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Letter of submission

The Hon Brad Hazzard MP
Minister for Health
52 Martin Place
SYDNEY NSW 2000

Dear Minister
Report of activities for the year ended 30 June 2017
I am pleased to provide the Annual Report and financial statements of the Health Care
Complaints Commission and the Health Care Complaints Commission Staff Agency for the
financial year ended 30 June 2017 for presentation to the NSW Parliament.
The report has been prepared and produced in accordance with the provisions of the
Annual Reports (Statutory Bodies) Act 1984, the Public Finance and Audit Act 1983 and the
Health Care Complaints Act 1993.
Yours faithfully

Sue Dawson
Commissioner
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Commission at a glance
Our aims and objectives

Our values

The Commission has a unique and central part to play in
maintaining the integrity of the NSW health system, with
the overarching consideration of protecting the health and
safety of the community.

In all interactions with the public, health care providers
and within the Commission we apply our core values and
supporting behaviours:

The Commission is established by the Health Care
Complaints Act 1993 as an independent body to deal
with complaints about all health service providers in NSW,
including:

—— we act impartially and independently in the
public interest

—— registered health practitioners, such as medical
practitioners, nurses and dental practitioners

—— we respect each other and collaborate with
our partners

—— non-registered health practitioners, such as
naturopaths, massage therapists and alternative health
care providers

—— we are responsive and accountable

—— health organisations, such as public and private
hospitals, and medical centres.
Our strategy is to do this through:

—— public health and safety is paramount

—— we treat all people fairly and equitably
—— we strive for excellence and efficiency

—— we foster open and honest communication and
information sharing as a tool for improving health
service delivery
—— we develop our capability and use innovative
processes to improve our service.

—— Informing the public about options for raising concerns
about their experiences in the health system and
learning about what works best for people who need
to make a complaint – through the Commission’s
Inquiry Service, our web based information, our
outreach programs and our user survey process.

These principles are reflected in the Commission’s Code
of Conduct and Code of Practice, both of which are
available on the Commission’s website.

—— Receiving, assessing and resolving complaints about
health service providers.

The Commission’s diverse stakeholders comprise:

—— Working with the health professional councils to
ensure that practitioners who are below the required
professional standards are assessed and directed
into programs designed to ensure they meet those
standards and that the public is not at risk from any
impairments or skill gaps they may have.
—— Providing resolution and conciliation services where
there is a need for a safe and respectful process
to bring parties to a complaint together to better
understand and resolve the issues.
—— Investigating and prosecuting more serious complaints
that raise significant issues of public health and safety.

Stakeholders
—— health consumers, including:
¬¬ patients, their families and carers
¬¬ health consumer bodies
¬¬ the diverse communities of NSW.
—— health service providers, including:
¬¬ registered and non-registered health practitioners
¬¬ health organisations, such as hospitals and clinics
¬¬ health professional councils and registration bodies
¬¬ colleges and associations
¬¬ universities and other health education providers.
—— NSW government stakeholders, including:

—— Making recommendations to public health services
where investigations show that there are procedures
or practices that need to improve and monitoring/
auditing implementation.

¬¬ the Parliament and the Joint Parliamentary
Committee on the Health Care
Complaints Commission

—— Analysing complaints data to identify areas where
there may be patterns across complaints or system
wide issues to be addressed.

¬¬ the Ministry of Health

—— Contributing to the development of health regulation,
policies and practices nationwide.

¬¬ the Minister for Health
¬¬ Local Health Districts
¬¬ the Clinical Excellence Commission
¬¬ other public sector agencies.
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A message from the Commissioner

It is with great pleasure that I introduce the
2016–17 Health Care Complaints Commission
Annual Report. Each year it shows how
the Commission makes a difference in our
health care system.

C

omplaints ensure that the health
care and treatment experiences of
individuals, their families and the
community are valued, understood
and acted on. A complaint is a potent opportunity
for the Commission to take the lessons from
consumer experiences and to work with health
services and providers to help drive improvements
in the quality of care and treatment into the future.
Nationally and internationally, and also in NSW,
health care complaints are increasing in number.
In NSW the rate of growth in complaints slowed
in 2016-17, but the 6,319 complaints received
nevertheless represents 53.0% growth over the
last five years and a 132.1% growth over the
last decade.
Research indicates that this common pattern of
growth is attributable to many different factors.
The growing and ageing population certainly
plays a part, as this leads to more interactions
with the health system. Also evident is the
impact of broader social trends, including the
expectations and choices of health consumers,
which are in turn shaped by increasing access to
health information and social media. Consumers
are rightly empowered and enabled to ask
questions and seek solutions when things go
wrong or when they do not understand aspects
of their treatment and care. Where serious
and complex issues are involved, consumers
consistently say that they value the ability to
rely on an independent body to consider and
determine whether there are deficiencies in their
health care.

HEALTH CARE COMPLAINTS COMMISSION

There is a noticeable increase in the complexity
of our health care complaints. These complexities
may relate to the nature of the complaint (such as
where there are multiple complainants, providers,
service environments, and/or subjects). The
complexity may arise from the position of the
complainant or their loved one, as with complaints
relating to very vulnerable or disempowered
individuals. There may be jurisdictional complexity
if it is unclear whether the matter complained of is
a health service or not, or if several enforcement
or regulatory bodies are involved at the same time.
And there may be practical difficulties such as
finding and engaging appropriate experts when a
complaint relates to a very unusual or new area of
health service delivery.
Over the past year the Commission has been
building a clearer picture of this complexity.
This understanding is helping to streamline
our processes, get to the heart of matters
quickly, and tailor our scarce assessment and
investigation resources in a way that will have
the greatest benefit and impact. Unpacking
complexity is therefore a focus theme for this
annual report.
The Commission has continued to adapt and
respond to the high volume and complexity of
complaints. With a modest increase in resources
for 2016-17 we strengthened our assessment,
investigation and legal teams. We have been
able to assess, investigate and prosecute a
record number of matters: 6,023 complaints
assessed; 330 investigations completed; and,
95 prosecutions finalised.
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We are conscious that there is more to do. We
are acutely aware that we are taking too long to
finalise our assessments of complaints and not
enough time is set aside to maintain high quality
communication with complainants and providers.
As resources become available, tackling these
issues will be our priority.
We will be accelerating the Business
Improvement Project that commenced this year.
Through this Project we are making the move to
paperless complaints management, fine tuning
our triaging function, simplifying assessment
actions, improving assessment management
tools and increasing staff training.
We will also be establishing a new customer
engagement function so that everything we
do is seeking to prevent complaints wherever
possible and to respond to the preferences and
experiences of all parties to the complaints.
Our aim is to make the strongest contribution
to protecting public health and safety through
excellent communication and partnerships.
We also see the potential to more closely analyse
our data, to understand, explain and address the
patterns in complaints. This analysis would assist
us to target our education and outreach activities
more effectively and to work across the health
system to lift practices in areas of most frequent
concern or highest risk.
We fully expect that our operating environment
will continue to evolve and we will evolve with
it. The coming year will see the introduction of
registration of paramedics. It will see a continued
emergence of new business models in the health
sector, such as web based health assessments

and prescribing. It is inevitable that new types
of health services and products will emerge,
and with this will come questions relating to the
impacts on health consumers.
The Commission continues its close coregulatory relationship with the health
professional councils, as well as a strong rapport
with the relevant membership based associations
and an open dialogue with the medical insurance
industry. We are also building ever stronger
relationships with other state based and national
health regulation and review bodies, so that our
actions are well coordinated and efficient. With all
of our partners, our shared objective is to ensure
that our decisions are open, transparent and
balanced and always directed toward improving
the safety and quality of health care in NSW.
I extend my personal thanks to all Commission
staff. We are working with patients, their families,
providers and health organisations to examine
experiences that have typically been difficult and
often traumatic for all involved. This is important
but challenging. The sensitivity, professionalism
and dedication that is shown by our staff is
greatly valued.

Sue Dawson
Commissioner
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Complaints management framework
The Commission deals with complaints about both individual health
practitioners and health organisations.
Complaints about individual practitioners can be about
registered practitioners (such as medical practitioners, nurses
and dental practitioners) or non-registered health practitioners
(such as naturopaths, massage therapists or other alternative
health service providers).

Where the complaint is about a registered practitioner, the
Commission must consult with the relevant professional
council about the most appropriate outcome.

Complaint about

Complaint about

Health practitioner

Health organisation
Assessment

2

1

Discontinue

Refer to
professional
council

3

8
Local
resolution

Discontinue with comments

4
Refer to another body

5
Resolve during assessment

6
Resolution Service

7
Formal investigation

Investigation

Prohibition order/
public statement
Refer to
professional council

10

Refer to the Director
of Proceedings

11

NO
PROSECUTION

12

9

Public warning

13
Make comments

17

14

PROSECUTION

Refer to the Director
of Public Prosecutions

15
Terminate
Complaint
not proved

Complaint
proved
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Make recommendations
and monitor
implementation
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Possible outcomes of
assessment are:
1

 Refer a complaint to the relevant professional
council to consider action to address poor
performance or conduct, or an impairment of a
registered practitioner.

2

 Discontinue the complaint – for example, if
records or responses gathered do not support
the allegations or the complainant does not wish
to provide details that are needed to proceed.

3

 Discontinue with comments if the issues
raised are minor but corrections to practices or
procedures are required.

4

 Refer the complaint to another body that
is more suitable to deal with the issues of
concern. For example, a complaint about
conditions in a nursing home can be referred to
the Aged Care Complaints Commissioner.

5

 Complaints may be resolved during
assessment, if the complainant is satisfied
that the health service provider has addressed
their concerns.

6

7

8

 Referral to the Commission’s Resolution
Service provides an option of independent
facilitation to help bring the provider and
complainant to a better understanding and
agreement on action.
Investigation of complaints that raise a
significant risk to public health or safety or,
if substantiated, would provide grounds for
disciplinary action.

11

 In the case of a registered practitioner, refer
the complaint to the independent Director
of Proceedings, who determines whether
a registered health practitioner should be
prosecuted before a disciplinary body based
on the risk to the public, the seriousness
of the allegation and the prospects of a
successful prosecution.

12

 
In the case of a practitioner or a health
organisation, issue a public warning during or
at the end of the investigation to address any
immediate risk to public health and safety.

13

 Make comments to practitioners where
there has been poor care or treatment, but not
to an extent that would justify prosecution and
where there is no risk to public health or safety.
Make comments to a health organisation
where the health care was inadequate, but the
organisation has already taken measures to
prevent a re¬occurrence in the future.

14

 
Refer the complaint to the Director of Public
Prosecutions to consider criminal charges.

15

 Terminate the complaint and take no further
action where the investigation has not found
sufficient evidence of inappropriate conduct,
care or treatment, or where the risk has already
been removed.

16

 
In the case of a health organisation, make
recommendations where there has been
poor health service delivery and systemic
improvements are required. Recommendations
are communicated to the Secretary of the
Ministry of Health and the Clinical Excellence
Commission. Implementation is monitored.
If the Commission is not satisfied with
implementation, it may make a special report
to Parliament.

 Refer for local resolution where a public health
provider is able and willing to work directly with
the complainant to address concerns.

Where the Commission
investigates a complaint,
it may:
9

 In the case of a non-registered practitioner,
impose a Prohibition Order to ban or limit
the health practitioner from providing health
services and issue a public statement about
the order.

10

 In the case of a registered practitioner, refer
the complaint to a professional council
to address poor performance, conduct or
health problems.

Where a registered
health practitioner has
been prosecuted:
17

 Prosecution will be before either a Professional
Standards Committee or the New South
Wales Civil and Administrative Tribunal (NCAT).
They can reprimand, fine and/or impose
conditions on the practitioner if a complaint is
proven. Only NCAT can suspend or cancel the
registration of a practitioner.

Annual Report 2016-17
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Performance summary
Assessing and resolving complaints

4.4%
increase

6,319

complaints received

in complaints
assessed
But average assessment time is 60 days
compared to 45 days in 2015-16

2015-16

76.9%
85.2%

successful resolutions

2016-17

4.4%

successful resolutions

complaints review requests
compared to 11.5% in 2005-06

More complaints resolved
in assisted resolution

Investigating complaints
More complaints finalised in investigation

2015-16

244
330
72.4%
2016-17

investigations
finalised within

12 months

35.2%
increase

Robust investigations

92.9%

Matters referred for prosecution that
did not need further information
HEALTH CARE COMPLAINTS COMMISSION
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Prosecuting complaints

89.2%

More complaints referred for prosecution

2015-16

139
198

complaints considered
within three months

2016-17

96.2%
success rate in
Success
prosecutions

1

2

3

95

legal matters
finalised

Access and outreach

2015-16

29.7%
more website visitors

366,241
2016-17

475,148

81.3%

of complainants
were satisfied
with service

11,365
inquiries received

Public warning issued about
non-evidence based
weightloss programs
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Executive summary
The increase in the number of complaints received by the Commission
has continued in 2016-17 with 6,319 complaints received.
As well as an increase in volume, complaints to the
Commission are also increasing in their complexity
and diversity.
Over the past decade the volume of complaints received
by the Commission has risen dramatically. There has been
a 132.1% increase in complaints received since 2006-07
with a particular intensification observed over the last four
years. This trend is in line with the experience of health
care complaints bodies both nationally and internationally.
The increase in the volume of complaints is attributed to a
range of factors including growing demand for healthcare
services, the complexity of the healthcare system, greater
consumer expectations of the system and their care
providers and increased accountability.
The nature and drivers of complexity of complaints are
discussed in greater depth in the Focus Area: Complexity
of Complaints, on page 25.

Complaints received
During the year, 6,319 complaints were received, an
increase of 4.0% on the previous year. This is a slower rate
of annual growth than has been experienced last year, but
the overarching picture continues to be one of increasing
demand. The overall increase within the period 2012-13 to
2016-17 is 38.8%.

The cumulative increase in complaints has prompted
the Commission to introduce a number of major
efficiency measures, including improvements to systems
and processes. These initiatives have enabled the
Commission to:
—— increase the volume of complaints assessed from
2012-13 by 32.6%.
—— increase the number of investigations finalised from
2012-13 by 64.2%.
—— increase the number of legal matters finalised
between 2012-13 and 2016-17 by 8.0%.
This report also discusses the impacts of the increased
volume, complexity and diversity of complaints on service
delivery. In particular, it is acknowledged that there
has been an unacceptable deterioration in timeliness
in completing assessments and investigations and the
outreach and education functions that are also important
to the work of the Commission have been expanding
more gradually than we would like.

Assessing complaints
The Commission assessed a total of 6,023 complaints in
2016-17 compared to the 5,770 complaints assessed in
2015-16. This was a year on year increase of 4.4%, and
represents a 32.6% increase since 2012-13.
Chart 2 | Assessments completed
between 2012-13 and 2016-17

Chart 1 | Number of complaints received
from 2012-13 to 2016-17

2012-13
2012-13

4,541

4,554
2013-14

2013-14

4,717

4,766
2014-15

2014-15

5,098

5,266
2015-16

2015-16

6,075
2016-17

2016-17

6,319

Counted by provider identified in complaint
Counted by provider identified in complaint
HEALTH CARE COMPLAINTS COMMISSION

5,770

6,023
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The proportion of complaints assessed within the 60 day
timeframe has declined with a corresponding increase
in the average time taken to assess each complaint. In
2016-17, 64.5% of complaints were assessed within
60 days, compared to 85.8% in 2015-16. The average
time taken to assess new complaints was 60 days, a
decrease in timeliness from 47 days in 2015-16.

Resolving complaints
A complaint can be resolved through three possible
pathways: early resolution, referral to the Commission’s
Resolution Service or referral for local resolution by a
public health organisation.
In the early resolution stream, complaints are amenable
to quick, informal intervention to solve misunderstandings
and minor problems. Early intervention techniques are
applied to resolve the complainant’s concerns. In 201617, 425 complaints were resolved during assessment
and the Commission will be looking to further increase
the number of complaints resolved in this way.
In addition to those complaints resolved during
assessment, 238 complaints were referred to the
Commission’s Resolution Service, through which the
parties to a complaint are assisted to work through
the issues of concern and address them in the most
appropriate way.
The Commission’s Resolution Service finalised 258
complaints in 2016-17. Of these, 34.5% were finalised
within two months of referral, compared with 33.4% in
the previous year. 88.7% of complaints were finalised
within six months which is consistent with the 88.2%
finalised in this timeframe in 2015-16. Of the complaints
that proceeded to resolution or conciliation, 85.2% were
fully or partially resolved, which compares with 76.9% in
2015-16 and shows an improvement in outcomes.
There is increasing utilisation of the local resolution
pathway under the complaints management framework.
The Commission has long observed that the best
solution is likely to occur when there is a speedy and
direct response to issues raised. Local resolution, when
operating effectively, offers this. In 2016-17, a total of 549
complaints were referred for local resolution, an increase
of 32.3% on the previous year. For the first time, LHDs
have been asked to provide feedback on local resolution
matters and this system will start to help build a fuller
picture of the outcomes for complainants where a matter
is referred for local resolution.

More information on the outcomes of assessment
and resolution functions can be found in the Chapter,
Assessing and resolving complaints.

Investigating complaints
In 2016-17, 329 complaints were referred for
investigation compared to 350 in the previous year.
This decrease of 6.0% is not significant and at this point
seems most likely to be related to differences in the
nature of matters referred for investigation rather than
abatement of the “demand” for investigations.
Some of the key issues and drivers for complaints
referred for investigation were:
—— a small number of practitioners who are the focus of
multiple investigations
—— complaints about one particular private health facility
and its practitioners resulting in 10 investigations
—— issues relating to prescribing medication
—— complaints about boundary violations, assault or
sexual misconduct.
Chart 3 | Investigations received 2012-13 to 2016-17

2012-13

214

2013-14

214

2014-15

262

2015-16

350

2016-17

329

Counted by provider identified in complaint
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The Commission finalised 330 investigations in 201617 compared to 244 in 2015-16 which was an increase
of 35.2%. This reflects the allocation of an additional
resource to the area and streamlined investigation
planning and decision making.

Prosecuting complaints

Chart 4 | Number of investigations finalised
from 2012-13 to 2016-17

Chart 5 | Complaints referred to Director of Proceedings
2016-17

2012-13

2012-13

201

2013-14

2014-15

2015-16

226

The Commission referred 198 investigations to its Legal
Division, compared with 139 in the previous year. This is
an increase of 42.4%.

2013-14

194

2014-15

244

2016-17

85

2015-16

330

110

93

139

2016-17

198

Counted by provider identified in complaint

Counted by provider identified in complaint

The timeliness of investigations was adversely affected
by the increased workload. Overall performance was
maintained with investigations finalised on average within
273 days, compared to 275 days in 2015-16. However,
fewer investigations were finalised within 12 months
(72.5% compared with 84.8% in 2015-16).

In the same period, the Director of Proceedings made
104 determinations whether or not to prosecute a
complaint, 76 of which recommended prosecution
before NCAT and 20 before a Professional Standards
Committee. In eight complaints, the Director of
Proceedings determined not to prosecute.

More information can be found in the Chapter,
Investigating complaints.

HEALTH CARE COMPLAINTS COMMISSION

13

As shown in Chart 6, the Legal Division finalised
95 matters in 2016-17. The overall success rate of
prosecutions before Professional Standards Committees
and NCAT was 96.2%.
Chart 6 | Number of legal matters finalised
from 2012-13 to 2016-17

2012-13

2013-14

2014-15

The Commission greatly benefited from some
additional funding in 2016-17, which increased
resourcing for assessments and investigations and
enabled commencement of important systems and
process improvements.
The Commission’s Net Result before capital was a deficit
of $113,000 which was slightly higher than the $82,000
deficit foreshadowed in the Budget. This was primarily due
to higher than budgeted contractor costs associated with
the transition to a new corporate services provider and
special projects associated with business improvement.

88

71

82

2015-16

Financial summary

94

The full financial statements for both the Health
Care Complaints Commission and the Health Care
Complaints Commission Staff Agency are included in the
Finance Chapter.

In 2016-17, the registration of 38 health practitioners
was cancelled or disqualified. Three practitioners
were suspended and had conditions placed on their
registration. A further 31 health practitioners had
conditions placed on their registration and were
reprimanded or cautioned.

The Commission has received an increase to its grant
(through the Ministry of Health) for 2017-18. This
increase of $1,129,845 includes capital and recurrent
funding. The recurrent component is $869,845 which
will allow the Commission to meet the costs of the new
corporate services contract and also to continue to
implement business improvement processes and service
efficiencies. A particular emphasis will be placed on the
development of robust electronic systems and workflows,
helping to improve the ability of the Commission to
respond to increasing service demand and improve
customer engagement and experience.

More information can be found in the Chapter,
Prosecuting complaints.

Corporate goals

2016-17

95

Counted by matter and excludes matters not prosecuted

The Commission’s performance, measured against
its corporate goals for 2016-17, is summarised in
Appendix B and throughout this report:
—— Comprehensive and responsive complaints handling –
pages 30-44
—— Investigating serious complaints – pages 45-54
—— Prosecuting serious complaints – pages 55-59
—— Accountability – pages 60-71
—— Our organisation – pages 72-87.
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Profile of complaints
This section outlines the characteristics of complaints received by the
Commission in 2016-17 and since 2012-13.
It covers the volume of complaints received, analysis of
who is complained about and the service areas involved,
as well as the issues raised in complaints. Analysis of
complaints by location is also provided.

As outlined in last year’s Annual Report, there is no single
explanation for the rise, but rather a multitude of factors
which include:

It is important to note that the Commission’s data is not a
comprehensive indicator of the overall standard of health
care delivery in NSW. The number of complaints to the
Commission is relatively small considering the volume of
services provided. Often complaints are addressed by
the relevant health service provider directly, without the
Commission being involved. This is increasingly the case
as the Australian National Safety and Quality Standards
require health service organisations to have an incident
management system; a complaints management system
that includes partnerships with patients and carers; and,
an open disclosure process.

—— An ageing population, who are more likely to have
interactions with the health system

It is also important to note that the Commission receives
complaints about both individual health practitioners and
health organisations. Some complaints involve a number
of practitioners and organisations and a number of issues
are raised in a single complaint. The relevant counting
method is indicated underneath the graphs in the
following section, with “counted by provider” indicating
that each complaint about a unique health service
provider has been counted, and “counted by issue”
indicating that each individual issue raised in a complaint
has been considered.

Volume and nature of
complaints received
Complaints received
The Commission received 6,319 complaints in 201617 – a 4.0% increase compared to the previous year.
This is a slower rate of growth than in previous years. It
is of interest to note that while some other complaints
jurisdictions also had some signs of a slower rate of
growth, others continue to experience significant growth
spikes. Notwithstanding fluctuations in the rate of growth
in NSW and elsewhere, the overall picture is one of
continuing increases in the volume of complaints.

HEALTH CARE COMPLAINTS COMMISSION

—— An increasing population

—— Increasing consumer choices and expectations
—— Greater services offered as medical research and
technology combine to deliver treatments that were
previously not possible
—— Expanding use of complementary therapies
—— Greater awareness of complaint management bodies
—— Impacts of mandatory reporting requirements.
Alongside the increased volume of complaints, is the
discernible pattern of increased complexity. The nature
and drivers of the complexity are explored in the Focus
area: Complexity of complaints (page 25).

Complaints received by type of
health service provider
Chart 7 shows the number of complaints received by the
Commission since 2012-13 and breaks this down by the
type of health service provider complained about.
The proportions of complaints for each category of health
service provider have remained consistent during the
period. Individual health practitioners continue to make
up the highest proportion of all complaints. Over the
period 2012-13 to 2016-17 an average of 62.5%
were about registered health practitioners, 35.1% of
complaints received were about health organisations, and
2.4% were about non-registered health practitioners and
practitioners whose registration status was unknown.
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Chart 7 | Complaints received by health service provider
2012-13 to 2016-17
153
2.4%

135
2.2%
110
2.1%

125
2.6%

124
2.7%

1,607
35.3%

1,670
35.1%

2012-13
4,554

2013-14
4,766

Health
organisation

2,218
35.1%

2,160
35.6%

1,821
34.6%

2014-15
5,266

2015-16
6,075

Registered
health practitioner

Chart 8 shows the number of complaints about individual
health practitioners received by the Commission in the
period covering 2012-13 to 2016-17.
In 2016-17, the Commission received a total of 4,102
complaints about individual registered and non-registered
health practitioners, a 4.8% increase on the previous year.

3,335
63.3%

2,971
62.3%

2,821
62.0%

3,949
62.5%

3,780
62.2%

Complaints about
health practitioners

2016-17
6,319

Non-registered
health practitioner/
unknown

Counted by provider identified in complaint

Medical practitioners, nurses and midwives, dental
practitioners, pharmacists and psychologists were
the health professions most commonly complained
about. Complaints about these professions accounted
for 94.2% of all complaints received about individual
practitioners in 2016-17.
The other types of health practitioners complained
about are diverse and cover the wide range of health
services accessed by consumers. They include
complaints about other registered health practitioners
such as chiropractors and occupational therapists and
non-registered health practitioners such as cosmetic
therapists, massage therapists and social workers.
For a more detailed breakdown by profession, please
refer to Table A.3 in Appendix A.

2012–13

2013–14

Psychologist

2014–15

2015–16

Pharmacist

227
264
291
364
394

Dental
practitioner

149
167
211
197
200

Nurse/
midwife

137
149
149
177
211

435
363
349
542
370

Medical
practitioner

377
480
506
501
629

1,622
1,673

1,939
2,134
2,298

Chart 8 | Complaints received about health practitioners 2012-13 to 2016-17

Other
practitioners

2016–17

Counted by provider identified in complaint

Annual Report 2016-17

16

Complaints about
medical practitioners

Complaints about other
health practitioners

Complaints about medical practitioners continue to be
the most common. In 2016-17, the Commission received
2,298 complaints about medical practitioners, a 7.7%
increase on the 2,134 received in the previous year.
Complaints about medical practitioners made up 56.0%
of all complaints about health practitioners in 2016-17.

The Commission received 370 complaints about
dental practitioners during 2016-17, a 31.7% decrease
on the 542 received in the previous year. While this
reduction appears to be in contrast with the overall
rise in complaints received against registered health
practitioners, it should be noted that the inflated number
of complaints against dental practitioners in 2015-16
distorts the overall trend line. The 2015-16 increase
was predominantly attributed to one person who made
143 separate complaints about a particular aspect of
dental practices’ websites. There was also an intensive
campaign by the Dental Council of NSW to address
infection control in dental surgeries during that year.

As shown in Chart 9, in 2016-17, complaints about
medical practitioners most commonly related to those in
the service areas of general medicine (45.6%; 2015-16:
38.8%), surgery (10.1%; 2015-16: 12.0%), psychiatry
(5.4%; 2015-16: 3.4%), mental health care (4.0%; 201516: 5.4%) and emergency medicine (2.7%; 2015-16:
4.4%). Complaints about these areas accounted for
67.8% (2015-16: 64.1%) of all complaints received about
medical practitioners during the year. The remaining
32.2% of complaints were across a wide range of service
areas such as oncology, obstetrics, anaesthesia, aged
care, cardiology and drug and alcohol.
The high proportion of complaints relating to general
medicine should be seen in the context of the number of
patient-practitioner interactions in the primary health care
sector – Medicare Australia reported close to 40 million
GP attendances in NSW in 2016-17.
A more detailed breakdown of complaints received about
medical practitioners by service area over the past five
years is included in Table A.4 in Appendix A of this report.

Chart 9 | Most complained about areas of practice for
medical practitioners
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In 2016-17, the Commission received 629 complaints
about nurses and midwives, 25.5% more than the
previous year. This increase is predominantly accounted
for by a rise in complaints about professional conduct
issues and self reporting of health issues. The majority of
professional conduct complaints for nurses/midwives fall
into the behaviour category, which includes complaints
about nurses and midwives behaving in a manner that
is perceived as rough, aggressive or intimidating. The
fact that they tend to have longer and more frequent
interactions with their patients/clients than the other
professions may explain the high proportion of professional
conduct complaints received about nurses and midwives
compared to other registered health practitioners.
The Commission received 200 complaints about
pharmacists in 2016-17, a 1.5% increase on the 197
complaints received in 2015-16. This modest increase
is seen in the context of overall growth in complaints
about pharmacists of 34.2% between 2012-13 and
2016-17. As previously noted in the Commission’s 201516 Annual Report, the Commission continues to work
with the Pharmacy Council of NSW to identify specific
pharmacists involved in complaints about pharmacies
and to ensure that timely and effective action is taken.
In addition, 211 complaints about psychologists were
received during the year, a 19.2% increase from 2015-16.
This continues a pattern of increase in complaints to the
Commission about psychologists. The NSW Psychology
Council has advised that approximately half of complaints
made about psychologists are regarding performance
issues, followed by complaints regarding conduct,
both of which are reflected in the Commission’s data.
The number of mandatory notifications received about
psychologists is also rising.
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Complaints about nonregistered health practitioners

Complaints about health
organisations

The number of complaints about non-registered
practitioners in 2016-17 continues to represent a very
small proportion of complaints received overall (1.7%).
The 107 complaints received was largely consistent with
last year (2015-16: 102). As a proportion of all complaints
about individual health practitioners, it remained the same
as last year (2.6%).

Chart 10 shows the number of complaints received about
health organisations in the period 2012-13 to 2016-17.

Complaints about counsellors/therapists continue to be
the largest proportion of complaints received about nonregistered practitioners (17.8%; 2015-16: 16.7%). There
was a 6.2 percentage point increase in the proportion
of complaints about social workers (15.0%: 2015-16:
8.8%), noting in actual terms, they represent a very
small of complaints. The proportion of complaints about
massage therapists declined in 2016-17 (from 11.8% to
7.5%). The proportion of complaints about assistants
in nursing (12.1%; 2015-16: 12.7%), alternative health
providers (11.2%; 2015-16: 11.8%), cosmetic therapists
(8.4%; 2015-16: 7.8%), and administrative/clerical staff
(8.4%; 2015-16: 8.8%) were consistent with 2015-16.

In 2016-17, the Commission received 2,218 complaints
about health organisations, a 2.7% increase on the
previous year. A 38.3% increase in complaints about
health organisations has been observed within the period
between 2012-13 and 2016-17, in line with the overall
38.8% increase in complaints over this period.
Public hospitals, correction and detention facilities,
medical centres, private hospitals and pharmacies were
the health organisations most commonly complained
about. Complaints about these organisations accounted
for 74.3% of all complaints received about health
organisations in 2016-17.
The other types of health organisations complained about
included psychiatric hospitals/units, community health
services, day procedure facilities, pathology centres and
cosmetic health facilities.

1,016

926

2012–13

Medical
centre
2013–14

Private
Hospital
2014–15

2015–16

88

589

564

454

71

41

32

31

121

113

82

100

81

98

189

Correction and
detention facility

96

99
Public
Hospital

164

301

249

192

187

257

415

523

763

761

868

Chart 10 | Complaints received about health organisations 2012-13 to 2016-17
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Complaints about
public hospitals
In 2016-17, the 1,016 complaints about public hospitals
constituted an increase of 9.7% on the previous year
and accounted for 45.8% of all complaints against health
organisations, compared to 42.9% in 2015-16 and
47.7% in 2014-15.
The number of complaints about public hospitals should
be seen in the context of the increasing number of
services provided. In 2016-17 there were 2,781,852
emergency department attendances in NSW public
hospitals (2015-16: 2,733,853), 1,953,706 discharges
from hospital (2015-16: 1,885,913) and 13,617,485
outpatient services provided (2015-16: 13,478,446).
Chart 11 shows the public hospital service areas that
were subject to the most complaints in 2016-17. The
complaints most commonly related to emergency
medicine (28.7%; 2015-16: 20.5%), surgery (13.6%;
2015-16: 10.0%) mental health care (12.7%; 2015-16:
10.9%), obstetrics (7.0%; 2015-16: 6.7%) and general
medicine (5.2%; 2015-16: 19.7%).
Complaints about these areas accounted for 67.2%
(2015-16: 67.8%) of all complaints about public hospitals
during the year. The high proportion of complaints about
emergency medicine and surgery is largely attributed to
the fact that these are health services associated with
high risk, where complications and unexpected treatment
outcomes can be more prevalent. It is noted that there
are significant fluctuations across years in relation to the
proportion of complaints relating to general medicine.
A more detailed breakdown of complaints about public
hospitals by service area over the past five years can be
found in Table A.7 in Appendix A.

Chart 11 | Most complained about service area in
public hospitals
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Complaints about other
health organisations
Complaints about health organisations other than public
hospitals were a higher proportion of the total number
of complaints received about health organisations in
2016-17, accounting for 54.2% of complaints about
health organisations.
Complaints about correction and detention facilities
decreased from 301 in 2015-16 to 257 in 2016-17.
Complaints about pharmacies rose 34.3% from 67 in
2015-16 to 90 in 2016-17. Many of these complaints
related to compounding that was not compliant with the
Pharmacy Guild regulations and were received from both
consumers and pharmaceutical companies. Complaints
about dispensing errors were also common.
The number of complaints about private hospitals also
increased with 121 received in 2016-17, an increase of
7.1% from the previous year. The number of complaints
about psychiatric hospitals decreased slightly, from 88 in
2015-16 to 71 in 2016-17, a decrease of 19.3%.
In 2016-17, the Commission received 164 complaints
about medical centres compared to 189 in 2015-16, a
decrease of 13.2%.
A five-year breakdown of complaints about all types
of health organisations can be found in Table A.6 in
Appendix A of this report.
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Issues raised in complaints

Other common treatment-related issues were unexpected
outcome (10.3%; 2015-16: 14.6%), wrong/inappropriate
treatment (8.7%; 2015-16: 2.5%), delay in treatment
(7.2%; 2015-16: 6.6%), inadequate or inappropriate
consultation (6.6%; 2015-16: 5.3%) and coordination of
treatment or follow up of results (3.8%; 2015-16: 2.9%).

A single complaint will often raise a number of issues.
Chart 12 shows the issues raised in complaints over the
last five years. In 2016-17, 6,319 complaints received
raised 11,694 issues – an average of 1.9 issues per
complaint, which is consistent with the previous year.

Chart 13 | Most common treatment issues raised in
complaints received 2016-17

In 2016-17, the three most common issue categories
were treatment (41.5%; 2015-16: 42.3%), the
professional conduct of the health service provider
(16.4%; 2015-16: 14.9%) and communication (15.9%;
2015-16: 17.2%). This is the first year that the number of
complaints regarding professional conduct issues have
surpassed those regarding communication issues. This
is not unexpected as the Commission has observed a
gradual but clear year on year increase in the number
and proportion of complaints received regarding
professional conduct issues.
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As shown in Chart 13, the most common issues raised
in the treatment category were inadequate treatment
(30.5%; 2015-16: 34.8%), diagnosis (11.9%; 2015-16:
11.7%) and inadequate care (10.7%; 2015-16: 11.6%).
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Chart 12 | Issues raised in all complaints received 2012-13 to 2016-17
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Complaints about
professional conduct

Complaints about
communication

As shown in Chart 14, where the complaint related
to professional conduct, most complaints related to
a practitioner possibly suffering from an impairment
(19.3%; 2015-16: 14.2%), a breach of guidelines or law
(15.8%; 2015-16: 19.1%) or illegal practice (15.0%;
2015-16: 12.6%). The practitioner’s competence
accounted for 13.8% of complaints in this category
(2015-16: 17.8%), followed by sexual misconduct (7.1%;
2015-16: 6.9%). Other professional conduct-related
issues (such as misrepresentation of qualifications,
inappropriate disclosure of patient information, boundary
violations and financial fraud) accounted for 29.0% of all
complaints raising a professional conduct concern.

As shown in Chart 15, nearly half of communication and
information-related issues concerned the attitude and
manner of the health practitioner. This is a decreased
proportion compared to the previous year (48.8%;
2015-16: 57.6%). Other issues in this category related
to inadequate information (32.4%; 2015-16: 31.2%) or
incorrect/misleading information (17.6%; 2015-16: 9.9%)
from the health service provider. The increases in these
two categories may reflect health consumer’s greater
access to health information and a desire to receive
fuller information from the provider on treatment options
and risk.

The Commission receives a proportion of complaints
about impairment, which may negatively impact upon a
health practitioner’s ability to carry out their professional
duties. In most of these cases, unless there is also
evidence of departures in conduct and/or a significant
risk of harm the complaint would be referred to the
relevant professional council which can assist these
practitioners through their Health Program, to ensure they
receive the necessary treatment and support.
Chart 14 | Most common professional conduct issues raised
in complaints received 2016-17
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370
19.3%

Impairment

In a small number of cases (1.2%; 2015-16: 1.3%), the
complaint was about the failure to accommodate the
special needs of a patient.
The Commission is acutely aware that sound
communication between a health care provider and
consumers is instrumental to quality treatment. Many
complaints can be prevented by a practitioner making
the effort to discuss treatment options and decisions,
obtain and record informed consent and ensure that no
ambiguity remains. This message will continue to be the
cornerstone of our advice to health service providers.
A detailed breakdown of all issues in complaints received
in 2016-17 is included in Table A.2 in Appendix A.
Chart 15 | Most common communication/information issues
raised in complaints received 2016-17
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Issues raised about
health practitioners

The proportion of complaints about the professional
conduct of nurses and midwives was also high (48.8%;
2015-16: 41.9%).

Chart 16 sets out the types of issues raised in complaints
about medical practitioners, dental practitioners, nurses
and midwives, psychologists and pharmacists, compared
to all practitioners in 2016-17.

Issues raised about nonregistered health practitioners
The issues raised in complaints about non-registered
health practitioners follow a different pattern to those
raised in complaints about registered health practitioners.
Non-registered health practitioners are far more likely to
be the subject of a complaint about professional conduct
issues (45.5%; 2015-16: 50.5%). Treatment issues are the
second most common area complained about, rising 9.2
percentage points compared to last year (24.5%; 201516: 15.3%). The proportion of communication complaints
received about non-registered health practitioners
remained relatively stable at 16.5% (2015-16: 17.4%).

Communication issues were common in complaints
across all professions, however, were more prominent
in complaints about medical practitioners and nurses,
and less prominent in complaints about pharmacists.
Communication issues are often coupled with treatment
issues in complaints.
As in the previous two years, treatment issues were most
prominent in complaints about medical practitioners
(44.0%, 2015-16: 49.1%) and dental practitioners
(56.8%, 2015-16: 44.6%). The proportion of treatmentrelated complaints about nurses and midwives remained
relatively low (24.3%, 2015-16: 27.2%).

These three issues were the most commonly raised for
complaints about counsellors/therapists, social workers,
cosmetic therapists, alternative health practitioners and
assistants in nursing.

Pharmacists attracted the same proportion of complaints
about professional conduct this year compared to last
year (42.8%; 2015-16: 42.8%) which include complaints
relating to illegal practice, breaches of guidelines or laws,
and impairment. Medication issues were the second
most frequently raised, at 39.5% (2015-16: 41.8%).

Chart 16 | Issues raised in complaints received about health practitioners 2016-17
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Issues raised in complaints
about health organisations

As in the previous two years, treatment issues were less
prominent in complaints about medical centres, with
only 26.3% raising this issue (2015-16: 25.5%). This may
reflect that patients at medical centres present with less
serious conditions or more likely to involve continuity of
care for chronic conditions.

Chart 17 shows a breakdown of the issues raised in
complaints about public and private hospitals and other
specific health organisations compared to all health
organisations in 2016-17.

Complaints about medical records were more likely to be
received about medical centres than to any other health
organisation, with 9.7% of complaints about medical
centres raising this issue (2015-16: 11.6%). These
complaints mainly concerned access to, or transfer
of records.

Issues relating to treatment accounted for over half of
all complaints about public hospitals (53.8%, 201516: 53.5%), and 44.4% of all complaints about private
hospitals (2015-16: 42.7%).
Communication and information-related issues were
the second most commonly complained about issue
in relation to both public and private hospitals, and
also medical centres. Communication and informationrelated issues accounted for 17.9% (2015-16: 20.1%) of
complaints about public hospitals, 13.5% of complaints
about private hospitals (2015-16: 21.1%) and 22.8% of
complaints about medical centres (2015-16: 23.5%).

Consistent with previous years, correction and detention
facilities attracted a higher proportion of complaints
about access than other health organisations (28.3%;
2015-16: 30.0%), mostly relating to waiting lists and
service availability. Medication issues were also raised
in a large proportion of complaints about correction and
detention facilities (15.3%; 2015-16: 17.0%).

In 2016-17, complaints about the environment and
management of the facility accounted for 13.2% of
complaints about private hospitals (2015-16: 9.5%) and
5.8% of complaints about public hospitals (2015-16: 5.9%).

In contrast with 2015-16, complaints about fees and
costs were higher in medical centres (9.3%) and dental
facilities (10.4%) than in complaints about private
hospitals (5.6%; 2015-16: 9.5%), although the small
numbers in this issue category overall is noted.

Chart 17 | Issues raised in complaints received about health organisations 2016-17
51
74
114

124

126

147

174

236

290

318

717

2,030

All health
organisations

19
32

27
19

70
53

142

67

133

91

414

1,245

Public
Hospital

3
1
1
1
1
2
0
62

6

115

21

193

Correction and
detention facility

1

0
1

4

25

11

4

24

20

42

59

68

Medical
centre

2
1
1
21

3

15

13

15

35

6

36

118

Private
Hospital

1
0
1

Medication
Consent

4

HEALTH CARE COMPLAINTS COMMISSION

Grievance processes

11

Counted by issue raised in complaint

Environment/management of facilities

Professional conduct

14

Reports/certificates

Access

10

Fees/costs

14

Communication/information

Discharge/transfer arrangements
Medical records

20

Treatment

59

Dental
facility

23

Complaints by location

Location of providers

Care needs to be taken in analysing and explaining data
based on location for a number of reasons.

In 2016-17 location details were not able to be identified
for 164 providers.

Location information is not always provided in a complaint,
for example, when a complaint is made online or via email.
Furthermore, locational analysis of a complaint can be done
in relation to the location of the complainant or the location
of the service provider. A patient may travel, for example,
from regional NSW to visit a Sydney-based specialist.

Chart 19 shows the breakdown of complaints received
by the location of health service providers. In 2016-17,
the Commission received 4,358 complaints about health
service providers in metropolitan NSW, which was 70.8%
of all complaints with a known provider location. This is
consistent with the previous year’s figure of 70.2%.

In relation to analysis of LHD by LHD data, the significant
differences in the volume and types of services provided
need to be recognised.

1,614 complaints (or 26.2%) were about health service
providers in regional areas, which is marginally below
the previous year’s figure of 26.6%. A small number of
providers were from interstate (176, or 2.9%) and only
seven were international (0.1%). These are consistent
with last year’s figures of 3.1% and 0.1% respectively.

Location of complainants
Chart 18 shows breakdown of complaints received
by the location of complainants. In 2016-17 location
details were not provided by 1,256 complainants.
The Commission received 3,346 complaints from
complainants who indicated that they were located in
metropolitan NSW. This represents 65.1% (2015-16:
60.3%) of all complaints where the complainant location
was known. 1,535 complaints were received from
complainants located in regional NSW, accounting for
29.9% (2015-16: 33.9%) of all complaints with location
details. 245 complaints were received from interstate
complainants (4.8%, 2015-16: 5.5%) and 12 from
international complainants (0.2%, 2015-16: 0.2%).

For a more detailed breakdown of the location of providers,
please refer to Table A.14 in Appendix A of this report.
Chart 19 | Location of providers
2.9% 0.1%

26.2%

Metropolitan
Non-Metro

For a more detailed breakdown of the location of
complainants, please refer to Table A.13 in Appendix A
of this report.

70.8%

Interstate
International

Chart 18 | Location of complainants
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The complaints information across each Local Health
District can be found at Table A8 in Appendix A. It shows
that complaint numbers are small when compared
to the number of services provided and also that the
percentage of total complaints for each LHD is generally
proportionate to their share of the services provided
across the state.
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Issues raised in complaints
from metropolitan and
regional complainants

and 45.0% respectively), the proportion of complaints
regarding treatment dropped in metropolitan areas
(40.8%) while climbing slightly in regional areas (48.9%).

Chart 20 shows the issues raised by individual
complainants located in metropolitan and regional NSW,
excluding complaints made by organisations.

Professional conduct issues were more likely to be raised
by metropolitan complainants (15.6%; 2015-16: 10.6%)
than regional complainants (10.2%; 2015-16: 14.2%).
Other differences in issues raised were consistent with
the differences previously observed, in that access
and discharge/transfer matters arise more frequently
in regional context while fees and costs continue
to be a more common issue for metropolitan than
regional complainants.

The chart shows some areas of difference in the
issues raised.
Unlike 2015-16, in which the percentage of complaints
where treatment issues were raised was similar for
both metropolitan and regional complainants (44.7%

Chart 20 | Issues raised by metropolitan and regional complainants
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Focus area –
complexity of complaints
The Commission has identified for some years now that, in addition to
the pattern of growth in complaints, these complaints are also becoming
more complex. Volume and complexity combine to become key drivers
of the challenges that face health care complaints management now
and into the future.
The Commission has undertaken some initial analysis
of our complaints to look at the dimensions of the
complexity that we are observing.
It is, of course, difficult to measure complexity, but by
looking at the features of our complaints we have an
emerging picture of what the complexity looks like.
The Commission has been able to categorise complexity
in four ways and understanding these dimensions and
the interactions between these four areas has helped to
steer adjustments to the way we work.

Four dimensions of
complexity
Complex complaints
A single complaint itself may be inherently complex
and this is increasingly the case. Furthermore one
complaint may be connected to other complaints in a
range of ways, such that these complaints all need to be
considered together and managed in a consistent way.
There are many manifestations of this type of complexity:
—— A complaint with a single patient who has been
treated by multiple individual providers. This scenario
may be further complicated by the delivery of this
treatment in a range of different service types
of locations.
¬¬ For example, a patient who is receiving multidisciplinary care and treatment; or, a patient who
was admitted in an Emergency Department, then
required surgery, which may have occurred in the
same hospital as the emergency presentation or
another hospital, which may in turn have been
a private or a public hospital. Rehabilitation may
then have occurred at a different facility.
—— A complaint may relate to a single patient in a single
location, but may nevertheless involve complex
interplays between system wide issues and the care
and treatment provided by an individual practitioner.

¬¬ One example may be where a practitioner is
alleged to have provided substandard care, but it
is also apparent that policies about the required
responses to certain clinical scenarios were not up
to date, or were up to date but not implemented
by personnel.
—— A complaint where a single provider is alleged to
have departed from standards or care in relation
to multiple patients, over a long period and over
multiple locations.
There is evidence of an increasing incidence of
single providers generating multiple complaints
and subsequent lines of investigation over the last
five year period.
¬¬ In 2012-13, there were 28 providers who had two
or more investigations, and these investigations
accounted for 31.7% of all investigations.
By 2016-17, there were 68 providers whose
investigations constituted 61.4% of all
investigations.
¬¬ The 28 providers in 2012-13 constituted 16.1%
of all providers involved in investigations; whereas
in 2016-17, the 68 providers accounted for more
than double that proportion (being 34.8% of all
providers involved in investigations).
¬¬ This trend is also reflected in the fact that the
number of investigations rose by 53.7% (from 214
to 329) between 2012-13 and 2016-17, but the
number of providers involved in the investigations
rose by only 12.1% (from 174 to 195).
¬¬ For example, a recent Commission investigation
involved a medical practitioner with over 150
patients, treated over more than a decade, across
three locations and with multiple different types
of illnesses. In these cases multiple streams of
investigation are required to arrive at a view about
whether disciplinary action is warranted and if so,
which patients, in which timeframe and/or location
and which treatment decisions provide evidence
to ground the disciplinary action.
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—— A suite of complaints may relate to a particular form of
treatment that has been delivered to multiple patients
by multiple providers.
¬¬ For example, another recent Commission
investigation has involved the care and treatment
of dozens of women, all of whom had undergone
multiple surgeries conducted by several specialist
practitioners that resulted in poor outcomes and,
at times, irreversible life changing injuries.

—— Particular complexities arise in complaints relating
to emerging areas of health service delivery, where
treatments and protocols are still evolving and
being tested.
¬¬ Examples could be novel treatments or new
applications of rapidly expanding treatment such
as stem cell therapy.

Case Study – Complexity arising from a range of
issues in an emerging area of treatment
A complaint was received about a thoracic physician, Dr Samuel Tae-Kyu Kim concerning his care and
treatment of a patient with a persistent cough and respiratory problems over a three year period.
It was alleged that Dr Kim recommended the patient see a non-registered complementary health
practitioner for ‘esoteric lung massage’. This was a form of treatment that the Commission had not
previously come across and the Investigation Officer was required to conduct research into its use
and its purported health benefits. Dr Kim also failed to disclose to the patient that this non-registered
practitioner was his fiancée. He also recommended or referred the patient to a number of other esoteric
healing practitioners connected to a commercial practice to which he belonged.
During the investigation it appeared that the physician did not explain the distinction between
conventional and complementary treatment to Patient A and did not disclose his own connections to
the esoteric practitioners. It also appeared that he had acted contrary to the Medical Council of NSW’s
Complementary Health Care Policy and the Medical Board of Australia’s Good Medical Practice: A Code
of Conduct for Doctors in Australia.
The complaint was referred to the Director of Proceedings for consideration of prosecution, which was
ultimately prosecuted before a Professional Standards Committee. The physician was found guilty of
unsatisfactory professional conduct, with the Committee criticising his referrals to the complementary
practitioners and finding that he recommended treatments (such as esoteric lung massage and chakra
puncture) in full knowledge there was insufficient evidence for their efficacy as treatment for the patient’s
lung condition.
The Committee reprimanded Dr Kim and imposed conditions on his registration, including that he must
practice under supervision and obtain a second opinion and approval from a thoracic physician before
making any referrals for complementary therapies and treatment.

HEALTH CARE COMPLAINTS COMMISSION

27

Complex complainant scenarios
Complainant complexity may arise in scenarios such
as those where the complainant or the subject of the
complaint is in a vulnerable position.
¬¬ For instance the subject or complainant could
possibly be physically or mentally unwell while the
complaints process is underway.
¬¬ A third person (or more than one person) may raise
a complaint about the treatment of someone other
than themselves, but it may be unclear whether
there is knowledge about the complaint or consent
for access to medical information on the part of the
person whose treatment is being questioned.
¬¬ In some instances, the care and treatment of a
person without decision making capacity may be
raised by others, but the issues in the complaint
may be unclear or there may be disagreement
about core issues such as guardianship, powers
of attorney, and consent to access records. This
disagreement may be between the third party
complainant or between two or more third party
complainants in relation to a single subject.
¬¬ There are also cases where the person who has
received treatment from a practitioner may not be
concerned or complaining about the treatment
received, but another person may be critical of
that treatment.
This category also includes complexities that may
also arise from other scenarios, such as vexatious
complainants. These can be difficult as, on face value,
there may appear to be substance to a complaint, but
upon closer assessment there are factors which lead to
legitimate questions about the bona fides of the complaint.
¬¬ Examples include complaints made under the
identity of others who, when contacted, have no
knowledge of the complaint.

Complex jurisdictional questions
Questions may arise as to whether the Commission has
jurisdiction to manage a complaint.
These issues typically arise where there is a question as to
whether the matter complained of relates to the delivery of
a health service. This can be a grey area in fields such as
beauty treatments, which may not involve any interventions
under the public or private health statutes but do involve
interventions or personal care of some kind.

Another example is home based care where a person
is provided with support to deal with day to day needs,
but this may or may not be provision of a health service
depending on what this support involves.
There may also be a question as to whether a provider
is delivering a service as a registered or non-registered
practitioner. This is a particularly important question as
the actions that can be taken throughout the complaints
handling process, the powers of the Commission and the
possible outcomes vary between these two categories.

Complex complaints processes
The final category relates to managing the
interdependencies between the Commission's own
processes and the processes and priorities of other
entities and sourcing all of the information and evidence
that is required to finalise a matter.
Within the Commission's own processes, complexities
may relate to factors such as: who owns the relevant
medical records and how they can be accessed;
difficulties locating and securing responses from
practitioners; gathering evidence where the allegations
relate to historical matters and relevant evidence –
including medical records – are not available. In an
investigation context, sourcing appropriately skilled,
respected and non-conflicted experts is a particular
issue, particularly where the clinical field in question may
have a small number of subject experts within NSW or
even nationally, or where the treatment in question is in a
novel or evolving area of practice.
Externally, and particularly in more serious matters,
it is not uncommon for other investigations to be
running in parallel. These may be at state level such
as those by NSW Police, the NSW Coroner’s Court,
the Pharmaceutical Regulation Unit and Public Health
Units. They may be at national level, for example through
Australian Health Practitioner Regulatory Agency,
Australian Competition and Consumer Commission, the
Therapeutic Goods Administration or Australian Sports
Anti-Doping Authority. These complaints can only be
satisfactorily progressed through coordinated processes
(including effective exchange of information and data)
across regulatory agencies.
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Case study – Complexity relating to multiple patients,
multiple practitioners and multiple processes
The Commission investigated Dr Mengyi Chen, a general practitioner who practised two days a week in
a group practice in Telopea. She also practiced three days a week at another group practice.
The complaint related to Dr Chen's inappropriate prescribing of Schedule 4D and Schedule 8 drugs,
without an authority, to 15 patients over a period of about three years, as well as her poor record
keeping in relation to each of those patients. Each of the patients were drug-dependent and some had
current or prior history of treatment under the supervision of the NSW Opioid Treatment Program.
Dr Chen's inappropriate prescribing was in breach of the Poisons and Therapeutic Goods Act 1966 and
the Poisons and Therapeutic Regulation 2008.
Dr Chen first came to the attention of the Pharmaceutical Services Unit ('PSU') in 2013 following advice
that a pharmacy in Telopea was the fourth highest dispenser of Oxycontin (a Schedule 8 drug) in NSW.
The Commission needed to work in close cooperation with the PSU. The PSU traced the scripts back
to the practice that Dr Chen was working at. The investigation into Dr Chen also ran in parallel with two
other practitioners at the practice who were also prosecuted by the Commission. This was a complex
investigation given the number of patients, many of which were shared patients among the three
practitioners, and the number of years that the inappropriate prescribing had occurred. The seriousness
of inappropriately prescribing Schedule 8 drugs, especially in combination with Schedule 4D drugs, was
identified by the expert witness obtained by the Commission. The reckless prescribing of these drugs
can have very serious harmful effects including impairment of memory, cognitive impairment and fatal
opioid overdoses.
The investigation resulted in a prosecution before the NSW Civil and Administrative Tribunal. On 28
November 2016, the Tribunal found all of the complaints proven and found Dr Chen guilty of professional
misconduct. The Tribunal found that Dr Chen's failings were a result of laziness and a non-caring attitude
which was also reflected in Dr Chen's attitude to the recording of clinical notes. They found that the
professional misconduct was of a very serious nature and they had grave doubts about Dr Chen's ability
to practice medicine safely. The Tribunal also commented that Dr Chen's disdain for any obligation to keep
proper records at the practice was "tantamount to a deliberate disregard for her statutory obligations and
created risk to the health and safety of her patients because of the inability of another practitioner to fully
understand what treatment had been afforded to a patient, and importantly, why".
Upon making a finding of professional misconduct, the Tribunal cancelled Dr Chen's registration and
ordered that she not be able to apply for review of that order for a period of 18 months.
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Working with complexity
Our analysis of the way in which complexity manifests
in the health care complaints environment is informing
decisions about how we redesign of our operational
processes and complaints handling approaches and
helping us to use our resources most effectively.
The central point is that complaints need to be dealt with
differently depending on their complexity. The Commission
is therefore introducing a risk-based triaging and
assessment planning approach which takes complexity
into account. Where a complaint is about a single, lower
level matter it would typically be classified as an early
resolution matter and more informal and immediate actions
would be taken in an effort to achieve resolution.
Where a complaint is more complex, however, the nature
of the complexity needs to be understood and early
decisions need to be made about how to deal with this
complexity. For instance, if a matter is clinically complex,
there is a need for early involvement of medical advisors
so that there is a clear articulation of the specific clinical
questions that arise, the records and responses that are
required to consider those questions, and the earliest
possible identification of the need for specialist advice.
In the past, there has been limited focus on identifying
and linking related complaints, with the possibility
that multiple complaints about a single provider could
be allocated and assessed by a number of different
assessment officers. The triaging processes now involve
more active consideration of other related complaints,
with the intention that Managers and Senior Assessment
Officers would coordinate and manage all of the related
matters in an efficient and consistent way.

In some of these complex cases, there is an early
apprehension that the matter may be more than likely to
require fuller investigation. In these cases the information
gathered during the assessment process needs to
provide the best possible platform for later activity,
with streamlined processes for transferring matters to
investigation as soon as they are assessed to avoid delay.
Similarly, where a new investigation relates to matters
already being investigated, or to a complaint that has
already been referred for consideration of disciplinary
action, monitoring the investigations and where
appropriate linking up those processes is important.
If a complaint relates to a matter that is already under
investigation, for instance by police or the subject of
a Coronial inquiry, then immediate consideration of
the relationship between those processes and the
actions taken by the Commission needs to occur. Clear
Memoranda of Understanding to support immediate
requests for information through designated personnel
become essential in this context, so that the actions of all
bodies can be aligned and to avoid duplication of effort.
Increasingly, the Commission is also looking to strengthen
its partnerships and undertake joint operations with other
regulators, so that information that is secured by any of
the regulatory bodies can be utilised for the purposes of
a Commission investigation. This collaboration is being
assisted by Commission involvement in the NSW Health
Regulators Forum and the Consumer Health Regulators
Group, which is a coalition of regulators across Australia
meeting quarterly to share information on emerging
issues and concerns, and to ensure a coordinated and
consistent application of regulatory functions.

This upfront consideration of related complaints is also
assisting to identify circumstances where there is good
cause to conclude that a complaint should be considered
vexatious or not made in good faith, which will assist in
making a determination before extensive and potentially
unnecessary assessment activity is undertaken.
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Assessing and resolving complaints
The nature and purpose of
the assessment process
All complaints submitted to the Commission must be
in writing and once a complaint is received it must
be assessed.
If the complaint contains sufficient information, the
Commission may make its assessment without further
inquiries, but this is rare. More common is that further
information is required and the Commission will typically:
—— seek further information from the complainant
if necessary
—— seek a response from the relevant health service
provider or any other person who may have
knowledge of the matter
—— gather appropriate medical records
—— access any relevant reports that may have been
undertaken by other bodies, and
—— for clinical matters, internal medical or nursing advice
will usually be obtained, and where necessary,
external expert opinion will be sought.
In all cases relating to registered medical practitioners,
following its assessment of a complaint, the Commission
must consult with the relevant professional council to
determine the final assessment outcome.
As has been outlined in the overview of the Complaints
Management Framework, there are a number of possible
outcomes from an assessment process. The determination
of an outcome is based on the nature and seriousness
of the issues raised. In summary, there are eight possible
outcomes of a complaint which are as follows:
—— Referred for investigation
—— Referred to a professional council
—— Referred for local resolution
—— Resolved during assessment
—— Referred to the Commission’s Resolution Service
—— Referred to another body or person
—— Discontinued with comments to the practitioner or
health service
—— Discontinued (which also includes complaints that are
withdrawn by the complainant).
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In some cases, the information gathered during
assessment could suggest a potentially significant issue
of public health or safety; significant departures from
clinical treatment standards that have caused harm to
patients; and/or grounds for disciplinary action. These
cases are referred for investigation.
In complaints involving registered practitioners, there
may be evidence of a less significant departure from
clinical standards or that a practitioner is impaired or
lacking in relevant professional knowledge. In these
cases the complaint would generally be referred to the
relevant professional council. The council would be able
to undertake assessments of the practitioner, place
them in an impairment or performance program and if
they pose an immediate risk to public health and safety
or it is in the public interest, they may place conditions
on the practitioner or suspend them. If new information
is presented during the council’s management of the
complaint that suggests that there is a significant risk
to public health and safety, the council may refer the
practitioner back to the Commission for investigation.
For complaints that pertain to a public health facility
(such as a public hospital or mental health unit), the
Commission may determine that the health service
provider is in the best position to address concerns that
have been identified. In these cases, the complaint can
be referred for local resolution by the Commission.
The Commission is mindful of the importance of
ensuring that complaints that are referred to professional
councils or to health service providers are managed in
an effective and timely way and the focus is on getting
the best possible resolution for the consumer at the
end of the process. During 2016-17 Commission began
establishing more structured arrangements for provision
of feedback on the outcome to the Commission where
complaints that have been referred to a professional
council or a health service provider for action. For
2017-18 and beyond, the Commission will place a
greater focus on analysis of this feedback, to determine
trends and patterns, and gain greater insight into these
processes which fall outside the formal jurisdiction of
the Commission, but which nevertheless play a critical
role in ensuring the public health and safety of the
NSW community.
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Increasingly, the focus is on identifying those complaints
that can be resolved more quickly and informally during
the assessment process. The Commission continues
to develop its early resolution capability and processes,
noting that quick resolution of a complaint is the most
desirable outcome wherever it can be achieved.
Referral to the Commission’s Resolution Service will
apply in those cases where there have been significant
and complex issues with treatment and care and also
a loss of rapport or trust between the service provider
and the complainant. This offers complainants and
health service providers experienced and independent
complaints management staff who can help to resolve
the issues. The process is voluntary and tailored to meet
the needs of the parties. The Resolution Officers will
focus on identifying the outstanding issues, clarifying the
outcomes sought and setting in train a reasonable path
to successful and timely resolution.
In a proportion of complaints, there are issues raised that
are within the purview of other bodies. Where that is the
case, the complaint is referred to the relevant body by
the Commission. For instance, a complaint may raise a
concern about access to or content of a health record
and in these cases, it is referred to the Information and
Privacy Commission. Or a complaint may raise a concern
about systems at an aged care facility in which case,
referral to the Aged Care Complaints Commissioner
would be most appropriate.

A proportion of complaints raise lower level issues (such
as practitioner rudeness, poor information or long waiting
times). These issues are of understandable concern to
the consumer but do not raise more significant issues
of risk to public health and safety. In these cases, the
priority for the Commission is to provide guidance to the
practitioner or service about necessary improvements in
practice. In 2015-16, the outcome of “discontinue with
comments” was introduced for this purpose. Determining
to “discontinue with comments” enables this guidance
to be provided, whereas previously the complaint would
simply have been assessed for no further action.
A complaint will be discontinued where:
—— assessment uncovers information that corrects
misapprehensions in a complaint and indicates
that there has not been inferior treatment or care or
unsatisfactory conduct.
—— a clinical expert examines all relevant records and
responses and does not find that there were any
departures in the treatment and care provided.
—— the complaint is found to be made in bad faith.
A complaint may also be withdrawn by the complainant.
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Complaints assessed

Chart 22 | Assessments finalised from 2012-13 to 2016-17

In 2016-17 there were 6,023 complaints assessed by
the Commission – a 4.4% increase from the previous
year. This shows an increase in the Commission’s
productivity, indeed the volume of complaints assessed
is unprecedented. It is clear however that the cumulative
impact of year on year increases in complaints and their
complexity will require more intensive effort on significant
systems enhancements, automation of key processes,
streamlined complaints handling processes and
resourcing decisions.
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Chart 21 | Complaints assessed from 2012-13 to 2016-17
2016-17
2012-13

5,457

4,541

Counted by provider identified in complaint
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4,717

Assessment outcomes
Chart 23 shows the Commission’s assessment outcomes
for complaints for 2016-17 compared to the previous
four years.

5,098

2015-16

2016-17

5,770

6,023

Counted by identified in complaint

Assessments finalised
The Commission also records the number of assessment
files finalised and closed, to monitor the completion of all
necessary steps to achieve file closure. Once a matter is
assessed the remaining steps are to undertake consultation,
prepare decision letters and audit and close the case file.
In total, there were 5,457 assessments files finalised and
closed in 2016-17, which is a minor 6.2% decrease from
2015-16. This reinforces that the systems for finalising all
steps for close of a file require increased focus as part of
the 2017-18 automation and systems upgrade project.
It should be noted that the ‘assessments finalised’ figure is
used as the basis for the analysis of assessment outcomes
that follows (as per standard practice for previous Annual
Reports), as the final outcome of a complaint may change
after the assessment recommendation is made through
consultation with the professional council.
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Chart 23 shows that:
—— The proportion of matters resolved during assessment
has declined in 2016-17. Review of this indicates that
the increased volume of complaints has meant fewer
resources for early resolution functions. The early
resolution resources have been increased for 2017-18.
—— The 5.8% of complaints referred for investigation
in 2016-17 is generally in line with the proportion
referred in 2015-16.
—— The proportion of complaints discontinued without
any further action continues to decline and is
significantly less than three years ago (36.8%
compared to 52.4% in 2013-14).
This is a desirable trend and primarily explained by
the introduction of the category “discontinue with
comments” in 2015-16, which constitutes 11.2%
of assessment decisions for this period. As noted
earlier, this category was introduced to address
complaints that raise lower level issues (such as poor
communication by a practitioner, poor information or
long waiting times). In these cases, the priority for the
Commission is to provide guidance to the practitioner
or service about necessary improvements in behavior
or practice.
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Chart 23 | Outcome of assessment of complaints 2012-13 to 2016-17
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—— One in five complaints was referred to a professional
council (21.2%) for their action in relation to identified
concerns about poor performance, conduct or
possible health issues for the practitioner. This
proportion is slightly higher than previous years.
—— More assessments were referred for local resolution
(9.3%) than in previous years. The ability to more
confidently refer matters to local resolution with the
expectation of improved understanding and resolution
of concerns is reflective of the focus across the
health system through the Australian National Safety
and Quality Health Service Standards to increasing
capacity and systems for managing complaints within
all Local Health Districts.
—— The proportion of matters referred to the
Commission’s Resolution Service has declined, 5.7%
in 2015-16 to 4.0%. This is primarily a reflection of
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the effort to direct the most complex, sensitive and
contentious matters to the Resolution Service so that
more time and effort is available to deliver successful
outcomes. As will be noted later in the Chapter, with
a smaller number of matters, the performance of the
Resolution Service had significantly improved. That
said, there is a need to examine the capacity to take
more matters through the Resolution Service and this
will occur during 2017-18.
—— A small proportion of complaints (3.9%) was referred
to another body or person for consideration, which is
higher than previous years and to some extent reflects
the establishment of other relevant regulatory bodies,
such as the transition to a fully independent Aged
Care Complaints Commissioner at national level.

35

Comments provided to correct treatment practices
The Commission received a complaint from a mother raising concerns about the care and advice a
medical practitioner provided to her 13 year old son. They attended the medical practitioner concerning
a birthmark.
The complainant stated that the medical practitioner examined the birthmark and advised that it should
be removed and that this could be done by laser treatment.
Following this advice, the complainant’s son attended a dermatologist for an opinion. The dermatologist
advised that the birthmark could not be removed by laser therapy and that it did not in fact need to be
removed. In his referral letter back to the GP, the dermatologist advised: ‘This is not amenable to any
laser intervention. Rather the treatment of choice if active therapy were to be pursued, is with surgery.
This was discussed. He is happy to leave it alone’.
As part of the assessment process, the Commission obtained a response and the consult records
from the medical practitioner. The medical practitioner stated to the Commission that he examined the
birthmark and diagnosed it as benign. He stated that did not provide advice that the birthmark should be
removed, rather the complainant and her son sought advice on its removal. In response to this request,
he suggested laser treatment as he felt excision would be too invasive and unnecessary.
While the versions of events differed with respect to who suggested/requested the birthmark be
removed, the evidence did indicate concern that laser treatment had been suggested, when excision
would have been required if the removal of the birthmark were pursued.
As the matter related to the conduct of a medical practitioner, the Commission was required to consult
with the Medical Council of NSW. Both the Commission and Council agreed that it was appropriate to
advise the medical practitioner in formal comments that his advice regarding the laser treatment was
incorrect and he should exercise greater caution in providing advice of this nature.
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Assessment decisions by
type of health practitioner
Chart 24 below sets out how the Commission dealt with
complaints in 2016-17, by the type of health practitioner
involved. The chart compares the assessment decisions
for each of the top five most complained about health
practitioners to the assessment decisions for all
complaints about health practitioners.
In 2016-17, fewer complaints about medical practitioners
were discontinued (46.8% compared to 49.6%, 2015-16).
An increased number and proportion were referred to the
Medical Council of NSW (19.4% as compared to 16.4%
in 2015-16). The proportion of complaints resolved during
assessment declined by 5.1 percentage points (from
10.6% to 5.5%) which highlights the need to continue
efforts to strengthen the Commission's focus on early
resolution of complaints.

The rise in the proportion of complaints about medical
practitioners that were discontinued with comments,
from 8.4% in 2015-16 to 16.3% this year, reflects the
fact that there is an important opportunity to achieve
improvements in practice through highly specific
suggestions to practitioners about improvements that
would most likely avoid future complaints.
The most likely outcome for complaints about dental
practitioners, nurses and psychologists was referral to
the relevant professional council. This is due to the fact
that effective consideration of clinical issues is frequently
central to addressing the concerns raised in complaints.
In addition, highly technical subject expertise is able
to be accessed through these councils which allows
thorough exploration of concerns by the relevant experts.
The proportion of complaints about nurses/midwives in
this category was slightly higher than last year (60.6%
to 55.6% in 2015-16). Conversely, the proportion of
complaints discontinued for nurses and midwives
decreased slightly, from 27.1%% to 23.6% this year.

Chart 24 | Outcome of assessment of complaints by health practitioner
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The proportion of complaints referred to the Dental Council
declined significantly, from 58.6% in 2015-16 to 42.2%
this year. This is largely due to the Council undertaking
a proactive infection control campaign last year. The
corresponding increase was largely seen in the discontinued
with comments (up from 2.2% in 2015-16 to 10.5%) and
discontinued (from 26.9% to 31.2%) categories.

is the highest across all health practitioners by some
margin (the next highest is medical practitioners at
9.0%) and is just under twice the proportion for all health
practitioners (8.7%). Conversely, pharmacists have the
lowest proportion of complaints discontinued across the
health professions (14.5%; 2015-16: 17.9%) and around
two and half times less than the proportion for all health
practitioners (38.1%).

The proportion of psychologists referred to the
professional council was consistent with last year (41.8%;
2015-16: 40.1%), as was the proportion discontinued
(38.0% compared 38.3% in 2015-16). The proportion of
complaints referred to investigation for psychologists saw
a small decline of 3.5 percentage points in 2016-17, from
11.1% in the previous year to 7.6%.

For more detailed information about assessment decisions
by the type of health practitioner complained about, please
refer to Table A.19 in Appendix A of this report.

Assessment decisions by
type of health organisation

Complaints about pharmacists continued to be most
likely to be referred to the Pharmacy Council (57.2%),
which is a decrease from last year’s result (64.1%).
The proportion of complaints referred for investigation
increased in 2016-17, from 13.0% to 16.4% reflecting
an increase in matters about both inappropriate and over
prescribing of medications, as well as compounding
matters. This proportion of complaints investigated

Chart 25 below sets out how the Commission dealt
with complaints in 2016-17, by the type of health
organisation. The chart compares the assessment
decisions for each of the top five most complained
about types of health organisations to the assessment
decisions for all complaints about health organisations.

Chart 25 | Outcome of assessment by health organisation
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In 2016-17 complaints about public hospitals were less
likely to be discontinued compared to 2015-16 (33.9%,
down from 37.8%). More of these complaints are being
referred to local resolution (27.9%) compared to last year
(17.0%) and as a result the proportion of complaints
about public hospitals referred to the Commission’s
Resolution Service declined, from 24.1% to 18.6%.
The most likely outcome for complaints about private
hospitals is also discontinued (44.3%), followed by
discontinued with comments (20.8%). It is noted that
local resolution is currently not available as an outcome
for complaints about private health facilities and these
facilities are typically less inclined to agree to assisted
resolution (15.1%). The Commission recognises the
need for a concerted effort on working more closely
with private health organisations to strengthen their
understanding of the Resolution Service as a source
of expert advice and assistance in the management of
difficult or complex complaints.
Complaints about medical centres were most likely to
be discontinued (51.3%; 2015-16: 54.3%). Commission
staff are often able to resolve a higher proportion of
complaints about medical centres while assessing
the complaint, and this was the outcome achieved in
over 25% of these complaints. This reflects the type of
complaints about these facilities which typically involve a
dispute about fees and costs associated with treatment;
access to medical records or waiting times, which could
be clarified with assistance from the Assessment Officer.
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The majority of complaints about correction and
detention facilities (67.2%, 2015-16: 71.0%) were
referred for local resolution to Justice Health, the
provider of health services in most of these facilities. For
security reasons, assisted resolution is not commonly
used in that context. Local resolution has proved to be
an effective outcome in the correctional setting as it
provides immediate visibility of the problem for the clinical
service providers. Furthermore many of the complaints
received related to healthcare policy changes within the
corrections system, such as access to the methadone
program and non-smoking policies and issues like these
are best communicated, explained and addressed
directly by the service provider.
The most likely outcome for complaints about psychiatric
hospitals in 2016-17 was referral to local resolution
(40.9%). This is the first year that the proportion of
complaints about psychiatric hospitals referred to local
resolution has outstripped the proportion that were
discontinued. The data also shows a decline in the
proportion of complaints about psychiatric hospitals that
were managed by the Commission’s Resolution Service.
The Commission is reviewing its processes for assessing
complaints relating to mental health services, to ensure
closer consideration of whether those matters could
be more likely to be achieve a better outcome with the
support of an independent resolution officer from the
Commission’s Resolution Service.
For more information about assessment decisions by
type of health organisation complained about, please
refer to Table A.19 in Appendix A of this report.
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Chart 26 | Outcome of assessment of complaints by most common service area 2016-17
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Assessment decisions by
service area
Chart 26 looks at the assessment decisions for complaints
in 2016-17 by the type of health service that was provided.
The chart compares the assessment decisions for each of
the top five most complained about service areas to the
assessment decisions for all service areas.
In 2016-17, a higher proportion of complaints was
referred for local resolution for mental health (16.3%;
2015-16: 12.1%) and this issue has been discussed
above. The proportion of complaints about mental health
that were discontinued remained relatively stable (52.8%;
2015-16: 49.7%). There were fewer matters resolved
during assessment in 2016-17 compared to last year as
a proportion of all complaints in this service area
(5.1% to 8.8%).
For complaints relating to emergency medicine there
was a significant increase in the proportion referred for
local resolution in 2016-17 (20.6%; 2015-16: 10.1%)
consistent with the overall pattern of referring complaints
that can be addressed more quickly and directly at the
point of service delivery.

A decline was observed in the proportion of complaints
resolved during assessment for emergency medicine
(from 17.0% to 10.3%) and general medicine (from
16.6% to 7.3%). As noted above redoubled efforts to
resolve these sorts of matters quickly is a key operational
priority for 2017-18.
In terms of complaints referred to the Resolution Service,
complaints about emergency medicine (11.5%), surgery
(9.5%) and mental health (4.9%) were more likely to be
referred than complaints about other service areas.
A smaller proportion of complaints relating to dentistry
were referred to the relevant professional council for
appropriate action (33.8%, 2015-16: 49.6%). It appears
that this is due largely to the introduction of the ability to
make comments to practitioners where departures are
very minor, with this category up 7.8 percentage points.
This trend will be monitored.
For more information about the assessment decisions
by the type of service area, please refer to Table A.18 in
Appendix A.
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Chart 27 | Outcome of assessment of complaints by issues raised 2016-17
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Assessment decisions by
type of issue raised
Chart 27 compares the assessment decisions made by
the Commission in 2016-17 by the type of issue raised in
the complaint. By comparing the assessment decisions
for all complaints, to the assessment decisions for the
different types of issues raised the analysis can indicate
whether particular assessment decisions are more or less
likely to be made, across different issue categories.
Complaints concerning the treatment provided to a
patient were less likely to be referred to the Commission’s
Resolution Service than last year (7.7%, 2015-16: 11.0%)
or resolved during assessment (7.5%; 2015-16: 11.3%).
A slightly higher proportion of complaints were referred
to the professional council (16.5%; 2015-16: 14.2%) and
referred to local resolution (9.2%; 2015-16: 6.0%).
This year, the outcomes of matters relating to professional
conduct were generally in accord with last year. Where
a complaint raises significant issues of public health and
safety arising from the treatment or where there appears to
be evidence of gross negligence or a significant departure
from relevant professional standards, the Commission

HEALTH CARE COMPLAINTS COMMISSION

investigates the complaint. Where the issues do not reach
this threshold, which is set out in s23 of the Health Care
Complaints Act, the complaint may be referred to the
relevant professional council to take appropriate action.
Professional conduct was only slightly less likely to be
referred for investigation by the Commission (18.2%,
2015-16: 20.3%) or referred to the relevant professional
council (43.4%, 2015-16: 44.3%). Slightly more were
likely to be referred to another body (8.1%; 2015-16:
7.3%). The only category of real change was discontinued
with comments (7.1%; 2015-16: 3.5%) which reflects
the increasing use of this outcome to provide guidance
to practitioners in areas such as the importance of
maintaining professional boundaries, careful management
of sensitive information and improved attitude. The
proportion of complaints about professional misconduct
that were discontinued was consistent with last year
(21.4% compared to 21.0%).

41

Complaints about communication typically result in lack
of understanding or a misunderstanding on the part of
the patient or their family about the health service they
received. The prompt facilitation of correct and fuller
information and provision of scope for an apology by
direct interaction with the service provider is the preferred
outcome. To this end, the proportion of complaints
about communication issues that were referred for local
resolution increased to 8.1% compared to 6.7% in 201516. There were decreases in the proportion of complaints
that were referred to the Commission’s Resolution
Service (6.4%, 2015-16: 9.1%).
A higher proportion of complaints about access are
referred to local resolution (35.3%; 2015-16: 31.4%)
with the expectation of a direct and timely response to
improving access.
The most likely outcomes for complaints about
medication were discontinue (33.6%; 2015-16: 32.7%),
followed by referral to a professional council (26.4%;
2015:16: 28.9%).
For more information about the assessment decisions
by the type of issue raised, please refer to Table A.17 in
Appendix A of this report.

Assessment timeliness
Timeliness remains the key pressure for the Commission.
Reduced timeliness is a direct by-product of the
cumulative impact of year-on-year increases in the
volume and complexity of complaints. The Commission
is also heavily dependent on responses from
practitioners and health services who are also subject to
competing demands.
Further more, where a complaint and the information
and records that are gathered relate to complex clinical
issues, the Commission ensures that expert clinical
advice is received. This is necessary to ensure high
quality decisions but it does add time to the process.
The average time taken to assess a complaint is increasing
– it is now at 60 days compared to 47 days in 2015-16.
For 2016-17, 64.5% of assessments were completed
within the 60 day timeframe which is less timely compared
to 2015-16 (85.8%).

The Commission records the reasons as to why it is
unable to complete its assessment of a complaint within
the 60 day statutory timeframe. For 2016-17, in 46.5% of
complaints the Commission was waiting for a response
from the provider, copies of medical records or further
information. In 48.4% of complaints, the assessment team
was waiting for specialist or expert medical/nursing advice
regarding clinical issues that required expert review.
There is also a decline in timeliness of advising the
outcome of a complaint and its reason to complainants
and providers within 14 days. The 62.7% compliance with
the statutory timeframe in 2016-17 compares with 88.7%
in the previous year.
The reduction in timeliness is an undesirable trend and
one that requires immediate action. Some additional
funding was received for 2016-17 and this allowed
two more assessment officers to be recruited and
commenced in September/October 2016. As for all
new staff, intensive training and development has been
required and much of this needs to involve existing
staff to promote consistency across assessments. The
full year impact of the additional resources is yet to be
experienced but should deliver an uplift in 2017-18.
The focus over recent years on additional complaints
management staff has been critical to managing
increasing complaints volumes, but it is clear that it must
be matched by investment that makes our work more
efficient. The 2016-17 Business Improvement Project has
identified that opportunities lie with improvements to how
we do our business. The most significant benefits will
arise from automating steps in our complaints handling
to eliminate cumbersome administrative steps such
as the manual entry of complaints information, manual
document scanning and storage, assembling physical
files, etc for all complaints received.
Direct access to the details of provider registration details
held by the Australian Health Practitioner Regulation
Agency was negotiated during 2016-17 and has
significantly reduced the time required to commence
assessment of complaints.
Significant resources are now being directed to
the development of a “beginning to end” electronic
complaints management system. This move towards
automation will allow the Commission to refocus our
scarce resources on the provision of timely and high
quality services.
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A triage or “risk based” approach towards assessing
incoming complaints is also being implemented,
ensuring that the most serious or complex complaints
are promptly identified and escalated to the correct
management pathway. Complaints that are suitable
for early resolution or that should be forwarded to the
appropriate professional council immediately are also
identified through this process, allowing staff in the
assessment teams to focus their efforts appropriately and
limiting duplication of work.
Work is also continuing on projects to provide a modern,
responsive and increasingly user friendly experience for
both complainants and providers. The Commission’s
Inquiry Service is being reviewed and changes
are underway which will improve access to quality
information and timely support, including empowering
callers to resolve less serious issues that do not
necessitate a complaint.

Reviews
Complainants are provided with the opportunity to
request a review of the Commission’s assessment
decision. The proportion of review requests received is a
key measure of quality for the Commission.
For 2016-17, the Commission received 238 requests for
a review of an assessment decision. This is far less than

the 307 received in 2015-16 (a decrease of 22.5%). This
represents 4.4% of all assessments finalised for 2016-17
and is less than the year end results for 2015-16 (5.3%)
and 2014-15 (5.5%). Indeed it is by far the lowest review
rate in over a decade, noting that the rate was 11.5 % in
2005-06 and 7.5% in 2010-11.
The Commission continues to be pleased with this
positive outcome and it is a tangible reflection of a
sustained focus on the quality of decision making and the
customer focus for decision letters. Priority continues to
be placed on ensuring that decisions are well supported
by the evidence and there is also a good understanding
of the reasons for decisions by complainants.
Of the reviews completed this year the original decision
made by the Commission was confirmed in 89.3%
of reviews. This is consistent with the result of 91.2%
in 2015-16.
The timeliness of reviews, however, remains an issue.
The reviews requested are typically of the more complex
and sensitive matters and the reviews have been
increasingly tailored to the remaining issues of concern
and to thorough reconsideration of all previous material
in addition to any new materials. While this is improving
the quality of reviews it is more time consuming. Further
strategies to improve timeliness are being considered.

Case Study – Facilitating improvements
in paediatric care service delivery
Mrs A complained to the Commission that her infant son has an illness that requires him to attend hospital
for regular MRI scans. She was concerned that he usually has to fast from early morning and then wait until
late in the afternoon to have the procedure. She expressed concern that the protracted fasting is upsetting
for her son and the family, as he does not manage well without food given his young age.
The complaint was referred to the Commission’s Resolution Service.
It was identified that the paediatric MRI list had often been scheduled in the afternoon as result of
competing priorities and staff availability. The hospital acknowledged the difficulties experienced
by children who have had to spend long periods without food while awaiting procedures. Through
negotiation with key stakeholders, arrangements were able to be put in place for the Paediatric MRI list
to be moved to a morning session going forward.
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Resolution service
Chart 28 shows the outcome of resolution and conciliation processes over the past five years.
Chart 28 | Outcome of resolution processes 2012-13 to 2016-17
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There has been an emphasis on forward planning
and priority setting for the Resolution Service within
an environment of significant increases in complaints
volume and complexity and in the context of significant
changes in clinical governance structures and processes
across health organisations. This is to ensure that it is
well equipped to work on the more complex matters it
receives. It is pleasing that positive results have arisen from
this focus.
While the total number of matters referred to the
Resolution Service has decreased, there has been
a marked rise in the number of complaints resolved
or partially resolved, with just over three quarters of
complaints resolved or partially resolved (85.2%) in 201617 once the parties consent to participate.
In 2016-17, 27 complaints (10.5%) were not resolved.
Typically the reasons that complaints do not get resolved
include irreconcilable disagreements over key facts
central to the complaint; an irretrievable breakdown in
relations between the parties; and/or one or both parties
withdraw from a meeting or the process entirely.

In 2016-17, of all complaints referred to the Resolution
Service, nearly one in three (29.5%) did not proceed,
which is broadly consistent with the results of previous
years. Resolutions do not proceed largely due to one or
both parties withdrawing their consent to participate in
the process. For example, the complainant determines
that the outcome they are seeking cannot be delivered
through the process. They may have a change in their
personal circumstances, or health or wellbeing issues
preclude them from participating.
The detailed outcomes of resolution processes can
be found in Tables A.23 and A.24 in the Appendix of
this report.
There has been a general improvement in the timeliness
of resolutions matters. 34.5% of matters were resolved
within four months compared to 33.4% in 2015-16. The
number of complaints closed within six months has also
improved to 88.8%, as compared with 88.1% in the
previous financial year.
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Case Study – Resolution focused on continuity
of patient care
Dr A wrote a letter of complaint to the Commission explaining she was a general practitioner who had
taken over the treatment of a number of patients who had been attending a nearby medical practice that
had closed quite suddenly. Dr A was concerned that she, and several other doctors at her practice, had
been unsuccessful in obtaining the clinical records from the closed practice and that this would have a
negative impact on the patients.
The Resolution Service managed the complaint. It was established that the medical practice had closed
quite suddenly as the doctor who owned the practice had been diagnosed with a terminal illness and
was unable to continue working. The doctor authorised his adult daughter to communicate with the
Commission on his behalf.
The resolution officer obtained a list of the patients who had attended the medical practice of Dr A.
Arrangements were made for the records to be provided to Dr A.
The resolution officer also initiated plans for the remainder of the records, in electronic format, to be provided
to a nearby medical centre that had compatible computer software. This was to ensure that all of the patient
records could be more easily accessed in future so that no additional patients were disadvantaged.
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Investigating complaints
The nature and purpose
of investigations
The Commission may refer a complaint for
investigation where:
—— it raises a significant issue of public health or safety
—— raises a significant question as to the appropriate care
or treatment of a patient by a health service provider
—— there would be grounds for disciplinary action, or would
involve gross negligence on the part of a registered
health practitioner if the complaint is substantiated
—— if the appropriate professional council is of the opinion
that the complaint should be investigated.
Investigations may be of individual practitioners (be
they registered in one of the 14 registered professions
or non-registered) or they may be about a health
organisation (which may be one of many different types
of organisations – a public or private hospital, pathology
service, a general practice medical centre, etc).
In relation to non-registered health practitioners, the
Commission investigates complaints when a two-stage
test is met. Firstly, the alleged conduct must breach
the NSW Code of Conduct for non-registered health
practitioner (the Code). Secondly, the conduct of the
practitioner may pose a risk to the health or safety of
members of the public.
The purpose of the investigation process is to determine
if there has been a significant departure from clinical
treatment standards that have caused harm to patients,
or pose a significant risk to public health or safety; and
whether there are grounds for disciplinary action. During
an investigation the Commission obtains evidence
from complainants and relevant witnesses and seeks a
response from the provider identified in the complaint.
Statements, information and medical records may be
obtained, as well as evidence from other related parties
such as the police, coroner or other health regulators.
On completion of the investigation a report is prepared
summarising the allegations, detailing the evidence
gathered and setting out the Commission’s findings.

When investigating certain complaints, and in all clinical
matters, the Commission engages an independent expert
who is provided with all of the relevant investigation
documents. The expert prepares a formal report with an
opinion on the standard of care delivered or the particular
professional conduct of the practitioner. Independent
expert opinions are instrumental in determining whether
there has been a departure from relevant professional
and clinical standards and the seriousness of any
identified departure.
There are several possible outcomes from an
investigation process:
—— Referred to Director of Proceedings
—— Referred to a professional council – either during or at
the end of an investigation
—— Issue a prohibition order and make a public statement
about a non-registered practitioner
—— Make recommendations to a health organisation
—— Make comments to an individual practitioner or
health organisation
—— Issue a public warning under s94
—— No further action – but may be referred to another
body or the National board informed.
The most frequent outcome of an investigation is
for the complaint to be referred to the Director of
Proceedings. In these circumstances, evidence has
been found that a registered practitioner has significantly
departed from the expected standard of clinical care and
treatment, or serious conduct has been substantiated.
The Director of Proceedings then determines whether
pursuing disciplinary action is appropriate or not.
A complaint may be referred to the relevant
professional council if a review of all available
evidence showed that the alleged care and treatment or
misconduct did not meet the threshold for disciplinary
action, however, were still of significant concern to
warrant further action which was within the professional
council’s jurisdiction. Complaints may also be referred
to the relevant professional council under section
20A which is during the course of an investigation, rather
than awaiting to the end of an investigation.
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Unlike investigations into registered health practitioners,
the Commission may decide to impose a prohibition
order on the non-registered health practitioner. Such
an order would be made where the Commission finds
that the non-registered health practitioner poses a
risk to the public. Prohibition orders may prevent a
non-registered health practitioner from providing a
health service or specific health services for a period
of time or permanently. On rare occasions, breaches
of a prohibition order may be found which are
referred to the Commissioner for the consideration of
appropriate action.
The Commission may also cause a public statement
to be issued in the form of a public warning under
section 94A of the Health Care Complaints Act 1993.
Public warnings are reserved for situations where the
Commission is of the view that a particular treatment or
health service poses a risk to public health or safety, and
cannot be issued about particular practitioners.
The Commission also conducts investigations into health
organisations, including public and private hospitals,
medical centres, and other treatment services. When
investigating a health organisation, the focus for the
Commission is on examining the systems and procedures
that are in place, and recommending improvements that
will improve patient safety.
Recommendations to a health organisation may
cover a multitude of clinical scenarios. Some are of an
educative nature, such as a requirement for a hospital
to embark on activity aimed at increasing practitioner
awareness in relation to a specific policy or treatment
pathways. The Commission may also recommend that
a hospital formulate new policy designed to strengthen
current practices or to overcome and rectify identified
flaws in the delivery of patient care.
The Commission directs that the hospital provide it with
evidence of the implementation of the Commission’s
recommendations. The Commission monitors
implementation of recommendations which are not
recorded as implemented until the Commission has
received documentary evidence to substantiate compliance.
Any delays in implementation or a failure to comply are
reported to the Secretary of the Ministry of Health.
In addition to making recommendations, the Commission
is also implementing a program of follow up visits to
public hospitals, to audit continued compliance with
recommendations previously made. Commission audits
are carried out by Commission staff and clinicians who
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have been trained by the NSW Clinical Excellence
Commission. These audits also offer the Commission
and LHD staff the opportunity to share ideas around
best practice and drive systemic improvements. The
Commission’s audit reports are provided to the Chief
Executive team of the LHD and the Secretary of the
Ministry of Health.
If the investigation finds that there are no significant
issues of risk to public health and safety, but still issues
of understandable concern, then the Commission may
make comments to the practitioner or service about
necessary improvements in practice.
Where the investigation does not find any evidence to
pursue the complaint further, then no further action
will be taken.
In some instances the National Board is informed (eg.
where the registered practitioner has retired or removed
themselves from the register) so that the matters covered
in the investigation can be considered if the practitioner
seeks to re-register or change their registration status.
In some cases, the investigation may be referred
to another more appropriate organisation
for investigation.

Investigations referred
In an environment of continued complexity and demand,
the Commission must, more than ever, be innovative and
agile in its approach to investigations. Resources will
continue to be focused on those investigations that go to
the very heart of the integrity of the state’s health service,
leveraging off the lessons learned from specific incidents
and complaints to facilitate improvements to treatment
quality, systems and procedures that will benefit all
health consumers.
In 2016-17, 329 complaints were referred for
investigation. As shown in Chart 29, this represents a
minor 6.0% decrease on the 350 complaints referred in
2015-16, but care should be taken in interpreting this
decrease or drawing conclusions from it, as the 2015-16
investigation numbers had some known particular drivers.
These included the knock on effect of a campaign to
tackle infection control in dental practices as well as a
small number of very aberrant practitioners generating a
large number of complaints and investigations.
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Chart 29 | Investigations received 2012-13 to 2016-17

2012-13

214

2013-14

214

Chart 30 | Investigations received by health service provider
2012-13 to 2016-17
13
27

11

310

307

2015-16

2016-17

11

8
13
8

2014-15

17
18

262

2015-16

2016-17

19

350

241
179

187

2012-13

2013-14

329

Counted by provider identified in complaint

Chart 30 shows that there are fluctuations over time in the
number and proportions of practitioners and services which
form the basis of investigations. The 2016-17 investigations
data show that:
—— Individual registered practitioners remain the most
frequent focus of investigations although they are
declining as a proportion of all investigations.
—— There is a trend towards individual practitioners
who generate multiple investigations – 15 individual
practitioners generated 85 investigations (25.8%
of all complaints referred for investigation) in 201617. One individual practitioner alone generated
16 investigations.
—— A significant decrease (-59.3%) in investigations
about non-registered practitioners, noting, however
that the numbers are small in this category, and in
the previous year complaints about two practitioners
generated a spike which is unlikely to be repeated.
—— Complaints relating to one particular private
health facility and its practitioners generated
10 investigations.
—— There were fewer complaints about dental
practitioners within the individual practitioner category
– from 26 in 2015-16 to 17 in 2016-17
(a decrease of 34.6%).
—— Hospitals referred for investigation remain a very
minor proportion of overall investigations.

Health
organisations

2014-15

Unregistered
health practitioners

Registered
health practitioners

Counted by provider identified in complaint

Issues raised in
investigations
Chart 31 outlines the issues raised in all investigations
finalised in 2016-17, noting that more than one issue will
generally be raised in an investigation.
Nearly all investigations (97.6%) raise professional conduct
as an issue, which reflects the fact that professional
conduct issues are more serious in nature, and those
types of complaints are more likely to be investigated.
Treatment is raised in over half of all investigations (59.7%),
noting that these treatment issues would be particularly
serious and complex, as matters of a more straight
forward clinical nature are typically managed by the
relevant professional council.
Nearly one in five investigations (19.1%) raise medication
as an issue. Other issues such as communication
(10.9%), medical records (4.2%) and consent (2.7%)
are also raised, which tend to be ancillary elements of
the complaint, but may still form a critical part of the
complaint. For example, a poor outcome of a medical
procedure may also reveal poor record keeping or raise
concerns around informed consent.
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Chart 31 | Issues raised in investigations finalised
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Investigation outcomes

It is important to note that not all investigations reveal
serious issues. In 2016-17:

The number of investigations finalised during the year was
330 – a significant 35.2% increase compared to 2015-16.

—— 15.8% of all investigations finalised by the Commission
in 2016-17 were not significantly serious enough to
warrant disciplinary proceedings and they were referred
to the relevant council for management under their
health, performance or conduct processes.

This increase has been possible as a result of a number
of enhancements in our investigation practices –
including additional resources allocated to investigations;
improved practices in working with other regulatory
bodies to conclude common matters effectively; and
the continuous improvement in investigative techniques
adopted across the dedicated investigation teams.
Chart 32 shows the outcomes for the investigations
finalised in 2016-17 compared to the previous four years.
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—— 9.7% of investigations led to no further action being
taken by the Commission, primarily because no
allegation in a small number of cases (26 or 8.8%;
2015-16: 9.6%) no further action was taken as the
investigation did not generate sufficient evidence to
warrant further action could be substantiated.
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Chart 32 | Outcomes of investigations into health practitioners and health organisations 2012-13 to 2016-17
85 (42.3%)

110 (48.7%)
93 (47.9%)

Referred to
Director
Proceedings

Referred to
Council

14 (7.0%)
20 (8.8%)
19 (9.8%)
37 (15.2%)
28 (8.5%)
45 (22.4%)
33 (14.6%)
38 (19.6%)

13 (5.3%)
24 (7.3%)

No further action
- National Board
informed

0 (0.0%)
0 (0.0%)
7 (3.6%)
8 (3.3%)
19 (5.8%)

Prohibition Order
/ public statement

8 (4.0%)
10 (4.4%)
6 (3.1%)
11 (4.5%)
15 (4.5%)

Recommendations

10 (5.0%)
7 (3.1%)
6 (3.1%)
9 (3.7%)
9 (2.7%)

Comments

198 (60.0%)

30 (14.9%)
31 (13.7%)
19 (9.8%)
25 (10.2%)
32 (9.7%)

No further action

Referred to
Council
under s20A

139 (57.0%)

9 (4.5%)
14 (6.2%)
6 (3.1%)
2 (0.8%)
2 (0.6%)

Public warning
under s94

0 (0.0%)
1 (0.4%)
0 (0.0%)
0 (0.0%)
1 (0.3%)

Breach of
Prohibition order,
refer to
Commissioner

0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
1 (0.3%)

Referred to other
organisation for
investigation (s26)

0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
1 (0.3%)

2012-13

2013-14

2014-15

2015-16

2016-17

Counted by provider identified in complaint

Annual Report 2016-17

50

Case Study – Poor infection control posing health risk
The Commission prosecuted a complaint before the New South Wales Civil and Administrative Tribunal
(‘the Tribunal’) against Dr Robert Starkenburg, a dentist practising in Bondi Junction.
The complaint alleged that in 2014, during an inspection by a Dental Council of NSW inspector, Dr
Starkenburg had failed to maintain proper infection control at his surgery in numerous respects including
by failing to:
—— have in place appropriate procedures for surface cleaning and decontamination between patients;
—— maintain separate clean and contaminated zones within the treatment room or instrument
reprocessing area;
—— observe proper standards for the safe transfer of used instruments and materials;
—— have adequate cleaning aids or facilities;
—— ensure that instruments were sterile at point of use;
—— have an ultrasonic cleaner that was appropriately tested or contained appropriate cleaning solution;
—— have an autoclave that was tested or calibrated on an annual basis;
—— maintain adequate batch control identification or maintain and store instruments in a
hygienic manner;
—— observe appropriate practice and procedure in relation to hand hygiene;
—— maintain and make available appropriate information relating to infection control policies
and procedures; and
—— had failed to keep proper clinical records.
This complaint arose against a history of similar complaints and concerns about Dr Starkenburg and a
failure to correct the deficiencies in his practice. The Tribunal noted that in 2015, the NSW Ministry of
Health conducted an inquiry and attempted to make contact with up to 800 of Dr Starkenburg’s current
and past patients. A public alert was issued and a dedicated telephone hotline established with the
Ministry recommending that all of Dr Starkenburg’s patients be tested for blood-borne viruses.
The Tribunal also heard that Dr Starkenburg did not routinely take a medical history from patients to
identify any health conditions or chronic illness which could place them at risk and that he had told the
Dental Council of NSW that he could tell by “the appearance of patients” whether they were in good health.
The Tribunal found that Dr Starkenburg had engaged in professional misconduct and ordered that his
registration be cancelled.
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Outcome of investigations into
registered health practitioners
In 2016-17, there has been a further increase in the
proportion of investigations into registered health
practitioners that were referred to the Director of
Proceedings – 66.7% compared to 63.8% in 201516. This follows the significant increase from 2014-15,
from 53.4%.
28 investigations were referred to the relevant
professional council as a result of reviewing the matter
during investigation. In these cases review of all available
evidence showed that the alleged misconduct did
not meet the threshold for disciplinary action or other
factors had removed the perceived risk to public health
or safety. Reassessing complaints is in accordance
with the Commission’s legislative obligation to keep its
assessment of a complaint under review, including during
an investigation.
The Commission referred 24 complaints (8.1%; 201516: 6.0%) to the relevant professional council following
investigation and generally after an expert report indicated
that any identified departures in skill, knowledge, judgment
or care exercised were not significant enough to amount
to professional misconduct or unsatisfactory professional
conduct. Action by the professional council was seen to
be the most appropriate response.
In 19 cases (6.4%; 2015-16: 3.7%), the National Board
was informed and no further action was taken by the
Commission, typically because the practitioners involved
were no longer registered and on the basis that further
action would be triggered if at any time in the future reregistration is sought.

Outcome of investigations
into non-registered
health practitioners
In 2016-17 there were 22 investigations finalised
regarding non-registered health practitioners (201516: 17). In over two thirds (68.2%) a prohibition order
or public statement was made (2015-16: 64.7%). In
five cases, there was no further action (2015-16: four)
and in one case, corrective comments were made
(2015-16: two). One matter concerned a breach of a
prohibition order and was referred to the Commissioner
for consideration of taking action under the Public Health
Act 2010 and it was determined to pursue charges
under section 102(3) of the Act in the Local Court.

The practitioner pleaded guilty and was fined $2,000 and
ordered to enter into a good behaviour bond pursuant to
section 9 of the Crimes (Sentencing Procedure) Act 1999
(NSW) for two years.

Outcome of investigations into
health organisations
The focus when investigating a health organisation is on
examining the systems and procedures that are in place
and identifying improvements that will deliver benefits for
all patients.
Such recommendations may cover a multitude of clinical
scenarios. Some are of an educative nature, such as a
requirement for a hospital to embark on activity aimed at
increasing practitioner awareness in relation to a specific
policy or treatment pathways. The Commission may
also recommend that a hospital to formulate new policy
designed to strengthen current practices or to overcome
and rectify identified flaws in the delivery of patient care.
Eleven investigations have related to health organisations
(2015-16: nine). Recommendations for improvements
to organisational practices and systems were made in
nine cases, with only one having no further action. This
is broadly consistent with the previous year where of
the nine investigations made into health organisations,
all resulted in recommendations being made. In
2016-17, the Commission made a total number of 23
recommendations to improve the future provision of
services in all of these matters. A public warning was
issued as a result of one investigation, concerning nonevidenced based weight loss programs.
The Commission continues to develop its program of
auditing compliance with recommendations it has made
to health organisations. In 2016-17 the Commission
undertook audits of two separate health facilities,
Brewarinna District Hospital and Shellharbour Hospital.
This is critical work, given the importance of drawing
lessons from individual investigations to drive system
wide improvements. This improvement was found in
both audits, noting the recommendations that had been
implemented had continued to be consistently applied in
practice, leading to increasing patient care and safety. It
was also noted that it had driven wider improvements in
the respective Local Health Districts.
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Case study – Misrepresentations by a nonregistered health practitioner
The Commission received a number of complaints about Sean Kirsten, an unregistered health
practitioner practising as a dietitian. Patients of Mr Kirsten included those with cancer, significant eating
disorders, and endocrine disorders. Mr Kirsten offered patients a course of treatment which comprised a
meal plan and individual consultations, for a considerable fee.
The complaints raised concerns that Mr Kirsten was falsely purporting to have qualifications and
extensive experience in the treatment of complex health concerns, which he did not possess.
The Commission’s investigation found that Mr Kirsten made false and misleading representations to his
prospective and existing patients, including that he:
—— is a qualified dietitian, attaining a PhD in the discipline;
—— is willing or is able to cure cancer;
—— attained a range of bachelor qualifications in nutrition and health science disciplines;
—— was employed in a clinical capacity at major Sydney hospitals including in the ‘eating disorders units’
and ‘obesity wards’; and
—— was employed as a dietary / nutritional advisor by internationally recognised sporting teams, and
reality television shows.
The investigation found no evidence available that Mr Kirsten holds any qualifications, or that he is
sufficiently experienced to provide any dietitian or nutritional services. The Commission found that
the practitioner’s conduct in misrepresenting his qualifications and experience and his treatment of
patients, was unethical and breached the Code of Conduct for non-registered health practitioners. It was
determined that he posed a risk to the health and safety of the public. The Commission prohibited Mr
Kirsten from providing any health services in any discipline for two years, and from providing any dietitian
or nutrition services until such time as he gains recognised qualifications.
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Investigation timeliness
The average time taken to complete investigations
for 2016-17 compared with the previous year did not
increase, notwithstanding the significantly higher number
of matters finalised. Investigations took an average of
273 days to complete (excluding the time a Commission
investigation may be suspended while the complaint is
being investigated as part of a coronial inquest or where
there are related criminal proceedings). This compares
with 275 days in the previous year.
As seen in Table A.32 in Appendix A, the breakdown by
timeframe shows a more complicated picture and the
need to monitor timelines closely.
On the one hand, a higher proportion of investigations is
being completed within three or six months. This is a very
positive situation and a reflection of the improvements in
investigation planning and triaging. This includes earlier
determination of matters where initial evidence gathering
shows less serious issues than originally thought (and
referral to a professional council is most appropriate) and
also matters that can be managed more efficiently by
collaborating with regulatory partners (such as NSW Police
or the Pharmaceutical Regulation Unit).
On the other hand, many more investigations exceeded
a 12 month timeframe. This is largely attributable
to a very high level of investigative complexity and
significant challenges that are involved in sourcing and
commissioning appropriate subject experts on cases
that are always serious but also often unusual or novel
(e.g. in new frontiers of medicine like compounding
pharmaceuticals such as peptides; stem cell therapy;
and appearance surgery). Whilst these figures
compare unfavourably to the results in previous years,
it is noteworthy that a significant number of the most
complex investigations ever handled by the Commission
were finalised in this period.

Ongoing use of
preventative techniques
and partnerships
To build on the work that is done in response to individual
complaints and to deliver the best outcomes for the
community, the Commission continues to use a broad
range of strategies to influence systemic improvements
in health service delivery. Placing increased emphasis on
preventing on consumer exposure to identified risks is
also very important.
The Commission works closely with its coregulatory partners- including the Ministry of Health’s
Pharmaceutical Regulation Unit and Public Health Units,
NSW Police and increasingly national regulators to
ensure that operational intelligence is combined to gather
evidence which ensures that there is the most efficient,
effective and timely approach to protecting the health and
safety of the public.
The ability to use public warnings about unsafe treatment
or services, under s94A of the Act, is one important
feature of this work. The Commission is able to make
such warnings during its investigation, in cases where
any further delay in issuing the statement poses a risk
to an individual or to public health or safety. In 2016-17
such a warning was issued in regard to non-evidence
based weight loss programs, which claimed to offer
rapid weight loss to its participants without the need
for consideration of diet and exercise. The details of the
warning issued are explained in the Access and Outreach
Chapter. Essentially, the Commission found there was
no basis to such programs, and urged those individuals
considering programs and products for weight loss to
be vigilant in their research prior to proceeding, and to
discuss a weight control plan with their GP.
The use of the public warning enabled the Commission
to swiftly identify to the public at large the dangers of
engaging in such programs and provided a rapid and
effective tool for ensuring that the public are aware of the
inherent dangers in not consulting with suitably registered
health practitioners.
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Co-ordinated investigation of a health facility
The Commission received multiple complaints concerning a doctor not registered in Australia performing
cosmetic procedures at a beauty clinic and that the clinic was using foreign injectable products that were
not on the Australian Register of Therapeutic Goods (ARTG).
An investigation was commenced and this was conducted in collaboration with the Pharmaceutical
Regulatory Unit (PRU) of the NSW Ministry of Health and a Public Health Unit (PHU). Inspections of the
clinic found numerous non-ARTG products such as hyaluronic acid injections.
The Commission’s investigation found that the clinic was carrying out skin penetration practices, but was
not registered as a skin penetration premises as required under the Public Health Act 2010. The PHU
also discovered that the clinic had very unsatisfactory infection control. For instance:
—— No autoclave for sterilising reusable skin penetration implements.
—— Equipment (tattoo pen) used in connection with skin penetration procedures was not cleaned and
dried after use and not kept in a clean condition.
—— Reusable articles that may be used to penetrate a person’s skin were not sterilised.
—— Articles used in skin penetration procedures and manufactured for single use were not disposed of
immediately after the procedures in an appropriate sharps container.
—— Single use of ink/pigment containers used in cosmetic tattooing were stored with
non-sterile products.
The investigation concluded that the clinic lacked management and had poor arrangements for
operational accountability. The clinic had failed to understand its regulatory responsibilities and it
operated without relevant registration and without adequate infection control. The numerous non-ARTG
products found on the premises were reportedly there without the knowledge of the owner.
The Commission made numerous recommendations to the clinic under section 42 of the Health Care
Complaints Act 1993, with the aim of ensuring full compliance with relevant legislative requirements.
The clinic was required to provide the Commission with evidence of existing protocols in use that
ensured only ARTG approved products are used and only appropriately Australian registered medical
practitioners are responsible for the ordering and prescribing of scheduled medications to clients.
Further, the Commission stated that if no such protocols exist, the clinic was to establish these.
The Commission also required the clinic to provide all staff with training in infection control protocols and
standards and ensuring their awareness that only ARTG products can be used when providing health
services and the health risks associated with using non-ARTG products. Evidence of the content of the
training and evidence of the training having been delivered was also required.
The clinic provided the Commission with all relevant documentation to confirm that these
recommendations have been fully implemented. The Commission will continue to work with PRU and the
PHU to monitor compliance.
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Prosecuting complaints
The nature and purpose
of prosecutions
The Director of Proceedings makes determinations under
the Health Care Complaints Act (‘the Act’) following
investigations in relation to whether a complaint against
an individual registered health practitioner should be
prosecuted and if so, in which forum. Prosecutions
are disciplinary proceedings taken against individual
practitioners, with the primary purpose of protecting
public health and safety.
Complaints referred for consideration of prosecution
include allegations of impairment, lack of competence,
criminal conviction, and not being a suitable person
for registration, as well as unsatisfactory professional
conduct and professional misconduct.
The prosecution forums available are a Medical
Professional Standards Committee, a Nursing and
Midwifery Professional Standards Committee, or the
NSW Civil and Administrative Tribunal (NCAT).
Complaints about unsatisfactory professional conduct of
nurses, midwives or medical practitioners will usually be
prosecuted before a Professional Standards Committee,
while complaints about professional misconduct (serious
enough to justify suspension or cancellation) will be
prosecuted before NCAT. NCAT hears complaints about
all registered health professions.
In considering whether a complaint should be
prosecuted, the Director of Proceedings acts
independently from the Commissioner and is required to
have regard to the following criteria:
—— the protection of the health and safety of the public
—— the seriousness of the alleged conduct the subject of
the complaint
—— the likelihood of proving the alleged conduct
—— any submissions made under section 40 of the Act by
the health practitioner concerned.
NCAT can cancel or suspend the registration of a
practitioner and may also make a prohibition order that
bans or limits the practitioner from practising in another
area of health service. For example, a psychiatrist whose
registration is cancelled can be banned from working as
a counsellor.

Proceedings can be brought even if the practitioner is
no longer registered at the time that the prosecution
is brought. Proceedings will also continue even
if the practitioner chooses not to attend or to be
legally represented.
If the Director of Proceedings decides not to prosecute a
complaint, it can be referred back to the Commissioner to
consider other appropriate action or it can be discontinued.

Referrals to the Director
of Proceedings
Chart 33 shows that in 2016-17, there was a 42.4%
increase in the number of complaints referred following
investigation to the Director of Proceedings, from 139 in
2015-16 to 198 in 2016-17.
Chart 33 | Complaints referred to Director of Proceedings
2016-17

2012-13

85

2013-14

2014-15

2015-16

2016-17

110

93

139

198

Counted by provider

In 2016-17, 66.7% of investigations into registered
health practitioners resulted in referral to the Director of
Proceedings for consideration of prosecution. This is
higher than the result in 2015-16 (63.8%).
During the year, the Director of Proceedings made
103 determinations on whether to prosecute a health
practitioner before a disciplinary body. This compares to
140 determinations for the previous year. 89.2% of the
determinations made in 2016-17 were considered within
three months of the complaint being referred which is
lower than 93.5% in 2015-16 primarily due to the volume
and complexity of the matters referred to the Director
of Proceedings.
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Of the complaints referred to a disciplinary body, 76 were
referred to the NSW Civil Administration Tribunal (NCAT)
and 20 to a Professional Standards Committee.
In seven complaints, the Director of Proceedings decided
not to prosecute the health practitioner. The reasons
for this included that the practitioner was no longer
registered, had previously been prosecuted and there
was no reasonable prospect of a successful prosecution.
The percentage of matters referred for prosecution within
30 days of consultation with the relevant professional
council rose from 78.9% to 82.5%.

Prosecution outcomes
The number of matters finalised by the Legal Division in
2016-17 was 95, consistent with the previous year (94
in 2015-16). A steady increase has been observed in the
number of matters referred to NCAT.
A matter may include multiple complaints against the
same health practitioner. As shown in Chart 34, the 95
matters finalised included 55 matters before NCAT, 26
matters before a Professional Standards Committee, nine
appeals and other applications, and five review and reregistration matters. The outcomes of these matters are
detailed in Table 1.

Pleasingly, the rate of successful prosecutions remains
very high. Of all matters that were heard and finalised
before NCAT or a Professional Standards Committee,
96.2% were found proved.
Both the Commission and a practitioner may appeal
a decision. The number of appeals against decisions
has remained consistent over the five year period
between 2012-13 to 2016-17, the majority of which
were ultimately dismissed or withdrawn. If an appeal is
dismissed, the original decision stands.
A practitioner who has had their registration cancelled
may apply to NCAT for reinstatement after any nonreview period has expired. Excluding those for medical
practitioners, the Commission appears in reinstatement
applications and may oppose, support or take a neutral
stance, as is deemed appropriate. If a reinstatement
application is successful, the practitioner may apply for
re-registration with their National Board who will then make
a decision on whether to grant registration.
NCAT has the power to impose conditions on
a practitioner's registration if an application for
reinstatement is successful, dismiss applications for
reinstatement, and/or set a further non-review period.

Chart 34 | Legal matters finalised 2012-13 to 2016-17
55 (62.5%)
39 (54.9%)
41 (50.0%)

NCAT

50 (53.2%)
55 (57.9%)
18 (20.5%)
18 (25.4%)
24 (29.3%)
26 (27.7%)
26 (27.4%)

Professional
Standards
Committee

Appeal

10 (11.4%)
10 (14.1%)
7 (8.5%)
10 (10.6%)
9 (9.5%)

Re-registration

5 (5.7%)
4 (5.6%)
10 (12.2%)
8 (8.5%)
5 (5.3%)
2012-13
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Table 1 | Outcome of disciplinary matters finalised in 2016-17
Forum Name

Orders

No.

Professional Standards Committee

Medical Professional Standards Committee

Nursing and Midwifery Professional Standards
Committee

Caution, Reprimand and Conditions

2

Caution

1

Caution and Conditions

2

Reprimand and Conditions

7

Reprimand and Fine

1

Withdrawn

1

Not Proved

2

Caution and Conditions

1

Reprimand and Conditions

8

Reprimand

1

Professional Standards Committee total

26

Tribunal
NCAT – Chinese Medicine
NCAT – Chiropractic

NCAT – Dental

NCAT – Medical

NCAT – Nursing and Midwifery

NCAT – Pharmacy

NCAT – Psychology

Conditions

1

Cancellation

1

Reprimand and Conditions

1

Conditions

1

Reprimand and Conditions

1

Cancellation

1

Withdrawn and dismissed

1

Cancellation

13

Disqualified

3

No orders

1

Reprimand

1

Reprimand and Conditions

4

Suspension and Conditions

3

Cancellation

8

Conditions

1

Disqualified

6

Conditions

1

Reprimand and Conditions

1

Cancellation

2

Cancellation

3

Disqualified

1

Tribunal total

55

Appeals/Applications
Court of Appeal

Appeal by practitioner – Withdrawn

1

Appeal by practitioner –
Appeal dismissed

1
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Forum Name

Orders

High Court of Australia

Application by practitioner –
Application struck out

1

Local Court

Application by practitioner –
Actioned

1

NCAT – Dental

Application by practitioner –
Application dismissed

1

NCAT – Medical

Appeal by Commission –
Appeal dismissed

1

NCAT – Osteopathy

Appeal by practitioner – Withdrawn

1

Appeal by practitioner – Dismissed

1

Application by practitioner –
Dismissed

1

Supreme Court
Appeals/Applications total
NCAT – Chiropractic
NCAT – Nursing and Midwifery

9
Dismissed

1

Dismissed

2

Withdrawn

2

Re-Registrations total
Total Legal matters finalised
Counted by matter, please note that multiple complaints can be prosecuted as one legal matter.
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Case study – Criminal convictions determining a
person unfit to practise
The Commission prosecuted a complaint before the New South Wales Civil and Administrative Tribunal
(the Tribunal) against Dr Ong Ming Tan, a psychiatrist who practised at the Northside Clinic in Sydney.
On 6 March 2014 Dr Tan was convicted of four offences of aggravated indecent assault against four of
his female patients. Each of the four patients was a young woman who suffered significant psychiatric
illness, namely an eating disorder requiring lengthy admissions to a specialist unit in a private psychiatric
hospital. Dr Tan had pleaded guilty to the offences and was sentenced to an aggregate term of
imprisonment of three years with a non-parole period of two years.
Complaints against Dr Tan were first made in November 2011 and Dr Tan was then suspended by the
Medical Council of NSW. The Commission alleged that these convictions rendered Dr Tan unfit to hold
registration and that he was not a suitable person to hold registration.
The Tribunal found Dr Tan’s behaviour to be predatory and that he had subtly manipulated vulnerable
patients, using unorthodox techniques.
The Tribunal also found that Dr Tan suffered from bipolar disorder and an enduring narcissistic
personality disorder and rejected that he was suffering from a mental illness of a more transitory nature.
The Tribunal ordered that Dr Tan’s registration be cancelled and subject to a non-review period of
five years. The Tribunal also ordered that he not be permitted to provide any health service as a nonregistered practitioner for the same period.
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Access and outreach
Provision of information to the public and working closely
with our key partners is critical to gaining and maintaining
confidence in the ability of the Commission to carry out
its core function of protecting public health and safety.
It also supports the integrity of the health system. The
Commission achieves this primarily through: being
accessible; raising awareness; working with others; and,
being responsive to consumers.

Being accessible
The Commission’s website is one of its primary points
of access. On its website, the Commission offers
information about its functions, services and how to
access these. The Commission also provides translated
resources for the public to access. For example, the
complaint form and key information fact sheets are
available in 20 community languages.
When dealing with inquiries and complaints, bilingual
Commission staff can assist clients in their native
language. The Commission also regularly uses telephone,
oral and written interpreter services in a broad range
of languages.
The Commission’s information film, ‘What happens with
health care complaints’, is available in the Australian
sign language AUSLAN, as well as with Arabic and
Chinese subtitles.
People with a hearing impairment can contact the
Commission using the TTY number (02) 9219 7555 or
through the National Relay Service on 133 677.
People with an intellectual disability and people with low
literacy levels have access to a simple, illustrated fact
sheet about how to make a complaint.
Finally, people may come to the Commission between
9am – 5pm on weekdays to discuss their concerns or
lodge a complaint.

Inquiry Service
The Commission recognises that navigating the health
sector can be a challenge for people, given the extensive
services offered, and they may be unsure as to the next
step – whether it be seeking additional information,
referral to another service provider or whether to lodge a
complaint itself. The Commission offers an Inquiry Service
which enables health consumers to have direct one-onone communication in real time. Inquiry Officers are able to
provide a range of advice and assistance including:
—— information regarding health providers and services
delivered in NSW
—— assistance to bring the person’s concerns to the
attention of a health provider or service
—— advice on how to raise a complaint directly with a
health provider or service
—— assistance to lodge a complaint with the Commission.
Ideally the Inquiry Service can help resolve issues in the
early stages without the need to escalate it to a point
where a complaint is formally lodged.
As seen in Chart 35, in 2016-17 inquiries to the
Commission rose 1.5%, with 11,365 inquiries received.
This is a modest growth rate (compared to last year’s
7.8% growth) and is in line with historical trends.
Chart 35 | Number of inquiries received from
2012-13 to 2016-17

2012-13

2013-14

2014-15

2015-16

2016-17

Counted by inquiry
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Method of contacting the
Inquiry Service
Telephone access remains the most frequent way in
which people access the service, with 90.2% of people
contacting the service by phone.
In 2016-17 more people accessed the inquiry service via
email, with 526 email inquiries being received (4.6% of
inquiries; 2015-16: 3.7%).

Inquiry outcomes
Chart 36 shows that, as with previous years, the
provision of information remains the most significant
outcome, making up 42.8% (4,846) of the outcomes for
callers to the Inquiry Service (2015-16: 5,237, 46.8%).

In 2016-17, there was an increase in assisted referrals
with 15.3% (1,730) of inquiries treated this way
compared to 11.1% (1,247) in 2015-16. This is a
pleasing result as it is the Commission’s objective to
provide optimal support at the first point of contact, so
that consumers are connected with the specific part of
the system that can deliver the most appropriate and
timely response as quickly as possible. It is also pleasing
that the proportion of callers with whom strategies for
resolution were discussed rose from 7.7% (866) in 201516 to 10.5% (1,189) in 2016-17. Nevertheless this is
below the historical trend of around 13%. It highlights the
need for continued focus and training on providing advice
and support to callers to encourage them to attempt to
resolve their concerns directly with the health provider or
service and to make assisted referrals where appropriate.
The proportion and number of callers referred to another
organisation was largely consistent in 2016-17 (9.4%;
1,062) compared to the previous year (9.7%; 1,089).

Case study – Fast, informed solutions
The caller advised that she attended her local GP to ask for her medical files, advising that she wanted
them to hand over her records and not maintain a copy. The receptionist refused. The caller then asked
for copies of her records, but was allegedly told that this would cost at least $500. The caller advised
of the need for her medical records for Centrelink purposes and would like the Commission to intervene
regarding the high cost quoted.
The Commission advised the caller of the legal obligations of providers to maintain copies of records
for seven years, but that they are entitled to charge a reasonable fee for providing copies of records.
The Commission phoned the clinic which advised that the cost would be $1 per sheet plus a $30 access
fee. The receptionist also noted that the patient’s records are very extensive and that it would cost $200$300 for her full set of medical records to be provided.
The Commission asked whether the patient could book a billed appointment with the doctor to look at
her records and determine exactly what details she needed for Centrelink so she could request only the
relevant information, thus reducing her cost. The medical practice agreed.
The caller was happy with the outcome and that the Commission was able to provide a solution so promptly.
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Chart 36 | Outcome of inquiries 2012-13 to 2016-17
5,008 (45.8%)
4,637 (45.8%)
4,851 (45.8%)
5,237 (45.8%)
4,846 (42.8%)

Information
provided

1,655 (15.1%)
1,411 (13.9%)
1,659 (16.0%)
2,237 (20.0%)
1,943 (17.1%)

Complaint
form sent

1,427 (13.1%)
1,312 (12.9%)
1,132 (10.9%)
1,247 (11.1%)
1,730 (15.3%)

Assisted referral

Discussed
strategies for
resolution

1,513 (13.8%)
1,344 (13.2%)
1,373 (13.2%)
866 (7.7%)
1,189 (10.5%)

Referred to
another body

1,229 (11.2%)
1,390 (13.6%)
1,293 (12.4%)
1,089 (9.7%)
1,062 (9.4%)

No further action

0 (0%)
0 (0%)
0 (0%)
404 (3.6%)
486 (4.3%)

Referred for
assessment

Letter of
complaint drafted

30 (0.3%)
19 (0.2%)
30 (0.3%)
57 (0.5%)
78 (0.7%)
72
74
52
57
55

(0.7%)
(0.7%)
(0.5%)
(0.5%)
(0.5%)
2012-13

Counted by inquiry
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Case study – Addressing problems immediately
A recently widowed caller rang about her late husband’s death certificate. The doctor had incorrectly
written on her husband’s death certificate that he had a particular medical complaint for 20 years, which
was not correct. She had advised the hospital staff but had not received a response.
The Commission phoned the Nursing Unit Manager who acknowledged that the doctor made a mistake
on the death certificate. She advised that they would have the certificate amended, arrange for the doctor
to phone and apologise, and check up on the patient’s wife periodically in her home to make sure she was
doing okay.
Ultimately the corrected death certificate was sent with a written apology for the mistake. The patient’s
wife was understandably displeased that the matter occurred in the first place, but satisfied that the
Commission was able to liaise with the hospital and have the matter resolved for her and she was very
grateful to the Inquiry Officer.

Raising awareness
Presentations and workshops
Commission staff gave 32 presentations, workshops and
information stalls in 2016-17 to health service providers
and community groups in NSW. The presentations
focused on the Commission’s role, functions and the
services it provides, together with discussing case
studies that demonstrated best practice. The overall
number of presentations was the same as last year.
This is less than the Commission would generally provide
as complaints management and support to individual
complainants took precedence in an environment of
increasing number and complexity of complaints.
This year, there was a strong focus on working closely with
Local Health Districts (LHDs) on best practice in complaints
management, to assist in strengthening quick front line
responses where problems occur and to ensure effective
responses to matters that are referred by the Commission
for local resolution. There were 14 presentations and
workshops delivered by Commission staff across seven
LHDs, including Mid North Coast, Nepean Blue Mountains,
Western NSW and Far Western LHDs. This training and
development program is continuing in 2017-18.
The Commission continued its outreach program
with Aboriginal health services, with a presentation to
Aboriginal health workers in Northern NSW LHD.

This year, there were also several presentations to
clinicians and executives, including St George Hospital
Geriatricians and Multidisciplinary Team and Shoalhaven
and District Hospital. There was also participation in an
ethics forum for the Australian Psychological Society.
Community outreach included Community Carers in
Newcastle, a Homeless Connect expo in Sydney and
Probus in Sydney.

Practitioner Education
The Commission continued its commitment to presenting
to health practitioner students at TAFE and universities
in NSW (including across Sydney, Ballina, Lismore
and Gosford). This is part of the Commission’s efforts
to educate practitioners at the earliest stages of their
careers about their mandatory reporting obligations and
how to deal with complaints appropriately.
The Commission also continued its involvement with
Sydney LHD in presenting to Mental Health Transition
Nurses in Sydney.
The Commission also maintained structured training
sessions for expert advisers who assist the Commission’s
investigations of health service providers and who may
be called as expert witnesses in disciplinary proceedings.
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Public statements and warnings
Under section 41A of the Act, the Commission may make
a public statement that identifies and gives warnings or
information about a health practitioner and their health
services. Typically these relate to non-registered health
practitioners who have had prohibition orders made
against them.
In 2015 the Commission was also given a new power
under section 94A(1) of the Health Care Complaints Act
to issue a public warning about unsafe treatment that is
detected during the course of an investigation. Previously
the Commission could only issue a warning at the end of
an investigation.
In 2016-17 the Commission issued one public warning
and five public statements. These are translated into
other languages where appropriate and made publicly
available on the Commission’s website.
The Commission's public warning was in relation to
significant concerns it had in relation to the use of non
evidence based weight loss programs.
The Commission believed it was important to raise
awareness of these programs due to the risk to public
health and safety, and urged those individuals seeking
to engage in weight loss to be vigilant in their research
prior to proceeding. Health consumers were encouraged
to discuss a weight control plan with an appropriately
qualified practitioner such as their general practitioner
or a dietician.

Public warning under
section 94A of the
Health Care Complaints
Act 1993 – Non-evidence
Based Weight Loss
Programs
In 2016-17 the NSW Health Care Complaints
Commission completed its investigation into
complaints about services provided by the Medical
Weightloss Institute (MWI). While MWI ceased
trading on 9 February 2017, the Commission is
aware that there are health practitioners formerly
associated with the organisation who intend to
continue providing the same weight loss protocol
previously promoted by MWI and who have
approached former clients of MWI to offer the
same services under another name.
In 2015 and 2016 MWI advertised widely in print
media that it had made a “landmark discovery”
of a link between hormones and weight gain,
supporting the development of a treatment plan
that could: “lower the production of the hormone
insulin and cortisol, making it much easier to lose
weight”. MWI specifically claimed that thanks
to its treatments, which “reset” the hormones
to burn stored fat for fuel and help to speed up
metabolism, Australians could now lose weight
without strenuous exercise or counting calories.
MWI then offered tailor-made weight loss
programs devised by a team of “expert weight
loss specialists”, based on a client’s medical
history and comprehensive blood test analysis.
MWI made a number of claims about what
clients would receive if they signed up with MWI.
It advertised that they knew as much about
medical weight loss as medical practitioners and
cautioned potential clients that while there was
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“nothing wrong” with talking to their GPs about
the treatment protocol, “they don’t know what we
know” and speaking to them first might therefore
be “fraught with danger”.
The Commission considers that the claim by
MWI – to have developed a “medical treatment
for weight loss” based on resetting “unbalanced”
hormones with supplements and prescription
medication – lacks an adequate clinical basis to
substantiate its efficacy and safety. Furthermore,
MWI targeted a particularly vulnerable group of
health care consumers with its claimed discovery
of a successful formula for weight loss that is
not available to other medical practitioners.
MWI has actively discouraged this vulnerable
cohort from seeking advice and approval of the
proposed weight loss program from their GP’s,
thereby putting their health and safety at risk
and potentially delaying their access to more
appropriate and evidence-based treatment.
The Commission’s investigation found that the
services provided by MWI did not accord with
their claims about what clients would receive.
The investigation also found that the medication
prescribed by MWI doctors was sent to clients
in the mail by a compounding pharmacy without
the provision of counselling and other relevant
medicine information required to facilitate the safe
and effective use of the compounded product.
In March 2017 the Commission issued a public
warning under section 94A of its Act. MWI’s claim
that it has developed a fast and easy weight loss
protocol involving the correction of hormonal
imbalance with tailor made prescription medication
regimes is not evidence-based. The organisation
is considered to have made extravagant claims
not borne out by the weight of clinical research
in this area. The use of initial blood testing to
tailor-make the weight loss protocol is clinically
spurious and designed to give an appearance of
medical authenticity. In practice, the organisation’s

doctors wrote prescriptions for combinations of
complementary and prescription medications
without seeing or examining clients in person and
a compounding pharmacy mailed the medication
without the required accompanying information
to ensure safety and effectiveness. A particularly
vulnerable cohort of health consumers was
convinced to part with large sums of money
for pharmaceutical preparations that may have
serious contraindications and side effects and for
which there is no credible evidence of efficacy for
weight loss.
The Commission urges those individuals
considering programs and products for weight
loss to be vigilant in their research prior to
proceeding. They should discuss a weight control
plan with their GP. Most can offer weight loss and
healthy lifestyle advice and refer to a dietitian.
Many specialise in weight loss.
The Commission recommends to consumers
that they:
—— be very careful about advertised claims of
effortless, rapid and sustainable weight loss
and offers for medicines, supplements or other
products that promise to achieve this.
—— find out what evidence is used to support
these claims and do not rely only on
testimonials from people who have used the
program or products.
—— always inform their doctor of any nonprescription or other prescribed products they
may be considering for weight loss before
signing up or taking them, so that their doctor
can help assess the safety and efficacy of
doing so.
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Media

Brochure distribution

The Commission continued to respond to media
inquiries, and provide information where possible, noting
s99A of the Health Care Complaints Act 1993 which
heavily restricts the disclosure of information relating
to complaints. These media inquiries predominantly
related to health professionals that the Commission had
prosecuted before the NSW Civil and Administrative
Tribunal, or complaints under investigation.

The Commission continued to have its key brochures
“Concerned About Your Health Care?” and “Resolve
Concerns About Your Health Care” distributed across
medical practices and facilities in NSW. The content of
these brochures was reviewed in 2016-17 with some
minor amendments identified and made.

The Commission also published 73 media releases which
related to decisions of disciplinary bodies, as required
under its legislation. These releases are published on the
Commission’s home page and subscribers to its media
release mailing list are automatically notified of each new
media release.

Public Statement (extract): Ms Nadia Abraham
The NSW Health Care Complaints Commission conducted an investigation into the conduct of Nadia
Abraham, a non-registered health practitioner providing counselling services in Coffs Harbour.
The investigation found that Ms Abraham did not ensure that a suitable period of time had elapsed
before commencing a close personal and then sexual relationship with a client to whom she provided
counselling services in 2012. The client sought counselling to assist with issues of grief, anxiety and
depression following the recent and traumatic death of his partner.
The investigation also found that Ms Abraham did not possess adequate counselling qualifications
and that this contributed in large part to her ongoing failure to appreciate that the responsibility for
maintaining professional boundaries with her client was hers and remained hers, even after the end of
the therapeutic relationship.
The Commission considered that Ms Abraham posed a risk to the health and safety of the public.
The Commission therefore made the following prohibition order:
Nadia Abraham is prohibited from providing any counselling or psychotherapy services on a paid or
voluntary basis for a period of 2 years from the date of this decision, that is, from 8 December 2016.
Before returning to the provision of counselling or psychotherapy services, Nadia Abraham must provide
evidence to satisfy the Commission that:
—— she has completed and been awarded level 5 qualifications in a counselling course from an institution
that is accredited under the Australian Qualifications Framework (AQF); and
—— the counselling course completed to attain level 5 qualifications included an ethics component.
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Working together
Within NSW
When dealing with complaints, the Commission regularly
consults and collaborates with the various professional
councils, registration bodies, the Ministry of Health and
the Local Health Districts (LHDs) on broader strategic
and system wide issues.
Consultation with the professional councils in relation
to the outcome of all complaints relating to registered
practitioners is regarded as a core strength of the NSW
co-regulatory complaints management system. It ensures
that there is clear identification of departures from
treatment, conduct, standards or problems of impairment
and expert driven decisions about the action that should
be taken.
After an investigation, where the Commission has
made recommendations to a health organisation to
improve systems, it also provides a copy of these to the
Clinical Excellence Commission to support its work on
systemic improvement.
The Commission continues to maintain a very strong
working partnership with the LHDs across the state,
consistent with the view that health consumers will get
the very best results if any problems and concerns can
be identified and addressed at the time as far as this is
possible. The LHDs and hospitals are also in possession
of information that if provided quickly to consumers, can
prevent problems from escalating.
The Commissioner and senior staff continued their
schedule of visits to all LHDs which had commenced in
2015-16. This provided the opportunity to understand the
continuing improvements to governance and patient safety
that are occurring under the National Safety and Quality
Framework; discuss the LHD’s complaints trends and their
performance comparative to other LHDs and/or regions;
and, to identify areas where the Commission’s processes
and interactions with them could be improved.
As noted last year, the Commission has discussed with
LHDs that it would be valuable for there to be an “end-toend” picture of the complaints process where complaints
are referred on, as this would assist in understanding the
experience of the complainant and the eventual outcome
of the complaint from the consumer perspective. During
2016-17 a feedback mechanism was established and going
forward, this feedback will be used to guide continuous
improvements to the complaints management process.

Quarterly meetings are also held between Commission
senior staff and the Secretary of Health and other senior
Ministry of Health staff to discuss the legislative and
regulatory framework, current issues and offer strategic
guidance and advice on matters of shared interest.

Interjurisdictional collaboration
The Commission participates in a range of national and
interjurisdictional fora to ensure that it is involved in decisionmaking related to the health complaints management
environment and development of professional standards,
and also that appropriate operational partnerships and
information sharing arrangements are in place.
This includes:
—— The national working group on the development of a
National Code of Conduct for non-registered health
practitioners. NSW already has a state Code of
Conduct for these practitioners and continues to play
a significant advisory role on this issue.
—— In May 2017 the Commissioner hosted the National
Health Commissioners' conference in Sydney, which
is an important forum for considering complaint
trends nationally, identifying strategies for improved
complaints management, and discussing matters that
cross jurisdictional boundaries.
—— The Commissioner is also a member of the Medical
Board of Australia’s Consultative Committee on
revalidation for medical practitioners.
—— Representing state based health complaints entities
on the national Consumer Health Regulators Group
which consists of regulators with an interest in
consumer health across Australia. This Group is
currently chaired by the Australian Competition and
Consumer Commission (ACCC), other members
include the Australian Health Practitioner Regulation
Agency (who work in partnership with 14 National
Boards in the National Registration and Accreditation
Scheme), the Private Health Insurance Ombudsman
and the Therapeutic Goods Administration. The
Department of Health participates in the Group as
an observer. Group members come together to
exchange information, including about emerging
issues of interest or concern, and to ensure
responsibilities and functions of each regulator within
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the consumer health industry are understood and
consistently applied. While Group members have
regularly shared information and met on a bilateral or
multilateral basis in the past, the Group was formally
established in April 2017 to facilitate even greater
collaboration in the public interest. The Group meets
quarterly, or otherwise as needed.

Consumer responsiveness
Understanding the concerns of health consumers
and health service providers is very important for the
Commission. We seek and review comments from
people who lodged a complaint as well as health
service providers who were involved in a complaint
about their experience with the Commission’s services.
The Commission uses this feedback to inform staff
of both positive and negative feedback, and to help
drive improvements in the delivery of its complaints
management process.
The Commission has now established a new position,
Director Customer Engagement and Resolution, so that
the experiences of those who submit complaints, those
who are the subject of complaints and those against
whom complaints are made are clearly understood and
that their experiences shape the way we do business.

Consumer Consultative
Committee
The Commission has a Consumer Consultative
Committee (CCC) which over recent years has provided
health consumer organisations with the opportunity to
raise current issues and provide valuable feedback on the
Commission’s work.
In 2015-16 a review of the Committee was undertaken.
The members of the Committee and the Commission
have identified the need to revitalise the approach to
consumer engagement so that there is the opportunity
for a wider range of participants in the engagement
process and identification of a new and innovative
techniques for hearing from consumers and adopting
more responsive business practices as a result.
In October 2016 a workshop was held amongst
members to discuss what this may look like in practice. It
was agreed that a good model would be to move to topic
based and with additional attendees based on interests
in the topics. Depending on topics, a forum should be
held every six months or thereabouts.
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Complaints about the
Commission
In 2016-17, the Commission received three formal
complaints about its staff. All complaints concerned staff
contact with people who had made a complaint and the
management of their complaints. Following investigation,
two complaints resulted in counselling about measures
required to improve professional behaviour. In one
complaint, the temporary contract of the staff member
was terminated.

Complaints to the Ombudsman
The NSW Ombudsman has advised that in 2016-17, it
received 20 complaints about the Commission. This is
one less than the previous year.
Complaints to the Ombudsman generally related to
alleged failures to respond to people and delays in
managing their complaints, decisions made by the
Commission, and disputes over expert judgment.
Of those complaints received:
—— 11 were declined at outset (because the complaint
was: premature, no jurisdiction, concurrent, no
evidence of wrong conduct)
—— Four were declined after inquiries were made with the
Commission (no evidence of wrong conduct found)
—— Three were resolved after inquiries were made
with the Commission (issue raised by complainant
resolved to the Ombudsman’s satisfaction).
—— Two were still open.
In addition to the 20 complaints in 2016-17, the
Ombudsman recorded 62 inquiries about the Commission.
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Privacy

Research projects

The Commission has a privacy management plan
developed in accordance with the Privacy and Personal
Information Protection Act 1988.

A five-part research project comparing complaint
handling in NSW to other Australian jurisdictions, was
completed in 2016-17. This project was run by the
University of Sydney in cooperation with the Commission,
the Australian Health Practitioner Regulation Agency, the
national boards, the NSW Health Professional Councils
Authority. A summary of the project and its findings is on
page 71.

In 2016-17, the Commission received one request for
internal review under the same Act. It concerned an
allegation of disclosure of private information to third
parties. The Commission conducted a review of the
alleged conduct and found it to have occurred. All of the
complainant’s requests were met in terms of remediation,
including a formal apology, an acknowledgement of the
distress it had caused and confirmation that the disclosed
information had been destroyed by the third parties.

Complainant and
provider feedback
The Commission receives complaints and feedback
from consumers about the complaint process or the
outcome of their complaint. The Commission commits to
addressing and resolving dissatisfaction that is expressed
by consumers or health service providers as soon as it is
raised, in an attempt to resolve the problem as quickly as
possible. Where such resolution is successful, no formal
complaint is recorded.

The research highlights that there is a need for more
concerted effort to fully understand and respond to the
issues raised in complaints and to demonstrate how the
work on individual complaints drives improvement in the
system. Through the increased focus on data analysis
and on customer engagement the Commission is taking
the lessons from this research to improve our work.
In addition, the Commission continues to provide advice
and statistical data to smaller research projects on request.

At the completion of each assessment process, both the
health service provider and the complainant are invited via
a questionnaire to provide feedback to the Commission.
The information contained in the questionnaire assists the
Commission to understand the experience of the parties in
a complaint’s assessment process.
The rate of response from complainants was 7.8%.
Of these, 81.3% stated they were satisfied with the
Commission’s service. The rate of response from health
service providers was 11.5% – of these 66.7% stated
they were satisfied with the Commission’s service.
With the establishment of the new Director Customer
Engagement and Resolution, there will be renewed
focus on securing and utilising feedback, not just
from the parties to complaints, but also from other
key stakeholders.
The Health Care Complaints Act entitles complainants
to a review of Commission decisions in relation to the
assessment and investigation of complaints. The number
and outcomes of reviews have been outlined in the
Chapter, Assessing and Resolving Complaints.
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Your feedback
“On behalf of my sister, my wife and myself we would like to take
this opportunity to put on record our sincere gratitude in the way
[Assessment Officer] handled the initial investigation into my
father’s death. Her approach was genuine, understanding and
sympathetic. We appreciate everything that has been done to date
to help us understand how and why my father passed away in the
manner he did."– complainant feedback
“A great thank you to [Resolution Officer] for her work on this
case. She was excellent to deal with, very informative, caring,
compassionate and understanding whilst maintaining extreme
professionalism. She gave me time that no one else would and she
persevered for a mutual happy and positive outcome.”
– complainant feedback
“I wish to thank everyone involved with making sure that care of
the elderly is as important as anyone in the community.”
– complainant feedback
“I was very happy with the [Resolution Officer] that was there with
us in talking to the Hospital. I did get some answers. Thank you.“
– complainant feedback
“I was very happy with the assistance received during the complaint
process, however I found it quite overwhelming receiving the
complaint notice by e-mail without any other contact. I would have
also liked to have received a notification that my response had been
received once it was submitted.“ – provider feedback
“Thank you for the opportunity to respond to [the] complaint
against my reporting practices. I am appreciative that my honest
comprehensive description of events and communications were
taken into account by the HCCC in its assessment of this case. I am
pleased with the outcome of the HCCC's assessment.“
– provider feedback
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Australian Research Council Grant:
Comparison of complaints handling in
NSW to other Australian jurisdictions
In 2016-17 the Commission continued its support
of a five-part research project comparing complaints
handling in NSW to other Australian jurisdictions.
The project was run by the University of Sydney in
cooperation with the Commission, the NSW Health
Professional Councils Authority, the Australian
Health Practitioner Regulation Agency (AHPRA)
and the national boards. The Commission provided
feedback on draft papers and participated in
stakeholder meetings.
PROJECT CONTEXT:
Health practitioners in Australia are registered
under the National Registration and Accreditation
scheme (NRAS), under which 14 groups of health
practitioners are each governed by a National
Registration Board. The National Boards for each
profession are administered by the Australian Health
Practitioner Regulation Agency (AHPRA).
Health care complaints are managed in Australia
under two distinct models. In the first, National
Boards are responsible for developing and monitoring
processes for registration, accreditation and
professional standards. They are also accountable
for the management of notifications and complaints
about practitioners. Notifications that are made can be
managed by the National Board or the states based
complaints entity. Referral protocols apply to both.
The second model applies in NSW and Queensland
and it takes a co-regulatory approach. Complaints
regarding practitioner conduct, performance
or health issues are handled by a state based
independent regulator in conjunction with the relevant
professional Council. In NSW, the Health Care
Complaints Commission (HCCC) is responsible for
the investigation and prosecution of complaints after
consultation with the appropriate professional council.
The project aimed to:
—— Analyse the different processes of health
practitioner complaint handling, including
investigation and disciplinary procedures in NSW
and nationally through AHPRA.
—— Provide advice on best practices in complaint
handling in relation to the receipt, assessment,
method for resolution and outcomes.

—— Establish which system offers the most effective
and efficient system for managing complaints
involving health professionals.
—— Ascertain complainants’ perceptions and
experiences of the processes in the two
complaint notification systems.
PROJECT CONCLUSIONS
The project looked at complaints data nationally.
Of the five practitioner groups most complained about
(medical practitioners, nurses and midwives, dentists,
psychologist and pharmacists) roughly 1.5% of
practitioners had a complaint made about them each
year. Approximately half of those complaints concerned
a medical practitioner. Five percent of doctors and
dentists received a complaint against them each
year, with fewer than two percent of psychologists,
pharmacists and nurses/midwives being the subject of
complaints. The most common complaints concerned
clinical care, medication, practitioner health impairment,
communication and documentation.
Despite legislative differences, the complaints
handling processes under both the NSW and
national systems were found to be quite similar. The
most substantial difference was that NSW was more
likely to order counselling of practitioners whereas
under the national system, practitioners were more
likely to receive a caution. The term “investigation”
also differed, where in NSW it refers to formal
investigations in serious matters. Similarly, there
were no significant differences noted between the
schemes in the decision making processes that took
place during the management or investigation of a
complaint, and applied similar considerations.
Consumer experience with the complaint handling
process was also explored, and again, no clear
differences were identified. Members of the public
consistently reported levels of dissatisfaction with
complaint outcomes. Complainants stated that they
wished to report practitioner behaviour that was
incorrect, unfair or unsafe, often to prevent others
from having similar experiences. Many felt that the
issues raised in complaints were not addressed
to their satisfaction, or they did not agree with the
outcome of the complaint, particularly decisions that
were perceived to be insufficient or fail to lead to
obvious improvement. This suggests that a lack of
clarity remains regarding what “protecting the public”
means in practical or operational terms.
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Organisation and governance
Corporate structure
During 2016-17 the Commission considered the need to
adapt its structure in response to the imperatives to:
—— Ensure that assessment functions are arranged in a
way that responds to the need for effective triaging
of complaints, stronger focus on early resolution of
complaints; appropriate use of internal medical advice
and, monitoring of complaints performance;
—— Maintain effective investigation capability;
—— Be more customer focused;
—— Use data more actively and effectively.
The changes are reflected in Chart 34 and take effect
from July 2017. The core elements of the functional
arrangements are:
—— A complaints analysis capability has been established
within the Executive Unit.
—— The assessment and investigation functions have
been integrated into a Complaints Operations
Division. The purpose of this is to foster improved
sharing of capability and expertise throughout all
steps in managing complaints. Where a matter is
serious, it is imperative that the assessment process
is focused and disciplined and the information
gathered must address the key issues and be to a
high standard. This would provide a strong platform
to progress any subsequent investigation in a timely
and effective way.
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—— Renewed emphasis on the needs and experiences
of customers through establishment of a dedicated
Customer Engagement and Resolution Division.
This will strengthen the focus on building customer
responsiveness and access into everything that
the Commission does as well as highlighting
the Commission's expertise and commitment to
complaints resolution.
—— Legal policy and procedural advice is provided
through the Legal Services Division and prosecution
decisions are undertaken by the independent Director
of Proceedings. This Division ensures that the
Commission is taking strong disciplinary action where
this is required and also using the experiences from
individual cases to inform legal policy decision making
and regulatory reform.
—— Corporate functions are consolidated and given a
stronger business improvement emphasis through the
formation of the Corporate Operations Division. This
Division will be driving the delivery of systems reforms
that will be fundamental to streamlining our processes
and making a successful transition to automated
complaints management, as well as focusing on
capability building and financial strength.
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Chart 34 | Organisation Structure

COMMISSIONER

Executive Unit
Ministerial liaison
Issues management
Media
Performance reporting
Governance framework
Complaints analysis
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Customer Engagement
and Resolution
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Legal Services
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Corporate Operations
Division

EXECUTIVE DIRECTOR,
COMPLAINTS
OPERATIONS

DIRECTOR, CUSTOMER
ENGAGEMENT &
RESOLUTION (AND
REGISTRAR OF HEALTH
CONCILIATION REGISTRY)

DIRECTOR OF
PROCEEDINGS

DIRECTOR,
CORPORATE
OPERATIONS & CFO

 
Complaints administration
and monitoring

 
Triage and assessment of
complaints

 
Collaboration with other
regulators and Professional
Councils

 
Plan, monitor and complete
investigations

 
Prohibition orders and
public warnings

 
Audit of recommendations
to health organisations

 
Engagement Strategy
 
Inquiries Service
 
Resolution Service and
focus on early resolution

 
Capability building on
customer engagement

 
Training and development
for health organisations

 
Outreach program
 
Access and
communication projects

 
Determination of
disciplinary action following
investigation

 
Prosecutions
 
Assist Executive unit in
communicating prosecution
outcomes

 
Legal research and
advice to the executive on
legislative reform

 
Organisational change and
development

 
Human Resources
 
Finance
 
ICT
 
Risk management and
compliance

 
Data/document
management

 
Infrastructure and Facilities
 
Management of the
outsourced corporate
services contract and
relationships
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Commission staff
The Commission employed a total of 95 full and part time staff as at 30 June 2017.
Table 2 | Staff numbers by employment category 2013-14 to 2016-17 (as at 30 June 2017)

Employment basis

2013-14

2014-15

2015-16

2016-17

Permanent full-time

54

52

59

62

Permanent part-time

8

7

3

4

Temporary full-time

8

10

9

12

Temporary part-time

5

4

4

4

Contract – Senior Executives

4

4

4

5

1

3

Training positions

–

–

–

–

Retained staff

–

–

–

–

Casual

4

4

4

5

83

81

84

95

Permanent

62

62

61

70

Temporary

13

15

16

16

Contract

4

4

3

3

Full-time

62

66

68

79

Part-time

13

15

7

8

Contract non senior executive

Total
Sub totals

Table 3 | Average full-time equivalent staffing 2013-14 to 2016-17

2013-14

2014-15

2015-16

2016-17

74.3

72.6

74.3

77.0

Staff changes
In 2016-17 16 employees resigned and 16 took leave,
took on other career changes or completed contracts
as follows: two employees left for 12 months maternity
leave, one employee retired, one employee went on leave
without pay, two employees were seconded to other
agencies, five employees permanently transferred to
another agency, and five ended fixed term contracts.

Conditions of employment
and movement in salaries
and allowances
Employees of the Commission, including Senior
Executives are appointed under the Government Sector
Employment Act.
Employees under the Crown Employee (Public Service
Conditions of Employment) Award received a 2.5%
increase in salary and related allowances from the first
full pay period in July 2017. The Commission employs
medical advisers who are employed under the Crown
Employees (Health Care Complaints Commission)
Medical Advisers Award and they received a 2.5% annual
increase from October 2016.
The Statutory and Other Officers Remuneration Tribunal
(SOORT) determined a performance-based increase of
2.5% for the Commissioner and other Public Service
Senior Executives in August 2016.
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Public Service Senior Executives
Public Service Senior Executives are employed under
the Government Sector Employment Act 2013. The
executive structure complies with the Senior Executive
Implementation Plan prepared for the Public Service
Commission in June 2015.
The Commissioner, Ms Sue Dawson, commenced a
five year term on 7 December 2015.
In 2016-17 and during the development of the new
structure, the Commission had two transitional roles,
making a total of six Public Service Senior Executives:
—— Commissioner, Senior Executive Band 3 –
Sue Dawson, Bachelor of Laws (Hons 1) (LLB),
Master of Urban Planning, Bachelor of Social Work
(Hons 1), Executive Fellow, Australia New Zealand
School of Government
—— Director of Proceedings, Senior Executive Band 1 –
Karen Mobbs, Bachelor of Arts (BA) and Bachelor
of Laws (LLB)
—— Director of Investigations, Senior Executive Band 1 –
Tony Kofkin, Bachelor of Arts (BA), former Detective
Chief Inspector at Kent Police (UK)
—— Director of Assessment and Resolution, Senior
Executive Band 1 – Ian Thurgood, Certificate in
Orthopaedic Nursing, Certificate of General Nursing,
accredited mediator – July to December 2016.

—— Celia Murphy, Bachelor of Applied Science (Exercise
and Sport Science), Postgraduate Diploma in Health
Administration and Legal Profession Admission
Board. Acting Director, Business Improvement –
October 2016 – January 2017. This temporary role
was established to dedicate a senior executive
to conduct end-to-end review of the complaints
management processes and identification of actions
that could be taken to streamline and improve the
processes. Ms Murphy also acted in the role of
Director, Assessments and Resolution from January
2017 to July 2017.
—— Acting Director, Organisational Development
(temporary position) – Michael Doran, Bachelor of
Science (Hons) Psychology and Master of Science
(Organisation Psychology). This temporary role
managed the transition to a new corporate services
provider and delivered functions performed by the
previous Director, Corporate Services, Independent
Commission Against Corruption, Andrew Koureas
(who was a sitting member on the Executive
from 1 July to 1 September 2016, reflecting the
shared corporate services agreement that was in
place between the Commission and ICAC until
1 September).
10.7% of the Commission’s employee related expenditure
in 2016-17 was related to senior executives, compared
with the 11.2% in 2015-16.

Table 4 | Senior Executive as at 30 June 2017

Band

2016

2017

Female

Male

Female

Male

Band 3 (Commissioner)

1

0

1

0

Band 1 (Directors)

1

2

2

2*

Totals

2

2

3

2

* One temporary
Table 5 | Remuneration of Senior Executives as at 30 June 2017

Band

Range $

Average remuneration
2016

2017

Band 3 (Commissioner)

328,901 – 463,550

$336,525

$369,000

Band 1 (Directors)

183,300 – 261,450

$214,167

$223,149
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Personnel policies and practices
Conditions of employment are principally set by the
Government Sector Employment Act and, for the majority
of employees, by the Crown Employees (Public Service
Conditions of Employment) Award. Employees’ conditions
and entitlements are managed in accordance with the
guidelines, policies and directions set by the Public
Service Commission of NSW and the Commission’s own
workplace agreement and internal policies.
The Commission has a number of policies and procedures
regarding conditions of employment, work health and
safety, equity, security and other operational requirements.
The Commission commenced a process of review and
consolidation of the personnel policies in the Compliance
Monitoring Register in 2016-17. This process involves
consolidation of the unwieldy suite of 38 policies into
a set of 18 policies which give clearer guidance on HR
policies, procedures and entitlements and to ensure
application of all policies. The policy review project is
continuing in 2017-18.

Performance management
All employees have a performance agreement that aligns
individual job focus and performance expectations with
the goals and priorities defined in the Commissions
strategy, corporate and business plans. Each employees
performance agreement also includes a development
plan that incorporates development objectives to build
capabilities required in their job or that is required to
make the employee ready for an organisation need in the
future or a personal career goal.

Going forward, the emphasis on training and development
will be strengthened to ensure that managers and staff
are equipped to work effectively in a changing complaints
management landscape. Each of the employees who
got a performance rating that identified a need for
improvement will be provided with the necessary support
and tools to assist in improving performance.

Staff development and training
All employees had personal development discussions
and plans set as part of their Annual Performance
Agreements. The key development themes across these
plans have been identified and addressed.
The Commission continued its commitment to regular
delivery of training designed to support staff in working in
a challenging complaints management environment and
in working in a customer centric fashion. The target of
an average of greater than 2 days training per employee
was met.
This included continuation of the commitment to making
resilience training available for all Commission staff, so
that they are well equipped work in a sustainable and
constructive way with aggrieved, distressed, angry or
abusive clients and in working with a wide range of
health consumers. Staff feedback is that the training was
well planned and the interactive exercises gave them
an opportunity to hone their skills in handling the more
emotionally demanding side of complainant interactions.

Table 6 | Training offered and attendees

Course name

Number of attendees

People Management Program

16

Managing Sexual Assault Complaints

14

Child Sexual Abuse Dynamics
Trauma Informed Practice and Managing the “Cost of Caring” to Promote Helper
Resilience training
Resilience Refresher

6
18
5

Casemate training

34

Casemate refresher training

65

Other training and conferences
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An Executive Coaching Program was delivered by
WhyteCo. The program was designed to support
executive members and some managers to build
the leadership, project management, delegation
and communication skills required to ensure good
performance. It was delivered over six months and
included a 360 assessment of “the leadership circle”, 6x
90 minute coaching sessions, development of individual
development plans with the coach and 2x 3-way
meetings between the individual, their coach and their
line manager.
Support for the Continuing Legal Education
responsibilities of our legal officers also continued.
In addition to formal training the Commission also offered
a range of other opportunities for the development of
employees. These included delivery of masterclasses
on aspects of complaints handling, regular IT training,
performing higher duties, leadership or participation in
projects, mentoring and coaching, and cross Divisional
information sharing and teaching.

Employee engagement and
staff wellbeing
The 2016 People Matter Employee provided information
on employee experiences and perceptions and
guided identification of actions required to improve the
engagement, inclusion and support of staff.
The Commission developed a culture plan in response
which included a number of priority measures in four
key areas:
—— ensure mutual respect and integrity
—— build leadership/manager capability
—— reduce stress and workload
—— communication and transparency.

Employee assistance program
The Commission has an established Employee
Assistance Program (EAP) and during 2016-17 OPTUM
provided free confidential and professional counselling in
relation to any work-related or personal concerns of an
employee or their immediate family members.

The Commission also reviewed its needs consistent with
the commitment to effectively supporting employees
who are exposed to challenging complaints situations
and following some feedback received about OPTUM.
Following the review and evaluation of the current
and other potential EAP providers, the Commission
has engaged Davidson Trahaire Corpsych as the EAP
provider for 2017-18.

Flexible work arrangements
Commission offers flexible work arrangements to
allow its employees to balance their work with other
commitments, including caring for children or elderly
parents. In 2016-17, 10 staff had flexible work
agreements, including part-time work, parental leave
without pay and working from home.

Grievance Officer
The Commission has appointed a Grievance Officer who
is trained to provide staff with confidential information
and support to address any work-related issues they may
have. Issues may relate to allegations of discrimination,
harassment, bullying or other workplace concerns.

Staying healthy
Every year, the Commission offers free influenza
vaccinations for staff. In 2016-17, 33 staff elected to have
the vaccination. Staff can also participate in lunch hour
on-site Pilates classes, at their own expense.

Industrial relations and
the Workplace Consultative
Committee
The divisional directors, nominated staff and the Public
Service Association of NSW meet quarterly as members
of the Workplace Consultative Committee to discuss
issues relating to the conditions of employment and
entitlements of staff, including recruitment, training, work
health and safety (WHS) matters, and any new policies.
The Commission has a workplace agreement that
provides for flexible working hours and conditions, and
sets out dispute settlement procedures and avenues for
consultation, if issues arise.
There was one industrial dispute involving the
Commission in 2016-17, relating to unfair dismissal.
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Multicultural Policies and
Services Program
The Commission upholds the NSW Government’s
principles of multiculturalism as defined in the
Multiculturalism Act 2010 as it relates to employees
and clients from culturally and linguistically diverse
backgrounds. The Commission has a Multicultural
Policies and Services Plan which is actively applied
through governance and management practices.
The Commission’s key information resources are available
in 20 different languages on its website and through the
NSW Multicultural Health Communication Service.
Additionally, the Commission has employees accredited
to receive the Community Language Allowance Scheme
(CLAS) and can provide frontline client interpreting
services. When required, the Commission engages
additional accredited interpreters to assist clients
throughout the complaints process – through either
Multicultural NSW or NSW Multicultural Health.

Disability Action Plan
The Commission’s Disability Action Plan 2014-19 aims
to ensure an accessible workplace for people living with
disabilities and to eliminate discriminatory practices.
The Commission has an online induction program which
includes a section on disability and equal access. Other
actions undertaken to meet the Disability Action Plan
objectives include:
—— Workplace assessments to identify potential issues for
employees with disabilities
—— Workplace adjustments to support employees
with disabilities
—— An external provider to prepare and coordinate return
to work plans for employees with work related injuries
and/or temporary disabilities
—— Providing ergonomic equipment for workplace
adjustments for employees.
—— Accessible parking space at the Commission’s office
for visitors.

The Commission has focused outreach services to
specific stakeholder groups which included people
from culturally and linguistically diverse backgrounds.
Employees gave presentations to a variety of community
groups. These included Homeless Connect and
Community Carers.

Workplace Diversity Plan

Other outreach activities have been held with Aboriginal
health workers who are integral to ensuring appropriate
services are provided to Aboriginal patients. The
Commission also presented workshops with Aboriginal
health employees in the public health system.

All employees within the Commission have undertaken
mandatory induction training to ensure they understand
the Commission’s Code of Conduct, its policies on
workplace diversity, anti-discrimination and prevention of
bullying and harassment.

The Commission has a Workforce Diversity Plan, which
with its Disability Action Plan and Multicultural Policies
and Services Program, guide the Commission to meet
NSW government’s workplace diversity benchmarks.

The Commission regularly reviews its policies and
initiatives to achieve its workplace diversity program
goals, and the five year Workplace Diversity Plan (201419) outlines the Commission’s responsibility under
Section 63 of the Government Sector Employment Act
2013 and demonstrates the Commission’s commitment
to achieving the key outcomes of:
—— A diverse and skilled workforce
—— A workplace culture displaying fair practices
and behaviour
—— Improved employment access.
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The following tables show trends in representation and distribution of diverse employee groups:
Table 7 | Trends in the Representation of Workforce Diversity Groups
Workforce Diversity Group

Benchmark/Target

2015

2016

2017

Women

50%

77.5%

79.1%

76.9%

Aboriginal People and Torres Strait
Islanders

2.6%

2.5%

1.2%

1.1%

19.0%

12.8%

14.6%

13.3%

N/A

6.4%

4.8%

6.5%

1.5%

2.6%

2.4%

4.3%

People whose First Language Spoken
as a Child was not English
People with a Disability
People with a Disability Requiring
Work-Related Adjustment

Table 8 | Trends in the Distribution of Workforce Diversity Groups
Workforce Diversity Group

Benchmark/Target

2015

2016

2017

Women

100

N/A

N/A

N/A

Aboriginal People and Torres Strait
Islanders

100

N/A

N/A

N/A

People whose First Language Spoken
as a Child was not English

100

N/A

N/A

N/A

People with a Disability

100

N/A

N/A

N/A

People with a Disability Requiring
Work-Related Adjustment

100

N/A

N/A

N/A

Note 1: A Distribution Index of 100 indicates that the centre of the distribution of the Workforce Diversity
group across salary levels is equivalent to that of other staff. Values less than 100 mean that the Workforce
Diversity 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. In some cases the index may be more than 100,
indicating that the Workforce Diversity group is less concentrated at lower salary levels.
Note 2: The Distribution Index is not calculated where Workforce Diversity group or non-Workforce Diversity
group numbers are less than 20.
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Work Health and Safety
(WHS) Plan
The Commission’s Work Health and Safety (WHS) Plan
provides a safe and secure environment for employees
and clients. Strategies include:
—— An accredited rehabilitation provider to assess
individual workplaces and ensure appropriate
equipment, modifications and adjustments are
provided for employees specific needs and ensure
their wellbeing at work
—— Ergonomic assessments of workstations for new
employees and providing assessments for any
employee requests. Workstations for new employees
are reviewed in the first two months or earlier of their
commencement.
—— Accredited rehabilitation provider conducts working
from home assessments when required.
The Commission also:
—— conducts quarterly workplace inspections to identify
and assess potential and/or actual hazards
—— provides online work health and safety training for
new employees
—— recruits Work Health and Safety Officers and
first aid officers
—— provides first aid recertification courses for first aid
officers as required.
As previously mentioned, each year the Commission
offers free influenza vaccinations to all employees, with
33 employees choosing to take up this offer in 2016-17.

Work group negotiations commenced in June 2016
between the Commission and a Public Service
Association (PSA) delegate. The agreed outcome was
that there is one work group at the Commission to
represent all staff and nominations would commence
for two Health and Safety Representatives (HSR), to be
appointed at the start of 2017-18.
There was one notification of injury in 2016-17 at the
Commission, which remained as a notification only and
did not result in a new claim. The injury occurred offsite in
the carpark and resulted in minor injuries.

Legislative change
During 2016-17 there were no legislative changes that
affected the operating environment of the Commission.
This is largely due to the fact that the Health Practitioner
National Law (NSW) Amendment Review Act 2016
passed on 9 March 2016 and came into effect on 1 July
2016. These changes were outlined in the previous year’s
Annual Report.
It is anticipated that there will be several miscellaneous
amendments to the Health Care Complaints Act 1993
in 2017-18, and this will include implementation of
arrangements for the registration of paramedics.
The Commission continued to be represented by
the Director of Proceedings on the NSW Civil and
Administrative Tribunal Liaison Group which is chaired
by the President of NCAT and meets bi-annually.
Representatives from the Legal Division also participate in
periodic NCAT Occupational Division user group forums.

The WHS Committee meets quarterly to review WHS
policies and practices, and to resolve safety issues and
reported hazards.
Table 9 | Work health and safety incidents, injuries and claims 2014-15 to 2016-17

2014-15

2015-16

2016-17

Number of new claims

1

0

0

Number of workers compensation claims accepted

1

0

0

Fall trip slip outside workplace

0

0

1

Work practice / set up related

0

0

0

Total injuries

1

0

1
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Governance
Governance structures
The Executive Management Group meetings take place
monthly to set corporate direction and priorities, monitor
financial and operation performance and strategic HR
matters, and oversee major projects.
The Assessment Review Group (ARG) comprises the
Executive Director, Complaints Operations and the two
Managers of Assessments. Its purpose is to review the
performance of the Assessment Division and provide a
focus on operational strategy and practice that identifies
and delivers better business processes across all
complaints assessment functions.
The Investigation Review Group (IRG) – made up of
the Commissioner, Executive Director, Complaints
Operations, the two Investigation Managers, the Legal
Officer and the Executive Officer – closely monitors the
progress of investigations. All investigations identified as
carrying significant risk to public health and safety were
reviewed. In addition, the progress of all investigations
that involved unexpected and catastrophic health
outcomes for complainants and all investigations into
non registered practitioners were reviewed and resources
were allocated to ensure effective outcomes.
The ICT Steering Committee has met every two
months as planned to manage the Commission’s ICT
requirements and to decide on strategic ICT issues. It
also oversaw the engagement of auditors to review the
Commission’s core business process case management
system (Casemate).
The Audit and Risk Committee has met quarterly to
review the Commission’s risk management framework,
financial performance and internal controls and provide
assurance to the Commissioner on compliance with the
relevant Treasury and statutory policies and directives.

Staff Workplace Consultative Committee is made up of
the divisional directors, nominated staff and the Public
Service Association of NSW. The Committee meets
quarterly to discuss issues relating to the conditions
of employment and entitlements of staff, including
recruitment, training, WHS matters, and any new policies.
Each division has monthly or more frequent employee
meetings to discuss operational pressures and priorities,
identify and address team performance, and continue a
focus on strengthening culture and engagement.
Cross divisional oversight groups have been formed
for major projects and priorities, such as the Business
Improvement Project.

Risk management and
insurance activities
The Commission reviewed its business risks as part of
the corporate planning process. The Commission’s Risk
Register and Risk Policy were subsequently amended
to reflect revised assessment, evaluation and treatment
of risks.
The Commission has also reviewed its Business
Continuity Plans and ICT Disaster Recovery Plan. An
external review of the Commission’s Risk Management
Framework and policy was also undertaken.
The NSW Treasury Managed Fund provides the
Commission with insurance cover for workers
compensation, motor vehicles, public liability, property
and other items. Workers compensation insurance is
provided by QBE Ltd, with GIO General Ltd providing
insurance for the remaining categories.
Workers compensation premiums decreased by $12,138
(30.2%) from the previous year, due to a reduction in
estimated claims, and the remaining insurance categories
also decreased, by $4,672 (44%) due to a reduction in
the car fleet.

The Work Health and Safety Committee has met every
quarter to ensure identification and management of all
WHS issues across the Commission.
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Internal Audit and Risk Management Statement Attestation Statement for the
2016-2017 Financial Year for the Health Care Complaints Commission
I, Sue Dawson, Commissioner of the Health Care Complaints Commission (HCCC), am of the opinion that the
HCCC has internal audit and risk management processes in place that are compliant with the eight (8) core
requirements set out in the Internal Audit and Risk Management Policy for the NSW Public, specifically:
Core Requirements

Compliance Status

Risk Management Framework
1.1

The agency head is responsible and accountable for risk management
in the agency

compliant

1.2

A risk management framework that is appropriate to the agency has been
established and maintained and the framework is consistent with
AS/NZS ISO 31000:2009

compliant

Internal Audit Function
2.1

An Internal Audit function has been established and maintained

compliant

2.2

The operation of the internal audit function is consistent with the
International Standards for the Professional Practice of Internal Auditing

compliant

2.3

The agency has an Internal Audit Charter that is consistent with
the model of the “model charter’

compliant

Audit and Risk Committee
3.1

An independent Audit and Risk Committee with appropriate expertise
has been established

compliant

3.2

The Audit and Risk Committee is an advisory committee providing
assistance to the agency head on the agency’s governance
processes, risk management and control frameworks, and its external
accountability obligations

compliant

3.3

The Audit and Risk Committee has a Charter that is consistent with the
content of the ‘model charter’

compliant

Membership
The chair and members of the Audit and Risk
Committee are:
—— Independent Chair – Ms Claudia Bels appointed from
1 February 2013 to 31 January 2016 and initially as
independent member, extended to 31 August 2016.
Reappointed as Independent Chair to 31 August 2020.
—— Independent Member – Mr Ray Petty appointed from
1 September 2012 to 31 August 2015, extended to
31 August 2016 as independent chair. Reappointed
as independent member to 31 August 2020.
—— Independent Member – Mr Norman Smith appointed
from 18 May 2016 to 17 May 2018.
—— Non Independent Member – Mr Tony Kofkin,
Executive Director, Complaint Operations
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Audit Committee and
internal audit
The Audit and Risk Committee oversees business risks
and governance issues such as financial practices and
internal management controls, including internal audits.
The internal auditors conducted a major audit of the
Commission’s case management system, Casemate
which was concluded in November 2016. A number
of opportunities for improvement were identified which
can broadly be categorised into system/ enhancements
to Casemate and business process improvements to
identify manual processes that could be automated.
These recommendations now form the basis for a
number of strategic projects to improve the efficiency of
inquiry and complaint handling.

Government information
The Commission has a range of information on its
website that people can openly access. During the year,
the Commission continued to review and update its
publicly available information.
In relation to its complaint-handling functions, the
Commission is exempt from the Government Information
(Public Access) Act 2010.
During the year, the Commission received 14 applications
for the release of documents under the Act. All of these
were applications for documents that related to the
Commission’s complaint-handling functions and were
therefore invalid applications. The tables in Appendix F
confirm that no valid applications were received in
2016-17 as required under the Act.

A comprehensive three-year Internal Audit Plan that
covers the period to June 2020 has been developed and
this is reviewed, amended and reported upon to the Audit
and Risk Committee.

Compliance with the NSW
Carers (Recognition) Act 2010

The Commission received the formal Independent
Auditors report from the NSW Auditor General on 20
September 2017.

The NSW Carers (Recognition) Act 2010 (the Act)
was introduced to formally recognise the significant
contribution carers make to the people they care for and
the community, by enacting the NSW Carers Charter and
establishing the Carers Advisory Council.

Public interest disclosures
The Public Interest Disclosures Act 1994 requires the
Commission to report public interest disclosures made
to it.
The Commission has a public interest disclosure policy that
encourages and guides staff to report potential wrongdoing.
The Commission reports that in 2016-17:
—— No public officials made public interest disclosures in
performing their day to day functions.

The Act requires public sector agencies to:
—— take reasonable steps to ensure that staff are aware
of and understand the NSW Carers Charter,
—— consult with carers or organisations that represent
carers when developing policies that impact on
carers, and
—— have regard to the Carers Charter when
developing their human resource policies.

—— No public interest disclosures were made that are
not covered by the above that were made under a
statutory or other legal obligation.
—— No other public interest disclosures were made.
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The Act also places additional obligations on human
service agencies, of which the Commission is deemed to
be one. In addition to their obligations as public sector
agencies, human service agencies must ensure that the
principles of the Carers Charter are reflected in their core
work. Human service agencies are also required to report
annually on their compliance with the Act.

Information and
communications technology

The Commission report on compliance is:

Actions taken under this plan in 2016-17 are
detailed below.

—— Education strategies: Staff at the Commission are
expected to comply with the Commission’s Code of
Conduct, which is covered in staff induction training.
The Commission’s Code reflects the core principles
and values outlined the Carers Charter around
integrity, diversity and service. Specific awareness
of the Carers Charter is planned in 2017-18 through
placement of promotional material around the
Commission office, and raising it in internal meetings.
—— Consultation and liaison with carers: Policies
that were reviewed and updated in 2016-17, such as
Fraud and Corruption Prevention; Preventing Bullying
and Harassment; and Resolving Unsatisfactory
Performance, were internally focused and largely did
not directly affect carers.
—— Staff carer support: As outlined earlier, Commission
staff have access to flexible working arrangements
under its Policy of the same name. These
arrangements support those staff who are carers,
particularly for young children, dependents living with
a disability and elderly parents. This Policy is currently
under review and will consider any opportunities to
improve this support.
It is also noted that the Commission's EAPs
services are available to staff and their partners and
family members.

The Information and Communications Technology (ICT)
Strategic Plan 2014–17 outlined relevant emerging
technologies that offered the potential to improve the
Commission’s operational efficiency.

ICT infrastructure upgrade project
During this period the ICT unit:
—— introduced improvements to backup procedures
—— conducted a feasibility analysis of migrating its ICT
data centre to the Government Data Centre (GovDC)
site at Silverwater
—— successfully implemented a secure link to the
GovDC site at Silverwater to enable and facilitate
the secure provision of HR and Finance related
outsourced transactional services and GovConnect
support services
—— replaced the Commission’s ageing security card and
perimeter security system with a more modern and
reliable version
—— improved security in the Reception area by installing a
CCTV system.

Digital Information Security Policy
Following the implementation of the Digital Information
Security Policy (DISP) last year to meet the NSW
Government’s digital information security requirements
for the public sector, ongoing monitoring was performed
throughout the year to ensure the new security
classifications were being used correctly and staff
awareness programs were provided to new staff.

Enhancements to the case
management system
In 2016-17 the Commission has focused on improving
the way staff handle complaints with an emphasis on
KPIs, by harnessing new technologies and implementing
improvements to systems to deliver productivity benefits to
the Commission’s operations. Its core case management
system (Casemate) has undergone ongoing development
to provide staff with new or enhanced features to assist
them with the handling of increased workloads.
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These improvements include:
—— the introduction of an electronic signature feature
that significantly reduces reliance on paper records
creation, by reducing the need for manual tasks
normally required by staff including printing, copying,
scanning etc.
—— a new feature that allows the collation of numerous
documents into one primary document for use
in investigation and legal briefs. This can then be
stored independently from other documents and
securely distributed.
—— an automated self-service capability. This is the first
stage where ICT process automation meets business
process automation. Staff can choose reports from a
list and initiate process execution themselves, without
having to involve someone from ICT operations.
—— electronic monitoring which provides a staff task list
that gives staff regular feedback of work performance,
and enables them to take corrective action when
necessary. It also satisfies the worker’s need for selfevaluation and reduces performance uncertainty by
specifying upcoming tasks and deadlines that need to
be achieved.
—— advanced management reporting capabilities such as:
¬¬ the ability to receive monthly reports about
complaints that are older than 60 days and drill
down into individual cases
¬¬ caseload management report which provides
Assessment Officers with information about where
cases are up to, in terms of the stage of the
process and the number of days where they are
under 60 days.
—— improved system functionality reflecting divisional
requirements, in particular the Commission’s Business
Process Review for the Assessments & Resolution
division. This is an ongoing project.
—— improved system stability and performance.

The Commission also arranged an internal audit by
KPMG to:
—— review change management over configuration and
functional changes to Casemate
—— identify the current and future requirements of
the Commission
—— perform a comparison of the functionality currently
available within Casemate against functionality
required by key users and stakeholders, and
—— perform a market scan in order to identify possible
alternative systems.
The recommendations following this audit were:
—— Recruit an additional application developer to
support Casemate
—— Conduct an end to end process efficiency review of
the Commission’s complaints management process,
and
—— Conduct an RFP for to evaluate alternate case
management systems.
These recommendations were agreed to and are
continuing to be implemented.

Records management
In 2016-17, the Commission undertook a number of
records-related projects, including:
—— the ongoing identification and preparation of records
for future transfer to the State Archives.
—— digitising approximately 4,000 paper-based case files,
which significantly reduced offsite storage costs of
paper files.

Internet and intranet website
enhancements
During this period the Commission’s public website
was maintained to ensure ongoing compliance with
the Web Content Accessibility Guidelines (WCAG) 2.0
AA accessibility Standard, as required by the Premier’s
Circular C2012-08.
The Commission commenced a comprehensive review
and update of its intranet site, in consultation with a
reference group consisting of nominated staff throughout
the Commission. This project will continue during 2017-18.
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ISO27001 Standard for
Information Security
The Commission has actively operated and maintained its
Information Security Management System (ISMS) since
achieving accreditation to the ISO27001:2005 Standard
for Information Security. It continues to maintain its
accreditation, by regularly reviewing and updating relevant
policies and procedures, ensuring a program of continual
improvement for information security, and conducting
regular internal and independent external audits.
The last independent annual external audit was
successfully completed in November 2016. During this
audit, the Commission gained a three year certification
to the ISO 27001:2013 Standard and has continued
maintaining its Information Security Management System
(ISMS). The ISMS is a systematic approach to managing
sensitive company information so that it remains secure.
It includes people, processes and ICT systems by
applying a specific risk management process. The next
surveillance audit is due in November 2017.
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Other technologies
Further to Casemate, technology enabling improvements
have also included:
—— establishment of a direct link to AHPRA’s case
management system for quick retrieval of current
practitioner information. This removes the multiple
days previously absorbed where staff requested and
were manually provided with required information
—— the ability to remotely access work systems
supporting a more flexible workforce which allows
staff to work smarter and be more productive
—— the provision of data extracts to staff which improve
the quantity and quality of statistical data available to
staff for analytical and reporting purposes
—— better reporting tools – enabling reports can be
generated as/when required and sent to recipients
electronically at designated intervals.
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Digital Information Security Annual Attestation Statement
for the 2016-17 Financial Year for the Health Care
Complaints Commission
I, Sue Dawson, Commissioner am of the opinion that the Health Care Complaints Commission had
an Information Security Management System in place during the financial year being reported on
consistent with the Core Requirements set out in the Digital Information Security Policy for the NSW
Public Sector.
I am of the opinion that the security controls in place to mitigate identified risks to the digital information
and digital information systems of the Health Care Complaints Commission are adequate for the
foreseeable future.
I am of the opinion that all Public Sector Agencies, or part thereof, under the control of the Health Care
Complaints Commission with a risk profile sufficient to warrant an independent Information Security
Management System have developed an Information Security Management System in accordance with
the Core Requirements of the Digital Information Security Policy for the NSW Public Sector.
I am of the opinion that, where necessary in accordance with the Digital Information Security Policy for
the NSW Public Sector, certified compliance with AS/NZS ISO/IEC 27001 Information technology –
Security techniques – Information security management systems – Requirements had been maintained
by all or part of the Health Care Complaints Commission and all or part of any Public Sector Agencies
under its control.

Sue Dawson
Commissioner
Health Care Complaints Commission
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