccurred on occasions in

manifestations of the psychiatric condition he was
suffering from. Overall, it concluded that the evidence of
the patient was credible evidence and where there was

The Tribunal stated that in instances of sexual

a difference between her account and Dr Richter it

misconduct of this type the need for significant

preferred the evidence of the complainant. It was
satisfied that the patient did not misinterpret the
conduct of Dr Richter. The Tribunal concluded that the
practitioner engaged in an inappropriate examination of
the patient’s breast for his own sexual gratification.
The Tribunal noted that the appropriate order was

58

1992, 1997 and 1998.

sanctions is important for a number of reasons
including the particular position of trust which gives rise
to the opportunity for a practitioner to engage in such
activity; the patient is not aware that the conduct is for
an ulterior purpose; it is conducted in the virtual secrecy

de-registration and noted that the practitioner had after

of the consulting room and is unlikely to be revealed,

a number of brushes with the disciplinary system

even by a patient who is concerned that there was

maintained a lack of insight into his problem.

some impropriety involved.

The Tribunal noted that Dr Richter’s most recent

Dr Richter was found guilty of professional misconduct

treating psychiatrist expressed the view that the

and de-registered. It was ordered that a review could

practitioner’s psychiatric condition was essentially

not be made for a period of 3 years from the date of

incurable. It may be regulated by techniques enabling

de-registration.
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Consumer Feedback

Satisfaction with the Commission

Feedback is also given to staff at monthly staff meetings.

During the reporting year the Commission continued to
systematically collect consumer feedback. Consumer
feedback was collected from unsolicited letters such as
Ministerials, direct correspondence from parties to
complaints, verbal comments and two HCCC consumer
feedback surveys.

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: developed standards to ensure that
assessment decisions are clearly recorded, particularly
when a complaint is declined; developed a protocol for
briefing witnesses about the process of testing evidence
and appearing at a hearing; offered apologies; reinforced
the message on commitment to reduce delays in
investigations; and made various other changes to
procedures including the procedure of de-identifying
correspondence.

Thirty nine written complaints were received about the
Commission in 2002-03. Table 45 contains a
breakdown of the type of issues complained about.
Nearly one in three of the complaints were related to a
perceived failure to deal with a complaint appropriately.
One quarter of the complaints expressed concerns about
delays.
The number of complaints about the Commission as a
proportion of the complaints received and assessed was
1.4%. This is an improvement from 1.8% in the
previous reporting period.
The Commission also receives compliments about its
services. Compliments were received about assistance
and support, professional service delivered, courtesy and
helpfulness of staff and the prompt delivery of services.
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 upon.

Complaints about the Commission to
other bodies

The Independent Commission Against Corruption
received 3 complaints about the Commission. Two of
those were closed with no further action and one
complaint remains open.
The NSW Ombudsman received seven formal
complaints about the Commission during the year. The
Ombudsman declined two complaints at the outset, and
made preliminary inquiries in relation to five
complaints. The Ombudsman did not investigate any
complaints after further information was provided by
the Commission.

Table 45
Complaints about the Commission 2001-02 to 2002-03

Issue

2001-2002
No.
%

2002-2003
No.
%

Failure to deal appropriately with complaint

2

4.1%

12

30.8%

Delays

14

28.6%

10

25.6%

Confidentiality/privacy related

2

4.1%

4

10.3%

Denial of justice

1

2.0%

4

10.3%

Lack of feedback

1

2.0%

3

7.7%

Poor customer service

6

12.2%

3

7.7%

Bias/unfair treatment/tone

7

14.3%

2

5.1%

Other

8

16.3%

1

2.6%

Limits to jurisdiction

2

4.1%

0

0.0%

Faulty procedures

2

4.1%

0

0.0%

Inaccurate information/wrong decision

4

8.2%

0

0.0%

Total

49

100.0%

39

100.0%

% of total complaints received by HCCC

1.8%*

1.4%

* 2001-02 detailed 0.01% which was incorrect
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Consumer Feedback

(continued)

The Commission determined three requests for internal
review under the Privacy and Personal Information
Protection Act 1998. For further details see page 69.
Results of the investigation
satisfaction surveys

The Commission collected information from both
complainants and health providers who were parties to a
Commission investigation about a range of service
dimensions, including: accessibility, amount of contact,
staff sensitivity to the parties concerns, whether the
investigation addressed all of the issues raised, whether
the investigation appropriately considered the
information provided, whether the complaint was
handled in an unbiased and reasonable way. The
Commission began to survey respondents in addition to
complainants for the first time in 2002-03.
Surveys were posted to both parties at the end of the
investigation with a reply paid envelope. Parties could
respond to the survey anonymously. On receipt of a
completed survey, the Commission sent the survey to
the database administrator who captured the survey
details.
Because of the poor response rate to last year’s survey,
the Commission reviewed the survey design, wording
and methodology. This year the Commission received
37 surveys compared with 14 in the last reporting
period. Seventeen (17) surveys were received from
complainants and 17 from health providers. Three
respondents could not be categorised in either group.
The increase in the numbers of surveys received is most
likely attributable to the collection of feedback from
health providers.
With 387 investigations finalised in 2002 –2003, the
response rate is below an acceptable response rate and
not statistically significant. For this reason there is no
reliable data to report on and the data collected cannot
be used for comparative purposes.
The following information is given to provide a flavour
of the feedback obtained. In relation to the question on
overall satisfaction, 12 (32%) people strongly agreed or
agreed that they were satisfied. Two (5%) people were
neither satisfied or unsatisfied. Six (6%) people
disagreed or strongly disagreed that they were satisfied.
Seventeen (46%) people left the question blank.
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Of the people who were satisfied, complainants
provided the following feedback:
“I have no complaint about the HCCC’s handling of the
matter.”
“Many thanks, X, it was helpful to have a safe place to
deal with this issue.”
“My only concern now is that to the best of my knowledge,
the doctor in question is able to continue practising as a
counsellor. Is there any regulatory body for “counsellors?"
“Thank you for all your care and concern.”
“Once X took over the handling of my complaint
[I was satisfied]. Previous to this I had considerable
trouble with Commission staff. My concerns were addressed
after I sent a letter to the Commissioner.”
“I realise the HCCC had a heavy workload when I lodged
my complaint and understand why it has taken so long
and it takes time for doctors to respond etc.
I think the HCCC has conducted the investigation
in a fair and unbiased manner.”
Of the people who were satisfied, health providers
provided the following feedback:
“I am aware that due to the delicate nature of the
complaint, it was necessary to investigate thoroughly.”
Of the people who were unsatisfied, complainants
provided the following feedback:
“I expected a far more thorough and detailed investigation
and ongoing reports as to how the investigation was
proceeding. The investigation took too long. We feel we
have been failed by both the Medical Board and the
HCCC.”
“I strongly believe that the investigation? was completely
biased. There is overwhelming evidence of the
[physiotherapists] failure to listen to Mrs X, the nursing staff
and [the doctor]. It is of my opinion that the peer reviewer
that you used is completely out of line when it is suggested
that correct complaints procedures were not carried out, as
the therapy department at Z was well aware of the problems
they were having, but failed to act.”
“I’m satisfied with the outcome in as much as all I really set
out to achieve was to stop the doctor from carrying out
similar acts again with potential major consequences on the
lives of patients. The HCCC apparently had much trouble
in contacting the doctor who was the subject of my
complaint. It follows that the HCCC appears to be a
“toothless tiger. ”

Of the people who were unsatisfied, health providers
provided the following comment:

“Could be improved by making it more well know to the
wider community."

“Promised action by dates never achieved. Failed to get
back to me as promised in regards to ‘progress’. At no stage
have I been interviewed by pharmaceutical branch, HIC,
NSW Medical Board, HCCC or anyone. No
comment/statement invited from me in relation to four
other patients included in your report. Relationship of this
case to “NSW Medical Board” not disclosed to me."

"It gave me more confidence should I have to attend
hospital again."

Sixty-eight percent (68%) of survey respondents
reported having contact with investigation resolution
officers on more than three occasions. Fifty-four
percent (54%) of survey respondents reported having
contact with investigation resolution officers on more
than six occasions. This is the first survey period in
which this information was collected. In the future,
when an acceptable response rate is obtained, The
Commission will be able to measure its performance
through the survey indicators.
The Patient Support Service
satisfaction survey

The Patient Support Service sought client feedback
through a satisfaction survey. Surveys were posted to
clients together with a reply paid envelope. The survey
included questions about the accessibility, timeliness and
responsiveness of the service, as well as overall
satisfaction. Two hundred and seventy-five (275) clients
out of a total of 1,262 completed the survey, a response
rate of 21.8%.
Key results show that:
■

88.4% thought patient support officers were
responsive to their concerns

■

85.4% found patient support officers were prompt in
returning calls

■

82.1% were satisfied with the service they received

■

86.2 % would use the service again.

Comments from clients completing the survey included:
"The patient support officer is independent. You can expect
reliability and honesty from your officer. She was the
middle person and assisted me in communicating with the
health service."
"The human understanding and support she gave. She did
not judge my complaint, she was very helpful and
supportive. She was prompt, courteous and very friendly."

"Concern was I could be dealing with another typical
bureaucracy. This was not the case. Genuine interest and
empathy were shown and the results were more than I
hoped for."

Provider feedback
To seek feedback from health providers on the
performance of patient support officers (PSOs) the
Patient Support Service manager contacted and met
with staff from Area Health Services (AHS). No
complaints about the Service were raised. Staff
commented that the contribution of PSOs to resolution
of individual complaints is valued in health facilities and
that staff refer clients to PSOs, especially when
consumers need independent support and advice during
the complaints process. Area Health Service staff also
reported that there exists a spirit of partnership and cooperation between the PSO and the Area complaints
handling staff. One Chief Executive Officer of an AHS
wrote to the Commissioner expressing satisfaction with
the Patient Support Service saying that the PSO’s
“appointment has proven to be of great benefit to
patients, health care staff and the executive personnel of
the facilities and services in the AHS. …I am sure that
the current relationship with the Commission will
continue to demonstrate improved outcomes for all
involved in the complaint handling process.”
Additional performance monitoring measures
The Patient Support Service monitors the quality of
service provided by PSOs in various ways. The manager
reviews all client files to ensure that service standards
have been met, appropriate complaint resolution
options identified and adequate support provided to
consumers to resolve their health complaints. The
manager also conducts monthly on-site supervision
sessions and provides guidance and advice in complex
matters. The Staff Performance, Education and
Development System (SPEADS) is used to identify
performance and development needs to ensure patient
support officers are equipped with the necessary
knowledge, skills and values to meet the performance
goals set for them as individuals and for the organisation
as a whole.

“Hard to contact directly. It would be good to get straight
through without waiting for a return call.”
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Working with stakeholders

Consulting with community
groups
The Consumer Consultative Committee assists the
Commission to respond to consumer views through
discussing significant issues and advising on major
projects and publications. Member organisations of the
Committee in 2002-03 were the:

The distribution of a brochure promoting the
Commission’s services for Aboriginal people continued.
The brochure was well received, with the increase in
brochure distribution correlating to an increased
number of contacts from Aboriginal health consumers.

Cultural education for Commission staff
Internal cultural awareness education ensures that
Commission staff serve Aboriginal people and
communities in a culturally appropriate manner.
During the reporting year, 30 staff completed cultural
awareness training.

■

Aboriginal Health and Medical Research Council

■

Alzheimer's Association

■

Australian Association for Welfare of Child Health Inc

■

Carers NSW Inc

■

Combined Pensioners and 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

■

People Living with HIV/AIDS NSW

Training for Area Health Services

■

People with Disabilities NSW Inc

■

Rural and Remote Health Consumers of Australia

■

Women’s Health Resource and Crisis Centres
Association.

During 2002-03, the Commission continued to provide
training and advise Area Heath Service staff in
complaints investigation with funding from the Area
Health Services through the NSW Department of
Health.

The Commission held three meetings with the
Consumer Consultative Committee during the year.
Two new organizations, the Alzheimer's Association and
Carers NSW Inc, joined the Committee at the
invitation of the Commission.

Outreach and support for
Aboriginal communities
During the reporting year, the Aboriginal Liaison
Officer provided information, support, advocacy and
development services to Aboriginal communities in
NSW. The primary focus was on liaison with
Aboriginal health workers, as they provide immediate
support for local complaints handling.
Other initiatives included:

Resolution training
See next page for further details on the training.
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Conference presentations
Commission staff presented a paper at the National
Health Care Complaints Conference titled Doing
Business the Aboriginal Way, and a workshop at the
National and Torres Strait Islander Health Workers’
Conference on Professional Development and Health
Care Complaints.

Training partnership

The 2003 program allowed the Area Health Services
(AHS), Ambulance Service of NSW, Corrections Health
Service and Westmead Children’s Hospital to receive five
days of training. The Commission continued to offer
investigation and resolution training opportunities, and
developed other training products that allowed
participants to build on skills acquired in previous
Commission training. During the reporting year, 644
people attended training sessions offered by the
Commission.
The training program continued to afford an invaluable
opportunity for the Commission and for metropolitan,
rural and remote health service providers to learn more
about the challenges each other faces.

Investigation training

The investigation training program was designed to
improve the quality of investigations conducted by AHS
staff in response to the deficiencies relating to
methodology, procedural fairness, outcomes, and
documentation noted by the Commission and the
Senior Executive Forum.
The three investigation training courses offered in 200203 were:

Introduction to Investigation Training Course,
one-day for nurse unit managers
Two courses were conducted in two Area Health
Services with 36 participants. Based on participant
feedback, this course was not offered again as part of the
2003 ‘roll-out’ as the material was found to be too
intensive for a one-day course.
Of the participants who provided feedback, more than
83% found the course content to be useful or very
useful.

Investigation: Skills and Methodology, two-day
course
The course focuses upon improving the quality of
investigations conducted by AHS staff and is targeted at
staff who may be responsible for, or involved in, the
management of investigations.
Thirteen courses were conducted in 10 Area Health
Service areas with 225 participants. Of those
participants who provided feedback, more than 84%
believed that the topics covered were relevant or very
relevant to their work.
Resolution training

The training program is designed to enhance the
understanding of health care staff and management of
the basic principles of conflict resolution to improve
their ability to resolve complaints by consumers. The
training programs are a response to the policy of NSW
Health to increase emphasis on early intervention and
in-house resolution of complaints.
During 2002-03, two resolution training programs were
offered as follows:

Eighteen courses were conducted in 10 Area Health
Services with 305 participants. Of those participants
who provided feedback, more than 88% believed that
the topics covered were relevant or very relevant to their
work, and more than 87% found the course content to
be useful or very useful.

Resolution in Health Care for Aboriginal Health
Workers, two-day course
This training course was developed in response to
Aboriginal community consultations conducted by the
Commission that identified a lack of understanding and
fear of complaint handling procedures.
Six courses were conducted across 10 Area Health
Services with 78 participants. Of those participants
who provided feedback, more than 96% believed that
the topics covered were relevant or very relevant to their
work, and more than 96% found the course content to
be useful or very useful.
Special initiatives

In response to the success of the training initiatives, the
Commission was approached by organisations/bodies to
conduct specific training:

Australian Capital Territory (ACT) Community
Care
The Commission conducted three two-day Investigation:
Skills and Methodology courses, and two one-day
Resolution in Health Care courses.
4th National Health Care Complaints Conference
The Commission was invited by conference organisers,
the Community and Health Services Complaints
Commissioner, ACT, to facilitate a two-day
investigation workshop around the theme of Best
Practice in Investigations. The workshop was developed
in close consultation with the Health Complaints
Commissioner of each state and territory of Australia
and New Zealand.
Of those participants who completed workshop
evaluation forms, 81% indicated that the workshop
provided them with a deeper understanding of their role
as an investigator.

Resolution in Health Care, one-day course
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.
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Working with stakeholders
Joint Parliamentary Committee
on the Health Care Complaints
Commission Inquiry
The Joint Parliamentary Committee on the Health Care
Complaints Commission had one inquiry underway in
2002-03.
Inquiry into Commission procedures

In June 2001, the Committee commenced an inquiry
into The Procedures followed during Investigations and
Prosecutions undertaken by the HCCC. The Commission
made two written submissions over the course of the
inquiry. The Commission appeared before the inquiry on
one occasion in 2002-03, and the Commissioner made a
further formal oral submission as her opening statement.
The Committee published a discussion paper in
November 2002 addressing issues raised during the
inquiry, and sought submissions on the paper to further
assist the inquiry. For more information about the work
of the Committee and the inquiry, go to
www.parliament.nsw.gov.au.

Turning Wrongs into Rights
project
The Commission has been engaged by the Council for
Safety and Quality in Health Care to carry out the Turning
wrongs into rights: learning from consumer reported incidents
project on behalf of the Australia and New Zealand
Council of Health Complaints Commissioners. The
project, which is being run in partnership with the
Australia and New Zealand Council of Health
Complaints Commissioners, Royal Australasian College
of Physicians, and the Health Issues Centre, aims to
improve complaints management by health care services.
The project will review the research on complaints
management in customer service industries generally,
and profile examples of better practice in complaints
management in Australian health care services. The
research will inform development of interim better
practice guidelines on complaints management in health
care services, and propose recommendations for
implementation and future action.
Project outcomes

Literature review
A review of the published literature on complaints
management found that resolution of consumer
complaints is better incorporated into the business
structures of customer service industries than those of
health care services.
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The research reflects that complaints management with
a quality improvement component is a comparatively
recent innovation in the health care sector. The research
has also found evidence that complaints management
systems are enhancing health service organisations’
capacity to improve services and avoid risk.
The annotated literature review is available on the
project website at www.hccc.nsw.gov.au.

Definitions of ‘better practice’
The project invited comment on definitions of ‘better
practice’ in complaints management from organisations
in the health care sector and complaints agencies from
other sectors. An emerging message is that better
practice often occurs as a result of individuals in an
organisation rather than because of formal systems.
A similar pattern is found in other service sectors, where
appropriate staff selection and training in customer
focus and dispute resolution are emphasised.
Survey of better practice
The project will conduct a survey of health care services
identified as examples of better practice in early 2003-04.
Accreditation agencies, industry and professional
associations, medical and nursing colleges and medical
indemnity providers will be targeted to assist the project
to identify the services to be surveyed.
Working with the states and territories
One of the challenges for the project is to ensure that it
complements the many relevant industry standards and
government policies and programs. To this end, the
project is working closely with a group of senior quality
officers and the State Quality Officials Forum, to ensure
links to quality improvement in health care across
jurisdictions.
The project is also working closely with the state and
territory government officers who are responsible for
health complaints policies and programs.
Recommendations for future action
One of the key project tasks is to develop
recommendations for future action, recognising that this
work is only a beginning. Among recommendations
being discussed are: a national data set for reporting on
health complaints, a national database that is part of a
complaints management system for frontline complaints,
and an agreed set of competencies for complaintshandling staff. The project will also develop proposals
for training programs to address the distinct needs of
clinicians, managers and frontline complaints staff.
The role of Health Complaints Commissions in
implementation will be explored in detail in the
recommendations for future action.
A draft guideline and recommendations for
implementation will be released for public comment in
October 2003.

“
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Access to services

Disability action plan
The key recommendations of the 2002 disability audit
were that the Commission should ensure equal access
for people using wheelchairs, and provide disability
training to customer service staff.
Wheelchair access is available at the Commission’s new
premises in Central Square. The Commission is also
working closely with the Disability Council of NSW to
ensure that the new premises are as accessible as
possible.
During the reporting period, 14 of the Commission's
customer service staff were trained to use the telephone
typewriter, and 35 attended a one-day disability
awareness training course. All the participants later
reported that they felt more confident about providing
appropriate service to people with disabilities.

The three new patient support officers in regional NSW
– Lismore, Dubbo and Wollongong, were connected to
the Internet in collaboration with the Area Health
Services.
In accordance with the NSW Government Guidelines for
Electronic Information Security, the Commission
commenced work on a security plan aligned with the
Commission’s IT strategic plan. The Commission
completed two security surveys issued by the Office of
Information Technology. In 2003-04, the Commission
will participate in security surveys, introduce an
information security policy, and review vulnerabilities
and security risk management processes to comply with
Australian standards.

Ethnic affairs priorities
statement

The Commission actively sought suggestions from
people with disabilities for improving its publications.
Suggestions implemented include the redrawing of a
cartoon, so that the message was clearer to people with
low levels of English literacy, and increasing the colour
contrast in text to assist people with vision impairments.

The Commission strives to ensure that its services are
appropriate and accessible to all NSW communities.
Client data indicates that people from 50 different
countries accessed Commission services over the year,
and that clients spoke over 25 different languages
at home.

The number of permanent Commission staff who
identify as having disabilities increased slightly in 200203. Adjustments in the work environment were made
for staff with permanent or temporary disabilities.

Electronic service delivery

The Commission reviewed all promotional material in
community languages. A short introductory text in 20
community languages was incorporated into the Patient
Support Service brochure. The How to get the best from
your health service brochure was translated into 8
community languages and information about the
Patient Support Service into 23 community languages.
Translation of the Complaint Process brochure, now
available in 20 community languages, will be reviewed
in 2003-04.

The Health Care Complaints Commission is committed
to providing electronic service delivery according to the
NSW Government guidelines.

Two staff members passed the Community Language
Allowance Scheme examinations, one in Filipino and
one in Spanish.

The Commission continued to expand services available
to the public through the website at
www.hccc.nsw.gov.au. The site was popular, registering
101,849 hits – a major increase on the 38,562 hits of
the previous year. The most popular documents were
the Complaint Form, Complaint Guide and various
Commission reports while multi-lingual publications
received 1,781 hits.

The Commission supports the right of complainants to
express their concerns in the language of their choice.
To this end, the Commission spent $11,620 on
translations in 2002-03.

Following the relocation, the Commission employed a
team of people with various disabilities to insert “change
of address” slips into Commission publications.

The Commission’s recruitment advertisements were
displayed on www.jobs.nsw from which applications
can be lodged. Employment information was also
displayed through the Commission’s website.
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Freedom of information
This year the Commission received its lowest number of new applications (30) under the Freedom of Information
(FOI) Act. No FOI matters were referred to the Ombudsman, the Administrative Decisions Tribunal or the Supreme
Court this year.
Table 46
Section A – Number of new FOI requests

Personal *
FOI requests

Other #

Total

2001-02

2002-03

2001-02

2002-03

2001-02

2002-03

A1

New

52

30

4

--

56

30

A2

Brought forward

1

1

--

--

1

1

A3

Total to be processed

53

31

4

--

57

31

A4

Completed

52

30

4

--

56

30

A5

Transferred out

--

--

--

--

--

--

A6

Withdrawn

--

--

--

--

--

--

A7

Total processed

52

30

4

--

56

30

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

2001-02

2002-03

2001-02

2002-03

B1

Granted in full

18

11

4

--

B2

Granted in part

30

13

--

--

B3

Refused

4

5

--

--

B4

Deferred

--

1

--

--

B5

Completed

52

30

4

--

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.
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Section G – FOI requests granted in part or refused

Personal
Basis of allowing or restricting access

Other

2001-02

2002-03

2001-02

2002-03

G1

S19 (application incomplete, wrongly directed)

--

--

--

--

G2

S22 (deposit not paid)

1

1

--

--

G3

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

--

--

--

--

G4

S25 (1) (a) (exempt)

20

12

--

--

G5

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

2

--

1

--

G6

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

5

1

--

--

G7

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

--

--

--

--

G8

S 31 (4) (released to Medical Practitioner)

--

--

--

--

Schedule 2 (complaint being processed by HCCC)

5

4

--

--

33

18

1

--

G9

Total

Section H – Costs and fees of requests processed during period

Assessed costs

H1

All completed requests

FOI fees received

2001-02

2002-03

2001-02

$21,300

$20,000

$1,309

2002-03
$700

Section I – Discounts allowed

Personal
Type of discount allowed

Other

2001-02

2002-03

2001-02

2002-03

I1

Public interest

--

--

--

--

I2

Financial hardship - pensioner / child

13

9

--

--

I3

Financial hardship - non-profit organisation

--

--

--

--

I4

Total

13

9

--

--

I5

Significant correction of personal records

--

--

--

--

Section J – Days to process

Personal
Elapsed time

Other

2001-02

2002-03

2001-02

2002-03

J1

0 - 21 days

51

24

3

--

J2

22 - 35 days

2

1

1

--

J3

Over 35 days

2

5

--

--

J4

Total

55

30

4

--
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Section K – Processing time

Personal
Processing hours

Other

2001-02

2002-03

2001-02

2002-03

K1

0 – 10 hours

49

26

4

–

K2

11 – 20 hours

2

4

–

–

K3

21 – 40 hours

–

–

–

–

K4

Over 40 hours

1

–

–

–

K5

Total

52

30

4

–

Section L – Reviews and appeals

2001-02

2002-03

L1

Number of internal reviews finalised

3

3

L2

Number of Ombudsman reviews finalised

–

–

L3

Number of District Court reviews finalised

–

–

Number of ADT appeals finalised

–

–

Bases of internal review
Grounds on which internal review requested

Section K – Processing time

Personal
Varied

Upheld

68

Other
Varied

Upheld

01-02

02-03

01-02

02-03

01-02

02-03

01-02

02-03

L4

Access refused

–

1

–

–

–

–

–

–

L5

Deferred

–

–

–

–

–

–

–

–

L6

Exempt matter

2

1

1

1

–

–

–

–

L7

Unreasonable charges

–

–

–

–

–

–

–

–

L8

Charge unreasonably incurred

–

–

–

–

–

–

–

–

L9

Amendment refused

–

–

–

–

–

–

–

–

L10

Total

2

2

1

1

–

–

–

–
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Privacy management plan
The Commission's privacy management plan is
currently under review to ensure that all personal
information collected, used, disclosed and stored by the
Commission is being dealt with in compliance with the
Information Protection Principles under the Privacy and
Personal Information Protection Act 1998 (the Act).
The main areas of review have focused on:

Promotion
Articles for periodicals

The Commission continued submitting articles relevant
to general practitioners to the Australian Doctor on a
two-monthly basis. Over the reporting period articles
dealt with issues such as fees, guardianship and listening
to parents. The Commission also submitted articles to
other journals such as the Nurses Registration Board
Newsletter and the NSW Midwifery Newsletter.

■

auditing existing procedures and practices including
documentation and internal review processes

■

developing and revising procedures and practices

New publications

■

reviewing and developing protocols with other public
sector agencies such as the Director of Public
Prosecutions to ensure timely and appropriate
exchanges of information in accordance with the
privacy principles

■

developing a new training package and staff
guidelines

The Commission revised some of its publications in
2002-03. The How to get the best from your health service
brochure (formerly: Rights and responsibilities of health
consumers) was printed and distributed to health
providers and services. The brochure was also translated
into eight community languages – Arabic, Chinese,
Greek, Italian, Korean, Macedonian, Spanish and
Vietnamese.

■

updating the privacy management plan.

The Commission has created a permanent position of
Freedom of Information and Privacy Officer.
In 2002-03, the Commission determined three requests
for internal review under the Act, all from the same
practitioner. The alleged breaches were of the following
Information Privacy Principles (IPP):
■

Retention and security of information (IPP12)

■

Agency must check accuracy of personal information
before use (IPP16)

■

Limits on disclosure of information (IPP18).

Internal reviews found no breach had occurred. Two
cases then proceeded to the Administrative Decisions
Tribunal and, as yet, only one has been determined.
The Tribunal found no breach by the Commission of
the principles in the case heard.
At the end of the reporting period, the Privacy
Commissioner raised two matters with the Commission,
both of which are under consideration. The
Commission has also referred to the Privacy
Commissioner privacy matters raised by our
complainants.

The Patient Support Service brochure and poster were
reviewed and reprinted. Information sheets about the
Patient Support Service were produced in 23 languages.
A list of current Commission publications appears
in Appendix E, Summary of Affairs, on page 104.
All new brochures and publications are available
on the Commission website and can also be ordered
in hard copy.
Overseas travel

The Commissioner visited the New Zealand Health and
Disability Commission (HDC) in August 2002 where
she met the Commissioner and HDC staff, Ministry of
Health staff, and consumer representatives and health
providers.
The Database Project Manager visited the New Zealand
Health and Disability Commission in August 2002 in
relation to Casemate software application negotiations.
Overseas visitors

The Commission's senior management met with
delegations from the Korean Health Insurance Review
Agency and the Chinese Government.
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Access to services

(continued)

Community education and outreach

The Commission sent a comprehensive information
package with current Commission brochures to all
Members of the NSW Parliament in April 2003.
A number of Members responded positively.
Commission staff gave over 60 presentations to
consumer groups and professional groups in NSW.
Topics included the roles of the Commission and the
Patient Support Service, patient rights and
responsibilities, and local resolution of concerns.
Presentations to professional groups covered topics
such as:
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■

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.
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The Commissioner and staff represented the
Commission at a number of forums, seminars and
conferences including the:
■

4th National Health Care Complaints Conference

■

Hospital and Healthcare Facilities Summit

■

19th Conference of the International Society for
Quality in Healthcare.

Together with the Energy and Water Ombudsman, the
Commission hosted an information stall at the Western
Sydney Water Festival in October 2002. The
Commission also had information material on display at
events, such as the Country Women's Association
Conference in Bourke.
Promoting the new office location

The Commission informed all key stakeholders about its
relocation to Central Square prior to the official opening
in April. All Commission brochures were updated with
the new contact details.

“
”

Our people

Management and structure
Commission members

The Commission consists of a Commissioner appointed
by the Governor for a period of five years. The
Commissioner, Amanda Adrian, BA, LLB, RN,
FRCNA, FNSWCN, was appointed on 26 June 2000.
Senior Executive Service
performance

The Commission has only one Senior Executive Service
(SES) position, that of the Commissioner. This is an
SES level 5 position with a remuneration package of
$196,000.

■

Database Project Manager (Temp): Toula Serna, BSc,
MSc (Computer Sciences)

■

Executive Support Officer (Temp): Michaela Lauren,
MSocSc, Dip Mktg

■

Act Review Project Officer (Temp): Jane Sharkey, BA/
LLB, LLM

Complaint Assessment Committee
■ Commissioner or Assistant Commissioner
■

Complaint Assessment and Resolution Support Officer

■

Registrar – Health Conciliation Registry

■

Complaint Resolution Team Manager (for relevant
geographic area)

■

Complaint Resolution Team member (for relevant
geographic area)

■

Representative from NSW Medical Board (only for
complaints regarding medical practitioners)

Committees

The Commission had five significant internal
committees in 2002-03. No significant committees were
established or abolished during this period.

Senior Management Committee
■ The Commissioner
■

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

■

Manager, Legal Services: David Swain, BLegS, LLM,
Dip Crim

■

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

■

Manager, Patient Support Service: Brian McMahon,
BA (Theology), Dip Human Development

■

■

Manager, Complaint Resolution Team – Southern &
Far Western (Acting): Vivienne Flynn, RN, Grad Dip
(Health Science)
Manager, Complaint Resolution Team – Northern:
Chris Waters, RN, DHSc (Nursing), BSocSc (Justice
Studies), JP

■

Manager, Complaint Resolution Team – Central &
Mid-Western: Robert Beetson, BA, LLB, RN

■

Manager, Corporate Services: Genevieve Godwin,
BSc

■

Complaint Assessment & Resolution Support
Officer: Helen Ruhle, RN, Cert ORN, DNS

■

Information Technology & Telecommunications
Manager: Simone Cable, CNA

Independent Complaints Review Committee
■ Consumer representative – Chairperson
■

Professional representative

■

Senior HCCC staff member

Workplace Consultative Committee
Commission representatives:
■

The Commissioner or her nominee

■

An Assistant Commissioner

■

A Senior Manager

Public Service Association representatives:
■

General Secretary or her nominee

■

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

Consumer Consultative Committee
See page 62 of this report for member organisations.
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Our people

(continued)

Commission staff
For a comprehensive list of Commission employees, see Appendix D on page 102.
The table shows effective full-time staff as at 30 June each year.
Table 47
The number of employees, by category, with comparison to each of not less
than 3 years before the reporting year 2000-01 to 2002-03

Category
Executive
Clerk

2001

2002

2003

Senior Executive Officer

1

1

1

Senior Officer

1

1

2

Grade 11/12

1

3

5

Grade 10

4

3

5

Grade 7/8

Clerical Officer

32.53

35.07

2.6

1.8

Grade 5/6

4

Grade 3/4

7

10

9

Grade 2

–

–

–

Grade 1

1

1

1

Grade 3/4

8

7

8

Grade 1

2

1

1

1

–

–

Grade VI

1

1

1

Grade III-IV

4

4

5

Grade II

2

1

–

0.2

0.8

0.8

69.73

69.27

75.67

Trainee
Legal Officer

32.9

Medical Advisers
Total

Consultants
A number of consultants were engaged during the reporting period to assist with the relocation of the Commission.
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 management
decision-making.
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Consultant

Project title

Actual costs Purpose

DPWS Project Management Group

Commission relocation

$53,000

Manage the selection, fit-out &
relocation of the new head office

Artas architects

Commission relocation

$34,595

Modify the existing fit-out to suit the
Commission’s business

Category of consultancy

Total number of engagements

Total cost

Engineering & specialist advice
for fit-out

4

$15,089

Identification & documentation for
approval of suitable premises for relocation

2

$12,416

Head notes for precedent database

1

$11,055

Advice on tendering for software development

2

$10,230

Media relations

1

$3,845
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Equal employment opportunity (EEO)

Table 48
Trends in the Representation of EEO Groups 2001-2003

EEO Group

% of Total Staff at 30 June
Benchmark or
2001
2002
Target %

2003

Women

50

71

71

67

Aboriginal people and Torres Strait Islanders

2

1.4

1.4

1

People whose first language was not English

20

13

14

14

People with a disability

12

8

8

9

People with a disability requiring a work-related adjustment

7

–

–

–

The table shows the percentage of total staff in each
EEO group at 30 June each year.
Trends in the distribution of EEO
groups

The distribution index for women employed by the
Commission is 98. A distribution index of 100
indicates that the distribution of the EEO group across
salary levels is equivalent to that of other staff. Values
less than 100 mean that the EEO group tends to be
more concentrated at lower salary levels than is the case
for other staff. The more pronounced this tendency is,
the lower the index will be.
The distribution index is automatically calculated by the
software provided by the Office of Equal Opportunity
in Public Employment. As this is the first year in which
this software has been available, figures are not provided
for previous years. The distribution index is not
calculated where EEO group or non-EEO group
numbers are less than 20. Women are the only EEO
group employed at the Commission with more than 20
members.
EEO achievements

Four performance indicators were set in the
Commission’s corporate plan for EEO management for
the reporting period:
■

EEO plan developed

■

95% of recruitment actions comply with plan

■

increase in EEO group representation amongst staff

■

staff use a range of flexible work patterns.

The Commission’s EEO plan for the reporting period
was not formalised as corporate services staff were
focussed on planning the Commission’s relocation.
Nevertheless, the Commission retained a commitment
to meeting the performance indicators set in the
corporate plan.
In the reporting period, 20 people were appointed or
promoted in the Commission. Of these, 15 were
selected by competitive merit selection. Three of the
remaining five were seconded by arrangement with the
Department of Health. The remaining two were
directly appointed by the Commissioner for short-term
assignments on the basis of their specialist expertise.
EEO group representation increased only in the group
“People with a disability”. The percentage of staff
identifying as being of Aboriginal or Torres Strait
Islander descent or whose first language is not English
remained static. The percentage of women on the
Commission’s staff dropped but remained greater than
the target of 50%.
Staff use of flexible work patterns increased during the
year. Thirteen staff worked part-time. Some of those
staff worked five days a week with reduced hours each
day so that they could collect or drop children at school.
Other part-time staff used their days off for study.
Planned EEO outcomes for 2003-04
include:
■

conducting selection techniques training for staff
likely to sit on recruitment committees

■

offering exit interviews to departing staff and
monitoring the responses.
HCCC A N N U A L R E P O R T 2002-2003
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Our people

(continued)

Industrial relations
The Commission adopts a participative management
approach to industrial relations. General staff meetings
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 Association of
NSW, meets every two months. This committee is
established under the Workplace Agreement and is the
formal mechanism for:
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■

strengthening consultation, information sharing,
communication and negotiation between employees,
management and the Association in the workplace

■

facilitating fair and cooperative relations within the
Commission

■

strengthening participation in implementing
productive reform in the Commission.
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Personnel policies and
practices
The leave and other entitlements of Commission staff
are covered by the Public Sector Employment and
Management Act 2002 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 has a Workplace Agreement which
provides for greater flexibility of working hours than
specified in the Conditions of Service Award. The
agreement allows staff to commence work from 7 am in
the morning, and to use up to 14 hours of extra time
worked for time-off during the month.

“
”

Developing organisational competence

The Casemate Project

Climate survey

The Casemate project was launched in the previous
reporting period. The project aims to deliver an
advanced user-friendly software application to manage
customer complaints. It is a collaborative initiative by a
consortium of three agencies:

In April 2003, the Commission surveyed its staff using
NSW Public Sector Workplace Climate Survey, which
assesses organisational culture and practices. The survey
addressed major issues such as leadership,
communication, equity, career opportunities and
participation in decision-making.

■

Health Care Complaints Commission

■

Health Complaints Commissioner/ Ombudsman’s
Office, TAS

■

Community and Health Services Complaints
Commissioner (CHSCC), ACT.

The main Casemate objectives are to:
■

provide an efficient and effective mechanism for the
management of cases in various organisations

■

be flexible so that it can adapt to changes in
organisation structure, function, processes, naming
conventions and field requirements

■

provide an easy-to-use and intuitive user interface

■

incorporate robust security functions

■

ensure data integrity and consistency

■

allow for the remote access to the application.

In 2002-03, detailed negotiations were conducted with a
number of other agencies about joining the Casemate
partnership. The ACT Health Department agreed to be
a partner with the Casemate consortium for the
development of their Consumer Feedback project which
will be beneficial to all the Casemate partners.

The Commission entered into a Memorandum of
Understanding with the Director of Equal Opportunity
in Public Employment (ODEOPE) regarding the
conduct of the survey and its use for benchmarking
purposes.
The survey was distributed to all staff and a response
rate of 80% achieved. The high response rate meant
that generalisations from the data could be made with a
high degree of confidence. Given that the survey was
distributed to all staff, sampling errors did not apply.
The Commission contracted ARDT Pty Ltd to assist
with the analysis and reporting on the survey results.
Due to the relatively small number of Commission staff
and the importance of maintaining respondent
anonymity, the full range of demographic variables were
not used in the analysis and presentation of data.
Survey results

The results indicates that Commission staff are positive
about most aspects of the workplace climate in 2003,
with at least two-thirds of staff giving a positive overall
assessment in each of the survey modules investigating
different aspects of workplace climate.

An Expression of Interest (EOI) was issued and a
number of companies were short-listed for the tender
process. Given the time lapse since the EOI was first
issued, the Consortium re-released the project
requirements for the purpose of updating and validating
the responses received. Casemate is expected to go to
tender in late 2003.

An analysis of the survey rating data and open-ended
feedback from staff highlighted four main contributing
factors to the positive workplace climate:

The Commission successfully applied for a $290,000
grant from Office of Information Technology to support
implementation of the project.
A detailed user specification document covering the
requirements of all project partners was fully developed
and tested. In order to enable a smooth transition to the
new system, the Commission began an internal change
management process to realign the organisation’s
processes to the new case management procedures.

■

professional and collegial work environment

■

interesting and satisfying work

■

effective leadership and management

■

flexible work conditions.

Staff highlighted five priority workplace issues to be
addressed over the next 12 months. These were:
■

work practices/flows

■

performance management processes

■

equipment and resources

■

training and career development

■

workload management.
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Developing organisational competence
(continued)
Benchmarking

Across most of the areas covered in the survey,
satisfaction among the Commission was above the
ODEOPE NSW public sector benchmarks. The
Commission results were equal to or above the
benchmark on 58 out of the 94 attributes of workplace
climate.
The benchmarking data shows that the Commission is
above the average in many aspects of leadership, and in
staff perception of opportunities to participate in
decision making. On the other hand, staff satisfaction
with work practices and customer service was somewhat
lower than the ODEOPE benchmarks. The consultants
considered this was reflecting the difficult circumstances
in which the Commission interacts with customers, and
high standards set by staff.

Information sharing and
complaint referral agreements
In June 2003, the Commission entered a Complaint
Referral Agreement and Information Sharing Agreement
with Anti-Discrimination Board, Legal Services
Commission, Ombudsman and Privacy Commission.
The agreements will promote greater cooperation
between the Commission and the other agencies.
The agreements enable the signatory agencies to refer
complaints to each other, if it appears that the
complaint falls within or partly within the jurisdiction
of the receiving party.
Information may be disclosed to another signatory
agency where:
■

that other relevant agency requests the disclosure of
information reasonably necessary to assist that agency
to carry out its functions relating to a matter within
its jurisdiction

■

a relevant agency is referring a complaint to another
relevant agency pursuant to a Complaint Referral
Agreement entered into pursuant to Section 42 of the
Ombudsman’s Act or

■

a disclosing agency becomes aware that another
relevant agency has received a complaint and the
information held by the disclosing agency would
assist the receiving agency to carry out its functions

■

two or more relevant agencies have overlapping or
adjunct jurisdictions and those relevant agencies agree
that it is reasonably necessary to share information,
regularly or in appropriate circumstances, in order for
the disclosing agency and/or receiving agency to carry
out its or their functions in an efficient manner.

The results of the survey were presented to staff at three
forums conducted by ARDT Consulting and posted on
the Commission’s Intranet.
Climate Survey feedback forums

Following the ARDT presentation, the Commissioner
invited staff to participate in feedback forums on the
survey results. Discussion will focus on priorities,
improvement strategies, and measurement indicators
that will be forwarded to senior management for
consideration in corporate planning.
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Professional reviewers and
expert advisors panel

Staff education and
development

The Commission continued to maintain and expand its
Professional reviewers and expert advisors panel,
recruiting a further 30 health professionals from across a
number of specialities. Current panel membership
stands at 238. For a comprehensive list of panel
members, see Appendix C on pages 100-101.

The Commission was active in providing development
opportunities for staff during the reporting period and
offered two key internal programs.

A database was designed to assist the Commission in the
expeditious tracking and matching of reviewers to
matters under inquiry. During the reporting period, the
Commission also convened a number of special interest
clinical panels, drawing on panel members from
multidisciplinary backgrounds to review matters of
statewide concern.
A number of education sessions were run for new
panellists. The sessions covered topics such as:

Resolution forums

A series of one-hour resolution forums were offered to
Commission staff. The forums aimed to:
■

enhance the understanding of resolution and the
range of resolution options relevant to the
Commission

■

raise awareness of approaches to resolution within the
Commission and elsewhere

■

engage people with the value of resolution

■

prepare and support staff involvement in the
resolution service planning and development needs.

■

an overview of the Commission

■

the investigative process

■

the role and responsibilities of reviewers and advisors

■

the disciplinary process

The sessions had an average of 31 attendees each. Fifty
percent of participants completed course evaluations.
Of these, 95% found the content interesting and
relevant to their work.

■

giving evidence.

Safety Improvement Training Program

As the composition of the panel changes constantly due
to retirements and promotions, the Commission plans
recruitment and training initiatives on an on-going
basis. The Commission sought nominations from
health registration boards, colleges and associations, and
plans to seek expressions of interest from prospective
panellists directly through advertisements and
presentations.

The Safety Improvement Faculty, a joint collaboration
between the Institute for Clinical Excellence and the
Quality Branch of the NSW Department of Health,
presented the Patient Safety Improvement Program.
This provided an opportunity for around 50
Commission staff to further develop skills in system
analysis and design.

A coordinated outreach program offering education and
support to regional and remote panellists is also in
development.
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Environmental impact

Waste reduction and
purchasing policy

Energy management

As mentioned earlier, the Commission relocated its head
office during the reporting period. With the assistance
of the Department of Public Works and Services, the
Commission identified new premises where the existing
fitout closely met its needs and minimal demolition or
new construction were needed. This saved nearly $1M
and ensured that hundreds of metres of glass, steel and
gyprock were not sent to landfill.
To further reduce the volume of rubbish going into
landfill, the Commission recycled around 40 cubic
meters of paper. Almost all Commission printing and
copying equipment uses toner cartridges, which can be
refilled and recycled. The Commission started using
recycled paper products for its publications during the
reporting period. The 2001-02 annual report, three
Commission brochures and one poster were produced
on recycled paper. As thousands of copies of these
publications were printed, the initiative ensured that a
considerable quantity of paper was recycled.

To accommodate the increased number of Commission
staff, additional space was rented until all staff could
move into the new premises. The rented space
included a large storeroom and a meeting room, which
was quite energy inefficient for the small number of
staff accommodated. Renting these premises
contributed to a dramatic increase in the Commission’s
overall CO2 emission rate. This is a one-off effect and
the Commission expects that in the future energy
utilisation figures will be more in line with previous
reporting years.
The Commission's new premises include many energy
efficient features, such as lights which automatically
switch off after hours, an internal staircase and double
glazed windows. To reduce emissions further, the
Commission is working to connect to green power
in 2003-04.

Table 49
Energy data for the Commission's Foveaux Street offices 2002-2003
financial year

Offic
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les
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(ton2 emissio
nes)
ns -

2002-2003

Offic
tena e build
i
nt s
ervi ng ces
Tran
pass sport eng
er v
ehic
les
CO
(ton2 emissio
nes)
ns -

2001-2002

Offic
tena e build
i
nt s
ervi ng ces
Tran
pass sport eng
er v
ehic
les
CO
2 em
i
(ton
nes) ssions -

2000-2001

Energy use
Electricity (kWh)

143,555

Petrol (L)

137
4,052

152,811

9

129
4,682

242,352

11

235
5,200

Normalisation
factors
Occupancy
(no of people)
Area (m2)

61

71

85

1,516

1,516

1,800

Distance travelled
(km)

44,558

40,452

50,207

Energy utilisation
index
MJ/person/annum 8,475
2

MJ/m /annum
MJ/km
78

341
3
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7,748

10,300

363

488
4

4
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FINANCE

Finance
Outline budget
An inner-budget sector, the Commission received $7.3M in
recurrent funding in 2002-03 from the NSW Government, an
increase of $1.4M on the previous financial year.
The Commission operates as a single program and
manages its budget on a global basis.

development of a database to fill the need
for a more rigorous case management
system while the CaseMate system is being
developed

$ 12,000

training for the investigation staff

$ 10,000

update of the database of legal precedents
relevant to the Commission’s work.

The remaining $570,000 will be carried forward to 2003-04
and spent as follows:

Table 50
Outline budget for 2003-2004
financial year

Operating statement

$ 25,000

2003-04
$000

$200,000

contribution to the upfront cost of CaseMate
development

$105,000

the scheduled IT equipment replacement
program.

$265,000

reserve to cover any rise in legal fees.

Expenses
Operating expenses
Employee related

6,199

Other operating expenses

2,433

Maintenance

10

Depreciation and amortisation

67

Total expenses

The closing balance also included:
$290,000

grant from OIT for development of the
CaseMate computer system

$ 63,000

payments from Area Health Services towards
training to be provided for their staff by the
Commission.

8,709

Less
Retained revenue
Sales of goods and services

15

In 2003-04, the budget increase will be spent as follows:

Investment income

10

$350,000

rental of accommodation for the
Commission’s expanded staff

$200,000

salary and travel for the three new patient
support offices

$200,000

further contribution to the development of
CaseMate

$650,000

salaries and on-costs for the Commission’s
expanded staff.

Other revenue

823

Total retained revenue
NET COST OF SERVICES

848
7,861

Of the increased funding, over $830,000 was spent in
2002-03 as follows:
$500,000

80

relocation of the Commission to more
publicly accessible premises

$180,000

strengthening of the investigation teams

$ 75,000

secondment of a senior officer to manage
the review of investigations commenced
prior to 2001

$ 30,000

establishment of new regional offices for the
PSS, staff recruitment for these offices and
engagement of a temporary PSO while this
was in progress
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A detailed budget for the reporting period is given in the
following, audited, financial statements. The Commission
ends this year in a strong financial position. No significant
issues were raised by the Auditor-General regarding the
Commission’s finances. No after-balance-date events
occurred which will have a significant effect in the
succeeding year on the Commission’s operations or clients.

Table 51
Comparison of finances 1998-99 to 2002-03

Actual
Total expenses

1998-99

1999-00

5,726

5,571

2001-02

2002-03

6,674

6,872

9,183

399

393

223

1,538

1,114

0

8

11

0

(23)

5,327

5,170

6,440

5,334

8,092

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

Account payment performance
The Commission’s Accounts Complaints Officer is the
Manager, Corporate Services. In accordance with the
provisions of the Public Finance and Audit Regulation 2000
(cl 18), the Commission’s purchase orders include the
contact details for this 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 service and receipt of a complying invoice.”
There were no instances where interest was paid by the
Commission for late payment of accounts.
The data for the aged analysis of accounts at the end of
each quarter given in Table 52 was compiled by reviewing

2000-01

the accounts processed within the first 10 days of the first
month of the following quarter. Resources were not
available to compile data for payment performance within
each quarter as this would have had to done manually.
Data is presented for the month of June as this was the first
month of the shared corporate services arrangement with
the Department of Gaming and Racing. Their SUN finance
system is capable of producing this data and a full year’s
figures will be presented in 2003-04.
The move to shared corporate services has facilitated the
use of EFT payment of accounts. A major drive to promote
this system of payment to our suppliers is planned for the
next reporting period.

Table 52
Account payment performance 2002-2003

Aged analysis at the end of each quarter
Quarter

Current
$ overdue
(ie. within due date) < 30 days 30 – 60 days 60 – 90 days > 90 days

September

$40,362

$330

$1,043

-

-

December

$68,580

-

-

$222

$673

March

$15,916

-

$3,382

-

-

June

$116,801

$6,363

$8,187

Accounts paid on time within each quarter
Total Accounts paid on time
Quarter

Total amount paid

September

$652,978

December

$852,988

March

$739,696

June

$1,499,487
Accounts paid on time

Month
June

Total paid in the month

Target %

Actual %

Value $

$

85

93.96

623,763

663,837
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Finance

(continued)

Exceptional movements in
wages, salaries or allowances
The Crown Employees (Public Sector Salaries January 2000)
Award provided for a 4% pay increase for staff from the first
pay period of 2003. This increased the Commission’s
salaries, wages and allowances liability by around $180,000
in the reporting period.

Risk management, insurance
and occupational health and
safety
The number of insurance claims remained low during the
reporting period. The number of claims recorded for
previous years has been reduced, as more detailed reports
from the insurer have enabled correction of previous errors.
The average cost per claim for 2002-03 rose, but was still
below the fund average of $8,307 per claim and $722 per
employee.

The Commission is working to comply with the Occupational
Health and Safety Act 2000. There were no prosecutions
lodged against the Commission under the Act in 2002-03.
The Commission's occupational health and safety (OH&S)
representative system is working well to facilitate the flow
of communication between staff and management. A key
OH&S outcome in the Commission’s corporate plan was to
move to larger premises to accommodate the increased
number of staff. This was successfully achieved in February
2003. A safety audit was conducted and, on the basis of
the audit, an OH&S plan will be developed.
The Commission received a $409 rebate on its motor
vehicle insurance premium due to its good performance in
this area during 2001-02.

Table 53
Workers’ compensation 2000-01 to 2002-03

2000-2001
as at 12/9/2002

2001-2002
as at 31/3/2003

2002-2003
as at 31/3/2003

Total number of claims

6

8

3

Total number of employees

65

65

66

Number of claims per employee

0.138

0.123

0.045

Average claim cost per claim

$409

$4,055

$2,651

Average claim cost per employee

$38

$499

$120

Body stressing (2)

Body stressing (2)

Body stressing (2)

Hit by objects (1)

Other/unspecified (2)

Hitting objects (1)

Top types (numbers) of claim

Table 54
Motor vehicle claims 2000-01 to 2002-03

2000-2001
as at 31/3/02

2001-2002
as at 31/3/03

2002-2003
as at 31/3/03

Total number of claims

4

2

1

Fleet size

3

3

3

Number of claims per vehicle

1.33

0.667

0.333

Average claim cost per claim

$2,166

$1,794

$371

Average cost per vehicle

$2,888

$1,196

$124

Accumulated damage (1)
Damage whilst parked (1)
Collision with property (1)

Collision with property (1)
Collision with vehicle (1)

Accumulated damage (1)

Top types of claims
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CERTIFICATE OF ACCOUNTS
Pursuant to Section 41C(1B) of the Public Finance and Audit Act 1983, I declare on behalf of the Health Care Complaints Commission that:
(i)

the financial statements of the Health Care Complaints Commission for the year ended 30 June 2003 have been prepared in
accordance with the requirements of applicable Australian Accounting Standards and the Urgent Issues Group Consensus Views, the
requirements of the Public Finance and Audit Act 1983, and Regulations, the Financial Reporting Directions published in the Financial
Reporting Code for Budget Dependent 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, Urgent Issues Group
Consensus Views and legislative requirements.
(ii)

the financial statements present fairly the financial position and transactions of the Health Care Complaints Commission

(iii)

there are no circumstances which would render any particulars in the accounts to be misleading or inaccurate.

Amanda Adrian
Commissioner
HCCC A N N U A L R E P O R T 2002-2003
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Statement of Financial Performance
for the Year Ended 30 June 2003

Notes

Actual
2003
$’000

Budget
2003
$’000

Actual
2002
$’000

Employee Related

2(a)

6,583

5,788

4,605

Other Operating Expenses

2(b)

2,566

2,036

2,232

–

5

1

34

74

34

9,183

7,903

6,872

Expenses
Operating Expenses

Maintenance
Depreciation

2(c)

Total Expenses

Less:
Retained Revenue
Sale of Goods and Services

3

273

15

255

Investment Income

3

57

10

22

Grants and Contributions

3

474

–

800

Other Revenue

3

310

202

461

1,114

227

1,538

Total Retained Revenue
Gain/(loss) on Disposal of Non-Current Assets

14

(23)

–

–

Net Cost of Services

16

8,092

7,676

5,334

Recurrent Appropriations

4

7,277

7,040

5,408

Acceptance by the Crown Entity of
Employee Benefits and other liabilities

5

784

527

510

8,061

7,567

5,918

SURPLUS/(DEFICIT) FOR THE YEAR FROM
ORDINARY ACTIVITIES

(31)

(109)

584

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

(31)

(109)

584

Government Contributions

Total Government Contributions

The accompanying notes form part of these statements.
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Statement of Financial Position
as at 30 June 2003

Notes

Actual
2003
$’000

Budget
2003
$’000

Actual
2002
$’000

ASSETS

Current Assets
Cash

7

921

535

923

Receivables

8

377

183

187

5

–

–

1,303

718

1,110

470

422

96

470

422

96

1,773

1,140

1,206

Other
Total Current Assets

Non-Current Assets
Plant and Equipment

9

Total Non-Current Assets
Total Assets

LIABILITIES

Current Liabilities
Payables

10

687

331

401

Provisions

11

609

507

394

1,296

838

795

Provisions

97

–

–

Total Non-Current Liabilities

97

–

–

1,393

838

795

380

302

411

380

302

411

380

302

411

Total Current Liabilities

Non-Current Liabilities

Total Liabilities

Net Assets

EQUITY

Accumulated Funds
Total Equity

12

The accompanying notes form part of these statements.
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Statement of Cash Flows
for the Year Ended 30 June 2003

Notes

Actual
2003
$’000

Budget
2003
$’000

Actual
2002
$’000

Employee Related

(5,652)

(5,449)

(4,242)

Other

(2,323)

(2,202)

(2,276)

Total Payments

(7,975)

(7,651)

(6,518)

746

15

222

25

4

17

Other

105

374

1,313

Total Receipts

876

393

1,552

7,277

7,040

5,408

250

230

200

7,527

7,270

5,608

428

12

642

Purchase of Plant and Equipment

(430)

(400)

(28)

NET CASH FLOWS FROM INVESTING ACTIVITIES

(430)

(400)

(28)

(2)

(388)

614

923

923

309

921

535

923

CASH FLOWS FROM OPERATING ACTIVITIES
Payments

Receipts
Sale of Goods and Services
Interest Received

Cash Flows from Government
Recurrent Appropriation
Cash Reimbursements from Crown Entity
Net Cash Flows from Government

NET CASH FROM OPERATING ACTIVITIES

16

CASH FLOWS FROM INVESTING ACTIVITIES

NET INCREASE IN CASH
Opening Cash and Cash Equivalents

CLOSING CASH AND CASH EQUIVALENTS

The accompanying notes form part of these statements.
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Summary of Compliance with Financial Directives
for the year ended 30 June 2003

2003

2002
Capital

Recurrent

Capital

Rec
u
App rrent
ropr
iatio
n
Expe
Net nditure
Con Claim o /
solid n
ated
Fun
d
Cap
i
App tal
ropr
iatio
n
Expe
n
Net diture
Con Claim o /
solid n
ated
Fun
d
Rec
u
App rrent
ropr
iatio
n
Expe
Net nditure
Con Claim o /
solid n
ated
Fun
d
Cap
i
App tal
ropr
iatio
n
Expe
Net nditure
Con Claim o /
solid n
ated
Fun
d

Recurrent

$’000

$’000

$’000

$’000

$’000

$'000

$’000

$'000

7,040

6,867

–

–

5,408

5,408

–

–

Additional Appropriations

–

–

–

–

–

–

–

–

s21A PF&AA –
special appropriations

–

–

–

–

–

–

–

–

s24 PF&AA –
transfer of functions
between departments

–

–

–

–

–

–

–

–

s26 PF&AA –
Commonwealth specific
purpose payments

–

–

–

–

–

–

–

–

7,040

6,867

–

–

5,408

5,408

–

–

410

410

–

–

–

–

–

–

–

–

–

–

–

–

–

–

410

410

–

–

–

–

–

–

Total Appropriations/
Expenditure (includes
transfer payments)
7,450

7,277

–

–

5,408

5,408

–

–

Drawdowns from
Treasury

7,277

–

5,408

–

Liability to
Consolidated Fund

–

–

–

–

ORIGINAL BUDGET
APPROPRIATION/
EXPENDITURE
Appropriation Act

OTHER
APPROPRIATIONS/
EXPENDITURES
Treasurer’s Advance
Section 22 –
expenditure for certain
works and services
Transfers from
another agency
(s25 of the
Appropriation Act)

The Summary of Compliance is based on the assumption that consolidated Fund moneys are spent first
(except where otherwise identified or prescribed).
HCCC A N N U A L R E P O R T 2002-2003
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Notes to and forming part of
the financial statements for the year ended 30 June 2003
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.

1 SUMMARY OF SIGNIFICANT
ACCOUNTING POLICIES
(a)

Reporting Entity

The Health Care Complaints Commission is an inner budget entity,
responsible for protecting the public from substandard health
services and incompetent and 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.

(ii)

Revenue from the sale of goods and services comprises
revenue from the provision of products or services, ie
user charges. User charges are recognised as revenue
when HCCC obtains control of the assets that result from
them.
(iii) Investment Income
Interest revenue is recognised on a time proportionate
basis as it accrues that takes into account the effective
yield on the cash balance.

The reporting entity is consolidated as part of NSW Total State
Sector and as part of the NSW Public Accounts.
(b) Basis of Accounting

(d) Employee Benefits and Other Provisions

The HCCC's financial statements are a general-purpose
financial report, which has been prepared on an accrual basis
and in accordance with:

(i)

■

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.

In the absence of a specific Accounting Standard, other
authoritative pronouncement of the AASB or UIG Consensus
View, the hierarchy of other pronouncements as outlined in AAS
6 “Accounting Policies” is considered.
Except for plant and equipment, which are recorded at valuation,
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.
(c) Revenue Recognition
Revenue is recognised when the entity has control of the good
or right to receive, it is probable that the economic benefits will
flow to the entity and the amount of revenue can be measured
reliably. Additional comments regarding the accounting policies
for the recognition of revenue are discussed below.
(i)

Parliamentary appropriation and contributions from other
bodies
Parliamentary appropriations and contributions from other
bodies (including grants and donations) are generally

HCCC A N N U A L R E P O R T 2002-2003

Salaries and Wages, Annual Leave, Sick Leave and
On-Costs
Liabilities for salaries and wages (including non-monetary
benefits), annual leave and vesting sick leave are
recognised and measured in respect of employees'
services up to the reporting date at nominal amounts
based on the amounts expected to be paid when the
liabilities are settled.
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, workers
compensation insurance premiums and fringe benefits tax,
which are consequential to employment, are recognised as
liabilities and expenses where the employee benefits to which
they relate have been recognised.

Where there are inconsistencies between the above
requirements, the legislative provisions have prevailed.
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Sale of Goods and Services

(ii)

Accrued salaries and wages – reclassification
As a result of the adoption of Accounting Standard AASB
1044 "Provisions, Contingent Liabilities and Contingent
Assets", accrued salaries and wages and on-costs has
been reclassified to "payables" instead of "provisions" in
the Statement of Financial Position and the related note
disclosures, for the current and comparative period. On
the face of the Statement of Financial Position and in the
notes, reference is now made to "provisions" in place of
"employee entitlements and other provisions". Total
employee benefits (including accrued salaries and wages)
are reconciled in Note 11 "Provisions".

(iii) Long Service Leave and Superannuation
HCCC’s liabilities for long service leave and superannuation
are assumed by the Crown Entity. HCCC 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 benefits and other Liabilities”.

Long service leave is measured on a short-hand basis.
The short-hand 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.
(e)

Insurance

HCCC’s insurance activities are conducted through the NSW
Treasury Managed Fund scheme of self insurance for
Government agencies. The expense (premium) is determined
by HCCC Manager (NSW Treasury Managed Fund) based on
past experience.
(f)

■

Revaluation of Physical Non-Current Assets

Physical non-current assets are valued in accordance with the
"Guidelines for the Valuation of Physical Non-Current Assets at
Fair Value " (TPP 03-02). This policy adopts fair value in
accordance with AASB 1041 from financial years beginning on
or after 1 July 2002.
The Agency holds non-specialised assets with short useful lives
and these are measured at depreciated historical cost, as a
surrogate for fair value.
(j)

Depreciation of Non-Current Physical Assets

Depreciation is provided for on a straight line basis for all
depreciable assets so as to write off the depreciable amount of
each asset as it is consumed over its useful life to HCCC.
The useful life of the various categories of non current assets is
as follows:
Asset Description

Depreciation Life
in years

Computer Hardware

5

Photocopier

4

Software

5

Accounting for the Goods and Services Tax (GST)

Revenues, expenses and assets are recognised net of the
amount of GST, except:
■

(i)

the amount of GST incurred by HCCC 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.

(g) Acquisition of Assets
The cost method of accounting is used for the initial recording
of all acquisition of assets by HCCC. Cost is determined as the
fair value of 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 acquisition.

(k) Maintenance and repairs
The costs of maintenance are charged as expenses as
incurred, except where they relate to the replacement of a
component of an asset, in which case the costs are capitalised
and depreciated.
(l)

Receivables

Receivables are recognised and carried at the original invoice
amount less a provision for any uncollectable debts. An
estimate for doubtful debts is made when collection of the full
amount is no longer probable. Bad debts are written off as
incurred.
(m) Payables
These amounts represent liabilities for goods and services
provided to the agency and other amounts, including interest.
Interest is accrued over the period it becomes due.
(n) Budgeted amounts

Fair value means the amount for which an asset could be
exchanged between a knowledgeable, willing buyer and a
knowledgeable, willing seller in an arm’s length transaction.

The budgeted amounts are drawn from the budgets as
formulated at the beginning of the financial year and with any
adjustments for the effect of additional appropriations, s 21A, s
24 and/or s 26 of the Public Finance and Audit Act 1983.

(h) Plant and Equipment

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 ie. per the audited financial
statements (rather than carried forward estimates).

Plant and Equipment costing at least $5,000 is capitalised
except for grouped assets (assets with inter-related functions,
such as the computer network), where all additions regardless
of amount are capitalised.
Cost is determined as the fair value of the assets given up at
the date of acquisition plus costs incidental to the acquisition.
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Notes
2

(continued)

EXPENSES
2003
$’000

2002
$’000

5,379

3,827

385

339

29

26

Long Service Leave

396

150

Payroll tax and fringe benefit tax

394

263

6,583

4,605

270

295

Advertising

39

17

Auditor’s remuneration – audit of the financial reports

11

9

Bad, doubtful debts

–

212

Cleaning and Utilities

18

32

9

13

22

16

Equipment and Plant

252

103

Fees for services rendered

335

333

General administrative expenditure

97

48

Insurance

11

9

Legal fees

424

537

Motor vehicle expenditure

27

20

Printing

87

55

Rental expenses relating to operating leases

518

332

Stores

168

53

Telephone, postal and internet

185

79

Training

38

31

Travelling

55

38

2,566

2,232

8

8

Office Furniture and equipment

10

10

Leasehold Improvements

16

16

34

34

(a) Employee related expenses comprise the following specific items:
Salary and Wages (including Recreation Leave)
Superannuation
Workers compensation Insurance

b) Other operating expenses
Adverse costs

Consultancy
Electricity

(c) Depreciation
Computer hardware/Software
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3

REVENUES
2003
$’000

2002
$’000

273

255

57

22

Grants and contributions

474

800

Other Revenue – Legal cost recoveries
– Other income

310
–

455
6

1,114

1,538

6,867

5,408

410

–

7,277

5,408

Rendering of services
Investment income - interest

4

APPROPRIATIONS

Recurrent appropriation
Total recurrent drawdown from Treasury
(per Summary of Compliance)
Treasurers advance
Recurrent appropriation
(per statement of Financial Performance)

5

ACCEPTANCE BY THE CROWN ENTITY OF EMPLOYEE
BENEFITS AND OTHER LIABILITIES

The following liabilities and/or expenses have been assumed
by the Crown Entity or other government agencies
Superannuation – Payroll Tax

24

21

Superannuation

403

339

Long Service Leave

357

150

784

510

6

PROGRAM INFORMATION

Program 43.1.1- Health Care Complaints
Program Objective(s): To investigate, monitor, review and resolve complaints about health care services in New South
Wales. To work with stakeholders to improve the safety and quality of health care services and to ensure that
professional standards are met by health care providers.
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Notes
7

(continued)

CURRENT ASSETS – CASH
2003
$’000

2002
$’000

1

1

920

922

921

923

Cash (per Statement of Financial Position)

921

923

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

921

923

649

459

(272)

(272)

377

187

At Fair Value

86

103

Less Accumulated Depreciation

59

60

27

43

At Fair Value

72

78

Less Accumulated Depreciation

59

57

13

21

430

531

–

499

430

32

470

96

Cash on hand - Petty cash float
Cash at bank

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

8

CURRENT ASSETS – RECEIVABLES

Debtors
Less Provision for Doubtful Debts

9

NON CURRENT ASSETS –
PLANT AND EQUIPMENT

Plant and Equipment

Computer Equipment

Lease Improvements
At Fair Value
Less Accumulated Depreciation

Total Plant and Equipment
At Net Book Value
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Reconciliations
Reconciliation of the carrying amounts of each class of plant and equipment at the beginning and end of the
current and previous financial year are set out below.
Plant and
Equipment

Computer
Equipment

Leased
Improvements

Total

$'000

$'000

$'000

$'000

103

78

531

712

Additions

–

–

430

430

Disposals

–

–

(531)

(531)

Write off

(17)

(6)

–

(23)

Depreciation expense

(59)

(59)

–

(118)

27

13

430

470

2003
Carrying amount at start of year

Carrying amount at end of year

Plant and
Equipment

Computer
Equipment

Leased
Improvements

Total

$'000

$'000

$'000

$'000

2002
Carrying amount at start of year
Additions
Depreciation expense
Carrying amount at end of year

94

73

517

684

9

5

14

28

(60)

(57)

(499)

(616)

43

21

32

96

10 CURRENT LIABILITIES – PAYABLES

Accrued salaries, wages and on-costs
Creditors
Other

2003
$’000

2002
$’000

152

113

10

23

525

265

687

401
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Notes
11

(continued)

CURRENT/NON-CURRENT LIABILITIES – PROVISIONS
2003
$’000

2002
$’000

599

394

599

394

Payroll tax on long service leave

68

–

Long service leave on-costs

39

–

107

–

706

394

609

394

97

–

152

113

858

507

411

(173)

Surplus/(Deficit) for the year from ordinary activities

(31)

584

At 30 June 2003

380

411

926

512

Later than 1 year not later than 5 years

3,754

2,492

Later than 5 years

3,012

–

Total

7,692

3,004

Employee benefit and related on-costs
Recreation leave

Other provisions

Total provisions

Aggregate employee benefits and related on-costs
Provisions - current
Provisions - non-current
Accrued salaries, wages and on-costs (Note 10)

12 CHANGES IN EQUITY
ACCUMULATED FUNDS
At 1 July 2002
Total Changes in Equity other than those resulting from
Transactions with owners as owners

13 COMMITMENTS FOR EXPENDITURE
Operating Lease Commitments
Future non cancellable operating lease rentals not provided for and payable
Not later than 1 year

Total Commitments above included input tax credits of $694,604.91
that are expected to be recovered from the Australian Taxation Office.
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14 CONTINGENT LIABILITIES
There are no contingent liabilities at 30 June 2003 (2002 NIL).

15

BUDGET REVIEW

Net Cost of Services
The Net Cost of Services was higher than Budget by $416,000. This was due mainly to the implementation of
AASB1044 "Provisions, Contingent Liabilities and Contingent Assets" and salary increases. This resulted in increases
for employee benefits.
Assets and Liabilities
Current Assets were higher than Budget following an increase in Receivables.
Current Liabilities were higher than Budget due to increases in salary/wages on-costs and other accrued expenses.
Cash Flows
There was little change in Agency cash balances.

16 RECONCILIATION OF NET CASH FLOWS FROM OPERATING
ACTIVITIES TO NET COST OF SERVICES
2003
$’000

2002
$’000

Net cash used on operating activities

428

642

Depreciation

(34)

(34)

Net loss on disposal of plant and equipment

(23)

–

(Increase)/Decrease in provisions

(311)

(49)

Acceptance by the Crown Entity of Employee benefits and other liabilities

(534)

(310)

(7,277)

(5,408)

(250)

(200)

195

64

(286)

(39)

(8,092)

(5,334)

Recurrent appropriation
Cash reimbursement from the Crown Entity
Increase/(Decrease) in Receivables and Other
(Increase)/Decrease in Payables
Net Cost of services

HCCC A N N U A L R E P O R T 2002-2003
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Notes
17

(continued)

FINANCIAL INSTRUMENTS

Classes of financial instruments recorded at cost and their terms and conditions 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 (Tcorp) 11am unofficial cash rate adjusted for a
management fee to Treasury.
Terms and Conditions – Monies on deposit attract an average interest rate of 3.75%.
Receivables
All trade debtors are recognised as amounts receivable at balance date. Collectability of trade debtors is reviewed on
an ongoing basis. Debts which are known to be uncollectable 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 trade debtors. The carrying amount approximates net fair value. Sales are made on
30 day terms.
Trade Creditors and Accruals
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 Directions 219.01. If trade terms are not specified, payment is made no later than the end of the month
following in which an invoice or a statement is received. Treasurer's Direction 219.01 allows the Minister to award
interest for late payment.
Interest Rate Risk
Interest rate risk affects cash at bank and investments where the value of these instruments is subject to fluctuations
due to changes in market interest rates.
HCCC’s consolidated exposure to interest rate risk and the effective interest rates of financial instruments at year end
are:
2002-03

2001-02

$’000

$’000

Cash

920

922

all at floating interest rates

Receivables

377

187

all non-interest bearing

Creditors

535

288

all non-interest bearing

All amounts are carried in the accounts at net fair value.
Credit rate risk affects receivables where there is a risk of a trade debtor of HCCC failing to meet their obligations as
and when they fall due.
There are no unrecognised financial instruments.

END OF AUDITED FINANCIAL STATEMENTS
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Appendix A: Legislation

The following is a list of some of the legislation, including registration Acts, relevant to the work of the Commission:

98

■

Chiropractors Act 2001

■

Dental Technicians Registration Act 1975

■

Dentists Act 1989

■

Health Administration Act 1982

■

Health Care Complaints Act 1993

■

Health Services Act 1997

■

Medical Practice Act 1992

■

Mental Health Act 1990

■

Nurses Act 1991

■

Nursing Homes Act 1988

■

Optical Dispensers Act 1963

■

Optometrists Act 1930

■

Osteopaths Act 2001

■

Pharmacy Act 1964

■

Physiotherapists Act 2001

■

Podiatrists Act 1989

■

Poisons and Therapeutic Goods Act 1966

■

Private Hospitals and Day Procedure Centres Act 1988

■

Psychologists Act 2001

■

Public Hospitals Act 1929

■

Public Health Act 1991.
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Appendix B: Committees and task forces

The Commission is represented on a number of statutory bodies and interdepartmental committees, including the:

Ad Hoc Committee
– Commissioner

NSW Mental Health Review Systems Committee
– Manager, Partnerships, Quality and Development
Services

Australian Council for Safety and Quality in Healthcare
Consumer Working Party
– Commissioner

NSW Mental Health Sentinel Events Review Committee
– Commissioner

Casemate Partnership Committee
– Commissioner

Nurses Registration Board Conduct Committee
– Assistant Commissioner, Complaints Resolution

Chief Executives Forum
– Commissioner

Planning for later life Interdepartmental Subgroup
– Manager, Patient Support Service

Chiropractors Registration Board Complaints Screening
Committee
– Manager, Legal Services

Ombudsmen’s Network
– Commissioner

Clinical Governance Working Party
– Commissioner

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

Dental Board Complaints Screening Committee
– Manager, Partnerships, Quality and Development
Services
Dental Technicians Registration Complaints
Screening Committee
– Manager, Complaint Resolution Team, Northern
Health Conciliation Registry Working Party
– Manager, Complaint Resolution Team, Northern
Joint Initiatives Group
– Manager, Partnerships, Quality and Development
Services
Medical Board Conduct Sub-Committee
– Commissioner
Methadone Liaison Group
– Manager, Patient Support Service
Ministerial Advisory Committee on Privacy and
Health Information
– Commissioner
National Council of Health Care Commissioners
– Commissioner
NSW Cabinet Advisory Committee on Best Practice Service
Delivery for People with Mental Health and Substance Use
Disorders
– Patient Support Officer, South Eastern Sydney AHS
NSW Council on Quality in Health Care
– Commissioner

Optometrists Registration Board Complaints Screening
Committee
– Manager, Complaint Resolution Team, Northern
Osteopaths Registration Board Complaints Screening
Committee
– Manager, Legal Services
Pharmacy Board Complaints Screening Committee
– Manager, Partnerships, Quality and Development
Servicess
Physiotherapists Registration Board Complaints Screening
Committee
– Manager, Complaint Resolution Team, Central
and Mid-Western
Podiatrists Registration Board Complaints Screening
Committee
– Manager, Complaint Resolution Team, Southern
Psychologists Registration Board Complaints Screening
Committee
– Assistant Commissioner, Complaint resolution
Skin Care Improvement and Pressure Ulcer Prevention
Group
– Manager, Partnerships, Quality and Development
Services
Statewide Complaints Data Project Management
Committee
– Manager, Complaint Resolution Team
HCCC A N N U A L R E P O R T 2002-2003
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Appendix C: Professional Review
and 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 Geoffrey Heithersay
Dr John Pearman
Dr Graydon Smith
Dr Barbara Spark
Dr E John Wilkinson
Prof Robin George Woods
Medical practitioners
Dr Richard Abbott
Prof Robert Adler
Dr Ion S Alexander
Dr Hugh Allen
Dr William Andrews
Dr Mark Arnold
Prof Barry Baker
Dr B.H Barraclough
Dr Edward Beckenham
Dr Philip S Bekhor
Dr J.R Bell
Dr M Bellamy
Dr Albert Bencsik
Dr Peter Berton
Dr Jim Bertouch
Prof Michael Besser
Dr Jules Black
Dr Peter Bland
Prof Les Bokey
Dr Bernard Bourke
Dr D Bowers
Dr D H Brazier
Dr Warwick Brown
Prof Bruce Brew
Prof H Brodaty
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Dr Geoffrey Brodie
Dr Andrew Brooks
Prof 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/Prof G F Cleghorn
Prof Paul Colditz
Dr P C Collett
Dr C A Commens
Dr Paul Curtis
Dr Robert Day
Prof Hugh Dickson
Dr Geraldine Duncan
Dr Iain S Dunlop
Prof Frederick Ehrlich
Dr David R Eisinger
Dr Barry S Elison
Dr John Ellard
Dr Katherine Ellard
Prof Larry Evans
Dr Gregory Falk
Dr Annabelle Farnsworth
Dr Alan Edwin Farnsworth
Dr B Fasher
Dr Alan Ferrier
Dr Anthony Freeman
Dr B J Gatus
Dr Margaret Gibbons
Dr Michael Giblin
Prof William P Gibson
Prof David Gillett
Dr J Gillis
Dr I Goldberg
Dr Philip Goldstone
Prof David Gottlieb
Prof Kerry J Goulston
Dr James Greenwood
Prof David Handelsman
Dr Michael Harding
Prof Harris
Dr K G Hartman
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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
Prof James Isbister
Dr Allan James
Dr Elizabeth Jane
Prof R P S Jansen
Dr Damien Jensen
Dr Stephen Jurd
Dr A Kelly
Dr David Kitching
Dr Leon Kleinman
Dr Peter Klug
Dr David Knox
Dr Andrew Korda
Dr Beth Kotze
Dr Edward Kremer
Dr H C S Ku
Prof Joanne Kurtzberg
Dr Kit Sun Lau
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
Prof Donald Marshall
Prof William McCarthy
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 Matthew O'Meara
Dr Jitendra Parikh
Dr Julian Parmegiani
Dr Brian Peat
Prof Roger Pepperell
Dr J P Percy
Dr Kenneth Perkins
Dr Jonathan Phillips
Dr P C Pigott
Dr J Pitkin
Dr C D Pond
Dr Stuart B Porges
Prof Solomon Posen
Assoc Prof Joseph Proietto
Mrs Jennifer Prowse
Dr Don Pryor
Prof Carolyn Quadrio
Emeritus Prof Thomas S Reeve
Dr S Richards
Dr Christopher M Rogers
Prof John Royle
Dr R G Rushworth
Dr Grant Sara
Prof Douglas 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
Prof Chris Tennant
Dr Christopher Vickers
Dr John Vinen
Prof D Wakefield
Dr Stephen Ward
Dr John Warden
Dr James Walter
Dr Robert E Ware

Dr P S Warren
Prof David Watson
Dr Anthony White
Dr Graham Knox Williams
Dr Andrew J Wilson
Dr Alex Wodak
Dr John Murray Wright

Natural therapist
Mr Raymond Khoury
Nurses
Mr Alan Baird
Mrs Susan Banks
Mrs Jeanne Barr
Mr Glen Barrington
Ms Robin Billings
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 Elizabeth Ann Marsh
Ms H C Mill
Mrs Rosemary Oates
Ms Jenifer Richardson
Ms Janette Robinson
Ms F Russell
Ms Rosalee Shaw
Prof Kaye Spence
Prof Irene L Stein
Ms D Tully
Mr Christopher Waite
Ms R A White
Ms Fiona Wright

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
Physiotherapists
Mr Albert Coleiro
Mrs Julia Hanley
Ms Barbara Hungerford
Ms Maren Jones
Miss Tracey Powell
Assoc Prof Darren Rivett
Podiatrist
Mr M Kinchington
Psychologists
Mr Sam Borenstein
Prof Richard Bryant
Mrs Greta Goldberg
Ms A Gordon
Mr Timothy Keogh
Prof Kevin McConkey
Dr Wendy A Roberts
Radiotherapist
Ms Wendy J Kramer
Social worker
Ms Jan Alexander
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Appendix D: Staff of the Commission
during 2003

SURNAME

FIRST NAME

ADRIAN

AMANDA

STATUS TITLE AS AT 30.06.03

ALBRECHT

TUNDI

T

ANNIS-BROWN

DAVID

P

Patient Support Officer

BSocStudies

BARRY

ELISABETH

P

Patient Support Officer

BSocStudies

BASSETT

BRUCE

P

Investigation & Resolution Officer

BA

BEETSON

ROBERT

P

Manager - Complaint Resolution Team

BA, LLB, RN

BELEN-BALITACTAC

SONIA

P

Review Officer

MD,BS,FACBS,FPOGS, JP

BIRD

LORYN

T

Clerical Support Officer

BREUER

SUSIE

P

Legal Officer

BROWN

JENNY

P

Complaint Resolution Officer

BROWN

SHARON

T

Staff Officer

CABLE

SIMONE

P

IT&T Manager

CNA
(Certified Network Administrator)

CAMPBELL

JANETTE

P

Case Officer

BSocSc

CATANIA

MARIA

P

Clerical Support Officer

CLARK

JO

T

Project Manager

CLARK

ROBYN

P

Legal Officer

SES

Commissioner

QUALIFICATIONS

Last day

BA,LLB,RN, FRCNA,FNSWCN

Case Officer

BEc, LLB(Hons), LLM
30-May-03

30-Jun-03
BA,LLB

CONNORS

SARAH

P

Legal Officer

BA,LLB

CONOLLY

CHRISTINE

T

Clerical Support Officer

BSc

CONROY

PAUL

P

Investigation & Resolution Officer

BA, RN, Grad.Dip. Ed.

COOK

CAROL

P

Investigation & Resolution Officer

BA (Communications),
Grad Dipl SocAdmin

CORNISH

DAVID

P

Records Clerk

CORNWALL

AMANDA

T

Project Manager

COUTINHO

SARAH

P

Case Officer

COVELL

TREVOR

P

A/FOI & Privacy Officer

PAC

COX

STEPHEN

P

Legal Officer

BA, LLB

CRAWFORD

SARAH

T

Policy Officer

Bcom (Mktg), LLM (Int.Law)

CRISP

EVA

P

Investigation & Resolution Officer

BSc(Hons),JP

CUNLIFFE

SIOBHAN

T

Database Support

DAHLSTROM

JOSEPHINE

P

Aboriginal Liaison Officer

DALZIEL

ROD

P

Purchasing Officer

DARMODY

MICHAEL

P

Legal Officer

DENDTLER

VICKI

P

Investigation & Resolution Officer

BSc(App Psych)

DODD

PETER

P

Patient Support Officer

BA/LLB, B.Ec, M.Ec
LLB

LLB, MAdminLaw &Policy

16/8/02

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

DUNLOP

ROCHELLE

P

Investigation & Resolution Officer

ELDER

MARIE-CLAIRE

T

Paralegal Clerk

ESPLIN

PATRICIA

P

Case Officer

Enrolled Nurses' Aid

EVANS

BEN

T

Case Officer

BAppSc

12-Jun-03

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

GOLDSTEIN

DAVID

T

Policy & Research Officer

MA(Sociology)

GOTTLIEB

JULIE

T

Medical Advisor

MBBS, FRACP

GRACE

SHERENE

T

Clerical Support Officer

BA(Communication & writing)

GREEN

DAVID

P

Case Officer

BA (Hons)

GREETHAM

BRUCE

P

Manager, Partnership, Quality
& Development Services

MM

GRIGOR

WALLACE

T

Medical Advisor

AM, MB, BS, FRACP

HADLEY

AMANDA

P

Investigation & Resolution Officer

BSc, PM Grad Cert

HART

CHRISTINA

P

Investigation & Resolution Officer

BA (Hons), BSocStud (Hons)

HATCHER

SUE

T

Hearing Officer

HINDLE

HEATHER

T

Patient Support Officer

HODGES

MARK

P

Patient Support Officer

BSocSc (Psy)

HOLT

MAUREEN

P

Investigation & Resolution Officer

LLB

HCCC A N N U A L R E P O R T 2002-2003

BA (Human Services)

SURNAME

FIRST NAME

INDOLOS

TERESITA

STATUS TITLE AS AT 30.06.03
P

QUALIFICATIONS

Patient Support Officer

INGLIS

SALLY

T

Investigation & Resolution Officer

JONES

SAMANTHA

T

Case Officer

31-Jan-03
Dip Health Care Studies, RN

KAVA

PETA

P

Investigation & Resolution Officer

RN, BA/LLB, GDLP

KEEN

VALERIE

P

Patient Support Officer

BSocStud

KELLY

MOIRA

P

Investigation & Resolution Officer

MAASW. Acc., MSW,
Grad.Dip.Ed. (Rel. Ed.), MTh, JP

KINROSS

JULIE

P

Assistant Commissioner,
Complaint Resolution

MSW,PG Dip Soc Planning,
BA (Psych), PG Dip Ad
Finance & Investment

LAUREN

MICHAELA

T

Executive Support Officer

MSocSc (Finland), Dipl. Mktg

LIONG

JACKIE

P

Clerical Support Officer

JP

LISTON

BERNADETTE

P

Patient Support Officer

BA

LOPREVITE

PINA

T

Receptionist

MACFARLANE

NICOLE

P

Investigation & Resolution Officer

BA (Psychology), Certificate in
Corporate Investigations

MARA

ANN

P

Patient Support Officer

BA

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

MOIR

JILL

P

Patient Support Officer

BA (hons), LLB, Grad Dip Leg Prac.

MOSS

DAVID

P

Investigation & Resolution Officer

BN,Grad. Dip. Public Health

MYERSCOUGH

VICTORIA

P

Investigation & Resolution Officer

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)

PARSONS

ROBIN

P

Staff Officer

PENDLEBURY

ROSEMARY

P

Investigation & Resolution Officer
(Impairment/Hearings)

RN, CM, DNE,
RN (NC, USA), MM
BN, RN, LLB, Grad Dip PLT

PRIESTLEY

MEGAN

P

Investigation & Resolution Officer

ROACH

ALAN

P

Case Officer

Last day

Grad. Dip. (Health Promotion),
(BA, BSW-Philipines)

ROBERTSON

MICHAEL

P

Investigation & Resolution Officer

BA/LLB, Grad Dip Leg Prac.

ROBINSON

MARNIE

T

IT Helpdesk Officer

BA

ROBINSON

RUTH

P

Education & Development Officer

ADRec, BA (leisure), GradDipLaw

ROCHFORD

TIMOTHY

P

Investigation & Resolution Officer

RUHLE

HELEN

P

Complaint Assesment &
Resolution Support Officer

RUSSELL

SUE

P

Clerical Support Officer

RYDER

KATE

P

Investigation & Resolution Officer

MPH, BA (Hons), SRN

SALMON

BRETT

P

Investigation & Resolution Officer

BSocSc, BPolicing, Grad.Dip Education

SERNA

TOULA

T

Database Project Manager

BSc, MSc (Computer Science)

SHARKEY

JANE

T

Act Review Project Officer

BA/LLB, LLM

SIMPSON

JANET

P

Investigation & Resolution Officer

BA, LLB, LLM

SITTA

CARMEN

P

Clerical Support Officer

28-Mar-03

8-Jan-03

12/7/02

RN, C.ORN, DNS

SMITH

JULIE

P

Investigation & Resolution Officer

SONG

CAROLE

P

Clerical Support Officer

STERRY

MICHAEL

T

Policy Officer

BA, Bjuris, LLB

SUTHERLAND

STUART

P

Hearing Officer

LLB, BPol, Cert Sup
LLM, BLegS, Dip.Crim.

16-Jun-03

BAppSc (Occupational therapy)

SWAIN

DAVID

P

Manager, Legal Services

TALBOT

LINDA

P

Clerical Support Officer

THALIPH

SUZETTE

P

Case Officer

WATERS

CHRISTOPHER

P

Manager – Complaint Resolution Team

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

WESTERSON

VIRGINIA

P

Executive Assistant to Commissioner

WILLIAMS

CHRISTOPHER

P

Education & Development Officer

Assoc Dip Arts, BTh

YATES

GILES

P

Investigation & Resolution Officer

BA,MA,PhD(Bioethics)
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Appendix E: Summary of Affairs

The Summary of Affairs is provided under Section 14
(1) (b) and 14 (3) the Freedom of Information Act 1989.

Commission publications
The following is a list of Commission publications
available in 2002-03. Those marked * were also available
on the Commission’s website at www.hccc.nsw.gov.au:
■

Annual Report 2001-02*

■

Annual Report Summary 2001-02*

■

The Complaint Guide*

■

The Complaints Process* available in Assyrian, Arabic,
Chinese, Croatian, Greek, Italian, Japanese, Laotian,
Khmer, Korean, Macedonian, Portuguese, Russian,
Serbian, Spanish, Turkish, Vietnamese

■

Conciliation of health complaints*

■

Health Care Complaints Commission, introduction
brochure for Aboriginal people*

■

How to get the best from your health service*
English, available on the website in Arabic, Chinese,
Greek, Italian, Korean, Macedonian, Spanish,
Vietnamese

Commission policy documents
The Commission held the following policy documents
in 2002-03:
■

Code of Conduct and Ethics for staff

■

Complaint Referral Agreement *

■

Consultative Resolution - partnerships and quality
improvement

■

Consumer Consultative Committee – Terms of Reference
and Code of Conduct

■

Disability Action Plan

■

Ethnic Affairs Priority Statement

■

Guidelines for Commission representatives consulting
with the registration authorities.

■

Guidelines for Professional Reviewers and Advisers

■

Independent Complaint Review Committee – terms of
reference

■

Information Sharing Agreement*

■

Investigation policy

■

Memorandum of Understanding with the NSW
Department of Health

■

How to get your health records*

■

Patient Support Service*

■

Patient Support Office – Resolution Meetings

■

Sexual Misconduct – leaflet for complainants*

■

Privacy Management Plan*

■

Sexual Misconduct – leaflet for providers*

■

Prosecution policy and guidelines

■

Patient Support Service Information sheet* available in
Arabic, Chinese, Croatian, Farsi (Persian), Greek,
Hindi, Indonesian, Italian, Khmer, Korean, Laotian,
Macedonian, Polish, Portuguese, Russian, Serbian,
Spanish, Tagalog, Thai, Turkish, Vietnamese.

■

Values, Strategic Directions and Organisational Model.

Commission practice manuals
The following manuals are available for inspection only:
■

Investigations Practice Manual

■

Prosecutions Practice Manual

■

Assessment Practice Manual

■

Patient Support Office Procedures Manual.

Inquiries concerning the procedures for ordering,
inspecting or purchasing these policy documents
should be made to the Clerical Support Officer,
Public relations, telephone 02 9219 7444. The
Commission's policy documents may be inspected
or purchased at Level 13, 323 Castlereagh Street,
Sydney from 9am to 5pm Monday to Friday.
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Glossary

ACT

Australian Capital Territory

ADR

Alternative dispute resolution

AHMRC

Aboriginal Health & Medical Research Council

AHS

Area Health Service

CaseMate

The Commission's new case management software application

CEO

Chief Executive Officer

DPP

Director of Public Prosecutions

EAPS

Ethnic Affairs Priority Statement

EEO

Equal Employment Opportunity

EFT

Electronic Funds Transfer

EOI

Expression of Interest

FOI

Freedom of Information

HCCC

Health Care Complaints Commission

HCR

Health Conciliation Registry

ICAC

Independent Commission Against Corruption

ICRC

Independent Complaints Review Committee

IRO

Investigation & resolution officer

IT

Information technology

Mini-Mate

Commission's interim case management system

MPS

Multi Purpose Service

NGO

Non Government Organisation

NSW

New South Wales

ODEOPE

Office of the Director of Equal Opportunity in Public Employment

OIT

Office of Information Technology

OH&S

Occupational Health & Safety

PSC

Professional Standards Committee

PSO

Patient support officer

PSS

Patient Support Service

SES

Senior Executive Service

SPEADS

Staff performance enhancement and development system

TAS

Tasmania

WRAPP

Waste reduction and purchasing policy
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